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ABSTRACT
Background: Experiencing a potentially traumatic event can put individuals at risk for both 
short-term and long-term mental health problems. While many psychological interventions 
exist for those who have experienced potentially traumatic events, there remains controversy 
about the best ways to support them.
Objective: This review explores the effect of brief psychoeducational interventions after 
potentially traumatic experiences on adult recipients’ mental health, attitudes towards 
mental health, and trauma-related knowledge, as well as the perceived acceptability of 
psychoeducation.
Methods: Four electronic databases were searched for relevant published literature.
Results: Ten papers were included in the review. There was no evidence that psychoeducation 
was any more effective in terms of reducing mental health symptoms than other interventions 
or no intervention at all. There was some evidence that psychoeducation improved attitudes 
towards and knowledge of mental health immediately post-intervention; one study examined 
whether these improvements were sustained over the long term and found that they were not. 
However, psychoeducation was generally highly regarded by participants.
Conclusions: This review did not find sufficient evidence to support routine use of brief 
psychoeducation as a stand-alone intervention.

Efectividad y aceptabilidad de las intervenciones psicoeducativas breves 
despues de eventos potencialmente traumaticos : Una revision 
sistematica
Antecedentes: Experimentar un evento potencialmente traumático puede poner a las perso-
nas en riesgo de tener problemas de salud mental tanto a corto como a largo plazo. Si bien 
existen muchas intervenciones psicológicas para aquellos que han experimentado eventos 
potencialmente traumáticos, persiste la controversia sobre las mejores formas de apoyarlos.
Objetico: Esta revisión explora el efecto de las intervenciones psicoeducativas breves después 
de experiencias potencialmente traumáticas en la salud mental de adultos destinatarios de la 
intervención, las actitudes hacia la salud mental y el conocimiento relacionado con el trauma, 
así como la aceptabilidad percibida de la psicoeducación.
Método: Se buscó por literatura relevante publicada en cuatro bases de datos electrónicas.
Resultados: Se incluyeron diez artículos en la revisión. No hubo evidencia que la 
psicoeducación fuera más efectiva en cuanto a reducir los síntomas de salud mental que 
otras intervenciones o ninguna intervención en absoluto. Hubo alguna evidencia que la 
psicoeducación mejoró las actitudes y el conocimiento hacia la salud mental inmediatamente 
después de la intervención; un estudio examinó si estas mejorías se mantenían a largo plazo 
y encontraron que no se mantenían. Sin embargo, la psicoeducación fue en general muy 
apreciada por los participantes.
Conclusiones: Esta revisión no encontró evidencia suficiente como para apoyar el uso rutinario 
de psicoeducación breve como una intervención independiente.

潜在创伤事件后简短心理教育干预措施的有效性和可接受性：一项系统 
综述

背景:经历潜在创伤事件可能会使个人面临短期和长期心理健康问题的风险° 尽管有很多针 
对那些潜在创伤事件经历者的心理干预措施, 对于支持他们的最佳方式仍存在争议° 目的:本综述探讨了潜在创伤经历之后的简短心理教育干预对成年受试者心理健康的效果, 
对心理健康的态度, 对创伤相关知识的认识, 以及对心理教育的感知可接受性° 方法:在四个电子数据库中检索相关的公开文献° 
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HIGHLIGHTS
• Brief single-session psy-

choeducation interventions 
delivered within a month 
of experiencing 
a potentially traumatic 
event do not appear to 
have a significant impact 
on mental health.  
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结果:本综述共纳入10篇论文° 没有证据表明, 在减少心理健康症状方面, 心理教育比其他干 
预措施或者根本没有干预措施更为有效° 有证据表明, 干预后立即进行心理教育可以改善人 
们对心理健康的态度和知识; 一项研究考查了这些改善是否可以长期持续, 发现并非如此° 
但是, 参与者普遍高度重视心理教育° 结论:本综述没有发现足够的证据支持常规使用简短心理教育作为独立干预措施° 

1. Introduction

Experiences which put an individual (or someone 
close to them) at risk of serious injury, death or sexual 
violence are referred to as ‘potentially traumatic 
events’ (PTEs) (American Psychiatric Association, 
2013). Many people will experience at least one PTE 
within their lifetime (Ogle, Rubin, Berntsen, & Siegler, 
2013); the Adult Psychiatric Morbidity Survey (Fear, 
Bridges, Hatch, Hawkins, & Wessely, 2014) suggests 
that about a third of adults in the UK have experienced 
at least one. Experiencing a PTE can be distressing in 
the short term and, while the majority of people will 
not go on to develop mental health problems 
(Bonanno, 2004), a minority may develop longer- 
term mental health consequences including post- 
traumatic stress disorder (PTSD), depression and 
anxiety (Neria, Nandi, & Galea, 2008). Prevention, 
early detection, and treatment of psychological diffi-
culties following a PTE are important in minimizing 
the mental health consequences of such events 
(Brooks & Greenberg, in press).

Numerous psychological interventions intended to 
improve post-traumatic symptoms exist, but controversy 
remains about the best ways to support people exposed 
to PTEs. Single session psychological debriefing – 
a professional intervention within days of PTE, encoura-
ging affected individuals to recollect and talk about their 
reactions (Mitchell, 1983) was commonly used in the 
past but there is now strong evidence it is ineffective 
and even harmful (Wessely, Rose, & Bisson, 2000).

So, the search continues for a simple, brief, easily 
administered intervention that can be delivered 
early, which promotes resilience and coping, as 
well as identifying those who may require additional 
help (Gibson et al., 2007; Whitworth, 2016). One 
commonly used example of such an intervention is 
psychoeducation. This involves the provision of 
information allowing participants to learn about 
‘normal’ psychological responses to PTEs and 
enhancing understanding of stress reactions, for the 
purpose of reducing the potential negative impacts 
of trauma. It usually also includes information on 
seeking further help (Whitworth, 2016). 
Psychoeducation can be delivered in multiple ways, 
including face-to-face sessions either individually or 
as a group, or provision of educational booklets, 
websites, or smartphone apps. Howard and Goelitz 
(2004) suggest it may also encourage help-seeking by 
reducing the stigma surrounding mental health. The 

provision of psychoeducation to improve mental 
health after trauma is based on the assumptions 
that people will find post-traumatic symptoms to 
be less disturbing if they have already been given 
information about them; that they will be reassured 
by the knowledge that such symptoms are normal; 
that understanding the nature of symptoms will 
encourage help-seeking in cases where symptoms 
are extreme or long-lasting; that psychoeducation 
could help people adapt by introducing corrective 
information that modifies their perception of them-
selves or the event; and that the self-help guidance 
provided in psychoeducation will be empowering 
(Wessely et al., 2008).

One difficulty is the issue of what ‘psychoeducation’ 
actually means. Southwick, Friedman, and Krystal 
(2008) point out that psychoeducation is framed dif-
ferently across the literature, sometimes meaning dis-
tribution of self-help materials and sometimes 
including debriefing. We pointed out that psychoedu-
cation is often deemed to be ‘so obviously a good 
thing’ (Wessely et al., 2008) so that providing evidence 
of its effectiveness is rarely seen as a priority and 
argued that further research is needed to ascertain 
whether psychoeducation is helpful. Furthermore, we 
suggested that psychoeducation might cause harm by 
heightening anxiety or providing too much informa-
tion and triggering an effect similar to the nocebo 
effect, in which participants expect to experience 
adverse effects and consequently do so.

This review collates the scientific literature on brief 
post-event psychoeducation interventions to address the 
research question: what is known about the effectiveness 
and acceptability of brief psychoeducation in reducing 
the risk of mental health problems following a PTE?

2. Methods

2.1. Data sources

Four electronic databases (Embase, MEDLINE, PsycInfo 
and Web of Science) were searched by one author (SKB) 
using a combination of psychoeducation-related terms 
and traumarelated terms (full list of search terms is 
presented in Appendix I). All citations weredownloaded 
to EndNote.

2.2. Study selection

To be included, studies had to:
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● be published in peer-reviewed journals in the 
English language;

● contain primary data;
● include only participants aged 16+;
● include participants exposed to single traumatic 

incidents (e.g. disasters, road traffic accidents, 
injury, assault);

● evaluate a brief psychoeducational intervention 
(e.g. single-session in-person intervention, or 
provision of educational leaflets, websites or 
smartphone apps), delivered within 4-week post- 
PTE;

● include measures of either psychological out-
comes, attitude outcomes, knowledge outcomes, 
or participant feedback on the intervention (or 
some combination of these).

Exclusion criteria included studies on refugees (as they 
may have a very different trauma experience and it is 
not clear how psychoeducation might impact on refu-
gee concerns) and torture victims (the added political 
dimension means there is often ongoing high stress 
unrelated to trauma, which psychoeducation would 
likely not impact on). Papers were excluded if the 
psychoeducation intervention involved more than 
one in-person session; this is because we did not 
want psychoeducation as a ‘treatment’ included 
because many forms of psychotherapy have 
a psychoeducation component; we were interested in 
how people might be helped in the immediate after-
math of a traumatic incident where single session 
interventions are commonly offered. Interventions 
could be included if they involved aspects other than 
psychoeducation (e.g. relaxation exercises) but only if 
psychoeducation made up at least 50% of the inter-
vention. We included studies testing psychoeducation 
only, studies comparing psychoeducation to other 
interventions and studies comparing psychoeducation 
to treatment-as-usual/control groups.

Titles of all studies were screened for relevance by 
one author (SKB); following this, abstracts were 
screened and any clearly not meeting the inclusion 
criteria were excluded. The full texts of all remaining 
citations were downloaded and assessed against the 
inclusion criteria. Finally, reference lists of all papers 
meeting the inclusion criteria were hand-searched. At 
all stages of the screening process, any queries or 
uncertainties about whether papers should be 
included were discussed with other members of the 
research team.

2.3. Data extraction

Data extraction forms were used to systematically 
extract the following information from each study: 
country of study; number of participants; demo-
graphic characteristics of participants; the traumatic 

event participants had experienced; details of the psy-
choeducation intervention and any comparison 
groups; outcome measures used; and key results.

2.4. Data synthesis

Narrative synthesis was used to analyse the results of 
all included papers and group their results into 
themes.

2.5. Quality appraisal

The quality of the included papers was assessed using 
a structured tool (presented in Appendix B) developed 
by the authors for a previous review (Brooks et al., 
2015), informed by existing quality appraisal tools 
(Drummond & Jefferson, 1996; EPHPP, 2009; 
National Institute for Health, 2014). Quality was mea-
sured across three domains: study design; data collec-
tion and methodology; and analysis and interpretation 
of results.

3. Results

Six thousand seven hundred and seventy-nine cita-
tions were found, and 1156 duplicates removed. Five 
thousand forty were removed based on title and 
a further 519 based on abstract. The 64 remaining 
full texts were screened and additional six papers 
found via hand-searching their references. Of these 
70 citations, 60 were excluded for not meeting the 
inclusion criteria. A PRISMA diagram illustrating the 
screening process can be seen in Figure 1.

Studies were published between 1999 and 2015. The 
majority of them were from the UK (n = 6); others 
were from the Netherlands (n = 2), Sri Lanka (n = 1) 
and the USA (n = 1). Psychoeducation was most often 
provided in the form of a written booklet (n = 6); other 
studies provided psychoeducation via online materials 
(n = 2), face-to-face (n = 1) or videos (n = 1). 
Participants included parents of children admitted to 
intensive care (n = 1), accident or injury survivors 
(n = 7), snakebite victims (n = 1), and victims of 
violent crime (n = 1). Table 1 summarizes the included 
studies.

3.1. Mental health outcomes

None of the studies comparing psychoeducation to 
other interventions found psychoeducation to be 
superior in terms of mental health outcomes. In 
a study comparing 52 psychoeducation participants 
to 51 controls and 54 who received debriefing, Rose 
et al. (1999) found that all groups improved over 
eleven months in terms of mental health symptoms, 
but there were no between-group differences. Ehlers 
et al. (2003) found that the participants receiving 
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cognitive therapy (n = 28) showed significantly better 
mental health outcomes than the psychoeducation 
participants (n = 28) at post-treatment and six- 
month follow-up. Bugg et al. (2008) found significant 
improvements overall on measures of anxiety, depres-
sion and PTSD over 6 months, but no differences were 
found between a group who received psychoeducation 
(n = 36) and a group who received psychoeducation 
plus writing exercises (n = 31); additionally, no sig-
nificant improvements in quality of life were found for 
either group. Wijesinghe et al. (2015) found that, after 
6 months, 13.8% of 65 participants who received 

psychoeducation showed psychiatric symptoms of 
anxiety and depression: this was more than the 8.7% 
of 69 participants who received psychoeducation plus 
a cognitive behavioural intervention, but less than the 
26.5% of 68 controls. The rate of severe depression was 
significantly higher in controls than in both other 
groups. Prevalence of PTSD was highest (12.3%) in 
psychoeducation participants, compared to 2.9% in 
the group who received psychoeducation plus cogni-
tive behavioural treatment, and 10.3% in controls; the 
difference between the psychoeducation and control 
groups was not statistically significant.

Figure 1. PRISMA 2009 flow diagram.
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One study found significant differences between 
psychoeducation and control groups, but only for 
some measures: in Als et al.’s (2015) study, partici-
pants who received psychoeducation (n = 22) reported 
lower post-traumatic stress symptoms and depressive 
symptoms at 3–6 month follow-up than participants 
who did not (n = 9), but there was little difference in 
anxiety scores.

Several other studies found improvements in symp-
toms across both control and intervention groups, 
with no significant differences between groups 
(Ehlers et al., 2003; Mouthaan et al., 2013, 2011; Rose 
et al., 1999; Scholes et al., 2007; Wong et al., 2013).

In two studies, psychoeducation yielded poorer results 
than no intervention: Turpin et al. (2005) found that 
PTSD, anxiety and depression decreased (p < 0.05) with 
time but there were no group differences in PTSD or 
anxiety and the controls were in fact less depressed 
(p < 0.05) at 24–26 week follow-up. There was a reduction 
in PTSD caseness within the control (50% of 67) com-
pared with the intervention (20% of 75) group which was 
almost significant (p < 0.06). Ehlers et al. (2003) found 
that psychoeducation participants fared worse than the 
control group in terms of requesting treatment and ‘high 
end-state functioning’.

3.2. Attitudes towards mental health and treatment

Wong et al. (2013) found that immediately post- 
intervention, participants who had psychoeducation 
(N = 52) exhibited more positive beliefs about mental 
health treatment than controls (n = 47); however, these 
differences were no longer maintained at the one-month 
follow-up, and no significant differences in treatment use 
were found between psychoeducation participants and 
controls.

3.3. Knowledge

Wong et al. (2013) found that, immediately after viewing 
the psychoeducational video, participants exhibited 
greater knowledge of PTSD symptoms than controls. 
Controlling for PTSD symptoms, participants in the psy-
choeducation condition were also more likely to endorse 
self-recognition of PTSD problems immediately post- 
intervention than controls (p = 0.05). At the 1-month 
follow-up, group differences in PTSD knowledge were no 
longer maintained, but differences in self-recognition of 
PTSD between groups narrowly failed to reach signifi-
cance, with psychoeducation intervention participants 
being more likely to recognize their symptoms as mental 
health problems than controls.

3.4. Acceptability of psychoeducation

Psychoeducation interventions were generally viewed 
positively, with more than half of participants reporting 

that they found them useful (Als et al., 2015; Bugg et al., 
2008; Mouthaan et al., 2011; Scholes et al., 2007; Turpin 
et al., 2005). In Turpin et al.’s (2005) study, when asked 
what was particularly helpful, 16 people (47%) referred to 
information and advice and 11 people (32%) referred to 
the normalization of reactions. Positive views appeared to 
be sustained over time; three studies collected feedback at 
follow-up and found that participants viewed the inter-
vention positively even after 3 months (Bugg et al., 2008; 
Scholes et al., 2007) and 6 months (Turpin et al., 2005).

In Als et al.’s (2015) study, all participants evaluated 
psychoeducational materials as useful and 82% indi-
cated that the information in the handbook made 
them feel more prepared for life after the paediatric 
intensive care unit. Mouthaan et al. (2011) found that 
participants reviewed the psychoeducation pro-
gramme as useful and clear, with most finding the 
stress management exercises relaxing and the videos 
informative.

In a study comparing the perceived usefulness of 
psychoeducation with cognitive therapy, few differ-
ences were found. Ehlers et al. (2003) found that 
there was no difference in treatment credibility 
between the groups; both rated their respective inter-
ventions as highly logical, were moderately confident 
they would be helpful, and were confident about 
recommending the intervention to a friend.

3.5. Study quality

The total percentage of ‘yes’ answers to the quality 
appraisal questions was calculated for each study (see 
Figure 2). Quality of papers was high overall with no 
studies scoring under 70%.

Most studies scored highly for design, with seven 
papers scoring 100% on this section; those that did not 
tended to be let down by not recruiting participants 
during the same time period or failing to specify 
inclusion criteria. Methodology scores were more 
mixed, with only two papers gaining full marks; 
other studies tended to report response rates of less 
than 50% or not explain reasons for loss to follow-up. 
Six papers scored 100% for their analysis and inter-
pretation of results; those that did not typically failed 
to report confidence intervals or adjust for potential 
confounding variables, or did not report their data 
with appropriate caveats.

4. Discussion

This study questioned whether brief post-incident psy-
choeducation might impact on recipients’ mental health. 
Overall, we did not find evidence of its effectiveness. Our 
results do not overall suggest negative effects of psychoe-
ducation with only one of 10 papers reviewed (Turpin 
et al., 2005) finding that a psychoeducation group fared 
less well than the control group. However, whilst there 
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was some evidence that psychoeducation recipients 
reported some increase in knowledge immediately post- 
intervention and generally liked the information pro-
vided, we could find no conclusive evidence that psy-
choeducation led to a sustained improvement in mental 
health outcomes after traumatic events. Fortunately, 
most people exposed to trauma do recover naturally, 
without the need for any formal intervention (Bonanno, 
2004). Psychoeducation appears to add little or nothing 
to this, although the tendency for participants to endorse 
psychoeducation suggests that they may attribute symp-
tom improvement to the intervention.

We found some evidence that psychoeducation 
improved attitudes towards mental health and may 
increase the likelihood of seeking help for mental 
health problems; however, these changes did not per-
sist over time (Wong et al., 2013), a not unusual 
finding (Hanbury et al., 2013) and our results suggest 
that it is important to ensure that evaluation trials 
collect their outcome measures after a suitable follow- 
up period. There was also some evidence that psychoe-
ducation increased knowledge of trauma and PTSD 
symptoms, but this appeared to be a temporary out-
come suggesting a decay of knowledge.

Participants’ opinions of psychoeducation were gen-
erally positive with most perceiving it to be useful. 
Psychoeducation certainly has face validity with the 
public – for example in a study of students (Tarrier, 
Liversidge, & Gregg, 2006), psychoeducation was highly 
endorsed (the fourth highest-rated intervention for 
PTSD, out of 14). This is also shared by professionals – 
a study of European Union professionals on the suit-
ability of Dutch guidelines for disaster response (Brake 
& Dückers, 2013) found that 77% (of 116 participants) 
were in favour of psychoeducation. However, despite 
being viewed positively by participants, we found insuf-
ficient evidence to conclude that psychoeducation as 

a stand-alone intervention is effective in preventing or 
reducing mental health symptoms. Indeed, the recent 
NICE guidelines for the management of PTSD (NICE, 
2018) notes that the evidence base for psychoeducation 
is ‘very limited and uncertain’ and insufficient to recom-
mend psychoeducation for use on its own. We also note 
that previous high-quality studies of psychological 
debriefing concluded that in spite of those who were 
debriefed reporting high levels of satisfaction with the 
debriefing process, they nonetheless did not improve 
and indeed some experienced a deterioration in their 
mental health (Rose, Bisson, Churchill, & Wessely, 
2002). Thus, satisfaction with an intervention is not 
a useful metric to measure effectiveness.

4.1. Limitations

We found relatively few studies have evaluated the effec-
tiveness of brief psychoeducation interventions after trau-
matic events. From over 6000 papers found by our initial 
database searches, only a small number evaluated brief 
psychoeducation as a stand-alone intervention rather 
than as part of a more comprehensive, longer-term inter-
vention. While interventions including psychoeducation 
as just one component may be effective, it is difficult to 
ascertain how much of their success is due to the psy-
choeducation aspect. Additionally, it is difficult to ascer-
tain the extent to which psychoeducation is responsible 
for any improvements in mental health symptoms, atti-
tudes or knowledges because researchers cannot control 
for other information participants might seek out or 
knowledge they may already have been exposed to 
(Robertson, Humphreys, & Ray, 2004; Whitworth, 2016).

Different terminologies used across the literature 
means that some relevant papers may have been missed. 
Additionally, given that psychoeducation is frequently 

Figure 2. Scores for overall quality.
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used as the control group in evaluations of more com-
prehensive interventions, it is highly likely that there exist 
many studies which evaluate psychoeducation but do not 
include it as a keyword as it is not the focus of the study.

The differences in methodologies, participants and 
outcomes across papers make comparisons difficult. 
The types of trauma experienced by participants differed 
greatly, and some studies provided psychoeducation as 
a preventive measure whereas others delivered it to 
participants already diagnosed with PTSD.

Not all studies compared psychoeducation to 
a control group who received nothing. This means 
their usefulness in this particular review is limited as it 
is impossible to ascertain the extent to which symptoms 
improved due to psychoeducation and the extent to 
which symptoms merely improved naturally over time.

One limitation within the literature itself is that in any 
of the studies involving participants having to read 
a psychoeducational leaflet or booklet, it is not possible 
to know that every participant did in fact read the mate-
rial. One study (Als et al., 2015) did ask all participants to 
confirm that they had read the material; however, most 
others did not address this. As such, we do not know for 
certain that the psychoeducation interventions were 
really administered as intended. Additionally, although 
we included only studies which provided psychoeduca-
tion as an intervention following a single traumatic inci-
dent, it is possible that some participants may have also 
experienced other traumatic incidents which may have 
affected their symptoms. Whilst we would hope that, if 
this were the case, studies would consider this as 
a confounding variable, it is possible that some partici-
pants may have experienced more than one single 
trauma.

4.2. Conclusion

We found no evidence that brief psychoeducation led to 
a sustained improvement in mental health status after 
exposure to traumatic events, despite some recipients 
subjectively regarding psychoeducation as being useful. 
Although there was some evidence that psychoeducation 
had a positive effect on attitudes towards, and knowledge 
of, mental health, such improvements were independent 
of any change in mental health status. This review con-
cludes that brief psychoeducation, delivered as a stand- 
alone intervention after traumatic events, is not beneficial 
to mental health.
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Appendix A. Search terms

Search 1: psychoeducat*; psycho-educat*; educat* adj3 
booklet*; educat* adj3 leaflet*; crisis management 
(combined with OR)

Search 2: Anthrax; avalanche*; avian influenza; bioter-
roris*; bio-terroris*; bird flu; blizzard*; bomb*; CBRN; 
chemical spill*; Chernobyl; cyclone*; drought*; disas-
ter*; earthquake*; Ebola; emergenc*; explosion*; fire*; 
flood*; Fukushima; H1N1; H5N1; hurricane*; indus-
trial accident*; landslide*; massacre*; mass killing*; 
MERs; Middle East respiratory syndrome; pandemic*; 
nuclear radiation; radiological; SARs; severe acute 
respiratory syndrome; September 11th; shooting*; 
storm*; swine flu; terroris*; Three Mile Island; tidal 
wave*; tornado*; trauma*; tsunami*; typhoon*; volca-
nic eruption*; volcano; World Trade Center (com-
bined with OR)

Search 3: 1 AND 2

Appendix B. Quality appraisal tool

All questions are answered with ‘yes’ or ‘no’.
Section 1: Study design

(1) Was the research question/objective clearly stated?

(2) Were all subjects selected or recruited from the same or 
similar populations (including the same time period)?

(3) Were the inclusion and exclusion criteria for being in 
the study pre-specified and applied uniformly to all 
participants?

(4) Was the study population and size clearly specified and 
defined?

Section 2: Data collection and methodology

(1) Were standardized measures used, or where measures 
are designed for the study, attempts to ensure reliability 
and validity were made?

(2) Were the data collected in a way that addressed the 
research issue?

(3) Was the participation rate stated and at least 50%?
(4) Was the number of participants described at each stage 

of the study?
(5) If the study followed participants up, were reasons for 

loss to follow-up explained?

Section 3: Analysis and interpretation of results

(1) Were details of statistical tests and confidence intervals 
sufficiently rigorous and described?

(2) Were potential confounding variables measured and 
adjusted statistically for their impact on the relation-
ship between exposure(s) and outcome(s)?

(3) Was the answer to the study question provided?
(4) Are the findings related back to previous research?
(5) Do conclusions follow from the data reported?
(6) Are conclusions accompanied by the appropriate caveats?
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