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Abstract
Despite being the most common reason for admission to psychiatric inpatient services in the
UK (Bowers, 2005), no evidence-based treatment currently exists for self-harm in this setting
(Turner, Austin & Chapman, 2014; Winter et al., 2007). Dialectical Behavioural Therapy
(DBT) has found promising results in treating self-harm in outpatient settings (Linehan,
1993a). More recently, there have been favourable results from a DBT-informed group in an
inpatient setting (Gibson, Booth, Davenport, Keogh & Owens, 2014), however the
intervention was longer than the average stay on an inpatient ward (23 days; Health and
Social Care Information Centre, 2014). The aim of the current study was to assess the
feasibility of a novel DBT-informed group for people who self-harm within the average
length of an inpatient stay. The ‘Coping with Crisis’ (CwC) group protocol was compiled
using DBT skills (Linehan, 1993a), with particular focus on crisis management strategies. In
line with the Consolidated Standards of Reporting Trials (CONSORT) guidelines for
feasibility studies (Eldridge et al., 2016), the aim was to collect data on the rates of
recruitment, retention, outcome measure completion and participant feedback, in order to
inform the design of a main study. Twenty-four participants were recruited from an inpatient
ward in a National Health Service (NHS) Trust. Results suggest that the clinicians and
participants found the CwC group acceptable and it was found to be feasible to run the group
and research study on an inpatient ward. However, the study experienced several challenges
in terms of recruiting to target (80% achieved), retaining participants in the treatment groups
and completed post-intervention outcome measures (n = 9; 38%). This information, in
addition to feedback from the participants can be used to inform adaptions to the study design

and make recommendations to improve outcomes for future research.
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Chapter 1.
Introduction

Overview

Graff and Mallin (1967) were among the first to recognise self-harm as a mental health
condition. Since then, self-harm has become increasingly common (Perry et al., 2012). It has
been associated with long-term difficulties (relationship break-downs, housing or financial
problems; Hawton, Zahl & Weatherall, 2003), mental health conditions (Haw, Hawton,
Houston & Townsend, 2001; Meltzer et al., 2002) and a higher risk of completed suicide
(Hawton, Saunders & O’Connor, 2012). The National Suicide Prevention Strategy for
England (Her Majesty’s Government Department of Health, 2012) suggests people who self-
harm are at high-risk and subsequently in serious need of attention. The National Institute of
Clinical Excellence (NICE, 2011) recommend self-harm is treated as a priority. However,
service user-led evidence has raised concerns regarding the lack of treatment provision
focused on improving the way people manage their self-harm (Hume & Platt, 2007). The
evidence has been particularly critical of inpatient services (Faulkner & Thomas, 2002; Hume
& Platt, 2007). Indeed, despite being the most common reason for admission to psychiatric
wards in the UK (Bowers, 2005; Clements et al., 2016), no evidence-based treatment
currently exists for self-harm for adults in an inpatient environment (Turner, Austin &
Chapman, 2014; Winter et al., 2007). Therefore, the current thesis is primarily concerned
with furthering research into developing a psychological treatment that can be administered
in an inpatient setting for adults who self-harm, with a focus on obtaining feedback from the
people undergoing the treatment.

This chapter will define self-harm, provide an overview of the incidence rates, theories,
treatment interventions, and outline the factors relevant to treatment in inpatient settings. The

current literature on psychological treatments for self-harm will be presented and the gaps in
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this current evidence highlighted, in order to justify this feasibility study for a novel treatment

for self-harm in an inpatient setting.

1.1 Self-Harm

1.1.1 Definition

The National Institute of Health and Clinical Excellence (NICE; 2011) in the UK defines
self-harm as “self-poisoning or self-injury, irrespective of the apparent purpose of the act”.
The definition used for this condition by the American Psychiatric Association (APA) differs
to that used by the UK, highlighting an area of contention in the self-harm literature. In 2013,
the fifth version of the Statistical and Diagnostic Manual of Mental Disorders (DSM-5) from
the APA included ‘nonsuicidal self-injury disorder’ (NSSID) in Section 11 as a discrete
condition. The DSM-5 (APA, 2013) defines self-harm as “deliberate, self-inflicted harm that
isn’t intended to be suicidal”.

Despite the definitional debate, there seems to be a universal understanding in the
literature that self-harm and suicidal behaviours are complex (Klonsky, May & Glenn, 2013)
and over-lap significantly (Klonsky & Muehlenkamp, 2007; Nock, Joiner, Gordon, Lloyd-
Richardson, & Prinstein, 2006). In the UK, the definition of suicide is “the fatal act of self-
harm initiated with the intention of ending one’s own life” (Morriss, Kapur & Byng, 2013). A
suicide attempt is more difficult to define and dependent on the intent of the person who is
carrying out the act (Hawton, Saunders & O’Connor, 2012). Ougrin and Zundel (2009) claim
that motivation towards suicide can be seen to be on a continuum and that even when
completing the act of self-harm, individuals have reported feeling ambivalent about whether
they live or die (Hawton, Saunders & O’Connor, 2012). Evidence like this indicates that
suicidal intent can be multifaceted and changeable, rendering the argument for separation

academic rather than driven by subjective evidence.
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Alternatively, some believe that differentiating between self-harm and a suicide attempt
allows for better understanding and therefore improves the assessment of risk and choice of
treatment (Glenn & Klonsky, 2013). Differentiating self-harm from suicidal intent continues
to be contested in the literature (Muehlenkamp, 2005; Ougrin & Zundel, 2009; Turner,
Austin, & Chapman, 2014; Washburn et al., 2012) and has been a significant barrier to the
progression of research in this field (NICE, 2011). Importantly, reports from people who self-
harm present their view of self-harm behaviours differently from researchers and clinicians in
the literature; they view self-harm as “a way of releasing pressure” and “a way of coping”
(Hume & Platt, 2007). While it is not suggested that readers simply accept one concrete
definition of self-harm, for operational purposes this paper will be based on the definition
expressed in the NICE guidelines (2013); suicidal intent is not simply present or absent but is
more complex and changeable. This paper also accepts that this complexity extends to the
person’s relationship to the act of self-harm, which in many cases is not entirely a negative
one as it is often widely assumed (Hume & Platt, 2007).

Due in part to these definitional issues, the way in which the literature refers to the act of
self-harm is also inconsistent. Self-harm is interchangeably referred to as ‘deliberate self-
harm’ (Pattison & Kahan, 1983), ‘parasuicide’ (Ogundipe, 1999), ‘self-wounding’ (Tantam
& Whittaker, 1992), ‘pathological self-mutilation’ (Suyemoyo, 1998), ‘moderate self-
mutilation’ or ‘self-injurious behaviours’ (SIBs) (Favazza & Rosenthal, 1993). In the UK,
NICE (2011) reached an agreement to omit the words ‘deliberate’ or ‘intentional’ to prefix
‘self-harm’, contending that the addition of these words inadvertently suggest there are ‘non-
intentional’ or ‘accidental’ ways to self-harm. Therefore, this paper will seek to avoid these

inconsistencies by referring to the act described as ‘self-harm’.

13



AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

1.1.2 Incidence

The most common form of self-harm is reported to be cutting the skin using a sharp
object, occurring in around 70-97% of people who self-harm (Skegg, 2005). Other ways
people harm themselves include; banging/hitting body parts, burning, scratching, picking at
wounds, hair pulling, ingestion of substances and ingesting or imbedding objects (Klonsky,
2007, Skegg, 2005). With several studies outlining the incidence of self-harm being inversely
correlated with participants’ age, it has been suggested that these behaviours are becoming
increasingly common (Zlotnick, Mattia, & Zimmerman, 1999).

The literature on the incidence of self-harm not involving hospital treatment varies in the
literature (Bowen & John, 2001; Fox & Hawton, 2004). However, there have been estimates
that in the general population around 4% of adults’ self-harm in the United States (Briere &
Gil, 1998), and 2% in England (Meltzer et al., 2002). Among the risk factors for self-harm
are perceived negative life events (Fliege et al., 2008), a lack of social support (Heath et al.,
2009) and interpersonal problems (Stepp et al., 2008), as well as depression and anxiety
(Hawton, Saunders & O’Connor, 2012; Holmes, 2000). Therefore, it is not surprising that the
number of people who self-harm is believed to be considerably higher in those with
diagnosed mental health difficulties (Kerr, Muehlenkamp & Turner, 2010; 20%). Mental
health difficulties are defined as problems that affect the way someone thinks and behaves
(MIND, 2016). The literature demonstrates the proportion of people who self-harm who are
also experiencing common mental health difficulties such as depression (Nock et al., 2006;
41%), obsessive-compulsive disorders (Neziroglu & Kaplan, 1995), substance abuse, post-
traumatic stress disorder (Najavits, 2002), anxiety (Busch et al., 1993), eating disorders
(Claes, Vandereycken & Vertommen, 2003; Levitt, Sansone & Leigh Cohn, 2005; 26-55%),
dissociative conditions (Biere & Gil, 1998; 69%) and borderline personality disorder (BPD)

(Oldham, 2006; 75%). The literature has been unable to fully explain the connection between
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self-harm and mental health difficulties, although links have been made between self-harm
and childhood trauma (van der Kolk, Perry & Herman, 1991), traumatic incidents and
difficulty in regulating emotions (Nock, 2009), which are also risk factors for mental health
conditions. This connection is explored further in the explanatory theories section of this
thesis.

Borderline personality disorder is characterised by pervasive behavioural, emotional and
cognitive instability, a lack of impulse control and repeated self-injury (APA, 2013; Lieb,
Zanarini, Schmahl, Linehan & Bohus, 2004). There is general consensus in the literature
regarding the high association between self-harm and BPD (Andover et al., 2005; Glenn &
Klonsky, 2009; Jacobson, Muehlenkamp, Miller, & Turner, 2008; Klonsky, Oltmanns &
Turkheimer, 2003). Self-harm in itself is recognised as a symptom of borderline personality
disorder (BPD; Linehan, 1993a; Walsh & Rosen, 1988) and is one of the criteria for this
diagnosis described in the DSM-5 (APA, 2013) and NICE (2011). In fact, previous literature
has noted that an individual can often receive a diagnosis of BPD if they are presenting with
self-harm “even if the person lacks any other signs and symptoms of BPD”” (Crowe &
Bunclark, 2000; McAllister, 2003). However, self-harm has been found to occur across many
conditions as depicted above, and also affects people with no known mental health condition
(Klonsky, 2007). Glenn and Klonsky (2013) suggest that classifying self-harm as a symptom
of BPD means it has not been given the significance it requires in a clinical context.
Furthermore, the suggestion that self-harm is a symptom of one disorder limits the
explanatory power (Nock, 2009) and has negative implications for the quality of research and

treatment of self-harm as a result (Shaffer & Jacobson, 2009).

1.1.3 Gender differences

Research has historically indicated that rates of self-harm are up to four times higher in

15
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females than males (Fox & Hawton, 2004; Zlotnick, Mattia, & Zimmerman, 1999). However,
more recently Kerr, Muehlenkamp, and Turner (2010) found no significant difference in the
prevalence of self-harm between men and women. This has been verified by case-control
studies (Bowers, Simpson & Alexander, 2003). Kerr, Muehlenkamp and Turner (2010)
reported that males seem to engage in different forms of self-harm such as hitting themselves,
which could explain the different rates found in previous research. Further research found
females in New Zealand were more likely than males to harm themselves acutely enough to
require hospital treatment and therefore female acts of self-harm are more likely to be
recorded (New Zealand Information Service, 2003). In terms of suicidality, however, a
gender difference seems to occur, with research demonstrating significantly higher rates of
females attempting suicide (Lee, Villar, Juthani, & Bluestone, 1989; Pirkis, Burgess & Jolley,
1999) and males being at significantly greater risk of completing suicide (Hawton, Zahl &
Weatherall, 2003). Therefore, further exploration seems to be required into the connection
between self-harm and gender differences, in particular taking into account the context of this

behaviour (Bowen & John, 2001).

1.2 Psychiatric inpatient wards

Over the last five decades, the psychiatric inpatient services in the UK have been
‘deinstitutionalised’, initiating a shift in the treatment of mental health problems from
hospital to community settings. Whilst, overall this process has been a positive one
(Lakeman, McGowan & Walsh, 2007), it has also meant there has been a shift in focus and
funding. This has left inpatient services with little research, development or direction
(Bowers, 2005), despite hospitalisation still accounting for 75% of the NHS mental health
spending (Thompson, Shaw, Harrison, Ho, Gunnell, & Verne, 2004).

There are many different types of inpatient mental health wards in the UK, including

16
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forensic, medium secure, low secure and intensive care wards, high dependency beds,
maternity, specialist assessment units, adolescent or older adult wards and substance misuse
or eating disorder units. The current paper will focus on the most common of these facilities;
wards that provide overnight care for adults of working age (18-65) within acute mental
health hospitals within the NHS.

The reasons for admission to acute mental health wards are varied and outlined in the
literature. The most common cause for admission is when a person is “at risk of harming
themselves or others” (Bowers, 2005). This is followed by the need for intensive observation
that a ward environment can provide for the purpose of diagnosis of a mental health
condition (Abas et al., 2003). Thirdly, if treatment is required a person will be admitted often
restarting a client on medication or supervising consumption of medication (Abas et al.,
2003). This is usually considered in the context of other factors, which have meant the person
cannot be treated safely in the community. The presence of a severe mental health problem is
a further reason for admission to inpatient services. Again, the severity must be such that it is
not possible to manage in the community (Bowers, 2005). Next, deficits in self-care is an
important criterion for admission, which includes refusal to eat, an ‘inability to function’
(Sederer & Summergrad, 1993), and ‘self-neglect’ (Flannigan et al., 1994). Lastly, if the
client’s support network is no longer able to care for them or is contributing to their mental
health problem they will be admitted until alternative provision is found (Bowers, 2005).

The Department of Health’s hospital episode statistics (HES) data was used to investigate
patterns of psychiatric hospital admissions in England within a 1-year period. This study
found depression and anxiety were the most common factors in people who were admitted to
hospital, accounting for 29.6% of all admissions (Thompson et al., 2004). Schizophrenia and
other related psychoses accounted for 26.0% of admissions, with substance misuse in 19.1%

of people admitted, ‘mania’ accounting for 10.8%, organic disorders were found to be 1.5%
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of admissions and other diagnoses accounted for the remaining 13.0% (Thompson et al.,
2004).

The acute (inpatient) care pathway takes a staged approach, starting with diagnosis,
developing an action plan, implementation and monitoring on-going improvement (Appleton,
2012). The NHS Confederation defines an acute inpatient bed to “provide care with intensive
medical and nursing support for patients in periods of acute psychiatric illness”, for inpatients
who are either “informal or detained under the Mental Health Act” (Bluglass & Beedie,
1983). It is also expected by the NHS Confederation that “patients will usually spend fewer
than 90 days on an acute inpatient ward” (Appleton, 2012). Although estimates show that
some may be admitted for over a year, the average stay on an inpatient ward is 23 days

(Health and Social Care Information Centre, 2014).

1.2.1 Self-harm and psychiatric inpatient wards

One of the main functions of psychiatric inpatient care is to provide a safe environment for
people at risk of self-harm and suicidality (Bowers et al., 2005). As such, self-harm is one of
the most common reasons for admission to inpatient services (Bowers, 2005; Way & Banks,
2001; Sansone, Songer & Miller, 2005). Reported rates of self-harm on these wards vary
substantially in the literature between 4% (Bowers, Simpson & Alexander, 2003) and 68%
(James, Stewart & Bowers, 2012).

A review of the literature revealed that in an inpatient environment the method most
commonly used by people to self-harm was cutting, followed by head banging,
punching/kicking objects, strangulation, inserting objects into the body, re-opening old
wounds, burning and self-poisoning (James, Stewart & Bowers, 2012). These incidents of
self-harm on wards tend to be of relatively low lethality (Bowers et al., 2008), but up to 20%

were reported to be ‘severe’ including deep cuts, fractures or internal injuries (Ehmann et al.,
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2001).

Individuals who are acutely suicidal and self-harming are often hospitalised so they can be
in a safe environment (Drew, 2001), which provides 24-hour nursing care, close observation
and therapeutic input (Cutcliffe & Stevenson, 2007). The interventions available for self-
harm on inpatient wards tend to be divided into two groups in the literature; ‘containment
strategies’ and ‘psychological/psychosocial’ treatments (James, Stewart & Bowers, 2012).
Of all the mental health disciplines, nurses are in the most direct contact with the patients
during hospitalisation and therefore employ most of the ‘containment’ strategies, which
include increased observations, control of access to objects, mobilising internal strengths and
social support networks (Drew, 2001). Less often, they also include manual restraints and Pro
Re Nata (PRN) medication (Foster, Bowers, & Nijman, 2007). Containment methods have
been contentious in the literature (Langan & McDonald, 2008) and have been stated to be
detrimental to the individual’s emotional well-being (Bowers, 2014).

The management of self-harm is difficult in these environments (Gournay & Bowers,
2000) and at times has been widely criticised (O’Donovan, 2007; Hume & Platt, 2007).
However, with lack of guidance in terms of evidence-based interventions (Hawton et al.,
1999; 2016), staff can often feel helpless and take a negative view of people who self-harm
(McHale & Felton, 2010). Nurses report finding it most challenging to support someone who
does not communicate their feelings, and they felt powerless to change suicidal behaviour,
with most nurses believing it was inevitable that a number of these people would come to
take their own life (Carlén & Bengtsson, 2007). Nurses have reportedly felt that their
interaction with the patients who self-harmed was more giving ‘support’ as opposed to
providing ‘in-depth therapeutic work’, which was seen as the role of a qualified specialist
(O’Donovan, 2007).

The importance of psychosocial interventions for self-harm is clear. The next sections will
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outline the current explanatory psychological theories and evidence base for these treatments
for adults. A review of the literature will follow, which focuses on the treatments for self-

harm, particularly those which have been found to be effective in inpatient environments.

1.3 Explanatory theories and interventions for self-harm

National Institute for Health and Care Excellence (NICE, 2011) states; “self-harm does
not often result from a wish to die, those who self-harm may do so to communicate, to secure
help and care, or to obtain relief from an overwhelming situation”. Motivations to self-harm
are complex (Skegg, 2005; Swales, 2008), are likely to hold a number of different meanings
for one person and often serve multiple functions simultaneously (Klonsky, 2007; Suyemoto,
1998). The service-user led evidence base reflects this complexity, reporting diverse
experiences of self-harm and attitudes towards it (Hume & Platt, 2007). To establish effective
treatment options, it is important to consider the possible drives for people to harm
themselves (Himber, 1994). These are summarised below with accompanying suggested

interventions from the most recent literature.

1.3.1 Systemic theories

Systemic theories support the idea of self-harm as a social disorder, in stating that systems
of people have interrelated and interdependent parts, so each action, including self-harm has
consequences on the other members of the system (Crossno, 2011). They posit that a system,
such as a family is defined by boundaries and has a tendency to resist change in order to
maintain homeostasis (Bowen, 1966). Therefore, it is proposed that self-harm can be a way to
maintain homeostasis within a system, and possibly to deflect attention from other areas
within that system (Podvoll, 1969). However, given the recent increase in prevalence of self-

harm behaviours, a limitation of these theories is the lack of interest in the impact of cultural
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issues on the person who self-harms.

1.3.2 Cultural theories

Cultural theories take account of issues related to power, marginalisation, injustice and
resistance (McAllister, 2003). Curry (1993) argues that the body may represent the
experience of not belonging; by harming the self the individual could be struggling to find
their identity and is looking to integrate with the dominant group. By self-harming, the body
becomes a “battleground” where the person is playing out a conflict with the self, moulded
and constrained by beliefs and practices, which are embedded in society (Crowe, 1996).
These theories go some way to explain the impact of external factors on the person who self-
harms and could indicate reasons behind the recent rise in self-harm behaviours. However, to
some extent they also lack full acknowledgement of the existence of personal agency or

experiences that shape the way a person responds to their experiences.

1.3.3 Psychodynamic theories

Alternatively, psychodynamic theorists attempt to explain self-harm using the ‘drive
models’, with an emphasis on personality development and unconscious motivations (Aself-
harmead, 1997; Freud, 1917; Motz, 2010). The anti-suicide theory suggests that self-harm
occurs in the drive between life and death, with self-harm acting as a moderator for self-
destructive death urges (Firestone & Seiden, 1990; Suyemoto, 1998). The object relations
theory suggests that people develop a sense of self from objects in their environment, such as
other people, things and fantasies (Mahler, 1968; Townsend, 2000). Within this theory,
ideally a child learns that others are consistent, lovable, dependable, and they can trust the
other, so in turn they view themselves this way too. In abusive situations, Van der Kolk,

McFarlane and Weisaeth (1996) postulate that without the stability of a consistent object-
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relationship, a child will be less able to cope with good and bad parts of themselves, thus
driven to self-harm as a form of punishment.

Psychodynamic interpersonal therapy was developed by R. F. Hobson in 1985. Following
this a brief manual and outcome measure was published by Shapiro and Startup (1991),
which can be applied to people who self-harm. Psychodynamic principles, humanistic and
interpersonal concepts guide the therapy model where the therapist aims to develop a “mutual
feeling language” with the patient (Hobson, 1985). Hobson (1985) developed this model to
consist of seven different components including; rationale for treatment, shared
understanding, staying with feelings, focus on difficult feelings, gaining insight, sequencing
interventions, and making changes. The main aim for this treatment is to “identify the
interpersonal difficulties in the service user’s life which are responsible for either
precipitating or maintaining their symptoms” (Guthrie et al., 2001). However, this therapy
has not been robustly tested and is based on principles that do not have a history of many
controlled trials in the literature. Further research has been completed on the impact of abuse

in childhood, which is presented below.

1.3.4 Childhood trauma

While there is currently no evidence for a direct link in support of the previous ideas
suggested by psychodynamic theories, many believe that traumatic incidents, including abuse
in childhood can lead to an adult harming themselves (Babiker & Arnold, 1997; Everett &
Gallop, 2000; van der Kolk, McFarlane, & Weisaeth, 1996). Interactions between different
positions can be found in commentaries about child abuse and self-harm simultaneously
feeling love and hate, overwhelmed and empty (Calof, 1995); each of these causes a tension
and they are not understood or accepted in society (McAllister, 2003). Through repeated

experiences of being neglected and ignored, the idea is reinforced that one must not
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communicate feelings. Therefore, the patterns of keeping secrets and silence emerge (Calof,
1995). It is these patterns of keeping secrets that mean the abuse can continue and with
nowhere else to turn, the abused may instead resort to actions of self-destruction (Calof,
1995). Van der Kolk (1989) suggests that the act of self-harm can be a way that earlier abuse
is repeated. Ross (1997) posits a cycle of self-abuse, which involves guilt and shame felt
from abuse and an unmet need for support. Unfortunately, the only people who are often
there to offer this support are the abusers, so the person is caught in a cycle of being re-
abused, yet not being able to leave due to the partial comfort provided by the ‘supportive’
other (Ross, 1997).

Although these theories are building support, they have been criticised for the lack of
explanation as to why people without traumatic experiences may find themselves self-
harming or why some people who have abusive experiences do not self-harm. Attachment,

cognitive and biosocial theories attempt to answer this, presented below.

1.3.5 Attachment theories

The mentalisation-based approach (Bateman & Fonagy, 2013) identifies the impact of
problematic attachments and the implications this has for self-destructive behaviours.
Mentalising is described as the “process by which we make sense of each other and
ourselves” (Fonagy & Bateman, 2013). This approach contests that “the mental process by
which an individual implicitly and explicitly interprets the actions of the self and others as
meaningful on the basis of intentional mental states such as personal desires, needs, feelings,
beliefs and reasons” (Bateman & Fonagy, 2004). Bateman and Fonagy (2013) suggest that as
human beings we are able to lose awareness that other people have minds and in stressful

situations people may have “temporary lapses in mentalising”.
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Given a secure attachment in childhood, Bateman and Fonagy (2013) suggest that
recovery from these lapses is relatively quick, demonstrating “robust mentalisation”. If
someone has the ability to mentalise and recover quickly when mentalisation is lost, this
creates cycles of attachment that reinforce the secure attachment (Fredrickson, 2001) and
leads to the development of “adaptive environments” (Mikulincer & Shaver, 2007). The
opposite is true of people who have problematic attachments as a result of childhood
maltreatment, Bateman and Fonagy (2013) contest that this leads to vulnerability to frequent
loss of mentalising. Frequent loss of mentalising with an inability to regain it quickly, means
people find it difficult to self-regulate in relationships and are susceptible to emotional
turmoil and impulsivity, which underlies the symptoms of BPD (Bateman & Fonagy, 2013).

The mentalisation-based approach makes links between childhood maltreatment and the
self-destructive symptoms of BPD, such as self-harm, which informs the treatment model.
Mentalisation-based treatment is aimed at people diagnosed with borderline personality
disorder (BPD) and consists of individual and group therapy, which not only focuses on
behaviours, but also affective states, intentionality and motivation (Bateman & Fonagy,

2013).

1.3.6 Cognitive behavioural theories

Historically, behaviourists have assumed that all behaviour is learned from the
environment and is a result of stimulus-response. Early research studies outlined several
‘secondary gains’, which reinforce the function of self-harm, including attention (Offer &
Barglow, 1960), control over others, mobilising others, and competition (Podvoll, 1969). The
Social Learning Theory (SLT) emphasises the importance of reinforcement, modelling,
imitation and identification in self-harm (Bandura, 1964; 1973). This theory suggests that

self-harm is reinforced internally through the relief felt when one self-harms (Gratz, 2007)
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and environmentally through the care received from family, friends or peers (Bandura, 1973;
Iwata et al., 1994). Within this theory, the concept of contagion suggests that individuals may
also observe self-harm being rewarded in others and may then choose to imitate this
behaviour (Ghaziuddin et al, 1991; Simpson, 1975). Although this approach may explain the
recent increase in the prevalence of self-harm, many suggest that this is a simplistic
explanation to a complex behaviour.

In cognitive behavioural theories, cognitions are considered the central pathway to self-
harm behaviours, namely thoughts of hopelessness (Beck, 1979; Rudd, Joiner & Rajab,
2001). Findings in support of this idea have suggested people who self-harm are more likely
to react to stressful life events with feelings of defeat than control participants (O’Connor,
2003). Cognitive Behavioural Therapy (CBT) aims to increase a person’s sense of hope by
directly addressing their negative views of the self and the future (Rudd, Joiner & Rajab,
2001). CBT is focused on the solving of problems and changing unhelpful patterns in
cognition, behaviours and emotional regulation through the development of skills and coping
strategies (Beck, 2011). CBT is based on the idea that distorted thinking and subsequent
behaviours contribute to the maintenance of difficulties faced in people with mental health
problems (Beck, 2011). Cognitive behavioural therapies aim to help clients become aware of
the way they interpret and evaluate experiences, while testing out new coping strategies
(Westbrook, Kennerley & Kirk, 2011).

Cognitive behavioural therapies have gained the most research attention for treating self-
harm (Hofmann et al., 2012; Muehlenkamp, 2006). The treatments offered vary in terms of
length, intensity, frequency, mode of delivery and mechanisms of action. As well as standard
cognitive behavioural therapy (CBT), there are less intensive therapeutic interventions within
this, such as crisis cards, used to remind people of the support they can access. There are also

treatments that select parts of cognitive therapies, such as problem-solving therapy (PST).
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PST is often used with people who self-harm and has the advantage of being easily
understood (Hawton & James 2005). PST involves learning techniques and practicing
strategies that can help a person when confronted by a crisis.

Other forms of cognitive behavioural therapies include Manual Assisted Cognitive
Therapy (MACT; Schmidt & Davidson, 2003), which was developed by Schmit and
Davidson (2003) with the aim of reducing depressive symptoms and increasing positive
thinking in people who self-harm. The six-session therapy incorporates elements of CBT
(Beck, Freeman & Davis, 2015), Dialectical Behavioural Therapy (DBT; Linehan, 1993a)
delivered through the use of a manual. This approach emphasises self-harm as a social
disorder and is an attempt to explain the increased prevalence in these behaviours in recent
years. However, it can be criticised for failing to take account of emotions and higher-level
motivations, overlooking the presence of factors such as personal agency and systemic

influences.

1.3.7 Dialectical Behavioural Therapy (DBT; Linehan, 1993)

Dialectical Behavioural Therapy (DBT) is a type of cognitive-behavioural therapy
developed by Marsha Linehan in the late 1980s to help people with borderline personality
disorder (BPD). DBT is based on the biosocial theory of personality, which assumes that
there is a contribution from underlying biologically determined traits and acknowledges the
presence of environmental stimuli (such as childhood abuse) (Cloninger, 1986; Linehan,
1993a). The biosocial theory was primarily developed for people experiencing suicidal
ideation and then evolved to treat people with borderline personality disorder (BPD; Linehan,
1987, 1993a). The research base now includes core skills training for a variety of disorders,
and has been found to be successful in reducing self-harm (Linehan, 1993a).

The biosocial theory (Linehan, 1993a) regards BPD as a disorder of emotional
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dysregulation occurring in individuals with biological vulnerabilities and an “invalidating
environment”. As a result, this theory suggests people with BPD have sensitivity to
heightened emotions, an inability to regulate these emotions and a slow return to their
emotional baseline. This emotional vulnerability is combined with an environment that is
invalidating and disregarding of emotional reactions and experiences, oversimplifying the
solving of emotional problems, and highly regards positive thinking (Linehan, 1993a).

The dialectical philosophical position says that invalidating environments (which could be
physically and sexually abusive families) work to develop impairment in emotional
regulation for a child, failing to learn how to recognise emotions and tolerate their own
distress (Linehan, 1993a). Later, Crowell, Beauchaine and Linehan (2009) proposed an
additional element to the biosocial theory following research indicating that early
vulnerability is initially expressed as impulsivity, which was found to influence the action
component of emotion. They assert that trait impulsivity is predisposing for a subset of
people who meet the criteria for BPD, which manifests in people exhibiting impulsive
behaviours, such as self-harm (Crowell, Beauchaine & Linehan, 2009). This theory explains
how the reciprocal transactions between these factors from an early age leads to a trajectory
of difficulties later in life (Crowell, Beauchaine & Linehan, 2009). Therefore, the treatment
goals in Dialectical Behavioural Therapy (DBT) are addressing problematic behaviours in a
problem-solving manner using behavioural analysis and the acquisition of skills to improve
motivation, enhance the person’s capabilities, ensure they can generalise, enhance their
environment and maintain the skills they have learnt when they leave treatment (Linehan,
1993a).

To accomplish these functions, typical treatment is spread over a year using various modes
(individual treatment, group skills, between session coaching and therapist consultation)

(Linehan, 2014). This treatment programme is conceptualised by a number of stages, the
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sequence of which is determined by the level of need and includes skills reflecting the key
dialectic; acceptance of who you are, and the ability to change (Linehan, 2014). The modules
included in the treatment manual include mindfulness skills, interpersonal effectiveness
skills, emotional regulation skills, and distress tolerance skills (Linehan, 2014).
Unfortunately, the manualised DBT (Linehan, 1993) is a year in length and is intensive in
nature (one group, one individual session and 24-hour crisis line). Therefore, this cannot be
replicated in an inpatient environment where the average stay is 23 days (Health and Social
Care Information Centre, 2014).

In line with the DBT model (Linehan, 1993), the affect-regulation model of self-injury
suggests that people harm themselves in order to relieve themselves of emotional distress
(Favazza, 1992; Gratz, 2003), as the only way they know how to self-sooth (Klonsky &
Muehlenkamp, 2007). Some believe the physical pain acts as a way to distract them from the
emotional distress (Babiker & Arnold, 1997). After interviewing 39 adults with a history of
self-harm, Klonsky and Glenn (2009) established that for his participants self-harm was
associated with an improvement in emotional valence, a decrease in emotional arousal
(sadness, overwhelming and frustrated feelings) and an increase in calmness and relief.
Primarily, the findings supported an affect-regulation model of self-injury (Klonsky, 2007)
and other research in finding that affect improvements followed self-injury (Briere & Gil,
1998). However, criticism has been made of such studies, which have been found to have
poor ecological validity and a limited selection of methods of self-harm (McAllister, 2003).

These theories demonstrate that the reported antecedents of self-harm are variable and
complex (Klonsky & Glenn, 2009). Additional complexity is indicated with an unclear and
debatable definition of self-harm, which means that theories may be explaining completely
different phenomenon. This is a particularly pertinent issue when considering DBT was

developed in the USA, where the definition of self-harm does not include suicidal
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behaviours. However, with regard to DBT, Linehan (1993) includes both self-harm and
suicidal behaviours in the treatment protocol, therefore targeting the behaviours within the
definition or self-harm in the UK. Despite these issues, there seems to be a consensus about
the presence of difficult early experiences, combined with a predisposition of high emotional
reactivity and an environment conducive to this way of dealing with problems could lead
someone to self-harm. The complex nature of the problems related to self-harm and the
diverse presentation of these might explain why research into finding a suitable treatment has
proved to be a challenge (Muehlenkamp, 2005). The attempts to research and find a suitable

psychological treatment thus far are outlined below.

1.4 Psychological treatments for self-harm; Literature review and meta-analysis

Overview

The National Institute for Health and Care Excellence (NICE, 2011) guidance for
psychological treatment for self-harm states that “consideration may be given to offering an
intensive therapeutic intervention combined with outreach” to “people who self-harm™. It is
recommended that self-harm is treated as a priority (NICE, 2011), which is particularly
relevant in psychiatric inpatient settings, given that one of the main functions of these
environments is to provide a safe setting for people at risk of self-harm and suicidality
(Bowers et al., 2005). However, there is currently very little empirically supported evidence
to be guided by for a psychosocial treatment for adults, especially in inpatient settings
(Turner, Austin & Chapman, 2014), despite these behaviours becoming increasing prevalent
(Griffin, Arensman, Wall, Corcoran, & Perry, 2013; O’Loughlin & Sherwood, 2005).

Systematic reviews collect and critically analyse research studies that meet the review
question in order to provide an exhaustive summary of the findings. These reviews are

required in order to understand what is presented in the current literature and how findings
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can be combined to better understand the subject under scrutiny. The main reviews of the
treatments for self-harm in the literature currently are reported by Hawton and colleagues
(Hawton et al., 1999; 2016). These reviews as well as others conducted prior to this thesis
examine studies that evaluate psychosocial and pharmacological treatments for self-harm as
well as including interventions designed for children or adolescents (under 18 years) who
self-harm (Arensman et al., 2001; Crawford et al., 2007; Hawton et al., 1999; 2016; Turner,
Austin & Chapman, 2014). Among the current systematic reviews for psychological
treatments, there are no reviews that pay particular attention to psychiatric inpatient settings
when evaluating the research specifically designed to address self-harm in adults. The current
systematic review and meta-analysis attempted to fill this gap in the current literature and is

presented in the following section.

1.4.1 Review questions

Due to the gap existing in the current systematic review literature, a systematic narrative
review and a meta-analysis will be conducted in line with evidence-based practice,
addressing PICO components (Population, Intervention, Comparison, Outcome; Thompson et
al., 2012). The review examines outcomes in order to evaluate what psychological
interventions are found to be effective. The main outcome used by the studies in this review
was ‘repetition of self-harm’, so this was used to combine results for the meta-analysis and
chosen as the primary outcome. Depression score data also featured as an outcome in more
than one study, therefore it was possible to combine them for the purpose of the meta-
analysis. This review will assess the quality of the included studies by scrutinising the
characteristics, the outcome measures used and the risk of bias in each study. In particular,
this review is interested in whether there are interventions that have been found to reduce

repetition of self-harm in inpatient settings.
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This review protocol was registered online on the PROSPERO website on 24" May 2016

(https://www.crd.york.ac.uk/prospero/#searchadvanced).

1.4.2 Search strategy

This search employed the NHS Centre for Research and Dissemination guidelines for the
conduct of the systematic reviews (Khan et al., 2001) and was conducted in accordance with
the ‘Preferred Reporting Items for Systematic Reviews and Meta-Analysis’ (PRISMA)
guidelines (Liberati et al., 2009). The interface ‘EBSCOhost Research Databases’ was used
to search the literature from 1950 to August 2017 and accessed the following databases;
‘CINAHL Complete’, ‘“MEDLINE with full text’, ‘PsycARTICLES’, ‘PsycINFO’. Following
this, a search was also conducted using the ‘Web of Science’.

The search terms used for this review were based on those in previous reviews (Arensman
et al., 2001; Crawford et al., 2007; Hawton et al., 1999; 2016; Turner, Austin & Chapman,
2014) and designed to capture the most relevant studies. The search terms included; “self-
harm” or “self harm” or “self-injur*” or “self injur*” or “self-mutilation” or “self-inflicted
wounds” and one of the following; “psycho* intervention” or “intervention” or “psycho*
treatment” or “cognitive therapy” or “behavioural therapy” or “dialectical behavioural
therapy” or “CBT” or “DBT”. This search limited results to studies involving adult
participants (over 18 years). To locate any outstanding papers an additional search using the
same strategy was completed on the ‘Web of Science Core Collection’ (see PRISMA
flowchart in figure 1; Liberati et al., 2009). A manual search using reference lists of relevant
papers and search engines was also completed. All corresponding authors of the final studies
were contacted for the details required for the meta-analysis and any additional unpublished

studies.
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1.4.3 Inclusion criteria

This review based the inclusion and exclusion criteria on the PICO components
(Population, Intervention, Comparison and Outcome). The review included studies published
in the English language, including human participants, who had experienced at least one
episode of self-harm and were accessing psychiatric inpatient, outpatient or Accident and
Emergency (A&E) services. This review was inclusive of studies that were controlled (i.e.
participants randomised into experimental and control conditions) and uncontrolled (i.e. case
studies, feasibility studies). The studies were only included if they focused on psychosocial
interventions, defined as any form of therapy with a verbal component (‘talking therapies”).
To maximise comprehensiveness, this review stipulated that the studies would only be

included if the primary or secondary outcome was recorded to be ‘repetition of self-harm’.

1.4.4 Exclusion criteria

A number of studies were excluded from this analysis, despite having the reduction of
self-harm as an outcome (full list of excluded studies in Appendix A). The studies were
excluded if the inclusion age of participants spanned through adolescence (i.e. participants
included from 15, 16 or 17 years and older), if they included pharmacological treatment,
unless used as a comparator or if their purpose was outlining incident rates or referencing
possible causes of self-harm without analysis of a psychosocial intervention. Studies were
also excluded if the treatment of self-harm was not the primary reason for the intervention.
For example, some therapies have been found to be effective in reducing self-harm when
treating BPD, for example Mentalisation-Based Treatment (Bateman & Fonagy, 2004; 2009),
and DBT (Barley et al., 1993; Bohus et al., 2000; Krdger et al., 2006), but these are not

specifically designed to target self-harm and so were not included in this review.
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1.4.5 Data extraction

Once a preliminary set of articles had been identified they were categorised into
randomised controlled trials (RCTs) and uncontrolled studies, then into the types of
psychological intervention that were being evaluated. The data was extracted by the author of
the review (SF) presented in the tables (1 and 2), including location of study, setting
(outpatient/inpatient), participant’s baseline characteristics (age, gender, diagnosis),
intervention type, modality, number of sessions, number of participants, dropout rate,
duration of treatment, primary outcome measure and follow-up points. The mean and
standard deviation for the primary outcome measure (repetition of self-harm) and secondary
outcome measure (depression) was recorded. Where these statistics were not made clear in

the publication, authors were contacted.

1.4.6 Risk of bias and quality assessment

A detailed examination of the quality of the randomised controlled trials (RCTs) was
completed, including an assessment of bias using the Downs and Black 26-item
methodological quality checklist (Downs & Black, 1998). Each RCT scored points if they
demonstrated a method the researchers used to eliminate or reduce the bias (i.e. blinding
researchers and participants). The studies scored no point if it was unclear what measures had
been taken or they explicitly explained that they had not taken any measures to avoid bias
(see break down of scores in table 1, Appendix B). Each study was given a score out of 27 in
an assessment of reliability and validity (see table 1). All of the papers were also monitored
using a relevant critical appraisal tool (Critical Appraisal Skills Programme UK; CASP,

2013), which is presented in the narrative review of each study below.

1.4.7 Data analysis
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Due to the inclusion of uncontrolled studies, the analysis will include a narrative synthesis,
which draws together findings from multiple studies and uses text to summarise the findings
(Popay et al., 2006). This will attempt to ascertain how the interventions have worked and
will explore relationships in the data. It will be used to develop a theory for evaluating the
psychological treatments presented in the studies. A meta-analysis will also be used to
integrate effects of interventions in the RCTs included in this review where the data were
available. A meta-analysis was conducted where there were at least two studies’ data that
could be used to examine the outcome and were only aggregated if treatments were
adequately similar. All the RCT data that was available was continuous, so it could be
combined using standardised mean difference using Review Manager (Revman) (2014)
software for Mac version 5.3 with the Mantel-Haenszel method. Hetregeneity in the meta-
analysis was measured using the I2 statistic, which describes the percentage variation across
studies not due to chance (Higgins, Thompson, Deeks, & Altman, 2003), as per Cochrane
Handbook for Systematic Reviews of Interventions (Higgins & Green, 2005). Heterogeneity
between studies was found to be low, but a random effects model was used to allow for
outcomes to vary in a normal distributon between studies (Ades & Higgins, 2005). Cohen’s d

criteria were used to measure for small, medium and large effect sizes (Cohen, 1977).

1.4.8 Results

A PRISMA flow chart (Moher, Liberati, Tetzlaff, Altman, & Prisma Group, 2009)
demonstrating the systematic process used in this review is presented in Figure 1. The
inclusion criteria outlined above were applied in this search, which produced 26 studies
evaluating a psychosocial intervention for self-harm in adults. Considering the increasing
prevalence in self-harm (Griffin et al., 2013; O’Loughlin & Sherwood, 2005) and evidenced

link between self-harm and suicide (Nordentoft et al., 1993), the number found is surprisingly

34



AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

low. Out of the studies selected, nine were controlled and 15 were uncontrolled, results are

shown in tables 1 and 2 respectively.

Web of Science search
results = 138

EBSCOhost search
results = 57

3 duplicates
removed

54 articles for review

192 articles for review

1 article found from
manual search

147 articles

abstract review

A/

not meeting the

excluded from an

inclusion criteria

for

21 articles

A/

not meeting the

excluded from full
paper review for

inclusion criteria

24 articles for review

Figure 1. ‘Preferred Reporting Items for Systematic Reviews and Meta-Analysis’ (PRISMA)

Flowchart (Moher et al., 2009) of study selection strategy.
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Table 1

Randomised controlled trials (RCTs) for psychological treatments for self-harm

AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

Author Location Design Setting Sample demographics: Intervention N Drop- Mode Sessions PFrimary Fuollow-up Quality score
Age Female % Diagnosis -outs (weeks) measure of SH data

Ewvans et al. London, RCT  {Dutpatient 18-65 42 5H only Crisis card wvs. 417 0 Indiv.  As required. Repof 5H 12 months 20

(1999h) UK TAl 410 2 {(hosp. att)

Cratz, Tull LU5a RCT  Outpatient 1B-60  100% BPD ERGT vs. 31 5 Grroups 14 (14) DEHI 3, 9 months 24

& Levy (20014} TAlL i 7 DARE-D

Guthrie UK RCT  Outpatient 1B-65  56% Self- IPT vs. 58 an Indiv 44} BDOI 6 months 20

etal. (2001} -poisoning TAL fl

Linchan (BT RCT  Outpatient 1845 100%: BPD DBT wva. 12 24 Indiv & 104 (52) Rep of SH 12 months 21

ctal (1991) TAL 3] ETOuRs PHI

Linchan LU5A RCT  Outpatient 1845 100% BPD DBT vs. 52 a Indiv & 104 (52} HaM-D 12 months 25

cial. (20067 TAl 49 n aroups PHI

M Auliffe Ireland, RCT  {Dutpatient 18-64 645 5H only FST ws. 222 E= Indiv 12 (&) Repof 5H i months 2

ctal. (2004} UK TAlL 211 51 BDI

Morgan et al. Bristol, RCT  Outpatient 18-65 Unknown 5H only Crisis card vs. 101 0 Indiv  As required. MNo. pf repeaters 12 months 17

(1993) UK TAL 111 a

Tapolaa et al.,,  Finland RCT  {Dutpatient 18-65  100% 5H only ACT+5FAT vs. 7 2 Indiv. 4[4} Repof 5H i months 15

{2010 TalU fi 1 BDOI

Weinberg Baston, RCT  {Dutpatient 18-40  100% BFD MACT vs. 15 0 Indiv. 6 (12} Repof 5H # months 19

ct al. (2006} UsA TAlL 15 il

Nares. RCT = Randomised Control Trial, SH = Self-Harm, TAU = treatment as usual, Indiv = individual sessions, hosp. att. = hospital attendance, BPD = Borderline Personality Disorder, ERGT = Emotional
Regulation Group Therapy, IPT = Interpersonal Therapy, DBT = Dialectical Behaviour Therapy, PST = Problem Solving Therapy, ACT = Acceptance and Commitment Therapy, SFBT = Solution Focused
Behavioural Therapy, MACT = manual assisted cognitive therapy, Rep of 3H = repetition of self-harm (i.c. number of incidents), DEHI = Deliberate Self-Harm Inventory, PHI = Parasuicide History Interview, DASRS
= Diepression Anxiety Stress Scales, BD1 = Beck Depression Inventory, HAM-D = Hamilton Rating Scale for depression, Quality score = Down and Blacks (1998} checklist score.
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Table 2

AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

Uncontrolled studies for psychological treatments for self-harm

Aunthor Location Design Setting Sample demographies: Intervention N Drop- Mode Sessions Primary Follow-up
Ape Female % Diagnosis -outs (weeks) measure of SH data

Baooth et al. Ireland Uncontrolled Inpatient 18-65  81% 5H only DBT-based 114 18 Groups 24 (6) Rep of SH 3 months

{2014

Davidson et (lasgow Feasibility Outpatient 18-65 Unknown BPD, sub. MACT 14 3 Indiv. &(2) DSHI 3 months

al. (2004} abuse TAlU f 2

Erlangsen et Denmark Matched Outpatient 1865 57% 5H only Psychosocial 1,367 16EY  Indiv. 8-10(B-10} Rep of SH 10 years

al. (2005} cohort 92,384 34,103

Gibson et Ireland Mon-rand. Inpatient 1860  65% BPD DBT-hased §2 24 Groups 24 (6) DSHI 3 months

al. (2014) control trial ‘Waitlist control 21 B

Gratz & Gun- USA Uncontrolled Outpatient 18-60  100% 5H only ERTG 12 Groups 14(14) DSHI No follow-up

derson {2004) 10

Hamed et al. LI5A Feasibility Dutpatient 18-60  100% BPD, PTSD DBAT PE 13 3 Indiv.& 52 (52) SASRN 3 months

{2012) ETOUpE

Kapur et al. Manchester, Pilot RCT Outpatient 18-65  Unknown 5H only Leaflet'calls 33 1 Indiv. & Rep of SH 12 months

{2013) UK Mo intervention 33 1 (hosp. att)

Kem et al. UsA Case study Outpatient 18-65  100% BPD CBT 2 0 Indiv. Variable Rep of SH Mo follow-up

(1997

Lamprecht et UK Uncontrolled Outpatient 18-65 53% 5H only SFBT 40 Indiv.  1(1) Rep of 5H Mo follow-up

al. (2007}

Low et al. UK Uncontrolled Inpatient 18-65  100% BPD DBT-hased 10 0 Indiv. 52(52) Rep of SH 3, 6 months

{20017

Riaz & Agha Pakistan Uncontrolled Prison 1E-65  100% 5H only CBT 9 Indiv. 12(12) DEH] Mo follow-up

{2012)

Stanley et al. UsA Uncontrolled Outpatient 18-49  85% BPD DBT-based 20 1 Indiv.d 26 (26) Rep of SH Mo follow-up

{2007} BT

van (Goethem Metherlands Uncontrolled Outpatient 18-65  84% BPD DBT-hased 1% 14 Indiv.d& 52 (52) Rep of 5H Mo follow-up

etal. (2002) ETOUPS

‘Wilhelm et al.  Australia/ Feasibility Outpatient 1865 57T% 5H only Green card 456 Indiv. 3 (3) Rep of 5H 3-15 months

{2007 MNew Zealand (hosp. att)

‘Winter et al. UK Controlled trial  Outpatient 18-65  53% 5H only Psychotherapy 64 Indiv  As required Rep of SH & months

{2007

Notes. TAU = treatment as usual, BPD = Borderline Personality Disorder, 5H = Self~Harm, Indiv = individual sessions, MACT = manual assisted cognitive therapy, DBT = Dialectical Behaviour Therapy, PE =
Prolonged Exposure, ERGT = Emotional Regulation Group Therapy, Rep of 8H = repetition of sclf-harm (i.e. number of incidents), SFBT = Solution Focused Behavioural Therapy, DSHI = Deliberate Self~-Harm

Inventory, SAS11 = Suicide Attemnpt Self-Injury Interview, (uality score = Down and Blacks (1998} checklist.
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1.4.8.1 Study selection

The selection of studies followed ‘Preferred Reporting Items for Systematic
Reviews and Meta-Analysis’ (PRISMA) guidance (Moher et al., 2009). The initial
search, after duplicates were removed produced 192 articles for review. Most of the
studies were excluded from review of abstracts, due to not being relevant for the
current review (see full list of excluded studies in Appendix A). For example, a
number of studies were excluded if the inclusion age spanned through adolescence or
only focused on older adults. After this, studies were removed for not meeting the
inclusion criteria outlined above. One paper was found through a manual search and
added to the appropriate studies, which made a final 24 studies in this review (see
tables 1 and 2 for details).

Attempts were made to contact the authors if results were not clearly presented in
order to conduct a meta-analysis. Two RCTs (Guthrie et al., 2001; Linehan et al.,
2006) were unable to provide data on repetition of self-harm and four RCTs (Evans et
al., 1999Db; Linehan, Armstrong, Suarez, Allmon, & Heard, 1991; Morgan, Jones &
Owen, 1993; Weinberg, Gunderson, Hennen, & Cutter Jr., 2006) were unable to
provide data on levels of depression usable for the meta-analysis. However, these
studies still contributed to the narrative synthesis of this review alongside the data

from the uncontrolled studies.

1.4.8.2 Study characteristics
Study characteristics and baseline demographics are outlined in tables 1 and 2. A
total of nine studies used an RCT design (Evans, Evans, Morgan, Hayward, &
Gunnell, 1999b; Gratz, Tull & Levy, 2014; Guthrie et al., 2001; Linehan et al., 1991;

Linehan et al., 2006; McAuliffe et al., 2014; Morgan et al., 1993; Tapolaa et al., 2010;
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Weinberg et al., 2006) and 15 were uncontrolled studies (Booth, Keogh, Doyle, &
Owens, 2014; Davidson et al., 2014; Erlangsen et al., 2015; Gibson et al., 2014; Gratz
& Gunderson, 2006; Harned, Korslund, Foa, & Linehan, 2012; Kapur et al., 2013;
Kern, Kuehnel, Teuber, & Hayden, 1997; Lamprecht et al., 2007; Low, Jones,
Duggan, Power, & MacLeod, 2001; Riaz & Agha, 2012; Stanley, Brodsky, Nelson, &
Dulit, 2007; van Goethem, Mulders, Muris, Arntz, & Egger, 2012; Wilhelm et al.,
2007; Winter et al., 2007). The studies were published between the years 1991 and
2015, with participant numbers ranging from two to 99,751 people.

All of the studies included treatment for people who had experienced at least one
episode of self-harm, 11 studies (46%) included people with a diagnosis of BPD and
13 studies (54%) were inclusive for all people who self-harm irrespective of
diagnosis. In terms of the gender of participants, 10 studies (42%) included only
female participants; the other studies where gender was known all included over 50%
female participants with the exception of one study (Evans et al., 1999a) that used
42% female participants. The majority of studies (63%) used participants aged
between 18-65 years; the remaining used groups between 18-45 or 18-60 years. The
majority of studies (83%) included in this review were set in an outpatient setting; the
4 studies (17%) that were set in psychiatric inpatient or prison settings were all

uncontrolled (see tables 1 and 2).

1.4.8.3 Risk of bias and quality assessment
All of the studies were examined using a critical appraisal tool (Critical Appraisal
Skills Programme UK; CASP, 2013) and the Downs and Black 26-item
methodological quality checklist (Downs and Black, 1998). The checklist (Downs and

Black, 1998) reviews the possible bias in; i) reporting, ii) external validity, iii) study
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bias and iv) confounding bias (see break down of scores in table 1, Appendix B).
Scores in this assessment are listed for the RCTs in table 1.

Firstly, reporting bias occurs when the publication of a report is affected by the
significance of the results (Egger, Smith, Schneider, & Minder, 1997). The
assessment of reporting bias involved examining whether the studies report all
findings irrespective whether the results are significant or not (Hopewell et al., 2009).
The studies included in the present review did not appear to be biased in how their
results were reported, which were assessed by evaluating whether studies reported all
results, regardless of positive significance.

Secondly, external validity is the extent to which study findings can be generalised
to different measures, persons, settings, and times (Steckler & McLeroy, 2008). An
example of this in the current reviewed studies is the use of homogeneous groups of
participants. Ten of the studies in this review (42%) included female participants
only, which has meant the results of these studies cannot be generalised to males in
the population. Eleven of the studies in this review (46%) included only participants
with a diagnosis of BPD. It is possible that positive results in these studies, such as
those reported by Weinberg et al. (2006), could be due to the treatment being suitable
for people with BPD who also self-harm rather than helping people manage the self-
harm specifically. Therefore, the results in these studies cannot be generalised to all
people who self-harm without a diagnosis of BPD.

Small sample sizes also have an implication on how far the findings can be
generalised. Participant numbers in the studies under review range from two people
(case studies) to 99,751 people in a matched cohort study (Erlangsen et al., 2015).
Among the RCTs included, Tapolaa, Lappalainen and Wahlstrom (2010) has the

smallest sample size (n = 13), the authors admit the size of their sample limits the
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conclusions that can be drawn from the results of this study, due to the lack of
representation of the population under study. The authors advise that further research
is required to confirm findings with a larger sample size.

Thirdly, study bias occurs when there are problems in the methods of
measurement. For example, three of the studies in this review used hospital
attendance to measure repetition of self-harm (Evans et al., 1999b; Kapur et al., 2013;
Wilhelm et al., 2007), which could be viewed as more reliable than self-report
measures due to the objective nature of the data, however the method also potentially
misses a number of self-harm incidents not requiring hospital intervention, therefore
may not have been sensitive enough measure change in self-harm. Evans et al.
(1999b) suggested that this could be the reason that the crisis card produced no
significant impact on reducing repetition of self-harm. Some studies, such as Guthrie
et al. (2001) propose that their self-report method of self-harm data collection was
more accurate because it included all incidents of self-harm, rather than just hospital
presentations. However, self-report measures of self-harm used in most of the studies
included in this review are methods found to be open to bias (particularly in BPD
population; Ebner-Priemer et al., 2006) due to the retrospective and subjective nature
of questions relying on participants’ accurate reporting and recall.

Nine of the studies used an RCT design, which is deemed to be the ‘gold standard’
of research (Rorty, 2009). A RCT is described as a robust design that requires
randomisation of participants and ensures that all possible mediating factors are
controlled for as much as possible. However, 15 studies in this review were
uncontrolled, which means that other possible confounding variables are not
controlled to the same extent as in RCTs. For example, Kern et al. (1997) recruited

two case studies. It is possible that the findings presented lack external validity and
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therefore it may not be possible for them to be generalised to the population under
study. Three of the uncontrolled studies were conducted on inpatient wards (Booth et
al., 2014; Gibson et al., 2014; Low et al., 2001). This setting means the possibility for
controlling confounding variables is high. However, the three studies included in this
review are uncontrolled in nature and therefore the results should still be viewed with
caution (Critical Appraisal Skills Programme UK; CASP, 2013). It is also true that the
nature of inpatient settings means participants are likely to be in crisis on entering the
ward. Unlike outpatient settings this means that regardless of therapeutic input,
patients” symptoms may improve due to the change in their environment. It could also
be true that in the first weeks of their stay they will have received a multi-disciplinary
approach to their care, which is difficult to differentiate from each other when
measuring intervention efficacy. The only way to account for these is to include a
control group within the same environment and recruit enough people to power a
RCT, which has not yet been done for the purpose of evaluating the efficacy of a

treatment for self-harm in an inpatient environment.

1.4.8.4 Characteristics of interventions for self-harm used
The average number of sessions offered by the RCTs was 52 sessions (range 4-
104) and 18.6 sessions (range 1-52) in the uncontrolled studies. The majority of the
studies in this review used individual interventions (63%); five studies made use of
both individual and group interventions (21%) and four studies offered a group

intervention only (16%).

Brief psychological interventions
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There is variation in the type of psychosocial interventions used to address self-
harm for the adult population in the literature. This review has included studies that
use the term ‘psychosocial’ to describe their intervention. This criterion included
interventions with less intensive strategies, such as those that simply maintained
contact with participants. Five of the included studies (21%) used ‘brief psychosocial
interventions’. The two RCTSs using “crisis card’ interventions allowed participants
access to professional support should they need it (Evans et al., 1999b; Morgan, Jones
& Owen, 1993). Evans et al. (1999b) offered people who attended hospital following
an incident of self-harm a 24-hour crisis telephone consultation with an on-call
psychiatrist for a 6-month period after the episode. Morgan, Jones and Owen (1993)
offered patients who presented in a similar way, a doctor who was available at all
times and encouraging the patient to seek help. One pilot study offered leaflets
signposting local support; they also made two phone calls within the first two weeks,
and sent a series of letters over a one-year period (Kapur et al., 2013). The final two
studies offered more therapeutic interventions, Wilhelm et al. (2007) evaluated
feasibility of ‘The Green Card Clinic’, which allowed participants to identify
difficulties from a list of problem areas, that was combined with tailored
psychological strategies. Erlangsen et al. (2015) conducted a matched cohort study
assessing the impact of ‘brief psychosocial interventions’. However, they did not
provide further details about these.

The findings from the two RCTSs using ‘crisis card’ interventions differed; one
found no significant difference in hospital attendance between groups (Evans et al.,
1999b) and the other found a 54% reduction in repetition of self-harm (Morgan, Jones
& Owen, 1993). The authors, Morgan, Jones and Owen (1993) advise of the

importance of offering a lifeline, even if it is not used. However, the main limitation

43



AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

of both of these studies is the use of hospital attendance to measure repetition of self-
harm, which may miss significant, albeit less severe episodes of self-harm that remain
unreported.

Both Kapur et al. (2013) and Wilhelm et al. (2007) were testing feasibility of the
interventions under study. Kapur et al. (2013) found the intervention was possible, but
experienced difficulties in recruiting participants, with only 26% of eligible people
agreeing to consent. Wilhelm et al. (2007) also reported that the three-session, person-
centred approach called ‘The Green Card Clinic” was feasible. They also found that
the participants reported less depressive symptoms and had made positive lifestyle
changes at follow-up. Wilhelm et al. (2007) concluded that there were significant
differences between people when comparisons were made between repeat and first-
time self-harm patients, the authors concluding that treatment should take account of
this.

Lastly, using a matched-cohort study in suicide prevention clinics in Denmark
between 1992 and 2010, Erlangsen et al. (2015) found the clients who received a non-
specific psychosocial therapy intervention were linked to lower risks of self-harm and
death by any cause compared to no psychosocial intervention within the first year

after treatment.

Psychotherapy
In this review, the term ‘psychotherapy’ refers to the use of the psychodynamic
model to provide help for someone to overcome problems in a therapeutic space. Two
studies in this review (8%) used ‘psychotherapy’ interventions for the treatment of
self-harm (Guthrie et al., 2001; Winter et al., 2007). Guthrie et al. (2001) conducted

an RCT to investigate the impact of four sessions of psychodynamic interpersonal
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therapy (IPT) based on a manual developed by Hobson (1985) for people who had
presented to hospital following self-poisoning. Winter et al. (2007) evaluated an
intervention called ‘personal construct psychotherapy’, which was trialled against
treatment as usual (TAU) for particpants who had attended hospital following an
episode of self-harm.

Guthrie et al. (2001) found a clear treatment effect, in contrast to similar research
that had been conducted previously, which the authors suggest might be due to the
focus of the treatment on interpersonal problems. After monitoring repetition of self-
harm over three years, Winter et al. (2007) also found positive effects from the
intervention (significantly less suicidal ideation and depression), however not a

significant reduction in repetition of self-harm.

Cognitive behavioural therapies

For this review, cognitive behavioural therapies refer to the second wave
interventions based on the development of coping strategies, which targets problems
and changing unhelpful patterns in cognitions and behaviours (Beck, 2011). Most of
the studies in this review (79%) used cognitive therapy based or psychoeducational
interventions, although the treatments vary in terms of length, intensity, frequency,
mode of delivery and mechanisms of action. Overall, cognitive behavioural therapies
aim to help clients become aware of the way they interpret and evaluate experiences,
while testing out new coping strategies (Westbrook, Kennerley & Kirk, 2011). Two of
these studies specifically named the intervention as Cognitive Behavioural Therapy
(CBT) as the intervention under investigation; one of these studies was conducted in
an outpatient setting (Kern et al., 1997), and one in a prison (Riaz & Agha, 2012).

Kern et al. (1997) reported two case studies documenting treatment utilising CBT
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(Linehan, 1993) for people with BPD and self-harm behaviours. The treatment
involved strategies such as contracting behavioural agreements, ‘mindfulness’ and
emotional regulation skills training, reinforcement and contingency management. In
contrast, Riaz and Agha (2012) reported a group CBT intervention study with nine
female prisoners and conducted 12 groups in total; one session conducted each week,
lasting from 45 to 60 minutes. The groups included exercises aimed at identifying
triggers, thoughts, feelings and maintaining factors. Psychoeducation was included in
the group content, as well as cognitive restructuring, problem-solving and relaxation
techniques.

Kern et al. (1997) found both case studies demonstrated improvement in the
number of self-harm behaviours, the number of restraints and the number of increased
observations required. Whereas, Riaz and Agha (2012) recorded that despite
participants attending all 12 sessions of group CBT, they did not yield a statistically
significant impact on rate of self-harm.

One of these studies explored the usefulness of a third wave cognitive therapy
called Acceptance and Commitment Therapy (ACT) combined with Solution Focused
Behavioural Therapy (SFBT) for adults who self-harm (Tapolaa, Lappalainen &
Wahlstrom, 2010). Trained and supervised psychology students facilitated the four
sessions based on an ACT and SFBT manuals for nine of the participants. The
remaining seven participants received ‘treatment as usual’ (TAU). They found
significant differences at four and six-month follow-ups for both groups in terms of
reduction in self-harm. The experimental group demonstrated significantly more
changes in depression and other secondary measures.

Pollock & Williams (2004) reported that problem-solving skills have been shown

to be markedly poorer in people with a history of self-harm. This finding was
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followed by research to investigate whether this component of cognitive therapies
could significantly reduce rates of self-harm when formally tested in controlled
conditions. The first RCT to evaluate problem-solving therapy (PST) in adults was
conducted by McAuliffe et al. (2014). The study recruited 433 outpatients and
provided the experimental group with 12 sessions of PST over six weeks.

Lamprecht et al. (2007) reported a single-session solution-focused pilot study for a
brief intervention for people who self-harm. Total contact time with the participants
was 90 minutes, where they were exposed to standard elements of Solution Focused
Brief Therapy (SFBT) including being asked the ‘miracle question’. The main
outcome measure was repetition of self-harm at one year, which did not produce a
significant treatment effect. However, the results were that the single-session SFBT
was deemed feasible and acceptable for clients who have self-harmed.

Another therapy evaluated for use in the treatment of self-harm is called Manual
Assisted Cognitive Therapy (MACT), developed by Schmit and Davidson (2003)
with the aim of reducing depressive symptoms and increasing positive thinking in
people who self-harm. The six-session therapy incorporates elements of CBT (Beck,
Freeman & Davis, 2015), DBT (Dialectical Behavioural Therapy; Linehan, 1993a)
delivered through the use of a manual. Weinberg et al. (2006) conducted a small scale
RCT (N = 30), MACT versus treatment as usual (TAU), including people who had a
diagnosis of BPD in an outpatient setting. Self-harm was assessed using the
Parasuicide History Interview (PHI) (Linehan, Wagner & Cox, 1989) and Suicide
Behaviours Questionnaire (SBQ) (Linehan & Nielson, 1981). They found repetition
of self-harm decreased significantly at six months follow-up in the MACT group (P <
0.05). In contrast to previous MACT trials (Evans et al., 1999a; Tyrer et al., 2003),

Weinberg et al. (2006) reported adherence to the experimental condition was high,
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which may have been one reason for the improved outcome. Weinberg et al. (2006)
differed from the previous trials (Evans et al., 1999a; Tyrer et al., 2003) in only
including participants with a diagnosis of BPD, which may mean the participants
would be more responsive to any form of treatment.

More recently, Davidson et al. (2014) conducted a feasibility study for the use of
brief MACT for self-harm, which was also aimed at people with a diagnosis of BPD.
Twenty-two people were randomised into a TAU or MACT group. The intervention
consisted of six sessions of MACT designed to help patients understand their self-
harm behaviours better, reduce distress and what to do in a crisis. The TAU group
was referred to a community mental health team, which included appointments with a
psychiatrist and community nurse. In terms of recruitment, they were able to consent
20 patients in a six-month time period and experienced some attrition, with nine out
of the 14 (64%) attending four out of the six groups. However, this feasibility study
had several limitations; the small sample and short follow-up period meant that full

conclusions on feasibility remain unknown.

Dialectical Behaviour Therapy (DBT)

Dialectical behavioural therapy is part of the “third wave” cognitive behavioural
therapies (Hofmann, Sawyer & Fang, 2010), with a focus on issues such as
mindfulness, emotions, acceptance, relationships, values, goals and meta-cognition
(Hayes & Hofman, 2017).

Four of the remaining studies used one of the “third wave” cognitive behavioural
therapies called Dialectical Behavioural Therapy (DBT; Harned et al., 2012; Linehan
etal., 1991; Linehan et al., 2006; van Goethem et al., 2012). Linehan (1987) noted

high rates of dropout when using the standard CBT approaches, which focus on
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changing thoughts, feelings and behaviours. This led to the development of DBT
(Linehan, 1993a), which is a cognitive-behavioural treatment based on biosocial
theory, initially developed for people experiencing suicidal ideation and then to treat
people with BPD.

Both RCTs (Linehan et al., 1991; Linehan et al., 2006), the uncontrolled study (van
Goethem et al., 2012) and the feasibility study evaluated DBT for ‘suicidal
behaviours’/self-harm and were conducted in outpatient settings. The experimental
arms followed the first DBT structure developed by Linehan (1987; 1993a) involving
weekly individual and group skills sessions for one year, including access to a crisis
phone line. The RCTs used the Parasuicide History Interview (PHI; Linehan, Wagner
& Cox, 1989) to measure the primary outcome, repetition of self-harm.

The first RCT (Linehan et al., 1991) reported results demonstrating a significant
decrease in frequency of self-harm in the DBT group compared to TAU (P < .005),
despite having a relatively low sample size (N = 44), suggesting a reasonably strong
treatment effect. The latter RCT, Linehan et al. (2006) recruited 101 women with a
diagnosis of BPD. They found DBT was associated with better outcomes; meaning
participants in the experimental arm were half as likely to make a suicide attempt and
had less medical risk from suicidal and self-harm behaviours. Van Goethem et al.
(2012) used reliable change indices (RCIs) to understand what impact the treatment
had made on their small sample of participants, which found that fewer participants
used self-harm after treatment. Unfortunately, given the low sample size (n = 13) in
Harned et al. (2012), it was not possible to calculate an effect size for the treatment
given. However, the researchers reported a large reduction in suicidal ideation after

the treatment, which indicated a positive impact. The research did further support the
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use of the DBT protocol, which was found to be safe to administer in a “high-risk”
client group.

Many critics suggest that a dialectical behavioural therapy (DBT)-informed
approach to treating self-harm needs to be tested in other treatment settings, such as
psychiatric inpatient wards in order to check applicability (Williams, 1997, p.216).
Following this recommendation, many studies have attempted to adapt the protocol,

which are detailed below.

Dialectical Behaviour Therapy (DBT)-informed therapies

A further six studies using an adaption of manualised DBT to treat self-harm in
adults have been conducted since. Three of these studies were conducted in outpatient
settings (Gratz & Gunderson, 2006; Gratz, Tull & Levy 2014; Stanley et al., 2007)
and three studies were conducted in inpatient settings (Booth et al., 2014; Gibson et
al., 2014; Low et al., 2001).

From the studies using an adapted version of DBT in outpatient settings, one
reduced the length of treatment to six months (Stanley et al. 2007) and two used the
emotional regulation element of DBT only (Gratz & Gunderson, 2006; Gratz, Tull &
Levy, 2014). Gratz and Gunderson (2006) recruited 22 participants in a uncontrolled
study, then Gratz, Tull and Levy (2014) conducted a RCT (n = 61) to evaluate the
efficacy of emotional regulation group therapy (ERGT) among women with BPD.
They both measured change during the 14-week intervention.

Stanley et al. (2007) included both male and female participants with a diagnosis
of BPD (N = 20), although male participants were still in a minority (15%). The
researchers measured the repetition of self-harm by self-report of incidents in the

previous week. The results demonstrated a significant decrease in episodes of self-
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harm (P <.001), which lead the authors to conclude that it is feasible to administer
DBT over a six-month time period for these participants, gaining a similar treatment
effect.

Gratz and Gunderson (2006) found a significant difference between the
experimental group and TAU in repetition of self-harm (P < 0.01). Similarly later,
Gratz, Tull and Levy (2014) found the experimental group demonstrated significantly
lower rates of self-harm at follow-up than the TAU waitlist control group (P = .01).
These results provide evidence for the central role emotional regulation plays in the
development and maintenance of self-harm, which is consistent with previous
literature (Gratz, 2007; Linehan, 1993a; Lynch, Chapman, Rosenthal, Kuo, &

Linehan, 2006).

Dialectical Behaviour Therapy (DBT)-informed inpatient therapies

The treatment that started showing the most promise for likelihood of reducing
repetition of self-harm at this point was Linehan’s DBT (Linehan, 1993). Williams
(1997) stated that this “pioneering work™ needed to be extended beyond the
community setting in which it was derived. Soon after, Low et al. (2001) replicated
Linehan et al.’s (1991) original DBT treatment structure (group skills and individual
sessions over one year), recruiting 13 females with BPD, but conducted the study in
an inpatient setting. Three of these patients dropped out of treatment; therefore 10
patients remained and completed the therapy and follow-up. Rates of repetition of
self-harm, as well as a range of psychological measures were collected. Low et al.
(2001) found DBT produced significant reduction in rates of self-harm (P < 0.01).

Following this in 2014, Booth et al. also used Linehan’s (1993) manualised DBT

to produce a protocol that included skills groups only. This group was created to
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conduct in an inpatient setting and called “Living Through Distress” (LTD). In
contrast to previous research that had adapted DBT, Booth et al. (2014) produced a
group that was run for 6 weeks only (24 sessions in total) and was transdiagnostic (not
only for people with BPD). They recruited 114 participants in an inpatient setting to
attend the group. The Deliberate Self-Harm Inventory (DSHI; Gratz, 2001) was used
to measure the frequency and severity of self-harm, which was included in a three-
month follow-up post attendance to the group. The researchers found significantly
decreased self-harm after the participants attended the group (P = .01). They
concluded that this suggested a brief DBT-based group conducted on an inpatient
ward could be effective in reducing self-harm. This study was the first to assess the
impact of the DBT skills groups only; therefore, these results provided tentative
evidence that groups alone may be enough to have a positive impact on self-harm.
Following this, Gibson et al. (2014) extended the study conducted by Booth et al.
(2014) in using the “Living Through Distress” (LTD) group protocol and also
assessed the impact on inpatients with BPD. They recruited a similar number of
participants (N = 103), who consented to attend the 24 sessions of the LTD group
over six-weeks. The DSHI (Gratz, 2001) was used to measure self-harm. They found
that when measured at three-months post-intervention, the self-harm was significantly
reduced (P = 0.01). These findings add to the results of the study by Booth et al.
(2014), suggesting that adding the LTD group to an inpatient’s treatment plan reduced
the rate of self-harm compared to TAU. The authors suggest that future research
should study what impact the LTD group had on emotional regulation skills and the

mediating factors in the reduction to self-harm (Gibson et al., 2014).

1.4.8.5 Characteristics of outcomes used
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As a relatively under-researched area, there does not seem to be agreement in the
literature about the most effective way of collecting data for interventions aimed at
treating self-harm behaviours. The outcome measures used in each study are outlined
in tables 1 and 2.

Repetition of self-harm is the main primary outcome among the studies, which
varied in method of data collection. To collect this data, 13 of the studies (54%) used
the self-report data (Booth et al., 2014; Erlangsen et al., 2015; Kapur et al., 2013;
Kern et al., 1997; Lamprecht et al., 2007; Linehan et al., 2006; Low et al., 2001,
McAuliffe et al., 2014; Stanley et al., 2007; Tapolaa, Lappalainen & Wahlstrom,
2010; van Goethem et al., 2012; Weinberg et al., 2006; Winter et al., 2007), 6 studies
(25%) used the Deliberate Self-Harm Inventory (DSHI; Gratz, 2001) to collect
frequency of self-harm (Davidson et al., 2014; Gibson et al., 2014; Gratz &
Gunderson, 2006; Gratz et al., 2006; Gratz, Tull & Levy, 2014; Riaz & Agha, 2012)
and the remaining studies used the Linehan’s Suicide and self-Injury Interview
(SASII; Harned et al., 2012) or hospital attendance (Evans et al., 1999b; Morgan et
al., 1993) to find number of repeated episodes of self-harm. These methods of data
collection are arguably not collecting the same data, although the intended outcome is
the same. The method of measurement in the two latter studies (Morgan, Jones &
Owen, 1993; Evans et al., 1999b) was found to be problematic in that collecting
hospital attendances could mean that less severe or untreated self-harm episodes are
missed from the analysis.

An alternative outcome was levels of depression, used as the primary outcome in
two studies (Guthrie et al., 2001; Linehan et al., 2006). The level of depression also
served as a secondary outcome for three of the studies (Gratz, Tull & Levy, 2014;

McAuliffe et al., 2014; Tapolaa, Lappalainen & Wahlstrom, 2010). The levels of
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depression in the participants were measured using a few different self-report
questionnaires across the studies. Three studies used the Beck Depression Scale (BDI;
Guthrie et al., 2001; McAuliffe et al., 2014; Tapolaa, Lappalainen & Wahlstrom,
2010), Hamilton Rating Scale for Depression (HAM-D; Linehan et al., 2006) and

Depression and Anxiety Scales for Depression (DASS-D; Gratz, Tull & Levy, 2014).

1.4.9 Meta-analysis of intervention efficacy on the primary and secondary
outcomes in Randomised Controlled Trials (RCTSs)

A meta-analysis was conducted for this thesis in order to attempt to understand the
effectiveness of different interventions by combining studies and evaluating their

efficacy.

1.4.9.1 Primary outcome; Repetition of self-harm

Repetition of self-harm was examined by all studies in the review. The two studies
using ‘crisis card’ interventions offered participants a crisis or ‘green’ card, which
allowed them access to professional support should they need it (Evans et al., 1999b;
Morgan, Jones & Owen, 1993). These studies both measured repetition of self-harm
through hospital attendance. A meta-analysis was conducted with these two RCTs
(Evans et al., 1999b; Morgan, Jones & Owen, 1993; n = 1,039) separately from the
other RCTs with data available due to the difference in intensity of the interventions.
The ‘crisis card’ interventions did not give a defined intervention, but rather
responded to the participants if required and was aimed at measuring the impact of the
offer of help rather than the intervention itself (Evans et al., 1999b; Morgan, Jones &
Owen, 1993). The remaining studies with available data (Gratz, Tull & Levy, 2014;

Linehan et al., 1993; Tapolaa et al., 2010; Weinberg et al., 2006) offered a similar
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intensity of treatment in line with ‘third wave’ cognitive behavioural therapies. The
intervention (crisis cards) was compared with treatment as usual (TAU) (in both cases
this meant no follow-up from hospital; see table 3; Appendix C for Revman outcome
tables). Analysis did not suggest a difference in hospital attendances due to self-harm
between the groups, although when the studies were combined the analysis was
favouring the experimental group (Z = 0.04, P = 0.97), (OR 0.00, 95% CI -0.12,
0.12). Using the 12 statistic (Higgins et al., 2003), hetrogenity between studies was
found to be low (Chiz2=1.57,df = 1, P = 0.21, 12 = 36%) as per Cochrane Handbook

for Systematic Reviews of Interventions (Higgins & Green, 2005).

Table 3
Comparison 1. Crisis card vs. treatment as usual (TAU) for repetition of self-harm
Outcome No.of  No. of Statistical method
studies  participants Std. Mean Difference
(IV, Fixed, 95% CI) 5td. Mean Difference
’ ’ IV, Fixed, 95% CI
Evans et al. 1 827 0.04 (-0.1,0.17) T
(1999b)
Morgan et al. 1 212 -0.16 (-0.43, 0.11) -
(1993)
Repetition of 2 1039 -0.00 (-.12, 0.12)
self-harm ‘?
s “0'2s 0 053 o'5

Favours [experimental] Favours [control]

A further meta-analysis was conducted with the four RCTs (n = 128) evaluating
CBT interventions (Gratz, Tull & Levy, 2014; Linehan et al., 1993; Tapolaa et al.,
2010; Weinberg et al., 2006) using the data collected on the repetition of self-harm
(see table 4; Appendix C for Revman outcome tables). The CBT interventions were
compared to TAU. Analysis suggests a significant difference in self-harm hospital
attendances between CBT and TAU groups (Z = 3.62, P = 0.0003), (OR -0.06, 100%

Cl-1.02, -0.03). Heterogeneity between studies was found to be low (Chi2 = 0.91, df
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=3, P =0.82, I2=0%) as per Cochrane Handbook for Systematic Reviews of

Interventions (Higgins & Green, 2005).

Table 4
Comparison 2. Cognitive therapies vs. treatment as usual (TAU) for repetition of self-

harm and depression

Outcome No.of  No. of Statistical method )
studies  participants Std. Mean Difference Std. Mean Difference
IV, Random, 95% ClI :
( o) IV, Fixed, 95% C|

Weinberg etal. 1 30 -0.7 (-1.38, -0.02)
(2006) .
Linehanetal. 1 63 -26.72 (51.72, 1.72) ——
(1991)
Gratz, Tull & 1 22 -25.33 (-47.25, -3.41) _
Levy (2014) —_—
Tapolaaetal. 1 13 -0.69 (-1.9, 0.52)
(2010) P
Repetition of 4 128 -0.73 (-1.32, -0.14) | | | |
self-harm -é -ll i é

Favours [experimental] Favours [control]

Std. Mean Difference
IV, Fixed, 95% CI
Linehanetal. 1 101 -0.38 (-0.78, 0.01) —i
(2006)
Gratz, Tull & 1 61 -1.06 (-1.59, -0.52) _I_
Levy (2014)
Depression 2 162 -0.69 (-1.35, -0.04) *
I I I ]
N 05 1

Favours [experimental] Favours [controll

1.4.9.2 Secondary outcome; depression
Depression was examined by five RCTs in this review using self-report
questionnaire. A meta-analysis was conducted with the two RCTs that had the data

available for analysis (Gratz, Tull & Levy, 2014; Linehan et al., 2006; see table 4).

56



AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

The interventions were compared with treatment as usual (TAU) groups. Analysis did
suggest a significant difference in depression scores between groups (Z =2.07, P =
0.04), (OR -0.69, 100% CI -1.35, -0.04). Using the I2 statistic (Higgins et al., 2003),
hetrogenity between studies was found to be high (Chi2=3.89,df =1, P =0.05, I2=
74%) as per Cochrane Handbook for Systematic Reviews of Interventions (Higgins &

Green, 2005).

1.4.10 Discussion

This systematic review was aimed at identifying and evaluating the psychological
evidence for the treatment of adults who self-harm. This review differentiates
between controlled and uncontrolled studies, assessing the value that both bring to the
psychological literature in terms of assessing feasibility and methodological rigour. A
meta-analysis was conducted with the RCTs where sufficient data was available.

The review reflects similar results to those presented in previous reviews (Hawton
etal., 1999; 2016), in that there remains a distinct lack of controlled trials providing
evidence of efficacy for a psychological treatment of self-harm for adults, particularly
in inpatient settings, where there are none to date that meet this criterion.

In terms of the controlled studies in this review, all nine used a RCT design and all
of them were based in an outpatient setting. Although these studies are not without
methodological issues, the RCT design demonstrates a high level of methodological
rigor. Four of these RCT’s evaluating CBT interventions were found to be significant
when combined in the meta-analysis (Gratz, Tull & Levy, 2014; Linehan et al., 1991,
Tapolaa et al., 2010; Weinberg et al., 2006), suggesting evidence of efficacy for the
treatment of self-harm. However, caution has been advised with these findings as

research suggests that combining several small studies in meta-analysis does not
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predict the results of a single large study (LeLorier, Gregoire, Benhaddad, Lapierre, &
Derderian, 1997).

In the 15 uncontrolled studies, five found a trend towards a decrease in the
repetition of self-harm. All of the studies that produced these findings were from
interventions based on Linehan’s (1993) dialectical behavioural therapy (DBT) model
(Booth et al., 2014; Gibson et al., 2014; Gratz & Gunderson, 2006; Low et al., 2001;
Stanley et al., 2007). Three of these studies focused on group skills only (Booth et al.,
2014; Gibson et al., 2014; Gratz & Gunderson, 2006), which provides tentative
evidence for a positive treatment effect on rates of self-harm when using DBT-
informed skills groups only.

As outlined above, the few RCTSs that have been conducted seem to suggest that
cognitive therapies have favourable outcomes for the treatment of self-harm. More
recently, developments to DBT-informed therapy suggest that this could be the next
step when looking for a brief therapy for treating self-harm. However, caution must
be used when interpreting the findings of uncontrolled studies due to the nature of the
methodology. In addition to this, four of the studies with significant treatment effects
were treating people with BPD only (Gibson et al., 2014; Gratz & Gunderson, 2006;
Low et al., 2001; Stanley et al., 2007). Again, this implies that the treatments are
aimed towards people with this diagnosis and might not be applicable for people who

self-harm with another or no mental health diagnosis.

1.2.11 Conclusion
Although there seems to be promising evidence of some useful ways to reduce
self-harm, studies have been criticised for not being clear what they mean by self-

harm (Evans et al., 1999a; Tyrer et al., 2003), which then makes replication of
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research and the building of a reliable evidence base very difficult (Weinberg et al.,
2006). In addition to this, treating self-harm as a symptom of BPD means that the
explanatory power and psychological theory behind the intervention may be lost
(Nock, 2009). For the purpose of this review, it cannot be determined whether the
interventions aimed at people who have a diagnosis of BPD are treating the self-harm
or other aspects of the diagnosis.

There is also a distinct lack of controlled studies specifically designed to evaluate
treatments for adults who self-harm (with exception of cognitive therapies), in
particular there is a lack of robust evidence found for DBT (Linehan et al., 1991).
While this lack of research may be partly due to the lack of understanding of self-
harm in its own right and the complexity of comorbid conditions, there are also
ethical implications to conducting research like this. The sensitive nature of self-harm
must not be disregarded when reviewing literature in this way; research delving into
this issue with people must be able to have ends that justify the means. Alternatively,
research is increasingly building a case for the costs of not discussing self-harm and
suicide, resulting in a lack of research in this field (Becker-Blease & Freyd, 2006).

It is clear that more evidence is required for services to be enhanced to meet
recommendations made by NICE (2011) to suggest that self-harm is treated as a
priority. From the review above, there seem to be good indications that DBT in a
manualised form can be successful (Linehan et al., 1991). The uncontrolled studies
show that aspects of the DBT treatment, such as ‘distress tolerance’ (shown in Booth
et al., 2014; Gibson et al., 2014), particularly using skills groups, could be helpful for
people who self-harm. However, there is clearly a lack of research conducted on
people who self-harm, regardless of their mental health diagnosis and within an

inpatient environment.
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When considering inpatient settings, promising findings from shorter-term
interventions are very important (Booth et al., 2014; Gibson et al., 2014). It would be
helpful to understand a bit more about what makes these DBT-informed protocols
successful, by breaking them down and applying them in different settings. This
would be particularly significant when targeting self-harm in inpatient settings where
a short intervention is required.

The current study noted the promising findings of studies using DBT, but also lack
of convincing evidence for DBT-informed interventions as a significant gap in the
literature to be explored. The Medical Research Council (MRC) guidance for
developing and evaluating complex interventions stipulate that a feasibility study
must be done prior to a full trial in order to understand the parameters for completing
the study on a larger scale (Craig et al., 2008). From this review, a feasibility study to
prepare for a larger clinical trial to evaluate a brief version of DBT in an inpatient

setting for people who self-harm, regardless of diagnosis is indicated.

1.5. Dialectical Behavioural Therapy (DBT)-informed therapy

Evidence has been provided for DBT effectively reducing self-harm in adults with
BPD for the outpatient population (Linehan, 1993a). The original version of DBT is
implemented over one year, including both group skills and individual therapy, with
the first four months producing the treatment effects and the last eight used for skills
consolidation (Linehan et al., 1991). A significant draw back to DBT is the difficulty
to implement it in clinical practice owing to the duration and intensity of the therapy
(Gratz et al., 2015). Therefore, since its inception adaptions have been made to the
length and content of the therapy for family outpatient treatment (Miller, Rathus,

Linehan, Wetzler, & Leigh, 1997) as well as inpatient settings (Robins & Chapman,
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2004) with varying degrees of success.

Turner (2000) compared the original form of DBT with an adapted version, which
saw the removal of the group treatment part, administering these skills in the
individual sessions instead. The individual sessions were found to be effective, but
significantly less so than the original DBT that included the skills groups.

Miller et al. (1997) also made adaptations to DBT for the treatment of adolescents
with suicidal ideation. They shortened DBT to 12 weeks, reduced the number of
taught skills and introduced caregivers into the treatment. Despite a shorter length
treatment, they found significant reductions in suicidal ideation, general psychiatric
symptoms and symptoms of BPD. This would need to be tested on an adult
population to generalise the findings but shows promising results for adapting a
successful treatment programme.

The length of manualised DBT (one year) is particularly problematic on inpatient
wards, where there is need for a time-limited, efficient treatment due to high patient
turnover (Gibson et al., 2014). There are also further challenges to overcome when
conducting DBT on an inpatient ward, most pertinent of which can be the frequent
overload of emotional triggers and the nature of hospitalisation itself often reinforcing
self-harm as a way of managing these (Swenson, Sanderson, Dulit, & Linehan, 2001).
However, an inpatient environment can also provide a unique opportunity to educate
clients and their families about strategies, which can be reinforced by collaborative
treatment relationships, teaching people skills to get out and stay out of hospital
(Swenson et al., 2001).

Barley et al. (1993) conducted a study of DBT over 10 months in an inpatient
setting for people with BPD; one of their outcomes was that self-harm was

significantly lower at follow-up after treatment compared to rates with inpatient TAU.
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These findings implied that it was possible for DBT to be “accelerated and improved”
by an inpatient setting. Following this, Bohus et al. (2000) conducted outcome
measures for 24 female inpatients before and after completing a course of DBT over
three months, specifically aimed at treating BPD (not self-harm). They found a
significant decrease in self-harm after the treatment compared to reports before.
However, with a lack of a control group it is difficult to interpret these findings as
solely related to the treatment the participants received. Later in a randomised control
trial, Bohus et al. (2004) adapted DBT to provide inpatients with a diagnosis of BPD
with three and a half hours of individual therapy, and four hours of group skills per
week over three months. When compared to TAU, this adaption of DBT was found to
provide improved results for levels of self-harm as well as depression, anxiety and
interpersonal problems (Bohus et al., 2004). Further support for this research came in
2006, when Kroger et al. also examined an adapted DBT programme over a three-
month period, using a combination of skills groups (five hours per week) and
individual therapy (one hour per week), which found an overall reduction in
symptoms of BPD including self-harm.

At this point, treating people receiving inpatient care with only skills groups to
reduce self-harm had not been attempted. Of note, several studies evaluating group
interventions had excluded people receiving inpatient care (Gratz & Gunderson, 2006;
Slee, Garnefski, Van der Leeden, Arensman, & Spinhoven, 2008). But findings from
Gratz and Gunderson’s (2006) study demonstrated that improvements in emotional
regulation might have been related to decreases in self-harm in an outpatient setting.
Slee et al. (2008) later found that reductions in self-harm were related to improvement

in impulse control skills and the ability to engage in goal-directed behaviour. These
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findings signify that emotional regulation is an important aspect of treatment for self-
harm, leading to adaptations to the model (Lynch et al., 2006).

Booth et al. (2014) and Gibson et al. (2014) evaluated a DBT-informed group
called ‘Living through Distress’ (LTD). The group intervention utilised the four sets
of skills that Linehan (1993a) outlines in the DBT manual to teach people how to
better tolerate (dealing with and accepting) distressing events that happen in our lives.
In contrast to previous studies, Booth et al. (2014) reported results on a group run for
six weeks (24 sessions in total) with 114 participants, in an inpatient setting. Self-
harm was measured using the DSHI (Gratz, 2001), which included a three-month
follow-up. The researchers found significantly decreased levels of self-harm post-
treatment (P = .01). These results must be taken with caution, as the study was
uncontrolled, however it is a promising indication that a brief, DBT-informed group,
delivered in an inpatient setting can be effective in reducing self-harm. This was the
first study to attempt a DBT-informed intervention without individual sessions, which
provides tentative evidence that groups alone may provide sufficient skills to reduce
self-harm.

Although many of these studies are targeting BPD, rather than patients who self-
harm, they offer promising results that DBT can be adapted by way of shortening the
length of treatment (Barley et al., 1993, Bohus et al., 2000; 2004; Kroger et al. 2006).
Offering group skills only (Booth et al., 2014; Gibson et al., 2014), the evidence
suggests shortening treatment could be possible without losing the effectiveness of
DBT for reductions in self-harm.

Although these are promising findings, the average length of stay for someone
admitted to a psychiatric hospital in England is only 23 days (Health and Social Care

Information Centre, 2014). Therefore, even the six-week intervention trialled above
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(Booth et al., 2014) would not be a suitable treatment for the average patient admitted
to a psychiatric ward with self-harm behaviours. Considering self-harm is the most
common reason for admission to psychiatric inpatient services (Bowers, 2005; Way &
Banks, 2001), there is an obvious need for an even shorter, better-focussed treatment

of self-harm that is clinically applicable on an inpatient ward.

1.6. Research aims
The current study aimed to evaluate feasibility and acceptability of a novel DBT-
informed skills group for adults who self-harm in an inpatient setting. The
intervention will be based on DBT, driven by previous research (Linehan et al., 1991;
Linehan 1993a,b). The treatment modality will include four group sessions conducted
in less than 23 days (the average inpatient length of stay according to the Health and
Social Care Information Centre, 2014). The treatment group will differ from groups
previously studied in that it will be a shorter group programme, aimed at female and
male inpatients who self-harm irrespective of their diagnosis. The group will aim to
provide the participants with coping strategies derived from Marsha Linehan’s DBT
Skills Training Handouts and Worksheets manual (2014), with the aim of equipping
them to manage times of crisis in their lives. The group will be called the ‘Coping
with Crisis’ (CwC) group.
Based on the Consolidated Standards of Reporting Trials (CONSORT) guidelines
(Eldridge et al., 2016), the aims for this feasibility study are:
1) To determine the number of eligible participants who are screened, recruited
and accept the current treatment within this setting.
2) To determine whether retention of participants for four psychological groups

over two weeks is achievable given the predicted short stays of patients on
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wards.

3) To obtain means and a standard deviation for the outcome measures in order
to estimate sample size for large-scale trials.

4) To determine suitability of a compact group skills programme.

5) To determine acceptability of the research process for this client group gained

through feedback from participants.

This feasibility study was registered on ClinicalTrials.gov Protocol Registration

Results System (record: 205350) on 24" January 2017.
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Chapter 2.
Method
2.1 Epistemological positioning

The aims of the current study were to evaluate feasibility and acceptability of a
novel DBT-informed skills group for adults who self-harm in an inpatient setting.
This study is theoretically driven; however, it is important to consider the assumptions
that underpin a project such as this and reflect on the researcher’s epistemological
position in an attempt to justify the chosen methodology (Willig, 2008).

Until the 1970s, quantitative methods were considered the ‘gold standard’ of
educational research (Howe, 1992) and Psychology, as a ‘social science’ had
traditionally been associated with the positivist end of the epistemological
perspectives (Frank, 1984). Positivism is positioned on the contention that there is an
observable ‘truth’ that can be measured in an objective and independent manner.
Within the positivist approach, quantitative methods are often thought to be
‘rigorous’, where observed reality is measurable and can be confirmed through
repetition of experiments (Sumner & Tribe, 2004). At the other end of the spectrum,
constructivism is based on the idea that reality is intangible and does not exist
independently from our experiences. Within this constructivist approach, qualitative
methods are used to attempt to obtain a subjective reality (Sumner & Tribe, 2004).
Between these two polarised positions, Molteberg and Bergstrom (2000) proposed a
middle ground called ‘realism’, which offered the possibility of rigor without the
“straitjacket of objectivity”. Realism recognises that observations are fallible, and that
theory is revisable, it also leaves room for questioning whether there is a way to know
reality with certainty and without bias (Molteberg & Bergstrom, 2000).

The current study has adopted a mixed methods approach to data collection, where
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quantitative data was collected for the use of sampling calculations for future clinical
trials and a qualitative measure was used to understand the participants’ views of the
therapeutic intervention under investigation. The combination of qualitative and
quantitative methods has not always been universally accepted, as it is often thought
to violate basic assumptions of both methods (Morse, 2005). However, mixed
methods research is now recognised by many disciplines as an appropriate way
forward for researchers to select the best method for answering a research question,
which allows them to work across positivist and constructionist paradigms (Johnson
& Onwuegbuzie, 2004). As such, this study could be seen as consistent with the
positivist framework in that the outcome measures for self-harm, distress and the
tolerance of this distress are operationally defined and quantifiable. This leads to them
being analysed based on certain assumptions about the data.

Alternatively, the study also understands that all measurement is fallible and so
uses multiple methods of measurement to ascertain a better understanding of what is
happening in reality (i.e. an additional open-ended questionnaire). Further to this,
positivists would believe that researchers are objective and see reality for how it is,
whereas the current study takes a different view, understanding that the intervention
under study is driven by theory and that this and the researcher’s own worldviews
may impact on the interpretation of the data. The knowledge of this fallibility of
measures and the impact of the researcher’s beliefs, as well as the inclusion of
multiple (albeit possibly erroneous) ways of acquiring data and the inclusion of other
critical scientists in the review process aim to ensure that the project has a broad
breadth and depth of investigation. This comes from the pragmatic approach of
working across differing research perspectives (Johnson & Onwuegbuzie, 2004).

Additionally, the measures used in the current study are self-reported and by using
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this method and requesting feedback from participants on the given intervention the
study attempts to enable a source of subjective views of reality for the participants.

The concept of subjective reality is particularly pertinent in this study, given the
socially constructed nature and definitional issues of the main construct, self-harm. In
the 1930s, the concept we now know as self-harm was described as ‘wrist-cutting
syndrome’ and countless other terms have been used since (McAllister, 2003). Claes
and Vandereycken (2007) proposed that the definition of self-harm should include
“socially unacceptable behaviour” in order to differentiate ‘self-harm’ from ‘self-
care’, working with the debatable assumption that a “socially unacceptable
behaviour” is an objective and quantifiable concept. It was important for this project
to be mindful of the assumptions held about self-harm, and in the light of the
literature on the varied functions of harming the self, it may not always be viewed by
participants or others as a negative, anti-social act to all people, at all times (Klonsky
& Glenn, 2009). In fact, service-user led testimonies state that some people who self-
harm consider it to be a useful coping strategy to manage their distress (Hume &
Platt, 2007).

Philosophers have been debating the issues of research paradigms for thousands
of years and it will continue to be debated. Therefore, a pragmatic approach is
required in order to take the issues raised by the debate on board but continue to
produce work in the field of psychological research. Critical realism is interested in
the individual’s understanding of reality, acknowledging the difficulties of socially
constructed meaning and the ‘real world’, where methodology must be designed to
solve problems and find solutions to existing problems (Bhaskar, 1979). This can be
done through a pragmatic use of mixed research methods, where reality can be

negotiated and interpreted in light of new information and drawn from strengths in
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both paradigms (Morgan, 2007). Within this, an intervention can be put in place,
driven by theory. A process for treating individuals can be focused on for the purpose
of furthering understanding. The question raised then is ‘Is it useful?’. This pragmatic
approach seems to be a suitable method to subscribe to in the current study keeping
the abovementioned issues in mind. In line with the critical realist approach, the
results of the current study will be presented to offer possibilities and shape future
research rather than to represent factual information about the reality of the concepts

or people involved in the research.

2.2 Study design

The current study is a mixed method, single-centre, uncontrolled feasibility study
of a novel DBT-based group intervention for use in a large clinical trial to test the
treatment of self-harm in inpatient settings. No control group was included in this
study as the primary focus was on gathering feasibility information within an
inpatient setting, in line with Consolidated Standards of Reporting Trials
(CONSORT) guidelines (Eldridge et al., 2016). Standardised self-report measures
were used to gather data on the nature and functions of self-harm and how distress is
tolerated, with the purpose of determining feasibility and to obtain parameters for a
large clinical trial to be conducted. Non-standardised measures were also used to
collect demographic data and participant feedback on the intervention and research

process at the end of the study.

2.2.1 Participants
Participants were included if they; i) were aged between 18-65 years, ii) admitted

to hospital, iii) had a history of or at least one episode of self-harm, and iv) had
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capacity to understand the information sheet. They were excluded if; i) they were
Non-English speakers (due to translation costs), ii) they lacked the capacity to give
informed consent, which was assessed on an on-going basis by the researcher and
group leaders (the participants were given the opportunity not to attend the groups or
complete the forms at all times) and iii) if their symptoms prevented them from
concentrating for an hour at a time (i.e. severe thought disorder). Clinicians assessed
the presentation of the participants and made a clinical judgement about whether they
would be able to benefit from group therapy (this is assessed by clinicians routinely

on the ward in order for patients to attend psychology groups).

2.2.2 Sample size

Considering this is a feasibility study, power calculations were not required, but
the aim was to recruit enough participants to each therapy group to provide an
authentic group experience (three to eight people based on the ideal number of
participants for group therapy proposed by Yalom & Leszcz, 1995) and to account for
possible drop out. The aim was to recruit enough participants overall to perform a
sample size calculation for a larger trial. For feasibility studies, sample sizes of 24-50
have been recommended in the literature (Browne, 1995; Julious, 2005; Lancaster,
Dodd & Williamson, 2004; Sim & Lewis, 2012). This feasibility study aimed to
recruit 30 participants, but due to issues with recruitment the researchers were only
able to recruit 24 participants.

Ten sets of groups (each containing four sessions over two weeks) were run
successively, which took 16 weeks in total. Each group contained from one to five

participants.
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2.2.3 Measures

The pre-intervention assessments included a measure of participant demographics
(Appendix D). The post-intervention measures included a feedback questionnaire
(Appendix E) that will provide the participants with the opportunity to give their
views on both the acceptability and usefulness of the therapy groups and research
process including suitability of outcome measures.

Standardised self-report measures were as follows - the participants each
completed two outcome measures before and after the intervention. One of these
outcome measures is used to assess the function and frequency of self-harm called
‘The Inventory of Statements About Self-Injury’ (Klonsky & Glenn, 2009) and the
other is a measure designed to assess distress tolerance called ‘The Distress Tolerance
Scale’ (DTS) (Simons & Gaher, 2005). Both are outlined below.

The Inventory of Statements About Self-Injury — Appendix F (ISAS; Klonsky &
Glenn, 2009). The ISAS is a 46 item self-report measure, with two additional optional
items, designed to assess the function and frequency of self-harm previously reported
in the literature (Klonsky, 2007). The ISAS assesses the frequency of self-harm by
giving the respondent options of the method of self-injury and then asks them to
estimate how many times they have engaged in each. The function is assessed using a
list of statements starting with “When I self-harm, I am...” and examples of responses

2 <6

are “calming myself down”, “punishing myself”, which the respondent is required to
circle “not relevant”, “somewhat relevant” or “very relevant” depending on how
much they can relate to the statement. These statements indicate one of 13 functions

scales in total (affect regulation, interpersonal boundaries, self-punishment, self-care,

anti-dissociation, anti-suicide, sensation seeking, peer-bonding, interpersonal
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influence, toughness, marking distress, revenge, autonomy), which are scored out of
six and the higher scores indicate the higher use of that function.

The functions listed above are represented by a two-factor structure, interpersonal
and intrapersonal. These factors account for 61% of the variance, in line with the
previous self-harm literature (Nock & Prinstein, 2004). Klonsky and Glenn (2009)
assessed test-retest reliability of the ISAS over one year, correlations ranged from .52
(biting) to .83 (burning), with a median of .68 for the behavioural scales, .60 for the
superordinate intrapersonal functions scale and .82 for the superordinate interpersonal
functions scale. Furthermore, the ISAS has outstanding overall internal consistency
(interpersonal and intrapersonal scales were o = .88 and o = .80 respectively) and
correlates with contextual variables (i.e. the tendency to self-harm when alone) and
clinical constructs such as BPD, suicidality, depression, and anxiety (Klonsky &
Glenn, 2009). In summary, this measure has shown evidence to indicate it is a reliable
and valid measure, making it useful for clinical or research purposes to measure
functions and frequency of self-harm (Klonsky & Glenn, 2009). The ISAS resides in
the public domain; therefore, permission was not required to use it for the above
study.

The Distress Tolerance Scale — Appendix G (DTS; Simons & Gaher, 2005).
Linehan (1993) proposes that self-harm is the dysfunctional attempt to reduce
emotionality; one of the treatment goals for a DBT group is to gain skills in distress
tolerance. Therefore, this study used a measure designed to assess distress tolerance
called the ‘Distress Tolerance Scale’ (DTS; Simon & Gaher, 2005). The DTS consists
of 15 items, which measures participants’ appraisal of their emotional distress, their
ability to tolerate this distress and any regulation efforts to alleviate it. The measure

offers 15 statements that the respondent can indicate on a five-point Likert scale
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99 ¢ 99 ¢ 9% ¢

whether they “strongly agree”, “mildly agree”, “agree and disagree equally”, “mildly
disagree”, “strongly disagree”, scoring one to five points for each respectively. The
statements indicate situations where distress cannot be tolerated (i.e. “My feelings of
distress or being upset are not acceptable”, “There is nothing worse than feeling
distressed or upset”), with lower scores indicating lower levels of distress tolerance.
The DTS demonstrates good internal consistency (Cronbach’s alpha > .70,
Nunnally & Bernstein, 1994; .89, Simon & Gaher, 2005) and has shown good test-
retest reliability over six months (r = .61) (Simon & Gaher, 2005). The DTS was
found to relate to other measures of emotional functioning, which supports the
discriminant and convergent validity (Simons & Gaher, 2005). The DTS resides in the
public domain; therefore, permission was not required to use it for this study.
Non-standardised self-report measures: In addition to the measures described
above, there was a demographic questionnaire collecting data on age, gender,
ethnicity, education, marital status, employment, diagnosis if appropriate, medication,
length of stay in hospital and any previous treatments. An adverse events (AE) form
was used to measure any untoward occurrence to a participant who is undertaking the
treatment intervention whether or not there is a connection between the two. These
were recorded for each individual to assess the risk to the client group, to comply with
the ‘Good Practice Guidelines for the Conduct of Psychological Research within the
NHS’ (Cooper, Turpin, Bucks, & Kent, 2005) and to assess the usability of the forms
for a larger trial. Lastly, the feedback questionnaire was used to collect qualitative
data from the participants about how they found the therapeutic groups and research

process to inform a larger clinical trial of the service users perspective.
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2.2.4 Research procedure

The clinicians were provided with information about the study and were asked to
identify patients on the ward who met the eligibility criteria using the screening
guidance provided (Appendix H). The clinicians were able to provide these patients
with an information sheet (Appendix 1) that they could take away and read in their
own time. The information sheet contained material about the study and a slip at the
bottom of the last page for the patient to sign, detach and return to their clinician if
they wanted to meet with the researcher to discuss the project further. The researcher
then arranged a time convenient for the patient, to explain the study’s purpose and
give them an opportunity to raise any questions they had about the study. They were
given at least 24 hours to take in the information and discuss it with friends, family,
and their healthcare workers, to help them to weigh up whether they would like to
consent to take part in the study. If they indicated that they would like to meet again
with the researcher, a further meeting was arranged where written consent (Appendix
J) was obtained if they were still indicating that they would like to take part in the
study. The participants were informed throughout the process, including at the
information and consent stage that they could withdraw at any time without giving a
reason and their treatment on the ward would not be affected by their participation or
non-participation in the research.

The participants’ general practitioners were made aware of their involvement via
letter if the participant consented to this. The patient was then monitored throughout
the study for on-going consent to take part in the research, this was done by making
the research meetings and therapy groups ‘opt-in’. In this way, the participants
‘opted-in’ on a session-by-session basis, were made aware of when the session was

due to take place and were not forced in any way to attend meetings or groups that
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they did not want to engage in.

When the participants had consented, the researcher administered the self-report
assessment measures, in the same session or a further appointment was arranged if
needed. These measures contained a demographic sheet and two outcome measures;
The Inventory of Statements About Self-Injury’ (ISAS; Klonsky & Glenn, 2009) and
the ‘Distress Tolerance Scale’ (DTS; Simons & Gaher, 2005), described fully above.
Once the measures were completed the participant was then invited to attend the next
set of four group skills sessions that were being run on the ward.

The DBT-based skills groups were each run for one hour on four separate days
within two weeks (the content of these groups is described fully below). Therefore,
each participant attended four one-hour groups. The taught skills groups were
informed by DBT theory (Linehan, 1993) and the handouts and worksheets were used
from Marsha Linehan’s training skills manual (Linehan, 2014) with permission. The
groups were facilitated by two clinical psychologists, who recorded the skills they
were able to cover in each group and who attended the groups in order to monitor
fidelity to the protocol and for each participant in the intervention.

Once the participants had attended the set of four skills groups, the author then
arranged a meeting with them individually to administer the post-treatment
assessment measures, which contained the feedback questionnaire and the same two
outcome measures (ISAS and DTS; described fully above). Figure 2 demonstrates the

flow of participants through the study.
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Figure 2. Flow diagram of study procedure.

2.2.5 Setting

The setting for the research was a mental healthcare unit, in a hospital of a major
city in the UK. Patients were recruited from five inpatient wards within this unit, who
were either being held informally or detained under the Mental Health Act (Bluglass
& Beedie, 1983). The intervention was held for four, one-hour sessions within a two-
week period, in a closed communal area. A qualified clinical psychologist started
running the groups, after which assistant psychologists who work on the wards

facilitated the groups. The participants were initially being approached and asked
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about the study by a ward clinician. At this point, if they indicated that they would
like to meet with the researcher to find out more about the study this was arranged at a

time that suited them.

2.3 Intervention

Boyce et al. (2003) reported “no single treatment has confirmed superiority” for
treating self-harm with a psychological intervention in any setting, but concluded,
“DBT appears to confer most benefit”. A review of the current literature (presented in
this thesis) revealed that there remains a lack of evidence-based psychological
interventions for adults who self-harm, but evidence for outpatient psychosocial
treatment suggests DBT has been successful in reducing self-harm for people with
BPD (Gratz & Gunderson, 2006; Stanley et al., 2007). Recently, this is being
attempted in a shorter, adapted form for an inpatient setting, which saw promising
results (Booth et al., 2014; Gibson et al., 2014), but these were uncontrolled trials.
Therefore, a large clinical trial is required to provide evidence for psychological
treatment that helps reduce self-harm in an inpatient setting. This recent research
initiated the decision to inform the group content in the current study using DBT
skills (Linehan, 1993a).

The intervention is a novel four-session group programme based on DBT skills.
The protocol was informed by the DBT manual by Marsha Linehan (1993) using
handouts and worksheets from ‘DBT Skills Training Handouts and Worksheets’ by
Marsha Linehan (2014) with permission.

The first draft of the group protocol was developed by the author in consultation
with a DBT specialist psychologist who advised on the content of the four groups.

Consultation with the DBT specialist was important to decide what skills would be
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most appropriate to include for the client group and given the short length of allocated
time for the groups to take place. From the four DBT modules (mindfulness, distress
tolerance, emotional regulation and interpersonal effectiveness), it was advised and
decided that mindfulness should be included experientially through the practice to
begin and end the group. With the time limit of four hours in mind and based on the
self-harm literature (Klonsky, 2007, Linehan, 1993), distress tolerance and emotional
regulation skills were thought to be more important skills to include than
interpersonal effectiveness. It was also thought that the group would gain some of the
interpersonal effectiveness skills by the nature of the group format.

Once the key skills were decided upon, together with the specialist psychologist,
they were formed into four groups. Clinical psychologists at the hospital where the
study was planned to take place, who have extensive experience with the client group
under study, were sent the initial draft for review. The main feedback from the
psychologists on the wards was the inclusion of some crisis management strategies in
every group, to ensure that the participants received this even if they were only able to
attend one group. They also felt that the content in the original protocol was too much
to contain in one hour, they advised simplifying the content. Following feedback from
the clinical psychologists, a further draft was written. This protocol was then adapted
a final time (version 4; Appendix K) after it was run by a clinical psychologist on the
ward, in order to make the protocol suitable for assistants to facilitate. The changes
involved cutting down the group content, so it streamlined the group process and
there was more room for thinking and discussion within the timeframe.

The skills that were decided on to be included in the group were: mindfulness (10
minutes to begin and five minutes to end each group), which included ideas of radical

acceptance (from the distress tolerance module). The four sessions included
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mindfulness focusing on i) operating from ‘wise mind’, ii) observing skills, iii)
describing skills, iv) participating skills, all underlined with the skill of being non-
judgemental and not self-critical. Reflection was a part of these sections to see how
they found it, which also aids the teaching of mindfulness. For the remaining 45
minutes of the groups ‘Distress Tolerance’ (DT) and ‘Emotional Regulation’ (ER)
skills were interwoven including the following skills; labelling emotions, STOP skill,
(acting opposite), coping strategies (pros and cons, building mastery, taking care of

the body), self-soothing (five senses), crisis survival strategies (contingency plan).

2.4 Ethical considerations

Due to the sensitive nature of the subject under study in this project (self-harm),
there were several ethical considerations to contemplate. These ethical considerations
were of particular importance given that the participants for this study were either
informally held or detained under the mental health act in hospital. Due to this, the
British Psychological Society (BPS), ‘Code for Human Research Ethics’ (Oates,
Kwiatkowski & Morrison-Coulthard, 2010) and ‘Good Practice Guidelines for the
Conduct of Psychological Research within the NHS’ (Cooper et al., 2005) were
consulted when developing the methodology. Approvals for the methodology were
subsequently received from the East of England Essex NHS Research Ethics
Committee (REC reference: 17/EE/0001), Health Research Authority (HRA) approval
(IRAS project ID: 205350; Appendix L), the University of Essex Research and Ethics
Committee (Ref: 16062; Appendix M) and R&D letter of access was granted from the

NHS Trust where this research was based.

2.4.1 Ethical considerations for research in an inpatient setting
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Due to the nature of the participant’s detainment, extra care was taken to ensure
that their participation was completely voluntary, making use of the clinicians on the
ward who had no motivation to recruit to the study and who knew the patients to
discuss participation with them before a meeting with a researcher was held. Due to
the participant pool for recruitment being a ‘captive audience’, caution was taken to
ensure that there was no possibility of coercion. It was emphasised at the information
and recruitment stage by the clinicians and researcher that there was no obligation for
the potential participants to take part and that their decision would not affect their
treatment on the ward. They were fully informed of what to expect if they took part
and it was made very clear that they were free to decline or withdraw their consent at
any time. Their voluntary participation and on-going assent was required at every
stage, so that if they did not want to attend a meeting with the researcher or group at
any time this was accepted as their decision. If they wanted to rearrange a researcher
meeting, this was facilitated and if they wanted to miss a group or more and come to
following ones, this was also accepted (and only recorded for fidelity monitoring).
The only rule abided to in relation to this was that they were not invited to join half
way through a set of groups or allowed to go to multiple sessions of the same group
nor to attend more than one set of groups; this was to allow every patient a fair chance
to receive the intervention.

All participants were given a ‘participant information sheet’ (Appendix I), which
provided them with contact details of the researcher and supervisors. This sheet
informed them of what to expect if they took part, details about data protection and
confidentiality and their rights to withdraw at any time without giving a reason for

doing so.
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2.4.2 Ethical storage of participant data

Hard copies of consent forms, demographic questionnaires, outcome measures, and
feedback questionnaires were stored in a locked filing cabinet on hospital premises.
This will be kept securely for five years after the completion of the study in case any
unforeseen amendments or corrections need to be made to the write up or analysis of
the study. This comprises of two years for the duration of the researcher's doctoral
training and an additional three years for any outstanding write up. This is in
accordance with Good Practice Guidelines for the Conduct of Psychological Research
within the NHS (Cooper et al., 2005), which states that for psychological research
within the NHS, original data should be stored for up to five years if the research
study is to be published. A copy of the consent form was placed in the patient record
if the patient agreed to this on the consent form. All the other documents (except for
the consent form, which will have the participants’ signature on) were only identified
by a number. The allocation document connecting the names of participants with the
number assigned to them was kept for the duration of the study, but was encrypted
and password-protected, then stored on a secure network drive. No hard copies of this
document were made and it was destroyed when the study completed. Direct quotes
from feedback forms are all anonymous and therefore not identifiable to individuals if
used for the write up to evaluate the feasibility and in related publications.

The Chief Investigator (Sarah Fife), the academic supervisor (Dr. Frances
Blumenfeld), and academic and field supervisor (Dr. Lisa Wood) had access to the
participants' data. The participants were made aware and consented to the potential
viewing of the data they provided in this research project by individuals from the
University of Essex, from regulatory authorities and from the NHS Trust for

monitoring and auditing purposes. They were made aware that this could include
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access to personal information. This was included in the informed consent that the

participants chose to agree to before participating in the study.

2.4.3 Ethical considerations for researching self-harm and suicidality

The topic of self-harm and suicidality is a sensitive one, and there is a risk that
questionnaires and a group based on this sensitive subject could potentially increase
thoughts of suicidality and self-harm behaviours. Key workers were made aware of
the group content and informed of their patient’s participation in the group to allow
for increased monitoring of the patient if required. If any issues arose during the
group, the group facilitators informed the relevant clinicians in line with ward and
trust protocol. Risk procedures were followed in the group process, in line with the
ward and trust protocol. In this regard, however, the literature does demonstrate that
not discussing sensitive issues, such as self-harm and suicide, can be more detrimental
to the person and this also results in a lack of progression in the field (Becker-Blease

& Freyd, 2006).

2.4.4 Potential conflicts of interest

There were potential conflicts of interest in this project, due to the chief
investigator’s academic / field supervisor being the clinical psychologist in the trust
where the group is planned to take place. This potential conflict of interest was
managed by the supervisor having no part to play in recruiting the participants. The
clinicians explained the research study to potential participants and asked for verbal
consent for the chief investigator to approach them. The participants were encouraged
to consult with their friends, family, and key worker when deciding whether to take

part, the field supervisor had no involvement in this decision. The chief investigator
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conducted all the recruitment and research outcome measures without involvement of
the field supervisor. Only the field supervisor and the second group facilitator
conducted the groups and had no other contact with the patients regarding the
research project. It was also made clear to the patients that there was no obligation to
take part and that their role or lack thereof in the research would have no impact on

their treatment on the ward.

2.5 Dissemination

After the study completion, these results will be presented in written form and kept
in the library at the University of Essex, as hard and electronic copies. It is also vitally
important that the results of this study are disseminated to those clinicians treating
people who are self-harming including those treating the patients themselves. The
participants were offered a copy of the overall results, and it was explained to them
that the individual results would be grouped together and reported as an overall result
for the group that took part. If the patient is no longer residing at the hospital they will
be told that the results will be left for collection if they wish. If there is positive
feedback from clients and results indicate a trend towards reducing self-harming
behaviour, a larger, randomised, controlled trial might be recommended for short stay
patients on psychiatric wards. The longer-term plan for the results is publication in

academic journals and presentations at conferences.

2.6 Data analysis
Feasibility studies aim to focus on whether the study can be done by evaluating the
research and intervention processes (National Institute for Health Research; NIHR,

2012). The aims of the current study were to assess feasibility and acceptability of a
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DBT-informed skills group for adults who self-harm in an inpatient setting. To
evaluate the research and intervention processes, this feasibility study intended to; i)
determine the demand for an intervention for self-harm in this setting, measured by
the number of eligible participants who are screened, recruited and accepted
treatment; ii) determine whether retention of participants for four psychological
groups over two weeks is achievable given the predicted short stays of patients on
wards; iii) to collect and examine descriptive statistics (means and a standard
deviations) for the outcome measures in order to estimate parameters for large-scale
trials; iv) determine suitability of a compact group skills programme and v) determine
acceptability of the therapeutic group and research process for this client group gained

through feedback from participants.

2.6.1 Demand for the intervention

To understand the demand for an intervention for self-harm in the inpatient setting,
the capability for recruitment of 30 patients to the group within the pre-determined
recruitment period of six months was examined. The potential for recruitment to a
larger trial was measured in this study by collecting data on the percentage of patients
who progressed to each stage of the recruiting process and the reasons why some did
not. The number of people who met the eligibility criteria, were screened and initially
referred by clinicians to the group was monitored. From this group, the number of
people who agreed to meet with a researcher was recorded, then the number who
consented to take part or declined was noted. The reasons for dropping out or
declining to take part at each stage were logged for analysis.

To determine retention to the groups, the number of participants who attended or

dropped out was recorded including reasons for dropout. The completion rate for the
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outcome measures was also monitored before and after the intervention, reasons why
these had not been collected was recorded if appropriate. Due to aims set out in line
with guidelines for feasibility studies (Eldridge et al., 2016), the outcome measures
were not used to assess the efficacy of the group, but rather the usability and

acceptability of the combination of measures for the study and participants.

2.6.2 Acceptability of the therapy group protocol and research process

The acceptability of the therapeutic group for participants and the setting was also
of importance in this study. The acceptability of the group to participants was
assessed using a feedback questionnaire, collected alongside the post-group outcome
measures. Content analysis was chosen in an attempt to objectively understand the
meaning of the feedback from participants and put the results to practical use in
recommendations for future research. In order to conduct the content analysis on the
open-ended feedback questions, Bryman’s (2008) stages of content analysis were
followed. This was used to describe and make inferences about the antecedents of the
communication given in these questionnaires. To use this approach the data was
prepared by classifying the text into smaller content categories (Weber, 1990), then
deciding what to analyse in detail before selecting a unit of analysis (Guthrie et al.,
2001). The next step was to organise the data, including coding, creating categories
and abstraction. Bryman (2008) recommends re-reading the text and making notes in
the margin, which was done for each question. Chunks of text that were representative
of the same phenomenon were labelled using manifest coding. The answers to each
question were categorised into discrete codes. For the purpose of this analysis, there
was no need to identify deeper meaning of these codes in this feedback questionnaire.

The acceptability of the group in the inpatient setting included the extent,
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likelihood and manner in which the group could be run on the inpatient ward. The
practicality of the intervention was assessed within this setting, by considering the
resources required, the time taken, and commitment needed from the clinicians
recruiting the participants and running the group. The level of change needed to
integrate the new group was monitored and recorded in a researcher diary. Any
adaptations that were made to the group programme, in order to accommaodate the
context, were also recorded. Group facilitators recorded the skills they managed to
cover in each session to measure fidelity to the group protocol. Adverse events were
also recorded for each individual (Appendix N), which is compliant with good clinical
practice, to assess the risk to the client group, any potential or unexpected impact of

the group and to assess the usability of the forms for a larger trial.
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Chapter 3.
Results
Overview
This chapter will outline the results of this feasibility study. Firstly, the
characteristics of the sample are summarised based on the demographic information
collected at the baseline assessment. The number of patients involved at each stage of
recruitment is presented; the reasons for attrition and adaptations made to the
recruitment process and group are outlined. The group attendance rates and number of
completed outcome measures are presented. Means, standard deviations and effect
sizes are calculated for the two outcome measures. The acceptability of the research
process and group were analysed using the feedback questionnaires from the

participants, which is presented along with the adverse events recording.

3.1 Feasibility data

3.1.1 Sample characteristics

Ten sets of ‘Coping with Crisis’ (CwC) groups were delivered for the purpose of
this study. A total of 24 participants consented to take part in the current study, and
they were split by gender in order to examine any differences in the data between
these groups. This would further inform a larger trial. Seventeen participants (71%)
were male, 7 (29%) were female. Due to the method of recruitment (convenience
sampling), the number in each gender group is not representative of prevalence of
self-harm behaviour in this study. The participants had a mean age of 36.3 years (SD
= 8.8). All participants were admitted and staying on an inpatient ward at the time of
recruitment, referred by a clinician to the research and reported to have experienced at

least one episode of self-harm. Demographic characteristics are outlined in Table 5.
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Table 5 Sample characteristics at baseline (characteristic / gender)

Gender
Male Female Total
Characteristic: mn=17) n=7) in=24)
Mean ape in years (SO RGN IT4(14.3) 36.3 (E.E)}
HAge range in years: 21-55 2548 21-55
Ethnicity: r (%)
White British L4 (B2%4) 30430 17 (T1%)
‘Mixed’ ethnicity 0 2 [(29%:) 2(9%]
Black British 0 1{14%:) 1{4%)
Fakistani I [6%s) i 1 {4%)
White European I [6%:) ] 1 {4%)
Jamaican L (6%:) 0 1 (4%
Polish 0 1145 1 {4%)
Education: a (%)
Primary 0 1 {4%s) 1 {4%)
Secondary School 4 [23%) 4 (370 B33%%)
(-Levels / GCSEs L1 (6B5%4) 2 (29%) 13 (54%)
A-Levels 2 (12%) ] 2(9%)
Marital Status: o (%}
Single 13 (ThH%:) 4 (37 17 (T1%)
Married (9] 2 (29%) 4 (17%)
Engaged I (6%s) 0 1 {4%)
Divorced 0 1145 1 {4%)
Separated I [6%s) 0 1 {4%%)
Employment status: & (%)
Unable to work 5 (2%%) 4 (570 9 3R%)
Ot of work 4 [25%) 2 [28%) G [25%%)
Employed T(41%) 1{14%]) B{33%%)
Self-employed I (6%:) 0 1 (4%
Diagnosis: & (%)
BPD 3 (18%) 30440 G (25%%)
Paychosis 3(18%) 2 (28%) 521%])
Mot known 2(11%) 2 [28%:) 4 17%%)
Diepression 5(29%:) 0 S5(21%)
Mo diagnosis 2 (1Z2%) ] 2 (8%)
Anxiety I (6%s) 0 1 {4%)
ARC I [6%s) 0 1 {4%)
Medication:
Yes 13 [ThH%:) 5071%) 18 {753%)
Mean days in current hospital stay (SD0: 20 (5D, 36} 66 {50, 413 JLISD, 42)
Previous admission:
Yes L1 (65%:) 6 (B6%) 17 ({T1%)
More than 5 previous admissions 4 (24%) 5(71%) 938
Mean length of previous stays 0 (50, 19} 66 (5D, 413 4450, 13
Previous talking therapics
Y T(41%) 6 (EH%) 13 (54%)

NMaotes. BPD = Borderline Personality Disorder, ASC = Autism Spectrum Condition
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Table 5 displays the demographic information, which was reported by all the
participants who consented to take part in the study (n = 24). It demonstrates that the
most common ethnicity reported by the participants was white British (71%) and most
of the participants reported to having completed their education to O-Levels / GCSE
level (54%). Most of the participants reported to being single (71%) and not currently
working (63%), although despite being in hospital, eight people (33%) reported to be
in work.

The most common primary diagnosis reported among all the participants was BPD
(25%), followed by psychosis (21%) and depression (21%). It shows that when
comparing between genders, 29% of male participants reported to have a diagnosis of
depression, compared to no female participants. Furthermore, 44% of women were
diagnosed with BPD compared to 18% of male participants. From the whole sample
(n=24), 18 participants (75%) reported to be on at least one psychiatric medication.
It also shows that female participants reported over three times higher average current
stay in hospital (66 days), compared to male participants (20 days). Seventeen
participants from the whole sample (71%) reported to have been admitted to a
psychiatric hospital before. Of the people who reported having a previous stay in
hospital, 38% of participants reported to have had more than five previous stays. The
table shows that 71% of the female participants reported more than five previous
admissions to hospital, compared to 24% of the male participants. Among the people
who had reported a previous stay in hospital, 16 people were able to estimate the
average length of their previous stays in hospital, which was 44 days (SD, 32.9),
ranging from seven days (one week) to 120 days (four months).

Despite a majority of participants reporting to having been admitted to a

psychiatric hospital before (17 participants, 71%), 13 of these people (76%) reported
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not to have received psychological support prior to the group being offered in the

current study.

3.1.2 Recruitment

The pre-determined recruitment window for this study was six months. In this
time, the study was able to recruit a total of 24 participants. This was 80% of the
target sample size (30 participants). The recruitment process was terminated prior to
obtaining the target number of participants due to a pre-determined recruitment
window (six months) lapsing. However, the number obtained meets the recommended
size for a feasibility study sample in the literature (24-50 participants, Browne, 1995;
Julious, 2005; Lancaster, Dodd & Williamson, 2004; Sim & Lewis, 2012).

Of the 63 people who were referred by clinicians as eligible for the self-harm
intervention over the recruitment period, 43 people (68%) agreed to meet with a
researcher. From the participants who agreed to meet with the researcher, 24 people
(56%) consented to take part in the study. One participant was deemed to meet the
inclusion criteria, but later it was established that they did not due to an absence of at
least one incident of self-harm. However, this participant deemed themselves eligible
for the study as they had experienced thoughts of self-harm, so they were included in
this study. This person could not complete the ISAS at baseline due to it specifically
requesting details of self-harm events.

A Consolidated Standards of Reporting Trials (CONSORT) diagram (Moher et al.,
2009; Schulz, Altman & Moher, 2010) depicting participant flow from the start of the

study to completion is included in Figure 1.
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Referred by clinicians on the ward to
the Chief Investigator (n = 63)

\ 4

Agreed to meet with the Chief
Investigator (n = 43)

Attrition post-referral (n = 20):
* Not interested in taking part (n = 2).
* Not able to be asked (n = 18);
*0On leave (n=6),
* No longer meets inclusion criteria
i.e. not settled enough to
attend (n = 4), thought disordered
(n = 1), lacks capacity (n = 2),
* Discharged (n = 2),
*In pain (n = 1),
* Asleep (n=1),
* No leave to attend the group when
required (n=1).

v

Consent and pre-treatment outcome
measures conducted by the Chief
Investigator (n = 24)

Attrition at meeting (n = 19):

* Not interested in taking part (n = 9),

* Not able to consent (n = 10);
* No longer meets inclusion
criteria i.e. thought disordered (n
= 3), lacks capacity (n=1), didn’t
want to talk about s/harm (n = 2),
* Discharged (n = 4).

>

A

Started Treatment (n = 17)

Attrition post-baseline assessment (n=7):
* No longer interested (n = 3),
* Discharged (n = 4).

\ 4

Post-treatment assessment (n=9)

l

Analysed (n=9)

>

Attrition treatment (n = 8):

* No longer interested (n = 2),

* Discharged before end of treatment (n =
5),

* Did not want to complete outcome
measures (n = 1).

Figure 3. Flow diagram of participants progressing through the study.
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3.1.3 Attrition post-referral

As demonstrated in the flowchart in figure 3, from the 63 patients who were
screened as eligible to take part, 20 people (32%) did not consent to meet with the
researcher. The reasons for not obtaining consent to meet with a researcher from these
20 people can be divided into two groups; those who actively declined to meet with
the researcher (two people, 10%) and those who were not available to be asked (18
people, 90%). Of those who were not available to be asked, seven people (39%) no
longer met the inclusion criteria (four people were deemed as not being settled
enough to attend a group, two people were lacking capacity to consent to take part
and one person was presenting as thought-disordered), six people (33%) were on
leave, two people (11%) were discharged after initial screening but before being
asked if they would like to take part, one person (6%) was in too much physical pain
(due to digestion problems) to engage with the clinician, one person (6%) was asleep
and one person (6%) did not have enough leave to attend when the groups were held
off the ward.

As demonstrated in the flowchart in figure 3, from the 63 people who were
screened as eligible, 43 (68%) agreed to meet with the researcher when a clinician
initially presented the study to them. From this group of 43 people who attended the
researcher meeting, 24 people (56%) agreed to consent and complete the outcome
measures. From the 19 people (44%) who did not consent to take part when at the
researcher meeting, nine people (47%) expressed that they were not interested in
taking part in the group and 10 people (53%) were not able to take part. From these
10 people who were not able to take part, six people (60%) no longer met the

inclusion criteria (one person lacked capacity, three people presented with thought
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disorder, two people did not want to talk about their self-harm), four people (40%)
were being discharged the same day or following day.

Further demonstrated in the flowchart in figure 3, once 24 people consented, seven
people (29%) dropped out before treatment started, eight people (33%) dropped out
during treatment. From the people who dropped out post-consent (n = 15), nine
people (60%) were discharged and six people (40%) were not interested in taking part

any longer.

3.1.4 Adaptations to recruitment method and group process

Several difficulties with recruiting participants to the study were identified during
the recruitment period. These difficulties included lack of patient availability (lines 6-
7, research diary in Appendix O), a lack of research team availability/flexibility (lines
22-26, research diary in Appendix O), patients not identifying with self-harm (lines 8-
11, research diary in Appendix O), patient uncertainty over discharge dates (lines 12-
14, research diary in Appendix O), self-harm not being present in notes when it has
occurred (lines 19-20, research diary in Appendix O) and confusion for clinicians
about the definition of self-harm (lines 51-55, research diary in Appendix O).
Consequently, the following changes were made to the recruitment methods and

group processes.

3.1.4.1 Availability of study team
The initial plan for group facilitation had been for two clinical psychologists to run
the groups, with assistant psychologists and nurses screening potential participants on
each ward. Due to early low recruitment rates, the study team (group facilitators and

researcher) decided that the group could be made more flexible in order to increase

93



AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

recruitment and engagement of participants. For example, it was found that the
content could be adjusted in order to make it suitable for a low-intensity intervention.
After the first set of groups were run, the assistant psychologists were trained by the
clinical psychologist to facilitate this intervention. It was also found to be more
efficient and flexible for the assistant psychologists to work in pairs to run groups
continuously on each of their wards. As each group session was established to be
‘stand-alone’, the participants could consent at any time during the set of four group
sessions and join an existing running set of groups allowing for easier recruitment.
This allowed for higher recruitment after the first set of groups (see appendix O). In
total, 10 sets of four, one-hour groups were run over 16 weeks. One set of groups
(10%) was run by a clinical psychologist, one set of groups (10%) was run by a
clinical psychologist alongside an assistant psychologist, and 8 sets of groups (80%)

were run by two assistant psychologists working together.

3.1.4.2 Screening of participants

Potential participants were initially screened using only the risk assessments in the
electronic clinical record. However, after the low recruitment to the first set of groups,
a more detailed exploration in the notes was completed, which resulted in more
patients found with a history of self-harm than had not been clearly evident in the
notes on the first search of risk assessments. To maximise recruitment from screening,
a plan was made to change the method of screening after the first set of groups to
include searching patient progress notes for incidents of self-harm and asking the
wider nursing team, in addition to checking the risk assessments. This change in
method increased the likelihood of finding eligible people to recruit, which increased

the numbers referred and consented.
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3.1.4.3 Definition of self-harm

The researcher diary shows that the clinicians particularly expressed confusion
about whether suicide attempts were to be included in ‘self-harm behaviours’. In the
UK, NICE (2011) argues against separation of self-harm and suicide attempts, while
the US (APA, 2013) differentiate between them. This study found that in clinical
practice, the clinicians on this ward (in the UK) tended towards the US guidance by
distinguishing between the two behaviours (self-harm and suicide attempt). This issue
of confusion around the definition of self-harm and the differences in how these
behaviours are conceptualised and recorded in the clinical notes meant that there were
potential eligible participants missed in the process of recruitment. In response to this,
the researcher confirmed the definition of self-harm to screening clinicians (“self-
poisoning or self-injury, irrespective of the apparent purpose of the act”; NICE, 2011)
before screening took place. This change was implemented throughout the
recruitment in the this after the first recruitment day in response to the clinician’s
questions.

In addition to clinician confusion, notes in the researcher diary (lines 8-11,
research diary in Appendix O) demonstrate that some patients would deny harming
themselves, despite it clearly being stated in their notes. By the second week of
recruitment, clinicians had identified eight people who had harmed themselves, but
four of these people (50%) had declined to attend the consent meeting due to not
identifying with self-harm. This instigated concerns about the language around self-
harm putting potential participants off taking part in the study.

In order to account for this, following the first day of recruitment to the first set of

groups, it was decided by the study team (researcher and facilitators) that the group
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would be introduced as “skills to help people cope with overwhelming emotions”,
offering “strategies to help when someone is in crisis”. Self-harm was discussed in the
researcher meeting and the participant information sheet was not adapted, but self-
harm was made less of a central theme in initial discussions, the emphasis being
focussed on coping with crisis emotions. The researcher still obtained agreement from
the patient during the consent meeting that they had self-harmed, but this was done by
asking them about their understanding of their behaviour and confirming with them
that they had participated in acts to hurt themselves on purpose. This allowed the
potential participant to understand the group better and hear the participant study
information, before having to discuss and answer questions about their self-harm with
the researcher. If the potential participant was not able to identify with the study aims
and did not want to take part the meeting with them was terminated.

Further to this, a conversation with an assistant psychologist was recorded in the
researcher recruitment diary (lines 102-105 in researcher diary, Appendix O), which
raised concerns about how to explain the nature of the groups to other patients on the
ward who were curious about the group. The difficulty was that if the assistant had
explained to the other patients that it was a ‘self-harm group’, they would be
disclosing that the attendees had self-harmed, thus breaching confidentiality of the
participants in the group. Following this, at the same time as the recruitment meeting

was changing, the group was renamed the ‘Coping with Crisis’ (CwC) group.

3.1.5 Group attendance rates
Once consented, all 24 participants were invited and encouraged to attend all four
groups offered to them over the following two weeks. Attendance to groups could be

a tentative indicator of whether the participants found the group useful. However, due
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to the nature of the inpatient setting, there are other reasons for non-attendance; table
6 demonstrates the cumulative attendance rates of participants to the groups. Figure 4
includes reasons recorded by the participants for non-attendance to the groups. Out of
the 24 people who were consented to start the groups, seven participants (29%) did
not attend any groups after consenting to take part. Out of these seven people (29%)
who consented but did not attend any groups, three participants (43%) decided not to
attend the groups, despite still being treated on the ward, three participants (43%)
were discharged before the first group and one participant (14%) was away from the
ward without being granted leave (away without leave; AWOL), and therefore was

not on the ward when the groups met.

Table 6

Coping with Crisis (CwC) group cumulative attendance numbers and percentages

0 Groups 1+ Group 2+ Groups 3+ Groups 4 Groups
N (%) N (%) N (%) N (%) N (%)
T(29%) 17 {71%) 12 (500%) 5(21%) 2 (8%)
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Consented and completed baseline
assessments (n = 24)

v
Attended GROUP 1 (n=17)

Attrition post-consent (n =7)

* Chose not to attend — too tired (n = 1)

* Chose not to attend - not motivated (n =
2)

* Discharged (n = 3)

* Away from ward without leave (n = 1)

Attended GROUP 2 (n = 12)

A 4
Attended GROUP 3 (n =5)

>

Attrition post group 1 (n =5)
* Chose not to attend — unmotivated (n =

> 2)

* Away from ward without leave (n = 1)
*0On leave (n=1)
* Had a visitor on the ward (n = 1)

Attrition post group 2 (n=7)

* Discharged (n = 5)

* Did not attend — unmotivated (n = 1)
* Deterioration of mental state (n = 1)

\ 4
Attended GROUP 4 (n =2)

Post-treatment assessment (n=9)

>

Attrition post group 3 (n = 3)

* Discharged (n = 2)

* Clinical meeting elsewhere on ward (n
= ]_)

Figure 4. Flow diagram of participants progressing through the groups

Out of the 24 consented participants, 17 participants (71%) attended at least one

group. Following their attendance to one group, five people (29%) did not come to a

second group. Three of the people who did not attend a second group (60%) reported
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that they were not interested in attending any further groups, despite still receiving
treatment on the ward, one person (20%) was on leave and one person (20%) had a
visitor to the ward at the time of the second group. This left a remaining 12
participants (50%), who attended at least two groups. Following attendance to a
second group, seven participants (58%) did not make it to a third group. Five of these
participants (71%) were discharged before they could attend a third group, one
participant (14%) reported to be unmotivated to attend and one participant (14%)
experienced a deterioration of their mental state, which precluded them from
attending a further group. This left five participants (21%) who attended at least three
groups. Following this, one person (20%) had a meeting during the final group and
two people (40%) were discharged before they could attend a fourth group. This
meant that only two people (8% of the full sample) attended all four groups. Overall,
being discharged from the ward accounted for the most common reason people did
not attend the groups (45%), being tired or unmotivated to take part accounted for the
next highest reason people excused themselves from groups (27%), followed by
people having other commitments, such as meetings or being on leave from the ward
(23%) and lastly the deterioration of mental state exempted one person from attending
groups (5%).

The study aimed to have groups containing three to eight people, following a
recommendation by Yalom and Leszcz (1995). However, some of the groups in this
feasibility study had only one person in attendance and the maximum number of

participants in a group only ever went up to four people.

3.1.7 Outcome measures

The participants were asked to complete a demographic information sheet, two
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outcome measures (ISAS and DTS) at baseline and after the intervention and a

feedback questionnaire.

Table 7

Completion rates of researcher administered data collection at baseline and post-

intervention time points.

Measure Baseline (n = 24) Post intervention
(n, % complete) (n, % complete)

Demographic 24 (100%)

information

[SAS Section ] 23 (96%) 9 (38%)

[SAS Section 2 22 (92%) 9 (38%)

DTS 24 (100%) 9 (38%)

Feedback . 9 (38%)

As table 7 demonstrates, out of the 24 participants who consented to the study, 24
people completed the demographic information, 23 people completed section one of
the ISAS baseline measure, one person could not complete due to no previous
incidents of self-harm. It was found that the participant had been screened in to the
study, despite not meeting the eligibility criteria, due to them having thoughts of self-
harm. The participant also considered themselves to be suitable for the group, so it
was left open for them to continue to take part. One additional person refused to finish
the questions in section two (function of self-harm) due to distress of talking about
their self-harm, therefore 22 people completed section two of the ISAS. The DTS
baseline measure was completed by all 24 (100%) participants. Of the 24 people who
consented to take part in the study, nine participants (38%) completed post-
intervention outcome measures and feedback questionnaires, which meant 15

participants (62%) were not able to complete the post-intervention outcome measures.
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Of these 15 participants, six people (40%) decided not to complete the measures
despite remaining on the ward for treatment, eight people (53%) were discharged
before they were asked to complete the measures, one person (7%) was not able to

complete the measures due to deterioration in their mental state.

3.1.8 Analysis

Given the low post-intervention measures completion rates (38%), resulting in a
high level of missing data, the analysis of the pre and post outcome measures was
limited to descriptive statistics presented below.

The participants were asked to complete the Inventory of Statements about Self-
Injury (ISAS; Klonsky & Glenn, 2009). This measure requires the respondents to
select the method of self-harm behaviour they have used in their lifetime (i.e. cutting,
scratching, pinching) and how many times they have used each one. Most of the
sample found it difficult to estimate how many times they had used the method listed,
so when they indicated that they had used the method at least once this was recorded,

the answers given at baseline are summarised in table 8.

101



AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

Table 8

Lifetime frequency of self-harm from the Inventory of Statements about Self-Injury,

Section 1

Type of behaviour Used at least once (%)
Cutting 20 (87%)
Swallowing (inc. overdoses) 13 (57%:)
Banging or hitting self 10 (43%)
Sewvere scratching & (26%4)
Interfering with wounds & (26%)
Biting 5 (22%)
Burning 5 (22%)
Rubbing skin against rough surfaces 4 (17%)
Carving 3(13%)
Pinching 3(13%4)
Needle sticking 2 (9%4)
Hair pulling 2(9%)

Five additional questions in section 1 of the ISAS measure descriptive and
contextual factors. The participants were asked whether they experience pain when
self-harming. Of the 24 participants, 14 people (58%) answered that they do not feel
pain when they self-harm, seven people (29%) answered ‘yes’ and three people (13%)
were not sure how to answer this. Within this section, they were asked whether they
are alone when they self-harm; 20 people (83%) in this sample said yes, they were
alone when they self-harmed, the remaining four people (17%) said they were
sometimes with people. The participants were also asked whether they would like to
stop harming themselves, 20 people (83%) replied ‘yes’, two people (8%) were
‘unsure’ and one person (4%) said ‘no’.

If the participants endorsed at least one form of self-harm, then they are asked to

complete section two of the ISAS. Despite one episode of self-harm being a criterion
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for eligibility, one participant consented, but then did not endorse any form of self-
harm. This section of the ISAS has been developed to comprehensively assess the
functions of self-harm (Klonsky & Glenn, 2009). Twenty-three participants (96%)
completed this section at baseline and nine participants completed this section post-
intervention. The statements measure thirteen different functions of self-harm as listed
in table 6 and also give the participants an opportunity to contribute their own
function if it is not listed. Six participants (26%) did contribute further suggestions,

which are listed in table 9.

Table 9

Other functions of self-harm suggested in the ISAS section 2

Participant Suggested function for self Suggested function for others
13 “To get attention™ “Obeyving voices”

41 “I can’t remember what I am doing”

42 “Blocking out thoughts"

46 “Frustrated with voices in my head”

58 “Getting out of problems"

“Having no other option”

“Nowhere else to run™

59 “Having an outlet for my upset”

Table 10 summarises the descriptive data obtained from both outcome measures.
This table includes the mean and standard deviations of each module in the DTS
(tolerance, absorption, appraisal and regulation) and function in the ISAS (affect
regulation, interpersonal boundaries, self-punishment, self-care, anti-dissociation,
anti-suicide, sensation seeking, peer-bonding, interpersonal influence, toughness,

marking distress, revenge and autonomy). There were a low number of completed
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follow-up measures (n = 9); therefore, meaningful conclusions cannot be drawn from

the results. However, there are some changes in the answers after the intervention that

could be of interest for further study.

Table 10

Descriptive statistics for outcome data

Bascline Post-test Mean Effect Confidence

Mean (5D} Mean (5D} difference  size intervals
ISAS; Function
-Affect Regulation 3.101.9) 2.6(2.2) -0.5 r=-25 -1.02 - 0.52
~Interpersonal 0.6 (0.5 1.6 (2.6) 1 r=_hd 0,17 -1.41
boundarics
-Self-Punishment 34022y 3.3 (2.0) -0.1 = -.05 -0.82 - 0.73
-Self-Care 1.0 {1.6) 1.7(1.9) T r=41 -0.38 - 1.19
-Ant-Dissociation 1.6(1.8) 2{1.5) 0.4 F= 223 -0.55 -1
-Anti-Suicide 2402.2) I6 2.0 1.2 F=_55 -0.25 - 1.32
-Senzation-Secking 0.7 (1.3) 0.941.4) 0.2 r=.13 -0.63 - 092
-Peer-Bonding 0.0 {0.0) 0.6 {1.3) 0.6 r= 88 -0.05 - 1.66
~Interpersonal 1.1{1.4) 1.B (2.3} i r= 41 -0.38 - 1.18
influcnce
-Toughness 0.4 (1.0% 1.2{1.5) 0.4 r= 69 0,12 -1.47
-Marking Distress 1.4 (1.3} 2.0(1.7) 0.6 =42 -0.37 - 1.19
-Revenge 0.3{0.7) 0.2 {(0.7) -0.1 F=-14 -0.92 - 0.64
-Autonomy 0.2{0.4) 0.9 (1.6) -0.7 F=.77 -0.05 - 1.55
DTS
-Tolerance 6.9 (3.6) 6.4 (3.0) -0.5 r=-14 -0.91 - 0.63
-Absorption 6.1 (4.0) 6.7 (3.2) 0.6 F=_16 -0.61 - 0.92
-Appraisal 16.7(75) 14.1(3.8) -26 F=-39 -1.15-04
-Regulation 77047 6.9 (3.3) -0.8 r=-18 -0.95 - 0.59

For this group of participants (n = 9), the results show that at baseline the most
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common function of self-harm the study sample endorsed was ‘self-punishment’ (M,
3.4; SD, 2.2), followed by ‘affect regulation’ (M, 3.1; SD, 1.9). The results also show
an increase between the baseline and post-intervention measures of the reported
function of self-harm ‘to create a boundary between the participant and others’ (1, r =
.64, -0.17 — 1.41) and ‘to bond with peers’ (0.6, r = .88, -0.05 — 1.66). The increase in
both of these functions may demonstrate an improved awareness of the impact of their
self-harm on their relationships with others (distancing or bringing closer through
their self-harm behaviours). There was also an increase in reporting self-harm as a
way to manage suicidal thoughts (1.2 r = .55, -0.25 — 1.32), which may demonstrate
an acknowledgement of their suicidality and the use of their self-harm in relation to
this. These results may indicate an increased awareness of the function of self-harm
following the group or greater willingness to report this behaviour.

Further to this, the score for the way the participants appraised their tolerance of
distress in the DTS decreased after the intervention (-2.6, r = -.39, -1.15 - 0.4). This
could mean that the participants who completed the post-intervention measures are
more aware of their distress, but this did not accompany a change in how they felt
they tolerated (-0.5, r =-.14, -0.91 — 0.63), regulated (-0.8, r =-.18, -0.95 - 0.59) and
absorbed (-2.6, r = -.39, -1.15 — 0.4) the distress, which were shown to have small
effect sizes. The results of these measures may also be used to estimate parameters for
a larger trial. Further debate on the possible conclusions from the results of these

outcome measures is presented in the discussion section of this thesis.

3.1.9 Acceptability of the intervention and study procedures
Acceptability of the intervention and research procedures was measured using

adverse events recording and feedback questionnaires. The feedback questionnaire
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asked the participants to comment on their experience of the group and the research

process separately.

3.1.9.1 Adverse events

Clinicians were asked to monitor any adverse events that happened as a result of
the novel psychological group intervention (Appendix N). This practice is compliant
with good clinical practice and is used to assess any potential (unexpected) impact or
risk of the group to the clients. The intention was also to assess the feasibility of using
the forms for a larger trial. The purpose of this in clinical practice is for patients to be
able to make informed decisions when they are opting in to a psychological treatment,
having full knowledge of all the potential side effects and to facilitate clinical
decision-making. As this is a feasibility trial, it was important that this information
was collected in order to collect data about any negative consequences as well as the
data collected to ascertain whether it has a positive impact. Fortunately, clinicians
reported no adverse events, therefore the forms were not used, so were not fully tested

for this purpose in this study.

3.1.5.2 Preliminary feedback on the intervention
The questions used in the feedback questionnaire were related to gaining an
understanding of whether the group intervention and research process under
investigation was feasible from the point of view of participants attending the group.
Inductive content analysis was the method chosen so that a systematic approach could
be taken to analysing the open-ended questions provided in the feedback
questionnaire. All nine participants who completed the post-intervention outcome

measures also completed the feedback questionnaire.
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The feedback questionnaire started by asking participants what they found helpful
about the ‘CwC’ therapy groups. Figure 5 demonstrates the answers given by the
participants, showing that there was some agreement in what they found helpful.
Three people (33% of respondents) named “mindfulness” as a helpful aspect of the
group intervention, one person (11%) named ‘distress tolerance cards’, and two
people (22%) reported the “strategies” given overall were helpful. These answers
demonstrate that participants found the strategies within the intervention particularly
helpful, rather than other aspects of the group process, such as the sharing / hearing of

the experiences of others.
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Figure 5. Feedback of helpful aspects of the Coping with Crisis (CwC) group

Next, the participants were asked what they found unhelpful (figure 6) about the

group intervention. Out of the nine people who agreed to fill in the questionnaire, five
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people (56%) left this question blank, three people (33%) answered ‘nothing’ was
unhelpful and one person named mindfulness as not very helpful. This demonstrates
that most of the participants (88%) who contributed to the feedback could not name
any part of the intervention that was unhelpful. Only one person (11%) felt that

mindfulness was unhelpful.

60%
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Nothing Mindfulness No response

Figure 6. Feedback of unhelpful aspects of the Coping with Crisis (CwC) group

When asked what could be improved in the intervention (figure 7), three
participants did not respond (33%), two (22%) said no improvement was needed, two
people (22%) felt that the group did not feel safe at times, one person (11%) said they
would like more individual help and one person (11%) thought there should be more
content about self-harm. The highest number of participants did not respond with any

suggestions about how the group could be improved (33%), which could indicate that
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people did not think there was any way the content could be improved, or that they
could not think of any ways it could be improved. Four people (44%) gave responses
that made suggestions about possible improvements to the group compared to three

people (33%) responding that no improvement was needed.
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Figure 7. Feedback of possible improvements in the Coping with Crisis (CwC) group

The questionnaire went on to ask how many times the participants had harmed
themselves since completing the group intervention. Most of the participants (five
people, 56%) said that they had not harmed themselves since attending the groups.
Two people (22%) did not respond to this question, one person (11%) said twice and

one person (11%) said 10 times.
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Figure 8. Feedback on number of self-harm events since the Coping with Crisis

(CwC) group

The next question asked whether the participants thought they had been able to
manage difficult times differently since completing the groups. Three people (33%)
did not respond, three people (33%) said they had managed to react differently to
difficult experiences, two people (22%) said ‘no’ and one person said they had ‘not

yet’ managed to respond differently.
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Figure 9. Feedback on if respondents used the group skills from the Coping with

Crisis (CwC) group

If the respondents had said “yes” to the previous question (above), in the next
question they were then asked how they had managed things differently since the
group ended. Three people (33%) said “yes” to the previous question and all of them
responded to the next question. Participant 13 wrote; “I no longer feel affected by
voices”, participant 42 wrote that their “feelings of suicide have gone”, and
participant 58 was hopeful that the “reminders” provided by the group “will help me”.
Only participant 58 directly referred to the possibility that the group might be helpful
for how they manage difficult times. Participants 13 and 42 referred in this question to
their “voices” and “feelings of suicide” no longer being present. This could be an
indication that the group helped them with the reduction of these symptoms, but they

did not directly refer to the group in this way.
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3.1.9.2 Preliminary feedback on the research process

When asked about the research process, particularly what they found difficult
(figure 8), three of the participants (33%) answered that they were “not sure”. Two
people (22%) said they found the experience of being with others difficult, which may
have been referring to the group rather than the research process, indicating that some
of the participants had misunderstood this question. One person (11%) said that the
research process had meant “talking about difficult things”, one person (11%) said the
research part was “too long”, one person (11%) said they had found “nothing”
difficult about the research part and one person (11%) did not respond. The responses
to this question indicate a bit of confusion for the participants about which part of the

process they were giving feedback on.
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Figure 10. Feedback on difficulties in the research process
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Lastly, the participants were asked if they could suggest any improvements to the
research process. Five people (56%) said that they could not suggest any
improvements, one person (11%) thought it could have been shorter, one person
(11%) did not feel it was relevant to them (“N/A”) and one person (11%) did not

respond.
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Figure 11. Feedback on improvements to the research process

3.1.9 Summary
The results in this section outline the sample characteristics and the factors used to
measure the feasibility of this study to determine the parameters and possibility of a
larger clinical trial for evaluating the efficacy of a novel intervention for self-harm.
The recruitment in this study was challenging, it took longer than expected and the
number of participants able to be recruited was less than initially expected. The

researcher diary (Appendix O) found that there were a several factors affecting
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recruitment initially, including i) availability of the study team, ii) screening methods,
and iii) inconsistencies with the conceptualisation of self-harm by patients and
clinicians. Adaptions were made to improve the outcomes of this feasibility study and
to further understand the optimum methods to use for future research.

Although the completion of post-intervention outcome measures and group
attendance rates were low, and it was a self-selected sub-group of the initial sample,
the people who gave feedback about this had more positive elements to comment on
than negative. Only one person indicated that they did not want to take part in the
study because they were uncomfortable with talking about their self-harm. One
further person did not want to continue to answer questions about their self-harm,
therefore did not complete the ISAS, section 2.

Means, standard deviations and effect sizes are calculated for the two outcome
measures, which demonstrated no significant difference between before and after the
intervention, therefore obtaining effect sizes in this study was not possible. However,
the study has provided the means and standard deviations for this sample.

The acceptability of the research process and group are analysed using adverse
events recording and participant feedback questionnaires. There were no adverse
events recorded, which indicates that no incidents were linked with the study in the
study time period. The participant feedback gave the participants an opportunity to
voice any concerns they had about the study, unfortunately this could only be
completed by 38% of the full sample. This feedback was also limited to a
questionnaire, which could only give limited information within the structure of the

guestionnaire.
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Chapter 4.
Discussion
Overview

The current chapter will discuss the findings from this feasibility study. The
strengths and limitations of the design will be discussed, and suggestions for future
research will be made. Lastly, the implications of this project for the literature and
current clinical practice will be outlined.

This project aimed to take a critical realist approach; as such the findings
discussed in this section are aimed at offering possibilities for future research without
presuming that they represent factual information about the reality of the concepts or
people involved in the research. Furthermore, the chapter considers the possible
implicit assumptions made in the literature and in clinical practice about the people
and behaviours at the centre of this research, including the guidelines that influence

this.

4.1 Aims of project

The overall goal of this project, as with all feasibility studies, is to answer the
question “can this study be done?” (National Institute for Health Research, NTHR,
2012). To answer this, feasibility studies make it possible to design a study that tests
the research methods that are required. These studies can then provide a description of
possible adaptations that can be made in order to improve outcomes for a larger trial.

Currently, there is a lack of research providing evidence to guide clinicians when
treating adults who self-harm (Turner, Austin & Chapman, 2014). In particular, the
literature review conducted at the start of this study demonstrates that there are

currently no RCTs conducted on inpatient wards to evaluate the efficacy of a
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treatment for self-harm in adults. Given that self-harm is one of the most common
reasons for people to be admitted to psychiatric inpatient services (Bowers, 2005;
Sansone, Songer & Miller, 2005), it seems important that research for a suitable,
evidence-based treatment to address self-harm behaviours is conducted.

In line with CONSORT guidelines (Eldridge et al., 2016), this study aimed to
provide feasibility data on recruitment, retention and outcome measure completion
required in order to design a main study evaluating a self-harm intervention on a
psychiatric inpatient ward. To do this, the current study listed the parameters that
were important to examine. Investigations were carried out into the practical
considerations and decisions about how to run the intervention and conduct the
research process were made, while monitoring the impact of adaptions made. This
study also allowed for the experience of the participants to be examined through

open-ended questions in a feedback form.

4.2 Summary of findings

This study examined the feasibility of a DBT-informed ‘Coping with Crisis’
(CWC) group (protocol presented in appendix K, informed by the DBT manual by
Marsha Linehan, 2014) through implementing the intervention on an inpatient ward,
measuring recruitment rates, retention rates and outcome completion. The results of
this feasibility study indicate that within the clinical, inpatient environment it was
practically possible and acceptable to clinicians and participants to hold four one-hour
DBT-informed groups and to conduct the research study in the inpatient setting. There
were no adverse events reported to occur during the groups and research process.
However, this study also found that in six months a total of 24 participants (only 80%

of the target sample size) were recruited.
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The reasons behind low recruitment rates were initially found to include the lack
of availability of the study team, preliminary screening methods, and inconsistencies
with the conceptualisation of self-harm in patients and clinicians. Some adaptations
were made to the method to rectify these, however it was found that the problems
with the conceptualisation of self-harm were particularly difficult to overcome. In
addition, the high rate of dropout during the groups and at post-intervention data
collection meant that there would be less chance of gaining meaningful outcomes for
a larger trial. The low predicted recruitment rates from inpatient wards in this study,
small group sizes and difficulty in maintaining the sample size over the study period
indicates a potential risk of bias when conducting a larger trial. These factors have
meant that overall it was not possible to deem the study feasible in the current form.
However, this study can be used to determine what changes could be made to the
method in order to make it feasible (recommendations outlined for future research

later in this chapter).

4.2.1 Recruitment

Firstly, this study was not able to recruit to target within the pre-defined
recruitment window (six months). Adaptations were made to the research methods in
response to this in order to improve the recruitment capability. For example, assistant
psychologists were trained to run the group to increase flexibility of the group times,
screening methods were made more comprehensive, and self-harm was defined for
clinicians. However, despite these changes the study only recruited 80% of the target
number of participants. Future research should consider a longer recruitment time
frame, increased availability of the research team to conduct the research and

facilitate the groups, a wider recruitment pool by accessing more wards and focus on
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the importance of consistency in the conceptualisation of self-harm.

The conceptualisation of self-harm was found to be problematic in this study from
the beginning of the recruitment process for both the clinicians and participants.
Despite attempts to overcome this by taking care to define self-harm to clinicians and
carefully introducing the idea to potential participants, it continued to have a
significant impact on both screening participants and recruiting them at consent
meetings (notes available in researcher diary, Appendix O).

As outlined in the introduction chapter of this thesis, the difficulty with the
conceptualisation of self-harm is not a new subject in the literature. Inconsistencies in
defining self-harm have had a significant impact on the collection of self-harm data
and the quality of research in this field (Muehlenkamp, 2005; Ougrin & Zundel, 2009;
Turner, Austin, & Chapman, 2014; Washburn et al., 2012). Therefore, the current
research findings are in line with previous literature, which suggests that the on-going
debate and resulting inconsistency in the definition of self-harm is a significant barrier
to the progress of research and clinical care in this field (NICE, 2011).

In light of this, it is important to consider ways of overcoming this issue for future
research trials and how it can be managed in a clinical environment. The clinical
impact of the introduction of ‘non-suicidal self-injury disorder’ (APA, 2013) in the
USA is debated in the literature. Many believe that a clearly defined diagnosis
improves the ability to differentiate self-harm behaviours from BPD (Zettergvist,
2015). It could also provide a research or inpatient team with a clear idea of what
constitutes ‘self-harm’, rather than being uncertain about whether to use the definition
from the USA (APA, 2013) or the UK (NICE, 2011). However, there is also a vast
amount of literature countering this in expressing the possible dangers of ‘over-

diagnosing’, which include increased stigma associated with being labelled as
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‘mentally ill’ (Moynihan, Doust & Henry, 2012). In research trials, it would be
recommended that clinicians screening participants are very clear on the definition of
self-harm from the offset. This issue may be more difficult to change in clinical
practice and further understanding of this is beyond the scope of this thesis, however
future research should be focussed on what the impact of this inconsistency is and
how it may be overcome.

In addition to the clinicians’ difficulty with the definition, the participants were
also found to be uncertain about what constitutes self-harm. Once they were referred
to the study by clinicians, the researcher found that several male participants denied
that they had ‘self-harmed’, despite evidence suggesting that this was the case in their
patient records (lines 8-10, appendix O). Bowen and John (2001) found that when
looking at gender differences in self-harm, rather than self-harm being more prevalent
in females (as was previously believed, Fox & Hawton, 2004), males tend to use
particular methods of self-harm that were related to anger and aggression, which is
not universally understood as self-harm in the same way as cutting is viewed.
Considering this definition of self-harm, which includes aggressive acts, less
difference in prevalence between genders was found (Bowen & John, 2001). Males
are also found to be more likely to attempt suicide (Hawton, Zahl & Weatherall,
2003), which, despite the UK definition as included in self-harm behaviours, many
people do not associate with self-harm. This study found that male participants do not
identify with self-harm as a behaviour they take part in, due to their conceptualisation
of the behaviour (lines 8-10, appendix O).

The observation of this issue led to an adaptation of the recruitment method (fully
explained in the results chapter). Based on these findings, future research should

focus on the dimensional nature of self-harm. This research should consider an
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exploratory study aimed at examining people who self-harm view and understand the
meaning of their self-harm. Furthermore, future studies should consider carefully the
definition of the behaviour under study and should involve service users in the design
of the research to aid the use of a broader conceptualisation of self-harm behaviours
in line with the NICE guidelines (2011). Within the research exploring the definition
and subjective experience of self-harm, there should be consideration given to the
positionality of the people involved in the research. Further exploration is required in
terms of the connection between self-harm and gender. Consideration should also be
given to varying perspectives, including experts by experience and experts by

profession, enquiring what is different here and why.

4.2.2 Attrition rates

The intervention had a high attrition rate of 62%, based on the participants who
consented to take part but had dropped out by the post-intervention outcome
measures. This attrition rate is higher than previous small-scale inpatient intervention
studies in the literature. Booth et al. (2014) reported 49% and Gibson et al. (2014)
reported 37% of their recruited participants were lost to post-intervention follow-up.
Of the participants who dropped out of the current study between consent and
administration of post-treatment measures (62% of full sample), 60% of the drop-out
was due to being discharged from hospital and 40% reported that they were not
interested in taking part any more. Booth et al. (2014) and Gibson et al. (2014) also
found that discharge from hospital was the main reason for drop-out from the
research. It had been thought that the current study’s shorter timescale (two-week
intervention) in comparison to Gibson et al.’s (2014) six-week intervention, would

mean there would be fewer dropouts due to discharge of participants from the ward.
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However, unexpected discharge leading to non-attendance to treatment groups
remained problematic despite the shorter time scale of the intervention.

The degree of adherence to an intervention has a significant influence on the
quality of assessment for intervention efficacy and would therefore be problematic in
a large randomised trial. This finding emphasises the importance of assertive follow-
up in the community setting in future trials, which would require availability of
researchers and clinicians who are able to be flexible to provide this. It would be
important to follow the participant into their community setting to continue the
treatment and research measures.

For other possible reasons for dropout, previous literature and theories can be used
to further understand the client group under study and how aspects of the presentation
at this time could contribute to the high attrition rate. The literature suggests people
who self-harm have had difficult early experiences and a vulnerability, which results
in difficulty with regulating emotions and tolerating distress (Linehan, 1993). The
point at which people are admitted to an inpatient ward represents a time of crisis for
the person (Bowers et al., 2005). The current study approached people at this crisis
point. Therefore, to attend four group sessions reliably over two weeks represents an
understandable challenge for people in this situation and with a high level of distress
that they inherently find it difficult to tolerate.

These individual aspects of the participants’ presentation were mentioned as a
factor that may be contributing to low recruitment and high attrition rates by
clinicians during the study (see recruitment diary, Appendix O). Therefore, it would
be important to take these participant factors into account when designing a further
study of this kind. 1t would be particularly helpful to recruit clinicians on the ward to

help the participants attend the groups. For example, reminding them about the group
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before they go on leave, encouraging them to get out of bed to attend the group or

arranging ward meetings around the times of the group.

4.2.3 Outcome measures
Overview

The aim for feasibility studies is not for outcome measures to be used to assess the
efficacy of the intervention, but rather whether the measures are acceptable and
feasible given the context of the study (CONSORT guidelines; Eldridge et al., 2016).

Due to problems with recruitment and retention with a relatively small sample,
limited analysis could be conducted. However, the outcome measures could be used
to ascertain the feasibility of administering measures about self-harm to an inpatient
population. The response of the participants to the number, length and subject of the
measures was monitored during the study. At baseline, all the outcome measures were
completed in full by 22 of the participants (92%), despite it being emphasised by the
researcher that they were not obliged to complete them. The feedback from the
participants after the intervention and post-intervention measures suggested that only
one person (11% of respondents) felt the research process was “too long”.

It was found that the main reason for drop-out before the post-outcome measures
were completed was participants discharge from the ward. With these findings in
mind, the outcome measures element of the research process was deemed to be
feasible to administer in this setting and acceptable to the recipients. In fact,
consideration could be made for additional measures to be used in order to gain more
meaningful information on the mediators of change in future research. The following
section will further discuss in detail the use of the outcome measures and results of

these.
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4.2.3.1 Demographics information

All participants (100% of the study sample) completed the demographics
information. This information allowed for the findings to include more information
about the people who self-harm on the inpatient ward. These participants have
experienced at least one episode of self-harm and have opted in to trialling a form of
treatment that addresses their self-harm.

The demographic data demonstrated that only 25% of the whole sample reported
to have been given a diagnosis of BPD, despite much consensus in the previous
literature that the association between BPD and self-harm is much higher (Andover,
Pepper, Ryabchenko, Orrico, & Gibb, 2005; Glenn & Klonsky, 2009; Jacobson et al.,
2008; Klonsky, Oltmanns & Turkheimer, 2003). This finding indicates that treatments
for self-harm aimed solely at people with a diagnosis of BPD could potentially miss
many people who self-harm who do not have this diagnosis (shown to be up to 75%
in this study). These findings add weight to the argument from critical psychology
that for people who self-harm, giving a diagnosis of BPD is a way of “ignoring other
conditions and social situations” and “can lead to inappropriate, ineffective
treatments” (McAllister, 2003). This demonstrates that there is a requirement for a
transdiagnostic treatment of self-harm that is not aimed at treating a specific
diagnosis, but attempts to meet the individual’s needs, such as the treatment protocol
presented in the current study.

Although assumptions about prevalence of self-harm across genders cannot be
commented on in regard to this project due to the method of recruitment (convenience
sample), some differences between genders were also noted in the demographic

information. Almost a third (29%) of males reported to be diagnosed with depression,
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whereas no female participants had reported to have this diagnosis. Furthermore 44%
of women participants recruited reported to be diagnosed with BPD compared to 18%
of male participants. Previous literature suggests that females are more likely to
receive a diagnosis of BPD, accounting for 75% of those diagnosed with BPD
(Becker & Lamb, 1994; Johnson et al., 2003). One explanation for the higher number
of men reporting to have depression in this study could be that men who self-harm are
more likely to be given a diagnosis of depression, whereas females are more likely to
be diagnosed with BPD when they present with self-harm behaviours. Survivor
research has reported a similar finding, in that the BPD diagnosis is predominantly
given to women and argues that the diagnosis of BPD can detract from the
aetiological importance for psychological distress and pathologises women for their
response to be oppressed (Shaw & Porctor, 2005). This issue seems of particular
importance considering the oppressive nature of an inpatient environment. The
differences between males and females in this regard would be benefit from being

explored in future research.

4.2.2.2 Inventory of Statements About Self-injury (ISAS; Klonsky & Glenn,

2009)

The Inventory of statements about self-injury (ISAS; Klonsky & Glenn, 2009) was
chosen due to the inclusion of data collection of the proposed primary outcome
(repetition of self-harm) and information about the function of self-harm. Based on
the previous literature and varied nature of the theories explaining self-harm, it was
also deemed important to ascertain the function of self-harm for this population,
which was included in section two of the ISAS.

At baseline the ISAS, section one was completed by 23 people (96% of sample)
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and section two was completed by 22 people (92%). One person could not complete
either section of the measure following their consent to take part; this was due to this
participant having no previous incidents of self-harm. This demonstrated the measure
worked well as a tool for checking eligibility for an intervention for self-harm. The
other person did complete section one, but found section two too difficult to complete,
caused them to become distressed and when asked if they would like to stop, they
agreed. Considering the direct nature of the measure and the sensitive topic of self-
harm, it is not unexpected that people in crisis (residing on an inpatient ward), would
find this a difficult measure to complete. Considering that the measure was offered to
the participants as an option and they were not encouraged to continue if they were
unsure, the fact that only one person (4% of whole sample) opted out of completing it
could be viewed as a positive sign for the use of this measure in future research.

The ISAS, section one produces findings related to incidence of self-harm. In the
current study, the most common form of self-harm was found to be cutting, used by
87% of participants. This finding is in line with the estimates of 70-97% of people
who self-harm use cutting reported in previous literature (Skegg, 2005). This measure
also established that 83% of the sample in this study wanted to stop harming
themselves, which is further evidence that an evidence-based treatment to help them
is required.

The ISAS section two requires participants to endorse functions of their self-harm.
This revealed that at baseline ‘self-punishment’ (M, 3.4; SD, 2.2) was the highest
endorsed function of self-harm in the study sample. This endorsement reflects the
literature on self-harm related to abusive childhoods and the propositions of the object
relations theory (Mabhler, 1968; Townsend, 2000). Van der Kolk, McFarlane and

Weisaeth (1996) suggested that the self-punishment function of self-harm is an effect
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of a child being unable to cope with the good and bad in themselves as a result of
abuse.

The next highest endorsed function of self-harm was ‘affect regulation’ (M, 3.1;
SD, 1.9), which is supported by cognitive behavioural theories. The affect-regulation
model of self-injury (Favazza, 1992; Gratz, 2003) and the dialectical philosophical
position both also take account of early experiences that have involved abuse, which
they posit leads to a vulnerability in a child’s ability to regulate their emotions
(Linehan, 1993a). Behavioural theories suggest that the act of self-harm is then
reinforced internally by the relief felt (Gratz, 2007) and externally by the care
received from others as a result (Bandura, 1973; lwata et al., 1994). The observed
increase in the functions of self-harm endorsed after the intervention in relation to the
distance / closeness of others is also supported by the latter theory involving external
reinforcement (Bandura, 1973; Iwata et al., 1994). The other significant increase in
function of self-harm endorsement from baseline to post-intervention assessment was
‘anti-suicide’. Given the complexity of separating suicide attempts and self-harm,
with the people who self-harm being unsure about their intent (Hawton, Saunders &
O’Connor, 2012), it is not surprising that this is endorsed as a function of self-harm
and the group may have played a part in increasing the awareness of this for people.
However, it is unclear whether the change in this and the other functions of self-harm
are related to the intervention or due to multiple possible confounding variables
inherent on an inpatient ward.

Overall, the results of this study suggest that the ISAS could be used in future
clinical trials for the purpose of obtaining details of the self-harm behaviours,
including frequency and function of self-harm. The measure should be accompanied

with other measures that collect details on the hypothesised mediators for change in
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psychological treatment for self-harm. In this study the extent to which the
participants could tolerate distress was measured using the Distress Tolerance Scale,

summarised below.

4.2.3.3 Distress Tolerance Scale (DTS; Simons & Gaher, 2005)

The Distress Tolerance Scale (DTS; Simons & Gaher, 2005) was chosen based on
the biosocial theory, from which the intervention in the current study is derived. The
biosocial theory states that invalidating environments work to contribute to
difficulties in recognising and regulating emotions, and tolerating distress (Linehan,
1993a), leading to self-harm behaviours. With origins in the biosocial theory, one of
the aims of DBT-based interventions is to acquire skills in distress tolerance (Linehan,
1993a). This was one of the main skills embedded in the Coping with Crisis (CwC)
group protocol (Appendix K), so the acquisition of this skill was thought to be a
useful measure and the DTS has been found to be useful in measuring this (Simons &
Gaher, 2005).

The DTS was completed by 24 people (100%) in this study sample at baseline,
with no negative feedback on the completion of this, which indicates that they found
it acceptable to complete at this point. However, it is unclear how far the participants
understood the concept of ‘distress tolerance’, an explanation of which is
recommended in future research using this measure. The findings demonstrate no
large changes in the self-reported existence of the four aspects of distress tolerance
asked about in the DTS (tolerance, absorption, appraisal, and regulation), which was
one of the targets of the novel DBT-informed treatment protocol (Appendix K).

Overall, this study recommends that the DTS be used in future clinical trials for

the purpose of obtaining details of a person’s capacity of tolerate their distress. This
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measure was self-report, which means that it is not clear whether the changes are in
the actual presentation of the participant or the participants’ increased awareness of
their capabilities or lack thereof. Improvements to monitoring changes in distress
tolerance could be gained by collecting data from the clinicians looking after them.
This would confirm the changes that are reported by the participants and add a
different perspective. The benefits of inpatient research are that it is possible to
monitor and control for confounding variables and collect observation data from
clinicians around the participants, which this study did not directly benefit from, but
future studies should consider.

Overall, this study found that the DTS could be used in future clinical trials for the
purpose of obtaining details on what extent the participants could tolerate distress.
However, in future trials, additional mediators for change could be collected in order
to further assess the impact of the intervention. The current intervention protocol
(Appendix K) included emotional regulation activities, so future research could use
additional outcome measures associated with the ability of the participants to regulate
their emotions before and after taking part in the intervention. An example of a
measure that would collect information on emotional regulation is the Cognitive
Emotion Regulation Questionnaire, Short Form (CERQ-short; Gamefski & Kraaij,
2007), which measures cognitive strategies to cope with negative events. Due to the
nature of the group process and as one of the DBT modules, it may also be beneficial
to measure interpersonal abilities, which is also included as a module in the DBT
manual (Linehan, 1993b). It may also be helpful, considering that the participants
were comfortable with filling in questionnaires, to collect data about the mood of the

participants using the Hamilton Rating Scale for Depression (Hamilton, 1960).
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4.2.3.4 Feedback questionnaire

Only nine participants (38%) completed post-intervention outcome measures from
the full sample (n = 24), as such the views express do not represent the whole sample
and must be viewed with caution. This study did demonstrate that the feedback
questionnaire was acceptable to the participants and addressed the areas of interest for
future studies and would be appropriate if this study was replicated.

In the feedback from this questionnaire, mindfulness skills were found to be the
most helpful from the groups (named by three people). When asked what was
unhelpful in the groups, most people left the question with no response (five people),
and a further three people said ‘nothing’ was unhelpful. Mindfulness was named by
one person as not helpful. When the participants were asked what could be improved
in the group, some found other group members “unsafe” and one person said they
would like more individual help. This is useful information for future studies of this
nature to consider ensuring sufficient individual support was taking place with the
participants clinicians in conjunction with the group. It is also important for studies of
interventions of this kind to make sure that the group feels safe for participants,
ideally the groups would be ‘closed’ in nature (not allow new members in).

In terms of the research process, only one person indicated that they thought it was
“too long” and that it could be improved by being shorter. Most of the participants
(five people) felt that nothing could be improved in the research process. Future
research with larger samples should give participants the opportunity to feedback their
experience of the intervention and research process in order to further knowledge of
how the studies are experienced by people who take part. It may provide more useful,
in depth data to conduct interviews for this purpose, rather than feedback

questionnaires.
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4.3 Strengths of the study

This study had a number of strengths. First, the trial protocol was registered before
recruitment began (ClinicalTrials.gov; no.: 205350), which meant that the intention to
complete the research was made public to avoid replication. Secondly, the study
procedure was developed in line with good clinical practice guidelines, which ensured
the protection of the rights, safety and wellbeing of research participants. Thirdly, the
study closely followed CONSORT guidelines (Eldridge et al., 2016) for feasibility
studies. In the literature, the terms ‘feasibility’ and ‘pilot’ studies have been used
interchangeably and until the publication of the updated CONSORT guidelines
(Eldridge et al., 2016) there was little consensus about what differentiates the two
(Whitehead, Sully & Campbell, 2014). Pilot studies are now defined as the main
study that is run in miniature to test whether the components work together, whereas
the main goal of a feasibility study is to estimate parameters in order to design a main
study. A strength of the current study is the stringent abidance to these latest
guidelines for feasibility studies (Eldridge et al., 2016).

This study sought to highlight and make progress with developing an evidence-
based treatment for self-harm, which is currently untested in the parameters of an
inpatient setting (see meta-analysis in current paper). In order to meet this aim, a
novel psychological intervention for self-harm was successfully designed with input
from several experienced clinical psychologists. The novel protocol was successfully
run with participants in an inpatient environment, demonstrating it does not produce
adverse effects and is acceptable to the facilitators and participants who were able to
give positive feedback on the utility of the intervention. These findings provide

promising results for the intervention to be evaluated further in a larger clinical trial.
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A further strength to the current thesis and an important aspect that would be
recommended in future research is that it takes account of the NICE guidelines (2001;
2013), while acknowledging the limitations of them. It is important to acknowledge
the current guidelines, as well as the influence of guidelines on an international level
(APA, 2013), especially due to the nature of the treatment model, while also holding a

critical stance with respect to the limited scope of guidelines to serve each individual.

4.4 Critique of the study

Although not required for a feasibility study (CONSORT guidelines; Eldridge et
al., 2016), the main limitations of this study are the lack of control group and the lack
of follow-up data collected. The inclusion of a control group would have provided
insight into the practicalities of requiring more participants at one time point and to
assess the willingness of the participants to be randomised. The aim of this feasibility
study was to test the novel intervention within an inpatient setting; the next stage of
preparation for a larger trial should be a pilot study that includes a control group to
ascertain whether the participants would be willing to be randomised. A follow-up
time point should also be added to a pilot study, which would provide more
information about how feasible it would be to capture data from people several weeks
after the intervention was terminated, which may involve following the participants
into the community setting. Both of these aspects of the study were not attempted for
the current thesis due to time restraints of the thesis.

Further limitations to the current study include the uncontrolled nature of the study
on an inpatient ward, particularly the lack of monitoring of possible confounding
factors that could account for changes made by the participants between baseline and

post-intervention measures. For example, research suggests that when patients are
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referred to inpatient wards, they are at high risk of self-harm and suicidality (Bowers
et al., 2005), as such it is expected that they are experiencing extreme difficulties with
their mental health. Based on the assumption that the purpose of inpatient settings is
to provide a safe environment, it is likely that the severity of their mental health crisis
will show a regression towards the mean the longer they are residing there (Bland &
Altman, 1994). This means that any changes in the outcome measures could be
affected by maturation bias, which has not been monitored in this study. This being
the case, the impact of factors such as these largely remains unknown and therefore
the results should be viewed with caution. However, it would be possible to put
measures in place to monitor the therapeutic input that the patients are having while
on the ward and the inclusion of a control group could control for maturation effects.
Future research should not only consider a control group, but also additional measures
that allow researchers to collect data on the therapeutic and pharmacological input the
patients are receiving while on the ward.

Further limitations to this study should it be extrapolated to a larger trial would
include the questionable ecological validity of the findings. The three wards used in
this study were all part of the same hospital in one geographical location in the UK.
As such, some of the factors related to feasibility presented in this study may not be
generalised to other inpatient environments. For example, the demographics of
patients and staff working on the wards will vary depending on location, which may
impact the response to the research and intervention.

The small sample size is also a limitation in the study, which meant that when
there was high attrition, the number of people who completed the post-intervention
measures is very low (n = 9). Feasibility would be better measured with a higher

sample size, as there is more chance that there is a representative outcome. This is

132



AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

particularly true for the feedback questionnaire, which represented a select proportion
of the original sample; the non-responders may differ from the responders, which
could lead the results to be subject to bias (Melton 111, Dyck, Karnes, & O'Brien,
1993).

Open-ended questions were used in order to get richer, participant-led data, but in
practice, the questionnaire was not found to produce particularly detailed or rich data.
This could be due to the participants wanting to complete the questionnaire quickly,
which could explain why some questions were left blank. The lack of detail could also
be explained by understanding that participants could have struggled to remember the
detail of the groups or understand what they were being asked. This could explain a
noticed preference in the questionnaires for naming obvious more memorable parts of
the intervention, for example the high incidence of ‘strategies’.

Service-user led research has criticised the current evidence-base that informs the
policy-making for being over reliant on studies that have carried out research ‘on’
people who self-harm with a focus on managing and preventing self-harm in a
medical way (Hume & Platt, 2007). By not conducting a study exploring the views of
service-users, the current study risks completing research of this kind. In addition to
this, the theories this project is based on (cognitive / dialectical behavioural theories)
tend to put responsibility on the individual to change, when perhaps it would be more
helpful to consider the collective responsibility of wider social and political systems.
Critical psychology suggests that self-harm can be understood as more than a
‘disordered individual’, but issues such as culture, power and marginalisation are
important to consider (McAllister, 2003). It is believed that these and other
contentious issues are not readily understood by society and so blaming the individual

denies the need to consider the dialectical tension in society (McAllister, 2003). By
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focusing on problems within the individual and putting them in hospital, the collective
narrative and pressures that insight mental health difficulties go unchallenged.

To begin to overcome these issues, future research of this kind should include a
service-user group in the design of research and treatment protocol. Again, the reason
service-user input was not included in the current study design was due to time
restraints; therefore, feedback from the participants was gained after their
participation. In doing so, the thesis took a critical viewpoint, while also taking a
pragmatic stance in moving forward with attempting to contribute to the evidence-

base and develop treatment of people who self-harm.

4.5 Implications of findings

Despite the limitations outlined above, there were findings from the current study
that can be used to better understand whether it is feasible to use the intervention and
conduct research on this intervention for self-harm on inpatient wards. The findings
also have implications for increasing awareness of the challenges of inpatient research
and possibilities of overcoming these. The results and adaptations made to the design
provide information for future research studies, particularly in the field of self-harm
and inpatient research. The feedback questionnaire also provides insight into the
preferred aspects of the therapeutic intervention. Overall, the study met the original
aims of furthering understanding in order to design and conduct a larger trial to assess
the efficacy of a self-harm intervention on an inpatient ward.

There are distinct and numerous challenges faced when contemplating research on
inpatient wards. Considering that the potential participants are residing in the place
the research will be taking place (on the ward), it can be surprising to researchers that

there is difficulty in making contact with the patients. One of the unexpected findings
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was that 60% of the dropout from the research process was accounted for by patients
being discharged from the ward. This finding demonstrates an unpredictable nature of
the inpatient environment; an example of this in the current study was demonstrated
in the participants not being aware that their discharge would be taking place within
the next two weeks. Research suggests that the average length of stay for patients on
an inpatient ward is 23 days (Health and Social Care Information Centre, 2014),
which infers that many stays are shorter than this. With the national drive towards
‘deinstitutionalisation’ of psychiatric services and funding being focused into
community settings (Lakeman, McGowan & Walsh, 2007), it is understandable that
stays are short. It is also the case in current services that the main reason for admitting
a patient is if they are at risk of harm to themselves or others (Bowers et al., 2005).
This means that at a time of crisis, a person at risk will be moved to what is often an
unfamiliar location (an inpatient ward) to live for several days. As soon as the crisis
has ‘settled’, they are moved back (without substantial prior warning) to where the
crisis had occurred. The current evidence-base for theories of self-harm suggest that
early experiences have often been chaotic and traumatic, meaning that capacity for
tolerating distress and regulating emotions is limited (Linehan, 1993a). Therefore, the
impact of the drive for community-based treatments and the resulting unpredictability
of where one is residing should be considered in more detail. It should be questioned
whether this treatment pathway could be detrimental to those with difficulty tolerating
distress and regulating their emotions. At best, the upheaval it is making them re-live
the traumatic past experiences with more inconsistent, unpredictable experiences and
at worst it could be damaging to the individual. The finding in this study was that a
significant number of patients experienced disruption to treatment that they had

started on the ward and, as in most cases, this treatment could not continue in the
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community. This is not only failing to offer a patient a complete experience of a
treatment but may also contribute to their emotional and relational difficulties.
Research such as this should highlight the impact of the chaotic nature of inpatient
wards on the safe delivery of treatment. The next section attempts to summarise the

expectations of future research to explore these issues further.

4.6 Future research

Future research in this area should consider methods that will increase the
recruitment of inpatient participants and the retention of them in research of this kind.
Some suggested ways of doing this are providing education for clinical staff about
self-harm and how to screen potential participants, conducting the participant consent
interviews in a sensitive manner (particularly when broaching the topic of self-harm),
training assistants and clinicians to motivate the participants to attend the groups,
have a system to intervene before the participants are discharged in order to collect
post-intervention measures and feedback from them.

In addition to this, future research would ideally have a system in place to collect
data from patients who have been discharged from hospital to the community. It
would be equally important to get feedback on whether they would have continued
with the groups and research if they had not been discharged or if they would consider
continuing in the community. Without this information, reasons for drop-out largely
remain unknown. If future research were able to collect this data, it could be used to
further understand the needs of the patients. A way this could be facilitated would be
to link with the person and their community team on discharge.

Furthermore, future research should increase the reliability of the primary

outcome data by confirming the repetition of self-harm data through reports from the
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clinicians as well as self-report data. This would give a more reliable (data collected
even when the participant is on leave) and accurate portrayal of the number before
and after, this would better measure any changes to this, which would not be as
influenced by reporting bias.

Future research should consider using the method of interviewing participants for
feedback on the intervention. Individual interviews or focus groups would have
gained deeper, meaningful feedback, which may have allowed the participants to talk
freely about their experience. However, given the difficulty experienced with getting
participants to attend the groups and fill out a quick questionnaire, it could be
reasonably predicted that it would be challenging to encourage participants to spend
more time on an interview or a focus group.

As discussed earlier in this thesis, following this research with the focus on
inconsistencies with the conceptualisation and definitions of self-harm, it would be
beneficial for future research to explore the ways in which service users define their
behaviours. This research could aid a wider drive for understanding among clinical
staff and researchers about self-harm behaviours and introduce a wider
conceptualisation that perhaps will not include everyone, but would move towards
more people feeling understood in their difficulties.

Furthermore, the unequal percentage of women to men diagnosed with BPD
should be explored in conjunction with participants feeling about being detained in
relation to feelings of oppression. This could be useful to explore alongside the
perceptions of people on the diagnosis of BPD and the different function of self-harm,
which may or may not include a reaction to feeling oppressed (Shaw & Proctor,

2005).
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4.7 Conclusion

This feasibility study is required before a main study to evaluate whether an
intervention for self-harm in an inpatient setting can be run. The study successfully
provided findings about the methods and created opportunities to adapt these while
the project was in progress in order to make observations and monitor the value of the
changes. This led to a better understanding of what methods would be best used to
make the most of the opportunity to design a main study (National Institute for Health
Research, NIHR, 2012).

Given that self-harm remains one of the most common reasons for people to be
admitted to inpatient services (Bowers, 2005; Way & Banks, 2001; Sansone, Songer
& Miller, 2005) and there is currently little evidence for an intervention to address
these behaviours in this setting, it remains important that this is addressed.
Recommendations from the findings of this study have been made for future research,
which involve better understanding of self-harm behaviours and a move towards a
better treatment for people who self-harm on an inpatient ward.

Above all, this project has acknowledged the challenges of inpatient settings for
patients, staff and researchers. The main challenges for research in this setting is the
recruitment and retention of patients to talking therapies who are in distress and at a
point of crisis. It was found in practice that when this point of crisis for the patient
had come to an end and their presentation had become more ‘settled’, they are usually
discharged within a short space of time. It would seem that this might represent the
main challenge for patients, who seem to be unaware of when they will be discharged.
Among the significant challenges highlighted in this research is the definition and
conceptualisation of self-harm, which hampered the progress of this research and has

implications on the care and support people who self-harm receive.
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This thesis has considered the impact of service funding on treatment outcomes
and data collection on wards. This research also attempted to readdress the balance, if
only in a small way, by giving patients the opportunity to feed back views on the
treatment they were receiving. The practical considerations and decisions about
running the intervention and the research process have been presented; with
discussion around possible alternative methods and ways to overcome the limitations
of the current study have been proposed. It is hoped that the findings will encourage
more inpatient research and be a source of help for those endeavouring to conduct

research in this field in future.
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Appendix A — Studies with reduction of self-harm as an outcome excluded from the

meta-analysis

Reason for exclusion Study authors
Intervention aimed at treating BPD only Barley et al. (1993)
Bateman & Fonagy (2009)

Bohus et al. (2000)

Davidson et al. (2014)

Harned, Korslund & Linehan (2014)
Kroger et al. (2006)

McMain et al. (2009)

Turner (2000)

Intervention aimed at treating suicidality
only

Cedereke, Monti & Ojehagen (2002)
Liberman & Eckman (1981)
Patsiokas & Clum (1985)

Torhurst et al. (1987)

Torhurst et al. (1988)

Vaiva et al. (2006)

Van der Sande et al. (1997a)

Intervention aimed at treating alcohol use
only

Crawford et al. (2010)

Participant age range from 12 years

Hassanian-Moghaddam et al. (2011)
Hvid et al. (2011)
Morhurst et al. (2012)

Participant age range from 15 years

Dubois et al. (1999)
McLeavey et al. (1994)
O’Connor et al. (2017)

Slee et al. (2008)

Van Heeringen et al. (1995)
Wei, 2015

Participant age range from 16 years

Beautrais et al. (2010)
Bennewith et al. (2002)
Brown et al. (2005)
Carter et al. (2005)
Clarke et al. (2002)
Hawton et al. (1981)
Hawton et al. (1987a)
Husain et al. (2014)
Preibe et al. (2012)
Salkorski, Atha & Storer (1990)
Welu (1977)

Participant age range from 17 years

Gibbons et al. (1978)
Hatcher et al. (2015)

Participant age range from 20 years

Kawanishi et al. (2014)

Participants included were older adults

Almeida et al. (2012)
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Appendix B — Assessment of bias

Table 1

Study quality scores using Downs and Black (1998) scale: checklist for measuring study quality and risk of bias in the RCTs (n = 9)

Study 4 6 7 8 |9 |10 |11 |12 |13 |14 |15 |16 |17 |18 [19 |20 |21 |22 |23 |24 |25 |26 | Total
Evans et al. 0 1 0 1|1 |1 1 1 1 0 0 1 1 1 1 1 1 1 1 1 1 0 20
(1999b)

Gratz, Tull & 1 1 1 0|1 |1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 1 1 24
Levy (2014)

Guthrie et al. 1 0 1 0|1 |1 1 0 1 1 0 1 1 1 1 1 1 1 1 1 0 1 20
(2001)

Linehan et al. 1 1 0 110 |1 1 1 1 1 0 1 1 1 1 1 1 1 1 1 1 1 23
(1991)

Linehan et al. 1 1 1 111 |1 1 1 1 0 1 1 1 1 1 1 1 1 1 1 1 1 25
(2006)

McAuliffe et 1 1 1 0|1 |1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 1 0 22
al. (2014)

Morgan et al. 1 1 1 0 1|0 1 1 0 1 0 0 0 1 1 1 1 1 1 1 1 0 0 17
(1993)

Tapolaa et al. 0 1 1 0 [0 |1 0 0 1 0 0 1 1 1 1 1 1 1 1 0 0 0 15
(2010)

Weinberg et 0 1 1 0 |0 |1 1 1 1 0 1 1 1 1 1 1 1 1 1 1 0 0 19
al. (2006)

Yes =1, No / unable to determine = 0
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Appendix C — RevMan outcome tables

Table 1

All studies with available data for primary outcome; repetition of self-harm

Experimental (treatment) Control (TAU)

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean 5D Total Mean 50 Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI

Evans et al., 199%a 022 0.54 417 021 053 410 0.0% 0.02 [-0.05%, 0.0%]

Cratz et al (2006) 5 4. 94 12 20,33 3508 10 15.8% -1.02[-1.93, -0.12] e —

Linehan et al. {1931) 682 12.35 22 3354 £39.397 21 50.8B% -0.52[-1.03, -0.02] —il—

Morgan et al. {19493) 0.07 032 10l o013 042 111 0.0% -0.06[-0.16, 0.04]

Tapolaa et al. {2010) 017 041 7 088 148 & 10.1% -0.62 [-1.75, 0.50] _—

Weinberg et al. (200&) 063 077 15 133 10% 15 23.3%  -0.72[-1.46, 0.02] —

Total (95% CI) 66 62 100.0% -0.66[-1.02, -0.30] L

Heterogeneity: Chi® = .91, df = 3 (P = 0.82); I* = 0% _'? —=1 _iL jl

Test for overall effect; £ = 2.62 (P = 0.00032)

Table 2

All studies with available data for secondary outcome; depression

Favours [experimental] Favours [control]

Experimental (treatment) Control (TAU)

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean sD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Cratz, Tull & Lewy (2014) 19,98 8,26 i1 ZB.E1 B.Z¢& 20 4e.1% -1.06[-1.59, -0.52] —i—

Linehan et al. (2008&) 14 73 52 17 82 49 53.9% -0.38[-0.78 0.01] ——

Total (95% CI) 83 79 100.0% -0.69 [-1.35, -0.04] -
Heterogeneity, Tau? = 0.17; Chi® = 2.89, df = 1 (P = 0.05); I* = 74% —|.'2 —Il s fll jl

Test for overall effect; £ = 2.07 (P = 0.04)

Favours [experimental] Favours [control]
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Appendix D — Demographic information questionnaire — page 1

A Feasibility Study to Evaluate a Self-Harm Group in Inpatient Settings

Participant ID................oooo.ee

[Demographic Information Questionnaire

2. (Gender: Female Male

3. Ethnicity:

4. Education — circle highest level achieved:
Mo schooling
Mursery School
Primary school
Secondary School
O-Levels / GCSEs
A-Levels
Undergraduate degree
Masters Degree
Doctorate / ThD

BB RS AR A RS RS A SRR AR SR SRS NSRS RRRAR

5. Marital status

Single Married / domestic partmership Widowed Divorced Separated

6. Professional / employment status (circle appropriate)

Employed Self-emploved A student
A homemaker Military Retired
Out of work and locking Out of work, not looking
Unable to work
IRAS Project ID: 205350 Wersion 1 - 10.11.2016
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Appendix D — Demographic information questionnaire — page 2

A Feasibility Siudy to Evaluate a Self~-Harm Group in Inpatient Settings

Participant ID. ... ...
7. Mental health digBnosis:. ..o
B MediCation. ..o e
9. Length of current stay in hospital:.. ..o
10, Previous treatment:
Hospital admissions (please circle one) 0O | 2 3 4 3+

Average length of stay in hospital (if appropriate). ...

Talking therapy (please circle one) Yes Mo I don’t know

If yes, which. talking

IRAS Project ID: 2056350 Version 1 — 10.11.2016
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Appendix E — Feedback form — page 1

A Feasibility Study to Evaluate a Self~Harm Group in Inpatient Settings

Participant [D....coe

1. Could vou please write in vour own words about vour experience of the group therapy
intervention for self-harm..

a. What parts did you find helpful?

b. What parts did you find unhelpful?

c.  Whatwould you change about the intervention to improve it?

[RAS Project ID: 205350 WVersion 1 - 10.11.2016 1
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Appendix E — Feedback form — page 2

A Feaslbility Study to Evaluate a Seli~Harm Group in Inpatient Settings

Participant [D.....com

2. How many times have you harmed yourself since the intervention?

3. Hawve vou felt differently in how vou managed times when you feel distressed / wanted to harm

voursc] {7

4. If ves, how has this changed?

IRAS Praject ID: 205350 Wersion 1 — 10.11.2016 2z
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Appendix E — Feedback form — page 3

A Feasibility Study to Evaluate a Self-Harm Group in Inpatient Settings

Participant ID........cciinn

5. Could you please write in your own words about your experience of the research study (being
asked to consent, fill out the questionnaires before and after the groups etc.),

a. What aspects did you find difficult?

b. Would you make any changes to improve the process?

IRAS Project ID: 205350 Version 1 - 10.11.2016 3
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Appendix F - Inventory of Statements About Self-Injury (ISAS) page 1

A Feasibility Study to Evaloate a Self-Harm Group in Inpatient Settings

Participant [D ...
Inventory of Statements about Self-Injury (I5A45)

This guestionnaire asks about a variety of sclf-harm behaviors. Please only endorse a behavior if you have
done it intentionally {i.c., on purpose) and without suicidal intent (i_e., not for suicidal reasons).

|. Please estimate the number of times in your life vou have intentionally (i.e., on porpose) performed
ecach type of non-suicidal self-harm (e.p., 0, 10, 100, S00):

Cutting Severe Scratching Biting Banging or Hitting Self
Buming Interfering w/ Wound ~ {e.g. picking scabs} Carving

Rubbing 5kin Apgainst Rough Surface Pinching Sticking Self w/ Meedles

Pulling Hair Swallowing Drangerous Substances

Other

***Important: If you have performed one or more of the behaviors listed above, please complete the final
part of this questionnaire. If yvouw have not performed any of the behaviors listed above, vou are fAnished 2**

2. If you feel that vou have a main form of self-harm, please circle the behavior(s) above that you
consider to be your main form. of self-harm.
3. At what ape did you.

First harm yourself? Mlost recently harm yoursel{7
{approximate date — month/date/vear)

4. Do you experience physical pain during self-harm?
Please circle a choice: YES SOMETIMES WO

5. When you self-harm, are vou alone?
Please circle a choice: YE5 SOMETIMES WO

6. Typically, how much time elapses from when yvou have the urge to self-harm until vou act on i&?
Please circle a choice:

< | hour | - 3 hours 3 - 6 hours & - 12 hours 12 - 24 hours =1 day

7. Do/did you want to stop self-harming?

Flzase circle a choice: YES L8]

[RAS Project [D: 205350 Version 1 - 06.09.2016 1
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Appendix F - Inventory of Statements About Self-Injury (ISAS) page 2

A Feasibility Study to Evaloate a Self-Harm Group in Inpatient Settings

Participant ID....ocoen

Instructions

This inventory was written to help us betier understand the experience of non-suicidal self~harm. Below iz a

list of statements that may or may not be relevant to your experience of self-harm.
Please identify the statements that are most relevant for you:

0 - not relevant for you at all, 1 - somewhat relevant for you, 2 - very relevant for you:

“When 1 self-harm, [ am ... CEONSE
. ... calming myself down

2. ... creating a boundary between myself and others

_wah-.ur.mm"

. myself 8 way to care for myvself (by amending o the wound

.. causine pain =0 | will stop feeling numb

.. axoidine the impulse to atiempt suicide
dgmg-anmn:-thng 0 _gencrate excitement or exhilaration

h. . honding with peers

%, ... leiting others know the exient of myv ecmotional pain

1

11

Fﬁ'_'h

IJ . geeine if 1 can stand the pain
.. grpagine a physical sign that 1 feel awiul

Wback at S0menns

13. ... gpsyripng that [ am self-sufficient

14. ... relegeine emotional pressure that has built up inside of me
_qhmm that I am scparaie from other people

16, ... gxprcecing anper towards myself for being worthless or stupid

17. ... cpcatine a physical injury that is easicr to care for than mv emotional distress

IE ing o feel something {as opposed to nothing) even if it is phvsical pain

. ,Eﬁnndlw to suigidal thoughts without actually antempting suicide
Ell_maggﬂu.m my=elf or others by doing something extreme
21. ... figinge in with others
22. ... seeking care or help from others
23, ... demonsirating | am tough or strong
24. ... provine to mysclf that my emotional pain is real
25, ... gefiing revenge apainst others
26. ... demonerrating that | do not need to rely on others for help
27. ... podpcine anxiety, frusiration or other overwhelming emotions
_IEEELUJDM a harrier between mysclf and others
29. ... peactine to fecling unhappy with myself or disgusted with myself
0. ... allopwine myself to focus on treating the injury, which can be gratifving‘satizfving
il. ... making sure [ am sall alive when 1 don’t fecl real
i2. ... putfine a stop to suicidal thoughts
_ghgmmnw limits in a manner akin to skydiving or other extreme activitics

4. ... g a sign of friendship or kinship with friends or loved ones
i3, ... keeping a loved one from leaving or abandoning me

6. ... provine [ can take the physical pain

37. ... signifrng the emoiional distress 1'm expericncing
8. ... fEwing to hurt someone close 1o me

39, ... gstablishing that [ am autonomous/independent

=g el R e ) ) ) R e e e ) e ) () e ) L Ll ) e e e ) e e e ) e L ) e e e e L
[ [OS [SSY (DN [y [ SN US| 60T [N [N [DNR [NR U [ SN [ [N [N [N [ OO VU [N (O [N (L [N [N [N (N [N [N [N [N [N [ DN [N [ SN US| ]

T

[RAS Project [D: 205350 Version 1 - 06.09.2016
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Appendix F - Inventory of Statements About Self-Injury (ISAS) page 3

A Feasibility Study to Evaloate a Self-Harm Group in Inpatient Settings
Participant [D.....cc. e

{Optional) In the space below, please list any statements that you feel would be more accurate for you than
the ones listed abowve:

{Optional) In the space below, please list any statements you feel should be added to
e above list, even if they do not necessarily apply w you:

[RAS Project [D: 205350 Version 1 - 06.09.2016 3
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Appendix G — Distress Tolerance Scale

A Feasibility Study to Evaluate a Self-Harm Group in Inpatient Settings

Participant D “

Diatiess Toleranes Scals

Dissctions: Thak of bmes that you feel distredsed or upast. Salect the tem bom the
mmen that best describes your beliefs about feeling distresssd of upsat.

1. Strongly agree

2. Muddly agres

3. Agree and dsagres equally

5. Strongly disagree

ITEMS 1 (213 4 |5
1. l‘-kn-muwuunmuﬂ-m:n.
2. | When | fes] duitressed of upaet, all [ can thunk about 18 how

bad | feal.

3. |l can’t handle feeling distressed or upset

4, | My feslings of di are 5o | that they completely
take over,

5. | There's aotlng worse than feebng distressed or upset.

& |1 cns vl by d oF upset a8 well &S most
pecple.

7. | My feelings of distress or being uwpset are not accepiable.
B | I do anythang to avoed feebing dutreseed or upast.

¥. | Other people zesm 1o be able to tolerate feelhng distressed or
upset better than | can

10 | Beag dustressed or upset is always o magor ordeal For me.
11 | | am ashamed of myself when | feel distressed or upset.
12 | My feshnigs af diatreds or bang Gpsel SCars me

131 1T do arybang 1o stop feehing dustressed ar upast.

14 | When [ feel distressed or upset, | must do something about
i ememedhately.

15 | When | fee] distressed or upsst, | cannat help but
concentrate on how bad the distress actually feels,

[RAS Project [D: 205350 Version 1 - 06.09.2016
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SCREENING GUIDANCE FOR CLINICIANS

[nclusion Criteria:

English speaking.

Patient has a history of at least one episode of self-harm.

Must have capacity to understand the information sheet
and consent to take part in a research study.

Able to attend therapy groups with psychological
content, concentrating for an hour at a time.

L 4

Brief explanation of the giudy, give patient a copy of the
information sheet {version 2 — 24.01.2017).

Would they like to take part?

L

|

Mo — inform
researcher that a

patient declined.

Yes - pass on patient’s details to

researcher.

L J

Researcher to arrange visit where study will be
fullv explained and any questions answered.

Consent gained

v

Patient declined

attending four self-harm groups
over two weeks.

Patient will be asked to complete
outcome measures before and after

IRAS Project ID: 2053350

Wersion 2 -

24012017

189



AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

Appendix | — Participant information sheet — page 1

A Feasibility Study to Evaluate a Self-Harm Group in Inpatient Settings

PARTICIPANT INFORMATION SHEET

This information sheet is to let vou know about a research study that you are invited to take
part in. The rescarcher will go through this sheet with vou and answer any guestions you
have. This should take about 10 minutes. Please ask us if there 15 anything that 1s not clear.

This study has been reviewed by ‘Essex Rescarch Ethics Committee’ to make sure that the
fghts, safety, dignity and well being of cveryone that takes part in this study are protected.

Prineipal Investipators
Miss Sarah Fife - Trainee Clinical Psychologist, University of Essex, Wivenhoe Park,
Colchester C0O4 350, Ematl: sarah.fifei@cssex.acuk

Supervised by:
Dr Frances Blumenfeld — Programme Dircctor Doctorate in Clinical Psychology, Climeal
Lead, University of Essex, Colchester CO4 350, 1G3 BXJ, Tel: 0300 555 1217, Email:

thlumei@lessex.ac.uk

Dr Lisa Wood — Lecturer in Clinteal Psvchology / Clinteal Tutor, University of Essex,
Wivenhoe Park, Colchester CO4 380, 1G22 8XJ, Tel: 0300 5355 1217, Email:
ljwoodmiglcssex.ac.uk

What is the purpose of the study?

This study is being run as part of the resecarcher’s doctorate and 1s to sec if it 15 possible to test
a skills group programme as a treatment for people seho self-harm on an mpatient ward. We
are also interested in finding out what the partictpants think about the group and this research.

Why have I been given this information?

This study is looking at a treatment to support people who have self-harmed. You have been
asked to take part as vou have expenience of harming yourself.

Do I have to take part?

Mo. Taking part in this rescarch study is voluntary; it is up to you whether or not to take part.
[f vou do decide o take part, vou will be asked fo sign a consent form. Even after signing this
form you will still be free to drop out of the study at any time and without giving a reason.
Ths will not affect on vour treatment on the ward.  All information collected prior fo your
withdrawal with your permission will be used, but if you decide to drop out no further data
will be collected.

[RAS Project 1Dx: 205350 Version 2 — 24.01.2017
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What will happen to me if I take part?

If vou decide to take part vou will be asked to complete a few questionnaires, which will take
abowut 30 minutes. You will then be invited to four, one-hour skills groups over two weeks.
The researcher will meet with vou for another session after the groups to complete measures,
which will take about 30 minutes. There are more details about this below.,

Groups

The skills groups will last | hour each and you will be invited to attend 4 over two weeks.
There will be about 3 — # people in each group. The proups will be aimed at helping you leamn
strategies that could be used instead of self-harm to deal with stressful or difficult situations.

Will the study cost me anything?
Mo. The study will anly involve your time.

What are the advantages to taking part?
Taking part in this rescarch will help us understand if we can test this therapy with more

people, which vou may find it an enjovable or helpful experience. If you are able to complete
the questionnaires before and after the skills groups you will be given a £10 token of

appreciation for your time.

What are the disadvantages?

[t 15 possible that thinking and talking about vour experiences could lead to feeling upsct. The
researchers and group leaders will be sensitive to your needs, but vou are also free to stop
taking part in the study at any point.

Who will know I am participating in the study?
(ther people invelved In wour care such as your Consultant Psychiairist, Care Coordinator
and your GP (1f you agree to this).

Will my information be kept confidential and anonymous?

Therapy Growps: What is said in these groups will not be passed on to anvone outside the
group, unless there are concerns about yvour safety or the safety of others, then information
will be shared with a member of your clinical team.

Ouestionnaive data: You will be given a number, which will be used instead of vour name.

The data will be kept safe in a locked filing cabinet or on a password-protected computer,

which only the rescarcher and supervisors will have access to until they are no lonmger

required. The information given when filling out these measures will not be passed on to

anyone, wnless there are concemns about vour safety or the safety of others, then information

will be shared with a member of vour clinical team. The information may also ke looked at.
by prople, from the University of Essex or from Morth East London Foundation Trust, this

may include access to personal information.

[BAS Praject ID: 205350 Version 2 - 24.01.2017

191



AFEASIBILITY STUDY TO EVALUATE A SELF-HARM GROUP IN PSYCHIATRIC INPATIENT SETTINGS

Appendix | — Participant information sheet — page 3

A Feasibility Study to Evaluate a Self-Harm Group in Inpatient Settings

The results of this rescarch study will be anonymous, however direct guotes from the
feedback forms may be published with vour consent. These quotes will not be named, but we
cannot guarantee that they could not be tdentified by what has been zaid in the quote.

‘What if there is a problem?

If vou have a problem with the study, yvou should ask to speak to the researcher who will do
their best to answer your questions (to contact Miss Sarah Fife call 01206 873910}, [f vou
arc stll unhappy and wish fo complain further, you can do this by contacting the Research
Governance and Planning Manager, Rescarch Office, University of Essex, Wivenhoe Park,
Colchester 04 380), by ematling: sarahm@essex.ac.uk.

Independent Advice

If you would like independent adwvice about taking part in rescarch please contact: Patient
Advice and Liaison Service (PALS), Morth East London Foundation Trust, Trust
Headquarters, Goodmayes Hospital, Barley Lane, [ford, 1G3 8XJ. Tel: 0200 555 12040,

‘What happens next?

If vou would like to take part speak to vour key worker and hand in the slip below with vour
name clearly printed on it, put it in an envelope provided and hand to your key worker. The
researcher will then contact you to arrange a fime fo meet that s convenient for you.

You can ask to recetve a copy of the results of the study, which we can provide on the ward
but we do not usually provide individual resulis.

Please cut off slip here

A Feasibility Study to Evaluate a Self-Harm Group in Inpatient Settings

I would like to talk
to a researcher about taking part in this project and if needed to
contact me by phone .

Please return this slip to your key worker.

[RAS Project 1D: 205350 Version 2 — 24.01.2017
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Partictpant ID . ..o
[CONSENT FORM

MName of rescarcher: Sarah Fife
Please initial cach box:

1. I confirm that [ have read and understood the participant information sheet dated
24012017 {version 2) for the above study. [ have been given a copy to keep and had the
opporiunity to consider the information, ask questions and have had these answered
satisfactortly.

2. 1 understand that my participation 1= voluntary and that [ am free to withdraw at any time
without giving any reason, and without my medical care or legal rights being affected.

3. | consent to take part in the study that will involve both my participation in groups amd
completing questionnaires before and after the groups.

4. [ understand that & : L [ ht . s At o 1
the University of Essex, from regulatory authorities or from the NHS Trust. [ o
permission for these individuals to have access to my data.

5. lagree to a copy of this consent form being kept in my medical notes.

6. I give permission for quotes from my feedback form to be used in publications of the study.

7. 1 agree for my GP to be informed of my participation in the study.

8. [ agree to take part in the above study.

Mame of Participant Date Signature

Rescarcher Diate Signature

[1 copy for participant, 1 copy for researcher, one copy for medical notes if applicable]

IRAS Project 1D: 205350 Version 2 — 24.01 2017
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|Coping with Crisis Emotions Group Protocol
Group 1
Introductions {3 minuies}
- Welcome everyone to the group, and thank them for coming
- Everyone to go round and introduce themselves
Group outline [ rationale:
-Brief overview of the group:

“Thiz group 15 run over 4 are-lour sessions over a two week period. The aim af the group 12 fo focusing on
COpIRE WIth disfressing orisis emotions. Many people have lsarned aver time that escaping from the momenst
fthrough avoidance, alcohalidrug wre, and’or seif-harm for examplel has powerful shorr-term henefirs.
However, these behaviours can be bad for us in the long-term. Thergfore If is Imporiant to learn o toleraie
orF cope with difficull emorions i the moment without wsing these potenfially unhelpful shori-term ways of
coping. This group will aim to understand owr emaoiions berter and vy and ldentifi some ways af coping
that may be more helpful. We will be learming different sirategies over the four groups inciwding,

mindfuiness, undersianding our emotions betier, crisis planning, and different ways of coping ™.
“Does that seem okay? Does anyvone have any guestions? ™

Guidelines and group values {10 minwtes):

To be generated through group discussion and written on a flip chart

Supggested group rules include:

- Patticipants who miss a session can continwe attending the groups.,
- Participants support each other
o Keep names and information obtained in sesstons confidential.
o Make an effort to practice skills between sessions,
o Be respectful and avoid judging each other and assume the best about each other.
o Give non-critical, helpful feedback when asked.

o Be willing to accept help from a person you ask or call for help.
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o Compassion

Assumptions poderpinning the group, These should be emphasised through group discussions and in

response to issue discussed by group members.

- People are doing the best they can.

- People want to improve.

- The emotions we expericnce are there to try and help us and are understandable but its when the.
hecome distressing and lead us to harm ourselves that we need to consider how we manage them.

- Owur responses to difficult emotions are understandable however we need to address them when they
are becoming unhelpful for us.

- People may not have caused all of the problems they have, but we do have the ability to try and make
them betier (life change can happen if we change our own behavioural responses and alter our
CIVICOTImCTE ).

- It is important that new coping strategies are practiced where the skills are needed, not just in the
siuation they are learned.

- There is always a cause to actions, thoughts and emotions, even if we do not know the cause.

- Figuring out the causes works better than judging and blaming curselves.

MINDFULNESS {15 minutes)

[These mindfulness sections should be 3-5 minutes of mindfulness practice with 5-7 minutes taking
reflections from everyone about how they found it. While doing this, it is important to encourage them to
think about self-critical | judgemental thoughts and asking if they weres able to ‘let them go® — it can be really
helpful for a co-facilitator to start this feedback so that the participanis can imitate]

RATIONALE FOR MINDFULNESS

“This group and every group will start off zome mindfilness practice. Does anvone now what mindfiiness
157 Hawve vou experienced it before? Can anyone explain what if is to the group?

Mindfiulness 15 a very impariari siall that felps ur develop q non-judgmental awareness to our oughis and
feelings. Sametimes we can have disfrezsing thoughts, feelings, difficult memaries fraom the pasi__or warries
abouf the future, that can make us feel distreszed. Can anvonre relafe fo thail . Therefore it (5 imporians o
leqrn 1o iry gugd_falergie the moment a3 it 15 witkou! avoiding oF escamng. The idea of mindfilness i thar it

helps peaple put aside these difficwll experiences fo try and allow people fo focus on the present momeni,
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which can help Improve our emonons. The ratiorale for praciicing mindfuiness every session 15 that it can
Jfeel very difficwlt iminally and if requires refwrning fo and raining (ke building a muscle ™.
FRACTICE -MINDFUL BREATHING:

“We are gaing to start by practicing a mindfiainess hrearthing exercize. The primary focus of mindfil
meditaiion i the breathing, however the primary goal 15 a calm, non-fedeing awareness, allowing tRoughis
and feelings to come and go withowt gerting caught up in them. This creqies calmness and doceplance.

Aszume a comfortable position sitting in your chalr, making sure your back 5 siraight and let your
shoulders drop. Have yvowr feet flaf on the floor and vour arms beside you in g posifion thai feels
comfortable.

Naw either cloge yowr eves ar focus on a painf in frons of ven. Whatever feels comforiable for pan

S0 we are going to siart by aking some deep breaths and focusing on our breathing. Bring your gitenfion (o
your Belly, feeling it rise or expand gently on the in-breath and fall or recede on the swi-brearh.

Keep noficing this far a few moments..... il them fo focus on this for 2 minute or 50}

Keep focus on the breathing, "being with " each in-breaith for ity full duration and with each owt-breaih for iis
Sl duration, as i ven were riding the waves of yowr own breathing.

Keep noticing this for a few moments.... (gliow them 1o focus on this for a minute or sa).

Every time you nafice that your mind fas wandered off the brearh, nogice whar it was that fook you gway
and they gerily bring your attention back to youwr belly and the feeling of the breath coming in and out.

I your mind wanders away from the breath o thousand fimes then that s okay, thar's what owr ming does...
Bty o Bring it back to the breath, ro maiter whar has distracted yvou.

Keep focusing on your breaih for 2 few momenis fallow this for @ minute or s0).

When you 're ready, we re going fo slowly bring this exercise fo a close. If vou have your eyes clased, siart
T mafice the room ground you, move abaut your arms and legs slighty, and aper your eves .

“Haw was thar exercize? How did you find i Was o difficuls? Did vou notice vour mind wander? ™

‘What to do if my emotions get too much and I experience a crisis... (15 minuues)
“For the remainder of the session loday we are going to focks or developing seme siills 1o manage a crisis,

- Use Distress Tolerance hand-out 3 to explain when 1o use skills.
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[Distress Tolerance Handout 3 from DBT Skills Training Handouts and Worksheets
by Marsha Linehan (2014)]

Distribute 7] hand-outs 7 & @ — go through the handouts and ask them to tick ones that they could

try.ask them to keep hold of these to draw on when they need to when in crisis.

[Distress Tolerance Handout 9 from DBT Skills Training Handouts and Worksheets
by Marsha Linehan (2014)]

[Distress Tolerance Handout 7 from DBT Skills Training Handouts and Worksheets
by Marsha Linehan (2014)]

Heview and recap (mindfulness and crisis management)

Review what mindfulness and why its important. Supggest smart phone apps e.g. insight timer and
headspace

Review skills covered in the handouts

Homework planning and practicing (10 minutes) - Contingency planning {using distress wlerance
handouts 7 & 9 — plan what to do when things go wrong, Think of a crisis situation and choose ways to

cope). Troubleshoot anything that may make it difficult for people to complete the homework.
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My crisis situation is:

When | experience this | could
respond by:
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Group 2
Introductions (3 minuies}
- Welcome everyone to the group, and thank them for coming
- Everyone to go round and introduce themselves
Group outline / rationale:
-Brief overview of the group:

“Thiz group 15 run aver 4 ane-lowr sesslons over g fwo week period. The aim af the group &= to_focusing on
coping with disfressing crisiz emoiions. Many peaple have learned over fime that escaping from the momeny
{through avoidance, alcoholdrug wse, and/or self~harm for example) has powerful shori-term benefins.
fHowever, these befiaviours can be bad for us in the long-term. Therefore 1f is Importart fo learn o ioleraie
ar cope with difficult emonons i the moment without using these potentially unhelpful shori-term ways aof
coping. This group will aim io undersiand our emoflons betfer and try and 1dentify some ways af coping
that may be mare helpful, We will be learming different strateries aver the four groups including,

mindfuiness, understanding aur emotions better, crisns planning, and differens ways of coping ™.
“Dpes that seem okay? Does amyone have any guesiions? "

Guidelines and group values {10 minutes):

To be generated through group discussion and written on a flip cham.

Suggested group rules include:

- Participants who miss a session can continue attending the groups.
- Participants support each other
o Keep names and information obiained in sessions confidential.
o Make an cffort to practice skills between sessions.
o Be respectful and avoid judging each other and assume the best about each other.
o {rive non-critical, helpful feedback when asked.
o Bewilling to accept help from a person vou ask or call for help.

o Compassion
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- MINDFULNESS (15 minutes)

- |[These mindfulness sections should be 3-3 minutes of mindfulness practice with 5-7 minutes taking
reflections from everyone about how they found it While doing this, it is imporiant w0 encourage
them to think about self-critical / judgemental thoughts and asking if they were able to ‘let them go’
— it can be really helpful for a co-facilitator to start this feedback so that the participants can imitate]

- RATIONALE FOR MINDFULNESS

- UThis group and every group will staer off some mindfiilness practice. Does anyone know wiar
mindiilness 57 Naove vou experienced it before? Can anyone explain what 1f iz fo the group?

- Mindfulness (s g very imporianf 2kill that helps us develop a non-judgmenial awareness fo our

thoughiz and feelings. Somenmes we can have disiressing thoughis, feelings, difficndt memories from
the pasi. o worries abour the fitire, thar can make us feel distrezzed. Can anyvone relate fo thatl
Thergfare it 15 important to learn fo Yy gud telerate the moment ax if is withowt avoiding or
escaping. The idea of mindfulness iz thay i helps people put aside these difficull experiences o iy
and allow people io focus an the present moment, which can help improve our emotions. The
rationale for practicing mindficlness every session i har i can_feel very difficwlt inidally and it

requires refurning to and fraining ke building g muscle ™.

- PRACTICE -MINDFUL BREATHING:

- “We gre poing fo siart by praciicing @ sinafulress breathing exercize. The primary focus of mindiel
meditanion (5 the breathing, however the primary goal i a calm, nen-judging awareness, allowing
thoughiz and feelings o come and go withent geffing caughi up in them. This creates calmness ang
accepiance.

- Assume g comforiahle position siring in vowr chair, making sure yowr back i sraight and lef vour
showlders drop. Have vour feet flat or the floar and yowr arms beside you in a posifion that feels
camfariable.

- Now either clage vour eyes or focus on 4 point in front of vou. Whatever feels comyfortable for yopu

- Bawe are going fo sfart by taking seme deep breaths and focusing on our breathing. Bring your
antention o your belly, feeling it rize or expand genily on the in-breath and fall or recede on the ou-
hreath.

- Keep noficing this for g few memenis ... (allow them to focus or fhis for a minuie or sa)

- Keep focus on the breathing, “heing with ' each in-breath for iz full duration and with each our-
hreaih for its full duration, as if vor were riding the waves of your own breathing.

- Keep noficing this for a few memenis ... (g, them fo focus on this for 2 minufe or 50).

- Every time you notice that yvowr mind has wandered off the breath, notice what If was thar took you
away and they gendly bring vour gitention back fo your belly and the feeling of the breath coming in
ana aur.

=]
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- df your mingd wanders gway from the breath a thowsand fmes then that ‘s okay, that’s what owr mind
does. . bur oy fo Bring it back fo the breath, no maner what kas distracted you.

- Keep focusing on your breath for a few moments fallow this for a minule or 5a).

- When youre ready, we 'Fe going o slowly bring ihis exercize to a close. [ vou have your eyves
cloged, siar! o Rotice the reom around VYou, move abou! vour arms and legs siighty, and open vour

gyes .

- "Now was that exercise? How did vew find (07 Was it @ifficel? Did youw notice your ming
wanager?”

- Ohbserve skills [hand-out 4a] — observing is paying attention on purpose to the present moment. Get

service user w read through, check items that apply to them and have a group discussion.

[Mindfulness Handout 4a 7 from DBT Skills Training Handouts and Worksheets by
Marsha Linehan (2014)]

A Feasibility Study to Evaluate a Seli-Harm Group in Inpatient Settings

Review homework (10 minutes) — What contingency planning did they vse (distress tolerance hand-outs 7

& 377 Have a discussion with patients about what they had written down.

Labelling emotions {15 minutes)

- dbserve and describe emotions:

o What emotions do for you? [Emotion Regulation Hand-out 3]
= Mlotivate

*  Communicate to others
*  Communicatc to oursclves

[Emotion Regulation Handout 3 from DBT Skills Training Handouts and Worksheets
by Marsha Linehan (2014)]
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Describing emotions = Initally use emotions cards to have a discussion around the different tvpes of
emotions that we cxperience.

“Whar emotions do vou identfy with? Canr vou explain wiy? " Whar situanions kave cansed yvouw fo feel X7
Whar have you done [n response to these emations? ™

ANGER JEALOUSY
DIGUST LOVE
ENVY SADNESS
FEAR SHAME
HAPPY GUILT

{nce the group have discussed the key emotions, pick the raro or three which are most discussed and go
through the respective worksheets with the group. Ask them to work through the sheet and ek the iems
which apply most to them.

The types of emotions, possible causes, interpretations from this, biological changes, expressions of
emotions, after effects of emotions [Emotion Regulation Hand-out & pages 1-10].
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Page 13:
[Emotion Regulation Handout 6 (1) from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]

Page 14:
[Emotion Regulation Handout 6 (2) from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]

Page 15:
[Emotion Regulation Handout 6 (3) from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]

Page 16:
[Emotion Regulation Handout 6 (4) from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]

Page 17:
[Emotion Regulation Handout 6 (5) from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]

Page 18:
[Emotion Regulation Handout 6 (6) from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]

Page 19:
[Emotion Regulation Handout 6 (7) from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]

Page 20:
[Emotion Regulation Handout 6 (8) from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]

Page 21:
[Emotion Regulation Handout 6 (9)from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]
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Page 22:

[Emotion Regulation Handout 6 (10) from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]

What makes it hard to regulate emotions? {Emotion Regulation hand-out 4} {10 minutes) GGet pamicipant

to check which items make it difficult for them to regulate their own emotions.

22

Page 23:

[Emotion Regulation Handout 6 (10) from DBT Skills Training Handouts and
Worksheets by Marsha Linehan (2014)]

Review and recap {(mindfulness and labelling understanding emotions)

Review what mindfulness and why its important. Suggest smart phone apps ¢.g. insight timer and

headspace. Review skills covered in the handouts

Homework set and practice (10 minuzes)

Observing and describing emotions [ Emotion Regulation Worksheet]
Explain worksheet and set for homework

Troubleshoot anything thar may make it difficult for people to complete the homework.

23
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Homework sheest (2]

Emotion | felt:

Prompting event (who, what, where):

= 1o

How | felt afterwards......ccceev e cerrecnenne
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Groop 3
Introductions {5 minuies)
- Welcome everyone to the group, and thank them for coming
- Everyone to go round and introduce themselves
Group outline / rationale:
-Brief overview of the group:

“This group 15 run over 4 one-hour sessions over a two week period. The aim of the growp 15 1o focusing on
coping with distressing crisis emaotions. Many people have learned aver nme that escaping from the moment
{througph avaidance, alcofol/drug use, and/or zelf-harm for example) has powerful shori-term benefiis.
However, these behaviowurs can be bad for us in the long-rerm. Therefore it iz importans to learn io tolerale
orF cape with difficult emations in the moment withowt wsing these porentially unhelpfid short-term ways af
coping. This growp will aim (o undersiand our emotions herter and try and idennfy some ways af coping
thar may be more heipful. We will ke learning differenr sirategies over the four groups inciuding,

mindiuiness, wndersianding our emarions befter, crigsiy planning, and different ways of coping .
“Daes that seem okay? Does anyone have any guesiions? ™

Guidelines and group valoes {10 minutes}:

To be generated through group discussion and written on a flip char

Suggested group rules include:

Pamicipants who miss a session can continue attending the groups.
Pamicipants support each other
o HKeep names and information obtained in sessions confidential.
o Make an effort to practice skills between sessions.
o Be respectful and avoid judging each other and assume the best about each other.
o {ive non-critical, helpful feedback when asked.
o Be willing to accept help from a person you ask or call for help.

o Compassion

25
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MINDFULNESS {15 minutes)

[These mindfulness sections should be 3-5 minutes of mindfulness practice with 5-7 minutes taking
reflections from everyone about how they found it While doing this, it is important to encourage
them to think about self-critical / judgemental thoughts and asking if they were able to “let them go'
— it can be really helpful for a co-facilitator to start this feedback so that the participants can imitate)

RATIONALE FOR MINDFULNESS

“Thiz group and every group will starf off some mindfulness pracrice. Does anyone know what
mindfulness 157 Mave vou experienced it hefore? Can anyone explain what it 15 fo the group?
Mindfielness ix a very imporiant skl that helps us develop a non-judemental awareness {0 our

thowghiz and feelings. Sometimes we can have disiressing thowghis, feelings, difficul memoaries from
the pasi_qp warries about the fiiture, that can make us feel distressed. Can anyone relate to thatl .,
Therefore it iz imporiant fo fearn fo wry qud_ tolerate the momen? as i i= without aveiding or
escaping. The idea aof mindiulness is that i1 helps people put aside these difficult experiences fo fry
and allow people 1o focuz on the presernt moment, which can Relp imprave our emations. The
rationale for pracucing mirdfiilness every session 15 thar it can feel very difficulrs initially and i

requires returning fo and fraining like bullding a muscle ™

PRACTICE -MINDFUL BREATHINCG:

“We are golng to siart by praciicing @ mindfiolness breathing exercise. The primary focws af mindfil
meditafion is the breathing, however the primary goal 15 a calm, nan-jfrdging awareness, allowing
thowghiz and feelings ro come and go without geiting cawght wp in them. This creares calmness and
AccEPIanCe.

Assume a comforfable position sitting i your chair, making sure your back iz siraight and let your
shawlders drap. Have your feer flar an the floor and your arms beside you tn a position thar feels
comforiabie.

Now either cloge your ever or focus an @ poirt in front of vou. Whatever feels comfortable for yop.
o we are golng to start by faking some deep breaths and focusing on owr breathing. Sring vour
auention ta your belly, feeling ir rise or expand gently on the in-breath and fail or recede on the our-
hreath,

Keep moticing this for a few momeniz..... fallow them to focus on this for @ minute ar a0}

Keep focus on the breathing, “heing with " each in-hreath for ws full duration and with eqach our-
hreath for i full duration, as i vou were rigding the waves of vour own hregthing.

Keep roticing this for a few momenis.... fallow them o focus on iz for a minule or 3a).

Every fime you nofice that your mind has wandered aff the breath, notice what if was thai ook you
awgy and they gently bring yowr attention back to yvewr belly and the feeling of the breath coming in
and ouf.

26
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If your mind wanders away from the breaith a thousand times then thal s okay, that s what our mind
daes... hut try to Bring it back fo the breath, no manter what has distracred you.

Keep focusing on vour breath far a few moments (allow this for g minute oF 50).

When you 're ready, we're going io slowly bring this exercise fo a close. If you have your eyes
closed, start fo Rofice the Foom around vou, move about vaur arms and legs slighty, and open vour
eves

“How was that exercize? How did you fing 17 War it difficwlt? Did you notice your mind
wander?”

Describe skills [hand-out 4b] — putting into words what is being observed; it distinguishes between what is

being observed and whar is not being observed. Get client to check the ttems that apply to them.

Recap homework [worksheer 4a] (10 minutes) should have a ‘problem behaviour' identified and the chain
of events — if not, fill this in in this time. For clients who attended previous session, ask them if they could
cxplain to the new group members what the homework was. Have discussion with the whole group about
the topic of the homewark and facilitate members who completed the homework to share what they puat if

they feel comfortable.
Coping strategies; (10 minutes)

Taking eare of vour body [ER hand-out 20] — go through hand-out {perhaps allow the group to
have a think about the different ways to take care of your Body and tick off - how can they adapt
their habits around this?) Ask participant about items... what is easiest for them to do? What is
harder? What are the barrfers? How can they overcome this?

Build mastery [ER hand-out 19] encourage them to think about something that they can aim

towards doing — where can they start with this?
Recap and review session

Review what mindfulness and why its important. Suggest smart phone apps ¢.g. insight timer and
headspace

Review skills covered in the handours
Homevwork set and practice (10 minuies)

Distress Tolerance {Distress Tolerance hand-our 4) [worksheet 2a) practicing STOP skill.

Troubleshoot anything that may make it difficult for people to complete the homework.
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Group 4
Introductions (5 minutes)
- Welcome everyone to the group, and thank them for coming
- Everyone to go round and introduce themselves
Group outline / rationale:
-Bricf overview of the group:

“This group s run over 4 one-Rour sessions over @ twa week period. The qim of the group 15 1o focusing on
caping with distressing crisis emaotions. Many peaple have learned aver time thal escaping from the moment
{through avaidance, alcohol/drug uze, and/or self-harm for example) has pawerful shor-term berefits.
fHawever, these behaviouwrs can he bad for us in the long-term. Thergfore it iz important fo learn to folerale
arF cape with difficult emations (n the moment withowt using these potenfially unhelpfil shari-term ways af
caping. This group will aim to undersiand our emonons berter and vy and ideniyfy zome ways af coping
that may be more heipful. We will be learning different siratepies over the four groups including,

mindfuiness, undersianding our emaotions better, crisls planning, arnd different ways of coping ™.
“"Daes that seem akay? Does anyone fave any quesiions? "™

Guoidelines and group values {10 minutes):

To be gencrated through group discussion and written on a flip chart.

Suggested group rules include:

Pamicipants who miss a session can continue attending the groups.
Pamicipants support cach other
o HKeep names and information obtained in sessions confidential.
o Make an effort to practice skills between sessions.
o Be respectful and avoid judging cach other and assume the best about cach other.
a  {(ive non-critical, helpful feedback when asked.
o  Bewilling to accept help from a person you ask or call for help.

o Compassion

28
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MINDFULNESS {15 minutes}

[These mindfulness sections should be 3-5 minuies of mindfulness practice with 3-7 minutes taking
reflections from everyone about how they found it. While doing this, it is important to encourage
them to think about self-critical 7 judgemental thoughts and asking if they were able to *let them go’
— it can be really helpful for a co-facilitator to start this feedback so that the participants can imitate)

RATIONALE FOR MINDFULNESS

“This group and every graup will starf off some mindiulness praciice. Does aryone knaw what
mindfiilness 157 Have vou experienced i hefore? Can anyvane explain what it I5 fo the group?
Mindfitlness 5 a very important sEill that helps us develop a non-judgmenial awareness io our

thowghis and feelings. Somefimes we can have distressing thoughis, feelings, difficulr memories from
the pasi_ gr warrles about the fiture, that can make us feel disiressed. Can anyone relaie o thail .
Therefore it iz important fo learn fo oy gud folepare the momend as i &= without aveiding or
escaping. The idea of mindfulness is that i helps people put aside these difficult experiences fo fry
and allow people fo focus on the present moment, which can help improve our emations. The
rationale for praciicing mindfilness every session 15 that it can feel very difficuls initially and i

requires Fefurning o and fraining like building a muscie ™.

FRACTICE -MINDFUL BREATHING:

“We are going to start by praciicing 2 mindfilness breathing exercise. The primary focus of mindfil
meditaiion is the breathing, however the primary goal 15 a calm, Rnon-judging awareness, allowing
thowghis and feelings fo come and go withowt gefting cawght up i them. This creates caimness and
accepiance.

Assume @ comfortable position sifting i youwr chair, making sure your back iz siraight and let vour
shoulders drap. Have your feet flaf on the floor and your arms beside vou in a posifion that feels
comforiable.

Now either close your eves or focus on @ point in front of vou. Whatever jfeels comfortable for you.
Sa we are gomg to start by taking some deep breqths and focusing on our breathing. Bring yvour
arreniion to yvour belly, feeling it vixe or expand genily on the in-breath and fail or recede on the oui-
hreath.

Keep roticing this for a few momeniz..... fallow them to_focus on this for g minute or 50}

Keep focus ar the hreathing, “heing with " each in-breath for is full duration and witk each awur-
hreath for is full duration, as if vou were riding the waves af vour own bregihing.

Keep roticing this for a few momenis . fgiiow them fo focws on this for a minwe or za).

Every fime you notice that your mind has wandered off the breath, notice what it ways that iosk you
away ard they gently bring your attention back fo your belly and the feeling of the hreath coming in
and out.

29
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If your mind warders away from the breath a thousand times then that s okay, that s what our mind
does... hui try 1o bring it back 1o the breark, no maner what Rax distracred you.

Keep focusing or yvour breaih for o few maments fallow this for @ minuie aor 5o).

When yvou 're ready, we 're going to slowly bring this exercise lo a close. If you have vour eves
clpzed, siari ko Rofice the room ground you, mave about your army and legs slighty, and open your
eves .

“How was that exercize? How did vou find (17 Was if difficwli? Did you nofice your mind
wander?”
10 minutes — Mindfulness (mindfulness hand-out 4, participate skills) participating skills is the act of
catering wholly into an activity with awareness into life itself, non-judgementally, in the present moment.

Participating is the ultimate goal of mindfulness.

[Mindfulness Handout 4c from DBT Skills Training Handouts and Worksheets by
Marsha Linehan (2014)]

A Feasibility Study to Evaloate a Self-Harm Group in Inpatient Settings

Recap homework [Distress Tolerance worksheet 2a] (10 minutes) go through one situation for cach person
— how they had used the STOP skill, if it had helped. For clicnts who attended previous session, ask them if
they could explain to the new group members what the homework was. Have discussion with the whole

group about the topic of the homework and facilitate members who completed the homework to share what

they put if they feel comfortable.

Self-soothing [Distress Tolerance hand-out 8] {5 minutes) 5 senses — go through the band-out — can you
think of any more? (et participants to read through, tick options and have discussion in group about their

cholces.

[Distress Tolerance Handout 8 from DBT Skills Training Handouts and Worksheets
by Marsha Linehan (2014)]
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Hecap and review session

Review what mindfulness and why its important. Suggest smari phone apps ¢.g. insight timer and

headspace

Review skills covered in the handouts

Homework set and practice — self-soothing (DT hand-out ) {10 minutes) — pick at least one of cach sense
and make a plan of how to achieve them. Troubleshoot anything that may make it difficult for people to

complete the homework.
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Health Research Authority
Miss Sarah Fife
Uiniversity of Essex Emai: hra.approvalifinhs. net
Wivenhoe Park
Colchester
C04 350

21 February 2017

Dear Miss Fife
Letter of HRA Approval
Studytitle: A Feasibility Study to Evaluate Self-Harm Group in Inpatient
Settings
IRAS project 1D: 205350
REC reference: 17/EE/0001
Sponsor University of Essex

| am pleased fo confirm that HRA Approval has been given for the above referenced study, on the
basis described in the application form, protocol, supporting documentation and any clarificaiions
noted in this letter.

Participation of NHS Organisations in England
The sponsor should nowprovide a copy of this letter to all pariicipaiing NHS organisations in England.

Appendix B provides important information for sponsors and participating NHS organisations in
England for arranging and confirming capacity and capability. Please read Appendix B carefully, in
particular the following sections:

= Farticipafing NHS organisations in England — this clarifies the types of pariicipating
organisations in the study and whether or not all organisations will be undertaking the same
activities
= Comfrmation of capacity and capability - this confirms whether or not each type of participating
MHS organisation in England is expected to give formal confirmation of capacity and capability.
Where formal confirmation is not expected, the section also provides detzils on the time linit
given to participating organisations to opt out of the study, or request additional time, before
their participation is assumed.
= Allocafion of responsibilities and rights are agreed and documenied (4. 1 of HRA assessment
criteria) - this provides detail on the form of agreement o be used in the study to confirm
capacity and capability, where applicable.
Further information on funding, HR processes, and compliance with HRA criteria and standards is also
provided.

It is critical that you involve both the research management function {e.g. R&D office) supporting each
organisation and the local research team (where thereis oneg) in setting up your study. Contact details

Page 1 of 8
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and further information about working with the research management function for each organisation
can be accessed from waww.hra.nhs uk/nra-approval.

Appendices
The HRA Approval letter contains the following appendices:

+ A —List of documents reviewed during HRA assessment
« B —Summary of HRA assessment

After HRA Approval

The document “After Ethical Review— guidance for sponsors and imestigators”, issued with your REC
favourable opinion, gives detailed guidance on reporting expectations for studies, including:

« Reqgistration of research
« Notifying amendments
= Notifying the end of the study

The HRA website also provides guidance on these topics, andis updated in the light of changes in
reporting expectations or procedures.

In addition to the guidance in the above, please note the following:

« HRA Approval applies for the durafion of your REC favourahle opinion, unless othenise
notified in writing by the HRA.

« Substantial amendments should be submitted directly to the Research Ethics Commitiee, as
detailed in the After Ethical Review document. Non-substantial amendments should be
submitted for review by the HRA using the form provided on the HRA website, and emailed to
hra.amendments@nhs.net.

* The HRA will categorise amendments (substan@al and non-substantial) and issue confirmation
of continued HRA Approval. Further details can be found on the HRA website.

Scope
HRA Approval provides an approval for research involving patients or staff in NHS organisations in
England.

If your study involves NHS organisations in other couniries in the UK, please contact the relevant
national coordinating functions for support and advice . Further information can be found at
hitp:/Awww.hra.nhs.uk/resourcesfapplying-for-reviews/nhs-hsc-rd-review.

If there are participating non-MNHS organisations, local agreement should he obtained in accordance
with the procedures of the local participating non-NHS organisation.

User Feedback

The Health Research Authority is continually striving to provide a high quality service to all applicants
and sponsors. You are invited to give your view of the service you have received and the application
procedure. f you wish to make your views known please email the HRA at hra.approval@nhs. net.
Additionallty, one of our staff would be happy to call and discuss your experience of HRA Approval.
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HRA Training

We are pleased to welcome researchers and research management staff at our training days — see
details at hitp/fwww hra nhs ukhra-fraining’

Your IRAS project ID is 205350. Please quote this on all comespondence.
Yours sincerely

Beverley Mashegede
Assessor

Email: hra.approval@nhs.net

Copy to: Ms Sarah Manning-Press, Sponsor Contact

Fiona Horton, Lead NHS R&D Contact
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Appendix A - List of Documents
The final document set assessed and approved by HRA Approval is listed below.

Document Version Date
Contract/Study Agreement [Statement of Actities] 20 February 2017
Conering letter on headed paper [Cover letter] 1 10 November 20116
Evidence of Sponsor insurance or indemnity (non NHS Sponsors |1 10 November 20116
only) [indemnity Letter]

GP/conzultant information sheets or letters [GP Letter] 1 10 November 20116
IRAS Application Form [IRAS_Fomn_22112016] 22 Novemnber 2016
IRAS Application Form XML file [IRAS_Form_2Z2112016] 22 November 2016
IRAS Checklist XML [Checklist 07022017] 07 February 2017
Letter from sponsor [Sponsor Letter] 1 10 November 2016
Mon-walidated questionnaire [Demographic quesfionnaire] 1 10 November 20116
Mon-walidated questionnaire [Feedback questionnaire] 1 10 November 2016
Other [Adverse Events Form)] 1 10 November 2016
Other [Scresning Guidance] 1 10 November 20116
Other [Risk Policy] 1 04 November 2016
Other [Group Register] 1 10 November 2016
Other [Withdrawn application] 1 22 November 2016
Other [Group Protocol] 2 07 February 2017
Other [Screening Guidance Final] 2 24 January 2017
Other [Schedule of Events] 20 February 2017
Participant consent form [Participant Consent Form Final] 2 24 January 2017
Participant information sheet (PI1S) [Paricpant Information Sheet (2 24 January 2017
Fina

Heh['lee's report or other scientific criique report [Proposal 1 23 June 2016
Feedback]

Referee's report or other scientific crifique report [Proposal 1 10 April 2016
Feedback1]

Research protocol or project proposal [Thesis Proposal] 1 10 November 2016
Summary CV for Chief Investigator (CI) [C1 CV] 2 24 January 2017
Summary CV for student

Summary CV for supenisor (student research) [Summary CV 1 08 August 2016
Supenisor]

Summary CV for supendsor (student research) [Summary CV 1 31 October 20116
Supenisor]

“alidated questionnaire [ISAS outcome measure] 1 04 November 2016
Validated questionnaire [Distress Tolerance Scale] 1 04 November 2016
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This appendix provides assurance to you, the sponsor and the NHS in England that the study, as
reviewed for HRA Approval, is compliant with relevant standards. It also provides information and
clarification, where appropriate, to participating NHS organisations in England to assist in assessing
and amranging capacity and capahility.

For information on how the sponsor should be worki

ting NHS or isations in

England. please refer to the, participating NHS organisations, capacity and capability and
Allocation of responsibilities and rights are agreed and documented (4.7 of HRA assessiment
criteria) sections in this ap pendix.

The following person is the sponsor contact for the purpose of addressing participating organisation
questions relating to the study:

Mame: Sarah Manning-Press
Tel: 01206873561

Email: sarahmi@essex ac uk

HRA assessment criteria

Section| HRA Assessment Criteria | Compliant with Comments
Standards
1.1 IRAS application completed Yes Mo comments
comecthy
21 Participant information/consent | Yes Mo comments
documents and consent
process
31 Protocol assessment Yes No comments
4.1 Allocation of responsibilities Yes The sponsor intends to use a
and rights are agreed and Statement of Activities as the form of
documented agreement with the participating NHS
organisation.
42 Insurance/indemnity Yes Where applicable, independent
arrangements assessad contractors (e.g. General Practitioners)
should ensure that the professional
indemnity provided by their medical
defence organisation covers the
activities expected of themfor this
Page 5 of 8
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Section] HRA Assessment Criteria | Compliant with Commenis
Standards
research study.
43 Financial arrangements Yes Mo application for external funding
assessed made. Mo funds will be provided to the
participating organisation.
51 Compliance with the Data Yes Mo comments
Protection Act and data
security issues assessed
52 CTIMPS — Arrangementsfor | Mot Applicable | Mo comments
compliance with the Clinical
Trials Regulations assessed
53 Compliance with any Yes Mo comments
applicable laws or regulations
6.1 MHS Research Ethics Yes Provisional Opinion issued 23 January
Committee favourable opinion 2017 . Favourable Opinionissued 09
received for applicable studies February 2017
6.2 CTIMPS — Clinical Trials Mot Applicable | No comments
Authorisation (CTA) letter
received
6.3 Devices — MHRA notice ofno | Not Applicable | Mo comments
objection received
6.4 Other regulatory approvals Mot Applicable | Mo comments
and authorisations received
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Participating NHS Organisations in England

This provides defail on the fypes of participating NHS onganizations in the study and a statement as to whether
the activities af all organisations are the same or different

This is a non-commercial student (Doctorate in Clinical Psychology) study and there is one site type.

The Chief Investigator or sponsor should share relevant study documenis with participating NHS
organisations in England in order to put arrangements in place to deliver the study. The documents
should be sent to both the local study team, where applicable, and the office providing the research
management function at the participating organisation. For MIHR CRN Portfolio studies, the Local
LCRN contact should also he copied into this comespondence.  Forfurther guidance on working with
participating NHS organisations please see the HRA website.

If chief investigators, sponsors or principal investigators are asked to complete site level forms for
participating NHS organisations in England which are not provided in IRAS or on the HRA website,
the chief investigator, sponsor or principal investigator should notify the HRA immediately at
hra.approva@nhs.net. The HRA will work with these organisations to achieve a consistent approach
to information provision.

Confirmation of Capacity and Capability

This describes whether formal confirnation of capacily and capabilily is expecied from participating NHS
organisations in Englamd.

Participating NHS organisations in England will be expected to formally confirm their capacity
and capability to host this research.

» Following issue of this letter, paricipating NHS organisations in England may now confirmfo
the sponsor their capacity and capability to host this research, when ready to do so. How
capacity and capacity will be confirmed is detailed in the Alocation of responsibiities and
rights are agreed and documented (4. 1 of HRA assessment critena) section of this appendix.

= The Assessing, Arranging. and Confirming document on the HRA website provides further
information for the sponsor and NHS organisations on assessing, arranging and confirming
capacity and capability.

Principal Investigator Suitability

This confimns whether the sponsor posiion an whether a Pl, LC or neither should be in place is comect for each
type of participating NHS organisafion in England and the minimum expectaions for educalion, fraining and
experence that Pls shoukd meet (where applicable).

APl is expected at the participating organisation.

GCP training is not a generic training expectation, in line with the HRA statement on training
expectations.
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| IRAS projectID | 205350 |

HR Good Practice Resource Pack Expectations

This confimns the HR Good Practice Resource Pack expectations for the siudy and the pre-engagement checks
thai showuld and shou'd nof be underiaken

As a non-commercial study undertaken by local staff, it is unlikely that letters of access or honorary
research contracts will be applicahle, except where local network staff employed by another Trust {or
University) are involved (and then it is likely that arrangements are already in place). Where
arrangements are not aiready in place, network staff (or similar) undertaking any research activities
that may impact on the quality of care of the participant, would be expected to obtain an honorary
research contract from one NHS organisation (if university employed), followed by Letters of Access
for subseguent organisafions. This would be on the basis of a Research Passport (if university
employed) oran NHS to NHS confirmation of pre-engagement checks letter (if NHS employed).
These should confirmenhanced DBS checks, including appropriate bamed list checks, and
occupational health clearance. Forresearch team members undertaking activities that do not impact
an the quality of care of the participant (for example, administerng questionnaires), a Letter of
Access based on standard DBS checks and occupational health clearance would be appropriate.

Other Information to Aid Study Set-up

This details any other information that may be helpful to sponsors and participating NHS organisations i
England to aid study sef-up.

The applicant has indicated that they do not intend to apply for inclusion on the MIHR CRN Portfolio.
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Appendix M - University of Essex research and ethics committee approval letter

03 July 2018

MISS S. FIFE

Dear Sarah,
Re: Ethical Approval Application (Ref 16062)
Further to your application for ethical approval, please find enclosed a copy of your

application which has now been approved by the School Ethics Representative on
behalf of the Faculty Ethics Committee.

Yours sincerely,

Lisa McKee

Ethics Administrator
School of Health and Human Sciences

cc. Research Governance and Planning Manager, REO
Supervisor
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Appendix N — Adverse events form

A Feasibility Study to Evaluate a Self-Harm Group in Inpatient Settings

Adverse Events Form

Deliberate Self-Harm Psychological Group Programme Feasibility Study

Group Number:

Pr_ID:

Has the participant had any Adverse Events during this study? Oves [ Mo (if yes, please Vst all Adverse Events halow)

Severity Study Intervention Action Taken Regarding Study Outcome of AE Expected Serious
Relationship Infervention
1 = Mild 1 = Definitely related 1 = Nona 1 = Resohed, No Seguel 1=Yas 1=Yas
2 = Moderate 2 = Possibly related 2 = Discontinued permanantly 2 = AE slill present- na treatment 2=HNo 2=No
3 = Savare 3 = Not ralated 3 = Discontinuad tempararily 3 = AE slill present-baing trested {if yas, complets
4 = Reducad Dosa 4 = Residual effects prasant-nod BAE form)
5 = Increased Dose treated
& = Delayed Dosa & = Residual effects prasant- treated
& = Death
T = Unknown
Advarsa Evant Start Data Stap Date Savarity Reletionship to Acfian Outcoma Expected? Saricus Initigls
Study Treatment Takan afAE Adverse
Event?
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Appendix O — Recruitment diary — page 1

1 Tuesday I8* April fpm-Spm, Ward 4 fmale acuie)

2 Recruitment day:

3 Fmerwith the assistant prychologist from Ward 4 today fmale acute ward) who had identified six
4 patients whe had selCharm in their clinical notes. We approached these people fivss.

5 Muain challenges today:

& - Patients were out for the day i they were informal — not present on ward to approach.
7 - Patients sleeping /napping in the afternoan (medication side effecis?}
8 - Men saving that they don't harm themrelves — despite it being clear of their notes that they d (i.e.

9 hitiing walls eic ) guesiioning how they define self-harm _ or implications for admilting ta this,

10 wendering If men construct self-harm as semething that makes them look weak or perhaps people will
11 not admit to seli-harm as it might have implicaiions on their section 17 leave. . ?

12 - There was alzsa a difficultly with patients thinking they would still be here in two weeks time — many
13 hope to be discharged despite no discharee plan in place — unahle to cammit to two weeks (despite
14 confirming they can drop out during groups).

15

16 Disenssed with assistant psychologist fward A) the porential of discussing the group with ather

17T patients, who may not have clear indication of seliSharm in their notes.

18

19 The only person we ended up recruiting today had oniy self~harmed 4 times in kiz life but wanted to
20 stop. He had no self~harm an his rotes. One person recruited far the first group.
21
22 (iher practicalities that make the process difficult are the availability of each person invelved - me
23 {researcher — study day every two weers), conzultant clinical psychologist (leave and ather
24 commimments) and clinical psychologist fleave and other commiments). Decision made to wait until
25 researcher has more time (towards summer) to access the ward to recruil and the facilitators have

26 more fime fo Fun groups.

27
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Appendix O — Recruitment diary — page 2

28

31

32
33

35

37
38
39

41

42
43

45

47
48
45

51

52
53

Assistant helping ta run the proup? Assistant Psvchologist, Ward A has enly just started — could lack

in confidence fo recruit participants?

10% July 2017

Screening preparation:

Crpanising second stage of recruitment — problem with Ward B(7) — undergoing some sart of

refurbishment (found out later this was a lgature risk assessment).

Email sent to assistanis doing screening. One assistant an annual leave so no screening possible an

Ward D for next group.

Visited three wards in one day — assistants couldn 't do Manday so all wards will be visited on
Tuesdays from now on. Assistant en Ward C (female acute), Assistant on Ward B {male acute),

Assistant Ward A {male acute).

I August 2007
Recruitment day:
fwas not able to go to Ward C today as Assistant Psycholegist iWard C) was unavailakle this week -

5o hopefully this will be included next time.

Ward B - physically moved from Ward E yesterday thad been relocated for a ligature refurbishment
Jor several weeks) so were in flux a little bit this morning. Assistant Psychologist {Ward B) {assistant)
and [ sat down with the Lead Nurse and they could only identify one person. I encawraged them to let
me speak fo them if they were unsure about self-harm. I had a dicussion about the definition af self-
harm, which they consider not to include suicide attempts {US definition) — found that they were
assuming someone who had hung himself the week before admission was attempting to kill himself

and therefore was not suitable for the study — when guestioned about the assumption af the patient’s
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Appendix O — Recruitment diary — page 3

55

57
58

59

61

63

65

67
68

70
71
72
3
74
75
76
7
T8

™

21

intent they were vague about this, but seemd sure in their assumption. I think it is also a conceprual
issee with self-harm and people's perception of what that means vs. the patients etc, When [ met with
the one they had identified at the end of the day he refused to do it, he couldn 't relate to self-harm [

think they had identified him as more self-neglect, either way he didn 't want fo engage in a group.

Assistant psychologist (Ward C) has been on holiday so had to catch up with the patients, we sat
down with clinical psychalogist {Ward A), but they were only able to come wp with three names (they
said wsually it is more and there were a few more that [ have recorded that are currently on leave) -
one Clinical Psychalogist {Ward C) wanied to see before | spoke to them, he said they were foo
anxious abow! groups, the other two I was able to consent - one was v, keen. I have a feeling if | had
heen able to see mare peaple [ would have got a few more, but unless they are very obviously self-
harming it feels like I am unable ro ralk to them, despite my best efforts. | wondered if speaking to
Clinical Psycholagist (Ward C) fand Assistant Psychelagist (Ward C)) about the possiblity of me
sitting down with more people next time, even if they dont have obvious wounds fwhkich is the carse for
ane af the person [ saw taday), that might be helpful. It may be that people have self-karmed in the
past and would like help with thar, even though they are nar actively self-harming. Qbviously | said
all of this, but { wonder if confirmation of that would kelp for next time when we came to ask them to

FCFEEn.

Azsistant Psychologist {Ward A} identified five peaple, twe on leave for week, I sat dawn with three -
one didn 't want to talk abowt his sell-harm, which he needs to de to complete the gquestionnaires and
ane was slipping in and ot of understanding what [ was talking about. I consented one an Ward A,
very keen and very apprapriate sa [ really hope he attends (NB. from our brief meeting | would say he
would benefit from an-poing support along the lines of DBT in the commumity - from what Assistant
Psychologist ftWard A) said the risk assessment was preperly done and he seemed at very high risk

and really receptive to talking therapy).
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82
83

85

&7
28

91

23

o5

97
08

100

101

102

103

104

105

106

L know it doesnt seem much, but I think we have a few challenges;

! pare-keening (inevitable as { need to go through a clinician as much as [ would like to just go
arcund everyone on the ward!),

2. recruiting peoaple to therapy in this environment, a problem that you will have all the time,

2. that the clinicians and the patient have to think that they self~harm,

4. they have te fill in a cansent form and guestionnaires when all they want to do is go for a
gciwarettel!), whick I ehink gives it an added complication that just encowraging them from the ward to

4 Froup.

8th Angust 2007

Clinical Psychelagist reparis only two /ithree people came to the group. One person does not wani fo
continue attending.

- Bugpestion af assistanis on the female wards being irained fo rurn the groups so that they can be
done every week till Seprember?

- Suggestion that assistants could do the consenis for the group?

15% August 20017
Mesting with assisiant fo show them how fo consent for the group. Female wards chosen due o

higher rate of percieved clinical need.

Assistant raised an issue in terms af recruitment — with it being a ‘self-harm’ group, confidentiality
issues are raised in terms of ather patients asking why they are not ahle to anend graups - telling
them it is for peaple that self~harm means implicating the people that join the group. [NB. Evidence

that thiz is still a taboe, even within the patient proup. ]
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107
108
109
110
111
112
113
114
115
116
117
118
119
120
121
122
113
124
125
126
127
128
129
130
131
132

133

Consent and measures training done with one assistant, the other just back from heliday difficult 1o
pin down for very long, may have to actwally sit with her to do a consent before she is able 1o do one

by herself

(e assistant away for the week se may have fa stagger the group, meaning one runs an later,,

¥HRCO0 vixiy, means clinicians are hectic, husy ward, patienis are less semtled, difficult wo get sraff

fime,

22 August 2007
Aszsistant Psychologist (Ward B} is leaving post and on annual leave so the growp will now be run on

Jemale acure and a male acute staggered aver three weeks.

Fmer with Assistant Pyychalogist {Ward C) and Assistant Psychalogist {Ward A) this morning, who
have put aside fime in the next three weeks for the proups. Assistant Psychologist {Ward A) had

annual leave se times of groups had to be changed.

Assistant Psychologist (Ward C) identified 6 females who have self-harm on their risk profile, we
approached all 6, one is being picked wp by hame treatment tomorrew, two said no to groups when
we approached them, Assistant Pspchologist (Ward C) is going to try to ask them again in the

morning tomarrow. Three consented 1o take part, two managed to get through the guestionraires, the

ather ane was a bit distracted... (thaught disarder?},

Elanning to po in next Tuerday to cansent with Assistant Psychalogist {Ward A) for the group starting

on male acute next week.

24% August 2007
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134

135

136

137

138

139

140

141

142

143

144

145

146

147

148

149

150

151

152

153

154

155

156

157

158

159

Email from Ward C assistant:

“Hi,

Hope you are well, Just to let you know that ! have consented one more person. What participant
number would be?

Many thonks

Best wishes”™

29% August 2017

Ward A ward — two recruited. (e particpant — swicide attempt - hanging, Also drug abuse (cocaine)

he constitued this as self~harm.

5% September 2017
Assistant Psychologist {Ward C)_conducted two post-measures. (Re congent.
Assistant Psychologist {Ward C) mentioned difficulty recruiting may be due to the difficult client

group — unstahle nature of them.

Ward A — two consents. Dug io foin groun before as a rolling sroup.

11* September 2017

Assistant Psychologist {Ward C) unwell, Assistant Psychologist (Ward 4) on holiday — plan was fo ge
to the ward to recruit today, but will leave it 6l tomarrow and if Assistant FPsychologist fWard C) isnt

hack I will need ta use the nurses to recruil

Email from Clinical Psychologist — perhaps reducing number of participants.

12% September 2017
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160

161

162

163

164

165

166

167

168

169

170
171
172
173
174
175
176
177
178
179
180
181
182
183
184
185
186

“Email from Assistant Psychologist (Ward C) to Clinical Psychologist and 1.

"I hope you both are well,

It's been a busy time and Clinical Psychologist {Ward C) has not been around (the ward was more
unstable than wsual). I have been finding the self-harm group a bit difficult o fit in with my other
ward duties and [ would like to prioritise my general H* work to ensure that the last two weeks
end smoothly {1 hope this makes sense!].

{am thinking that maybe Assistant Pspchologist [Ward 8) (who mentioned her interest in running
the group) and Assistant Psychologist (Ward A) could run i from next week? How does it sound? [
also would ke to say thank you for giving me the opportunity to support you! Lel me know what

vour thoughts are.”

Colleated pesi-measures from. the ward.
Clinical Psvchologist confirmed Assiztant Prychologist {Ward B) (from male ward) will run the next

groups with dssistant Psychologist {Ward 4).

19%* September 2017

Azsistant Psychologist {Ward A) — x2 recruited.

26% September 2017

Azsistant Psychologist iWard A) x4 recruited.

4% October 2017

TS ¥, e, Participant said it was

exactly the help ke needed.

11* Dctober 2007

Ward 4 — enly gne persan eligible today, recruited.
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187

188

189

190

191

192

193

194

195

196

197

198

199

201

16 Dctober 2007
Planned ta po 1o Ward A, but Assistant Psychologist (Ward A} emailed to say he is off sick -

reorganised for 830 Weds.

18% October 2007
830 — ward chaotic this morning, two asked refused to talk — one fed up with being an inpatient and
doesn | want to do psychology groups. ane wanted fo falk later. but was not keen. Asked Assistant

Psychologist (Ward A} if he would mind consenting him [ater.

23 Ociober 2017

Assistant recruited participant.

20% November 2017

Recruited two peeple, one person did not want to talk about self~harm.
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	Overview
	Graff and Mallin (1967) were among the first to recognise self-harm as a mental health condition. Since then, self-harm has become increasingly common (Perry et al., 2012). It has been associated with long-term difficulties (relationship break-downs,...
	This chapter will define self-harm, provide an overview of the incidence rates, theories, treatment interventions, and outline the factors relevant to treatment in inpatient settings. The current literature on psychological treatments for self-harm w...
	1.1 Self-Harm
	1.1.1 Definition
	The National Institute of Health and Clinical Excellence (NICE; 2011) in the UK defines self-harm as “self-poisoning or self-injury, irrespective of the apparent purpose of the act”. The definition used for this condition by the American Psychiatric ...
	Despite the definitional debate, there seems to be a universal understanding in the literature that self-harm and suicidal behaviours are complex (Klonsky, May & Glenn, 2013) and over-lap significantly (Klonsky & Muehlenkamp, 2007; Nock, Joiner, Gord...
	Alternatively, some believe that differentiating between self-harm and a suicide attempt allows for better understanding and therefore improves the assessment of risk and choice of treatment (Glenn & Klonsky, 2013). Differentiating self-harm from sui...
	Due in part to these definitional issues, the way in which the literature refers to the act of self-harm is also inconsistent. Self-harm is interchangeably referred to as ‘deliberate self-harm’ (Pattison & Kahan, 1983), ‘parasuicide’ (Ogundipe, 1999)...
	1.1.2 Incidence
	The most common form of self-harm is reported to be cutting the skin using a sharp object, occurring in around 70-97% of people who self-harm (Skegg, 2005). Other ways people harm themselves include; banging/hitting body parts, burning, scratching, p...
	The literature on the incidence of self-harm not involving hospital treatment varies in the literature (Bowen & John, 2001; Fox & Hawton, 2004). However, there have been estimates that in the general population around 4% of adults’ self-harm in the U...
	Borderline personality disorder is characterised by pervasive behavioural, emotional and cognitive instability, a lack of impulse control and repeated self-injury (APA, 2013; Lieb, Zanarini, Schmahl, Linehan & Bohus, 2004). There is general consensus...
	1.1.3 Gender differences
	Research has historically indicated that rates of self-harm are up to four times higher in females than males (Fox & Hawton, 2004; Zlotnick, Mattia, & Zimmerman, 1999). However, more recently Kerr, Muehlenkamp, and Turner (2010) found no significant ...
	1.3 Explanatory theories and interventions for self-harm
	National Institute for Health and Care Excellence (NICE, 2011) states; “self-harm does not often result from a wish to die, those who self-harm may do so to communicate, to secure help and care, or to obtain relief from an overwhelming situation”. Mo...
	1.3.1 Systemic theories
	Systemic theories support the idea of self-harm as a social disorder, in stating that systems of people have interrelated and interdependent parts, so each action, including self-harm has consequences on the other members of the system (Crossno, 2011...
	1.3.2 Cultural theories
	Cultural theories take account of issues related to power, marginalisation, injustice and resistance (McAllister, 2003). Curry (1993) argues that the body may represent the experience of not belonging; by harming the self the individual could be stru...
	1.3.3 Psychodynamic theories
	Alternatively, psychodynamic theorists attempt to explain self-harm using the ‘drive models’, with an emphasis on personality development and unconscious motivations (Aself-harmead, 1997; Freud, 1917; Motz, 2010). The anti-suicide theory suggests tha...
	Psychodynamic interpersonal therapy was developed by R. F. Hobson in 1985. Following this a brief manual and outcome measure was published by Shapiro and Startup (1991), which can be applied to people who self-harm. Psychodynamic principles, humanist...
	1.3.4 Childhood trauma
	1.3.6 Cognitive behavioural theories
	Historically, behaviourists have assumed that all behaviour is learned from the environment and is a result of stimulus-response. Early research studies outlined several ‘secondary gains’, which reinforce the function of self-harm, including attentio...
	In cognitive behavioural theories, cognitions are considered the central pathway to self-harm behaviours, namely thoughts of hopelessness (Beck, 1979; Rudd, Joiner & Rajab, 2001). Findings in support of this idea have suggested people who self-harm a...
	Cognitive behavioural therapies have gained the most research attention for treating self-harm (Hofmann et al., 2012; Muehlenkamp, 2006). The treatments offered vary in terms of length, intensity, frequency, mode of delivery and mechanisms of action....
	Other forms of cognitive behavioural therapies include Manual Assisted Cognitive Therapy (MACT; Schmidt & Davidson, 2003), which was developed by Schmit and Davidson (2003) with the aim of reducing depressive symptoms and increasing positive thinking...
	1.3.7 Dialectical Behavioural Therapy (DBT; Linehan, 1993)
	Dialectical Behavioural Therapy (DBT) is a type of cognitive-behavioural therapy developed by Marsha Linehan in the late 1980s to help people with borderline personality disorder (BPD). DBT is based on the biosocial theory of personality, which assum...
	The dialectical philosophical position says that invalidating environments (which could be physically and sexually abusive families) work to develop impairment in emotional regulation for a child, failing to learn how to recognise emotions and tolera...
	These theories demonstrate that the reported antecedents of self-harm are variable and complex (Klonsky & Glenn, 2009). Additional complexity is indicated with an unclear and debatable definition of self-harm, which means that theories may be explain...
	Overview
	The National Institute for Health and Care Excellence (NICE, 2011) guidance for psychological treatment for self-harm states that “consideration may be given to offering an intensive therapeutic intervention combined with outreach” to “people who sel...
	Systematic reviews collect and critically analyse research studies that meet the review question in order to provide an exhaustive summary of the findings. These reviews are required in order to understand what is presented in the current literature ...
	1.4.1 Review questions
	Due to the gap existing in the current systematic review literature, a systematic narrative review and a meta-analysis will be conducted in line with evidence-based practice, addressing PICO components (Population, Intervention, Comparison, Outcome; ...
	1.4.8 Results
	A PRISMA flow chart (Moher, Liberati, Tetzlaff, Altman, & Prisma Group, 2009) demonstrating the systematic process used in this review is presented in Figure 1. The inclusion criteria outlined above were applied in this search, which produced 26 stud...
	Figure 1. ‘Preferred Reporting Items for Systematic Reviews and Meta-Analysis’ (PRISMA) Flowchart (Moher et al., 2009) of study selection strategy.
	Cognitive behavioural therapies
	For this review, cognitive behavioural therapies refer to the second wave interventions based on the development of coping strategies, which targets problems and changing unhelpful patterns in cognitions and behaviours (Beck, 2011). Most of the studi...
	Kern et al. (1997) reported two case studies documenting treatment utilising CBT (Linehan, 1993) for people with BPD and self-harm behaviours. The treatment involved strategies such as contracting behavioural agreements, ‘mindfulness’ and emotional r...
	Kern et al. (1997) found both case studies demonstrated improvement in the number of self-harm behaviours, the number of restraints and the number of increased observations required. Whereas, Riaz and Agha (2012) recorded that despite participants at...
	One of these studies explored the usefulness of a third wave cognitive therapy called Acceptance and Commitment Therapy (ACT) combined with Solution Focused Behavioural Therapy (SFBT) for adults who self-harm (Tapolaa, Lappalainen & Wahlström, 2010)....
	Another therapy evaluated for use in the treatment of self-harm is called Manual Assisted Cognitive Therapy (MACT), developed by Schmit and Davidson (2003) with the aim of reducing depressive symptoms and increasing positive thinking in people who se...
	A further six studies using an adaption of manualised DBT to treat self-harm in adults have been conducted since. Three of these studies were conducted in outpatient settings (Gratz & Gunderson, 2006; Gratz, Tull & Levy 2014; Stanley et al., 2007) an...
	From the studies using an adapted version of DBT in outpatient settings, one reduced the length of treatment to six months (Stanley et al. 2007) and two used the emotional regulation element of DBT only (Gratz & Gunderson, 2006; Gratz, Tull & Levy, 2...
	Stanley et al. (2007) included both male and female participants with a diagnosis of BPD (N = 20), although male participants were still in a minority (15%). The researchers measured the repetition of self-harm by self-report of incidents in the prev...
	2.2.1 Participants
	2.2.4 Research procedure
	2.3 Intervention
	Boyce et al. (2003) reported “no single treatment has confirmed superiority” for treating self-harm with a psychological intervention in any setting, but concluded, “DBT appears to confer most benefit”. A review of the current literature (presented i...
	The intervention is a novel four-session group programme based on DBT skills. The protocol was informed by the DBT manual by Marsha Linehan (1993) using handouts and worksheets from ‘DBT Skills Training Handouts and Worksheets’ by Marsha Linehan (201...
	The first draft of the group protocol was developed by the author in consultation with a DBT specialist psychologist who advised on the content of the four groups. Consultation with the DBT specialist was important to decide what skills would be most...
	Once the key skills were decided upon, together with the specialist psychologist, they were formed into four groups. Clinical psychologists at the hospital where the study was planned to take place, who have extensive experience with the client group...
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