Development and pilot evaluation of a manualised cognitive-behavioural treatment package for adolescent self-harm
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Background: Manualised cognitive-behavioural therapy (MCBT) approaches to treating adolescent anxiety and depression have been shown to be effective in recent years, as have MCBT for adult self-harm (SH). Aims: This paper describes the rationale for, development and pilot evaluation of the efficacy of a novel manualised CBT package for adolescent self-harm (SH).  It also addresses the acceptability of this treatment package to therapists and patients.  Method: Twenty-five adolescents (aged 12-18 years) presenting to a Community Child and Adolescent Mental Health Service (CAMHS) in Greater London with SH behaviour began the “Cutting Down” programme and 16 (64%) completed the treatment.  Outcomes were assessed at baseline, at the end of treatment and at three month follow up. Results Significant reductions in self-harm behaviour, in symptoms of depression and in trait anxiety were found.  There was no change in state anxiety or in levels of parental expressed emotion as perceived by the adolescent. Conclusion: These pilot findings provide preliminary support for the efficacy and acceptability of this time-limited CBT package for adolescents who repeatedly self-harm.  
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Introduction
During the latter part of the 20th century, self-harm (SH) behaviour amongst young people in England rose markedly prompting growing concern. (Haw, Hawton, Whitehead, Houston and Townsend, 2003; Evans, Hawton, Rodham and Deeks, 2005).   In the community the most common methods of SH are cutting and overdose (Hawton, Rodham, Evans and Weatherall, 2002). A recent systematic review indicates that up to a quarter of all adolescents engage in self-harm behaviour each year (Evans et al, 2005), with incidence in a community sample of 15-16 year olds reported to be at around 7% (Hawton, Fagg, Simkin, Bale and Bond, 2000).    Hawton, et al (2000) looked at data collected by the Oxford Monitoring System for Attempted Suicide from patients under the age of 20 presenting to Oxford general Hospital.  The main problems identified as associated with self-harm included interpersonal problems and/or difficulties with studying or employment. The most common methods of self-harm included self-poisoning with paracetamol and paracetamol compounds, resulting in these being used in almost two-thirds of overdoses by 1995. 

SH in young people typically occurs within the context of other psychiatric morbidity: Kurfoot, Dyer, Harrington, Woodham and Harrington (1996) identified that the majority (67%) of young people who had taken an overdose had a diagnosis of major depressive disorder. Meltzer, Harrington, Goodman and Jenkins (2001) highlighted that 37% of children with depression and 22% of children with an anxiety disorder also self-harm.  Underlying cognitive factors clearly linked with SH, include cognitive distortions, such as dichotomous (black & white) thinking, cognitive rigidity (Schotte & Clum, 1987) and dysfunctional assumptions (Ellis & Ratcliffe, 1986; Beck and Steer, 1993). Repeated SH in adolescence is associated with a wide variety of psychological factors such as depression, hopelessness, trait anger, lower self-esteem and poor self-rated problem-solving ability (Hawton, Arensman, Townsend, Bremner, Feldman, Goldney, Gunnell, Hazell and VanHeeringen, 1998).  
There are multiple risk and maintaining factors associated with SH in children and adolescents, in particular family factors (Bridge, Goldstein and Brent, 2006), such as difficulties in parent-child relationships, perceived low levels of parental caring and communication (Fergusson, Woodward and Horwood, 2000), a family history of self-harm (Agerbo, Nordentoft and Mortensen, 2002; Brent, Perper, Moritz and Liotus, 1994; Hawton et al, 2002), and parental mental illness and substance abuse (Bridge et al, 2006; Chitsabesan and Harrington, 2003). 

The 'Cry of Pain' model of SH ('CoP' model; Williams, 2001), was recently elaborated by Rasmussen, Fraser, Gotz, Machale, Mackie, Masterton, McConachie and O’connor, (2010) following an investigation of its utility with a sample of first-time and repeat self-harm patients.  The model conceptualises suicidal behaviour as a behavioural response to a stressful situation which has three components: defeat, no escape potential, and no rescue.   Williams (2001) and Williams and Pollock (2000; 2001) suggest that suicidal behaviour (whether the outcome is life or death) should be seen as a cry of pain rather than the traditional cry for help.  They argue that although some self-harming behaviour may not be motivated by a wish to die, a common theme in these behaviours is a wish to escape from an unbearable situation, ‘born out of mental anguish’.  The possible communicative motive to this behaviour may be secondary to this.   Rasmussen et al. (2010) found that repeat self-harm adult participants reported significantly higher levels of defeat and lower levels of social support than first time self-harm participants, suggesting deterioration following repeat SH and highlighting the need for early interventions.  Both the self-harm groups reported significantly higher levels of defeat and entrapment, and lower levels of social support than those in the control group (A&E attendees with physical problems).  The repeat self-harmers were significantly less able than controls to think positively about the future.   

Despite the fact that only a small proportion of those who self-harm reach health services, the shift in prevalence and methods of SH has placed an increasing demand on many services, including physical and mental health services, as well as schools (Comtois, Russo, Snowden, Srebnik, Ries and Roy-Byrne, 2003).  For example, at least 20% of referrals to Child and Adolescent Mental Health Services (CAMHS) result from an episode of self-harm (Audit Commission, 1999).  Clearly, effective and disseminable interventions that prevent repetition of SH are urgently needed to reduce both the associated morbidity and mortality.  

Cognitive-Behavioural Therapy (CBT) is a time limited therapeutic approach that has been shown to be efficacious for many childhood disorders.  A recent systematic review and meta-analysis of 28 studies found CBT to be highly effective in adults with SH, but not in adolescents where the available evidence was very limited (Tarrier, Taylor and Gooding, 2008). The success of Dialectical Behaviour Therapy with parasuicidal behaviours (Linehan, 1993) has led some authors to integrate elements of this therapy in self-harm treatments. (Schmidt & Davidson, 2003; Slee, Arensman, Garnefski and Spinhoven (2007).

We describe here the development of a novel CBT intervention designed for adolescents who self-harm and is based on a flexible and formulation driven model. Despite the fact that some of the studies cited in this introduction deal with different but related populations (usually repeat overdoses), we have developed on the findings for a group of mainly self-cutters.  The main aims for this pilot were to:  

1. Develop an intervention based on a CB model of maintenance factors associated with adolescent SH identified from the literature.  
2. Test out the acceptability and efficacy of this manual-based CBT intervention in adolescents with SH referred to a CAMHS Service.

Method

Participants and Procedure

Children and adolescents aged 12 to 18 referred to Croydon CAMHS from their GP, school or social services were assessed for study eligibility.  This assessment was carried out during their routine initial assessment with CAMHS clinicians.  Only adolescents who had a history of more than one episode of SH prior to assessment were included.  Exclusion criteria included; presentation of other psychiatric disorders that require immediate attention, psychosis, a global learning disability (or unable to make use of a manualised approach), diagnosis of an Autistic Spectrum Disorder and patients who were not willing to address SH.  For the purpose of this study, SH was defined as ‘any self-injurious act purposefully carried out, regardless of underlying intent’ and thus included suicidal and non-suicidal acts (Fortune & Hawton, 2005). 

Recruitment began in January 2006 and spanned 18 months.   Once written consent to participate was obtained, patients completed the initial outcome measures in a face-to face meeting with a researcher. Outcome measures were completed again in a face-to-face interview at the end of treatment and over the phone at 3-months follow-up.    
Outcome Measures

1. The Acts of deliberate SH inventory (revised for adolescents) (Davidson, Norrie, Tyrer, Gumley, Tata, Murray and Palmer, 2006) was employed as the primary outcome measure to records the number and frequency of acts of suicidal and non-suicidal self-harm within the previous three months.

2. Mood and Feelings Questionnaire, Child Report Long Version (MFQ; Costello and Angold, 1988) self-report measure of depressive symptoms.  This consists of 33 items covering depressive symptoms and behaviour in the two weeks preceding assessment, the MFQ was specifically designed for use with children and adolescents.  Participants can endorse items as “True” (2 points), “Sometimes” (1 point) or “Not True” (0 points), leading to a maximum score of 66.  The MFQ is reported to have accuracy in case detection for major depressive disorder in adolescents (Kent, Vostanis and Feehan, 1997), high internal consistency (Cronbach’s α = 0.94) and stable scores at retest (Wood, Kroll, Moore & Harrington 1995).  Furthermore, NICE guidelines (2005) conclude that the MFQ has acceptable case detection when using a cut-off of 27 points or more.

3. The State-Trait Anxiety Inventory (STAI; Spielberger, 1973) is a self-report measure enabling assessment of both state and trait anxiety levels.  It is comprised of two sections each containing 20 items, with the state anxiety scale evaluating how a respondent feels “right now” and the trait anxiety scale addressing how a participant “generally” feels.  Each item is scored from one to four, resulting in a maximum overall score of 80 for each scale.  In a large study with adolescents aged 12 to 18, the STAI has been found to be highly discriminating in case detection for anxiety with adequate reliability (Kirisci & Clark, 1996).
4. The Level of Expressed Emotion scale (LEE; Cole & Kazarian, 1988) gages perceived level of expressed emotion within a person’s most influential relationships.  The LEE was collected pre- and post-therapy.  It comprises of 60 questions with 15 in each of four subscales: intrusiveness, emotional response, attitude towards illness and tolerance/expectations.  Items are rated as “true” or “false” giving rise to a maximum overall score of 120 (30 in each subscale).  All participants in the study completed the questionnaire with regards to their key parent or guardian.  The LEE is reported to have high internal consistency (Chronbach’s α = 0.95) and stable test-retest scores (Cole and Kazarian, 1988). 

5. Treatment acceptability was assessed using two feedback questionnaires, one for patients and one for therapists, designed specifically for the study.    Patients were given the feedback questionnaire immediately following completion of treatment. Therapists were given a feedback questionnaire within one year of manual use.  

Treatment with a CAMHS clinician commenced within two weeks of initial research assessment.  Participants continued with any medication they had been prescribed prior to study inclusion.  All procedures were approved by the Joint Institute of Psychiatry and South London and Maudsley NHS Foundation Trust Research Ethics Committee (ethics ref 05/Q0706/26).
Intervention

The intervention consisted of two components: 

(a) Eight to twelve sessions of individual CBT for the young person. The content of this treatment was structured using a cognitive behavioural manual for patients (The Cutting Down Manual). Essential elements for development of the Cutting Down Manual treatment modules were identified based on a thorough review of the evidence base literature on treatment of SH and associated psychological maintenance factors and co-morbidities such as depression and anxiety.   A comprehensive CB assessment was carried out early on in treatment and treatment was formulation driven.  Levels of motivation for giving up/reducing self-harm were assessed using simple ‘motivational rulers’ in the first session (Rollnick & Miller, 1995).  If motivation was assessed to be low, adolescents were encouraged to weigh up the ‘costs’ and ‘benefits’ of their SH and related problematic behaviours, and to challenge their current beliefs about the utility of SH in their life (Rollnick & Miller, 1995).  Patients were ‘introduced’ to ‘virtual patients’ with their own story of SH. These characters were used as illustrative examples throughout the manual to demonstrate how they had coped with particular problems that led to self-harm (e.g. lack of assertiveness or self-critical thoughts)
The interventions were designed to be specific to needs, triggers and problems identified from the assessment module, as well as addressing maintenance factors and co-morbidities.  The coping module (module 3) included mindfulness concepts and distress tolerance (adapted from DBT (Linehan, 1993)) and several other optional and compulsory components.  The final module (module 4) included the summary of the skills developed through treatment to manage emotional crises and distress using a ‘toolbox’ for relapse prevention.  

The final manual comprised of four modules: (1) Getting Started; (2) Feelings, Thoughts and Behaviours; (3) Coping; and (4) On You Go.  Manual development was informed by focus groups with adolescents who had previously completed treatment for SH.  It was designed to be user friendly, colourful and logical in format.     

The content of the manual, details of essential elements and ‘decision points’ for optional components is described in full below and illustrated as a flow-diagram in Figure 1. Core components addressed with all the patients included; functional analysis of self-harm, thought, feeling and behavior links, development of skills in problem solving and emotion recognition and regulation.  If depression was diagnosed, some sessions were dedicated to the evidence based CBT strategies useful for depression, such as activity scheduling and cognitive restructuring.  

 The psychological model of SH associated with this treatment model is outlined in Figure 2.  This conceptualisation of the function of SH and factors contributing to the behaviour was utilised to inform treatment.  Ideas are taken from the ‘Cry of Pain’ model and general CBT and Dialectical Behaviour Therapy (DBT) concepts.  



Insert Figures 1 and 2 here
An accompanying therapist guide was designed to aid use of the manual based on a ‘decision tree’ which enabled the therapist to ‘move’ across different ‘branches’ tailoring treatment to the client’s specific needs. .  

(b) A second optional element of treatment was a brief (3 sessions) psychoeducational group for parents/carers of the adolescents conducted by two experienced CAMHS members. Topics covered included (1) What is self-harm? (2) Parents’ experiences and emotional responses to self-harm; and (3) How can parents provide safety and support?

Therapists Training and Quality Assurance

All therapists in this pilot study were CAMHS practitioners, working in Croydon at the time of the pilot.  They all had at least a basic understanding and experience of using CBT models with adolescents.  Staff consisted of a clinical psychologist and trainees, psychiatrist and junior doctor, occupational therapist and community psychiatric nurses.   The key psychologist on the study (LT) ran a fortnightly supervision session for all therapists using the manual, to monitor adherence to the intervention and discuss specifics of formulation, assessment and cognitive behavioural techniques. 
Analyses
(1) Efficacy

The efficacy of treatment was statistically assessed with all analysis completed using the Statistical Package for Social Sciences (SPSS; Version 15.0).  All measures were assessed for normality using Kolmogorov-Smirnov Test and homogeneity of variance using Levene’s test.  Two-tailed tests were employed with significance set at α=0.05.

Baseline data: Completers and non-completers were compared at baseline using independent samples t-tests or Mann Whitney U tests, as applicable.
Treatment Outcomes: As follow-up data were only available for one treatment non-completer, statistical modelling for missing data was not possible and post-treatment analyses are only reported only for treatment completers (n=16).  Non-parametric Friedman’s test/Wilcoxon signed ranks test assessed change in SH data and the LEE over time.  All other variables were analysed using a one-way repeated measures ANOVA. Post-hoc planned contrasts, compared baseline scores against subsequent outcomes.

Relationships between Variables: Pearson’s r (r) or non-parametric Spearman’s rank correlation coefficients (rs) were employed to establish relationships between variables.

Outcome Predictors: To identify predictor variables, baseline scores for independent variables (IVs) were included in regression analyses, with outcome of interest as the dependent variable (DV) and the respective baseline DV scores included as an independent covariate.

(2) Acceptability

Qualitative feedback from patient and therapist questionnaires was summarised.
Results
Thirty-seven young people were assessed for the study, however, eight participants chose not to participate and four did not meet suitability criteria.  Those that did not want to participate indicated that they did not want a structured therapy (n=6); did not want to work on SH (n=1) and no reason given (n=1).  Two further participants were excluded because they did not meet inclusion criteria of more than one episode of SH.  One was excluded due to her elective mutism and one due to other treatment priorities.  

Therefore, a total of 25 took part. Figure 3 details participant progress through the study and associated participant numbers.  A further nine participants dropped out during the course of treatment, leaving 16 who completed the manual.

One participant who completed the CBT-intervention was also taking antidepressants.  
Parent/carer group
Only two participants’ parents took up the offer of attending the optional parent sessions.  

Insert Figure 3 here

(1) Efficacy

Demographic data on those who did and did not complete treatment are provided in Table 1. Table 2 reports mean clinical scores at all time points. There were no significant differences at baseline between those who continued with the manual and those who subsequently dropped out in terms of IQ, depression, anxiety, age of SH onset or SH frequency.  However, those who dropped out of treatment were significantly older (mean = 16.0, SD = 1.2) than those who completed treatment (mean = 14.4, SD = 1.6) [t(23) = 2.5, p < 0.05].  The type of SH in both groups was predominantly cutting (see Table 2 for breakdown of those who did and did not complete treatment).  Thirteen participants also reported at least one act of SH with suicidal ideation (completers n=7, 44%; non-completers n=6, 67%)
Outcomes from treatment

The average duration of treatment was 6.0 months (SD = 2.1) with a mean of 8.5 sessions (SD=2.5) completed over this period (median = 8; range 4 – 12).  SH frequency significantly reduced over time [X2 = 13.7, p < 0.001]; post-hoc Wilcoxon signed ranks tests indicate that rates of SH before therapy were significantly higher than those post therapy (Z = -2.7, p <0.01) and at 3-month follow-up (Z = -3.1, p < 0.000).  Rates of SH at post-treatment and at follow-up were similar, indicating that treatment gains were maintained. The types of SH appeared consistent during treatment; post-treatment, 12 participants reported cutting (75%), one reported hitting (6%), one reported an overdose (6%); at 3-month follow-up, 6 reported cutting (37.5%) and 2 reported hitting (12.5%).  Three participants reported SH with suicidal ideation during treatment and one reported a suicide attempt during the follow-up period.   There was a significant main effect of time on MFQ scores [F(2, 30) = 5.0, p<0.01] and trait anxiety [F(2, 30) = 10.0, p<0.000], but not on state anxiety.  Significant reductions on MFQ (p<0.01) and trait anxiety (p<0.001) were observed by the end of treatment and maintained at follow-up (p<0.05 and p<0.001 respectively).  There were no significant changes in LEE scores following treatment.

Relationships between variables:

Higher levels of depression were associated with greater trait anxiety at both baseline (r = 0.77, p<0.000) and following treatment (r = 0.7, p<0.05).  Greater perceived emotional responsiveness from parents was linked to more frequent SH before and after treatment (rs = 0.42, p<0.05 and rs=0.6, p<0.01 respectively).  Negative attitude of parents towards illness was related to lower state anxiety pre-treatment (rs = -0.44, p<0.05), however, post-treatment, this negative parental attitude was associated with higher SH frequency (rs = 0.52, p<0.05).

Outcome predictor:

No baseline variables significantly predicted any clinical outcomes from treatment.

(2) Acceptability

Acceptability to Adolescents
Feedback was obtained from 13 young people.  All 13 responded positively on questions regarding style and layout of the manual.  Reference to the use of colour and pictures was consistently made.  The language and approach of the manual was reported to be appropriate by 11 of the 13 respondents indicating its ability to appeal across a wide range of ages and educational levels.  
All 13 respondents reported some exercises had been beneficial with the following most frequently referenced: feelings (e.g. identifying feelings, feelings diary), cognitive distortions (e.g. “distorted sunglasses” exercise) and coping skills.  They reported that several aspects would be of continued benefit post treatment, in particular skills to cope with emotions and to think in a more balanced way (”sorted thoughts”).  

Negative feedback received included a comment about the manual being too structured and the exercises requiring a lot of writing.  One respondent commented that they would have liked more ‘virtual client’ examples.  Overall, 11 of the 13 respondents said they felt the manual had helped them, and 12 of 13 said that they would recommend it to a friend.
Acceptability to Therapists

Feedback on the use of manual was received from 8 out of the 10 therapists involved in the study.  Overall, therapists were positive about the manual, rating it on average at 3.4 out of 4 (where 0 = not at all helpful and 4 = extremely helpful).  They all thought that the manual helped young people to stop self-harming and reported that they would definitely continue to use it after the study period.  There was no emerging pattern in terms of the parts of the manual reported as most valuable, and across the board almost all parts of the manual were highlighted as extremely useful.  Two therapists commented that adding a section on managing anger would be beneficial.  Although some young people had suggested the intervention could be too structured at times, therapists felt this was advantageous; one stated, “[the] manual provided a very useful format in which to develop a trusting therapeutic relationship… and [added] structure to what can become very unstructured sessions with chaotic young people” and another said “it really helped to structure sessions and to tackle subject areas that were difficult and sensitive to talk about.”
Discussion

This pilot study provides preliminary evidence that a CBT model for treating adolescent SH may be efficacious in reducing SH behaviour, co-morbid depression and trait anxiety.  Furthermore, Alongside Slee, Garnefski, Van der Leeden, Arensman and Spinhoven, (2008), it is one of the first studies to suggest that SH can be treated with a brief CBT brief intervention.   Results also showed that gains made during treatment were maintained at follow-up and results from the satisfaction questionnaires indicate that the manualised intervention was considered user friendly, beneficial and acceptable to both therapists and adolescent patients.  From Tarrier et al’s (2008) systematic review of the efficacy of CBT for suicidal behaviour, the average number of treatment sessions was 25.0 (SD 30.7), in contrast, our study had an average number of treatment sessions of 8.5.  Another unique factor in our study is the use of individual CBT with an adolescent population.  The lack of research studies looking specifically at adolescent populations who self-harm has been highlighted by Tarrier et al. (2008) who identified only six out of 28 studies that included adolescents in their sample, using widely varying definitions of adolescence. 
The feedback from adolescents on the usefulness of the exercises identifying and monitoring feelings and cognitive distortions and promoting various coping skills might indicate that vulnerability to self-harm is linked with specific cognitions and skills deficits.  This is in line with (Henriques, Beck and Brown, 2003) model for addressing suicidal behaviours and vulnerability to self-harm being linked to particular cognitions and skills deficits.  Emphasis on building skills such as interpersonal assertiveness and problem solving might be beneficial in reducing the incidence of SH (Rudd, Joiner and Rajab, 2001).      
Uptake of the parental component of the intervention was very poor with only two parents making use of this.  This lack of parental treatment involvement might explain the lack of change in levels of perceived parental expressed emotion. High perceived emotional responsiveness and negative emotional expression from parents was linked to more frequent SH before and after treatment, indicating the importance of parental influence on SH behaviour. Miller, Rathus & Linehan (2007) emphasise the importance of including family work in DBT treatment for young people who SH due to “contingencies in the home environment which often play an important role in an adolescent’s dysfunctional behaviour” (p.187). 
Parents in our study did not clearly indicate reasons for not attending the support groups, but studies have shown that parents of young people who self-harm have reported difficulties in communicating with their adolescent, emotional costs they suffer and struggles they have in making sense of the child’s behaviour  (Oldershaw, Richards, Simic, Schmidt, Schmidt and Ulrike, 2008).  As well as this, Oldershaw found that parents often seem to underestimate the significance of SH behaviour, and may therefore not necessarily appreciate the need for, or benefit of support. Moreover, they report difficulties in coping emotionally with the behaviour and employ avoidant coping styles.  These factors both indicate the potential benefit of offering parental support and reasons why parents might be generally non receptive to the support package offered.  Further research would be useful to better understand how to encourage parental involvement in treatment, and to clarify the impact of including parents/carers in the CBT treatment of the adolescent along with any specific benefits to parents. 
Feedback from adolescent focus groups was incorporated in the final editing of the manual.    Focus groups are an excellent and efficient way of capturing high-quality qualitative data (Dalton and Conyers, 2009).  Feedback was elicited regarding presentation, language, content and aesthetic detail for adolescents.  At the same time, the adolescents were provided with the opportunity to feedback their experiences of the CAMHS.  Based on post treatment feedback, it is a possibility that the manual is more suited to younger adolescents.  This might be one possible explanation why the older age was the only predictor of treatment non-completion.  Another reason for dropout may be the presence of emerging Borderline Personality Disorder in some of the participants.  This was not specifically assessed in a standardised way, but is likely to have an impact on treatment outcome or CBT engagement and adherence.   

Limitations

This study is limited by the small sample size and the fact that it did not employ a randomised controlled design with a treatment comparison group. However, considering this was a pilot and acceptability study, the level of power was sufficient.   Measures could have assessed a wider range of known maintaining factors, such as hopelessness, suicidal and SH ideation or standardised assessment of personality traits.   

Feedback from therapists suggests that the manual may be edited to include exercises to work with anger, as this was considered a particularly powerful emotion in this client group.  
Due to the fact that stressful life events have been associated with self-harm, a measure of life events preceding and following intervention would be useful.  This might help to elicit whether the reduction in self-harm was solely attributable to the intervention or linked with the lack of stressful life events during the follow-up period.  Finally, the manual was initially designed to be carried out within eight sessions.  Therapists’ feedback, however, indicated that 12 sessions are required due to engagement issues and the need to address pressing clinical concerns and risk assessment required during the course of therapy.

Conclusions and Clinical Implications

There are several clinical implications that arise from this study.  Firstly, in the adult mental health field, recognition has been given to the high levels of anxiety and depression within the general population.  The Improving Access to Psychological Therapies (IAPT) initiative has since been created, to target adult patients with anxiety and depression and improve their access to time-limited, evidence-based treatment and programme of stepped care (Shafran, Clark, D, Fairburn, Arntz, Barlow, Ehlers, Freeston, Garety, Hollon, Ost, Salkovskis, Williams & Wilson, 2009).  The therapy offered ranges depending on client need from guided self-help to longer-term individual work with a fully trained psychologist. A time-limited, flexible, manualised CBT approach suitable for adolescents, such as that described herein fits with this adult movement to a stepped care approach     as previous evidence has shown, the cost effectiveness of such treatments is an attractive prospect within the NHS and other government institutions.  Given the number of referrals that include SH as a problem within CAMHS and other settings, a time-limited, flexible, manualised CBT approach tailored specifically for young people, is a time-efficient way of handling long waiting lists.  Future research using a randomized controlled design comparing the treatment with other treatment approaches used in CAMHS and its applicability to other methods of self-harm is needed to confirm its efficacy and generalisability.    
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Figure 1: Flow Diagram of progress through the Cutting Down Manual 
INITIAL ASSESSMENT (Module 1: What’s going on?)

Problems & Goals, psychoeducation, orientation to the manual, introduction to virtual clients
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Figure 2. Model of self-harm used to inform the Cutting Down Treatment package.
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Figure 3. Flow chart of participant progress through the study 

[image: image4.emf]Assessed for eligibility by 

CAMHS clinician

n

= 37

Began intervention

n

= 25

Completed post treatment 

assessment

n

= 17

(16 completers, 1 drop-out)

Completed 3-month 

follow-up assessment

n

= 16

(all completers)

Excluded

n

= 12

• Chose not to participate: n = 8

• Not eligible: n = 4 

Dropped out of 

Manual-based CBT 

n

= 9

• Dropped out of service: n = 6

• Dropped out of manual & 

continued alternative CAMHS 

treatment: n = 3

Assessment

Treatment

Follow 

-

up

Assessed for eligibility by 

CAMHS clinician

n

= 37

Began intervention

n

= 25

Completed post treatment 

assessment

n

= 17

(16 completers, 1 drop-out)

Completed 3-month 

follow-up assessment

n

= 16

(all completers)

Excluded

n

= 12

• Chose not to participate: n = 8

• Not eligible: n = 4 

Dropped out of 

Manual-based CBT 

n

= 9

• Dropped out of service: n = 6

• Dropped out of manual & 

continued alternative CAMHS 

treatment: n = 3

Assessment

Treatment

Follow 

-

up


Table 1. Demographic details of treatment completers and treatment dropouts

	
	Completers
	Drop outs

	 
	N
	% 
	N
	%

	Ethnicity
	White British
	12
	75%
	7
	78%

	
	White Other
	1
	6%
	1
	11%

	
	Black British
	1
	6%
	0
	0%

	
	British Asian
	2
	13%
	0
	0%

	
	Mixed Heritage
	0
	0%
	1
	11%

	Gender
	Male
	0
	0%
	1
	11%

	
	Female
	16
	100%
	8
	89%

	SH type
	Cutting
	13
	81%
	9
	100%

	
	Hitting self
	1
	6%
	0
	0%

	
	Cutting + overdose
	2
	13%
	0
	0%

	
	N
	Mean 
	SD
	N
	Mean 
	SD

	IQ
	12
	101.6
	13.2
	7
	96.9
	12.7

	Current Age
	16
	14.4
	1.6
	7
	16.0
	1.3

	Age of first SH episode
	16
	12.3
	1.5
	7
	12.6
	1.7

	Frequency of SH (episodes/month)
	16
	2.7
	3.1
	7
	5.8
	6.5

	Duration Since last SH episode (days)
	16
	19.3
	15.4
	7
	13.5
	11


Table 2. Mean clinical outcomes of participants who completed therapy at all time points.

	
	
	Pre treatment
	Post treatment
	3-month follow up

	 
	N
	Mean
	(SD)
	Mean
	(SD)
	Mean
	(SD)

	Mean SH/month
	16
	2.7
	(3.1)
	1.3
	(2.9)
	0.5
	(1.0)

	MFQ
	16
	38.1
	(11.1)
	29.5
	(14.1)
	29.6
	(16.4)

	STAI: State
	16
	45.3
	(11.0)
	39.4
	(9.7)
	43.4
	(12.4)

	STAI: Trait
	16
	62.7
	(8.4)
	52.9
	(12.7)
	52.4
	(10.6)

	LEE: Intrusiveness
	16
	22.0
	(4.3)
	21.5
	(4.0)
	--
	--

	LEE: Emotional Response
	16
	19.8
	(2.7)
	19.8
	(3.2)
	--
	--

	LEE: Attitude towards illness
	16
	17.7
	(3.5)
	16.6
	(1.7)
	--
	--

	LEE: Tolerance/Expectations
	16
	18.8
	(2.8)
	18.3
	(3.0)
	--
	--


HOW YOU FEEL BEFORE YOU SELF-HARM
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Think of your most recent experience of self-harm and answer any of these you feel comfortable with:









HOW YOU FEEL AFTER YOU SELF-HARM
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Think of your most recent experience of self-harm and answer any of these you feel comfortable with.









Motivation low





Motivation High





Motivational Interview Session





Further Assessment


Getting to know your feelings


What is CBT?


ABC of Self-harm


Strengths


Social network





Module 2


Feelings, thoughts and behaviour. Cognitive Distortions





Module 3: Coping





Problem Solving





Problem Solving





Problem Solving





Self-soothing





Challenging thoughts





Exposure





Alternatives to self-harm





Module 4


Consolidation of learning


Relapse Prevention: ‘On you go’


Ending Treatment





Being mindful





Loving yourself





Assertiveness





Riding the Wave





Problem Solving





Altered Mental State


Perception of Threat


Defeat


No Escape


No Rescue








Background Factors: Genes, Personality Traits, Environment 


& Experience: 


e.g.


Personal or family history of psychiatric disorder/self-harm


Cognitive style characterised by rigidity, black and white thinking


Personality factors e.g. low self-esteem, trait anger, emotional vulnerability


Poor problem solving skills


Problematic family relationships/invalidating environment


Peer-related difficulties (e.g. bullying)








Model of Repeated Self-Harm





Cognition


Beliefs about Utility of SH


Negative beliefs about self, 


others & future








Behaviour


Self-harm





(response to stressful situation)





Emotion


Low Mood, Anxiety, 


Anger, Mixed Emotions


Or Numbness





Trigger











Mismatch between Challenges/Problems and Resources





What Happened?





What led you to do it?








What did you feel before?





What else was important at the time (events, thoughts, memories, exhaustion, voices etc)





Was there anything else in the background? (something current or an echo from the past)





Did you spend a long time thinking about harming, or was it spur of the moment, or both?





Is that your usual way (if no, what was the difference)?





How do you feel now?





How did you feel immediately afterwards?





How did you feel a bit later?








How do you feel about it now?





How do you think your self-harm has helped?





How do you think it doesn’t help?





Is there anything you would have done differently?





Is that your usual way (if no, what was the difference)?





How do you feel now?
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