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Equilibrium  – The Treatment of Young People who Self-harm

A  Pilot Study: January 2018
Author: Dr Terence Nice 


Email: Terence.Nice@nelft.nhs.uk
Introduction 

This pilot study which I shall entitle Equilibrium is a treatment programme that has been developed for adolescents aged 13-17 who have been referred to a Child and Young Persons Service (CHYPMHS) after an episode of self-harm or attempted suicide. These cases make high demands on the clinical workforce delivering treatment and care. The pilot study will serve to provide operational, treatment and practice-based evidence for a research study that would provisionally start in June 2018. In the research literature it is generally accepted that a pilot study is a standard scientific tool for research allowing scientists to conduct a preliminary analysis before committing to a full blown study or experiment. It incorporates an ethical and governance stance in that a major study is not launched without ensuring that the research is warranted and required and that it meets the high ethical, operational and governance standards that are essential to ensure robust research activity. Furthermore, the study will identify additional questions to determine helpful and unhelpful ways to introduce topics and areas of investigation in clinical practice.
Background to the Study 

The UK has one of the highest rates of self-harm in Europe at 400 episodes per 120, 000 (Hawton et al, 2012) and suicide is the second most common cause of death for female adolescents aged 15-19 years old (RCP, 2014). It is estimated that 25% of young people self-harm on one occasion (Wright et al, 2013) and that recurring self-harm is less common with 9.5% of young people self-harming on more than four occasions (Plener, 2004). 

Self-harm is not easily defined, since historically, it has been a broad concept that has encompassed a wider spectrum of self-harming behaviours from picking, scratching, cutting, burning, self-strangulation, overdosing, self-immolation and insertion of foreign objects into the body. This overarching spectrum of self-harming behaviours, which is underwritten by complex intentional and motivational systems, has led to a diverse set of definitions, terminologies and classifications, which are highly variable. Diversity in nomenclature across the globe has seen the evolution of such terms as deliberate self-harm (Hawton & Harris, 2007: Bergen and Hawton, 2007); self-injurious behaviour (Favazza, 2006); self-injury (Whitlock, 2006; Klonsky, 2007; Sutton, 2008) para-suicide (Kreitman, 1977); self-mutilation (Walsh & Rosen, 1988) and non-suicidal self-injury (Nock et al, 2006). 

In recent decades, a host of diverse institutions have grappled with concise and broad definitions of self-harm, including the World Health Organization, National Institute for Clinical Excellence the Centre for the Study of Suicide. NICE (2011) has defined self-harm as ‘any act of self-poisoning or self-injury carried out by an individual irrespective of motivation’. They have detailed several important exclusions and these include self-harm arising from excessive consumption of alcohol, recreational drugs, anorexia nervosa and accidental harm to oneself. Self-harm can be broadly grouped into two categories (1) self-poisoning (prescription medication or other chemicals) and (2) self-injury, which can include self-cutting, scratching, burning, hanging, jumping and inserting foreign objects into the body (Horrocks et al, 2003). 

The prevalence of self-harm is hard to accurately calculate since it is based upon self-report (Kendall, 2011) or figures recorded through hospital and community presentations. A survey of young people aged 15–16 years estimated that more than 12% of girls and more than 3% of boys had self-harmed in the previous year. NICE (2011) has reported that for all age groups, annual prevalence is approximately 0.5%. Self-harm increases the likelihood that the person will eventually die by suicide by between 50 and 120 fold above the rest of the population in a 12-month period. Researchers have found a wide range of psychiatric disorders associated with self-harm, such as borderline personality disorder, depression, bipolar disorder, schizophrenia, and drug and alcohol disorders (Haw et al, 2001, Harington, 2001; Hawton et al, 2005). 

Literature Review 

In reviewing the literature on young people who self-harm and attempt suicide 

the following data bases were searched using a core set of terms. They include: EBSCO (Medline/CINAHL) Ovid Online, Proquest, Web of Science, Wiley Online (including Cochrane Library). The results are set out in a table in Appendix II. The terms used to search these data-bases included, self-harm, young people, treatment and attempted suicide. A full literature review was conducted in 2012 as part of a doctoral submission ‘Troubled Minds and Scarred Bodies’. 
The searches revealed an over-abundance of items relating to self-harm and attempted suicide. The surfeit of scholarly and research articles indicates the girth and depth of the field of self-harm and attempted suicide. The field is knotted by the plurality of terms employed, which give some indication of the complexity, convolution and richness of the topic under review. The history of self-harm and attempted suicide is characterised by changing nomenclature and terms pointing to the difficulty in internationally agreeing and defining terms for the purpose of systematic research. One might conclude that without clear definitions, agreed terms and measurable properties that researchers might be in danger of visiting the same orchard, but examining a different genus of fruit (apples, pears, oranges). Extending this analogy, one might suggest that each fruit has local variations, properties and dimensions leading to an array of sub-classes that might be classified generically as an apple, but specifically, as a particular brand of apple. Therefore a systematic review strategy is required to ensure that different orchards are registered and varieties of produce systematically identified, classified and labelled. A variety of terms were used to map the literature, including self-harm, attempted suicide, young people, adolescent and treatment. 
Therefore, the research strategy adopted was to filter out by means of inclusion items and articles that were significantly related to the self-harm and attempted suicide in young people. This was achieved through examination of the following: (1) title; (2) author/s; (3) abstract; (4) integrity and robustness of the study; (5) relevance of the study; (6) citations; (7) reliability and validity.   

Literature Summary 

The literature relating to self-harm and attempted suicide in young people is broad and deep. In order to develop an effective strategy it was important to tighten the lens of the review and intensify the focus on robust and outstanding studies pertaining to self-harm, attempted suicide and treatment programmes. A number of important themes were identified in the literature which included gender, cultural and ethnic differences, and the importance of therapeutic engagement, early identification and timely interventions. As yet, there remains no scholarly agreement upon which treatment methods or programmes are most effective, but there was a general consensus that treatment was superior in outcome (reduction of self-harm and suicidal acts) to clinical assessment and routine follow-up. Hawton et al (2015) conclude: 
‘Despite the scale of the problem of SH [self-harm] in children and adolescents there is a paucity of evidence of effective interventions. Further large scale trials, with a range of outcome measures including adverse events and the investigation of therapeutic mechanisms underpinning these interventions are required. It is increasingly apparent that development of new interventions should be done in collaboration with patients to ensure that these are likely to meet their needs. Use of an agreed set of outcome measures would assist evaluation and both comparison and meta-analysis of trials’ (Hawton et al, 2015). 

In a study by Brent and colleagues (2013) they go a step further and make treatment recommendations: 
‘Interventions that can front load treatment shortly after the suicidal crisis, for example, while adolescent suicide attempters are hospitalised, may avert early suicidal events. Treatments that focus on the augmentation of protective factors, such as parent support and positive affect, as well as the promotion of sobriety and healthy sleep may be beneficial with regard to the prevention of recurrent suicidal ideation, attempts, or self-harm in adolescents’ (Brent et al, 2013).  
Rationale for Equilibrium 

Despite, the high levels of prevalence of self-harm and attempted suicide in young people, clinical intervention has tended to focus upon assessment rather than treatment. This has largely been driven by the rise in young people presenting at A&E departments across the UK and the need for comprehensive psycho-social assessments of risk and needs as proposed by the National Institute of Clinical Excellence (NICE, 2011). Far too often the assessment of risk is promoted at the expense of needs, as understandably clinicians wish to reduce and minimise risk as an assessment priority. The psycho-social needs of the young person are almost relegated by the narrow focus on risk. This skewed assessment model has created a gulf between comprehensive assessment and effective treatment.  If we take a moment to review the self-harm literature, we find that it produces a mixed and unclear picture with regards to the effectiveness of treatments: 
“Despite the range of treatments and service provision, the evidence to date in terms of the effectiveness of psychological or psychosocial interventions remains unclear”  Nice Guideline 133 (2012.201)
In designing an effective treatment programme, which can bridge this gulf, it is vital that the voice of the young person needs is heard as well as the voices of parents, caregivers, families and wider social networks. A regular complaint from young people is that their voice is not heard; whilst parents complain that they have to wait too long in an endless queue that provides no immediate help and support at a time when they most need it. Equilibrium seeks to be a collaborative treatment model that drills down into the experiences and expertise of young people, their families and survivors of self-harm to utilise the wealth of their experiences towards constructing a successful treatment model. It is a model that celebrates ‘continuity’ of care and treatment (NICE, 2011) and is resource efficient in that it is one therapist who conducts the systemic and individual work. There are no breakages or discontinuities. 
Equilibrium 

Equilibrium has been developed by Dr Terence Nice and inspired and supported by the work of Professor Stephen Briggs, University of East London (Briggs, 2002, 2006, 2008a, 2008b). It is a 12 session treatment model specifically for young people who self-harm and attempt suicide. Equilibrium combines individual sessions with young people and conjoint sessions with their parents or caregivers. Central to the treatment programme are a number of tasks that can be recast in a narrative base that encourages problem-solving, parent/caregiver consistency, reliability, availability and responsiveness. The tasks are specifically related to: (1) acceptance of adolescent change; (2) holding and protecting the adolescent as they struggle to be; (3) Re-orientating the adolescent and parenting unit (4) Moderating intense affective states through systemic regulation (5) staying with the unthinkable – that my child may wish to hurt, harm or kill the self; (6) helping parents tell their stories of adolescent survival and creating new stories; (7) co-constructing the hope of a good-enough future. (8) Making changes that benefit the adolescent and family. (9) Using linear and circular logic to problem-solve. The thrust of the Equilibrium therefore involves parents in an integrative approach using psychodynamic, psycho-educational and systemic theoretical models. 

Who will Benefit from Equilibrium?

Equilibrium will benefit young people aged between 13-17 years of age who are struggling with issues of self-harm and attempted suicide. A secondary set of benefits relate to addressing some the dynamic forces that underscore self-harm such as interpersonal conflict, affective dysregulation, trauma and an invalidated and under-valued sense of self. The treatment model recognises the self in relation to others (parents, partners, friends, relatives and wider community ties). Self-harm can be accompanied by other issues and difficulties such as high levels of anxiety, depressive traits, loneliness, marginalisation, victimisation, discrimination and a self out of kilter with others. The powerful and intense developmental forces that converge in adolescence, sometimes signalled by the onset of puberty, make it a period of acute change in the domains of sexuality, sexual orientation, self-identity and self/other relatedness. Whilst some adolescents sail effortlessly through adolescence others struggle as their vulnerabilities become critical, visible and destructively enacted. It is the loss of equilibrium towards a state disequilibrium that can trigger a self-destructive episode. Essentially, this means a disruption of affective, perceptual, cognitive and behavioural functions leading to the enactment of self-harm and attempted suicide.   
Goals of Equilibrium

Equilibrium seeks to achieve the following goals: (1) a comprehensive and thorough assessment of self-harm, including individual and parent sessions (2) the engagement of the young people in the therapeutic process, including active decision making about therapeutic focus (3) the engagement of parents/carers (4) the opportunity for individual adolescent-centred therapy over a time limited period in order to prevent/reduce repetition. Thus it appears that this combined model has the characteristics and flexibility to bring about change for young people after self-harm; evaluation of outcomes is now important and necessary to assess its value for CAMHS/ChYPS nationally.

The goals of Equilibrium are to provide a short-term (12 sessions) and stepped   treatment programme for young people referred after an episode of self-harm. Initially they will receive 2 sessions of systemic work alongside their parents/caregivers, and this will lead into 9 sessions of individual treatment with a final family session. The final treatment session has been designed to build upon the benefits of the therapy and assist the family in maintaining and sustaining positive change. In adopting a stepped approach, the goal is to engage family and wider social systems that provide important resources and scaffolding to the young person at a time of crisis. Built into Equilibrium is a flexibility and robustness to respond to the complex needs of young people. 
The Pilot 
The pilot has been designed to trial some of the implicit theoretical constructs and explicit treatment principles of Equilibrium for the purpose of establishing a practice and evidenced based treatment programme for young people who self-harm. This will involve the development of a manual for Equilibrium based upon systematic observation, thematic analysis, process evaluation and client feedback. The principal researcher will recruit 5-6 cases of young people aged between 13-17 years old and take them through the 12 session programme. It is anticipated that this will be a collaborative approach with young people and their families giving feed-back and helping to shape a treatment model that works for them. Each session will be written up in detail to describe the flow of the therapeutic process with the aim of tracking the implicit and explicit phases of the programme.  A session protocol will be designed to ensure that these areas are covered and feedback is duly recorded. This data will assist with the task of founding a manual to standardise the treatment programme and to inform the training of practitioners in the event of launching a future research study. It is expected that this will take between 6-12 months. 

The Design 

The design of the study is directly related to the aims and objectives of the study in terms of obtaining an evidence base for Equilibrium, capturing the lived experiences of young people in treatment and establishing a platform for future research, namely a multi-site research study. The design of the study is to capture the treatment experiences of young people and their families. Whilst the primary focus is upon a short-term treatment process, consideration has been given to treatment outcome and operational delivery. The study has been carefully designed to capture the 'real world' transactions of therapist, client and family. As part of this process NHS ethical approval will be sought to ensure that the study achieves the highest ethical and practice standards requisite for a study of this type.

How will the aims of the study be achieved? 

The principal researcher has adopted the position of a dualistic approach to capture the lived experiences of young people and their families. In this case it consists of using Case series and Thematic Analysis as means to achieve the research aims. Case study research has been chosen to look at the data and material that falls outside of the audio-taped sessions. Thus providing  iterative shifts between case study material (reports, case documents, developmental histories) and thematic analysis of sessions. It is reasoned that this will allow for cross-referencing of the material and increase the depth, verification and credibility of the findings. 
Case Series

Synthesis of Findings 




Data Collection 
Thematic Analysis of Sessions
Data collection will be achieved  through (1) audio recording treatment sessions; (2) Case material and documentation (3) a qualitative exit interview; (4) writing up individual case studies (5) learning from feedback given by young people and their families. It is anticipated that Routine Outcome Measures will be captured as these are an increasing part of everyday CAMHS work, but their explanatory power will be somewhat limited given the sample size, but could be used comparatively or for operational data in planning for future studies. 
Emphasis has been given to co-constructing the research study with young people and their families in order to capture the voice and expertise of these groups. Case study research has been chosen over Grounded Theory, Interpretative Phenomenological Analysis, Discourse Analysis or Thematic analysis because...'there has been an increasing recognition that case studies can make a vital contribution to the task of building an evidence base for counselling and psychotherapy theory and practice' (Mcleod J & Elliot R; p.2, 2011). Despite, the fact that this is a single site study allows one to drill down into deeper sediments as opposed to casting one's net far and wide. It produces a comparatively different knowledge base to a Random Control Trial (RCT), which is seen as a later research objective. 

The Treatment Model 

The treatment model is a short-term intervention of 12 sessions with the first 2 sessions given over to therapeutically engaging and working with the young person and their family (parent/parents/caregivers) followed by 9 individual sessions of psychotherapy. The final session is with the young person and their family bringing the treatment full circle with the purpose of sustaining psychological and systemic change. It is proposed that upon completion of the intervention, the treatment model will demonstrate a reduction in actual self-harm as reported by the young person and their family with a further reduction in those young people who commonly repeat self-harm either through self-injury or self-poisoning. Family sessions will last sixty minutes and individual sessions will last for fifty minutes. A flow diagram has been set in Appendix I to show the process of the model. The treatment model is based upon therapeutic principles, which have an evidence base in contemporary research and literature: 

· Therapeutic engagement of the young person and primary caregivers (Ougrin et al, 2009)

· Continuity of care from point of entry to discharge (NICE guidelines, 2011)

· A treatment model that responds to risk and need that encompasses the young person, their families and wider community ties

· Young person participation in the shaping the body of the research

· The utilisation of a self-harm pathway that is ethical, age appropriate, respectful, non-judgemental and that works for young people and their families 

· The importance of interior mind-sets and exterior systems and subsystems to provide a scaffold to the young person in their time of most need

· A treatment model that effectively meets the needs of young people and reduces the risk of further self-harm or completed suicide.

Equilibrium has three major domains of engagement and treatment (1) the young person; (2) the young person’s family or current caregivers; (3) the major and minor interactive systems (family/school/peers/mates/associates) that affect the young person’s perceptual, cognitive and behavioural patterns. The treatment model has its roots in psychodynamic, systemic and a psycho-educational approach to the phenomena of self-harm with the aim of reducing self-harm behaviours and attempts at suicide. It has an over-arching therapeutic aim of providing a scaffold around the young person as they negotiate the developmental and contemporary tasks of adolescence. Therapeutic focus is towards working through both unconscious and conscious problematic issues within the frame of an emerging sense of self, discontinuities or perturbations in primary relationships and the disequilibrium in primary and secondary systems. In very simple terms the aim of the treatment model is to: 

· Create the capacity to be attuned to one’s own feeling states 

· To have an intimate and positive regard for one’s body 

· To reduce self-harming behaviours and suicide attempts 

· To encourage affective regulation 

· To challenge negative perceptual frames 

· the ability to transform negative affects, cognitions and behaviours to positive affects, cognitions and behaviours

· To develop a coherent and functional sense of self adapted to reality

· To repair relational discontinuities in primary relational systems and units (parents/siblings/mates/peers/school friends)
Treatment Phases 

Equilibrium has four basic treatment phases:
	Phase 1
(2 Sessions)

	Phase II
( 4 sessions)
	Phase III
(4 sessions) 
	Phase IV
(2 sessions) 

	Therapeutic Engagement


	Building an Alliance
	Deepening the Work
	Finishing & Sustaining Change

	Identification of the problem

What are the YP and family’s expectations

What’s the story?

Developmental history 

Positioning of the therapist 

The therapist as regulator & bridge

Where is the damage and who is holding it?

Feeling the feelings
Support/guidance/

education 


	Description of the issues

How is it maintained? 

Who does what to whom? 

Attachment & Bonding 

Trust 

Holding 

Containing 

Mirroring 

Identifying positive and negative patterns

Positive validation

	Patterns for conscious reflection

Relational ties in the here and now

Challenging negative defences
Working with projections 

Transference & Counter-transference

Accepting the unbearable 

Thinking new thoughts 
Carving out a new story 

	Letting go and moving on 

Repairing the ruptures 

Having a new story 

Giving up old ties

Addressing short-term dependency 

Marshalling interior & exterior resources 
Sustaining change in the YP/ family/systems




Session Breakdown 

The following is a rough guide to the session breakdown of Equilibrium. It is likely that this may change as the iterative process of testing the model in clinical practice impacts upon the structure and overall shape of the treatment. 

Session I: Family & Young Person: Therapeutic Engagement of the young person and their family (parent/parents/caregivers/significant others) for the purpose of protection, safety and reduction of self-harm and attempted suicide through treatment and education. To agree a therapeutic contract and goals for the young person and their family and to release sufficient systemic energy and purpose for change. It entails consideration to be given to self-harm as a significant communication to the self, the parenting unit, the family and wider community systems. 
Session 2: Family & Young Person:  Identification of the issues and problems that have impacted upon the young person and their family. How systemic and dyadic relations maintain the self-harm or other affiliated issues leading to impasse, rupture and arrested development. The highlighting of triggers, situations or contexts that elicit self-harm and seeking ways in which to remove or blunt such triggers both in terms of interior and exterior dynamics. Often we see a broken bonds and ties which manifest as discontinuities in relationships as fusion, rejection, abandonment and disregard. New familial relationships are sought to reduce tension, stress, and distress thereby reducing family breakdown.

Session 3
Young Person: This session represents a shift or a bridge from systemic/sub-systems to the emerging sense of self as an active or inactive agent in the matrix of self/other relations. There is often confusion around demarcations and boundaries relating to self-other relations – what is me, what is you, what is inside what is outside, what is body what is mind, what is truth, what is fantasy? etc . This session is about the young person establishing their sense of self and negotiating a pathway through the fog of uncertainty and relational confusion.

Session 4
Young Person: The engagement and establishment of a therapeutic alliance through validating the young person’s experience. The Young person has the space, time and attention to tell their story. In this way, their self-harm experiences can be thought about, reflected upon and conjointly unpacked into significant communications about the self and others in the context of self-harm and ‘here and now’ functioning. 

Session 5 Young Person: The development of a deeper working alliance through trust, reliability, stability and availability takes the work forward. The young person’s story of self-harm is unpacked for analysis and presented for reflexivity and reflection with negative perceptual frames and negative emotional patterns being challenged and re-framed. Underlying unconscious dynamics or implicit cognitive structures that underlie behavioural patterns can be named, challenged and presented for meta-reflection. Evolving relational structures and transference material percolates in the inter-subjective space between therapist and young person. 

Session 6 Young Person: Consciously and unconsciously in the inter-subjective space between therapist and young person, patterns begin to surface, form, disintegrate, re-emerge and re-form. These patterns may represent early transactions, attachment styles, inter-personal patterns that remain embedded in the psyche and soma. These patterns can be positive, neutral or negative. The therapist can provide the holding, containment and linking that integrates splintered states of relating and being, leading to the development of well-being and resilience. The identification and accessing of internal resilience can foster less maladaptive ways of relating and build upon internal strengths and resources. 

Session 7 Young Person: The telling of a story is a sharing experience. Young people tell us that ‘keeping thoughts and feelings’ to the self only serve to create a heightened sensitivity for internal and external stressors and a build-up of tension. These internal pressures fluctuate and only require a small contemporary trigger to release a tsunami of self-destructive feelings. These triggers can be identified, named and understood. The sharing of a story allows for self and inter-relational self-soothing in the form of developing an internal narrative that self-contains destructive impulses and presents them for analysis and reflection. 
Session 8 Young Person: In telling their story of self-harm young people can begin to think with the therapist about a new, more hopeful story that optimises adaptive coping strategies, encourages self-regulation (affective/cognitive/behavioural regulation) and reconfigures interior and exterior relationships – having a less stressful relationship with parents, being more engaged in school, having the capacity to regulate internal states, having a robust and confident sense of self (resilience) to manage the complexity of interpersonal relationships and the reduction of self-harming behaviours. 

Session 9
Young Person: In repairing the ruptures in self -other relations whether minor (arguments, conflicts, differences, dysfunctions, perturbations) or major (complex trauma, abuse, exploitation, assault, bullying, victimisation, violence, discrimination) the young person develops an integrated sensory self (psyche in body) an emotional language and intimacy (affective regulation) a capacity to think with another (cognitive regulation) which prepares the way for behavioural change – the relinquishing of self-harming or self-destructive behaviours. The importance of behavioural change is that it can reinforce the new scripts and patterns through testing out, experimentation and doing things differently. This is likely to be a very individual tailor-made strategy or safety plan on the basis of what works for others may not work for me. 

S10
Young Person: This is a session that is all about getting moving and letting go. The letting go of negative perceptual and cognitive frames or the giving up of old developmental scripts can be more difficult than one imagines. Such frames and scripts are the foundation stone of an emerging sense of self in adolescence and therefore require extensive re-modelling in some cases. In providing the young person with a thinking presence this can provide a fertile ground for realisations and the momentum to develop strategic behaviours leading to the reduction of self-harm. 
S11
Young Person: Often it is the ending of treatment that provides the greatest challenge for young people, who have enjoyed the stability, reliability and security of having to access to a trusted therapist. It brings into the frame old fears and doubts about separation, independence, separateness and autonomy. This is essentially a gathering up and handing over session, which considers the positive breaking of bonds in order to move on, to let go and to regain a sense of self that was lost in the mists of troubled times. Re-integration into the family system is key to ensuring that interior psychological gains or issues continue to be addressed and worked through. 
S.12
Family &Young Person: This session is seen as building upon the changes enabled in the primary system (the family) and secondary systems (friendship networks, peer relations, school, and community links) in providing a scaffold to the young person as they journey through adolescence. Its focus is on capitalising on the gains that have been achieved at a systemic and individual level for the purpose of self-harm reduction and arrest. If there have been no positive gains then this can also be presented for consideration and a new treatment plan devised. This session looks towards sustaining the treatment benefits to ensure that repetition of self-harm or repeat overdoses is extinguished. 

Hypothesing and Formulation 

In parallel with the four treatment phases there is a synchronised hypothetico-formulation model that has four stages. It starts with a systemic hypothesis followed by an individual formulation, which is integrated into a reformulation of systemic and individual issues. This is subject to constant renewal and revision during the course of treatment. The final formulation is fed-back to the family as part of promoting and sustaining change in family systems, inter-subjective systems and individual internal systems. Fishman (1999) argues that in therapy, practitioners follow a cycle of assessing a problem or situation, devising a plan of action, monitoring the effectiveness of the intervention and modifying actions in the light of feedback. The following strategic hypothesising and formulation seeks to capture this process, but in a staged approach. A notational record of this process will be written into each case, so that there is a transparent pathway evidencing the shift from systemic hypothesis to individual case formulation and towards a reformulation. 
	Stage 1
	Stage 2
	Stage III
	Stage IV

	Systemic Hypothesis


	Individual Formulation
	Reformulation

Systemic/Individual
	Sharing Reformulation


Aims of the Pilot Study 

The aim of the pilot is as follows:
1. Aim 1 - To capture the real world transactions of therapist, client and family in the context of a treatment programme entitled Equilibrium

2. Aim  2 - To develop an Equilibrium Manual for practitioners based upon the real world transactions of therapist, client and family 
Treatment Objectives of the Pilot Study 

The treatment objectives of the pilot are to:

(1) To offer a short-term intervention of 12 sessions to 5-6 cases that will be systematically evaluated 

(2) To reduce events or episodes of self-harm and symptom reduction 

(3) To engage therapeutically the young person their family, and associated networks  

(4) To enhance problem reduction and emotional well-being, 

(5) To promote problem solving, affect regulation and social functioning,

(6) To encourage relationships and attachments, 

(7) To foster reflective capacity 

(8) To evaluate the young people’s satisfaction with the intervention 

Operational Objectives 

(1) To empirically assess and ascertain the strengths and deficits of Equilibrium for the purpose of revision and reform where applicable. 

(2) To garner feedback from participants in order to ensure that Equilibrium has incorporated into the design of the research study the informed views and evaluations of young people and their families.

(3) To iron out the operational issues that will inevitably arise as the theoretical constructs of Equilibrium are translated into treatment. 

(4)  To map, register and record individual cases in order to refine the treatment model for the purpose of manualisation and the advancement of practitioner training. 

Methodology 

In methodological terms, emphasis has been given to co-constructing the research study with young people and their families in order to capture the voice and expertise of these groups. Case study research has been chosen because...'there has been an increasing recognition that case studies can make a vital contribution to the task of building an evidence base for counselling and psychotherapy theory and practice' (Mcleod J & Elliot R; p.2, 2011). Despite, the fact that this is a single site study, this allows one to drill down into deeper sediments as opposed to casting one's net far and wide. It produces a comparatively different knowledge base to a Random Control Trial (RCT), which is seen as a later research objective. 

Case study research has a long and august history, with Freud using case studies to generate psychoanalytical theories and to describe psychoanalytic practice. Freud borrowed this method from medical research by way of writing up detailed clinical cases to evidence process and outcome. Theories involve complex sets of propositions that seek to reflect the way factors interact and unfold over time. One of the most effective ways of achieving this is to test theoretical ideas through the analysis of individual cases (Mcleod J, 2010). Mcleod (2010) argues that there are four important factors, which supports case study research as a means of testing new and innovative therapies: 

(1) Case studies offer a form of narrative knowing 

(2) They provide an efficient way of representing and analysing complexity

(3) Case studies generate knowledge in context 

(4) Case studies are an essential tool in capturing expertise in action (Mcleod, 2010). 

According to Yin, (2009) a case study is …’ an empirical inquiry that investigates a contemporary phenomenon in depth and within its real-life context, especially when the boundaries between phenomenon and context are not clearly evident’. According to Fishman (1999) practitioners follow a cycle of assessing a problem in terms of their own conceptual framework, devising a plan of action, monitoring the effectiveness of their intervention, taking what does and does not work forward to other cases. Narrative knowing encapsulates complexity, contextuality and the generation of pragmatic knowledge can be seen as representing distinct features of case study research (Mcleod, 2010). 

A case study is an empirical inquiry that:

· Investigates a contemporary phenomenon in depth and within its real-life context especially when 

· The boundaries between phenomenon and context are not clearly evident’ (Yin, 2009;p.18). 

The importance of case study method is that it systematically investigates context as opposed to controlling conditions in order to eliminate bias and confounding variables. A further set of points increases the sharpness of the definition. It can explain the presumed causal links in real life interventions that are too complex for the survey or experimental approach. The case study inquiry: 

· Copes with the technically distinctive situation in which there will be many more variables of interest than data points and one result 

· Relies on a multiple sources of evidence with data needing to converge in a triangulation fashion and as another result 

· Benefits from the prior development of theoretical propositions to guide data collection and analysis (Yin, 2009). 

Case Study Method 

Case study research has offers penetrating depth, focusing upon the process of making meaning (Bruner 1986, 1990) rather than upon the statistical significance of testing propositions or hypotheses. By virtue of this focus case studies are well placed to capture the linear flow and circularity of complex processes in human transactions and interactions. Such transactions do not evolve or emerge from no-where, but are shaped by powerful trans-generational forces and inter-generational systems. Case study method consists of seven phases: (1) Planning; (2) Design; (3) Preparation; (4) Collection of data; (5) Writing up; (6) Sharing Findings; (7) Dissemination.
Data Analysis 

A thematic analysis of the data will be completed in order to highlight case themes, patterns and latent dynamics underpinning the treatment of self-harm in young people. Thematic Analysis (TA) has been chosen over other analytic methods, because it allows for the whole contextual analysis of the treatment programme and does not rely on the subjective events and objects that participants encounter and describe in accessing the experiential meaning of phenomena. Thematic Analysis is a rich, detailed and flexible method of analysis (Attride-Stirling 2001) and is considered to be a method for: 


‘Identifying, analysing and reporting (themes) within data. It minimally


organises and describes your data set in (rich) detail. However, it also


goes further than this and interprets various aspects of the research 


topic’ (Boyatzis, 1998 as cited by Braun & Clark, 2006). 

Braun and Clark (2006) describe a six phase guide to thematic analysis, which is follows: 

(1)
Phase 1: familiarising yourself with the data

(2)
Phase 2: generating initial codes

(3)
Phase 3: searching for themes 

(4)
Phase 4: reviewing themes 

(5)
Phase 5: defining and naming themes 

(6)
Phase 6: producing the report 

Thematic Analysis can also reveal latent dynamics, forces and structures that upon a surface or manifest analysis might not be identifiable or accessible to the researcher. It is important for the researcher to establish their specific epistemological and ontological frames of reference as different frames or lenses can lead to wholly different analyses or outcomes (Braun & Clark, 2006). The flexibility of Thematic Analysis can allow the researcher to drill deeper into the data corpus, through the construction of thematic networks (Attride-Stirling, 2001) modelling and theory generation (Holloway & Jefferson, 2000). 

Participation 

It is proposed that participants will be identified at the point of coming into contact with clinical services, whether by virtue of self-injury or attempted suicide. The routes into the service may be via A & E, schools, GP surgeries, Social Services or other agencies. Assessors at the point of contact with the young person or their family or at the point of clinical engagement would consider whether a young person might benefit from Equilibrium. An alternative, but highly viable pathway, which is already in existence, in terms of an intra-clinical route, is whereby other disciplinary colleagues might wish to refer young people for this particular form of treatment. To facilitate a representational sample and equality of access, participants could be recruited from a variety of routes to establish Equilibrium’s best place in the pathway. This could be conducted by recommendation or on the basis of positive first contact and response. Recruitment could be based in the principle of randomisation, but operationally, previous studies have noted the difficulty in recruiting young people to research projects. If this is not the case, then an operational principle of randomisation can take place on the basis of equality of access to treatment.
Participants will be asked to give their informed and written consent before agreeing to undertake the treatment programme. It is anticipated that parents or caregivers in ‘loco parentis’ will also be asked to give their informed and written consent. The young person or their family can withdraw from the treatment programme with no negative consequence for their continued care or treatment. There will be no financial or any other incentives to induce participation. The pilot treatment programme will seek NHS ethics approval to ensure that all ethical standards are met. 
ChYPS sites: participants will be from two ChYPS sites in Kent, Broadstairs and Canterbury in Kent. We have good relationships with key staff and the support of managers in both ChYPS sites. We have discussed in detail the research project with key managerial and clinical personnel and presented the pilot project to the Core Leadership Group (21/12/14). 

Eligibility: 

Inclusion criteria: 

· Young people aged 13–17 who have harmed themselves in the previous 2-4 weeks. 

· Those young people, their parents and caregivers who are able to give informed consent to treatment

· Young people who are not suffering from a severe mental disorder or who are severely learning disabled

· Young people, their families and caregivers who have a basic fluency in English 

Close attention will be paid to conditions that would lead to exclusion from the study, including: immediate risks of hospitalisation in cases of suicide, very severe and acute mental health conditions (psychosis) and some learning disabilities.
Exclusion Criteria:  

· Those young people who are undergoing in-patient treatment 

· Young people who are chronically suicidal 

· Those young people who are unable to give informed consent or fully understand the requirements of the study

· Those who have a cognitive impairment. This means that those accessing main-stream school with an IQ of 70 or over would be accepted, but those with an intellectual disability under this threshold would not be accepted into the study. 
· Those young people who are not fluent in English to the extent that they do not have a basic understanding of the English language or  access to the school curriculum in the context of a mainstream school.
We will include judgements by clinicians about capacities of individuals to engage in treatment, because, though we expect the intervention to increase rates of engagement, this will not be a home-based service. It is expected that for these young people there may be multi-agency involvement, e.g. where there are child protection concerns and we will assess for criteria where these interfere with delivery of Equilibrium. It is anticipated that those young people who are being treated with medications will be excluded on the basis of factor contamination, since we wish to exclude any factors that might mediate or moderate treatment outcome.  

Recruitment to the Study 

It is anticipated that recruitment of the 5-6 cases to the study will be in a given number of stages. 

Stage 1: To present Equilibrium to clinicians at a Hub meeting 

Stage 2:  To invite clinicians to refer young people and their families to participate in the pilot study after an initial hospital or clinical assessment of self-harm or attempted suicide. Young people and families would be actively encouraged to give feedback as to effectiveness and what works for whom. 

Stage 3: For young people and their families to be comprehensively briefed and to give their informed consent to participate or to withdraw at anytime. Any child protection or safeguarding issues will be addressed at this time and robust and satisfactory pathways put in place. 

Stage 4: The delivery of Equilibrium 
Step 5:   Collecting and collating feedback for the purpose of identifying operational deficits and to give voice to the ideas, thoughts and evaluations of young people and their families. 

Step 6: Lunch and Feedback Session as a thank you to participating young people and their families (YP group/family group/ YP/Family Group). 

Step 7: Planning the way ahead

Step 8: Research Study – Research bid to suitable funding organisation.  

Treatment Manualisation 
For many years the term ‘manual’ was synonymous with the idea of a text-book or hand-book. The term ‘manual’ from the Latin ‘manualis’ and ‘manus’ meaning ‘hand’ and many older definitions refer to the notion of ‘by hand’. Several short-term psychotherapy treatments (Mann, 1973, and Davanloo, 1980; 1984) used a traditional textbook format, but the term manual gained credence with the pioneering psychotherapy research of Lester Luborsky. For Luborsky & DeRubeis (1984) a treatment manualisation needed to fulfil the following criteria (Kachele, 2013): 
(1) The specification of technique needs to be as complete as the type of treatment permits

(2) The manual should make clear the treatment principles and the approaches which the therapist is supposed to perform

(3) The manual should have an accompanying set of scales to measure the degree to which the therapists have complied with its main technique.  
In other words, therapeutic manuals should do what it says on the can and follow the written instructions set out. The central theme is one of adherence to the theoretical and technical framework outlined in the treatment process. This is easier said than done as each therapist may have developed their own therapeutic style and frame of working. There is evidence to suggest that experienced clinicians are more effective than less experienced clinicians and there have been strong tensions between the subjectivity and inter-subjectivity of client and patient and the objectification of therapeutic process and method. Therefore some latitude with regards to style and experience needs to be embedded in the manual as it is difficult to predict how different therapists may intervene. Manualisation far from becoming an extinct species has become an important developmental milestone in achieving an evidenced-based treatment programme. For example, the recent development of a manual for mentalisation by Bateman et al (2014) is a case in point.  

Six Steps to Manualisation 

(1) The first step in creating a manual is describing, defining and clarifying the core elements that are characteristic of Equilibrium as a treatment programme 
(2) The second step is to create an over-arching meta-framework that reflects the core elements in terms of goals, themes, practises and outcomes

(3) To describe in detail the structure and the process contained in the meta-framework and the session by session process shifts

(4) To move from a micro-analysis to a macro-approach which is embedded in clear and general codes of practice 
(5) To write up the manual in a detailed and operational style that is accessible to therapists and clients
(6) To submit the manual to the critical scrutiny of therapists, clients and families

I am in no doubt that this proposed manual structure will be revised and reformed as the research unfolds, but this is part and parcel of the research process. There is an increasing array of treatment manuals to utilise in ensuring an ethical, effective and evidence-based treatment programme. 
Future Developments 
I have nominated four Routine Outcome Measures for purely for informational purposes as these will not directly contribute to this pilot study but may well be considered for future research purpose when manualisation has been completed and a research team set-up to evaluate Equilibrium. 
Outcome Measures and Evaluation 

Presently, there are two outcome measures that are being considered in the delivery of Equilibrium: (1) Goals and Goal Based Outcomes (Law 2013; Law & Jacob, 2015); (2) Score 15, Stratton et al, 2010.These measures will be used for operational purposes rather than demonstrating significant clinical change, since the small sample will not provide a range of scores or power that would be statistically significant or meaningful. Yet statistical advice will be sought from Dr. Dinkar Sharma in order to conduct a simple T test that may show some statistical significance. It is hoped that young people and families will give their own feedback. 

Goals and Goal Based Outcomes (GB0s) 

Goal based outcomes (GBOs) are a way to evaluate progress towards a goal in clinical work with children and young people, and their families and carers (but the ideas can equally be adapted to work in adult mental health or learning disability settings). They simply compare how far a young person feels they have moved towards reaching a goal they set at the beginning of an intervention, compared to where they are at the end of an intervention (or after some specified period of input). GBOs use a simple scale from 0-10 to capture the change and GBO record sheets which can be downloaded from the CORC website, www.corc.uk.net. The outcome is simply the amount of movement along the scale from the start to the end of the intervention (Law, 2013). Please see GB0 booklet (Law & Jacob, 2015). 

CORC- CAMHS Outcomes Research Consortium 
CORC is a learning collaboration of mental health professionals dedicated to improving the quality of CAMHS nationwide. Every year over a quarter of a million children, young people and their carers attend Child and Adolescent Mental Health Services (CAMHS) in the UK. CORC wants to understand what helps them best. Over 70 member services across the UK and Scandanavia are committed to ensuring that young people and their families receive the best help possible. CORC trains CAMHS professionals in how to use outcome data by offering free training to members, consultancy to interested parties and advice to government.

Communication from C0RC regarding Validation 

Hi Terence,
 
There has been no validation of this measure as the difficulty with such subjective measures is that their scientific validity is difficult to establish; as a young person moves towards a goal it is difficult to be sure that what they rate on the 11 point scale reflects a true shift.
 
You can find more information around guidelines for usage can be found here. Also here is a research article which explores change in difficulties and impact of daily life evaluated by a standardised measure (SDQ) and an idiographic measure (Goals). 
 
Many thanks,
 
Meera
 
Meera Patel
Research Assistant - Data
Child Outcomes Research Consortium (CORC) | Jordan House, 47 Brunswick Place, London, N1 6EB
| T: 020 7443 2225 | E: Meera.Patel@annafreud.org  | W: www.corc.uk.net

Score 15

SCORE is a self-report outcome measure designed by Professor Peter Stratton and Professor Judith Lask and seeks to be sensitive to the kinds of changes in family relationships that systemic family and couples therapists see as indications of useful therapeutic change. It is intended to be serviceable in everyday practice; short, acceptable to clients and usable across the full range of our work - the full range of presenting problems, the clientele, and the formats of work: including individual, couple, family and multi-family. Since 2006 AFT has supported the research group developing the SCORE outcome measure. The main version consists of 19 questions (15 scales, four self-descriptions) which take less than 10 minutes for family members to complete (AFT, 2017) 
Validation 
The SCORE is now established as a proven measure of family functioning. Stratton et al (2013) have completed the research to establish its validity as an index of therapeutic change (Stratton et al, 2013, Journal of Family Therapy). A full account of its development is published in the Journal of Family Therapy (Stratton, Bland, Janes & Lask 2010). In the 2010 issue of JFT, Alan Carr’s team reported a substantial independent investigation based on the SCORE 40 which provides further validation of our approach (Cahill et al, 2010). 

SCORE can be read in terms of second order change; structural change; change in the stories the family members have about their family; change in systemic processes within the family; in an orientation to solutions; improvements in relation to hopefulness, agency, hostility, risk, blaming, well-being, a happiness and so on. The current achievement is that we have a short version of SCORE – SCORE-15 - which has 15 descriptions of aspects of family life and process, along with other indicators of the state of the family, all on one sheet of A4. The research that created the SCORE-15 showed that the earlier 40 items were all useful, so the SCORE 40 measure is also available from Peter Stratton as a more detailed, probably research, instrument. Alan Carr and his group in Dublin took the same SCORE 40 and have created a 29 item version that is entirely compatible with, but more detailed than, our 15 item short form.

Score 15 as an overall measure of family functioning

SCORE-15 can be used as an overall measure of family functioning, but will also generate ‘sub-scale’ scores from the 5 items on each of three dimensions: 

• Strengths and adaptability
• Overwhelmed by difficulties
• Disrupted communication (AFT 2017) 
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Budgetary and Resource Implications 

There are no anticipated clinical costs in delivering this pilot study owing to the fact that the author already treats young people who self-harm. This would be a formalisation of existing practice into a more structured treatment model which can be audited and evaluated for the purpose of further research study. 

Publication 

It is anticipated that a number of publications will arise from this pilot study. Therefore a written and signed informed consent sheet for the purpose of publication will be a requirement that will be written into the prerequisite documentation for young people and their parents.  There is an expectation that both young people and their parents sign this along with other given information sheets. 

Next Steps 

· To make a full ethical application to the NHS Ethics Review Board in Autumn 2017
· To consult with Sussex Partnership NHS Foundation Trust R&D department for support and approval.

Dr Terence Nice (02/04/18)
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Appendix I

Equilibrium : A 12 session Treatment Model for Young People who Self-harm





In Equilibrium, ‘systems repair’ refers to ensuring that the family system is changing in line with the child’s drive for individual change. ‘System failure’ refers to the family system  not meeting the child’s needs or responding to the systemic perceived risks that are required in order to make meaningful progress and to keep the child protected and safe.  
.  
Appendix II

	Data Base


	Terms 
	Date
	Results
	Range 
	Significant Results 

	
	
	
	
	
	

	Ovid Online


	Self-harm

Young People
	29/07/16
	2226
	All dates
	> results

	Ovid Online


	Self-harm

Treatment

Young People
	29/07/16
	2
	All dates
	1

	Ovid Online


	Self-harm

Adolescent


	29/07/16
	18
	All dates
	7



	Wiley Online

Includes Cochrane


	Self-harm

Young People

Treatment
	29/07/16
	4675
	All dates
	>results 

	Google Scholar UK


	Self-harm

Young People
	29/07/16


	3730


	All dates
	>results

	Google Scholar UK


	Self-harm treatment adolescent
	29/07/16
	3,430
	Since 2016
	>results 

	Psyche Articles

University of Kent


	Self-harm treatment

Adolescent 
	29/07/16
	5


	All dates
	2

	Psyche Articles

University of Kent


	Self-harm 

Young people 

Attempted suicide 
	29/07/16
	2
	All dates
	0

	Psych Info

Ebsco host

University of Kent 


	Self-harm

Young People

Treatment
	29/07/16
	101
	All dates
	21

	Data Base


	Terms 
	Date
	Results
	Range 
	Significant Results 

	Web of Science 


	Self-harm 
	12/08/16
	5,442
	2010-2016
	>results 

	Web of Science 


	Self-harm 

Adolescents 
	12/08/16
	1,348
	2010-2016
	>results 

	Web of Science 
	Self-harm 

Adolescents 

Treatment 
	12/08/16
	241
	2010-2016
	35

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Appendix III

	Database
	Terms
	Search Model
	Results
	 Year 2017
	Date Accessed

	EBSC0

Medline


	Self-harm

Attempted suicide
	Boolean
	221
	
	13/03/17

	EBSC0

Medline
	Self-harm

Self-cutting


	Boolean
	54
	
	13/03/17

	EBSC0

Medline
	Self-harm self-injury 

Att Suicide 
	Boolean 
	31
	
	13/03/17

	EBSC0

Medline


	Self-injury 

Att Suicide

Young People  
	Boolean 
	3
	1
	13/03/17

	Proquest 


	Self-injury 

Self-harm 

Att Suicide 
	Boolean 
	1469
	930
	13/03/17

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Appendix IV Clarifications for Equilibrium 

(1) Risk assessment and management protocol?

All documentation will be completed with regard to an assessment of risk and need as indicated in the NICE guidelines 2011;CG.133. In the event of an unacceptable level of risk or need I shall discuss this with a Consultant Psychiatrist who has agreed to be part of the study, my team leader, supervisor and the Crisis Intervention Team. I intend to set up a Clinical Monitoring Group to ensure that any identified risks or needs are being met and the research study is being managed appropriately. I see this Clinical Monitoring Group as consisting of three clinicians including myself who are able to track and audit the study. It will meet fortnightly for a period of 30 minutes to 60 minutes. 

(2) How will safe guarding issues be managed- procedure in place?

I will inform the safeguarding officer for NELFT (Ms Yvonne Norley) in writing of the study and adopt the same protocols and procedures that any child, young person or family member would expect as part of being routinely seen. I shall ensure that these procedures are communicated to young people and their families before the start of the study. I will ensure that they are clearly embedded in the Participant Information Sheet (Please see attached NELFT safeguarding proposal).
(3) Who will have clinical responsibility?
As Principal Researcher and Psychotherapist conducting the treatment I think clinical responsibility should principally sit with me. However, I have created a structure to ensure that clinical responsibility is held at a second order level by the Clinical Monitoring Group, my supervisor and the Consultant Psychiatrist involved in the study in terms of research support. 

(4) Who care coordinates? 

This will be the clinician or practitioner who has referred the case to me. In the event or absence of a care coordinator I would take on the responsibility for care-coordination. This will be made clear to the referring clinician in terms of ongoing contact and responsibility. 
(5) Will they be closed to the local CAMHS/ CHYPS during the pilot treatment?
No, they will remain open to CAMHS as this would be part of a self-harm or complex pathway. Consequently, a care plan recorded will be placed on the administrative system for the YP receiving the treatment including treatment goals, the treatment plan and how liaison with CAMHS will happen.

(6) How will trauma and/or traumatic reactions be managed within the therapy?

As with any complex therapeutic treatment traumatic reactions are actively worked with either systemically or individually in order to manage, process and reduce them. In the event, that traumatic reactions are uncontainable or escalate I would take the following action: (1) To consult with the team manager and clinical colleagues; (2) to discuss the case with a Consultant Psychiatrist; (3) for the Consultant to see the family in terms of an additional assessment session. (4) to discuss with the young person and the family whether they are able to continue with the treatment programme. 

(7) What is the procedure for managing escalating risk?

In the event of escalating risk I would attempt to register, record and contain the risk within the confines of the treatment programme. If this proved ineffective I would formulate a formal risk plan and care plan making the necessary adjustments to contain and reduce the escalating risk. As a matter of good practice I would discuss this in supervision and bring it to the attention of the Clinical Monitoring Group. Naturally, a Risk Plan will be in place for each young person.
(8) How will the pilot clinicians link in with local services?

As a practicing clinician I am already linked into local services. However, if specialist services were required I would make direct contact with them either to discuss an issue or problem or directly make a referral to them. Initially, this would be through telephone or email contact. 

(9) How will disengagement from treatment be managed?

Disengagement from treatment will be managed by calling a family meeting to discuss the next steps forward. If the young person or the family wished to disengage from treatment I would discuss this with the Clinical Monitoring Group and write to the GP explaining their decision. They would be offered the opportunity to pursue other treatments as part of offering a first class child and young person’s mental health service. 

(10) How will missed sessions be dealt with?

From the outset of the treatment programme the young person will be encouraged to attend all treatment sessions as part of completing the treatment. Naturally, there will be times when through illness, exams or unplanned events that the family or young person will not be able to attend. The session will be re-scheduled following the session order and sequence. If the family or young person should miss two consecutive sessions the young person will be contacted or a family meeting will be called to discuss whether the young person wishes to proceed or withdraw from the study. 
Questions, Goals and Core Practice Principles February 18 Fictional Case Study: Sandra & Family 

Session1 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals
	Core Practice Principles 

	A warm welcome. I wonder who in the family can tell me what issue has brought you here today?
	Engagement with the family 
	Building an alliance 

	What are your expectations of this meeting and the treatment programme?

	Establishing Expectations & Using 

Score 15
	Congruence of expectations

Using Score 15

	I wonder if we can establish the goals the family wishes to achieve by the end of this intervention (GBOs). Using GBOs to rate these. 


	Deciding on the goals the family wishes to achieve
	Goal Based Outcomes

	Sandra, I wonder if you could describe what happened to you? 


	Clarifying what happened 
	Clarification and establishing family narrative 

	How can the family help Sandra stop self-harming and hurting herself? 

Please read this guidance before we finish and ask any questions you have before we finish.


	Utilising the resources and strengths of the family 

Educating and guiding the family 
	Building a containing scaffold to support Sandra 

Enhancing the skill set of the family 




Session 2 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals 
	Core Practice Principles 

	Welcome Back. How did you find the last session?


	Encouraging the family to reflect 


	Reflection and Active Thinking 

	How has the family been coping with Sandra’s self-harming behaviours? 


	Establishing a baseline with regard to what coping strategies the family uses 
	Understanding how the family system maintains functionality 

	Who in the family is closest to Sandra and which family member is least close?


	Scaling family intimacy and emotional regulation 
	Family cycles of feelings, intimacy 

emotional regulation 

	Who in the family can tell me what ways the family copes with Sandra’s self-harm?


	Finding different family perspectives 
	Identifying family strengths and resources and integrating these

	What do we need to do in order to keep Sandra safe and supported?  


	Family Planning (roles and responsibilities) 
	Creating a Family Plan 

Systems

 Change 


Session 3 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals 
	Core Practice Principles 

	Hello Sandra welcome to the individual sessions before we make a start do you have any questions or issues you need me to answer? 
	Orientating Sandra to the start of individual therapy – transitional shift from family to individual treatment 
	Identifying any questions, issues or concerns Sandra may have 

	Sandra, I wonder if we can start by establishing the goals that you wish to achieve by the end of this intervention.


	Setting Goals for Individual Work 
	Goal Setting 

	That’s a good place to start and I wonder how that relates to your self-harming behaviours?
	Making connections and links to self and acts of self-harm
	Connectivity and Expansion of Thought

	I wonder if you could say a little more about your self-harm?


	Exploring Sandra’s self-harm
	Elaboration and Exploration 

	We are coming to the end of the session are there ways in which together we can better manage your self-harm? 


	Thinking together about other ways the self-harm can be managed 


	Management of Self-harm 




Session 4 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals 
	Core Practice Principles 

	How would you describe your attachments when you were young?


	Attachment Descriptors 
	Attachment Relationships 

	What was it like living in your family when you were young? 


	Identifying Early Traumas or Issues 
	Developmental Perspective 

	How did you get along with siblings or friends? 


	Noting Early Networks 
	Supportive and Unsupportive Systems 

	Who was best able to help when you felt down or had a problem?


	Identifying figures able to help 
	Protective Factors 

	When did things start to change for you? 


	Developmental Changes 

(Twists & Turns) 
	Tracing and Mapping Turning Points 


Session 5 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals 
	Core Practice Principles 

	Hello Sandra, I wonder if we could start by you telling me when you first started to self-harm?


	Descriptive and Phenomenological Account of Self-harm 
	History and Description of Self-harm

	What was happening when you first started to self-harm?


	Sandra Describing Internal or Exterior Factors in her Self-harm 
	Exploring Internal and Environmental Factors associated with Self-harm

	What were the triggers that set you on this course?


	Identifying the Triggers 
	Identifying Triggers Internally and Externally 

	What happens after the first triggers? 


	Understanding theConsequences of Triggers 
	Elaboration and Exploration of Triggers 

	How do the triggers affect you and your self-harm?


	Establishing Consequences of Triggers 
	Catching it Early and Deflecting the Process 


Session 6 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals 
	Core Practice Principles 

	Hi Welcome back, we spoke of triggers last session and today perhaps we can explore what happens when something triggers your self-harm or destructiveness?
	Observing Process 
	The Process of Self-harm 

	What kind of feelings do you have when you experience the urge to self-harm? 


	The Feeling Experience 
	Congruence of Feelings 

	Do your sensations or perceptions stay the same or do they start to change 


	Sensory and Perceptual states 
	Mapping Body and Perceptual Changes 

	What kind of thoughts are you having? 


	Defining Thinking Patterns 

(over or under thinking) 
	Positive or Negative Cognitions 



	What happens to your thinking, feeling and body when you self-harm?


	Understanding different States 
	Linking different States


Session 7 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals 
	Core Practice Principles 

	How do you cope with your feelings of self-harm? 


	To cope with feelings 
	Coping with Feelings 

	What are the emotions that fuel your feelings of self-harm 


	Separating out different emotions 
	Emotion Differentiation 

	Where do your thoughts about hurting or harming yourself go? 


	Reflecting upon thinking 
	Describing Cognitive Patterns

	What kinds of coping strategies work for you?


	Finding coping strategies that work 
	Fine tuning Coping Strategies 

	What coping strategies would you recommend to a friend? 

I wonder if we can move from coping to distraction techniques? Here are a set of distraction techniques that I would like you try out over the next week. 


	To move from a position of helplessness to coping 
	To consolidate coping strategies  


Session 8 (Questions, probes, prompts, mirroring, affirmations and challenges)

	Questions 
	Goals 
	Core Practice Principles 

	Welcome back. How did you get along with the distraction techniques I gave to you last week? 


	To use distraction as a technique to deflect from the urge to self-harm 
	Coping and Distraction 

	I wonder which distraction strategy worked best for you? 


	Rating Distraction Techniques 
	Distractions that Work 

	When did the distraction techniques work? 


	Sorting distraction techniques 
	Enhancing distraction 

	How can we ensure that you maintain the distraction techniques that we have spoken about? 


	Thinking of ways which distraction can become embedded in behaviour 
	Sustaining distraction 

	Are there any distraction techniques that you could recommend for other young people? 


	Empowerment of Client 
	Gifting solutions to others 


Session 9 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals 
	Core Practice Principles 

	How do you cope with your feelings of self-harm? 


	To cope with feelings 
	Coping with Feelings 

	What are the emotions that fuel your feelings of self-harm 


	Naming and separating out different emotions 
	Emotion Differentiation 

	Where do your thoughts about hurting or harming yourself go? 


	Reflecting upon thinking 
	Describing Cognitive Patterns

	What kinds of coping strategies work for you?


	Finding coping strategies that work 
	Fine tuning Coping Strategies 

	What coping strategies would you recommend to a friend? 

I wonder if we can move from coping to distraction techniques? Here are a set of distraction techniques that I would like you try out over the next week. 


	To move from a position of helplessness to coping 
	To consolidate coping strategies  


Session 10 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals
	Core Practice Principles 

	Imagine you woke up one morning and you did not want to self-harm?  


	Future ideal scenario 
	Futuristic Scoping 

	What would that look like?


	Detailing future scenario 
	Fleshing out future scenario

	I wonder how that would feel?


	Imagining feeling states commensurate 

Without self-harm 
	Feeling states without self-harm 

	I wonder if together we can start to think about a future without self-harm or self-destructive feelings.


	To facilitate thinking of a future without self-harm 
	Futuristic thinking 

	I wonder what we need to do together to achieve this future? 


	Working together 
	Transforming thinking into action




Session 11 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals
	Core Practice Principles 

	Hi Sandra, we are coming to the end of our time together before we meet with your family for the last time. I want us to think about what we have achieved and what we need to achieve before we meet with them


	Taking Individual Goals back to the family system 
	Re-integrating individual gains and taking them back into the family and other systems 

	How have you found this process? 


	Evaluation of the process 
	Closing down the session 

	What have you found helpful?


	Identification of  helpful aspects of therapy

(Evaluating Score 15) 
	Identifying what works 

(Evaluating Score 15) 

	What have you found unhelpful?


	Identification of unhelpful aspects of therapy 
	Noting what does not work 

	What do we need to take back to the family so that they can help you with your self-harm  and do we need to write it out?


	Awareness of resources &

Looking at the goals Sandra set 
	Facilitating systems change 

Goal evaluation 


Session 12 (Questions can be followed by Probes, Prompts, Mirroring, Validations and Challenges)

	Questions 


	Goals
	Core Practice Principles 

	How have things been for you as a family? 


	Re-engagement of the family 
	Establishing Family Functioning

	What has changed for you as a family with regards to Sandra’s self-harm? 


	Observing Family Change
	The family as a resource in diminishing self-harm 

	I wonder how we can sustain the goals that you have achieved.


	Building positive change into the family system and evaluating the family goals set at the beginning of treatment
	Positive change in the family system & 

Goal evaluation 

	Has there been barriers to sustaining these positive changes 


	Noting barriers to change 
	Awareness of factors which inhibit change 

	I wonder as a family whether we can write a family action plan to ensure that we can build on the strengths and resources Sandra has won in her individual therapy 

Any Questions? 
	Signing up to a Family Action Plan 
	Ensuring the family system is on board and changes with Sandra’s individual changes 
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Presentation at A&E or clinic


(13-17 years old)





2 sessions of Family Engagement and Treatment








Final Session of Family Treatment


(Feedback/Outcome measure)





Equilibrium – 12 Session Treatment Programme


(Outcome measures)





9 sessions of individual therapy


With Young Person





Referral to Self-harm Pathway for Treatment in Clinic 





Assessed by clinician with low/moderate/high self-harm or self-poisoning





Systems Repair





Advice and Guidance





Discharge 





Refer Onwards





Exit Interview – How was it and can we make it better?


Write up of Case Studies








�Insertion of Questions, Goals and Core Practice Principles of each session from Session 1-12


�Reduction of outcome measures from four to two as discussed in last REC meeting. 


�GB0 Third Edition (2015) see pages 27+ for  record sheets


�Further Information about GB0s 


�New Information regarding Validation


�Validation of Score 15 as given by Stratton et al (2013) 
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