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Overview of ASSURED

« ASSURED aims to reduce self-harm & reduce the risk of
suicide

 We developed and are testing a brief, low cost,
psychological intervention for routine contacts in the
ED to reduce future self-harm

 The intervention was developed to be delivered by
specialist mental health practitioners in existing
psychiatric liaison teams



WHY FOCUS ON SELF-HARM IN
THE EMERGENCY DEPARTMENT?

e ~6,000 suicides inthe UK per year (1)

e Self-harm (SH) Is the most important risk factor (2-3)

e ~220,000 SH presentations a year to EDs (4)

e Psychosocial assessments described as inadequate (5)

e Referrals to specialised mental health services - entry criteria,
waltlists (6)

* Risk of suicide greatest in initial week after discharge (7)



RATIONALE

o Brief psychological interventions in the ED reduce
repeat SH and suicide (9)

o Effective components are: Enhanced psychosocial
assessment; safety planning; follow-up contact
(10-12)

e NICE states ‘engaging the service user is a pre-
requisite’ (2)

 Therapeutic alliance linked to fewer suicide
attempts in ASSIP intervention (10)




Conversation Analysis: Videos of ED psychosoclal assessments
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WHAT DO PRACTITIONERS &
PEOPLE ATTENDING ED SAY?

1. People who SH are excluded from
services leading to unhelpful cycles of
attending ED

2. Practitioners feel powerless & patients feel
judged

3. Patients need a human connection which
practitioners underestimate

4. Risk assessments make staff feel safer but
patients find them formulaic and not helpful (8)



Perspectives of people with lived experience

| mean liaison with that is to discourage people
from going to A&E, I've been told, you know, | heard them talking behind my
we’re not going to make it too comfortable for pack, like should we, should
you to come here or enabling you... you know, they call, erm, liaison team or
you don’t to A&E for a holiday, you'll go, I'm something one person said,
going for treatment of wounds and the other responded like,
no, it's okay, just let her go and

/ self-destruct.

With repetition you get a reputation,
you get quite badly treated




Perspectives of young people with lived experience

‘But actually, you know, it should be
like an environment where like being
open and honest in that way Is kind of
“praised”. Like as in praised with kind
of, you know, a proper response and
listening and talking, and not, not like
then passing
onto someone else, or disengaging
and saying like oh you’re too much of
a risk or whatever.’

I'm here because I've almost put
myself here, when there could be
someone who's having a heart attack
or has done something not, and they
just, and you're like, |, | feel bad,
because | feel like I'm taking up their
time(young person)




Perspectives of practitioners: Concerns
about the intervention

e Encourage attendance ~—

We're trying to work with avoiding A&E attendances so we try not to encourage

What we would be offering them? So would they be phoning up?
They could potentially be phoning up each day going oh can |
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e Dependence

e Increased responsibility




Developing the
Intervention

« Systematic review (McCabe et al. 2018)

 RELATE study — conversation analysis of 45
video recorded ED psychosocial
assessments

 Lived Experience Advisory Panel (LEAP)

 Working with stakeholders




ASSURED INTERVENTION

YPostED meeting — 1 week  72-hour check-in call 3 solution focused 3 letters
Narrative interview follow up sessions at 3, 6 and 9 months
(Psychosocial assessment) at 24 and 8 weeks

Enhanced safety plan



ASSURED Training:

https://training.assured
study.co.uk

Narrative Interview,
Validation & Hope

Welcome to Assured

Introduction to Assured

The Assured intervention

Marrative interview

Enhanced and personalised Safety Plan
Signposting resources

Solution-focused sessions

Assured intervention handover letter
Assured follow-up letters

Bank session

Supervision

What's next?

Frequently Asked Questions

Further reading

How do you do a narrative interview?
Allowing space for quiet
Example of a narrative interview

Narrative interviewing is about
encouraging elaboration on each

part of their story
How do you encourage elaboration?

~

How important is it to use
validation in your practice?

Why is it important to validate?
How do you validate distress? >
Seeking help in A&E
How do you validate help-seeking?
N

How can you give people hope?

What you can say to give people
hope >

What might get in the way of good
communication?

Before moving onto the safety plan
Narrative interview: Exercise

What techniques should be used in a
narrative interview?


https://training.assuredstudy.co.uk/
https://training.assuredstudy.co.uk/

MY SAFETY PLAN CHANGING MY ENVIRONMENT |
Brown & Stanley

S f t P I From the Liaison Psychiatry Team at

How likely is it that | will be able to go there:

el / / What might stop me from going to these places:

MY WARNING SIGNS

What do | start to experience when | start to think about suicide or feel extremely

What small steps can help me overcome these barriers:

distressed:
PEOPLE | TRUST
/ What \ Who can | contact when | feel overwhelmed:
& 6 4 How will | know when the safety plan should be used:
\ / How likely is it that | will contact them:
WARNING What might stop me from contacting them:

SIGNS
DISTRACTIONS

CALL FRIENDS What can | do on my own to distract myself :

What small steps can | take to help me overcome these barriers:

PROFESSIONALS

Which professionals can | contact:

How likely is it that | will be able to do this:

What might stop me from turning to these distractions:
v P " How likely is it that | will contact them:

What might stop me from contacting them:
What small steps can help me overcome these barriers:

What small steps can | take to help me overcome these barriers:



Solution Focused Sessions

*Strengths-focused approach, helping people find ways
to move forward from challenges (Ajmal & Ratner,
2019)

L ooking for resources rather than deficits

*Exploring the future the person wants

*Doing more of ‘what already works’

*Not the same as problem-solving, giving advice or
telling people what to do: asking questions that enable
people to build their own solutions



"Problem talk creates problems and
solution talk creates solutions”

Steve de Shazer




Participants:

e Practitioners: NHS practitioners working in psychiatric liaison teams, who routinely
conduct ED assessments

e Patients:
« 216 years of age

* presenting to ED

* presenting with self-harm (i.e., self-poisoning or self-injury, Irrespective
of the motivation or apparent purpose of the act)

* OR suicidal thoughts/behaviour



Assured Programme

Work Package 1: Developing the intervention (2019)

Work Package 2: Piloting the intervention across 4 sites in England
Work Package 3: Developing a training package for practitioners
Work Package 4: Data Extraction - primary outcome

Work Package 5: Randomised Controlled Trial

Work Package 6: Dissemination (2025)



AIMS: ASSURED RCT

 Totest the clinical and cost-
effectiveness of the Assured
Intervention in reducing repeat
attendance to the ED (resulting in a
referral to psychiatric liaison team)

 Thetrial istaking placein 10+
hospitals in England

« Sample: 92 practitioners and 620
patient participants




Primary Outcome

* Number of people who re-attend the ED and are

referred to liaison psychiatry over 18 months following the index episode



Secondary Outcomes: 3, 9 & 18 months

« Suicidality - Beck Scale for Suicide Ideation

« Self-reported self-harm — text survey

* Quality of life — EQ-5D-5L

 Psychological distress — CORE-OM

 Psychological wellbeing - Warwick-Edinburgh
Mental Wellbeing Scale

* Soclal outcomes - SIX

« Suicide

* All cause mortality



RCT (Re)design

 We started with a cluster randomised controlled trial, where
practitioners were randomised to deliver:
 Assured approach (& receive 3 days training)
« Treatment as usual

Then COVID......

We moved to an individually randomised controlled trial



Assured Sites

Royal Devon and Exeter Hospital

OPEN FOR PATIENT
RECRUITMENT

Torbay

OPEN FOR PATIENT
RECRUITMENT

Homerton University Hospital

OPEN FOR PATIENT
RECRUITMENT

East Surrey Hospital

OPEN FOR PATIENT
RECRUITMENT

Royal London Hospital

OPEN FOR PATIENT
RECRUITMENT

Whipps Cross Hospital

OPEN FOR PATIENT
RECRUITMENT

University Hospital Coventry and Warwickshire

OPEN FOR PATIENT
RECRUITMENT

George Eliot Hospital

OPEN FOR

PATIENT RECRUITMENT

Warwick Hospital

OPEN FOR PATIENT
RECRUITMENT

University College London Hospital

OPEN FOR PATIENT
RECRUITMENT

Newham University Hospital

OPEN FOR PATIENT
RECRUITMENT
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ASSURED Consort Diagram

Total referrals screened: 20781

Eligible from record screening: 3919

v

Total excluded (after record screening): 16862

Total approached for consent: 697

v

Total consented: 414

INT: 202 TAU: 212

v

Total not successfully approached: 3222
« Patient declined further information (from researcher):
213
« Patient uncontactable (for in-person screening): 1255
- Patient opted out of being contacted: 1191
* No capacity to deliver the intervention: 19
« Patient not approached (other reasons): 544

Total declined to participate (after study summary): 196
Total declined to consent (after receiving PIS): 87




Engagement in the Intervention
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Didn't engage At least one session Two or more sessions Three or more sessions



Patients’ views (pilot study & RCT) on the narrative
Interview In ED: supportive, caring, non-judgmental

“[They just went through everything with me, talking
about the mental health and all that, he actually made me
feel a lot better and feel like | actually wanted to come
home.....it was just the way he was, genuine, kind, helpful”

"It was like a conversation rather
than her sat there taking notes and
me just talking. So | enjoyed that."
(Patient)




Patients’ views on safety plan

Patients found it helpful if it resonated with them

“The safety plan was easy to use and meant
when you were In crisis, when it's already
difficult to think or make decisions, | had
something to use which | trusted”

(Patient)

"... It was really useful and it was probably the
first time that I've not immediately thrown it
away after leaving a session. So yeah. It was
one that | did that actually resonated with
me." (Patient)

Patients found the safety plan less helpful if it didn’t feel acessible or realistic to follow

"But the only thing was because it was on a
piece of paper... | don’t even know where

the piece of paper is now. I've lost it."
(Patient)

"[The strategy] is like 'you should call a friend when
you feel like that'. Things like that just seemed
aggravating for me because | would love to just pick
up the phone and be like “hey I'm not feeling great”,
but it is just not that easy in the moment. " (Patient)



Practitioners’ views on safety plan

Practitioners had positive experiences of delivering the safety plan:

"| felt the safety plan was really more
than a safety plan. Once people started to
think about reaching out to other people
and getting support from other people,
they did so much more generally than just
at times of crisis... They did make good
use of the safety plan in other ways.”

“The conversation was good
because she wasn't in crisis. She
was able to identify a lot more
techniqgues of how she would calm
herself down and things like that.”



Patients’ experiences of follow-up contacts

“Follow-up sessions gave me tools to
work with, and helped me to not re-
attend A&E. | looked forward to the
sessions - it creates a set of expectations
that you then want to fulfil”

"It's nice to be able to see yourself
changing throughout the sessions,
especially when you start off by
thinking you're never going to feel
better again”

STIRTRENARNL

"She gave me like a tool that | can you
know... I'm resilient enough to go and
you know, continue to fight for my

health. And so yeah, she gave me this
tool that it's really, really, really positive"




Practitioners’ view on the Narrative
Interview In ED

"[The narrative interview] opened up t'So to have that opportu_nity_ to "It fel_t like her

more angles. So, instead of me just just express herself which is emotlon.al needs were
asking direct questions, with a therapeutic in itself. And [I did] met during ”.].e
narrative interview, they would open gather a lot of information even assessment.

new ‘lines of enquiry’. It opens up all just through her own narrative of

the different pockets of the what of what was going on for her"

conversation to try and explore” c + @.

A




AIMS: SASH RCT

« Totest the clinical and cost-
effectiveness of the SASH
approach in reducing self-reported
repeat self-harm

 The trial istaking place in 5 CAMHS
crisis teams covering 8 A&ES In
England

« Sample: X practitioners and 144
patient participants




Secondary outcomes (2 weeks, ~2 months, 6 months)

« Self-report self-harm — two weekly text survey

« ED reattendance for self-harm or suicidal ideation
 Therapeutic alliance — helping alliance scale
 Depressive symptoms — MFQ

 Anxiety symptoms — GAD7

 Wellbeing — Edinburgh-Warwick

 Health related quality of life — CHU9D

 Health service use

 School attendance

 Carers: costs to carer, quality of life



SASH recruitment
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Session 2
(-2 weeks)

Solution Focused
Session

The SASH approach

OPTIONAL
Sessions 4-6
(-6-8 weeks)

Session 3
(~4 weeks)

Solution Focused

. Solution Focused
Session

Sessions

OPTIONAL
Separate session

with Caregiver(s)



Solution focused follow-ups: a
paradigm shift for practitioners

“get to a place where you can be
hopeful...even if you do self- harm,
celebrate the times in between
when you managed not to do it and
focus on whatever it was that you
were doing during those times’ and
tap into that"

“...encouraging people to make most of the
resources that are around them works, seems
to do something... highlighting what people
are doing already, who they have, what
supports they have, the kind of things they do
that help themselves"

“A lot of the time we do focus on the problems of
the world instead of what's right, and that shift is
refreshing because it helps people to recognise
their own strengths, their own coping mechanisms
and strategies”



Practitioners’ experiences
of doing follow-ups

"This whole intervention has taught me, to
really explore self-harm and suicidal

thoughts. Because what often happens in an With a single point of contact that

we might have with someone...it

“It has been really A&E setting, we have patients that frequently _ _ ,
rewarding doing the attend with self- harm [and] you stop asking SohmeEmeS feeclls “-kﬁ yr(])u don_t knowOI
follow ups and those questions [so] self-harm becomes a V‘fkat apper}e |V’:/rl1t t, at patient ar:c
getting to do generic term. And it's not generic, it's y Know, you feel there's no sense o

closure or there’s no sense of
knowing and learning from that

Individual to each person

- the intention behind it is different and it can
be different each time. Even if you've seen experience of what could have been
the same person, it could be different each more or less helpful’

time, it could be triggered by something

different it could be more severe"

therapeutic work
with people”
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ANY QUESTIONS?

. . | Assure
For more information, please contact:
Professor Rose McCabe, Chief Investigator: Rose.McCabe@city.ac.uk

Dr. Alex Bakou, Trial Manager: Alexandra.Bakou@ocity.ac.uk
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