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Abstract

An Exploration of Treatment for Young People with At Risk Mental State:
Experience and Feasibility
Emma Jayne Burton
Year of Submission: 2018

Background: It is possible to identify young people who are at an increased risk of
developing psychosis, often referred to as having an At Risk Mental State (ARMS).
Research shows that psychological interventions offered to these individuals, can reduce
the risk that they will go on to develop psychosis, whilst also reducing their distress.
However, the availability of such interventions within the NHS is limited, and those
services that do support these individuals are characterised by high levels of
disengagement.

Aims: The current portfolio aimed to explore how young people with ARMS
experience mental health services, to identify ways of increasing the acceptability of
these services to them. It also aimed to develop and trial a brief, benign psychological
intervention that could be offered to young people with ARMS by non-registered
practitioners, which could ultimately be used to increase the availability of
psychological interventions for this population.

Methods: A systematic review was conducted. A thematic synthesis analysed existing
qualitative articles to consider young peoples’ experience of ARMS, the services
offered to them and of being labelled in this way. A feasibility study was also
conducted, to assess the viability of offering the intervention, developed for the current
portfolio, within the NHS and in a future Randomised Controlled Trial (RCT).
Results: The current findings suggest that young people with ARMS experience high-
levels of self-stigma, which delay their help seeking. They highlight the importance of
services offering young people the space to talk about and understand their psychotic-
like experiences, within a safe and normalising therapeutic relationship. The
intervention developed was acceptable to young people and mental health practitioners,
with feasible rates of attrition. Recruitment rates were poorer than intended,
recommendations for addressing this in future research are made.

Conclusion: Implications for services are highlighted, as are ways of improving the

intervention developed. A future RCT evaluating the intervention is recommended.
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Chapter One - Introduction

This introduction provides a brief outline of the terms psychosis and At Risk
Mental State (ARMS), whilst emphasising the importance of early treatment, offering
context to the portfolio. It also outlines and provides a rationale for the aims of the

thesis.

Psychosis and At Risk Mental State (ARMYS)

Individuals experiencing psychosis may have ‘positive symptoms,” which
include seeing, hearing, smelling or tasting things that other people do not; believing
things that others find strange; speaking in a way that is hard for others to follow; or
appearing out of touch with reality (these are typically referred to as unusual
experiences throughout this portfolio). They may also experience negative symptoms,
such as blunted affect, poverty of speech, a-sociality, and limited motivation (Cooke,
2014).

Eighty percent of people with psychosis have their first psychotic-like
experience between the age of 15 and 30 (Rethink Mental Iliness, 2013). However, for
many, the impact of these difficulties on their wellbeing and quality-of-life is long-term,
with psychosis considered to be one of the leading causes of disability globally (Mueser
& McGurk, 2004). Psychosis is associated with an increased risk of suicide (6.9% long-
term risk, compared to 0.3% in individuals with no mental illness (Holmstrand, Bogren,
Mattisson, & Bradvik, 2015), and dying 15-20 years younger than the general
population (Brown, Kim, Mitchell, & Inskipp, 2010). Individuals with psychosis also
commonly have difficulties with socio-occupational functioning, e.g. only 8% of people
with psychosis are in employment (Bevan, Gulliford, Steadman, Taskila, & Thomas,

2013), compared to 75% in the general population (Office for National Statistics, 2018).



There are also wider financial costs to society; approximately £11.8 billion per year,
resulting from lost productivity and costs associated with health and care
(Schizophrenia Commission, 2012).

Tsuang et al., (2013) attributed these poor outcomes to delays in the
identification and subsequent treatment of individuals with psychosis. A claim that is
supported by findings that the longer an individual’s duration of untreated psychosis
(DUPY), the more negative their outcomes (Marshall et al., 2005). In response to this,
specialist Early Intervention in Psychosis (EIP) services are commissioned throughout
England to care for people during the first three years of psychosis. These services have
specified waiting time standards, to ensure that individuals with first episode psychosis
(FEP) have timely access to evidence-based interventions (NHS England, 2016).

The evidence that individuals who receive early interventions have better
outcomes, has led to much interest in the early detection of psychosis. As a result, it has
become increasingly recognised that frank psychosis is usually preceded by a pre-
psychotic period, characterised by a gradual decline in psychosocial functioning and
wellbeing (Yung & McGorry, 1996). Such individuals are deemed to have an At Risk
Mental State (ARMS) and to be at a high but not inevitable risk of psychosis (Yung et
al., 1996). They are usually aged between 14 and 35 and will be experiencing chronic
low functioning or a deterioration in functioning, in combination with a genetic
vulnerability to psychosis and/or ‘positive psychotic symptoms’ at a lower intensity or
frequency than in frank psychosis (Yung et al., 2003).

Research shows that psychological interventions for individuals with ARMS can
reduce the likelihood of them transitioning to frank psychosis, improve their quality of

life and reduce their psychotic-like and depressive symptoms (e.g. National

'DUP is the time between the development of psychosis and starting appropriate treatment
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Collaborating Centre for Mental Health, 2013). The National Institute of Health and
Clinical Excellence (NICE, 2014) recommend that young people considered to be at
risk of psychosis are offered individual Cognitive Behavioural Therapy (CBT).
According to Wood, Yung, McGorry, and Pantelis, (2011), treatment during this early
stage should be more effective than treatment during later stages. Considering this,
alongside the significant personal and social costs associated with psychosis, ensuring
the effective identification and mental health support for individuals with ARMS is
particularly important.

Despite the positive findings of the research just discussed, the current mental
health support available for young people with ARMS, within the NHS, is characterised
by high levels of disengagement (Connor, 2017) alongside poor availability of CBT
(Hazell, Hayward, Cavanagh, & Strauss, 2016). As a result, services are missing
opportunities to reduce young people’s distress, prevent their symptoms worsening to
frank psychosis, and alleviate the long-term impacts associated with this, highlighting
the need for improvements.

With this in mind, the current thesis aimed to make a clinically meaningful
contribution to the literature through providing information that could be used to
increase both the acceptability and availability of mental health support and
interventions to young people with ARMS within the NHS. Ultimately, it was hoped
that this could be used to facilitate this populations’ increased engagement with
psychological interventions. These aims are consistent with the British Psychological
Society's (2015) recommendations of focusing on prevention, early intervention, and
psychological interventions for improving children and young peoples’ mental health

services.
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In achieving these aims, the current portfolio acknowledged the importance of
allowing young people the opportunity to express their views and shape the services that
are ultimately delivered; ‘authentic participation’ (British Psychological Society, 2015).
Therefore, careful attention is paid to ensuring that young peoples’ voices are heard and

represented in the findings presented.

Outline of the Portfolio

To achieve its aims, the portfolio reports a systematic review (chapter two)
exploring the experience of young people with ARMS, including their experience of
mental health services and of being told of their risk for psychosis. The results of a
thematic synthesis of qualitative data are outlined and used to make recommendations
for improving the acceptability of mental health services for young people with ARMS.
A bridging chapter follows, which summarises how these recommendations can be
applied to the development of a new psychological intervention.

The following two chapters report on a feasibility study, assessing the viability
of delivering a newly developed intervention for young people with ARMS, both within
routine NHS services and in a future clinical trial. Chapter four is presented as an
empirical paper, which outlines the rationale for developing this brief psychological
intervention as well as its content. This paper describes the findings from the feasibility
study in relation to recruitment, the acceptability of the intervention to young people,
fidelity and indicators of its impact. Chapter five focuses on the acceptability of the
intervention to mental health practitioners.

The final chapter provides an overall discussion and critical evaluation, which
brings together the results from the whole portfolio, positioning them within the existing

literature.
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Epistemology and ontology.

This thesis takes a mixed methods approach, combining quantitative and
qualitative research paradigms, which traditionally adopt contrasting ontological and
epistemological positions (assumptions about the nature of reality and how knowledge
can be acquired) (McEvoy & Richards, 2006). Consequently, it is necessary for the
researcher’s ontological and epistemological position to be made explicit; as such, for
this research, this position was underpinned by a philosophy of critical realism. It
adopted the view that there is more to reality than can be empirically known, but reality
is not entirely constructed through and within human knowledge or discourse (Fletcher,

2017).

A psychological view of psychosis

The author acknowledges the psychological view of psychosis and psychotic-
like experiences as outlined by Cooke and Kinderman, (2018) and the British
Psychological Society (Cooke, 2014).

The author’s view is that there is no clear dividing line between experiences that
are considered to be psychotic and other thoughts and beliefs. ARMS and psychosis do
not exist as distinct categories in reality but represent different sections of the same
continuum.

Despite holding this belief, the author does acknowledge the value of using the
ARMS label and it is adopted throughout this portfolio. There are several reasons for
this. Firstly, whilst, there may not be a reality to ARMS and psychosis as distinct
categories, there is a reality to the distressing unusual experiences that young people
labelled with ARMS have, and that for some these worsen, resulting in the long-term

impacts outlined above. The planning and commissioning of services uses diagnostic
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labelling, thus, categorising people as having ARMS, helps to ensure that those young
people who have multiple emerging non-specific pathology (which could exist across a
continuum and are likely to get worse over time) are able to receive mental health
support/interventions. Moreover, for some service users, being given a label for their
difficulties, can be a validating and helpful way for them to make sense of their
experiences (Hayne, 2003).

In summary, regardless of whether ARMS and psychosis sit on a continuum or
are distinct categories, the ultimate aim of the thesis is the same; to reduce the distress
experienced by young people classified as having ARMS, and to prevent their

difficulties worsening to the point where they would be labelled as having psychosis.
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Highlights

A thematic synthesis of young people’s experience of At Risk Mental State
(ARMS)

Fear, social isolation and stigma characterise early experiences of ARMS
Individuals delay disclosing their ARMS experiences until they reach breaking
point

The chance to talk within a therapeutic relationship and normalisation are valued
Young people with ARMS want to understand and make sense of their
experiences

The ARMS label should be optional alongside formulation and psychoeducation
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Abstract
Mental health services for young people with ARMS are characterised by high levels of
disengagement. Understanding the experience of young people with ARMS can provide
valuable information for increasing the acceptability of the support available to them.
The current review aimed to explore young people’s experience prior to accessing
services for their ARMS, as well as their experience of receiving support and of being
informed of their risk for psychosis. Database searches identified 743 papers for
screening, of which 78 were inspected, before a thematic synthesis of ten qualitative
studies was completed. The analysis generated a model of eight themes: difficult life;
sense-making; anticipated stigma & fear; delayed help seeking until breaking point;
disclosure; non-specific therapeutic factors: talking & therapeutic relationship; valuing a
new understanding; at risk label: value vs indifference. The results suggest that services
should offer young people the opportunity to talk within a trusting therapeutic
relationship characterised by empathy, validation and normalisation. Young people
should also be provided with information about their difficulties. Ultimately, services
must normalise unusual experiences, helping young people to develop new
understandings of them that counteracts their initial self-stigma. Future research must

investigate the impact of these recommendation on young people’s engagement.

Key Words: ARMS; Stigma; Therapeutic relationship; Disclosure; Normalisation;

Sense-making
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Introduction

There is much interest in the early detection of psychosis, with increasing
recognition that it is possible to identify individuals who are at a high (but not
inevitable) risk of developing psychosis before they meet the threshold for the disorder
(Fusar-Poli et al., 2012). Such individuals are usually referred to as having an At Risk
Mental State (ARMS) and/or meeting Ultra High Risk (UHR) criteria (Yung, Yuen,
Phillips, Francey, & McGorry, 2005), and are commonly aged between 14 and 35,
(Parker & Lewis, 2006). Accessing mental health support is particularly important for
this population, as research has shown that psychological interventions can prevent
transition to psychosis and improve quality-of-life (Fusar-Poli et al., 2012).

However, the acceptability of the mental health services and interventions
offered to young people with ARMS is questionable, due to high levels of
disengagement from clinical services in this population (Connor, 2017), as well as high
attrition rates in research interventions (Stafford, Jackson, Mayo-Wilson, Morrison, &
Kendall, 2013). It has been argued that the perceived stigma associated with being
labelled and treated as someone who is at risk of psychosis, may be one explanation for
this observed disengagement (Addington et al., 2011; Kim et al., 2017; National
Collaborating Centre for Mental Health, 2013; Stafford et al., 2013). This highlights the
importance of ensuring that services use language and offer interventions that are non-
stigmatising and acceptable to individuals with ARMS (van Os & Guloksuz, 2017). To
achieve this, young people at risk of psychosis must be consulted about their needs,
preferences and experiences, with the findings used to develop the services that they are

offered (Ring, Ritchie, Mandava, & Jepson, 2011)
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Qualitative research provides the richest detail about service users’ perspectives
and their experience of mental health services (Holding, Gregg, & Haddock, 2016),
offering valuable insights into the factors that impede and promote their engagement
(Russell et al., 2018). Thus, qualitative research seems best placed to gather the
information required to inform the development of services and to increase their
acceptability to young people with ARMS.

The proposal to include ARMS as a formal diagnosis in the Diagnostic and
Statistical Manual (DSM-V) triggered a number of qualitative studies exploring the
views and experience of young people with ARMS, and their views of this as a
diagnosis (Pyle et al., 2015). However, to date, there has been no synthesis of these
findings, which is needed to support their wider generalisability (Ring et al., 2011;
Sandelowski, Docherty, & Emden, 1997).

Considering the above, the overarching aim of the current review was to explore
the subjective experience of young people meeting criteria for ARMS, and to use this to
inform and improve service delivery for this hard to engage population. To support this,
there were three review questions:

1. What is the experience of young people with ARMS, particularly before

accessing mental health services?

2. How do young people with ARMS experience professional support? How
can we ensure that this is acceptable to them and their continued engagement
with it?

3. How do young people experience being given the label ARMS/UHR/being

told their risk status for psychosis?
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Method

Search procedure.

To identify relevant studies, a systematic search of the literature was conducted
in June 2017 and updated in October 2017. The following databases were searched:
PsychINFO, MEDLINE and CINAHL, using the search terms: ‘(At risk mental state
OR ARMS OR ultra-high risk OR UHR OR Prodrom*) AND (psychosis OR Psychoses
OR Psychotic OR Schizophreni*)’. The results were limited to English language and
qualitative methodology (best balance). A further search was conducted of the database:
Applied Social Sciences Index and Abstracts (ASSIA) using the search terms: “(("At
risk mental state™) OR ("ARMS") OR ("ultra-high risk") OR ("UHR") OR
("prodrom*")) AND (("psychosis") OR ("psychoses") OR ("psychotic™) OR
("schizophreni*")) AND (("Qualitative research™) OR ("Qualitative analysis") OR
("Qualitative data") OR ("Qualitative methods")),” the results were again limited to
English language. Additional searches, using the same terms, were conducted through
Google Scholar and The British Library, and by screening the reference lists of papers

accessed in full.

Inclusion and exclusion criteria.
Articles were included where:
(i) Data were collected using qualitative methodology (including mixed
methods)
(i) Data were from young people aged between 13 and 35 who were assessed
within the last year as being at risk for psychosis (either through meeting At
Risk Mental State (ARMS) or Ultra High Risk (UHR) criteria, or deemed to

be in a prodromal stage for psychosis/schizophrenia)
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(iii)

(iv)
v)

(vi)

Data explored young people’s experience of at least one of the following:

a. ARMS symptoms and/or unusual experiences

b. Professional support/interventions

c. Being labelled as ARMS/informed of their risk for psychosis
Data were from young people themselves about their own experiences
Data were collected in High Income Countries as defined by The World
Bank, (2016)

They were published in English.

Articles were excluded where:

(i)
(ii)

(iii)

(iv)

(v)

(vi)

Only quantitative data were available

Data were only from individuals who were not at risk for psychosis and/or
who had (first episode) psychosis, schizophrenia, bipolar disorder or any
other psychotic illness

Data from individuals with and without ARMS were combined and
analysed together, so it was not possible to distinguish that from young
people with ARMS and those without

Data were only collected from informants, e.g. parents, mental health
professionals, peers

Data from informants were combined and analysed with data from
individuals with ARMS, so it was not possible to distinguish between the
two

Data did not capture the young person’s experience (e.g. case studies written

about them)

(vii) No original data were provided
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Quality appraisal.

Consistent with previous thematic syntheses (e.g. Thomas & Harden, 2008), the
studies for the current review were assessed using 12 quality criteria (see appendix B)
taken from existing sets of assessment tools (Cherry, Perkins, Dickson, & Boland, 2014;
Critical Appraisal Skill Programme, 2017; Garside, 2014; Harden et al., 2006;
Horsburgh, 2003; Shaw & Holland, 2014; Thomas & Harden, 2008). Studies were
categorised based on how many of the 12 criteria they met; studies meeting between
zero and six were deemed to be low quality, those meeting between seven and nine were
considered medium quality and those meeting ten or more were classified as high
quality (Harden et al., 2006).

Combining quality criteria was advantageous, as it allowed the combination of
generic quality criteria (e.g. considering aims, sampling and analysis), with criteria
tailored to the purpose of the review (e.g. considering whether young peoples’ views are
captured and represented, Harden et al., 2006).

Due to the lack of a consensus as to what makes ‘good’ qualitative research and
thus what to base decisions for exclusion on, articles were not excluded on the basis of
quality (Sandelowski et al., 1997). However, consistent with Thomas and Harden,
(2008), ‘sensitivity analysis’ was conducted once the thematic synthesis was complete,

to assess the possible impact of poorer quality studies on the review’s findings.

Data extraction and analysis.

Analysis was approached using Thomas and Harden's (2008) three stages for
thematic synthesis ((1) free line-by-line coding; (2) the creation of ‘descriptive’ themes,
(3) the development of ‘analytical’ themes). This approach was chosen due to its

suitability for reviews focusing on questions of acceptability and appropriateness (Ring
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etal., 2011). All text labelled as ‘results’ or ‘findings’ within each included paper was
entered verbatim in to QSR’s NVIVO 11 software for the analysis.

An inductive approach to free coding was taken; lines of text were coded
according to their content and meaning; they were not fit into existing theoretical
frameworks and the reviewer tried to put aside any analytic preconceptions they had
(Braun & Clarke, 2006). Initial free codes were later combined into related areas to
create hierarchical structures; descriptive themes. As each new study was considered,
text was added to existing ‘free’ codes, new ones were created, or descriptive themes
were developed by adjusting and adding to hierarchical structures. Once all studies had
been coded, all free codes and descriptive themes were reviewed, looking for
similarities and differences between them. The synthesis took place at this stage, with
themes from different articles combined to create ‘new’ information, represented as
overarching analytical themes, capturing multiple findings in one idea and answering

the review questions.

Results

Search results.

A total of 833 papers were identified, duplicates were removed, leaving 743
papers, which were screened using their title and abstracts. This process left 78 studies,
which were accessed in full to determine their eligibility. Sixty eight of these studies did
not meet the inclusion criteria (see figure one for descriptions), leaving ten studies for
the review. This selection process was audited by the main reviewer’s supervisor (See

appendix C).
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Figure 1

PRISMA Flow Diagram: search procedure and outcome (Moher et al., 2009)
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The included studies are described in table one, along with numbers to identify

them. The ten studies capture the experience of help seeking? individuals at risk of

developing psychosis in the UK, USA, Canada, Germany and Switzerland. Four of

these studies provide data that informs each of the three review questions (studies: 7, 8,

9, 10), three focus on the experience of ARMS ‘symptoms’ and of service/interventions

2 Currently or historically
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(2, 3, 5), two specifically focus on the experience of service/interventions (4, 6) and the

other focuses specifically on the experience of ARMS ‘symptoms’ (1).

Outcomes of the quality assessment.

Each study was rated against the 12 quality criteria by the lead author, this was
then discussed and finalised with the second author. Table one gives the overall quality
rating for all studies. Appendix B shows which of the quality criteria were met by each
study.

The only study rated as low quality was that conducted by Hauser et al., (2009),
thus an analysis of the impact of this study on the themes generated in the review was
conducted. Several tools within QSR’s software NVIVO 11 (including cluster analysis
of coding, comparison diagrams and a coding group query) were used. These
explorations showed that the themes generated from this paper overlapped with themes
generated by other studies, with it having very few unique themes, indicating that this

study contributed comparatively little to the overall synthesis.
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Table 1

Studies included in the current review

Study  Question/Aims Author(s) and  Sample Method of Data  Type of Findings Quality
Year Collection Analysis Rating
1 Aim: To categorise the Ben-David et 27 participants at clinically high Open-ended Thematic Themes for males: feeling “abnormal/broken,” Medium
subjective experience of at al., (2014) risk for psychosis in the USA narrative Analysis despair, and alienated; going “crazy;”
risk youths 15 males, 12 females. Aged:16-27 interviews fantasising/escapism; desiring relationships.
(Mean age: 21). Ethnically Themes for females: psychotic illness among
diverse family members, personal trauma, struggles with:

relationships, carer and personal development

2 How do individuals Brew, 5 participants meeting criteria for ~ Semi-structured  IPA Three themes of experience: disturbed world/self; High
experience their ARMS? How  Shannon, ARMS (attenuated symptoms interviews disconnection with the world; thunderstruck. Five
do they make sense of the Storey, Boyd,  category) in Northern Ireland themes of understanding: absence of understanding;
development of their ARMS? & Mulholland 4 males, 1 female. Aged: 17-20. use of others; identity; forming links; fragmented
(2017) No ethnicity information reported understanding
3 Aim: To explore experiences, Byrne & 8 participants meeting criteria for ~ Semi-structured  Grounded Individuals with ARMS have often experienced High
and the perception of Morrison ARMS (any category: attenuated  interviews Theory difficulties with interpersonal relationships.
interpersonal relationships and  (2010) symptoms, brief limited Commonly held stigmatising ideas can lead
communication difficulties intermittent psychosis (BLIPs) or individuals with ARMS to fear that they are going
among young people with genetic vulnerability) in England mad and to conceal their difficulties, delaying help
ARMS 7 males, 1 female. Aged: 16-28 seeking. Talking about unusual experiences can
(Mean age: 22.4). improve wellbeing

All: white British
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Study  Question/Aims Author(s) and  Sample Method of Data  Type of Findings Quality
Year Collection Analysis Rating
4 Aim: To explore participants’  Byrne & 10 participants meeting criteria Semi-structured  Thematic Participants valued ‘a chance to talk;’ High
experiences of ‘enhanced Morrison for ARMS (any category) in interviews Analysis interpersonal engagement, informality and
monitoring” and cognitive (2014) England normalisation. Monitoring appointments were a
behaviour therapy (CBT) 6 males, 4 females. Aged: 14-35 ‘therapeutic process,” providing clarity and
within a Randomised (Mean age: 27.5) reassurance. CBT helped to ‘rethink things’ and
controlled trial for people with 9 white British, 1 black British to ‘move forward’ but was hard work
ARMS
5 Aim: To explore how people Hardy, 10 participants meeting criteria Semi-structured  Grounded Three themes. ‘Perception of needs:” recognising  High
with ARMS make sense of Dickson, & for ARMS (attenuated symptoms)  interviews Theory difficulties worsening and needing to access a
and understand their Morrison in England service. ‘Participant’s subjective journey’ through
experiences (2009) 4 males, 6 females. Aged: 16-30 the service: characterised by progression and
(Mean age: 21.8) regression. ‘Participant’s orientation to the
9 white British, 1 black African future:” hopes/aspirations and fears of mental
health problems returning
6 Aim: To evaluate subjective Hauser et al., 16 participants with ARMS Questionnaire No Analysis  Participants reported advantages to Low
appreciation of a (2009) (attenuated symptoms, BLIPs or (answers in free  (Results: psychoeducation, including feeling better able to

psychoeducational programme
for ARMS

basic symptoms) in Germany text)
12 males, 4 females
Mean age: 26 (SD: 4.9)

No ethnicity information reported

descriptive)

manage their symptoms, and finding the

information unburdening
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Study  Question/Aims Author(s) and  Sample Method of Data  Type of Findings Quality
Year Collection Analysis Rating

7 Aim: To explore whether Uttinger etal., 11 participants meeting ARMS Semi-structured  IPA Participants were relieved that a specific termwas  High
individuals with ARMS (2015) criteria (categories not stated) in interviews assigned to their symptoms. They generally found
experience stigmatisation and Switzerland support from the early detection service helpful.
to what extent being informed 7 males, 4 females Many reported stigmatisation and discrimination
about their ARMS is helpful Mean age: 26.7 (SD: 7.72) before accessing the service, resulting from
or harmful No ethnicity information reported altered behaviour and social withdrawal

8* Aim: To explore the Volpe (2011) 5 participants identified as being In depth life Qualitative Participants were aware of the stigma associated Medium
experiences and meaning of at Ultra High Risk for psychosis history analysis of with psychosis and used strategies of resistance to

illness in young people
identified as being at ultra-
high risk for psychosis. How
do participants construct and
interpret their experiences and
what is the impact of their at-
risk label on their sense of
self, identity and social

relationships?

(categories not stated) in Canada

1 male, 4 females. Aged: 14-20

Ethnically diverse

interviews and a
and textural
data

photo elicitation

project

photographic

avoid stigmatisation and uphold a normal social
impression. When offered the at-risk label, young
people redefined their experiences to fit with
more acceptable and familiar notions of health.
Participants appreciated the opportunity to talk to
someone confidentially about their difficulties in

an unstructured environment
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Study  Question/Aims Author(s) and  Sample Method of Data  Type of Findings Quality
Year Collection Analysis Rating
9**  Aim: To examine the Welsh & 6 participants identified as having ~ Semi-structured  IPA Three themes: ‘It is better to say it;” ‘How others ~ Medium
identification and treatment of  Brown (2013) ARMS (categories not stated) in interviews would take me;” ‘Just to have somebody to talk
young people deemed to be at England to.” Participants endorsed the at-risk label to
an increased risk of psychosis 3 males, 3 females. Aged: 13-18 justify and explain their current difficulties, it also
No ethnicity information reported provided them with a sense of optimism.
Concerns about stigmatisations were raised, but
this was rarely experienced
10**  Aim: To explore how Welsh & As above As above IPA Same themes as above. Participants’ respected Medium
adolescents with ARMS Tiffin (2012) being labelled/told about their condition and their

understand their condition

medically and personally

experiences of this were generally positive, with
limited instances of stigmatisation from
family/friends. The ARMS label had the potential
to generate stigma, although this was rarely
observed. Participants valued talking about their

experiences.

*Study 8 was a PhD thesis made up of several articles. Data for analysis were considered to be the results sections for ‘Papers 1 and 2,” as these two articles met inclusion criteria.

**Studies 9 and 10 used the same data
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Thematic synthesis.

Eight reoccurring analytical themes emerged from the analysis. These are shown
in bold in figure two, which shows how the various themes interact and contribute to
each other.

Each of the themes is detailed below. The first five themes represent young
peoples’ experiences before accessing mental health support. The last three themes
relate to young peoples’ experience of services, with resulting implications summarised
in figure two. The narrative below draws links between the themes in an attempt to

highlight their interaction.

Developing unusual experiences.

Difficult life.

Many young people discussed difficult, often traumatic, events and experiences
during their childhood. This included difficult or absent relationships with their parents,
which for some was associated with their parents’ own mental health problems.
Bereavement, typically of a close family member, was also commonly reported, as was
childhood abuse (including sexual and physical), neglect and bullying from peers. E.g.:
“I was born into a violent relationship, my mum, my mum and my dad and, really
escalated from there because | was neglected and things happened to me,” (Byrne &

Morrison, 2010, p.164.)
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Figure 2

Themes capturing young people s experience of: developing ARMS accessing mental health
services and being told of their risk for psychosis, with resulting implications.
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Sense-making.

Young people seemed to want to understand and make sense of the causes of
their unusual experiences and associated difficulties. For some, this involved linking
them to their difficult life events:

“I had also been seeing like demons, demon kind of objects taking my family
away and stuff like that after my granda passed away. Because me and my granda were
very, very close and that’s whenever the depression got even worse,” (Brew et al., 2017,
p.5).

Whilst some young people saw their difficulties as resulting from stress:
“Everything just built up and I just melted down....just like everyone calling, calling me
names, it’s like picking on me, giving me like judgment, like just school stressing out
and everything,” (Volpe, 2011, p.65). Others saw their difficulties as inherent within
them, either as part of their identity or as resulting from their genetics: “Things that
happen in the brain and things that | experience are probably just in my genetic code. |
was born with it,” (Ben-David et al., 2014, p.1500). Whilst others looked for other
biological causes, such as physical illness or side-effects from medications: “Five
patients attributed the onset of symptoms to a different illness, medication side effects
or drug use,” (Uttinger et al., 2015, p.4).

However, some young people seemed unable to understand the cause of their
difficulties:

. . .there is nothing I could really link to you know feeling, you know worried
about something or you know sad about something you just, you know it happened, but
em, yeah there’s not really any, I think mainly why is the thought, why it did happen or

you know what’s happening (laughs) to the world,” (Brew et al., 2017, p.6).
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Anticipated stigma & fear.

Through these attempts to make sense of their difficulties, young people
recognised their experiences as psychotic-like. They were aware that psychosis has a
“negative image in the public opinion and the media, as well as of stereotypes about
psychosis,” (Uttinger, et al 2015, p.4-5). Therefore, they become cognisant of having an
attribute that is deeply discredited in society. As a result, young people began to view
themselves as “abnormal” and worried that they were going mad, as described by Ben-
David et al (2014): “the fear of going crazy was common,” (p.1500).

Young people’s awareness of the stereotypes associated with psychosis also
seemed to fuel several negative expectations. They expected that disclosing their
difficulties would be met with rejection, unkind treatment, and ridicule: “I don’t bother
trying to explain to my family or friends. I just keep it to myself...you feel a bit like,
they’re gonna think you’re going mad,” (Byrne & Morrison, 2010, p.165).

This left some young people experiencing symptoms of social anxiety, as
highlighted by Byrne and Morrison, (2010): “distressing social anxiety had emerged in
relation to the perception of themselves as different or unusual (‘not normal’), and to the
fear of being perceived as such by others,” (p.165). As a result, young people were
cautious about getting too close to people and feared being emotionally hurt:

“I have a boyfriend, but | am scared of getting close to him to the point where
he is going to hurt me or he is going to just disappear somehow or something is going to
happen to him where he is not in my life anymore,” (Ben-David et al., 2014, p.1500).

These difficulties were compounded for the many young people whose unusual
experiences included paranoia: “I couldn’t do basic things anymore like take the dog out
or anything, because | was so paranoid thinking that people were coming after me,”

(Brew et al., 2017, p.5).
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These high levels of fear meant that many young people also displayed high
levels of avoidance. They avoided the situations they found difficult, and were socially
withdrawn, resulting in social isolation e.g.: “at one point I wouldn’t even leave the

house,” (Byrne & Morrison, 2014, p.366).

Delayed help seeking until breaking point.

The avoidance, fear and stigma just outlined meant that many young people
initially avoided seeking help for their difficulties, hoping that they would disappear.
Stereotypes meant that many young people feared the consequences of help seeking,
anticipating that it would result in them being ‘locked away,” and unable to lead a
‘normal’ life:

“I always thought it was like what you saw on Eastenders and that and that | was
going to get arrested and put in a padded call and | was never gonna get out again, and
stuff, and | thought if I admit that | am going to be locked away and | am never going to
see my family and friends again,” (Byrne & Morrison, 2014, p.362).

Many young people found that their unusual experiences worsened over time,
and thus these attempts to “passively wait for the situation to get better failed,”
(Uttinger et al., 2015, p.4). As a result, many described reaching a ‘breaking point,’
when they felt unable to cope on their own any longer: “I was just getting worse and
worse, hearing noise, | just had enough . . . just can’t take it, I have to speak to

someone” (Hardy et al., 2009, p.54).
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Disclosure.

It was at the breaking point just described, that most young people first disclosed
their unusual experiences. The word disclosure has been chosen to capture the sense that
young people’s experience was of opening up about a secret, which they found difficult.

It is therefore unsurprising that young people often thought carefully about who
they would share their difficulties with. Many chose a professional, as they hoped that
this would bring them help and expected that they would experience a less stigmatised
reaction, as highlighted by Byrne and Morrison, (2010):

“Most participants had first disclosed their concerns to a mental health or other
professional, rather than to a family member or friend. For some, this was because they
lacked adequately supportive relationships; while for others, the potential personal and
social costs of disclosure were perceived as being favourably reduced in the context of a
professional rather than personal relationship,” (p.165).

The professionals’ reaction to the disclosure was important in determining
whether the young person went on to engage with mental health services. Negative
reactions were characterised by the young person feeling misunderstood, dismissed or
that they were not taken seriously. This then prevented/delayed further disclosures and
thus the young persons’ engagement with mental health services:

“...my old GP I went to him and again | found it really hard to, you know, em
express and then he would be like oh there’s, he said there’s nothing wrong just go for a
walk (laughs) and | was like right ok, so | felt really stupid and just didn’t talk to anyone
about it for ages,” (Brew et al., 2017, p.5).

Positive reactions were characterised by young people feeling understood,
validated and not judged, leaving them with a sense of relief. These positive

experiences were viewed as important for recovery.
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Young people did not see disclosure as a one-off event and felt that they
continued to disclose specific unusual experiences, as well as their difficult life events
throughout their engagement with mental health services. Again, a validating and

empathic response to these disclosures was key to continued engagement with services.

Accessing mental health services.

Non-specific therapeutic factors: talking and the therapeutic relationship.

Through being offered empathy, validation and confidentiality from
professionals, young people felt listened to, cared for and that their concerns were being
taken seriously. Ultimately, this enabled young people to develop a trusting therapeutic
relationship, which they particularly valued and saw as important for their continued
engagement. Within this, young people valued clinicians who were informal and used
‘everyday language.” Byrne and Morrison, (2014) summarised this: “staff members
were most consistently characterised in terms of their informality, empathy, and
professional understanding,” (p.361). For some young people, the mental health
professional was the only person they had to talk to, and the relationship gave them a
sense of belonging. Others appreciated being able “to share their problems in a safe
environment without upsetting others who were close to them,” (Welsh and Tiffin,
2012, p.217).

The therapeutic relationship was helpful for normalising young people’s
difficulties, achieved through clinicians offering a calm and non-catastrophising
reaction to any disclosures of unusual experiences. This appeared to counteract young
people’s self-stigma; reducing their fears that there was something seriously wrong or
that they were going mad, and helping them to feel less alone, as highlighted in the

following transcript: “it is nice to have someone, who gets it, you know like [therapist],
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like when you, to not be shocked and to know why you are saying it and just, to feel
normal,” (Byrne & Morrison, 2014, p.362.)

A trusting therapeutic relationship was also essential for young people to feel
able to talk about their unusual experiences and concerns. This was viewed as one of, if
not the, most helpful aspects of accessing professional support. Young people found
talking cathartic: “I just get everything out in the open and I don’t have to worry about
anything,” (Welsh & Tiffin, 2012, p.217), and felt it helped them to make sense of their
difficulties: “talking to [my therapist], like we have kind of made more sense of it you

know,” (Brew et al., 2017, p.6).

Valuing a new understanding.

Young people also valued being given information about their difficulties, e.g.
“I want to know about my condition” (Uttinger et al., 2015, p.4). As with talking, this
helped them to make sense of their experiences. Through which, they were able to
develop a new more helpful understanding of them (consistent with the earlier sense-
making theme, whilst counteracting the anticipated stigma & fear theme). Conversely,
young people expressed frustration if services did not provide them with information
about their difficulties and failed to help them to understand them:

“Well, like, I’ve never gotten the results or anything. I don’t really understand it
that well. I think they should give a result....I haven’t really learned what it was that
actually caused it. I just have my own assumptions. To rely on,” (Volpe, 2011, p.63).

Young people also valued completing a therapist-led formulation, as this further
supported them to develop a new understanding of their difficulties, helping them to
make sense of the possible causes and triggers. This was experienced as normalising, as

it facilitated young people to recognise that their “psychological problems could be
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viewed as fundamentally understandable in the wider context of difficult life

experiences” (Byrne & Morrison, 2014. p.364).

At risk label: value vs indifference.

Many young people also valued being informed of their ARMS (or equivalent),
citing a variety of reasons for this. For some, the label confirmed their belief that there
was something wrong and validated how bad they were feeling. Others were relieved
that they did not meet the threshold for psychosis. Whilst the label also confirmed to
young people that they could be helped and that they were not the only one
experiencing their difficulties:

“He reasoned that if the condition has been recognised and had a name then
mental health services should be able to help him. Andy also said that he felt reassured
by professional validation of his beliefs that something was wrong,” (Welsh & Brown,
2013, p.656).

Other young people reacted to being told of their ARMS with indifference;

they felt that it did not matter if they knew about their risk, as it did not change

anything. E.g. “It doesn’t bother me, it didn’t faze me, it means nothing. It’s just another

thing to add to the list of things that could be wrong with you,” (Volpe, 2011, p.68)
Uttinger et al.’s (2015) findings contradicted this theme, reporting that some

young people reacted to the label with fear and insecurity.

Discussion

Through the thematic synthesis of qualitative data, a model of themes has been

developed (figure two), capturing young people’s experience of developing ARMS,
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accessing professional support and being told of their risk for psychosis, with

implications for increasing young people’s engagement with mental health services

Young people reach a breaking point before seeking help.

The current review highlights how understanding and making sense of their
difficulties is important for young people with ARMS regardless of where they are in
their journey. It found that prior to accessing services, young peoples’ attempts at sense-
making contribute to them internalising the stigma associated with psychosis, and
applying the associated negative stereotypes to themselves; a finding supported by the
wider literature (e.g. Ritsher & Phelan, 2004). This is psychologically harmful, as
individuals begin to view themselves as abnormal and experience shame. As a result,
they conceal their difficulties (Corcoran, 2016), and withdraw from others due to
anticipated rejection (Yang et al., 2015). Figure three captures these experiences,
showing how the themes of sense-making and anticipated stigma & fear are
interdependent, linking together in a cyclical manner. The result is that young people
become increasingly withdrawn and fearful, they delay seeking help, remaining trapped
in the pre-disclosure phase of figure two, consistent with the first episode psychosis
(FEP) literature (Boydell, Stasiulis, Volpe, & Gladstone, 2010).

Becoming trapped within the cycles depicted in figure three contributes to the
progressive worsening of young peoples’ difficulties (consistent with Corcoran et al.,
2003), eventually resulting in them reaching a ‘breaking point” when they feel unable to
cope any longer (consistent with Cairns et al., 2015). At this point, young people reach
the disclosure phase of figure two. In the current review, disclosures were commonly

first made to a healthcare professional.
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Figure 3
Young people with ARMS: the imteraction of their sense-making, fear and stigma
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Key to young people’s engagement: professional reaction, the therapeutic
relationship and facilitating new understandings.

The current review highlights the importance of professionals’ reactions to these
disclosures for young people’s engagement with mental health services. If young people
perceive a negative response from professionals, such as feeling invalidated, it seems
likely that it will reinforce their self-stigma and the cycles shown in figure three. It is
therefore unsurprising, that negative reactions leave young people reticent to make
further disclosures, delaying their receipt of professional help further.

The experience just outlined likely contributes to the high percentage of
individuals who have a prolonged Duration of Untreated Psychosis (DUP; the period
between the emergence of frank psychosis and the initiation of appropriate treatment,
Cotter, Zabel, French, & Yung, 2017).

Therefore, positive reactions to young people’s disclosure of unusual
experiences are crucial for ensuring services are acceptable to young people and thus for
their engagement with them. Within the current review, positive reactions were
characterised as being calm, empathic, normalising, and non-catastrophising. These
reactions helped young people to challenge the beliefs captured in figure three. They
enabled them to recognise that they were not as unusual as they had believed, helping
them to develop less harmful appraisals of their unusual experiences (Morrison et al.,
2013), to make sense of their difficulties, and to break down figure three.

Young people valued services where professionals continued to adopt the
approach just outlined post disclosure. When this was offered alongside validation,
confidentiality, and an informal, collaborative way of working, young people were able
to build a trusting therapeutic relationship with clinicians. This extends the findings of

previous research to the ARMS population (e.g. Boydell et al., 2010; Gee et al., 2016).
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This therapeutic relationship was important for young people’s continued engagement,
as it helped them to feel cared for and gave them a sense of belonging. It also allowed
them to talk frankly about their concerns.

Young people valued being able to talk in this way, alongside being given
information about their difficulties, as this helped them to better understand and make
sense of their concerns. This was further supported when clinicians facilitated the young
person to explore and normalise their unusual experiences within the context of their
own life. This highlights the importance of services allowing young people with
psychotic-like experiences the freedom to talk about them (Cooke, 2014) and to develop
an understanding of them as normal and natural reactions to stressful life events

(Johnstone, 2011).

Many young people respond positively to the ‘At Risk’ label.

Telling young people about their risk for psychosis, helped them with their
sense-making and understanding, whilst also validating their experiences, consistent
with Hayne, (2003). It is also consistent with quantitative research, which found the at
risk label to evoke positive emotions, such as feeling hopeful, relieved and understood
(Yang et al., 2015).

There is much debate as to the potentially stigmatising impact of labelling young
people as being at risk for psychosis (Kim et al., 2017). However, the results of the
current review are generally consistent with those of Corcoran, (2016), in that much of
the internalised stigma young people experience appears to result from them having
unusual experiences, rather than the label. In fact, helping young people to understand
their experiences through providing information (including a label) can actually help

them to appraise these experiences differently and thus to challenge their self-stigma.
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Although, it is important to recognise that some young people did not find the

label helpful and instead reacted with indifference or rejection.

Clinical implications and future research.

In addition to the points raised above, the current review highlights the
significant levels of internalised and self-stigma experienced by young people with
ARMS. A meta-analysis by Livingston and Boyd, (2010) found a robust positive
relationship between internalised/self-stigma and symptom severity. This highlights the
importance of attempting to reduce self-stigma in young people with ARMS, not only to
reduce their delayed help seeking, but also to reduce its impact on their difficulties.
Therefore, information and social contact campaigns must continue to target wider
societal views about psychosis (Thornicroft et al., 2016). Moreover, interventions for
young people with ARMS must focus on improving resilience to stigma as a stressor
and reducing self-stigma (Rusch et al., 2013). The discussion above highlights a number
of approaches that would support such an intervention. Future research trials evaluating
interventions for young people with ARMS may benefit from including self-stigma as
an outcome measure.

As highlighted above, young people want to make sense of and understand their
unusual experiences, and being provided with information about their difficulties is one
way they can be supported with this. Psychoeducation interventions which provide
information about psychotic-like experiences, potential triggers, treatment options and
self-management strategies, could provide the information and understanding young
people value (Rathod & Pinninti, 2016). The effectiveness of such interventions for the

ARMS population could be trialled in future research.
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Such interventions would need to take a person-centred approach as to whether
they offer young people the ARMS label, as there was individual variation in young
peoples’ response to this. Providing young people with clear and easy to understand
information about the ARMS label before assessing them for it, is crucial. It would
ensure that young people can make an informed decision as to whether this is something
they wish to pursue, ensuring that the sharing of the label is tailored to each individual,
supporting the acceptability of services (Mittal, Dean, Mittal, & Saks, 2015). This
should happen alongside the development of a normalising, collaborative formulation

(Cooke, 2014).

Limitations

It is important to acknowledge that the current synthesis only captured the
experience of young people who were actively help seeking and willing to participate in
research, and the views of the many young people with ARMS who disengage from
services were not generally captured. Future research may benefit from focusing
specifically on this population, as this may offer more detailed insight into the reasons
for disengagement. However, it is hoped that through highlighting what young people
value in services, the implications of the current review may increase the acceptability
of services for all, ultimately decreasing the levels of disengagement.

Another potential limitation of the review is that each study was conducted in a
particular context, with geographical and cultural differences. Some would argue
against the synthesis of such data on the grounds that concepts identified in one setting
may not be applicable to others (Britten et al., 2002). To address this, the current review
included only studies that were conducted in high-income countries, attempting to

reduce the degree of traditional cultural variability, whilst acknowledging it was still
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present. Furthermore, whilst translating themes across the different studies, the reviewer
was careful to question whether each transfer was valid and to consider any possible
reasons as to why the findings from one context may not be transferable to another
(Thomas & Harden, 2008).

Similarly, the review synthesised studies with differing epistemological stances,
which could be considered a limitation (Cairns et al., 2015). However, others argue that
the value of research findings are enhanced when studies with different epistemological
stances are reviewed alongside each other (Sandelowski et al., 1997).

Finally, it is important to acknowledge the context in which this review was
written; whilst completing the synthesis, the main reviewer regularly assessed young
people with ARMS and conducted research on the feasibility of a novel intervention for
these young people. This could have created bias in the researcher resulting from their
experiences of working with people with ARMS, and through wanting to find support
for the intervention, which they had developed. To decrease this risk of bias, the main
reviewer remained cognisant of and reflected on this, sharing their reflections with

members of the study team and other colleagues.

Conclusions

The aim of this thematic synthesis was to explore the experience of young
people with ARMS, particularly regarding the care they receive.

Prior to disclosing their difficulties to professionals, many young people at risk
of psychosis experience high levels of self-stigma and fear, which interact leading them
to a psychological ‘breaking point.” At this point, they seek help.

Mental health professionals can support engagement in services through an

accepting, educational approach, which allows the development of a therapeutic
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relationship and helps to normalise the young person’s experiences. Ultimately, young
people want to be helped to make sense of their difficulties, and engage when services

support them to develop new, more helpful understandings.
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Chapter Three - Bridging Chapter

The systematic review has highlighted several recommendations for increasing
the acceptability of mental health services to young people with ARMS, and ultimately
individuals’ engagement with them. Within these recommendations, there are several
implications for increasing the acceptability of psychological interventions for young
people with ARMS, which are detailed in table two.

The engagement of young people with ARMS in psychological interventions is
not only hindered by their withdrawal from services (as outlined in the introduction to
the systematic review), but also the poor availability of the recommended intervention
within the NHS. The NICE, (2014) guidelines recommend individual Cognitive
Behavioural Therapy (CBT) for individuals at risk of developing psychosis. However,
CBT is a relatively lengthy intervention, requiring specialist therapists, thus is relatively
expensive (Welsh, Kitchen, Ekers, Webster, & Tiffin, 2016). The limited funding
available for NHS mental health services, (Roberts, 2015) means that CBT’s availability
is limited and thus it is not accessible to many who would benefit from it (Hazell et al.,
2016).

Consequently, there is a need to develop lower-intensity, briefer interventions
for young people with ARMS, which require less specialised therapists, and can form
part of a stepped-care approach. The ultimate aim of this would be to increase the
availability of psychological interventions for young people with ARMS (Hazell et al.,
2016; Stafford et al., 2013). The implications outlined in table two could be
incorporated into such an intervention and would help to ensure its acceptability to this
population. The empirical paper that follows outlines the development and trial of a

psychological intervention consistent with this approach.
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Table 2

The implications of the systematic review’s findings for psychological interventions

Systematic review finding

Implications for psychological interventions

Young people with ARMS want
to be given information about
their difficulties, they want to be
helped to make sense of them
and to develop new, more
helpful, understandings of them

that counteract stigma.

Young people with ARMS value
being able to talk within a safe

therapeutic relationship

Many young people with ARMS
experience social anxiety and
high levels of social isolation,

suggestive of poor functioning.

Provide psychoeducation

Facilitate the development of a collaborative
formulation

Support young people to reduce any negative
appraisals they have of their unusual
experiences and to develop more helpful
alternatives (this would help to counteract self-

stigma, Morrison et al., 2013).

Interventions should emphasise the importance
of the therapeutic relationship, allowing
opportunities for this to develop and for young
people to talk about their concerns

Clinicians should offer young people empathy
and validation. They should respond to
disclosures of unusual experiences in a non-

catastrophising, normalising manner.

Interventions should target functioning and

increasing social activity (Cotter et al., 2014)
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Abstract
Objectives: Brief, benign approaches are needed to increase the availability of
psychological interventions for young people with At Risk Mental State (ARMS). The
current study developed such an intervention and aimed to assess the feasibility of
delivering it within the NHS and as part of a clinical trial.
Design: A mixed methods feasibility study was conducted with no randomisation.
Methods: Young people meeting criteria for the attenuated psychosis category of
ARMS on the Comprehensive Assessment of At Risk Mental State (CAARMS) were
recruited from a NHS Youth Team. Measures of psychotic-like symptoms (CAARMS)
and of psychological wellbeing (CORE-OM) were completed pre- and post-
intervention. Post-intervention, the Working Alliance Inventory and a non-validated
questionnaire were also completed. Participants filled-in the Session Rating Scale after
each session.
Results: Eight eligible participants were recruited, seven completed the intervention
and six completed all measures. The rate of retention was considered acceptable, as
were the inclusion/exclusion criteria. Participants reflected positively on the
intervention and the research. They reported experiencing reduced symptoms and new
helpful ways of making sense of their difficulties. Participants valued the therapeutic
relationship and being given a space to talk. Three participants experienced reliable
improvements in their clinical-score on the CORE-OM. Effect sizes were medium or
large for improvements in severity of psychotic-like symptoms, as well as for the
CORE-OM subscales. There were no adverse effects.
Conclusions: The research and intervention were acceptable to young people with

ARMS. A future clinical trial is recommended with suggestions for improvements.
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Practitioner Points:

A brief psychological intervention focusing on normalisation, psychoeducation
and the therapeutic relationship, alongside some simple cognitive techniques,
delivered by non-registered practitioners, was acceptable to young people.

The research was not able to recruit its target of 12 eligible participants, which
was possibly the result of ‘clinical gatekeeping.” However, rates of
retention/attrition were acceptable.

The intervention appeared to have a positive impact, with participants reporting
reduced symptoms. There were also some reliable improvements on the CORE-
OM and a large effect on severity of psychotic-like symptoms from pre- to post-
intervention.

Conclusions regarding the impact of the intervention are tentative due to the
small sample size and the non-experimental approach.

A future randomised controlled trial is recommended.
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Prior to developing psychosis, individuals often experience a gradual decline in
their psychosocial functioning and wellbeing (Yung & McGorry, 1996). Research has
operationalised criteria which allows the potential identification of people within this
stage. Such individuals will be experiencing chronic low functioning or a deterioration
in functioning, in combination with one of the following:

1. Trait risk factors (genetic vulnerability).

2. Attenuated positive symptoms. (e.g. unusual perceptual experiences, odd

beliefs, referred to as unusual experiences)

3. Brief Limited Intermittent Psychotic Symptoms (BLIPS) which spontaneously

resolve
(Yung et al., 2003).

Individuals meeting this criteria are deemed to have an At Risk Mental State
(ARMS), to be at a high but not inevitable risk of psychosis and are usually aged
between 14 and 35 (Yung et al., 1996). Offering interventions to individuals with
ARMS is particularly important, as treatment during this early stage is thought to be
more effective than treatment during later stages and can prevent transition to frank

psychosis (Wood et al., 2011).

Psychological interventions for young people with ARMS.

The NICE, (2014) guidelines recommend that individual Cognitive Behavioural
Therapy (CBT) is offered to young people at risk of developing psychosis, delivered in
the same way as for those with psychosis (a minimum of 16 sessions with a qualified
therapist). However, the availability of this high-intensity CBT within the NHS is poor,
meaning it is not accessible to many (Hazell et al., 2016), particularly within the time

frames set out by the Early Intervention in Psychosis (EIP) waiting time standards (NHS
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England, 2016). This has been attributed to a lack of financial resources and
insufficiently qualified staff (Lamb, 2018). Therefore, a possible solution is to offer
lower-intensity, briefer CBT-informed interventions, which require fewer resources,
including less specialised staff (Bennett-Levy, Richards, & Farrand, 2010).

Lower-intensity interventions seem particularly appropriate for those with
ARMS, as interventions targeting this early stage of difficulties “should be more
benign” than those designed for psychosis (Wood et al., 2011, p.261), and should focus
on prevention and self-management (Fusar-Poli, Yung, McGorry, & Van Os, 2014).

Moreover, research comparing high-intensity CBT with lower-intensity control
interventions, supports a role for these more benign interventions. For example, the
National Collaborating Centre for Mental Health, (2013) found that low-intensity
control interventions were equally as effective as higher-intensity CBT in reducing
psychotic and depressive symptoms in young people with ARMS, whilst improving
their quality of life and psychosocial functioning. Such interventions involved
monitoring young people, offering them psychoeducation and providing them with a
positive therapeutic relationship.

Morrison et al.,'s (2012) study found that a ‘control intervention’ (deemed
monitoring) delivered by non-registered practitioners, was equally as effective as CBT
in reducing young people’s transition to psychosis, and their symptom related distress.
Further exploration of these findings led to conclusions that attributes of the monitoring
process were active components through which the risk of transitioning to psychosis
was reduced. These attributes included: supportive listening, normalising, non-
catastrophising language and a strong therapeutic-relationship, characterised by warmth,

empathy and acceptance (Byrne & Morrison, 2014; Morrison et al., 2012).
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Research aims.

Development of a new psychological intervention.

Whilst research has demonstrated the potential effectiveness of lower-intensity
interventions for young people with ARMS and made suggestions as to the elements
that should be included within them, it appears that such an approach has not been
developed or researched as an intervention in its own right. Therefore, it will be

important to develop a brief, benign, small-scale intervention for young people with

ARMS, which can form the initial stage of a stepped-care approach in the NHS (Hazell

et al., 2016; Stafford et al., 2013; van Os & Guloksuz, 2017)
Considering this, the current study aimed to develop an intervention that could

be delivered by non-registered practitioners, focusing on the attenuated psychotic

symptoms experienced by young people with ARMS?®. Table three summarises the key

components of this intervention, many of which were informed by the low-intensity

‘control’ interventions discussed above.

3 Morrison et al (2012) concluded that interventions must target specific presenting difficulties; attenuated

psychotic (unusual) experiences were the target of the current intervention.
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Table 3

Elements to be incorporated into the intervention for the current research alongside a rationale for their inclusion

Key element? Rationale

Focus on the therapeutic e Consistent with Morrison et al., (2012)
relationship, characterised by e Research consistently finds that the therapeutic relationship is a key component in the effectiveness of
warmth, empathy and all psychological therapies (Horvath, 2001), accounting for much of the change that occurs in
validation individuals receiving therapy (Budd & Hughes, 2009).
e Goldsmith, Lewis, Dunn, and Bentall, (2015) used structural equation modelling to demonstrate that a
good therapeutic relationship causes improvements in individuals experiencing psychosis, whilst a poor
therapeutic relationship has a detrimental effect. They argued that the therapeutic relationship was the

common factor explaining why CBT and a control intervention were similarly beneficial in their study.

4 Please note that these key elements are all consistent with the recommendations/outcomes from the Systematic Review as summarised in table two
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Key element

Rationale

Offering a normalising and
non-catastrophising approach
to individuals’ psychotic-like
experiences, allowing young
people to develop new more
helpful understandings of
them. Achieved through:
psychoeducation and thought

challenging

Completing an individualised
psychological formulation and

between-session tasks

Consistent with Morrison et al., (2012)

Individuals often experience anxiety due to not understanding and fearing their unusual experiences,
which can fuel the transition from attenuated to frank psychosis (Watts, 2013). Psychoeducation which
explains and normalises unusual experiences can reduce this anxiety, preventing individuals from
developing catastrophic delusional explanations, and averting frank psychosis (Rietdijk et al.,
2010).unusual experience

The British Psychological Society (BPS) argue that psychotic-like experiences should not be viewed as
symptoms of illness; people should be helped to understand and make sense of them (Cooke, 2014).

Participants in the Morrison et al., (2012) trial reported finding these particular CBT processes helpful
(Morrison et al., 2013).
Flach et al., (2015) found there to be a greater treatment effect in young people with ARMS when

formulation and between-session tasks were included in therapy.
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Key element

Rationale

Behavioural Activation

Brief: four one-hour long

sessions

e Welsh et al., (2016) recommended trialling a low-intensity intervention as a first-step treatment for
ARMS, which involved psychoeducation and monitoring alongside behavioural activation to increase
social activity. Others have made similar claims (e.g. Fowler et al., 2010; Hodgekins et al., 2015).

e Engaging in social activities, means individuals are likely to be exposed to normalising and alternative

explanations for their unusual experiences (Garety, Kuipers, Fowler, Freeman, & Bebbington, 2001).

e On average, individuals indicate a preference for four-sessions of CBT during the initial stages of
treatment, (Richards, 2010).
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Trialling the new intervention

When evaluating newly developed interventions, the first stage is to conduct a
feasibility study (Medical Research Council, 2014). Feasibility studies aim to determine
whether a future full scale Randomised Controlled Trial (RCT) is viable and if so to
optimise its design and processes (Eldridge et al., 2016). They also aim to assess
whether an intervention is safe, has shown efficacy (Lancaster, 2015) and can be
administered as intended as part of routine care within NHS settings (O’Cathain et al.,
2015).

Therefore, the current research aimed to assess the feasibility of training non-
registered practitioners to deliver a newly developed intervention to young people with
ARMS (meeting the attenuated psychosis criteria) within the NHS® and as part of a
clinical trial. It aimed to answer the following research questions:

1. Are the rates of recruitment and retention/attrition feasible for a future RCT?

2. Can non-registered practitioners be trained to deliver the intervention as
intended, including the development of a positive therapeutic relationship in
only four sessions?

3. What is the acceptability of the intervention and research to young people?

4. What impact does the treatment have? Are there any adverse effects? What is an

estimate of the treatment effect?

5 The EIP waiting time standards state that young people with ARMS should be seen within EIP services
(NHS England, 2016). However, they are referred to a Youth Team within the NHS trust in which this
research was conducted, which is where this research took place.
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Method

Design.

A feasibility study was conducted. A mixed methods approach was adopted as
recommended by the Medical Research Council, (2014). All participants received the
intervention with no randomisation to a control condition. National Institute for Health
Research, (2017) guidelines state that randomisation is not necessary in feasibility

studies and will depend on the aims.

Participants.
An opportunity clinical sample was recruited from a NHS Youth Team (for 14-
25-year olds) in the East of England between April and December 2017. The aim was to

recruit 12 participants (Julious, 2005). Inclusion and exclusion criteria are shown in

table four.
Table 4
Inclusion and Exclusion Criteria
Inclusion Criteria Exclusion Criteria
e 16-25 years old e Changed psychiatric medication
e Meeting the attenuated psychosis category within the previous three months
of ARMS on the Comprehensive e Meeting criteria for psychosis on
Assessment of At Risk Mental State the CAARMS or having a
(CAARMYS) (Participants were not previous/current open referral to an
excluded if they also met BLIPs and/or EIP team
genetic vulnerability criteria) e Currently receiving psychological
e Have an allocated Lead Care Professional therapy
(LCP) e Previously received CBT for
e Assessed by their LCP as having capacity ARMS.

to consent to research and being

appropriate for therapy
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Measures.

Table five details the measures used in the research

Table 5

Measures used in the current research

Measure Details Use in current study Psychometric properties
Comprehensive Semi-structured interview, designed to Screening measure: participants were Good to excellent concurrent, discriminant
Assessment of At identify individuals meeting criteria for eligible if they met criteria for the and predictive validity, excellent inter-rater
Risk Mental State ~ ARMS. attenuated psychosis group. reliability (Yung, Yuen, Phillips, Francey,
(CAARMS)® A brief-version measuring positive symptoms  Outcome measure: severity of & McGorry, 2005).

and functioning was used (Simmons, participants’ psychotic-like experiences

Montague, & Parker, 2015). and the distress caused by them pre- and

post-intervention.
Identified participants who transitioned

to psychosis post-intervention.

Clinical Outcomes  Self-report questionnaire where participants Outcome measure: pre/post-intervention
in Routine rate 34 statements, indicating how often they  changes.

Evaluation have felt each over the previous week.

Outcome Measure ~ Measures wellbeing, symptoms, functioning

(CORE-OM) and risk.

Excellent internal consistency (0=0.94) and
1-week test-retest reliability (Spearman’s
p=0.90), good convergent validity and
sensitivity to change (Evans et al., 2002)

& Training on the CAARMS was provided by a colleague experienced in using it and training others in its use. Concordance ratings were not completed for the CAARMS, but

completed assessments were discussed and verified with a trained rater.
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Measure

Details

Use in current study

Psychometric properties

Session Rating
Scale (SRS)

Revised Short
Version of the
Working Alliance
Inventory-Self
Report (WAI-SR)

A simple four item self-report alliance
measure; scored by measuring the mark made
by participants on a continuum line (to the
nearest centimetre). Each item is out of 10,
with a total out of 40. (Higher scores indicate

a better alliance)

Measure of the quality of the therapeutic
alliance, giving a score on three subscales:
bond, agreement on therapeutic-goals and
agreement on therapeutic-tasks. There are 12
items; four for each of the subscales. Each
item is rated between one and five, thus the
total for each subscale can vary between four
and 20. Higher scores indicate a better

therapeutic relationship.

Completed after each intervention
session to give an indication of the
acceptability of each session to
participants as well as the development
of the therapeutic relationship

Completed by young people after
finishing the intervention to give an
overall measure of the therapeutic

relationship from their perspective

High internal consistency and test retest
reliability, and moderately strong concurrent
validity with other measures of alliance
(Duncan et al., 2003)

Good convergent validity with the Helping-
Alliance-Questionnaire (r>0.64) (Munder,
Wilmers, Leonhart, Linster, & Barth, 2010),
as well as high internal reliability for the
total scale (¢>0.9), and subscales (a=0.8-
0.9) (Hatcher & Gillaspy, 2006; Munder et
al., 2010; Perdrix, de Roten, Kolly, &
Rossier, 2010).
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Revised Short
Version of the
Working Alliance
Inventory-
Therapist Version
(WAI-SRT)

Fidelity Checklists

(Appendix E)

Experience
Questionnaire

(Appendix F)

The therapist version of the WAI-SR,
measuring the same sub-scales. The WAI-
SRT has only ten items; four measuring
emotional bond and three measuring each of

the other two subscales.

Developed for each of the four intervention
sessions, aiming to assess whether the
intervention could be delivered as intended. It
involved ticking/crossing to indicate whether
particular aspects of the session had been

covered.

Developed for the current study. Some
questions required a multiple-choice response,
some on a five-point Likert scale, others were

open ended, providing qualitative data.

Completed by the non-registered Acceptable to good internal consistency
(0=0.77-0.86) (Hatcher & Gillaspy, 2006;

Jooste, Kruger, Steyn, & Edwards, 2016)

practitioners delivering the intervention
for each young person they worked with
(post-intervention). To give a measure
of the therapeutic relationship from

their perspective

Completed by non-registered Non-validated
practitioners after every session they

delivered.

It aimed to assess the acceptability of Non-validated
the intervention and research to young
people. It was completed post-

intervention
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Procedure.
Developing the intervention.

The development of the intervention was informed by a review of the literature,
including a systematic review considering young peoples’ experience of mental health
support for ARMS. This led to the identification of a number of key elements, which
were to be incorporated into the intervention (table three). Three authors (EB, TC and
RL) discussed these elements and consulted two existing manuals (French & Morrison,
2004; van der Gaag, Nieman, & van den Berg, 2013). The result of this was the
identification of the intervention’s aims; which were to support young people to:

e Explore their unusual experiences

e Recognise how common unusual experiences are

e Make sense of their unusual experiences and why they might be experiencing

them

e Challenge any unhelpful beliefs about their difficulties and to consider

alternatives

e Recognise the triggers to and the maintenance of their unusual experiences

e Increase their activities and socialisation

Based on these aims, a structure for each of the intervention sessions was then
decided upon, before EB developed worksheets which were used to deliver/shape each
session. These worksheets are included in appendix G and detail all of the content of the
intervention.

Experts by experience (EBEs) (a Peer Support Worker from an EIP team and
two former service-users) were invited to contribute to the development and shaping of
the intervention, as involvement of young people in this way, has been shown to

improve engagement and clinical outcomes (Collins, Notley, Clarke, Wilson, & Fowler,
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2017). The EBEs reviewed the intervention worksheets and some changes were made in
response to their feedback (see appendix H for detail).

Changes were also made following the piloting of the intervention with a young
person with psychotic-like experiences who was accessing the service in which the
research was based (conducted by EB). The pilot participant reflected positively on the
intervention, reporting small improvements in the way they thought about their unusual
experiences and no distress or worsening of their difficulties. See appendix H for

details.

Training non-registered practitioners to deliver the intervention.

Seven non-registered practitioners (two Assistant Psychologists, five Assistant
Practitioners) attended a four-hour training session facilitated by EB and TC. This
involved outlining the rationale behind the research and the overarching approach of the
intervention. Each of the four-sessions was also explored in detail. The training

included teaching, group discussions, modelling of the intervention and role plays.

Delivering the intervention.

The research was granted approval from the East Midlands, Nottingham,
Research Ethics Committee (17/EM/0114) and from the NHS Health Research
Authority (appendix I).

Service clinicians identified potential participants, who met with EB to give
informed consent (appendices J, K). Participants then attended a screening appointment
with EB, in which they completed the CAARMS. If eligible, participants completed the
baseline CORE-OM.

Participants were allocated to one of the trained non-registered practitioners.

Where possible, sessions were conducted weekly or fortnightly, although this was
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flexible to encourage young people’s continued engagement. Participants completed the
SRS after each session, and the non-registered practitioner completed the relevant
fidelity checklist. Participants continued clinical treatment as usual within the Youth
Team, which involved meetings with their LCP, some also had reviews with a
Psychiatrist.

Post-intervention, participants met with the primary researcher to re-complete
the CAARMS and CORE-OM. The time between completing these measures at
baseline and again post-intervention was variable across participants (from between five
to 16 weeks). This was due to participants choosing to complete the four intervention
sessions within different time-frames. Participants also completed the WAI-SR and the
experience questionnaire, they were encouraged to complete these independently, but
support was offered if requested. No further follow-up was offered.

The non-registered practitioners completed the WAI-SRT following their final

session with each participant.

Data analysis.
Data from multiple sources were used to answer each of the research questions.
Pre-defined targets were set for some questions; meeting these criteria supported the

feasibility of the research and/or intervention. These targets are shown in table six.
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Table 6

Feasibility targets to inform conclusions relating to some of the research

questions

Research Question

Data

Pre-defined target
for feasibility

Are the rates of
recruitment and
retention/attrition feasible
for a future RCT?

Can non-registered
practitioners be trained to
deliver the intervention as
intended?

Can a positive therapeutic
relationship be developed
in only four sessions?
What is the acceptability
of the intervention to

young people?

Number of participants who
consent to and are eligible for

the research

Percentage of participants who
consent who then meet

eligibility criteria

Percentage of participants who
start the intervention and

complete it and all measures

Fidelity checklists: The
average percentage of items
endorsed (ticked) for each of

the four sessions.

WAI-SR/WAI-SRT: Mean
scores for each of the
subscales and the total score
(for all participants combined)

SRS: Mean scores for each of
the subscales and the total
score for each session (for all

participants combined)

12 or more

51% or higher*

75% or higher*

95% or higher

4 or above**

9 or above
(Duncan et al.,
2003)

*There are no standard rates of recruitment/retention that are considered acceptable. Therefore,
the latter two criteria are based on the rates of recruitment/retention in Morrison et al's., (2012)

study, appendix L

** Neither the WAI-SR or WAI-SRT are standardised measures with cut-offs to determine what
can be classed as a strong therapeutic relationship; no measures of therapeutic-alliance are

(Horvath, n.d.). Therefore, the means reported in other studies were considered to determine the
cut-off for the current study, appendix M
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Data from the experience questionnaire were analysed to inform conclusions about

the acceptability of the intervention and research. Descriptive statistics were used to

analyse questions with multiple-choice responses. Framework analysis was used for the

qualitative data (Ritchie and Spencer, 1994). This followed the steps for psychological

research outlined by Parkinson et al., (2016):

1.

2.

Familiarisation: reading the data

Identifying a framework to organise the data

Indexing: systematically coding chunks of text to the framework categories
Charting: summarising the data for each participant for each of the framework
categories

Mapping and interpretation: using the chartered data to look for emerging

patterns across participants and then developing these into themes (inductively)

The final research question related to the impact of the intervention, which was not

the study’s primary focus. Thus, the research was not adequately powered a priori, and

inferential statistics were not conducted. Instead, effect sizes were calculated for pre to

post-intervention changes in:

Each of the CORE-OM subscales

The CORE-OM clinical score (the mean of all items multiple by ten (Gray &
Mellor-Clark, 2007)

Severity of psychotic-like experiences on the CAARMS (the sum of the
frequency and global rating scores for all ‘positive symptom’ subscales,
Morrison et al., 2012)

Distress caused by psychotic-like experiences on the CAARMS (mean distress

score of all ‘positive symptom’ subscales, Morrison, et al., 2012)
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Reliable and clinically significant change calculations were calculated for CORE-
OM data for each participant with pre- and post-intervention scores. A change of five or
more on the clinical score indicated a reliable change (Gray & Mellor-Clark, 2007),
whereas, a change from above to below ten (or vice versa) indicated a clinically
significant change (Connell et al., 2007). Reliable change calculations were also
conducted by hand for pre/post data for each participant on the CORE-OM subscales,
using Jacobson & Truax's (1991) formula.’

Finally, serious adverse events (SAEs) and adverse events (AESs) recorded for the
study were considered to see if they indicated any adverse effects of the intervention.
SAESs/SAs were defined using guidance from The Medicines for Human Use (Clinical

Trials) Regulations, (2004).

Results
Recruitment and participants.

Figure four illustrates the flow of participants through the study.

Sample characteristics.
Table seven provides the demographic details of all participants who consented,
identifying those who were eligible, those who finished the intervention and those who

attended the post-intervention assessment appointment.

" Norms for these calculations were taken from a sample similar to the current research
(as recommended by Heaton et al., 2001). This was a clinical sample of 890 (Evans et al., 2002).
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Figure 4
Flow of participants

Referred to study (n=16)

Excluded before initial appointment (n=4)
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Excluded at screening appointment (n=4)
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Baseline assessment (n=8)

b4
Referred to intervention (n=8)
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Did not attend session four (n=1)

l
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Completed post intervention
measures (n=06)

Did not complete post-intervention
measures (n=1)

b

Amnalysis of outcome measures (n=6)
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Table 7

Demographic details of participants who consented to participant

Completed Attended post-

Participant ~ Age Gender Eligible intervention intervention
assessment
SuUl 17 Female Yes Yes Yes
SuU2 23 Male Yes Yes Yes
SU3 16 Female Yes Yes Yes
SuU4 23 Female Yes Yes Yes
SU5 17 Female Yes Yes Yes
SU6 20 Female Yes Yes Yes
SuU7 18 Female Yes Yes No*
SuU8 19 Male Yes No No*
SU9 17 Male No
SU10 17 Female No
SU11 25 Female No
SU12 17 Female No

* Some data for SU7 and SU8 were available, i.e. fidelity checklists, SRS data. Where available, this is
included in analyses and thus the number of participants for which data is reported, is variable across

the results.

Are the rates of recruitment and retention/attrition feasible for a future
RCT?

Two of the three recruitment targets were met. Sixty-seven percent of
participants who consented to the research were assessed as eligible (above the pre-
defined target of 51%). The percentage of participants who began the intervention and
then completed it and all measures was at the target of 75%. However, it was only

possible to recruit eight eligible participants, not the intended 12.
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Can non-registered practitioners be trained to deliver the intervention as
intended, including the development of a positive therapeutic relationship in only
four sessions?

Intervention fidelity.

Eight fidelity checklists were completed for sessions one to three and seven for
session four (due to SU8 not attending). Table eight shows that the average percentage
of items ticked for each session was high, suggesting it was possible for non-registered
practitioners to deliver the intervention as intended. Session two did fall below the
target of 95%. However, this value was significantly impacted by one particular session,
where it was difficult for the non-registered practitioner to follow the structure due to
having to prioritise the participant’s more pressing needs. (Additional fidelity data is

presented in appendix N).

Table 8
The average percentage of items endorsed (ticked) for each session on the fidelity
checklists

Session Number  Average Percentage Ticked Standard Deviation

for Each Session Conducted

One 98.57% 2.16
Two 88.21% 18.79
Three 98.16% 2.19
Four 97.74% 2.81

Session ratings.
Mean scores for each session for the subscales and total score on the SRS were

calculated and are shown in figure five. All of the means were above the recommended
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cut-off of nine, suggesting the sessions were generally acceptable to participants.

Relationship was generally rated higher than other aspects.

Figure 5
Mean scores on each SRS subscale and the total score for each session
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Working alliance.

The mean scores for each of the subscales and the total scale for all participants
on the WAI-SR and WAI-SRT are shown in table nine. The mean on the task subscale
of the WAI-SR fell below the predefined target, suggesting that there was some discord
between the participants’ views of the tasks involved in achieving their goals and those
completed within the intervention. However, all other subscale and total means were
above the pre-defined cut-off. Taken with the SRS results, this suggests that it was
possible to achieve a positive therapeutic relationship in four sessions. (Individual

participant’s scores on the WAI-SR(T) and SRS are shown in appendix O).
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Table 9
Mean subscale and total scores for all participants on the WAI-SR and WAI-SRT

Mean (SD)
Subscale
WAI-SR WAI-SRT
Bond 4.42 (0.97) 5.00 (0)
Goals 4.50 (0.83) 4.10 (0.77)
Task 3.38 (1.24) 4.10 (0.70)
Total 4.10 (1.14) 4.46 (0.99)

WAI-SR: N=7. WAI-SRT: N=8
Means in bold are below the pre-defined target of 4.00

What is the acceptability of the intervention and research to young people?

Experience questionnaire: quantitative data.

Participants (n=6) answered questions about the length and number of sessions.

Five (83.33%) reported that four sessions were not enough, one (16.67%) felt that this
was the right number. Whilst five participants indicated that one hour sessions were th
right length and one (16.67%) reported that these were too short.

Participants also used a five-point Likert Scale to indicate their
agreement/disagreement® with statements about the intervention and research
Combining the ‘agree’ and ‘strongly agree’ categories, five participants (83.33%)
indicated that the intervention was helpful, six (100%) would recommend it to others
with similar difficulties and three (50%) found the between-session tasks helpful.
Combining the ‘disagree’ and ‘strongly disagree’ categories, all participants disagreed

that the intervention was distressing.

8 Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree

e
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Considering the research, combining the ‘agree’ and ‘strongly agree’ categories,
all participants were pleased they had participated, would recommend participating to
others and found the questions they answered with the researcher relevant. Five
(83.33%) participants agreed that these questions were easy to understand.

More detail is included in appendix P.

Experience questionnaire: qualitative data.
Framework analysis (see appendix Q) identified seven themes representing
participants’ views of the intervention and research, shown in table ten, along with some

illustrative quotes from participants. The narrative below summarises the findings.

Table 10
Themes representing participants’ views of the research and intervention, with

illustrative quotes

Theme Illustrative Quote
Helpful: experiencing  “I feel it has decreased my unusual experiences” (SU5)
reduced symptoms “Things feel much brighter and more positive, things used to

feel really pointless and dull, but I now feel more upbeat”
(SU1)

“I have been using my coping strategy and this has helped to
stop my voices” (SU2)

“I feel like I can manage better if they [unusual experiences]
come up again” (SU3)

79



Theme

Illustrative Quote

Non-specific
therapeutic factors:
therapeutic
relationship, talking
and a friendly,
informal approach

Valuing a new

understanding

Between-session

tasks: mixed views

“l found her helpful, her tone, how she spoke, that she was
friendly” (SU6)

“It was very relaxed, felt comfortable, I didn't feel nervous”
(SU1)

“I think if I wasn't put with ***** | would have found it
more difficult to talk about it” (SU3)

“The research is good, can talk to people — got the researcher
and **** can talk to them about stuff. Can trust people”
(SU2)

“When I'm walking home at night in the dark, I don't feel as
paranoid, as | use the alternative thoughts. I've been able to
rationalise a lot of things” (SU1)

“Breaking down the unusual experience [was helpful], i.e.
what was happening, what it was, what emotions linked in,
being able to see the experience in a smaller, explainable
way” (SU4)

“I can understand/notice the triggers more, so it makes me
accept them [unusual experiences] more and less prone to
them” (SUS5).

“It helped me to understand what was going on in my head
and the causes” (SU1)

“Made me realise that other people experience stuff and it's
not just me” (SU3)

“I am trying to be more accepting of the fact that causes to
my experiences may be down to simpler reasons that I'd like
to believe” (SU4)

“Helps people to keep busy with their homework” (SU2)
“I didn't have time for the between session tasks” (SU3)
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Theme Illustrative Quote

Criticisms and “[1 disliked] how much we repeated what we had done in the
improvements previous session, went through this in too much depth”
(SU1)
“The content of some of the worksheets - wasn't sure what
they were about” (SU2)
“Maybe too short” (SU5)
“Would have found more discussion on what to do during
experiences helpful” (SUS5)
“maybe a starting appointment without therapy (before) to

introduce the therapy/structure and meet therapist” (SUS)

Should be offered to “I think, if given the opportunity, they should take it, as it

others has potential to be a possibly life-saving intervention” (SU3)
“people don’t get lost in the crowd” (SU6)
“| think it’s a good starting point... I think it will set them up
with some good tools to use. However...some would need
more help analysing what they've learnt, and some would
need help on how they would keep using these tools once the
sessions had ended” (SU4)

Good to be involved “Think it's good - new approach to methods is good” (SU6)
in the research “Really helpful and interesting” (SUS)
“[the assessment questions] could be a bit clearer/simpler or

provide more examples to help” (SU4)

All participants cited examples of ways they had benefited from the
intervention, most commonly reporting fewer symptoms (four specifically described a
reduction in unusual experiences.)

Non-specific therapeutic factors contributed to the helpfulness of the
intervention. A friendly, informal approach allowed the development of a therapeutic

relationship in which participants felt as ease, helping them to feel that they “had
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someone to talk to” who they were “able to trust” (SU2). This created a “space to
openly discuss” their difficulties (SU5), which was particularly valued. This was further
highlighted by the three participants who appreciated the two research assessments (pre-
post) for providing additional space to talk.

Participants also found the intervention helpful for facilitating new
understandings of their difficulties. Three participants specifically related this to the
cognitive elements (e.g. thought challenging (SU1), developing a maintenance
formulation (SU4)). For many, this was also helped by the normalising aspects, which
allowed them to make sense of their experiences in different ways. Being able to
identify the triggers and causes to their unusual experiences was also valued by some.

There were mixed opinions as to whether between-session tasks were helpful,
some found that they were, whereas others found it difficult to find the time to complete
them. The most commonly cited criticism of the intervention related to wanting more
than four sessions, other suggestions for improvements were not consistent across
participants, but are summarised in table ten.

Despite these criticisms, all participants felt that the intervention should be
offered to others. Five of the six, also valued the opportunity to have participated in the

research.

Impact of the intervention
Although not a primary aim of the study, data were analysed to consider the
potential impact of the intervention, with the aim of providing indicative data for a

future RCT.
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Reliable and clinically significant change
Each participants’ post-intervention clinical score on the CORE-OM was
compared to their pre-intervention score (figure six); none made clinically significant
change (change from above to below ten or vice versa). However, table 11 shows that
three participants (50%) did have a reliable improvement in their clinical-score from
pre- to post-intervention.
Figure 6

Participants' clinical-scores on the CORE-OM pre- and post-
intervention
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Table 11
Changes in participants’ clinical-scores on the CORE-OM from pre- to post-

intervention and whether this was a reliable change

Participant Change in Reliable
Clinical-score*  Change?**
Sul 6.76 Ves
SU2 5.59 Ves
SU3 7.06 Yes
SuU4 3.24 No
SU5 1.47 No
SuU6 -1.76 No

* A positive change is an improvement, a negative is a deterioration
** A change of five or more indicates a reliable change.
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Pre- and post-intervention mean scores for each CORE-OM subscale were also
compared for all participants, as shown in figure seven. Jacobson and Truax's, (1991)
formula was used to calculate reliable change (RC) (appendix R). A RC of above 1.96
or below -1.96 indicates a change that is “unlikely to occur (p<0.05) without actual
change” (Jacobson and Truax, p.14). Table 12 gives the RC values for changes in
participants’ subscale scores. It shows that four (66.67%) experienced a reliable
decrease (improvement) in one CORE-OM subscale (most commonly functioning)

Any mean subscale scores that moved from above to below the clinical cut-offs
(provided by The CORE System Team, n.d.) were considered clinically significant. One
participant (SU2) had a clinically significant improvement from pre- to post-

intervention, which was in functioning.

Table 12

Participants’ RC scores on the CORE-OM subscales and whether the change is reliable

Wellbeing Symptoms Functioning Risk

RC Reliable? RC Reliable? RC Reliable? RC Reliable?

SU1 -1.10 No -0.98 No -1.98 Yes -1.69 No
SuU2 -0.37  No -0.38 No -2.38  Yes -1.37  No
SuU3 -0.37  No -1.38  No -298  Yes 035 No
Su4 -221  Yes -0.19 No -0.21 No -1.02 No
SU5 0 No -1.00 No -0.21 No 0.35 No
SU6 0.37 No -0.40 No 1.40 No 0 No
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Figure 7

Participants’ mean scores on each of the subscales of the CORE-OM pre- and post-intervention
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Pre- and post-intervention distress and severity scores were compared on the
CAARMS for each participant. Figures eight and nine show that there was a reduction
(improvement) in five participant’s severity scores, whilst three participants’ distress
scores reduced and three increased. It was not possible to calculate RC (a search of the
literature did not return any values for internal consistency (e.g. Cronbach’s alpha);
required for RC calculations. The sample size was too small to determine this from the

current data.)

Figure 8
Participant's severity scores on the CAARMS pre- and post-intervention
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Figure 9
Participants' mean distress scores on the CAARMS pre and post-intervention
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Effect size calculations

Due to the small sample size, it was assumed that data did not meet criteria for

normality, therefore effect sizes were calculated using the formula: r = Z/+/N as
recommended by Rosenthal, (1994). IBM’s SPSS statistics version 23 was used to
calculate Z, Microsoft Excel was then used for r. Table 13 shows the r values and the
interpretation of the size based on Cohen (1988), for all pre- to post-intervention
changes on the CORE-OM and CAARMS. Whilst there are several medium and large
effects, the small sample size means it is uncertain whether these are real effects or a
result of sampling error. Due to this, it was not possible to calculate meaningful

confidence intervals for the effect sizes.

Table 13
Effect sizes and interpretation of these for changes on the CORE-OM and CAARMS

r Interpretation of Effect Size
CORE-OM:
Total 0.51 Large
Wellbeing 0.44 Medium
Symptoms 0.64 Large
Functioning 0.46 Medium
Risk 0.47 Medium
CAARMS:
Severity 0.58 Large
Distress 0.03 None

Were there any adverse effects?
There was one SAE and two AEs during the research, which related to suicidal

ideation or attempts. These events were discussed with the participants’ clinical team,
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including their LCP, and it was decided that they were not related to the research or
intervention, and all participants continued in the study following them.

Only one participant had an increase (deterioration) in their clinical-score on the
CORE-OM, which did not meet reliability criteria, thus was more likely the artefact of a
measurement error than an actual deterioration in their presentations. No participants
‘transitioned’ to psychosis according to the CAARMS (conversely, none improved to
no longer meeting ‘ARMS’ criteria). There was a deterioration in one participant’s
score on CAARMS severity and three participants’ scores on CAARMS distress,
although it is not clear whether these are reliable changes nor whether they are

attributable to the intervention.

Discussion
This study developed a brief psychological intervention for young people with
ARMS. It sought to evaluate the feasibility of a future RCT and of offering the

intervention as part of routine NHS care.

Acceptability and feasibility.

Research.

Participants’ responses on the experience questionnaire suggest they found the
research acceptable. All six indicated they were pleased they had participated and they
would recommend participating to others, a finding also reflected in their qualitative
responses. This acceptability is supported by the rate of retention (75%) which met pre-
defined criteria.

The study did not meet its aim of 12 eligible participants, with eight people

entering the study post-screening. However, the percentage of participants who
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consented to the research and met eligibility criteria was above the pre-defined criteria
(suggesting the inclusion/exclusion criteria were feasible). Therefore, these difficulties
with recruitment appear to result from insufficient young people being referred into the
study. It seems unlikely that this is a result of insufficient eligible young people within
the team in which recruitment took place, as there is a large caseload with a high
percentage experiencing attenuated psychotic symptoms (Wilson et al., 2017). This
suggests the difficulties resulted from the clinical teams’ reticence to identify and refer
eligible participants within the recruitment window, which is consistent with the
recruitment teams’ experience. This ‘Clinical Gatekeeping’ is a common finding in the
literature (Robotham et al., 2016), particularly within mental health research, where
clinicians may want to protect ‘vulnerable’ clients from the burdens of research and
additional interventions (Borschmann, Patterson, Poovendran, Wilson, & Weaver,
2014).

To increase recruitment rates in future research, clinicians should be provided
with information about the study in a way that is consistent with their clinical work and
should be helped to feel involved and that their contributions are valued (Robotham et

al., 2016).

Intervention fidelity.

The fidelity data suggests that the non-registered practitioners were able to
adhere to the planned intervention, with minimal deviations. Considering the
therapeutic relationship, data from the SRS, WAI-SR(T) and the participants’
qualitative responses on the experience questionnaire, suggest that it was also possible

to form a positive therapeutic relationship within four sessions.
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Acceptability of the intervention.

The acceptable retention rate supports the acceptability of the intervention to
participants; only one of eight participants who started the intervention did not complete
it. This participant rated every subscale on the SRS as 10/10 for each session they
attended, suggesting their disengagement was not due to them finding the intervention
unacceptable.

Participants’ responses on the experience questionnaire also suggest that they
found the intervention acceptable. All six indicated that they did not find the
intervention distressing and they would recommend it to others. Participants’ qualitative
responses mentioned the value of the intervention with reference to particular aspects,
including the therapeutic relationship, having space to talk and being helped to develop
new understandings of their difficulties. This is consistent with other research® (e.g.
Byrne & Morrison, 2014; Cooke, 2014; Horvath, 2001).

Moreover, data from the SRS generally supports the acceptability of each
session; all means for all sessions were at or above the recommended cut-offs (Duncan

et al., 2003).

Increasing the acceptability of the intervention.

It is important to listen and respond to client preferences over the number of
sessions they receive (Carey, 2010). In the current study, most participants indicated
that four-sessions was not enough. Consequently, future research could add additional
sessions (whilst ensuring the intervention remains short-term to meet its initial aims),

investigating the impact on outcome measures, as well as on young peoples’ experience.

% It is also consistent with the earlier Systematic Review, with two overlapping themes
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Participants rated the task subscale as below the pre-defined target on the WAI-
SR, suggesting some potential discord between the tasks included in the intervention
and those that young people felt were necessary for achieving their goals. Qualitative
data from the experience questionnaire does not highlight any particular elements of the
intervention that this may relate to. Therefore, in the future, it will be important that the
intervention-deliverers ensure that participants understand the rationale behind all

components of the intervention and how these relate to their goals.

Impact of the intervention

Five participants (83.33%) agreed/strongly agreed that the intervention had been
helpful, whilst all six reflected on ways they had benefited in their qualitative responses.
Most commonly participants mentioned a reduction in unusual experiences/symptoms.
This is consistent with the large effect size calculated for the change in severity of
unusual experiences (which includes frequency) on the CAARMS.

Three participants’ (50%) clinical-score on the CORE-OM reliably decreased
from pre- to post-intervention, indicating improvements in their psychological
difficulties, which were unlikely an artefact of measurement error. At the subscale level,
most reliable improvements happened within the functioning subscale. Whilst tentative,
this does raise questions regarding the impact of the intervention on functioning, and
possibly the benefits of behavioural activation for this population. It is therefore a
limitation of the current study that it did not include a more robust measure of
functioning, such as the Time Use Survey. It will be important for future research to
include such measures and investigate the impact of behavioural activation on this

population, particularly as previous studies have shown interventions to be generally
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ineffective at improving functioning in young people with ARMS (Van Der Gaag et al.,
2013).

The only variable for which there was no effect was the distress associated with
psychotic-like experiences (CAARMS). This contradicts one of the research’s
expectations; that offering psychoeducation and normalisation would reduce young
peoples’ distress in relation to their unusual experiences (Rietdijk et al., 2010).

The qualitative data from the experience questionnaire suggests that participants
did learn strategies to manage their unusual experiences which may have reduced their
frequency. However, this data and feedback from the practitioners delivering the
intervention, suggested that participants found it difficult to use these strategies ‘in the
moment” as they were having unusual experiences, meaning their distress levels
remained the same, potentially explaining the unexpected result. Participants may have
experienced difficulties using skills when having actual symptoms, because it takes time
to practice and for them to become automatic (Hollon, Stewart, & Strunk, 2006).
Therefore, future research should include follow-up appointments, to investigate the
ongoing impact of the intervention on distress as strategies become more automatic.
Furthermore, within the future delivery of the intervention, practitioners must ensure
that young people understand the importance of practising strategies so that they

become more automatic and potentially more helpful over time (French et al., 2017).

Limitations

The small sample size and the non-experimental approach means the above
points regarding impact are made tentatively. No firm conclusions can be drawn
regarding the intervention’s effectiveness; it cannot be determined whether the

intervention caused the reliable improvements, nor whether the effect sizes are accurate
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or merely the result of a sampling error. However, it is important to acknowledge that
the qualitative data are consistent with and support the quantitative data. Furthermore,
whilst participating in the current research, participants had an average of only 1.17
(SD=1.17) other appointments from the mental health service (range 0-3). Whilst this
still does not mean the current intervention caused the improvements, it does reduce the
likelihood that changes resulted from other interventions/input.

All participants were recruited from the same Youth Mental Health team, which
limits the generalisability of the findings. Moreover, the Waiting Time Standards state
that young people with ARMS should receive support within EIP teams (NHS England,
2016). Whilst there is nothing to suggest that the intervention could not be delivered in
the same way within an EIP team, it will be important for future research to trial it
within this service.

The time between the completion of the pre and post-intervention measures
varied considerably across participants, meaning that it is not valid to make any
comparisons between them. Participants also completed these measures with the
primary researcher, which could have biased the data due to participants exhibiting

demand characteristics or a social desirability bias.

Summary
Whilst the above limitations must be acknowledged, the aim of this research was
not to investigate the effectiveness of the intervention, but to assess feasibility.
Regarding this, the following conclusions are drawn:
e It was possible to achieve an acceptable rate of retention
e It was not possible to recruit the anticipated number of participants within the

time period of the study
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e The intervention and research were acceptable to young people with ARMS

e It appears feasible for non-registered practitioners to deliver the intervention as
intended

e Participants experienced no adverse effects due to the intervention

e Results indicated that the intervention may have had a positive impact on
participant’s wellbeing
These conclusions support the feasibility of delivering the intervention within

the NHS and of conducting a future RCT.

Conclusion

The current intervention has the potential to be a low-intensity, first-step
approach for young people with ARMS and attenuated psychotic experiences. A future
RCT must assess the effectiveness of the intervention, and its impact on young people’s

unusual experiences, wellbeing and functioning.
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Chapter Five - Additional Methods and Results Chapter

Supplementary Research Questions

The previous chapter supports the acceptability of the research and intervention
to young people with ARMS, it suggests the intervention can be delivered by non-
registered practitioners and that it has no adverse effects. However, it is also important
to assess the practicalities of delivering the intervention as part of routine care within
NHS settings (O’Cathain et al., 2015). As part of this, it is necessary to consider the
views of clinicians working within the NHS, to assess whether the intervention is
acceptable to them, and to hear their suggestions for any improvements. This is
important, as it will be these clinicians who refer young people to the intervention (both
within routine care and in any future research). Moreover, it is also important to collect
the views of those who have experience of delivering the intervention, as its future use
will rely on practitioners being willing to deliver it. Based on this, two additional
research questions were proposed:

5. What are the views of youth team clinicians (who did not deliver the
intervention): Is the intervention and research acceptable to them? What are their
views on implementing the intervention within routine care?

6. What are the views of the non-registered practitioners who delivered the
intervention: Is the intervention and research acceptable to them? Did they
believe the intervention was helpful? What are their views on implementing the
intervention within routine care?

This chapter outlines the methods used to collect and analyse data to answer
these supplementary questions. It also details the results of this alongside a discussion

of them.
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Method
Design.
A non-experimental mixed methods approach was adopted with a descriptive

cross-sectional design.

Participants.

To answer guestion five, all clinicians working within three NHS Youth Teams
within the East of England were invited to participate (this includes the team in which
the intervention was offered). To participate, clinicians had to be employed within a
clinical role and could not have delivered the intervention. For simplicity, these
participants will be referred to as staff participants.

For guestion six, participants were non-registered practitioners who had

delivered the intervention to at least one young person as part of the current research.

Measures.

Two non-validated guestionnaires were developed; one for the staff participants
and the other for the non-registered practitioners who delivered the intervention
(appendices S, T). Each of these aimed to capture participants’ views of the
intervention, its implementation into routine care, and their opinions about the research.
The questionnaires included a range of types of question; some were multiple-choice,
others required a response on a five-point Likert scale and others were open-ended,

giving both quantitative and qualitative data.
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Procedure

To recruit staff participants, all clinicians within the three youth teams, were
sent an email informing them of the research. This email contained contact details for
the research team, a participant information sheet (PIS), and a document outlining the
intervention/aims of the research (appendix U). There was also a link to an online
version of the non-validated questionnaire. Participants followed this link, completing
an online consent form (appendix V) before they were able to access the questionnaire

The non-registered practitioners were also emailed a PIS (appendix W), which
was sent once they had finished delivering the intervention. Interested practitioners then
met with EB where they signed consent (appendix X) to participate and were given the
non-validated questionnaire. These practitioners were left to complete the questionnaire
independently to encourage honest answers. They passed it to the primary researcher on

completion.

Data analysis

Quantitative data were analysed using descriptive statistics, which considered
the frequency/percentage of participants answering each of the multiple-choice/Likert-
scale questions in a particular way.

The qualitative data were analysed using framework analysis, which was
deemed an appropriate method for several reasons. Parkinson, Eatough, Holmes,
Stapley, and Midgley, (2016) concluded that framework analysis is a valuable
qualitative method for psychology, “offering a pragmatic, flexible and rigorous
approach to data analysis” (p.109). It was specifically designed to address four types of
research question, two of which fit with the aims of the current study: ‘Evaluative’

(asking clinicians to evaluate the intervention and research), and Strategic:’
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(identifying ways of improving the intervention and implementing it into routine care,
Ritchie & Spencer, 1994). The approach outlined in the previous chapter was used, and

was conducted using Microsoft Excel (Swallow, Newton, & Van Lottum, 2003).

Results

Recruitment of staff participants.

A total of 27 clinicians from the three youth teams consented to participate and
completed at least part of the experience questionnaire. All answered responses are
included in the analysis below. Staff participants came from a variety of professional
backgrounds, and included psychological therapists, allied health professionals,

psychiatrists and non-registered staff.

Recruitment of non-registered practitioners
Two Assistant Psychologists and three Assistant Practitioners delivered the
intervention to at least one participant as part of the current research, all of whom

consented to participate. There were four females and one male.

What are the views of staff participants?

Quantitative data.

Staff (n=27) answered multiple-choice questions about the number and length of
sessions. Nine (33.33%) answered that four sessions were not enough, the other 18
(66.67%) said that this was the right number. One (3.7%) felt that one-hour sessions
were not long enough, 24 (88.89%) answered that this was the right length, the other

two (7.41%) felt that this was too long.
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Staff used a five-point Likert Scale to indicate their agreement/disagreement*®
with statements about the intervention and research. Combining the ‘agree’ and
‘strongly agree’ categories, 92.31% (24 out of the 26 answering this question) indicated
that they thought the intervention would be helpful to young people with ARMS; 96.3%
(26 out of 27) said they would consider referring young people to the intervention and
63% (17 out of 27) were interested in being trained to deliver the intervention.

Staff (n=26) also used a five-point Likert Scale to indicate how helpful! they
believed certain components of the intervention would be. Combining the ‘helpful’ and
‘very helpful’ categories:

e 100% rated psychoeducation, normalisation and the therapeutic
relationship as helpful

e 88.47% rated formulation, increasing social activity and between-session
tasks as helpful. (One staff participant rated between-session tasks as
unhelpful.)

Appendix Y gives more detail regarding these results.

Qualitative data.

Twenty-two staff participants provided qualitative data on the experience
questionnaire. Framework analysis identified five themes representing their views of the
intervention and research. These are shown in table 14, along with a brief description of
what each theme captures and some illustrative quotes from the participants. Although
not all themes were found in every staff participant’s response, they represent the most

salient themes for the group as a whole (Midgley et al., 2015). To give an indication of

10 strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree
1 Very Unhelpful, Unhelpful, Neither Helpful nor Unhelpful, Helpful, Very Helpful
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the frequency of the views described, the system adopted by Midgley et al was used in
the ‘captures’ column of table 14'2:

e Most: findings based on data from 17 or more of the 22 participants

e Many: between ten and 16 participants

e Some: between five and nine participants

o A few: between one and four participants

12 The percentage of participants represented by each of the four categories in Midgley et al’s., research
was calculated and used to determine the figures used for the current study.
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Table 14

Themes representing staff participants ’ views of the intervention and research, detail of what each theme captures and illustrative quotes

Theme Captures Ilustrative Quotes
Welcomed Many reflected positively on the  “I welcome this research and feel it will be beneficial in supporting an
research research accessible and feasible intervention for young people”

Helpfulness of
the intervention
at multiple

levels

Most believed the intervention
would be helpful

Many mentioned specific benefits
to young people

Some commented on benefits to
the service

A few commented on the
intervention’s relevance within

the current NHS

“The research is a really good idea and | look forward to hearing the outcomes”

“Facilitating the client to have a better understanding of their difficulties”

“Not feeding into fears about being ‘really unwell”

“Allowing the person to feel less alienated and different”

“I feel it would be very beneficial to have this within the youth team. It could
potentially shorten peoples’ episodes of care or prevent them from accessing
secondary mental health services”

“Interesting to have an early brief intervention to support normalise and educate
young people with their mental health, with the hopeful potential to identify
those who may benefit from further therapeutic input”

“It is simple enough for a range of clinicians to offer it, and seems more likely

to be commissioned because of low cost implications”
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Theme Captures Illustrative Quotes
Filling a gap e Some believed the intervention “ARMS cases are not usually identified as such, therefore not given a distinct
would fill gaps in current package of care”
provision “It would be great to have something that could be offered to ARMS clients”
e A few highlighted a gap the “I think having a specific space for young people to talk about any unusual
intervention training would fill experiences and to feel understood is beneficial”
e One response contradicted this “The confidence of some practitioners working with psychotic symptoms is
theme low, so they feel they do not know what to say or do”
“It seems we already offer similar interventions that are helpful”
Valued e Most highlighted particular “I am excited by the approach the intervention offers”
approach aspects of the intervention that “The emphasis on psychoeducation and normalisation is really important. Then

they valued/believed would be
helpful

Normalisation was the most
commonly valued aspect
Some valued psychoeducation
A few valued focusing on the
relationship and engagement

personalising it with the formulation”

“I like the focus on psychoeducation and normalisation and in my experience of
working with young people who experience these types of symptoms, this work
is what they have reported to be most helpful”

“I like the aim to intervene early and to not medicalise but help individuals
understand why they are experiencing symptoms. Efforts to engage and focus

on relationship as being important”
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Theme

Captures

Illustrative Quotes

Implementation:
changes/

considerations

e Some emphasised that the
intervention must be flexible

e Some believed four-sessions was
not enough

¢ A few suggested six sessions

e One suggested a group
component

¢ A few questioned whether
homework would be completed

¢ A few highlighted concerns with
defining and identifying

appropriate young people

“For some, four-sessions may not be enough, for others, four may not be
needed”

“I wonder how flexible the approach will be in engaging people who are not
good at turning up to appointments at clinic”

[Have] “more than 4 sessions but remain short term”

“I wonder whether four-sessions plus then a couple of follow ups at one month
and two months to support with change”

“A group component with fellow intervention "graduates” as a way of
normalising and increasing social interaction”

“I anticipate that very few will do the homework tasks!”

“For a tailored intervention to be delivered cases would need to be identified.
This could be done by assessing them using the CAARMS measure but this in
itself would be a large piece of work”

“Choosing between those that receive the treatment and those that don't could

be an ethical dilemma as there are over 100s of service users who have ARMS.”
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What are the views of the non-registered practitioners who delivered the
intervention?

Quantitative data.

The non-registered practitioners (n=5) answered multiple-choice questions about
the length of the intervention and the number of sessions. Three (60%) indicated that
four sessions were not enough; two (40%) said this was the right number. One felt that
one hour sessions were not long enough, the other four (80%) felt that this was the right
length.

The non-registered practitioners used the five-point agree/disagree Likert scale
(mentioned above) to respond to questions about the research and intervention.
Combining the ‘agree’ and strongly ‘agree categories,’ all said that they believed the
intervention was helpful, they would offer it to others and they were pleased they had
been involved in the research. Four (80%) agreed that future research should be
conducted on the intervention.

The non-registered practitioners used the ‘helpful/unhelpful’ five-point Likert
Scale to indicate how helpful they believed certain components of the intervention were.
Combining the ‘helpful’ and ‘very helpful” categories, all rated psychoeducation,
normalisation, the therapeutic relationship and increasing social activity as helpful. Four
rated formulation and between-session tasks as helpful. Appendix Y gives more detail

regarding these results.

Qualitative data.

Framework analysis identified seven themes representing the non-registered
practitioners’ views of the intervention and research. These are shown in table 15 along
with a brief description of what each theme captures, the number who commented on it

and some illustrative quotes from the participants.
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Table 15

Themes representing non-registered practitioners’ views of the intervention and research, detail of what each theme captures and illustrative quotes

Theme

Captures

Illustrative Quotes

Helpful for
young people:
giving strategies
and lowering

distress

Helpful core
aspects:
normalising,
relationship and
between-session
tasks

All felt the intervention had been
helpful for young people:

o Four felt it had reduced distress

o Three felt it had reduced symptoms
Two mentioned young people learning

coping strategies

Four saw the normalising approach as
helpful

Four reflected on building a good
relationship and the benefits of this
Two believed between-session tasks
ensured change

“I think it really made a difference to the two participants | worked with”

“The young person | worked with felt reassurance and noticed a decrease in the
distress associated with their unusual experiences”

‘kxk*E’s number of unusual experiences diminished, and their intensity lowered”
“The young person would think about or use the different strategies that we had
discussed, and this helped reduce their symptoms”

“I think the normalising approach was incredibly important, most participants
seemed to feel quite isolated with their experiences and all of them were surprised to
hear how common they are”

“| felt that the young person and | had built up a good therapeutic relationship and
were working well together”

“The intervention allowed my participant to feel heard and validated”

“Practical homework tasks reinforced everything”

“The most noticeable outcomes occurred following completion of the in-between

tasks”
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Theme Captures Ilustrative Quotes

Thinking ¢ All mentioned benefits of cognitive “The young person was able to think of alternative ideas for what might be causing
differently: tools them to have unusual experiences”

making sense of e Two felt young people learnt to “They were able to reflect on their experiences afterwards and understand them in a
unusual recognise triggers to their unusual different way”

experiences experiences «**** ynderstands the effect trauma/lack of sleep can have on her unusual

experiences,”

Structured but

Four valued the intervention’s structure I like the manualised and brief focused approach of the intervention. It is easy to
flexible e Three valued the intervention’s follow”
flexibility “I think it had been well thought through and structured - very contained!”
“I liked that the intervention was really structured; it ensured we covered all the
material we needed to.”
“Flexible enough to deal with issues when they arose”
“It was really useful having space for the young person to add their own items onto

the agenda.. .so that they feel listened to”
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Theme

Captures

[llustrative Quotes

More time

needed

Future research

Four felt the intervention needed more
time, making suggestions for how this
could be utilised

Two reported finding the ending
difficult

One reflected positively on ending after

four-sessions

Four made suggestions for future

research

“I would offer longer appointments than an hour (probably 90minutes) for those
who were bringing a lot of unusual experiences to explore as I think it’s important to
go through homework in detail”

“I would have more sessions (6 not 4) as it's enough time to build a good rapport,
but then ending can be quite difficult with only 4 sessions”

“I think 6 sessions at least would be preferable to 4. More time to build rapport in an
initial session would be good”

“Look into extending it. Some practical elements, such as doing a behavioural
experiment with the participant might also be interesting”

“You have to finish the work you have been doing after session four, so not
continuing with the momentum you have both built up”

“Something about it being four-sessions...meant higher levels of engagement?...no

awkwardness around ending after four-sessions due to clarity from the beginning”

“Future research should focus on the intervention being used more within the Youth
Team”
“| feel future research should be developed to explore the ongoing impact of the

intervention.”
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Theme Captures Ilustrative Quotes

Value for e All responded positively when asked if ~ “Definitely it should be!...It’s a very useful took for clinicians to use and so much of
routine care the intervention should be offered as it (1 think) is really useful for people having unusual experiences”
routine “I think it is a great idea. There are so many young people who have unusual

experiences but these aren’t often quickly addressed by teams”

“I have used the worksheets as a one-off or more casual/informal intervention to a
couple of my first clients who have been experiencing voices - really useful!”
“Young people with ARMS seem to get lost in the system”

“I feel that this intervention is offering something that is currently missing, a brief
structured piece of work at the earliest possible opportunity to hopefully prevent
young people from developing psychosis”

“really useful in terms of managing the waitlist”
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Discussion

The views of staff participants who did not deliver the intervention.

Acceptability of the intervention.

A high percentage of staff participants indicated that they believed that the
intervention would be helpful to young people and that they would refer them to it. No
staff participants disagreed with these statements. These findings were also reflected in
the qualitative data, where staff identified several potential benefits to young people
with ARMS. This supports the acceptability of the intervention to staff participants,
suggesting they are likely to refer young people to it.

Feasibility studies should consider the value clinicians place on particular
interventions (O’Cathain et al., 2015), which appears to be high for the current
intervention. Staff participants valued the rationale behind developing a brief
intervention for the initial stage of stepped-care approach for young people with ARMS.
They linked this to the current NHS climate, acknowledging the likely commissioning
of such an intervention. Within their qualitative responses, staff participants also valued
the intervention for offering psychoeducation, a normalising approach and focusing on
the therapeutic relationship. This was consistent with their quantitative responses, with

all staff participants indicating that these components would be helpful to young people.

Critiques of the intervention and suggestions.

It is important for feasibility studies to assess whether clinicians are unhappy
with any aspect of an intervention (O’Cathain et al., 2015). In the current study, some
staff had concerns about between-session tasks, with one indicating that they believed

they might actually be unhelpful.
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Staff felt that the intervention needed to be flexible in adapting to individuals,
particularly around engaging them and in the length and number of sessions. Staff
disagreed as to whether four sessions was enough. In the qualitative data, six sessions
were suggested. One staff participant proposed having two additional follow-up
sessions, another suggested having a post-intervention group to complement and
continue what young people learnt within the individual sessions. These are proposals

that can be considered in future research.

Implementing the intervention into routine care.

Staff identified a gap in existing provision, believing that the current
intervention could fill this. However, they did raise some concerns over the
practicalities of allocating young people to the intervention within routine care, e.g.
questioning how appropriate individuals would be identified, and how it would be
managed if there were too many young people wanting the intervention. This highlights
a future area that must be explored with clinicians and managers within relevant teams
if the intervention is to be offered routinely. Potential ways of addressing these concerns

could also be considered in future research.

Acceptability of the research.

With regards to the research, staff participants appeared positive and welcoming
of this. This is a surprising finding, as it seems contradictory to the difficulties with
recruitment described in the previous chapter.

Clinicians are more likely to respond positively to research studies when they
are consulted about their implementation and rationale (Howard, de Salis, Tomlin,

Thornicroft, & Donovan, 2009). Thus, it seems possible that the process of asking staff
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participants to complete the questionnaire, actually contributed to the positivity they
expressed within it. Considering the difficulties with recruitment highlighted in the
previous chapter, this involvement and the positivity observed will be helpful for
ensuring successful recruitment to a future RCT if it is conducted within the same teams
(Borschmann et al., 2014). This highlights the value of including staff participants
within the current study, and also the importance of consulting with staff in the early

stages of any future RCT.

The views of non-registered practitioners who delivered the intervention.

Helpfulness and acceptability of the intervention.

All five of the non-registered practitioners indicated that they would consider
delivering the intervention to other young people with ARMS, supporting the
acceptability of the intervention to them. This is further supported by both the
quantitative and qualitative findings, in which all indicated that they believed the
intervention had been helpful to the young people they worked with. Non-registered
practitioners most commonly said that young peoples’ distress around their unusual
experiences had decreased following the intervention, whilst some said that their
symptoms had lessened, and they had learnt helpful strategies.

All non-registered practitioners commented on the helpfulness of taking a
normalising approach and of building a strong therapeutic relationship with the young
people they worked with. This is consistent with previous research which highlights the
therapeutic-relationship as a key component in the effectiveness of all therapies
(Horvath, 2001) and Rietdijk et al.,'s (2010) claim that normalising unusual experiences

is helpful for reducing anxiety in young people with ARMS.
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The cognitive elements of the intervention were considered a valuable tool,
particularly for helping young people to develop new understandings of their
difficulties, consistent with French and Morrison, (2004).

Between-session tasks were generally rated as helpful in the quantitative data,
however when compared to the other aspects, their helpfulness was rated the lowest,
which was also the case for staff participants. Despite this, two non-registered
practitioners emphasised the value of between-session tasks for bringing about and
reinforcing improvements in young people. This anecdotal evidence is supported by
Kazantzis, Whittington, and Dattilio's (2010) meta-analysis, which found that between-
session tasks make clinically meaningful contributions to outcomes in therapy.

As outlined above, the staff participants’ qualitative data purported that the
intervention needed to be flexible. The qualitative feedback from the non-registered
practitioners suggests that the intervention achieved this flexibility, whilst also
maintaining a structured approach. It seems an appropriate balance was struck; the
intervention was focused, felt contained and all of the necessary content was covered,
alongside having the flexibility to allow young people to bring their own content, which

was valued by the non-registered practitioners.

Critiques and suggestions for the intervention.

Four of the five non-registered practitioners suggested that the intervention
should have more time allocated to it, either through additional or longer sessions.
There was a sense that this would allow more time for working on some of the existing
aspects of the intervention, e.g. building the therapeutic relationship. Two non-
registered practitioners commented that ending the intervention was difficult. This is

consistent with Waller et al., (2015) who sought clinicians’ views on delivering a short-
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term intervention for individuals with psychosis. It is likely the result of the brief nature
of the intervention, the complexity of the client group (Waller et al.,) and the
practitioners’ own anxieties around endings (Baum, 2007).

Conversely, one non-registered practitioner reflected positively on the time
allocated to the intervention, questioning whether offering a brief intervention actually
increased young peoples’ engagement. It seems possible that the limited-nature of the
intervention meant that young people felt they had to engage quickly to make use of the
sessions, which is consistent with claims that brief interventions increase initial
treatment engagement and quickly enhance the overall therapeutic relationship
(Substance Abuse and Mental Health Services Administration, 2012). This non-
registered practitioner also commented on the value of being clear about the limited
number of sessions from the start of the intervention. This may explain why they did not
report finding the ending difficult, as research shows that therapists who are clear with
clients about the termination of treatment from the beginning, experience the ending
more positively (Gould, 1977). This has clear implications for the future delivery of the
intervention; future training must normalise staff anxiety around managing endings
(Waller et al., 2015) and should ensure that those delivering it, are clear with young

people about the intervention’s time-limited nature from session one.

Future research and implementation into routine care.

Non-registered practitioners were generally positive about future research on the
intervention. Most of their suggestions around this were consistent with the likely aims
of a future RCT, e.g. offering to more young people, assessing the long-term impact

through follow-up assessments.
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Furthermore, all non-registered practitioners were positive about offering the
intervention within routine care. One clinician had already used some components from
the intervention in their routine work, highlighting the value and need for this type of
approach. This need was further supported by another non-registered practitioner, who
highlighted a gap in existing provision and the potential for the current intervention to

fill this, consistent with the staff participants’ views.

Limitations.

All participants were recruited from three Youth Teams within the same NHS
trust in the same region of the UK. The Early intervention in Psychosis (EIP) Waiting
Time Standards state that young people with ARMS should be offered treatment within
EIP teams, not Youth (NHS England, 2016). Therefore, the views captured may not be
representative of those who work with young people with ARMS in other parts of the
UK or internationally. For example, the current study highlighted a need for the
intervention, which was used to support its value, this need may not be present in EIP or
other services.

All data could have been subjected to social-desirability. Moreover, participants
may have exhibited an acquiescence bias; a tendency to agree with survey rating
questions (Holbrook, 2008), although qualitative responses were consistent with survey

ratings, contradicting this.

Conclusion.
The results outlined within this chapter support the acceptability of the
intervention and of future research to those working with young people with ARMS

across three NHS Youth Teams. Staff participants who did not deliver the intervention,
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valued its approach, believing it would be helpful for young people and for their service
more widely. They felt the intervention was able to fill a gap within existing provision,
ensuring that young people with ARMS received an appropriate service. Likewise, the
practitioners who delivered the intervention, valued many of its components and felt
that it was helpful for the young people who they delivered it to. They also saw the
intervention as having value as part of routine care. Furthermore, both participant
groups were positive about future research on the intervention, which could be used to
address some of their suggestions for improving it.

These findings support the acceptability of both the intervention and research to
clinicians, supporting the feasibility of both a future RCT and of implementing the

intervention into routine care (O’Cathain et al., 2015).
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Chapter Six

Discussion and Critical Evaluation

This chapters aims to bring the findings from the previous chapters together, to
position them within the existing literature, to discuss their clinical implications and to
evaluate the approach and methods taken. It starts by summarising the findings from the
empirical paper and the additional methods/results chapters to draw conclusions about
the overall feasibility of the intervention developed, and of a future clinical trial. The
next section explores how the intervention can be adapted to increase its acceptability
and effectiveness, incorporating the findings from the feasibility aspect of this portfolio,
alongside the findings from the systematic review and the existing literature. Within this
section, the wider implications for clinical services are also explored and discussed. The
chapter then explores some of the limitations of the approaches taken within the current
portfolio, leading to recommendations for addressing these, followed by a discussion of
the dissemination of the results. The chapter finishes with an overall conclusion to the

portfolio.

Outcomes of the Feasibility Study

There is no systematic guidance available on how to categorise and draw
conclusions regarding the outcomes of feasibility studies. However, Shanyinde,
Pickering, and Weatherall, (2011) reported 14 methodological issues that should be
evaluated as part of feasibility outcomes. These 14 methodological issues were applied
as an analytic framework to the current findings (consistent with Bugge et al., 2013).
The results are outlined in Table 16 which summarises information presented in the
previous chapters. Issues not addressed in the current study are listed below the table,

whilst additional issues are included in italics.
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Table 16

Summary of findings against 14 methodological issues for feasibility research

Methodological Issues

Findings

Evidence

Did the feasibility/pilot
study allow a sample
size calculation for the

main trial?

What factors influenced
eligibility and what
proportion of those
approached were

eligible?

Was recruitment

successful?

No. Sample-size calculations conducted were

not meaningful, suggesting a very small sample
(e-9.7)

The proportion of eligible service-user
participants met the pre-defined target and was
consistent with other research on the same
population (Morrison et al., 2012)

Generally, inclusion and exclusion criteria were

acceptable.

Insufficient young people were referred into the
study to the meet the recruitment target. This

was likely the result of ‘clinical gatekeeping.’

Feasibility studies should not be used in this way, as they do not provide
meaningful effect size estimates due to the small sample sizes (Leon,
Davis, & Kraemer, 2011)

Eight out of 12 service-user participants who consented to the study were

eligible (66.67%). All four who were not, met criteria for psychosis on the
CAARMS.

Two service-user participants referred to the study were excluded prior to

consenting due to a recent medication change.

Eight eligible service-user participants were recruited instead of the
intended 12.
See discussion in the Empirical Paper
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Methodological Issues

Findings

Evidence

Did eligible participants

consent?

Did participants adhere

to the intervention?

Was the intervention
acceptable to

participants?

Yes

Generally, service-user participants adhered to

the intervention.

Yes

All 12 service-user participants who met with the primary researcher

consented to the study.

Seven of the eight service-user participants who started the intervention
completed it.

Fidelity-data suggest that most service-user participants engaged with
most aspects/tasks of the intervention within sessions.

Responses on the service-user’s experience questionnaire and the fidelity-
data suggest that whilst young people did not always complete between-
session tasks, they did adopt aspects and make changes in their everyday

lives.

All six service-user participants completing the experience questionnaire
indicated that they would recommend the intervention to others and they

did not find it distressing.

All service-users commented on benefits they experienced due to the

intervention.

Total means on the session rating scales (SRS) were all above the

recommended cut-offs.
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Methodological Issues  Findings Evidence

Was it possible to Intervention costs were not calculated. Five out of the six service-user participants completing the experience
calculate intervention Four-sessions appeared adequate, although questionnaire indicated they would have preferred more than four-

costs and duration? additional sessions could be trialled. sessions, this view was shared by most of the non-registered practitioners
Were outcome All measures were completed by all but one of  Six out of the seven service-user participants who were invited to

assessments completed? the service-user participants who completed the complete outcome measures completed them.

intervention. All six young people completed all measures.
Were outcomes They appeared to be. Making questions more All 12 participants who consented to the research completed the necessary
measured those that concrete when administering the CAARMS measures at baseline.
were the most may improve this for future research. Tentative data suggest changes on both outcome measures from pre/post
appropriate outcomes? intervention.

Service-user participants found some assessment questions vague.

Was retention to the The retention rate met the pre-defined target Six of the eight eligible participants completed the intervention and all
study good? and was consistent with previous research on outcome measures, this was at the pre-defined target; 75%.
the same population (Morrison et al., 2012)
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Methodological Issues

Findings

Evidence

Did all components of
the protocol work

together?

Was the intervention
acceptable to

clinicians?

Was the intervention
administered as
intended by non-
registered

practitioners?

All components included in the current study

worked well together.

The intervention appeared acceptable to both
groups of practitioners (those who delivered
the intervention and those working in NHS

Youth Teams)

Generally, non-registered practitioners
delivered the intervention in a way that was

consistent with the intended approach.

No difficulties were identified in the various study processes. Recruitment
was helped by having members of the clinical team as part of the research

team.

Staff participants: 92.31% believed the intervention would be helpful;
96.30% would refer young people to it. They valued core aspects of the
intervention: psychoeducation, normalising and the therapeutic
relationship, and saw it as useful to the service.

Non-registered practitioners: all five agreed they would offer the
intervention to others and that it had been helpful for young people. They
valued core aspects of the intervention (as above) but also cognitive

elements.

The percentage of items endorsed on the fidelity checklists was high.
SRS and Working-Alliance Inventory data suggest non-registered
practitioners were able to develop positive therapeutic relationships with

the young people in only four-sessions.

Methodological issues proposed by Shanyinde et al., (2011) not addressed by the current research: ‘Were participants successfully randomised and did randomisation yield equality

in groups?’ ‘Were blinding procedures adequate?’ “Was the logistics of running a multicentre trial assessed?’
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Table 16 and the discussions throughout this portfolio suggest that both the
intervention and research were acceptable to all three participants groups. The
intervention had no adverse impacts and non-registered mental-health workers were
successfully trained to deliver it as intended. The rates of consent and retention were
acceptable, as were the inclusion and exclusion criteria. Findings also supported a gap
in existing services which the intervention could fill. Consequently, the intervention and
research appear feasible, and thus a future Randomised Controlled Trial (RCT) should
take this further.

Therefore, one of the overarching aims of this portfolio has been met in

supporting the viability of a future RCT (Eldridge et al., 2016).

Recruitment in a Future RCT.

The Empirical Paper concluded that “clinical gatekeeping’ caused difficulties
with recruitment. However, this seems contradictory to the finding that staff participants
were generally welcoming and positive about the research. It could be that the latter
finding was the result of a social desirability or recruitment bias, which meant that staff
who were more positive about the research, were more likely to participate. Or staff
responded in a positive way ‘to look good.” Alternatively, it could be that involving
clinicians in the research led them to become more positive about the study (Howard et
al., 2009). Yet, this did not filter through to increasing the recruitment of service-user
participants, because staff and service-user recruitment happened parallel to each other.

Regardless, careful attention must be paid to recruitment in a future RCT.
Clinicians should be consulted about the research before it commences and should be
supported to feel that their contributions are valued. Information presented to clinicians

should be framed in a way that is consistent with their clinical work (Robotham et al.,
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2016). Moreover, the RCT should be advertised to young people directly so that they
are able to refer themselves. Whilst, particular attention will need to be paid to the
ethics around this, there is also an ethical need to ensure that young people are able to
make their own informed choice about participating in research, particularly as the

current findings suggest that they value this.

The Future Delivery of the Intervention and Clinical Implications

Between-session tasks.

The quantitative data from the non-validated questionnaires showed that for all
three groups of participants, there was the biggest variation in responses relating to the
helpfulness of between-session tasks. Overall, they were rated as less helpful than other
components of the intervention. There was also a sense that some staff participants
expected young people not to complete them.

It is of note, that the variation in service-user participants’ views of between-
session tasks seemed to echo that of the non-registered practitioner they worked with.
E.g. the only three service-users who rated between-session tasks as helpful, received
the intervention from the only two non-registered practitioners who reflected positively
on them in their qualitative data. The fidelity-data suggest that these three service-user
participants also attempted most of the between-session tasks, which was not the case
for others. Conversely, the only service-user to rate between-session tasks as unhelpful,
worked with the non-registered practitioner who rated them lower than all other
practitioners (neither helpful nor unhelpful) and this young person did not complete the
tasks.

These findings suggest that practitioners’ views about the helpfulness of

between-session tasks are mixed, although generally their attitudes are less positive
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towards them than other elements of therapy. Practitioners’ beliefs and attitudes impact
on their behaviour and the way they deliver therapy (Waller & Turner, 2016), with
claims that “a therapists own beliefs about the role of homework can influence the
successful use of these tasks” (Kazantzis & Shinkfield, 2007, p.323). Therefore, it
seems possible that within the current study, clinician’s views towards between-session
tasks influenced young people’s views and ultimately whether they completed the tasks
or not (potentially a bidirectional relationship).

Despite some negative views, it is important to keep between-session tasks as
part of the intervention, as the literature consistently shows that homework compliance
makes clinically meaningful contributions to outcomes in therapy (Kazantzis et al.,
2010), and is an active component in treatment for young people with ARMS (Flach et
al., 2015). Findings that were supported anecdotally be two of the non-registered
practitioners who delivered the intervention in the current study.

To encourage young people to complete between-session tasks, the intervention-
protocol must be adapted so that more time is spent exploring their benefits, and
helping young people to feel more confident in completing them (Kazantzis &
Shinkfield, 2007). Future training for those delivering the intervention must also
emphasise these benefits This is crucial, as therapists are more likely to adhere to
intervention-protocols if they understand their rationale and hold a positive attitude

towards them (Waller & Turner, 2016).

Number of sessions.
Within the current study, all three groups of participants raised concerns about
the length of the intervention. Both service-users and those delivering the intervention,

suggested introducing an additional session at the beginning to focus on developing the
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therapeutic relationship. This seems unnecessary, as the data suggest that a positive
therapeutic-relationship was achieved in only four sessions. However, the fidelity-data
did show that session one often did not last the full hour, meaning there is opportunity
for this session to incorporate more of a focus on the therapeutic relationship.

With regards to adding additional sessions for other reasons, such as adding
more practical elements or spending more time discussing homework, it is not certain as
to whether this would be beneficial or not. Whilst the literature demonstrates that
shorter psychological interventions can be equally as effective as longer ones (Waller et
al., 2018), it is not clear that this is the case for the current intervention nor what the
optimum number of sessions would be. Therefore, a future RCT could trial the current
four-session intervention alongside a longer version, assessing whether there is any
difference in effectiveness.

However, it is important to acknowledge the purpose of designing a brief time-
limited intervention, which has the potential to be more efficient, cost-effective and
accessible than others (Ost & Ollendick, 2017); an approach that was valued by staff
participants. As observed by a non-registered practitioner in the current study, brief
time-limited therapy also helps young people to focus their attention and energy on the
therapy (Ost & Ollendick), increasing their engagement (Substance Abuse and Mental
Health Services Administration, 2012). Moreover, attrition rates increase with therapy
length (particularly for young people), thus, time-limited therapy reduces attrition
(Swift & Greenberg, 2012). Disengagement is generally high in young people with
psychotic-like experiences (Connor, 2017), yet only one (out of eight) service-user
participants did not complete the intervention in the current study, supporting a role for
brief, time-limited, therapy for reducing drop-outs. Therefore, even if additional

sessions are added to the current intervention, it must remain brief and time-limited.
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Adding a group component.

A staff participant suggested adding a group component for intervention
graduates. The potential benefits of a group component for young people with ARMS is
highlighted by the findings of the Systematic Review. This found that young people’s
social-isolation and self-stigma are partly fuelled by their beliefs that they are abnormal.
Therefore, young people valued services that offered a normalising approach and a
label, as this confirmed that they were not the only one with their difficulties. (A
statement echoed by service-users and non-registered practitioners in the current study).
Groups are ideal for offering this type of approach; they normalise symptoms, helping
individuals to see that they are not alone through being with others experiencing similar
difficulties (McEvoy, 2007).

Moreover, the Systematic Review found that young people valued services for
providing them with interpersonal engagement, and a sense of belonging. Landa et al.,
(2016) found that groups for young people with ARMS can facilitate such support.

Therefore, a future RCT could include a group component alongside the current

intervention.

Non-specific therapeutic factors: talking and the therapeutic relationship.

There are two themes which have re-occurred throughout this portfolio. The first
relates to the importance of providing young people with ARMS, a safe, empathic
therapeutic relationship in which they feel able to talk freely about their difficulties. On
both working-alliance measures included in the feasibility study, the relationship
between the non-registered practitioners and the service-users was rated at an acceptable
level. This suggests that it was possible to develop a positive therapeutic relationship

within only four sessions. This is also supported by the qualitative data from both
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parties. The importance of this for positive outcomes is well documented in the
literature (Horvath, 2001), and was reflected in staff participants’ responses; with all
believing that this would be a helpful component of the intervention.

Achieving this relationship is also important in light of the systematic review’s
findings; that for young people with ARMS to be able to disclose their concerns and to
ultimately engage with psychological support, they need to have built a trusting
relationship.

Service-user participants reflected on the value of this relationship in ways that
mirrored the findings of the systematic review. Results from both suggest that young
people are put at ease by therapists adopting a friendly and informal approach. They
value having a safe space to openly and confidentially discuss their difficulties and to be
met with empathy and understanding. In the feasibility study, non-registered
practitioners perceived the benefits of this in ways that were also consistent with the
systematic review, e.g. allowing young people to feel heard and validated. These
findings are consistent with the literature for first episode psychosis (FEP) and young
people with severe mental health difficulties more generally (Boydell et al., 2010; Gee
et al., 2016). They also support the British Psychological Society, who highlighted the
importance of allowing individuals with psychotic-like experiences the freedom to talk
about their difficulties (Cooke, 2014).

Furthermore, in the feasibility study there was a sense that some service-user
participants valued the research appointments for providing opportunities to talk within
a warm relationship. This is consistent with Byrne and Morrison's, (2014) findings, and
highlights the value of participating in research for some young people.

Taken together, the findings of this thesis portfolio highlight the value and

importance that young people with ARMS place on the therapeutic relationship and of
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being able to talk about their experiences, as well as the helpfulness of this. In doing so,
the results extend the existing literature to young people with ARMS, with obvious
clinical implications for the delivery of services to them. Moreover, it is essential that
the future delivery of the intervention developed for the current study, maintains its
focus on the development of a positive therapeutic relationship and continues to offer

young people the opportunity to talk freely about their difficulties.

Valuing a new understanding.

The second re-occurring theme found within this portfolio, relates to the value
young people with ARMS place on being supported to make sense of and develop new
understandings of their unusual experiences and difficulties; a finding that is consistent
with the FEP literature (Kilkku, Munnukka, & Lehtinen, 2003). Both the feasibility
study and the systematic review, suggest various ways that this understanding can be
facilitated for young people with ARMS.

They both suggest that young people value being offered psychoeducation and
information about their difficulties, as well as being offered normalising explanations
and help to recognise any triggers. For example, within the feasibility study, two
service-user participants reflected on how recognising triggers helped them to develop
new understandings, which enabled them to accept and feel more in control of their
difficulties; consistent with the FEP literature (Boydell et al., 2010).

One study within the Systematic Review reported that young people found
developing a therapist-led formulation (maintenance or longitudinal) normalising and
helpful for making-sense of their difficulties. The empirical paper adds further support

to the helpfulness of developing maintenance formulations; service-user participants
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reflected on their value for breaking down their unusual experiences, understanding
them and identifying their triggers. These findings are consistent with (Cooke, 2014).

Within the current study, service-user participants also commented on the value
of cognitive tools for helping them to understand and explain their unusual experiences.
Non-registered practitioners also believed that this aspect was helpful for young people
in their attempts to make sense of their difficulties.

It seems that what is important to young people, is to be supported to develop
new, more helpful understandings of their unusual experiences, which enable them to
better make sense of them. This can be facilitated through developing a shared
formulation, psychoeducation, normalisation and challenging thoughts. This has
obvious implications for the future delivery of the intervention, which must continue to

include these components, as well as for clinical services more generally.

Services for young people with ARMS.

The Early Intervention in Psychosis Access and Waiting Time Standards (NHS
England, 2016) state that young people meeting the criteria for ARMS should receive
interventions within an Early Intervention in Psychosis (EIP) service. The current
research was conducted within a youth team (rather than an EIP service), as this is
where young people with ARMS receive support within the geographical area of the
research. As mentioned in the empirical paper, this does potentially limit the
implications of the current findings. However, EIP services do employ non-registered
practitioners, who could be trained in the same way as those in the current study, and
there is nothing to suggest that the intervention could not be delivered within an EIP
service. In fact, considering the aims of the intervention (in terms of being readily

available and quick to administer), it could potentially be used to help EIP services meet
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the government target of offering interventions within two weeks of referral (NHS
England, 2016).

However, the findings from the systematic review suggest that labelling a
service as being for psychosis could be a barrier to young peoples’ engagement with it.
The review concluded that young people with ARMS associate psychosis with high
levels of stigma, fearing they may be psychotic and then worrying what this and
accessing support for it could mean. Therefore, these young people may be reluctant to
access support within an EIP service and offering this could potentially fuel/reinforce
their self-stigma. Consequently, if young people with ARMS are to be seen within EIP
teams, careful attention must be paid to explaining the purpose and role of the service to

them, using language that is normalising and non-catastrophising

Limitations

Limitations of aspects of this portfolio have been highlighted throughout, and
for brevity shall not be repeated; the focus will be on more general, wider limitations.

This thesis portfolio aimed to explore the experience of young people with
ARMS, focusing on their experience of interventions and services. Whilst this has been
explored in depth from several vantage points, both within local services and
international ones (through the systematic review), what is missing, is the experience of
young people who disengage from services, and who choose not to participate in
research. Considering the high levels of disengagement from services (Connor, 2017),
the experience of a potentially large group is missing. The implications from the current
findings can be applied to services, with potential benefits. However, to truly

understand why some young people disengage from services, we need to hear and
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understand their experience. Future research must think of creative ways to recruit and
engage these young people.

With regards to the feasibility aspect of the current project, a future RCT has
been recommended, however, the current study failed to assess the viability of certain
aspects of this, including the feasibility of randomisation, blinding and of conducting a
multicentre trial. The difficulties with recruitment could potentially be made worse by
including randomisation, as clinicians seem more likely to want to protect ‘vulnerable’
clients from the burdens of research when they might not receive the active treatment
(Borschmann et al., 2014). Moreover, any future RCT will need to carefully consider
and plan the blinding and multi-centre aspects before commencing.

The current study used the CAARMS to identify young people meeting criteria
for ARMS. However, staff participants raised concerns about the practicalities of
administering the CAARMS to identify young people for the intervention within routine
care. Consistent with these concerns, the literature also argues that the CAARMS and
other well-established interview measures for identifying individuals at risk of
psychosis (e.g. the Structured Interview for Psychosis Risk Syndromes, SIPS) are not
well suited to routine clinical settings, as they are time consuming and require specialist
training (Mcglashan, Walsh, & Woods, 2010). This highlights a lack of ecological
validity within the current study.

With regards to the most suitable measures for routine settings, brief self-report
screening measures are best suited for use in clinical services, yet a systematic review
found that none of these can reliably predict the result of the CAARMS or SIPS across
all contexts and populations. (Kline & Schiffman, 2014). This raises a wider issue, as it
means that services are not able to quickly and effectively identify those young people

who are at risk of psychosis, suggesting that many who meet this criterion may not be
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identified. Within the current study, four of the 12 young people who had been
identified as meeting criteria for ARMS by the clinical team, actually met criteria for
psychosis on the CAARMS. This suggests that without formal measures, young people
with ARMS or psychosis may be wrongly categorised meaning they do not receive the
appropriate evidence-based treatment they should. Moreover, the findings from the
Systematic Review highlighted that some young people value being informed of their
ARMS, thus, an assessment for this should be available to them.

Subsequently, future research must investigate which of the current screening
measures is most suited to routine services within the UK. Alternatively, it could
develop new tools for this purpose. In the meantime, services should discuss the
possibility of screening for ARMS with young people. Those who decide to complete
an assessment should be supported to complete one of the three screening measures that
currently have the most support within ecologically valid settings; the Prodromal

Questionnaire, PQB or PQ-16 (Kline & Schiffman.

Dissemination

The systematic review and empirical paper have been written for specific
journals and will be submitted to them for review. Results will be shared with the teams
in which the research was conducted and will be disseminated to the service-user
participants who requested this. The research team are also likely to submit a request for
funding to conduct a future RCT on the intervention developed for the current study.
This is likely to be through the National Institute for Health Research, Research for

Patient Benefit funding source. This would result in further dissemination.
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Overall Summary

Current support and interventions for young people with ARMS are
characterised by high levels of disengagement and poor availability within the NHS.
Through exploring young people’s experience of these services, the current portfolio,
has made recommendations for how they can be shaped so that they are more acceptable
to young people. Most importantly, practitioners working with young people with
ARMS must adopt a friendly, informal approach, offering empathy and validation, so
that a positive therapeutic relationship can develop, allowing young people to talk
openly about their experiences. Services must take a normalising approach to an
individuals’ psychotic-like experiences, providing young people with information about
their difficulties and ultimately helping them to develop new, more helpful
understandings of them.

In an attempt to increase the availability of interventions for this population, the
current portfolio also developed and trialled a brief, benign psychological intervention,
delivered by trained non-experts. This focused on normalising young people’s unusual
experiences using a psychoeducational and CBT-informed approach. Findings
supported the acceptability of this to both service-users and mental health practitioners

and recommendations for a future RCT were made.

Overall Conclusion

Mental health services must support young people with ARMS to develop a
trusting therapeutic relationship, allow them to talk about and make sense of their
difficulties and to develop new understandings of them. A future RCT should further
investigate the effectiveness of the brief, benign intervention developed for the current

research, which seemingly has the potential to increase the availability of psychological
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interventions for young people with ARMS and attenuated psychotic experiences.
Adopting these recommendations within the NHS could increase both the acceptability
and availability of psychological support for this population. It is hoped that ultimately,
this would help to reduce the number of young people whose difficulties worsen to meet

criteria for psychosis, and alleviate the long-term impacts associated with this.
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(Systematic Review)

Guide for Authors — Clinical Psychology Review

Submission checklist

You can use this list to carry out a final check of your submission before you send it to the journal for
review. Please check the relevant section in this Guide for Authors for more details.

Ensure that the following items are present:

One author has been designated as the corresponding author with contact details:

+ E-mail address

* Full postal address

All necessary files have been uploaded:

Manuscript:

* Include keywords

* All figures (include relevant captions)

* All tables (including titles, description, footnotes)

* Ensure all figure and table citations in the text match the files provided

« Indicate clearly if color should be used for any figures in print

Graphical Abstracts / Highlights files (where applicable)

Supplemental files (where applicable)

Further considerations

» Manuscript has been 'spell checked' and 'grammar checked'

+ All references mentioned in the Reference List are cited in the text, and vice versa

* Permission has been obtained for use of copyrighted material from other sources (including the Internet)
* A competing interests statement is provided, even if the authors have no competing interests to declare
« Journal policies detailed in this guide have been reviewed

* Referee suggestions and contact details provided, based on journal requirements

For further information, visit our Support Center.

Ethics in publishing
Please see our information pages on Ethics in publishing and Ethical guidelines for journal publication.
Declaration of interest

All authors must disclose any financial and personal relationships with other people or organizations that
could inappropriately influence (bias) their work. Examples of potential conflicts of interest include
employment, consultancies, stock ownership, honoraria, paid expert testimony, patent
applications/registrations, and grants or other funding. Authors must disclose any interests in two places:
1. A summary declaration of interest statement in the title page file (if double-blind) or the manuscript file
(if single-blind). If there are no interests to declare then please state this: ‘Declarations of interest: none'.
This summary statement will be ultimately published if the article is accepted. 2. Detailed disclosures as
part of a separate Declaration of Interest form, which forms part of the journal's official records. It is
important for potential interests to be declared in both places and that the information matches. More
information.

Submission declaration and verification

Submission of an article implies that the work described has not been published previously (except in the
form of an abstract or as part of a published lecture or academic thesis or as an electronic preprint, see
‘Multiple, redundant or concurrent publication' section of our ethics policy for more information), that it is
not under consideration for publication elsewhere, that its publication is approved by all authors and
tacitly or explicitly by the responsible authorities where the work was carried out, and that, if accepted, it
will not be published elsewhere in the same form, in English or in any other language, including
electronically without the written consent of the copyright-holder. To verify originality, your article may
be checked by the originality detection service Crossref Similarity Check.
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Changes to authorship

Authors are expected to consider carefully the list and order of authors before submitting their manuscript
and provide the definitive list of authors at the time of the original submission. Any addition, deletion or
rearrangement of author names in the authorship list should be made only before the manuscript has been
accepted and only if approved by the journal Editor. To request such a change, the Editor must receive the
following from the corresponding author: (a) the reason for the change in author list and (b) written
confirmation (e-mail, letter) from all authors that they agree with the addition, removal or rearrangement.
In the case of addition or removal of authors, this includes confirmation from the author being added or
removed.

Only in exceptional circumstances will the Editor consider the addition, deletion or rearrangement of
authors after the manuscript has been accepted. While the Editor considers the request, publication of the
manuscript will be suspended. If the manuscript has already been published in an online issue, any
requests approved by the Editor will result in a corrigendum.

Author Disclosure Policy

Authors must provide three mandatory and one optional author disclosure statements. These statements
should be submitted as one separate document and not included as part of the manuscript. Author
disclosures will be automatically incorporated into the PDF builder of the online submission system.
They will appear in the journal article if the manuscript is accepted.

The four statements of the author disclosure document are described below. Statements should not be
numbered. Headings (i.e., Role of Funding Sources, Contributors, Conflict of Interest,
Acknowledgements) should be in bold with no white space between the heading and the text. Font size
should be the same as that used for references.

Statement 1: Role of Funding Sources

Authors must identify who provided financial support for the conduct of the research and/or preparation
of the manuscript and to briefly describe the role (if any) of the funding sponsor in study design,
collection, analysis, or interpretation of data, writing the manuscript, and the decision to submit the
manuscript for publication. If the funding source had no such involvement, the authors should so state.
Example: Funding for this study was provided by NIAAA Grant RO1-AA123456. NIAAA had no role in
the study design, collection, analysis or interpretation of the data, writing the manuscript, or the decision
to submit the paper for publication.

Statement 2: Contributors

Authors must declare their individual contributions to the manuscript. All authors must have materially
participated in the research and/or the manuscript preparation. Roles for each author should be described.
The disclosure must also clearly state and verify that all authors have approved the final manuscript.
Example: Authors A and B designed the study and wrote the protocol. Author C conducted literature
searches and provided summaries of previous research studies. Author D conducted the statistical
analysis. Author B wrote the first draft of the manuscript and all authors contributed to and have approved
the final manuscript.

Statement 3: Conflict of Interest

All authors must disclose any actual or potential conflict of interest. Conflict of interest is defined as any
financial or personal relationships with individuals or organizations, occurring within three (3) years of
beginning the submitted work, which could inappropriately influence, or be perceived to have influenced
the submitted research manuscript. Potential conflict of interest would include employment,
consultancies, stock ownership (except personal investments equal to the lesser of one percent (1%) of
total personal investments or USD$5000), honoraria, paid expert testimony, patent applications,
registrations, and grants. If there are no conflicts of interest by any author, it should state that there are
none.

Example: Author B is a paid consultant for XY Z pharmaceutical company. All other authors declare that
they have no conflicts of interest.

Statement 4: Acknowledgements (optional)

Authors may provide Acknowledgments which will be published in a separate section along with the
manuscript. If there are no Acknowledgements, there should be no heading or acknowledgement
statement.

Example: The authors wish to thank Ms. A who assisted in the proof-reading of the manuscript.
Copyright

Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing Agreement’ (see
more information on this). An e-mail will be sent to the corresponding author confirming receipt of the
manuscript together with a ‘Journal Publishing Agreement' form or a link to the online version of this
agreement.

159


https://www.elsevier.com/copyright

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts for internal
circulation within their institutions. Permission of the Publisher is required for resale or distribution
outside the institution and for all other derivative works, including compilations and translations. If
excerpts from other copyrighted works are included, the author(s) must obtain written permission from
the copyright owners and credit the source(s) in the article. Elsevier has preprinted forms for use by
authors in these cases.

For open access articles: Upon acceptance of an article, authors will be asked to complete an 'Exclusive
License Agreement' (more information). Permitted third party reuse of open access articles is determined
by the author's choice of user license.

Author rights

As an author you (or your employer or institution) have certain rights to reuse your work. More
information.

Elsevier supports responsible sharing

Find out how you can share your research published in Elsevier journals.

Role of the funding source

You are requested to identify who provided financial support for the conduct of the research and/or
preparation of the article and to briefly describe the role of the sponsor(s), if any, in study design; in the
collection, analysis and interpretation of data; in the writing of the report; and in the decision to submit
the article for publication. If the funding source(s) had no such involvement then this should be stated.
Funding body agreements and policies

Elsevier has established a number of agreements with funding bodies which allow authors to comply with
their funder's open access policies. Some funding bodies will reimburse the author for the Open Access
Publication Fee. Details of existing agreements are available online.

Open access

This journal offers authors a choice in publishing their research:

Subscription

* Articles are made available to subscribers as well as developing countries and patient groups through
our universal access programs.

* No open access publication fee payable by authors.

Open access

* Articles are freely available to both subscribers and the wider public with permitted reuse.

* An open access publication fee is payable by authors or on their behalf, e.g. by their research funder or
institution.

Regardless of how you choose to publish your article, the journal will apply the same peer review criteria
and acceptance standards.

For open access articles, permitted third party (re)use is defined by the following Creative Commons user
licenses:

Creative Commons Attribution (CC BY)

Lets others distribute and copy the article, create extracts, abstracts, and other revised versions,
adaptations or derivative works of or from an article (such as a translation), include in a collective work
(such as an anthology), text or data mine the article, even for commercial purposes, as long as they credit
the author(s), do not represent the author as endorsing their adaptation of the article, and do not modify
the article in such a way as to damage the author's honor or reputation.

Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-NC-ND)

For non-commercial purposes, lets others distribute and copy the article, and to include in a collective
work (such as an anthology), as long as they credit the author(s) and provided they do not alter or modify
the article.

The open access publication fee for this journal is USD 1950, excluding taxes. Learn more about
Elsevier's pricing policy: https://www.elsevier.com/openaccesspricing.

Green open access

Authors can share their research in a variety of different ways and Elsevier has a number of green open
access options available. We recommend authors see our green open access page for further information.
Authors can also self-archive their manuscripts immediately and enable public access from their
institution's repository after an embargo period. This is the version that has been accepted for publication
and which typically includes author-incorporated changes suggested during submission, peer review and
in editor-author communications. Embargo period: For subscription articles, an appropriate amount of
time is needed for journals to deliver value to subscribing customers before an article becomes freely
available to the public. This is the embargo period and it begins from the date the article is formally
published online in its final and fully citable form. Find out more.
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This journal has an embargo period of 24 months.

Elsevier Researcher Academy

Researcher Academy is a free e-learning platform designed to support early and mid-career researchers
throughout their research journey. The "Learn" environment at Researcher Academy offers several
interactive modules, webinars, downloadable guides and resources to guide you through the process of
writing for research and going through peer review. Feel free to use these free resources to improve your
submission and navigate the publication process with ease.

Language (usage and editing services)

Please write your text in good English (American or British usage is accepted, but not a mixture of these).
Authors who feel their English language manuscript may require editing to eliminate possible
grammatical or spelling errors and to conform to correct scientific English may wish to use the English
Language Editing service available from Elsevier's WebShop.

Submission

Our online submission system guides you stepwise through the process of entering your article details and
uploading your files. The system converts your article files to a single PDF file used in the peer-review
process. Editable files (e.g., Word, LaTeX) are required to typeset your article for final publication. All
correspondence, including notification of the Editor's decision and requests for revision, is sent by e-mail.

Peer review

This journal operates a single blind review process. All contributions will be initially assessed by the
editor for suitability for the journal. Papers deemed suitable are then typically sent to a minimum of two
independent expert reviewers to assess the scientific quality of the paper. The Editor is responsible for the
final decision regarding acceptance or rejection of articles. The Editor's decision is final. More
information on types of peer review.

Use of word processing software

It is important that the file be saved in the native format of the word processor used. The text should be in
single-column format. Keep the layout of the text as simple as possible. Most formatting codes will be
removed and replaced on processing the article. In particular, do not use the word processor's options to
justify text or to hyphenate words. However, do use bold face, italics, subscripts, superscripts etc. When
preparing tables, if you are using a table grid, use only one grid for each individual table and not a grid for
each row. If no grid is used, use tabs, not spaces, to align columns. The electronic text should be prepared
in a way very similar to that of conventional manuscripts (see also the Guide to Publishing with Elsevier).
Note that source files of figures, tables and text graphics will be required whether or not you embed your
figures in the text. See also the section on Electronic artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check’ and 'grammar-check'
functions of your word processor.

Article structure

Manuscripts should be prepared according to the guidelines set forth in the Publication Manual of the
American Psychological Association (6th ed., 2009). Of note, section headings should not be numbered.
Manuscripts should ordinarily not exceed 50 pages, including references and tabular material. Exceptions
may be made with prior approval of the Editor in Chief. Manuscript length can often be managed through
the judicious use of appendices. In general the References section should be limited to citations actually
discussed in the text. References to articles solely included in meta-analyses should be included in an
appendix, which will appear in the on line version of the paper but not in the print copy. Similarly,
extensive Tables describing study characteristics, containing material published elsewhere, or presenting
formulas and other technical material should also be included in an appendix. Authors can direct readers
to the appendices in appropriate places in the text.

It is authors' responsibility to ensure their reviews are comprehensive and as up to date as possible (at
least through the prior calendar year) so the data are still current at the time of publication. Authors are
referred to the PRISMA Guidelines (http://www.prisma-statement.org/statement.htm) for guidance in
conducting reviews and preparing manuscripts. Adherence to the Guidelines is not required, but is
recommended to enhance quality of submissions and impact of published papers on the field.

Appendices

If there is more than one appendix, they should be identified as A, B, etc. Formulae and equations in
appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; in a subsequent appendix, Eq.
(B.1) and so on. Similarly for tables and figures: Table A.1; Fig. A.1, etc.
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Essential title page information Title. Concise and informative. Titles are often used in information-
retrieval systems. Avoid abbreviations and formulae where possible. Note: The title page should be the
first page of the manuscript document indicating the author's names and affiliations and the
corresponding author's complete contact information.

Author names and affiliations. Where the family name may be ambiguous (e.g., a double name), please
indicate this clearly. Present the authors' affiliation addresses (where the actual work was done) below the
names. Indicate all affiliations with a lower-case superscript letter immediately after the author's name
and in front of the appropriate address. Provide the full postal address of each affiliation, including the
country name, and, if available, the e-mail address of each author within the cover letter.

Corresponding author. Clearly indicate who is willing to handle correspondence at all stages of
refereeing and publication, also post-publication. Ensure that telephone and fax numbers (with
country and area code) are provided in addition to the e-mail address and the complete postal
address.

Present/permanent address. If an author has moved since the work described in the article was done, or
was visiting at the time, a "Present address™ (or "Permanent address™) may be indicated as a footnote to
that author's name. The address at which the author actually did the work must be retained as the main,
affiliation address. Superscript Arabic numerals are used for such footnotes.

Abstract

A concise and factual abstract is required (not exceeding 200 words). This should be typed on a separate
page following the title page. The abstract should state briefly the purpose of the research, the principal
results and major conclusions. An abstract is often presented separate from the article, so it must be able
to stand alone. References should therefore be avoided, but if essential, they must be cited in full, without
reference to the reference list.

Graphical abstract

Although a graphical abstract is optional, its use is encouraged as it draws more attention to the online
article. The graphical abstract should summarize the contents of the article in a concise, pictorial form
designed to capture the attention of a wide readership. Graphical abstracts should be submitted as a
separate file in the online submission system. Image size: Please provide an image with a minimum of
531 x 1328 pixels (h x w) or proportionally more. The image should be readable at a size of 5 x 13 cm
using a regular screen resolution of 96 dpi. Preferred file types: TIFF, EPS, PDF or MS Office files. You
can view Example Graphical Abstracts on our information site.

Authors can make use of Elsevier's lllustration Services to ensure the best presentation of their images
and in accordance with all technical requirements.

Highlights

Highlights are mandatory for this journal. They consist of a short collection of bullet points that convey
the core findings of the article and should be submitted in a separate editable file in the online submission
system. Please use 'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 characters,
including spaces, per bullet point). You can view example Highlights on our information site.

Keywords

Immediately after the abstract, provide a maximum of 6 keywords, using American spelling and avoiding
general and plural terms and multiple concepts (avoid, for example, ‘and', 'of"). Be sparing with
abbreviations: only abbreviations firmly established in the field may be eligible. These keywords will be
used for indexing purposes.

Abbreviations

Define abbreviations that are not standard in this field in a footnote to be placed on the first page of the
article. Such abbreviations that are unavoidable in the abstract must be defined at their first mention there,
as well as in the footnote. Ensure consistency of abbreviations throughout the article.

Acknowledgements

Collate acknowledgements in a separate section at the end of the article before the references and do not,
therefore, include them on the title page, as a footnote to the title or otherwise. List here those individuals
who provided help during the research (e.g., providing language help, writing assistance or proof reading
the article, etc.).

Formatting of funding sources

List funding sources in this standard way to facilitate compliance to funder's requirements:

Funding: This work was supported by the National Institutes of Health [grant numbers xxxx, yyyy]; the
Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the United States Institutes of
Peace [grant number aaaa].
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It is not necessary to include detailed descriptions on the program or type of grants and awards. When
funding is from a block grant or other resources available to a university, college, or other research
institution, submit the name of the institute or organization that provided the funding.

If no funding has been provided for the research, please include the following sentence:

This research did not receive any specific grant from funding agencies in the public, commercial, or not-
for-profit sectors.

Footnotes

Footnotes should be used sparingly. Number them consecutively throughout the article. Many word
processors can build footnotes into the text, and this feature may be used. Otherwise, please indicate the
position of footnotes in the text and list the footnotes themselves separately at the end of the article. Do
not include footnotes in the Reference list.

Electronic artwork

General points

» Make sure you use uniform lettering and sizing of your original artwork.

» Embed the used fonts if the application provides that option.

» Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman, Symbol, or use
fonts that look similar.

* Number the illustrations according to their sequence in the text.

* Use a logical naming convention for your artwork files.

* Provide captions to illustrations separately.

* Size the illustrations close to the desired dimensions of the published version.

* Submit each illustration as a separate file.

A detailed guide on electronic artwork is available.

You are urged to visit this site; some excerpts from the detailed information are given here.
Formats

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, Excel) then
please supply ‘as is' in the native document format.

Regardless of the application used other than Microsoft Office, when your electronic artwork is finalized,
please 'Save as' or convert the images to one of the following formats (note the resolution requirements
for line drawings, halftones, and line/halftone combinations given below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi.

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of 1000 dpi.
TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a minimum of 500
dpi.

Please do not:

* Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typically have a low
number of pixels and limited set of colors;

* Supply files that are too low in resolution;

* Submit graphics that are disproportionately large for the content.

Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF), or MS
Office files) and with the correct resolution. If, together with your accepted article, you submit usable
color figures then Elsevier will ensure, at no additional charge, that these figures will appear in color
online (e.g., ScienceDirect and other sites) regardless of whether or not these illustrations are reproduced
in color in the printed version. For color reproduction in print, you will receive information
regarding the costs from Elsevier after receipt of your accepted article. Please indicate your
preference for color: in print or online only. Further information on the preparation of electronic artwork.
Figure captions

Ensure that each illustration has a caption. Supply captions separately, not attached to the figure. A
caption should comprise a brief title (not on the figure itself) and a description of the illustration. Keep
text in the illustrations themselves to a minimum but explain all symbols and abbreviations used.

Tables

Please submit tables as editable text and not as images. Tables can be placed either next to the relevant
text in the article, or on separate page(s) at the end. Number tables consecutively in accordance with their
appearance in the text and place any table notes below the table body. Be sparing in the use of tables and
ensure that the data presented in them do not duplicate results described elsewhere in the article. Please
avoid using vertical rules and shading in table cells.

163


https://www.elsevier.com/artworkinstructions
https://www.elsevier.com/artworkinstructions

References

Citations in the text should follow the referencing style used by the American Psychological Association.
You are referred to the Publication Manual of the American Psychological Association, Sixth Edition,
ISBN 1-4338-0559-6, copies of which may be ordered from http://books.apa.org/books.cfm?id=4200067
or APA Order Dept., P.0O.B. 2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, London,
WC3E 8LU, UK. Details concerning this referencing style can also be found at
http://humanities.byu.edu/linguistics/Henrichsen/APA/APA01.html

Citation in text

Please ensure that every reference cited in the text is also present in the reference list (and vice versa).
Any references cited in the abstract must be given in full. Unpublished results and personal
communications are not recommended in the reference list, but may be mentioned in the text. If these
references are included in the reference list they should follow the standard reference style of the journal
and should include a substitution of the publication date with either 'Unpublished results' or 'Personal
communication'. Citation of a reference as 'in press' implies that the item has been accepted for
publication.

Web references

As a minimum, the full URL should be given and the date when the reference was last accessed. Any
further information, if known (DOI, author names, dates, reference to a source publication, etc.), should
also be given. Web references can be listed separately (e.g., after the reference list) under a different
heading if desired, or can be included in the reference list.

Data references

This journal encourages you to cite underlying or relevant datasets in your manuscript by citing them in
your text and including a data reference in your Reference List. Data references should include the
following elements: author name(s), dataset title, data repository, version (where available), year, and
global persistent identifier. Add [dataset] immediately before the reference so we can properly identify it
as a data reference. The [dataset] identifier will not appear in your published article.

References in a special issue

Please ensure that the words 'this issue’ are added to any references in the list (and any citations in the
text) to other articles in the same Special Issue.

Reference management software

Most Elsevier journals have their reference template available in many of the most popular reference
management software products. These include all products that support Citation Style Language styles,
such as Mendeley and Zotero, as well as EndNote. Using the word processor plug-ins from these
products, authors only need to select the appropriate journal template when preparing their article, after
which citations and bibliographies will be automatically formatted in the journal's style. If no template is
yet available for this journal, please follow the format of the sample references and citations as shown in
this Guide.

Users of Mendeley Desktop can easily install the reference style for this journal by clicking the following
link:

http://open.mendeley.com/use-citation-style/clinical-psychology-review

When preparing your manuscript, you will then be able to select this style using the Mendeley plug-ins
for Microsoft Word or LibreOffice.

Reference style References should be arranged first alphabetically and then further sorted
chronologically if necessary. More than one reference from the same author(s) in the same year must be
identified by the letters "a", "b", "c", etc., placed after the year of publication. References should be
formatted with a hanging indent (i.e., the first line of each reference is flush left while the
subsequent lines are indented).

Examples: Reference to a journal publication: VVan der Geer, J., Hanraads, J. A. J., & Lupton R. A.
(2000). The art of writing a scientific article. Journal of Scientific Communications, 163, 51-59.
Reference to a book: Strunk, W., Jr., &White, E. B. (1979). The elements of style. (3rd ed.). New York:
Macmillan, (Chapter 4).

Reference to a chapter in an edited book: Mettam, G. R., & Adams, L. B. (1994). How to prepare an

electronic version of your article. In B.S. Jones, & R. Z. Smith (Eds.), Introduction to the electronic age
(pp. 281-304). New York: E-Publishing Inc.
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[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T. (2015). Mortality data for Japanese oak wilt
disease and surrounding forest compositions. Mendeley Data, v1.
http://dx.doi.org/10.17632/xwj98nb39r.1

Video

Elsevier accepts video material and animation sequences to support and enhance your scientific research.
Authors who have video or animation files that they wish to submit with their article are strongly
encouraged to include links to these within the body of the article. This can be done in the same way as a
figure or table by referring to the video or animation content and noting in the body text where it should
be placed. All submitted files should be properly labeled so that they directly relate to the video file's
content. . In order to ensure that your video or animation material is directly usable, please provide the
file in one of our recommended file formats with a preferred maximum size of 150 MB per file, 1 GB in
total. Video and animation files supplied will be published online in the electronic version of your article
in Elsevier Web products, including ScienceDirect. Please supply 'stills' with your files: you can choose
any frame from the video or animation or make a separate image. These will be used instead of standard
icons and will personalize the link to your video data. For more detailed instructions please visit our video
instruction pages. Note: since video and animation cannot be embedded in the print version of the journal,
please provide text for both the electronic and the print version for the portions of the article that refer to
this content.

AudioSlides

The journal encourages authors to create an AudioSlides presentation with their published article.
AudioSlides are brief, webinar-style presentations that are shown next to the online article on
ScienceDirect. This gives authors the opportunity to summarize their research in their own words and to
help readers understand what the paper is about. More information and examples are available. Authors of
this journal will automatically receive an invitation e-mail to create an AudioSlides presentation after
acceptance of their paper.

Data visualization

Include interactive data visualizations in your publication and let your readers interact and engage more
closely with your research. Follow the instructions here to find out about available data visualization
options and how to include them with your article.

Supplementary material

Supplementary material such as applications, images and sound clips, can be published with your article
to enhance it. Submitted supplementary items are published exactly as they are received (Excel or
PowerPoint files will appear as such online). Please submit your material together with the article and
supply a concise, descriptive caption for each supplementary file. If you wish to make changes to
supplementary material during any stage of the process, please make sure to provide an updated file. Do
not annotate any corrections on a previous version. Please switch off the "Track Changes' option in
Microsoft Office files as these will appear in the published version.

Research data

This journal encourages and enables you to share data that supports your research publication where
appropriate, and enables you to interlink the data with your published articles. Research data refers to the
results of observations or experimentation that validate research findings. To facilitate reproducibility and
data reuse, this journal also encourages you to share your software, code, models, algorithms, protocols,
methods and other useful materials related to the project.

Below are a number of ways in which you can associate data with your article or make a statement about
the availability of your data when submitting your manuscript. If you are sharing data in one of these
ways, you are encouraged to cite the data in your manuscript and reference list. Please refer to the
"References" section for more information about data citation. For more information on depositing,
sharing and using research data and other relevant research materials, visit the research data page.

Data linking

If you have made your research data available in a data repository, you can link your article directly to the
dataset. Elsevier collaborates with a number of repositories to link articles on ScienceDirect with relevant
repositories, giving readers access to underlying data that gives them a better understanding of the
research described.

There are different ways to link your datasets to your article. When available, you can directly link your
dataset to your article by providing the relevant information in the submission system. For more
information, visit the database linking page.

For supported data repositories a repository banner will automatically appear next to your published
article on ScienceDirect.

In addition, you can link to relevant data or entities through identifiers within the text of your manuscript,
using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC: 734053; PDB: 1XFN).
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Mendeley Data

This journal supports Mendeley Data, enabling you to deposit any research data (including raw and
processed data, video, code, software, algorithms, protocols, and methods) associated with your
manuscript in a free-to-use, open access repository. During the submission process, after uploading your
manuscript, you will have the opportunity to upload your relevant datasets directly to Mendeley Data. The
datasets will be listed and directly accessible to readers next to your published article online.

For more information, visit the Mendeley Data for journals page.

Data statement

To foster transparency, we encourage you to state the availability of your data in your submission. This
may be a requirement of your funding body or institution. If your data is unavailable to access or
unsuitable to post, you will have the opportunity to indicate why during the submission process, for
example by stating that the research data is confidential. The statement will appear with your published
article on ScienceDirect. For more information, visit the Data Statement page.

Online proof correction

Corresponding authors will receive an e-mail with a link to our online proofing system, allowing
annotation and correction of proofs online. The environment is similar to MS Word: in addition to editing
text, you can also comment on figures/tables and answer questions from the Copy Editor. Web-based
proofing provides a faster and less error-prone process by allowing you to directly type your corrections,
eliminating the potential introduction of errors.

If preferred, you can still choose to annotate and upload your edits on the PDF version. All instructions
for proofing will be given in the e-mail we send to authors, including alternative methods to the online
version and PDF.

We will do everything possible to get your article published quickly and accurately. Please use this proof
only for checking the typesetting, editing, completeness and correctness of the text, tables and figures.
Significant changes to the article as accepted for publication will only be considered at this stage with
permission from the Editor. It is important to ensure that all corrections are sent back to us in one
communication. Please check carefully before replying, as inclusion of any subsequent corrections cannot
be guaranteed. Proofreading is solely your responsibility.

Offprints

The corresponding author will, at no cost, receive a customized Share Link providing 50 days free access
to the final published version of the article on ScienceDirect. The Share Link can be used for sharing the
article via any communication channel, including email and social media. For an extra charge, paper
offprints can be ordered via the offprint order form which is sent once the article is accepted for
publication. Both corresponding and co-authors may order offprints at any time via Elsevier's Webshop.
Corresponding authors who have published their article open access do not receive a Share Link as their
final published version of the article is available open access on ScienceDirect and can be shared through
the article DOI link.
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Appendix B: Quality Assessment for Systematic Review

The twelve criteria used to assess the quality of each study:

1. Clearly Reported Aims and Objectives
a. Are the aims of the research clear?

b. Are there clearly defined research questions?

2. Appropriate Research Design for Addressing the Aims
a. Has the design been justified?
b. Is it outlined how the design was decided on?

c. Is it clear how the design can answer the research’s aims?

3. Adequate Description of the Context of the Research (including a rationale for
why the research was conducted)
a. Is there a clear rationale as to why the research was conducted? E.g. Why it
was thought to be important, its relevance.
b. Are connections made to a wider body of knowledge or existing theoretical

approaches?

4. Adequate Description of the Sample and the Methods that were used to Identify
and Recruit it. Detail of measure of ARMS used/criteria met. This was
Appropriate for the Research Aims.

a. Is it clear who made up the sample, e,g. age, gender, ethnicity, socio-economic
status? Are the location and number in the sample described?

b. Is a description given of how participants were identified and selected?
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c. Is it clear why these are the most appropriate participants for answering the

research’s aims?

5. Adequate Description of the Methods used for Data Collection and these were
Appropriate Considering the Research Aims.
a. Is it clear how data was collected (e.g. focus groups, semi-structured
interviews?)
b. Is it clear what form the data was in (e.g. written, tape recordings, video
materials?)
c. Does the data collected directly relate to the aims of the research? E.g. Can the

data answer the research questions?

6. Adequate Description of the Methods used for Data Analysis and these were
Appropriate Considering the Research Aims.
a. Isthere an in-depth description of the analysis process?
b. Does the analysis process seem suitable considering the research’s aims?
c. Issufficient data presented to support the findings?

d. Isany contradictory data taken in to account?

7. Attempts were Made (and Reported) to Ensure the Reliability and Validity of
Data Collection and Analysis Tools
a. E.g. were interview topic guides used?
b. E.g. were pilot interviews conducted?
c. E.g. were independent coders used?

d. E.g. were searches for negative cases made?
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10.

11.

There is Evidence of Reflexivity and Consideration of the Researchers’

Relationship with Participants

a. Do the researchers critically examine their own role, potential bias and influence
during: formulation of the research aims/questions, data collection, data analysis

and interpretation/reporting of results.

Ethical Issues are Taken in to Consideration and Reported

a. Is sufficient detail given for the reader to assess whether ethical standards were
maintained?

b. Are any pertinent ethical issues discussed?

c. Was approval sought from an ethics committee?

Appropriate Data Collection and Analysis to Allow Young People to Express their
Views and for this to be Captured in the Results
a. Do young people appear to engage well with the research?

b. Are their views/words adequately represented in the report?

There is a Clear Statement of the Research Findings, which is Supported by the
Data and its Analysis

a. Are the findings clear and explicit?

b. Are the conclusions consistent with the data and its analysis?

c. Are the findings discussed in relation to the original research aims?

d. Is there adequate discussion of the evidence for and against the conclusions

drawn?
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12. Wider Implications of the Findings are Discussed, Highlighting the Research's
Value
a. Are the contributions the study makes to existing knowledge or understanding
discussed? E.g. are the findings considered in relation to current practice/policy
or relevant research-based literature?

b. Are new areas for research suggested?

Outcomes of the quality assessment

Table 17 shows which of the quality criteria were met by each of the studies.
Within this table, each of the studies is numbered as follows:

Study one: Ben-David et al., (2014)

Study two: Brew et al., (2017)

Study three: Byrne and Morrison (2010)

Study four: Byrne and Morrison (2014)

Study five: Hardy et al., (2009)

Study six: Hauser et al., (2009)

Study seven: Uttinger et al., (2015)

Study eight: Volpe (2011)

Study nine: Welsh and Brown (2013)

Study ten: Welsh and Tiffin (2012)
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Table 17

Quality assessment: the quality criteria used, whether each study meets it and an overall

quality rating

Quality Criteria Study Number
1 2 3 4 5 6 7 8 9 10
Aims and objectives clearly reported X v v v v x v v v X
Appropriate design for addressing aims v v v v v v v v vV Y
Adequate description of the research context v v v v v v v v vV Y
Adequate description of the sample and samplin
d P P PG v v v v v x v v x X
methods
Adequate description of data collection methods,
d P V Vv Vv Y VY XV VvV
which were appropriate considering the aims
Adequate description of data analysis methods,
a P y V Y VY VY Y XV VvV
which were appropriate considering the aims
Attempts made to ensure the reliability and validit
P _ _ Y YV X x x Y x ¥ X x Xx
of data collection and analysis tools
Evidence of reflexivity and consideration of the
X X X X ¥ X X x x ¥
researcher’s relationship with participants
Ethical issues considered and reported v v v v v x v v v Vv
Appropriate data collection/analysis to allow young
people to express their views and for this to be X v v v v X x ¥ X X
captured in the results
Clear statement of research findings, supported b
O SUPPOTEEDY v v v v x v X x ¥
the data and its analysis
Wider implications of the findings are discussed,
P g V v v Y Vv v v v v X
highlighting the research’s value
Total number of criteria met 9 10 10 10 12 3 10 9 7 7
Overall quality rating* M H H H H L H M M M

*Rating categories taken from Harden et al., (2006) - less than 7 criteria met: low quality (L); 7-9 criteria

met: medium quality (M) and 10-12 criteria met: high quality (H).
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Appendix C: Agreement Between Raters - Selection of Papers for the Systematic

Review

The final ten papers included in the systematic review were deemed to be
eligible by both raters. The exclusion of all other papers was also agreed by both. Table
18 shows the included papers and whether each or both of the two raters identified them
in the literature search. Papers that were only identified by one of the raters were

discussed to determine their eligibility (all were included).

Table 18

The ten papers included in the Systematic Review and which author identified
them

Paper Identified by EB Identified by BT
Ben-David et al., (2014) Yes Yes
Brew et al., (2017) No Yes
Byrne & Morrison (2010) Yes Yes
Byrne & Morrison (2014) Yes No
Hardy, Dickson & Morrison (2009) Yes Yes
Hauser et al., (2009) Yes Yes
Uttinger et al., (2015) Yes Yes
Volpe (2011) Yes Yes
Welsh & Brown (2013) Yes Yes
Welsh & Tiffin (2012) Yes Yes
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Appendix D: Journal submission guidelines for British Journal of Clinical

Psychology (Empirical Paper)

British Journal of Clinical Psychology: Author Guidelines

The British Journal of Clinical Psychology publishes original contributions to scientific knowledge in
clinical psychology. This includes descriptive comparisons, as well as studies of the assessment,
aetiology and treatment of people with a wide range of psychological problems in all age groups and
settings. The level of analysis of studies ranges from biological influences on individual behaviour
through to studies of psychological interventions and treatments on individuals, dyads, families and
groups, to investigations of the relationships between explicitly social and psychological levels of
analysis.

All papers published in The British Journal of Clinical Psychology are eligible for Panel A: Psychology,
Psychiatry and Neuroscience in the Research Excellence Framework (REF).
The following types of paper are invited:

® Papers reporting original empirical investigations
¢ Theoretical papers, provided that these are sufficiently related to the empirical data

* Review articles which need not be exhaustive but which should give an interpretation of the state of
the research in a given field and, where appropriate, identify its clinical implications

e Brief reports and comments
1. Circulation

The circulation of the Journal is worldwide. Papers are invited and encouraged from authors throughout
the world.

2. Length

The word limit for papers submitted for consideration to BJCP is 5000 words and any papers that are
over this word limit will be returned to the authors. The word limit does not include the abstract,
reference list, figures, or tables. Appendices however are included in the word limit. The Editors retain
discretion to publish papers beyond this length in cases where the clear and concise expression of the
scientific content requires greater length. In such a case, the authors should contact the Editors before
submission of the paper.

3. Submission and reviewing

All manuscripts must be submitted via Editorial Manager. The Journal operates a policy of anonymous
(double blind) peer review. We also operate a triage process in which submissions that are out of scope
or otherwise inappropriate will be rejected by the editors without external peer review to avoid
unnecessary delays. Before submitting, please read the terms and conditions of submission and the
declaration of competing interests. You may also like to use the Submission Checklist to help you
prepare your paper.

4. Manuscript requirements

e Contributions must be typed in double spacing with wide margins. All sheets must be numbered.
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http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)2044-8260/homepage/Submission_Checklist.docx

* Manuscripts should be preceded by a title page which includes a full list of authors and their
affiliations, as well as the corresponding author's contact details. You may like to use this template.
When entering the author names into Editorial Manager, the corresponding author will be asked to
provide a CRediT contributor role to classify the role that each author played in creating the manuscript.
Please see the Project CRediT website for a list of roles.

e The main document must be anonymous. Please do not mention the authors’ names or affiliations
(including in the Method section) and refer to any previous work in the third person.

¢ Tables should be typed in double spacing, each on a separate page with a self-explanatory title. Tables
should be comprehensible without reference to the text. They should be placed at the end of the
manuscript but they must be mentioned in the text.

e Figures can be included at the end of the document or attached as separate files, carefully labelled in
initial capital/lower case lettering with symbols in a form consistent with text use. Unnecessary
background patterns, lines and shading should be avoided. Captions should be listed on a separate
sheet. The resolution of digital images must be at least 300 dpi. All figures must be mentioned in the
text.

¢ All papers must include a structured abstract of up to 250 words under the headings: Objectives,
Methods, Results, Conclusions. Articles which report original scientific research should also include a
heading 'Design' before 'Methods'. The 'Methods' section for systematic reviews and theoretical papers
should include, as a minimum, a description of the methods the author(s) used to access the literature
they drew upon. That is, the abstract should summarize the databases that were consulted and the
search terms that were used.

¢ All Articles must include Practitioner Points — these are 2—4 bullet points to detail the positive clinical
implications of the work, with a further 2—4 bullet points outlining cautions or limitations of the study.
They should be placed below the abstract, with the heading ‘Practitioner Points’.

* For reference citations, please use APA style. Particular care should be taken to ensure that references
are accurate and complete. Give all journal titles in full and provide DOl numbers where possible for
journal articles.

¢ S| units must be used for all measurements, rounded off to practical values if appropriate, with the
imperial equivalent in parentheses.

¢ In normal circumstances, effect size should be incorporated.
e Authors are requested to avoid the use of sexist language.

e Authors are responsible for acquiring written permission to publish lengthy quotations, illustrations,
etc. for which they do not own copyright. For guidelines on editorial style, please consult the APA
Publication Manual published by the American Psychological Association.

If you need more information about submitting your manuscript for publication, please email Melanie
Seddon, Managing Editor (bjc@wiley.com) or phone +44 (0) 1243 770 108.

5. Brief reports and comments

These allow publication of research studies and theoretical, critical or review comments with an
essential contribution to make. They should be limited to 2000 words, including references. The abstract
should not exceed 120 words and should be structured under these headings: Objective, Method,
Results, Conclusions. There should be no more than one table or figure, which should only be included if
it conveys information more efficiently than the text. Title, author name and address are not included in
the word limit.

6. Supporting Information
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BJC is happy to accept articles with supporting information supplied for online only publication. This may
include appendices, supplementary figures, sound files, videoclips etc. These will be posted on Wiley
Online Library with the article. The print version will have a note indicating that extra material is
available online. Please indicate clearly on submission which material is for online only publication.
Please note that extra online only material is published as supplied by the author in the same file format
and is not copyedited or typeset. Further information about this service can be found at
http://authorservices.wiley.com/bauthor/suppmat.asp

7. Copyright and licenses

If your paper is accepted, the author identified as the formal corresponding author for the paper will
receive an email prompting them to login into Author Services, where via the Wiley Author Licensing
Service (WALS) they will be able to complete the license agreement on behalf of all authors on the

paper.

For authors signing the copyright transfer agreement

If the OnlineOpen option is not selected the corresponding author will be presented with the copyright
transfer agreement (CTA) to sign. The terms and conditions of the CTA can be previewed in the samples
associated with the Copyright FAQs.

For authors choosing OnlineOpen

If the OnlineOpen option is selected the corresponding author will have a choice of the following
Creative Commons License Open Access Agreements (OAA):

- Creative Commons Attribution Non-Commercial License OAA
- Creative Commons Attribution Non-Commercial -NoDerivs License OAA

To preview the terms and conditions of these open access agreements please visit the Copyright FAQs
and you may also like to visit the Wiley Open Access Copyright and Licence page.

If you select the OnlineOpen option and your research is funded by The Wellcome Trust and members of
the Research Councils UK (RCUK) or the Austrian Science Fund (FWF) you will be given the opportunity
to publish your article under a CC-BY license supporting you in complying with your Funder
requirements. For more information on this policy and the Journal’s compliant self-archiving policy
please visit our Funder Policy page.

8. Colour illustrations

Colour illustrations can be accepted for publication online. These would be reproduced in greyscale in
the print version. If authors would like these figures to be reproduced in colour in print at their expense
they should request this by completing a Colour Work Agreement form upon acceptance of the paper. A
copy of the Colour Work Agreement form can be downloaded here.

9. Pre-submission English-language editing

Authors for whom English is a second language may choose to have their manuscript professionally
edited before submission to improve the English. A list of independent suppliers of editing services can
be found at http://authorservices.wiley.com/bauthor/english_language.asp. All services are paid for and
arranged by the author, and use of one of these services does not guarantee acceptance or preference
for publication.

10. Author Services

Author Services enables authors to track their article — once it has been accepted — through the
production process to publication online and in print. Authors can check the status of their articles
online and choose to receive automated e-mails at key stages of production. The author will receive an
e-mail with a unique link that enables them to register and have their article automatically added to the
system. Please ensure that a complete e-mail address is provided when submitting the manuscript. Visit
http://authorservices.wiley.com/bauthor/ for more details on online production tracking and for a
wealth of resources including FAQs and tips on article preparation, submission and more.
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11. The Later Stages

The corresponding author will receive an email alert containing a link to a web site. A working e-mail
address must therefore be provided for the corresponding author. The proof can be downloaded as a
PDF (portable document format) file from this site. Acrobat Reader will be required in order to read this
file. This software can be downloaded (free of charge) from the following web site:
http://www.adobe.com/products/acrobat/readstep2.html.

This will enable the file to be opened, read on screen and annotated direct in the PDF. Corrections can
also be supplied by hard copy if preferred. Further instructions will be sent with the proof. Excessive
changes made by the author in the proofs, excluding typesetting errors, will be charged separately.

12. Early View

British Journal of Clinical Psychology is covered by the Early View service on Wiley Online Library. Early
View articles are complete full-text articles published online in advance of their publication in a printed
issue. Articles are therefore available as soon as they are ready, rather than having to wait for the next
scheduled print issue. Early View articles are complete and final. They have been fully reviewed, revised
and edited for publication, and the authors’ final corrections have been incorporated. Because they are
in final form, no changes can be made after online publication. The nature of Early View articles means
that they do not yet have volume, issue or page numbers, so they cannot be cited in the traditional way.
They are cited using their Digital Object Identifier (DOI) with no volume and issue or pagination
information. E.g., Jones, A.B. (2010). Human rights Issues. Human Rights Journal. Advance online
publication. doi:10.1111/j.1467-9299.2010.00300.x

Further information about the process of peer review and production can be found in this document:
What happens to my paper? Appeals are handled according to the procedure recommended by COPE.
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Appendix E: Fidelity Checklists

Session One

XQr\/

What should | expect from the intervention?

Offered an explanation of what unusual experiences are

The participant appeared to understand and relate to this

Explained the structure of the intervention:

4 sessions, 1 hour each

Use of worksheets and why

Between session tasks and the importance of these

Agenda and its purpose

Talked though what will be covered in the intervention

The participant appeared to understand and reflect on this

Discussed the Agenda for the session

Invited the participant to add items to the agenda

Starting the sessions

Supported the participant to explore how they were feeling about starting
the sessions, eliciting their feelings before making suggestions

Offered empathy in response to their feelings

Normalised their feelings (whilst still validating them)

Addressed any worries/concerns that the participant raised

Invited the participant to discuss their expectations

Addressed any inappropriate expectations sensitively
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Unusual experiences fact sheet

Discussed the participant’s reaction to facts on the sheet — were they
surprised, how did it make them feel

The participant appeared to understand/accept that unusual experiences
are common

The participant appeared to understand/accept that unusual experiences
can disappear over time and be helped by psychological therapy

The participant appeared to understand/accept that unusual experiences
are made worse by stress, anxiety

Your unusual experiences

The participant was able to identify their feelings in response to having an
unusual experience

The participant acknowledged that negative feelings may make them
more likely to have further unusual experiences

Used prompts to help the participant acknowledge this, rather than telling
them

The participant appeared to understand the vicious cycle

Offered empathy and validation when participants discussed their feelings

If appropriate, normalised the participant’s feelings and the vicious cycle

How does the way we think about a situation impact on how we feel about it?

The participant was able to identify feelings for person A and person B

Helped the participant to acknowledge that the way a person interprets a
situation impacts on how they feel about it

Between session tasks

Talked through the between session tasks

Offered the opportunity to practice a thought record in the session

Discussed any potential obstacles to the participant completing the
between session tasks
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General Points

Invited the participant to ask any questions they may have at regular
points

Checked the participant’s understanding regularly

Gave the participant the option to write on their sheet or for you to write
for them

What went well?

What did not go well?

Session Two xorv

Discussed the Agenda for the session

Invited the participant to add items to the agenda

Review of between session tasks

Had the participant attempted the between session tasks

If not, explored why the participant had not attempted them

Completed them in the session

If so, explored how the participant found completing them

Offered empathy and validation when discussing the examples of unusual
experiences sheet
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Normalised the participant’s unusual experiences on the examples sheet

Acknowledged that the thought record had been completed

Maintenance cycles

Explored the example maintenance cycle with the participant (both the
content and the process)

Made links to discussions in session 1

Invited the participant to reflect how they might feel or behave if this was
them.

The participant appeared to understand how the maintenance cycle works

The participant appeared to understand that the vicious cycle can be
broken

Your maintenance cycle

The participant took the lead in completing this, using their thought
record.

Offered empathy, validation as the participant discussed their cycle

Maintenance cycle was completed fully.

Breaking the maintenance cycle

Supported the participant to explore what they could change in their
maintenance cycle

The participant was able to acknowledge that they could change their
behaviour and/or thoughts

Helped the participant to acknowledge that a way of challenging their
interpretation is to think of all possible alternative explanations for the
experience

Generating alternative explanations: example

Explained that some sections can be taken from the thought record,
pointing out that rating the strength of the belief is an addition on this
sheet
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Explained to the participant that the person has included alternative
interpretations that they do not believe and this is ok. But must still
consider associated mood.

Explained that the belief in the original interpretation can no longer be
100%, as considering alternatives introduces some doubts.

Explained that the alternative belief can combine more than one
interpretation

Generating alternative explanations: your example

Used the example from the maintenance cycle to complete this

The participant was able to identify some alternatives with minimal
prompting

You suggested alternative explanations

The participant was able to rate their belief and mood for each alternative

The participant’s belief in their original interpretation decreased

The participant identified an alternative belief with minimal prompting

The participant identified some more positive feelings associated with this

Offered reassurance that practising this sheet makes it easier to apply ‘in
the moment’

Between session tasks

Talked through the between session tasks (told to use a previous
experience if no new ones)

Discussed any potential obstacles to the participant completing the
between session tasks

General Points

Invited the participant to ask any questions they may have at regular
points

Checked the participant’s understanding regularly
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What went well?

What did not go well?

Session Three xorv

Discussed the Agenda for the session

Invited the participant to add items to the agenda

Review of between session tasks

Had the participant attempted the between session tasks

If not, explored why the participant had not attempted them

If not, completed a ‘Generating Alternative Explanations’ sheet in the
session

If so, explored how the participant found completing ‘generating
alternative explanations,” using the questions on the sheet as prompts

Offered empathy and validation when discussing this

Explored any difficulties the participant had completing this sheet and
how to address these

Encouraged the participant to continue practising this skill, offering more
sheets

Encouraged the participant to try to use this skill ‘in the moment’

Do you feel that the participant benefited from this task?
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The participant wanted to complete another in the session

Discussed how the participant found completing their Activity Diary or
considered what would have been on there (if they didn’t complete it
between sessions)

Helped the participant to acknowledge that certain activities are
associated with better moods (without telling them this — used questions
to prompt them)

Helped the participant to recognised that certain activities were associated
with fewer unusual experiences (without telling them this — used
questions to prompt them)

The participant appeared to understand/accept the rationale for
participating in more enjoyable activities

The impact of increasing activity and socialisation

Talked through this worksheet with the participant

Asked the participant about their thoughts and feelings in response to the
sheet

The participant appeared to understand/accept the content of this sheet

You gave the participant the option to consider people who they might
like to share their difficulties with

The participant discussed the people that they may want to share their
difficulties with

Between session task: behavioural experiment

Talked through this sheet with the participant

The participant appeared to understand what behavioural experiments are
and their purpose

Explained the example to the participant

Supported the participant to generate their own thought/belief that they
wanted to test

Helped the participant to decide how they would test this belief

Used the additional prompts on page 7 to help the participant decide on an
experiment
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Talked through the example ‘experiment sheet’ with the participant

Supported the participant to begin to complete the ‘experiment sheet’ for
their particular experiment:

The participant identified a specific thought to test

The participant identified any problems with testing this thought and
acknowledged ways of dealing with these

The participant made a prediction about the ‘expected outcome’

Discussed any potential obstacles to the participant completing this
between session task

General Points

Invited the participant to ask any questions they may have at regular
points

Checked the participant’s understanding regularly

Offered empathy and validation frequently

Took a normalising approach to the participant’s unusual experiences

What went well?

What did not go well?
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Session Four

xOr\/

Discussed the Agenda for the session

Invited the participant to add items to the agenda

Review of between session tasks

The participant had attempted the behavioural experiment

The participant had completed the ‘experiment sheet’

If not, explored why the participant had not attempted this

If not, discussed the participant attempting this experiment or another
after the session

If so, explored what the participant tried and how they found this

Discussed the participant’s original prediction compared to the actual
outcome

The participant was able to reflect on new thoughts that they had
developed as a result of completing the experiment

The participant’s belief (%) in their original thought had changed
positively

Encouraged the participant to continue completing behavioural
experiments, offering more sheets

Do you feel that the participant benefited from this task?

Maintaining progress

Explained the purpose of completing the ‘maintaining progress’ sheets to
the participant

The participant appeared to acknowledge this purpose

The participant was able to generate the majority of the information
included on the sheets, with some prompting from me

| feel that completing this sheet was a useful exercise for the participant

Please list any questions that did not appear helpful/relevant to the participant:
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Please list any questions that the participant seemed to find particularly
helpful/relevant:

Ending

The ending went well and felt positive

Congratulated the participant on their progress

Encouraged the participant to continue using/practising their new skills

Invited the participant to ask any questions they may have

Offered the participant spare copies of sheets

The participant wanted additional sheets to use

It feels that the positive benefited from the intervention

General Points

Offered empathy and validation frequently

Took a normalising approach to the participant’s unusual experiences

What went well?

What did not go well?
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Appendix F: Service User Experience Questionnaire

Participant Number:

One of the aims of this research is to see how young people experience the intervention that has
been developed, and whether they find it helpful and acceptable. We are also interested in finding
out how young people found being part of the research. These findings will help us to decide
whether a bigger piece of research on the intervention should be done in the future and whether

we should consider offering the intervention as part of routine care in the NHS.

To help us with this, we would really appreciate it if you could answer the following questions.

Questions about the intervention
For questions 1-4, please circle your answer to indicate how much you agree with each statement.

1. Overall, | found the intervention | received helpful

Strongly Disagree Neither agree Agree Strongly agree

2. | found the intervention | received distressing

Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

3. | would recommend the intervention to someone else with similar difficulties to me

Strongl - Neither agree Strongly agree
disag?eg Disagree nor disagree Agree gly ag

4. | found the between session tasks helpful
Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

For questions 5 and 6, please circle your answer

5. Ifound that having 4 intervention sessions was....

Not enough The right number Too many

6. | found that having 1 hour long sessions was....

Too short The right length Too long
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For questions 7-12, please write your answer in the space provided. If you require more space,
please use a blank sheet of paper, making sure to write the question number on this.

7. Have you noticed any changes in yourself or your symptoms as a result of receiving the
intervention? If so, please explain what these changes have been.

8. What did you like about the intervention?

9. What did you dislike about the intervention?

10. What did you find helpful about the intervention?

11. What did you find unhelpful about the intervention?

12. What is your opinion of other young people being offered the intervention as part of their
care from the Youth Team?
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Questions about the research
For questions 13-16, please circle your answer to indicate how much you agree with each
statement.

13. Overall, | am pleased that | participated in the research

Strong| - Neither agree Strongly agree
disag?ez Disagree nor disagree Agree gly ag

14. I would recommend participating in the research to others

Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

15. I found the questions/questionnaires | answered with the researcher relevant

Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

16. | found the guestions/questionnaires | answered with the researcher easy to understand
Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

For questions 17 and 18, please write your answer in the space provided. If you require more
space, please use a blank sheet of paper, making sure to write the question number on this.

17. Do you have any other opinions about the question/questionnaires you answered with the
researcher?

18. What is your overall opinion of this research?

Thank you for taking the time to complete this questionnaire.
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Appendix G: Intervention Protocol and Worksheets

Intervention Protocol
Study Title: Assessing the feasibility of a brief novel intervention for young people

with At Risk Mental State and attenuated positive psychotic symptoms

The theoretical ideas behind the intervention are based on a review of the current
literature. The reasoning for the development of the intervention, its aims, content and
delivery are outlined in the Thesis Proposal document — see the introduction. These will

not be repeated here.

Key components of the intervention
The intervention will target the participant’s attenuated positive psychotic symptoms,
which will be referred to as: ‘unusual’ experiences (unless the participant prefers an

alternative).

The therapist will focus on creating a therapeutic relationship in which the participant
experiences them as warm, accepting and empathic. The aim is for the participant to feel

listened to and understood.

The intervention will focus on taking a normalising and non-catastrophising approach to
the individual’s unusual experiences. The participants will be provided with

psychoeducation to support this aim.

Aims of the intervention
The intervention aims to:
e Support the participant to explore any unusual experiences they are having
¢ Reduce the distress or anxiety participants feel in response to their unusual
experiences, through:
o Helping them to recognise how common these unusual experience
o Supporting them to make sense of their unusual experiences

o Supporting them to understand why they may be experiencing these symptoms
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o Challenging any unhelpful beliefs they hold about their symptoms
¢ Help the participant to recognise the triggers to their unusual experiences

e Support the participant to increase their activities and socialisation

The intervention is not aiming to ‘get rid’ of the participant’s symptoms, but to reduce
their distress in response to them, which may result in improved wellbeing and reduced
symptoms.

How will the sessions be delivered?

The sessions will be delivered either by an Assistant Practitioner or an Assistant
Psychologist from the Norfolk and Suffolk NHS Foundation Trust (NSFT) Central
Norfolk Youth Team. The non-registered practitioner will have to attend a mandatory 4

hour training session before offering the intervention.

The intervention is structured around a number of worksheets, which contain all of the
necessary information for the intervention. Participants will be supported to explore the
content of these worksheets and to complete the activities included on them by the non-

registered practitioner, who will respond to them in a warm, empathic and accepting way.

Participants will also be asked to complete activities (also included on the worksheets) at
home between each session. This will help them to generalise their learning outside of the

sessions and enable them to practise any new skills they develop.

There will be 4 sessions in total, each will last approximately one hour. It is hoped that
participants will attend sessions on a weekly basis, but the frequency can be adapted to

suit the participant if necessary.

Aims for each session
Session 1

e For the non-registered practitioner to build rapport with the participant and engage

them in the intervention

e The participant to be provided with an introduction to the intervention
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e To explore the participant’s feelings about starting the intervention and their
expectations of it

e To provide the participant with information regarding the prevalence of unusual
experiences

e To explore the participant’s feelings about their unusual experiences

e To begin to explore how the way we think about unusual experiences may impact on

how we feel about them

Session 2

e To help participants to understand how their responses (thoughts, feelings, behaviour)
interact to maintain their unusual experiences and distress

e To support the participant to start to think differently about their unusual experiences
and to challenge their assumptions

Session 3

e To support the participant to continue to think differently about their unusual
experiences and to continue to challenge their assumptions

e To help the participant begin to see the links between their levels of
activity/socialisation and their mood, distress and unusual experiences

e To introduce the idea of behavioural experiments and support the participant to plan

one.

Session 4
e To consolidate what has been covered in the previous 3 sessions

e To have a successful ending to therapy

For specific intervention content, please see the worksheets. These include everything

that will be covered during each session.

The Intervention Worksheets are included below:
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What Should | Expect from the Intervention?

e We will meet for 4 Sessions (including today)

e Each session will be about 1 hour long

The focus of the sessions will be on any unusual experiences you are having
or have had.

What do we mean by unusual experiences?

We may refer to these as strange or extraordinary
experiences as well. They refer to experiences such
as seeing or hearing things that others cannot see
or hear, or having thoughts which might seem
unusual to others. Unusual experiences may also
refer to feeling worried or paranoid that others are
out to get you. Quite often these experiences are
distressing and difficult to understand, but are
actually a lot more common than most people

realise.

What will I do in each session?

We will work our way through a number of worksheets which will work as a
guide to each session. This will help to make sure that we cover everything
that we need to over the 4 sessions, to try to make them as helpful for you

as

possible.

The worksheets will help us to use the sessions to:

7

Explore any unusual
experiences you
might have

Explore how common
unusual experiences
are for other people

\.

Understand and
make sense of
your unusual

experiences

Reduce any distress or

anxiety you may feel about
these experiences

Begin to understand why people
might experience these symptoms

Understand what may trigger
you to experience symptoms
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Between sessions tasks

To help you to get the most out of sessions together, | will ask you to
complete some tasks after each session. This will help you to start to make
some changes outside of the sessions and to use the ideas that you learn in
the sessions. This is important, as we will only see each other for an hour at
a time, and this will help you to apply what you learn to other areas of your
life.

Agendas

At the start of each session, we will set an agenda
or plan together for that particular session. As part
of this, | will explain what worksheets we will be
looking at and what sort of things we will be
talking about so that you know what to expect.
Please feel free to add items to the agenda.

Any questions?
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Session One

Today’s Agenda:

e How are you feeling about starting these sessions?

e What are unusual experiences? How common are they? Why do
people experience them?

e Exploring your beliefs about your unusual experiences. What do you
think they mean?

e Does the way we think about an unusual experience affect how we
feel about it?

e Between Session Tasks

e Anythingelse? ......
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Starting the Sessions:

How are you feeling about beginning these sessions?

You might be feeling:

Curious
Nervous Worried
Unsure
Eager Hopeful
Anything A combination
else? of these things?

Do you have any expectations about the sessions? What would you like to

get from them?

Do you have any particular worries or concerns?
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Unusual Experiences Fact Sheet

How common do you think unusual

experiences are in the general population? ‘

Fact or Fiction: Research shows that more

than 25% of adolescents report some unusual experiences?

This is a fact, unusual experiences are actually quite common in the general

population. For example:
e About 1 in 6 people experience periods where they hear voices or
sounds with no one there.
e About 10% of people sometimes feel that people are watching

them, staring at them, deliberately acting to harm them or trying to

control their thoughts.
e About 50% of the general population believe in telepathy/mind

reading, e.g. many people have had the experience of thinking about

someone and then the phone ringing and it being that person.
Are you surprised by this?

Many of the people who experience extraordinary experiences do not have
a diagnosable mental health problem and are able to get on with their life
with little difficulty. In fact, most people with these experiences find that
they disappear with time and they do not require any treatment. For a
much smaller number of people they
\"j U k"j may become worse. Although research
k"J shows that psychological therapy can

stop this from happening.
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Important to remember: Unusual experiences can be really

frightening, but are usually harmless and experienced by many.

What things make you more likely
to have an unusual experience?
e Stress

e Worry

e Grief

At what age do you think people are most likely to start having unusual

experiences?

Under 14 14-35 36-50 Over 50

Unusual experiences are particularly common during adolescence (between
ages 14-35), as this is a time when individuals tend to have lots of changes

happening in their life, which can cause stress and anxiety.
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Your Unusual Experiences

When you have an unusual experience, how does it make you feel?

A0 38 (3¢
° Happy Sad Angry

. a) O &

Worried Confused Excited
. - —
e o) OG
o -

What impact do these feelings have on surprised  Embarrassed
you? Do you think your feelings make

you more or less likely to have more unusual experiences?

Some common feelings in response to an unusual experience are:

Worry, Distress

Considering that we know that people are more likely to have an unusual
experience when they are worried, stressed or experiencing negative

emotions, what do you think the impact of these feelings are?

TN

This can become a vicious cycle: Unusual or
extraordinary
experience

Feel Worried,
Distressed

\_/
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How does the way we think about a situation impact on
how we feel about it?

Situation:

| heard someone
talking, but there is
no one there!

Interpretation of situation:

| must be a bit
stressed today.
It’s not weird
to think this.

These thoughts
mean | am going
mad. | am weird.

OR

Person A Person B

Feelings:

Person A: Person B:
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Between Session Tasks

Examples of Unusual Experiences

There is a sheet containing a list of examples of common unusual and
extraordinary experiences. Please read through the sheet and tick any of
the experiences you have had had. Please add any others that you may

have had which are not included on the sheet.

o T (N Syl
Thought Record *‘ r 1
Please complete the thought record sheet  » " ‘.’
if you have any unusual experience before ., h

our next session. Please record the
situation, including where you were, who
you were with and when it was. Record the unusual experience you had
and how you made sense of it, i.e. what thoughts did you have about the
experience, yourself and what the experience may mean. Finally record any
emotions or feelings you had at the time and how intense each of these

were (on a scale of 1-10, where 10 is very high and 1 is very low).

Please complete this sheet each time you have an unusual experience

before our next session.

Would you like to complete one for practice in the session?

Do you feel able to complete these tasks?
Do you have any questions or concerns about completing them?
Is there anything that might make it difficult or stop you from completing

these tasks?
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Examples of Unusual Experiences

Below is a list of examples of unusual and extraordinary experiences that

are common for people. Please read through them and put a tick in the box
next to any that you have experienced. There is space at the end to add any

others that you may experience.

Unusual experiences:

Your surroundings seem strange, new and not familiar

Time seems to pass quicker, and then slower

You feel like you are not in touch with reality or yourself

Experiences of being influenced:

You do not feel in control of your own thoughts and feelings, it
seems like they have been taken over or inserted there

Experiences that make you think about telepathy

Thoughts that you are being sent messages which are meant
specifically for you through the radio or television

Experiences of threat:

Thoughts that people are plotting against you

Believing that others are ‘out to get you’
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Confusion and difficulties with concentrating:

Feeling confused, having difficulty choosing the right words. Others
saying they cannot understand you properly

Sensory perceptions that others you are with do not have:

Hearing sounds, whispering or a voice in or outside of your head.
Hearing your own thoughts spoken out loud

Seeing strange things or having visions

Any other sensory perception (e.g. taste, smell) which seems
strange or seems to have no (external) cause

Changed experiences in contact with other people

Experiencing little pleasure or enjoyment from the company of
others

Feeling nervous when physically close to others

Others saying that you do not express your feelings enough

Others saying that you act strangely, or have unusual habits

It feels more difficult to cope with everyday problems and worries

Having difficulties interacting with others at work, school or college

Others:
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Thought Record

Situation
Where? When? Who with?

Unusual Experience

How did | make sense of this experience? What
did I think about it?
What does having the experience mean to me?
Does it say anything about me?

Feelings

What emotions did | feel at the
time? How intense were they?
(Rate on a scale of 1-10, where

10 is high and 1 is low)
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Session Two

Today’s Agenda:
e Review of Between Sessions Tasks from last session
o Examples of Unusual Experiences
o Thought Record
e Maintenance Cycle
e Generating Alternative Explanations
e Between Session Tasks

e Anythingelse? ......
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Maintenance Cycles

A maintenance cycle helps us to explore how

our thoughts, feelings and behaviours interact
with each other to keep any difficulties going. \
They show how we can get stuck in vicious

cycles.

Look at the example on the next page:
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Home alone. Just had an argument with my

Behaviours can also make
people more likely to have
Jfuture unusual experiences.
E.g. through isolating
themselves, this person will

Situation/Trigger

friend

l

The trigger to the
unusual experience
g
—~ is a stressful event

Unusual or extraordinary
experience
Hearing someone say

have more time to think about

. ! something, but there is no
their unusual experiences,

As we discussed in session 1,
when a person has an
unusual experience, they try
to make sense of it

-,

Interpretation of the event.
How do | make sense of it?
Thoughts: this means | am
going mad, there must be
something wrong with me

increasing their distress. one there.
Socialising may also help to .

improve their mood, decreasing 4
their distress. ;

! .

Y : ! (
Behavi Feeling ;
enaviour distressed |
Lock myself in my makes the !
room. Cancel my unusual
plans to go out later experience
J more likely to !
- = . 1
happen again -
i
]
i
How the person feels, will '
impact on how they behave. In
this case, they feel scared and Feelings
anx:c;us}{ s; unde:srandabfy they Scared, Anxious,
ock themselves away. . .
Frightened, Distressed
e

From this we can see how we get
stuck in vicious cycles. However,
changing any one component of

the diagram will break the cycle.

The way the person makes

sense of the experience will
\ impact on how they feel
{think of the stick person
example from sessionl)

—

Break
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Your Maintenance Cycle

Situation/Trigger

/

|

-

Unusual or extraordinary

experience

Behaviour

7\

Interpretation of the event.
How do | make sense of it?
Thoughts:

-

\

/

Feelings
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Breaking the Maintenance Cycle

We have said that changing any one component of the diagram will lead to
breaking the vicious cycle.

Which parts of your cycle
do you think we can try
and change?

This is something we will talk a bit more about
next week.

We know from last session that changing the
interpretation of the event can change how we
feel about it. If we can use this to reduce
anxiety and distress then this may reduce the
unusual experiences you have.

But how do we change our interpretations of experiences?

To do this, it is helpful to explore all
the possible explanations for the
unusual experience (however
unlikely they may seem).
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Generating Alternative Explanations: Example

Unusual experience identified

Hearing someone say something but
there is no one there

Current interpretation of the

experience and belief rating (0-100)

| am going mad, there is something
wrong with me (100%)

Feelings associated with this
interpretation

Scared, anxious, frightened, distressed

Alternative explanations for the experience

Alternative interpretations and
explanations of the experiences

Belief rating

0 = this is not the reason
for this experience

100 = this is definitely the
reason for this experience

Associated mood

It was a ghost 50% Frightened,
scared

| am a bit stressed today, that is 85% Relieved, calm

why | had the experience

| was replaying the argument in 10% Unsure

my head, maybe the noise was

from inside my head

There was someone in the 5% Scared

house

Re-rate the belief in your original interpretation: 60%

Can you think of an

| just had an argument with my friend, which
alternative belief? made me feel angry, upset and stressed. When |
feel like this,  am more likely to hear things that
are not there.

Associated Mood Relieved and more relaxed
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Generating Alternative Explanations: Your Example

Unusual experience identified

Current interpretation of the
experience and belief rating (0-100)

Feelings associated with this
interpretation

Alternative explanations for the experience

Alternative interpretations and Belief rating Associated mood

explanations of the experiences |  _.\.c ic not the reason

for this experience

100 = this is definitely the
reason for this experience

Re-rate the belief in your original interpretation:

Can you think of an
alternative belief?

Associated Mood
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Between Session Tasks

Generating Alternative Explanations
Complete the sheet we started in the session (if necessary) and complete

another for an unusual experience that happens before our next session.

Activity Diary
Complete an Activity Diary sheet for one week. This involves recording
(briefly) what you have been doing during set time periods throughout the
day. Please also write your mood and its intensity (as on the thought
record). It would be great if you could also record:

e The sense of achievement you are getting from the activity

e How close you feel to others

e The sense of enjoyment you are feeling

Each of these can be scored out of 10 (where 0 is very low and 10 is very

high.)

Try to record if you have any unusual experience. Also try to see if you can
notice any patterns in how your mood varies. What is the impact of

particular activities on your mood?

Do you feel able to complete these tasks?
Do you have any questions or concerns about completing them?
Is there anything that might make it difficult or stop you from completing

these tasks?

212



Generating Alternative Explanations

Unusual experience identified

Current interpretation of the
experience and belief rating (0-100)

Feelings associated with this
interpretation

Alternative explanations for the experience

Alternative interpretations and Belief rating Associated mood

explanations of the experiences |  _.\.c.c 1ot the reason

for this experience

100 = this is definitely the
reason for this experience

Re-rate the belief in your original interpretation:

Can you think of an
alternative belief?

Associated Mood
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Activity Diary (Adapted version based on: www.getselfhelp.co.uk)
In each box, write a brief description of what you did. Write one word to describe your mood at the time and record the intensity of this mood on a scale
of 1-10 (where 1 is low and 10 is high). Please also rate your sense of achievement (A), closeness to others (C), and enjoyment (E) on the same scale E.g.:
Cleaning the house, Sad=6, A7, CO, E1

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

6am —8am

8am —10am

10am —12pm

12pm—-2pm

2pm —4pm

4pm —6pm

6pm—8pm

8pm —10pm

10pm —12am

Can you notice any patterns in how your mood varies? How do particular activities affect your mood?
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Session Three

Today’s Agenda:
e Review of Between Sessions Tasks from last session
o Generating Alternative Explanations — Complete another?

o Activity Diary

The impact of increasing activity and socialisation

Between Session Tasks

Anything else? ......

Review of: Generating Alternative Explanations

How did you find completing this?

Any difficulties?

What impact did it have on you and how you felt?

Would you like to practice completing another one in the session?
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Review of: Activity Diary

How did you find completing this?

Did you notice anything in particular?

Were there any links between particular
activities and your mood?

When did you feel best/worst? What were you doing?

Did you notice any links between your unusual experiences and your
mood or activities?

What have you learnt from this?
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The Impact of Increasing Activity and Socialisation

Some Facts:
e Participating in enjoyable activities

and socialising with others is linked

to:
o Increased mood — feeling happier and less distressed
o A decrease in unusual experiences
o Less time to think about any unusual experiences or
thoughts you may have had, meaning these cause you less

distress.

It can be helpful to share any unusual experiences or thoughts with
people you trust. Individuals who have done this, have found that
others have been able to help them to generate alternative reasons

for their unusual experiences. (Just as you have been practising.)

Despite this, many individuals who are having unusual experiences do
not share these with friends or family members because they are

unsure how they will react.

Are there people you feel able to share your difficulties with?

If not, it might be helpful to think of some people you feel able to trust
who you could share your unusual experiences with. We can list the

names below:
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Between Session Task: Behavioural Experiment

A behavioural experiment is a planned activity
or behaviour in an ordinary situation, which is
used to test an idea or to gather new

information (think of it like a Scientist

conducting an experiment).

Typically, a behavioural experiment might involve being in an everyday
situation, but behaving differently to how you would normally, to test out
what happens. Before doing this, it is important to identify a particular
idea that you wish to test and to make a prediction about what might
happen. You can then carry out the experiment to see if your prediction

comes true and to find out if your idea is supported or not.

One way of using a behavioural experiment is to
test out a new idea to see if you can gather any

evidence to support or dispute it.

Example: Through using the activity schedule, Fred noticed that his
mood had increased when he went swimming. Fred thinks this might
just be a coincidence, but is going to complete a behaviour experiment
to test out the idea that going swimming increases his mood. To do
this, Fred will go swimming, he will record his mood and its intensity
before and after this to see if there is any change.
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Planning your own Behavioural Experiment
Consider what you have found out from

completing your activity diary and what you have

learnt from the fact sheet we have just discussed.

Have you developed any new beliefs that you would like to try out?

Or

Consider what you have learnt in previous sessions about the impact of
how we interpret unusual experiences on how we feel about them and
how likely they are to occur again. What new beliefs have you developed

in response to this?

Or

Consider what we discussed in session 1, where we considered facts about

unusual experiences. Did you develop any new beliefs in response to this?

Whatever you choose, it is important to make a prediction before you
participate in the activity and then use the experiment to test this
prediction out. There is a sheet to help you with this and a completed

example of this sheet is included.

Prediction . Experiment
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If you are finding it difficult to think of something, here are some

suggestions:

Was there an activity on your diary that

you found increased your mood?

o Could you participate in the activity
to test out the belief that it makes you feel better?
e Isthere an activity you used to enjoy that you’ve stopped doing?
o Could you try out this activity again, testing out whether you
still enjoy it?
e Are there some friends/family that you would like to meet with?
o You could use this to test the statement on the fact sheet that
socialising increases mood?
e Isthere someone on your list of trusted people who you might be
able to share an unusual experience with?
o What would your predictions about this be? Could you test
out these predictions?
e Do you believe that unusual experiences really are as common as
the research suggests?

o Could you conduct a survey to test this?

movies
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How do you feel about trying to complete a behavioural experiment?
Do you feel able to try the experiment?

Do you have any questions or concerns about trying this?

Is there anything that might make it difficult or stop you from completing

this task?

Behaviour Experiment Worksheet
There is a Behaviour Experiment worksheet to complete. Please complete
this to help you monitor the outcomes of your experiment and to see how

they compare to your expectations.
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Experiment Sheet — EXAMPLE

Thought to be tested: Going swimming again will have a positive impact on my mood

Belief in thought (0-100%) before experiment: 10%

Belief in thoughts (0-100%) after experiment: 90%

Experiment to test
thought

Likely problems with
trying this. How will | deal
with these?

Expected outcome

Actual outcome

Any new thoughts?

Go swimming, record my
mood and intensity
before going and again
once | have been.

| will not get around to
going and | will be too
tired to go swimming —
plan in advance when |
am going to go. Plan to go
in the morning when | am
less tired.

Going swimming will have
no impact on my mood.
My mood and its intensity
will be the same or worse
if | go swimming.

My mood changed from
sad (6), anxious (9) before
going swimming to
pleased with myself (9),
happy (7) afterwards

Going swimming did make me
feel better. Maybe trying to go
out more will be helpful.
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Experiment Sheet

Thought to be tested:

Belief in thought (0-100%) before experiment:

Belief in thoughts (0-100%) after experiment:

Experiment to test Likely problems with
thought trying this. How will | deal
with these?

Expected outcome Actual outcome

Any new thoughts?
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Session Four

Today’s Agenda:

e Review of Between Sessions Tasks from last session

o Behavioural Experiment

Therapy Blue Print

Ending

Anything else? ......

Review of: Behavioural Experiment

What did you try?

How did you find it?

What was your prediction? Did it come true?

Did you develop any new thoughts?
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Maintaining Progress

Adapted from French and Morrison (2004) and www.getselfhelp.co.uk

What are the unusual experience that | have had?
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What have | learned from the sessions?

What has been most helpful to me?
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What are my high-risk situations? What makes my difficulties more likely
to occur?

What are the alternative thoughts and beliefs that | have generated?
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What is the evidence that | have collected to support the new beliefs that
| have developed?

What should | continue to do to help me now the sessions have finished?
What further evidence can | collect to support my new beliefs?
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Who can | talk to about my difficulties? Who can help me if  am
struggling?

Well done for reaching the end of the intervention.
You have learnt many new skills, which | hope you will be
able to continue to use. Doing so will mean that you can
keep making positive changes.

It can be difficult at times, but this does not undo the

progress you have made or the hard work you have put in.

Remember to be kind to yourself.
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Appendix H: Feedback from the Experts by Experience and the Pilot of the

Intervention

Table 19 summarises the involvement of Experts by Experience (EBES) in the
development of the research and intervention. Detailed feedback given by two of the
EBEs regarding the intervention worksheets is included below table 19, separated by

session.
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Table 19

EBE involvement in the development of the intervention

EBE and their involvement

Summary of feedback and changes made in response

Peer Support Worker from
an Early Intervention in
Psychosis Team (an NHS
employee with lived
experience of mental health
problems).

Involvement: Reviewed the

intervention worksheets

Two young people who had
previously met criteria for
ARMS

Involvement: Met with the
primary researcher:
discussed the research, its
purpose and reviewed the

intervention worksheets

e Could be a potentially useful booklet, easy to
understand

e Concerned about the use of the word ‘odd’ in relation to
experiences; participants may view themselves as odd.
The word ‘odd’ was removed; experiences were
described as unusual or extraordinary instead.

e ‘Examples of Experiences’ worksheet - unsure what the
following phrase means: “having an unusual bodily
perception with no external cause.” This phrase was
replaced with specific examples of ‘unusual bodily

perceptions,’ e.g. ‘taste/smell without a cause’

e Liked:
o focus on normalising unusual experiences
o brief intervention aiming to increase availability
to young people
o emphasis on the therapeutic relationship.
e Recommended:
o some changes to wording and layout of the
worksheets, which were made as suggested
o participants and practitioners should each have
their own worksheets, which was adopted
o ways the practitioners should approach delivering
the intervention, which were shared during the

practitioners’ training session.
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Feedback on Session 1

Feedback

Changes made in response

Like that unusual are

described as common.

experiences

N/A

Do not expect all participants to complete

the between session tasks (homework)

Training of practitioners to deliver the
intervention will address this and how to
proceed with the next session if the
homework has not been completed. This
will the

mainly involve completing

homework in the next session.

Agenda Setting — Use the word together,
make it a joint project. Ensure that the
agenda is flexible enough to adapt to each

participant.

‘Together’ has been added to this section.
Sentence added to encourage participants
to add items to the agenda. Piloting the
intervention showed that there is time
available in each session to be flexible and

allow the participant to add items.

Add positives to the example feelings that

participants might be experiencing
starting the intervention to ensure the

intervention does not seem negative.

‘Eager’ and ‘Hopeful” added.

‘Do you have any thoughts about starting

the sessions?’ - This is too vague.

Changed to: Do you have any expectations
about the session. What would you like to
get from them? Do you have any

particular worries or concerns?

Do not include references on the fact

sheet.

References removed

Rather than saying that treatment can stop
unusual experiences from getting worse,
be specific and say psychological therapy,
otherwise participants may think this

refers to medication. Emphasise that

therapy can help.

Treatment changed to psychological
therapy and this put in a blue and bold

font.
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Do not use an exclamation mark

Changed to a full stop

Do not say: ‘Other negative emotions,” —

be more specific

Removed and grief added alongside stress

and worry.

Examples of Unusual Experiences sheet —
emphasise that many people have these

experiences

Word ‘common’ added

Change the word stressors to worries

Changed as recommended

Thought record sheet: change rating of
intensity of emotions from a scale of O-
100 to 1-10.

Changed as recommended

Feedback on Session 2

Feedback Given by Youth Council
Members

Changes made to Address Feedback

Do not use the word

formulation

Changed to cycle (maintenance cycle)

Use colours as well as numbers to link

maintenance cycle to descriptors

Colours added

Feedback on Session 3

Feedback Given by Youth Council

Members

Changes made to Address Feedback

Do not put too much pressure on
participants to identify people to share

their unusual experiences with

To be included in the training.

When
experiments, the word idea is better than
belief.

talking about behaviour

‘Belief’ changed to ‘idea.’

Behaviour experiments can be particularly

anxiety provoking.

Section added to explore how the
participant is feeling about conducting a
behaviour experiment to allow this to be

explored. Also, to be covered in training.
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Feedback on Session 4

Feedback Given by Youth Council

Members

Changes made to Address Feedback

If participant has not completed a
behaviour experiment for homework,
explore with them what they could do in

the future.

To be included

practitioners delivering the intervention.

in the training for

Include space for a list of participant’s

unusual experiences in the blue print.

Added

Include a positive quote at the end. Finish

on a high.

Statement added at the end of the therapy
blueprint.

Feedback from the Pilot of the Intervention

What did Sarah?2 find helpful about the intervention?

e Recognising that her thoughts are not always true and that her predictions will

not necessarily come true.

e Recognising that having unusual experiences is quite normal and does not mean

that there is something wrong with her.

e Coming to terms with her unusual experiences and recognising that it does not

matter what other people think about them.

What did Sarah like about the intervention?

e Having sheets in the sessions and for homework that she could write on. This

helped Sarah to make sense of her thoughts, feelings and experiences.

e Sarah commented that she liked that the intervention did not tell her what to do

or tell her the reasons for her experiences. She said that she felt that the

intervention left room for her to figure things out for herself rather than being

told.

13 Sarah is a pseudonym for the service user who piloted the intervention
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Sarah particularly liked the ‘Examples of Unusual Experiences’ tick sheet (from
session 1). She commented that she found this helpful, as she did not know what
some of her experiences were and it was helpful to be able to recognise them.
Sarah also liked considering the percentages of how much she believes

particular thoughts. She found that this helped her to think.

What did Sarah dislike about the intervention?

Sarah reported that she found completing the Activity Schedule (homework for
session 2) difficult and this was mainly because she found it difficult to
remember to complete it. Sarah was unsure how this could be made better, and
thought it should remain part of the intervention, as she did find it helpful.

o To address this, staff delivering the intervention in the research will be
told to reassure participants that it is ok if they do not fill in every slot on
the activity schedule.

Sarah felt that having 4 sessions made the intervention quite short. However, she
understood the rationale behind this and felt that it will be important for
participants to be encouraged to continue using the techniques after the
intervention has finished, as she felt that improvements will continue afterwards.

Sarah felt that the worksheets for each session should be stapled together.

Other comments from Sarah:

The worksheets were helpful, but it was good that these were used as prompts
and not wholly relied on.

o This will be incorporated in to the training
Sarah feels that it is a good idea to offer the intervention to others.
Sarah reported that overall, she feels that the intervention is good, and she was
grateful that she was offered it.
Sarah stated that there had been small improvements in how she thought about
her unusual experiences, and that the intervention had not increased her distress

nor caused her symptoms to worsen.
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Appendix I: Letters confirming ethical and HRA approval

NHS|

Health Research Authority

East Midlands - Hottingham 1 Research Ethics Committes
The Oid Chaped

Foyal Standard Place

Nottingham

NG 6FS

Please note: This is the
favourable opinion of the

REC only and does not allow
you to start your study at NHS
sites in England until you
receive HRA Approval

10 April 2017

Mlis= Emma Burion

Department of Clinical Psychology
Momwich Medical School
University of East Anglia

HR4 7T

Drear Miss Burion,

Study title: Aszessing the feasibility of a brief novel intervention for young
peaple with At Risk Mental State and attenuated positive
psychotic symptoms: The viability of its use in the NHS and of a
future trial

REC referemce: | 17/EMI0114

IRAS project ID: | 212935

Thank you for your lefter of 05 April 2017, responding to the Commitiee's request for further
information on the above research and submitting revised documentation.

The further infarmation has been considered on behalf of the Commities by the Chair.

We plan to publish your research summary wording for the abowve study on the HRA website,
together with your contact details. Publication will b2 no earier than three maonths from the date
of this opinion letter. Should you wish to provide a subslitute contact point, require further
information, or wish to make a reguest to posipone  publication, please contact
hra.studyregistrationf@nhs.net outlining the reasons for your request.

Confirmation of ethical opinicn
Cin behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the abowe

research on the basis described in the application form, protocol and supporting documentation
as revised, subject to the conditions specified balow.
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Conditions of the favourable opinion

The REC favourable cpinion is subject to the following conditions being met prier to the start of
the shudy.

Management permission must be cbtained from each host organisation prior fo the start of the
study at the site concemed.

Management permission shouwld be sought from all NHS organizations involved in the sfudy in
aceordance with NHS research govemance arrangementz. Each NHS organization must
confirm through the signing of agreements andfor other documents fhat # haz given permizsion

for the reseanch fo proceed (except where explicitly specified ofhenwise).

Guidance on applying for NHS permizsion for rezearch iz availabie in the Infegrafed Reszearch
Applicafion System, wew hra.nbs uk or at hfpodwww. rdforum. nbs uk

Where 3 NHS organization’s role in the shudy iz imited fo ideniifidng and refeming potential
parficipantz to rezearch sites (Mparficipant idenfificafion cenfre”), guidance should be zought
from the RED affice an the infarmafion # requires fo give parmission for thiz achivify.

For non-NH5 zites, site management permizsion showld be obfained in accordance with fhe
procedures of the relevant hosf organizabion.

Sponsors are not required fo nofify the Commitfee of management permizsions from host
orgamizabions

Reqisiration of Clinical Trials

All dinical trials (defined as the first four categories on the IRAS filter page) must be registered
on a publically accessible database within G weeks of recruitment of the first participant (fior
medical device studies, within the timeline determined by the curment registration and publication
frees).

Thers is no requirement to separately nofify the REC but you should do so at the earliest
opportunity .g. when submitting an amendment. We will audit the registration details as part of

the annual prograss reporting process.

To ensure fransparency in ressarch, we strongly recommend that all research is registered but
for non-clinical trals this is not cumently mandatory.

If a sponsor wishes to request a deferral for study registration within the required timeframe,
they should contact hra studyregisirationi@nhs.net. The expectation is that all clinical trials will
ke registered, howsver, in exceplional circumstances non registration may be permissible with
prior agreement from the HRA. Guidance on where to register is provided on the HRA website.

It is the responsibility of the sponsor to ensure that all the conditions are complied with
before the start of the study or its initiation at a particular site (as applicable).
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Ethical review of research sites

MHS sites

The favourable opinion applies to all NHS sites taking part in the study, subject to managemsnt
permission being obtained from the NHS/HSC RE&D office prior to the start of the study (s=e
"Conditions of the favourable opinion” below).

hon-MHS sites

The Commities has not yei completed any site-specific assessment (535A) for the non-MNHS

research site(s) taking part in this study. The favourable opinion does mot therefore apply to
any non-MHS site at present. We will write to you again as soon as an 554 application(s) has

besn reviewed. In the meantime no study procedures should be inftiated st non-MHS sites.

Approved documents

The final list of documents reviewsd and approved by the Commities is as follows:

Diacurment

Veersion

Date

Evidence of Sponsor insurance or indemnity (non NHS Sponsors
only) [nsurance Certificate from WEA]

i

22 February 2017

GPYconsuliant informiation sheets or leters [Lefier io GP nforming
them of thewr patient’s participation in the research]

i0

11 December 2018

IRAS Application Form [IRAS_Form_D4D42017]

04 April 2017

IRAS Application Form XML file [IRAS_Form_04042017]

04 April 2017

IRAS Checklist XML [Checklist_05042017)

05 April 2017

Mon-validated questionnaire [Expetence QuesBonnaire for Sendce
Iser Participants |post intenvention measure |]

14 February 2017

Cifver [WALIDATED QUESTIONMAIRE:. CORE-OM - Pre/Post
outcome measure]

Cther [VALIDATED GUESTIONMAIRE: SRS - Sessional Rating
Seabe for Each Intenveniion Session)

Other [VALIDATED QUESTIOMMAIRE: WAI-SR. [Client Version) -
Measwre of working aliance (post mtenenbon measaure|]

Cither [VALIDATED QUESTIOMMAIRE: WAI-SRT (Therapist
wersion). Measure of working alliance (for dinicians defivering the
intervention). Post inkereention measure]

Cither [MOM-VALIDATED QUESTIONMAIRE: Experience
guestionnaire for dinicians from youth beams)

11 December 2018

Oither [Broad Timetable of Research Actvities]

11 December 2018

Oither [Cover Sheet Explaining Changes to the proposalprotocod
following feedback from UEA Lecturers)

37 August 2016

Oither [Interventon Session Cing]

a0

11 December 2018

Cither [Feedback from the Piliot of the intervention and adaptations
made in response]

00 December 2018

Oither [Feedback from the Experts by Expenence (Youth Councl)
and the adaptations made in response]

22 Movember 2018

Other [I 1letter TM - E Burion] 22 February 2017
Oither [Consent to Contact form)
Oither [Clarfication emial from EB] 01 March 2017
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Oiher [MON-VALIDATED QUESTIONMAIRE: Experiencs 14 February 2017
questionnaire for intenverntional therapist participants (post

intervention measure ||

Oither [MON-VALIDATED QUESTIONMAIRE: Experiencs 2 02 April 2017
questionnare for staff parficipanis]

Cher [Intervention Session COne] 3 31 Jammary 2017
Cither [Intervention Session Thwa] 3 31 Jamary 2017
Cther [Intervention Session Three) 3 31 Jammary 2017
Cither [Intervention Session Four] 3 31 Jamary 2017
Cither [Primary Supenvisor CV] 1 14 February 2017
Cther [Service User Partcipants Consent to Contact] 14 February 2017
Other [Intervention Profocol) 1 31 March 2017
Cither [Traming and Supsrvision Protoco] 1 31 March 2017
Cther [Traming Powerpoint Presentation] 2 31 March 2017
Cither [Survey Monkey Website Contents) 1 04 April 2017
Oither [Letter - Response to REC Review] 1 01 Apnl 2017
Participant corsent forrn [Participant Consent Forms for the three |2 02 April 2017
iypes of participants]

Participant mformation sheet (P15) [Paricipant Information Sheets |3 02 April 2017

for the three types of participants]

Referee’s report or other scientific crtique report [Review of 10 21 Jumne 2018
Proposal from UEA Lecturers]

Research protocol or project proposal [Research Proposal] 3 04 April 2017
Summary CV for Chief Inwestigator (C1) [Riesearch CW - Cl and 10 2T Bugust 2016
Siwdent]

Summary CV for student [Stwdent C]

Summary CV for supendisor (student research) [Secondany

Supenvisor C\]

Summary CV for supendisor (student research ) [BT] 01 December 2018
Summary, synopsis or diagram (flowchart] of protocol inonon 2 02 April 2017
t=chnical language [Flowehart of Research Protocod)

Validated guesticnnaire [CAARMS - Screening and outcome

assessment]

Statement of compliance

The Committes is constituted in accordance with the Governance Amangements for Research
tthics Committees and complies fully with the Standard Operating Procedures for Research

cthics Committees in the LK.
After ethical review

Sapaorting reguirements

The attached document “After ethical rewview — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable cpinion, induding:

*  MNotifying substantial amendments
* Adding mew sites and investigators
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+ Motification of serious breaches of the protocol

*  [Progress and safety repors
+ Motifying the end of the study

The HRA website also prowvides guidance on thess topics, which is updatad in the light of
changes im reporting reguirements or procedures.

User Feedback

The Health Ressarch Authorty is continually sirivimg to provide a high gquality service to all
applicants and sponsors. Yow are invited to give your view of the service you have received and
the application procedurs. IF youw wish to make your views known please use the feedback form

available on thie HRA website:
itz iweener. hra. nhs. uk/about-the-hra/govermance/quality-assurance’
HRA Traiming

‘We are pleased to welcome researchers and RE&D staf at our fraining days — see details at
frtto: fwaner_hra.nhs.uk'hra-iraining/

[17TEMD114 Please quote this number on all correspondence |

With the Committes's best wishes fior the success of this project.

Wours sincerely,

-~
. [

o ‘.: o

| ll. = - —
&y

Mr John Aldridge
Chair

Email: MREZCommitiee EastMidlands-Nottingham 1 {@nhs_net
Enclosurez:  “After ethical review — guidance for researchers”

Copy to: Miss Yvonne Hiddham
Or Jon Wilzon, Norfolk and Suffolk NHE Fowndation Trusf
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NHS

Health Research Authority

Micss Emma Burion

Department of Clinical Psychology Emal: hraspprovakinhs net
Morwich Medical School

University of East Anglia

MR4 7T

10 April 2017

Dear Miss Burion

Letier of HRA Approwval

Study title: Assessing the feasibility of a brief nowel intervention for
young people with At Risk Mental State and attenuated
positive psychotic symptoms: The viability of its use in the

MHS and of a future trial
IRAS project 1D: 212335
REC reference: 1TIEMMNH 14
Sponsor University of East Anglia
| am pleased to confirm that HRA Approwal has besn given for the above referenced study, on the

basis described in the application form, protocol, supporting docurnentation and any clarifications
noted i this lefer.

Participation of NHS Organisations in England
The sponsor should now provide a copy of this letter to all participating MHS organisations in England.

Appendix B provides important information for spensors and participating MHS organisations in
England for amanging and confiming capaciy and capability. Please read Appendix B carefully, in
particadar the following sections:
= Parficipafing NHS organisations in England — this clarifies the types of participafing
onganisations in the study and whether or not all crganisations will be undertaking the same
actiities
=  Condimation of capacily and capabilty - this confirms whether or not each type of participating
MHS organisation in England s expected to give formal confirmmation of capacity and capability.
Where formal confirmation is not expected, the section also provides details on the time limit
given to participating organisations to opt out of the study, or request additional time, before
their participation is assumed_
= Allogation of responsibiflies and nighis are agreed and documenied (4.1 of HRA assessmeni
critena) - this provides detail on the form of agresment to be wsed in the study o confim

capacity and capabiity, whene applicable.
Further informiation on funding, HR processes, and compliance with HRA criteria and standards is also

provided.
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It is critical that you involve both the research management funclion (e.g RED office) supportng each
onganisation and the local reseanch team (where theme is one) in setiing wp your study. Contact detals
and further nformation about working with the research management function for each organisation
can be accessed from wwew.hra.nhs ukihra-approval

Appendices

The HRA Approwval letter contains the following appendices:
= A - List of documents reviewed during HRA assessment
= B - Summary of HRA assessment

After HRA Approval
The document “Afer Ethical Rewview — quidance for sponsors amnd imvestigaiors |, issued with your REC
fawourable opinion, gives detailed guidance on reporting expectations for studies, ncluding:

= Regisraton of reseanch

= [Motifying amendments

= Motifying the end of the study
The HRA website also prowides guidance on these opics, and is updated in the light of changes in
repoating expeciations or procedures.

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

= HRA Approval applies for the duration of yowr REC fawourable opinion. unless otherwise
naiffied in weiting by the HRA,

=  Substantial amendments should be submitied directy to the Reseanch Ethics Commities, as
detaled in the Affer Ethical Review document. Mon-substantial amendrments should b
submitied for resiew by the HRA using the fiom provided on the HRA website, and emailed to
hra amendmentsdinhs.net.

= The HRA will categorse amendments (substantial and non-substantial) and isswe confimation
of continued HRA Approval. Further detals can be found on the HRA website.

Scope
HRA Approwal prosides an approval for reseanch involving patients or staff in MHS organisations in
England.

I wour study imvohees NHS onganisations in other countries in the LUK, please contact the relevant
national coordinating funciions for support and adwice. Further informiation can be found at
bt ffwoese. hira.nhis. ukiresources! inig-for-reviews! nhs-hs c-rd-review.

If there are participating non-MHS organisations, local agreement should be obiained in accordance
with the procedures of the lozal participating non-MHS organsation.

User Feedback
The Health Ressarch Authorty is continually striving to provide a high guality serace to all applicants
and sponsors. Yiou are invited to give your view of the senice you have received and the application
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IRAS project ID 212935

procedure. If you wish to make your views known please use the feedback form available on the HRA
website: http:/fwww hra nhs uk/about-the-hra/govemance/quality-assurance/.

HRA Training

We are pleased to welcome researchers and research management staff at our training days — see
details at http:/fwww.hra.nhs.uk/hra-training/

Your IRAS project 1D is 212935. Please quote this on all correspondence.
Yours sincerely

Michasl Pate
Assessor

Email: hra.approval@nhs.net

Copy to: Miss Yvonne Kirkham — University of East Anglia — Sponsor contact
Dr Jon Wilson - Norfolk and Suffolk NHS Foundation Trust — Lead NHS R&D contact.
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Morfolk and Suffolk m

MHE% Foundation Trust

Fecaaroh and Devslopment
The Knowisdgs Centre
H=lesdon Hosoltsl

Crayton High Road

Kiorarich

MRS SEE

Tedephome 018503 421255
E maall: ROoMcemallbonfinsfnhs.uk
Emma B uricn
ClinFsyD Trames
Diepartment of Clinkcal Psychology
Elzaibeth Fry Bullding
Unhversity of East Angla
Homwich Researrh Fark
Homwich
HR4 TTJ
11° Aprl 2017
Dear Emima,

Re: H3FT Letter of Acscecs for recsarch

Tris laffer should be presented io each pariicipatng organisabion bafore you CoOMMENCE your research af that
sibe. The pardcipating organization |s: Norfolk and 3uffolk HHE Foundation Truct.

In acoepiing s keder, each parficipating organisation corfimms your right of access. o conduct reseanch Brough
their organisabon for e punsose amd on the beres and comdibons =8 out below. This rght of acosss
commences on 117 Aprll 2047 and =nds on 307 Ssplember 281 E unk=ss terminadsd sardier In aocordancs with
the clauses below.

You have a right of access o conduct such research as oonfirmed in writng in the lefier of permission for
rezearch from Morfolk and Suffolk HHE Fowndation Truct. Flieass nobe S you canmcs start the research wntl
the Principal InwesSigaior for the research project favs reosihved a letier from ws: ghving confrmaBon from the
Imdividual organis=afion of B agresmient fo condudt the reseanchi

T information supplled abouf your ole In research al the organisation has besn reviewed and you do not
requine an honorary esean b contract wish B organi sation. We ans sabtisSed that such pre-=mgagement checks
a5 we ponsider necessary have been camied out. Evdence of checks should be avalabie on requess io the
onganisation.

You are considend o be a l=gal wisior fo the organisabions premises. Yiow are not =nide=d io any Torm of
payment or atoess o offver beredts prowided by the onganisabon or s onganisabon fo employess and this
leSer does not give s io any ofer relaf@onship between you and the organisabion, in parfcular that of am
B Pl

While underiaking res=amch throwgh the organisaion you will remain accouniable o your subshndve employer
but you are reguined o follow e reasonable instrucions of e organisation or those Insfructions. given on thelr
behall in relation & the berris of this dight of access.

Wher= any thind party daim ks made, whether or pof legal proossdings ans ssued, afsimg out of or In connection
with your Aght of access, you are nsguined o co-opesrabe fully with amy invesigaton by the organisaton in
conmecion with any such clalm and by ghs= all such assisftance as may neasonably be reguired regarding the
comduct of amy legal procesdngs.

You must acf In scondamce with e organisstions pollces and proosdures, which are avalabie b you upon
resguest, aned e Research Governance Framewerk.

b Chair: Gary Page
g = Chief Ewecifve: Michasl Soms *
£ MsOE Trust Headouarer: Hefesdon Hosoial, stanewall
o EMPLOYER Drayton High Foad, borsich, MRS SBE it
s Tet (ME03429421 Far OOS03 471440 wwensiris
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You are requined o co-operade wkh the onganisabon in dischanging s'their duties ander e Heal and Safety ot
Work et A 1974 and cther healh and safety egisiafon and o ke reasonable care for the health and safety
of yourseF and others. while on B organisafors premilses. You must obsemne the same siandands of care and
propriefy in dealing wkh patienis, sa®, vishiors, ssquipmeani and premilses as b expecied of any other conbract
haolder and you must act appropratety, responsibly amd profsssioraly af al Hmes.

I yoog have a physical or mental health condibion or disabiity which may affect your reseanch role amd which

mighl reguine special sdusiments o your roke, B you have not alressdy dome o, you mivst poffy your employer
and =ach onganisabon prior o commencing your res=anch role af at ongandsation.

You ane reguired o ensare that all infcrmatbion regarding patents or stafT remains securs and sty conficendial
ot all bmes. You must =nsure Fad you undersiand and comply '« the reguirements of the HHE Confiden ity
Code of Fracic= and the Diais Profechon &t 1558, Purthermonre you should be aware that umdsr the Act,
unauthorised disclosure of iInformatbon s an offence amd such discloseres may lead o pose oution.

You should srsore that, wiens you are ssuesd with an denbty or seoarfy cand, & blssp number, emal or Drary
aCcount, Eeys or protecive ciolhing, these are refumed upon fsminabon of this amangement. Pleass akso
ensure that while on e crganisations. premises you wear your |0 exdge at all imes, or are able 1o prove your
ideniity  challenged. Pleases note that the organisatonds] do not acoept nesponsiblity for damape 1o or loss of
pErsonal progssrty.

This crganisaton may resols this lefier and any organisa@onis] may terminabe your rght o alberd af any Gme
effeer by ghving seven days' writhen mofice b you or iImmedatedy wihoul any notice if you are In breach of any of
the termis or condBons desorbed n Sils eter or B you commit any act that we reasonabily oonsider o amownd Bo
serfous milsoonduct oF o be dsupive andior prejudiclal fo the Rieests andior business of the orpanisaticns ) or
Fyou are conmvicied of any crimimal offemce.  You micst mof endertake reguisted adivEy 7 you are bamed from
such waoirk. If you ane barmed from working wih aduls or children @i eter of acoess |5 immsdiaisy i=minated.
Your empioyer wil immediately withdrene you from anderaking this or any other regulsied acivEy amd you BUIET
shop underiaking any reguiated sctvity mediabes iy,

Your substanthve empioyer 5 responsibls for pour conduct during s reseanch peoject amsd miay in the
cirumsances describesd above Instigals disciplinary action agalnst you.

Ho organisaBon will Indempify you agairst any [ Ey inowmed s & resull of any breach of confidentiality or
bresschi of e Diata Profecion At 1938, Any breach of e Data Profection Ao 1998 may resalt in =gal acton
against you and'or your substantve smmploger.

' yosgr currsnt mode or ifvolvement in reseanch changes, or any of e informaiion provided in your Research
Fassport changes, you must nfom your empioyer through their normal procedures. You must akso rfors your
nominai=d marager n =ach participading crganisaton] ard [F= RAD ofice] n this orpanisation.

Yours sincensdy

Tom Rhodes
Eenior Reseanch Fad|Estor

oo Resowrting, ME3FT HR

_ei‘ ll% Chair: Gary Page
E J} - Chisf Execuve: Mchas! S *
ML Trest Headguarters: Helesdon Hospial, P
E‘F EMPLOVER Drayton High Rioad, horsich, MRS SBE .
g aan Tet (ME03 429421 Faor OHS0E 424440 wawansitnie ik
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[E \ Appendix J: Service User Participant Consent Form

University of East Anglia

Title of Project: Assessing the feasibility of a brief novel intervention for young people with At
Risk Mental State and attenuated positive psychotic symptoms: The viability of its use in the NHS

and of a future trial

Name of Researcher: Emma Burton, Trainee Clinical Psychologist

Please Initial Each Box
1. 1 confirm that I have read the information sheet dated 02/04/17 (version 3)

for the above study. | have had the opportunity to consider the information,

ask questions and have had these answered satisfactorily.

2. | understand that my participation is voluntary and that | am free to withdraw

at any time (until data analysis begins) without giving any reason, without

my medical care or legal rights being affected.

3. lunderstand that relevant data and information collected during the study,

may be looked at by clinicians from Norfolk and Suffolk NHS Foundation

Trust (NSFT) Central Norfolk Youth Team, where it is relevant to my

routine care. | give permission for these individuals to have this access

4. 1 understand that information collected about me during the study will remain

private and will not be shared with anyone outside of the research team or the

NSFT Central Norfolk Youth Team unless there are concerns for mine or

someone else’s safety.

5. I agree to my General Practitioner being informed of my participation in the

study

6. *1agree to take part in the above study.

Full Name of Participant Date Signature

Full Name of Person Taking Consent Date Signature

When completed: 1 for participant; 1 for researcher site file; 1 (original) to be kept in medical notes.
IRAS project ID: 212935



LEA

University of East Anglia

Appendix K: Service-User Information Sheet for Research

Study Title: Assessing the feasibility of a brief novel intervention for young people with At Risk
Mental State and attenuated positive psychotic symptoms: The viability of its use in the NHS and

of a future trial.

My name is Emma Burton and | am a Trainee Clinical Psychologist based at the University of
East Anglia (UEA). | am writing to invite you to take part in a research project, which is aiming
to develop and try out a new psychological treatment for young people who are having unusual
thoughts and experiences, which they may be finding upsetting. This information sheet is to help
you to decide if you are happy to participate. Please take time to read it carefully. Please feel free

to contact me if you require any further information.

My research supervisors are Dr Bonnie Teague (Senior Teaching Fellow in Research Methods at
UEA), Dr Richard Meiser-Stedman (Reader in Clinical Psychology at UEA) and Dr Timothy
Clarke (Clinical Psychologist at Norfolk and Suffolk NHS Foundation Trust, (NSFT)).

What is the purpose of the study?

Some young people have what health professionals call At Risk Mental State (ARMS). These
young people might have changes in the way they see or hear things, which they might find odd
and/or distressing. They might also be feeling tense, worried and unhappy, they may not feel like
socialising and be experiencing difficulties with eating and sleeping. For many people these
symptoms might not last very long but for a small number of people, they might last longer and

could become worse (health professionals call this psychosis).

Psychological therapy can help to reduce these symptoms and stop them from getting worse.
Some research has shown that brief therapy with a therapist who is warm and accepting and helps
the young person to understand their symptoms may be helpful for young people with ARMS.
The aim of this study is to develop a new intervention which is like this and then to offer this
intervention to 12 young people to see how they find it. This would help us to see if such an
intervention is helpful and acceptable to young people, whether a bigger piece of research on it

could be done in the future and whether it could be offered in the NHS.

IRAS project ID: 212935
Participant Information Sheet (Service User Participants) Version 3. 02/04/17.



Why have | been invited to take part?

You have been asked to take part because you are currently receiving support from a Youth Team
in NSFT and are having some of the difficulties outlined above. To take part, you will be asked to
read and then sign a consent form to show that you understand what the study involves and would
like to take part.

Do | have to take part?
It is important that you are aware that your choice to be involved in the study is voluntary. You
are able to change your mind and withdraw from the research, without giving a reason, at any

point, up until data analysis starts.

What would the study involve?
If you agree for a member of staff from the Youth Team to pass on your details to me, | will

contact you by telephone to arrange to meet.

This appointment would last about 55 minutes. | would answer any questions you have about the
research and ask you to sign the consent form if you still wanted to take part. After this, | would
complete an assessment with you to see if you are eligible to take part. This would involve me
asking you some questions about the symptoms outlined above. It is possible that this assessment
may show that you are not eligible to take part in the study. Unfortunately, if this happened your
involvement with the research would end at this point and you would not be able to receive the
intervention. If this happens it may be disappointing for you, but you will be provided with
reasons why you are unable to take part. A likely reason is that the symptoms you are
experiencing do not fit with those the intervention is targeting. All information collected about

you would be destroyed confidentially.

If you are eligible to take part, | would then complete a questionnaire with you, which asks about

how you have been feeling during the past week.

You would then be contacted by one of four members of staff from NSFT who will be offering
the intervention. They would arrange four appointments with you to complete the intervention,
each would last for about an hour. They would start as soon as possible after your initial

appointment with me and would hopefully be once a week or once a fortnight.

Once you had had the four intervention sessions, | would meet with you again. We would repeat

the assessment and questionnaire from our first session to see if there had been any change in

IRAS project ID: 212935
Participant Information Sheet (Service User Participants) Version 3. 02/04/17.



these. You would also be asked to complete a questionnaire asking you about your relationship
with the person delivering the intervention. Finally, you would be asked to complete another
questionnaire, which asks about your experience of receiving the intervention and gives you the
opportunity to feedback your thoughts about others receiving it in the future and how it may be
improved. You would be left to complete this on your own and would be given an envelope to put
it in to ensure your answers are completely anonymous. This session would take about 1 hour 35
minutes. At this point you would be given the opportunity to be entered into a prize draw to win a
£25 Amazon voucher. This would be a gesture to thank you for your time.

What is the intervention?
The intervention will involve working through a number of worksheets with either an Assistant
Practitioner or an Assistant Psychologist. They will aim to develop a relationship with you in

which you feel safe, understood and at ease.

You will be supported to explore any symptoms you are experiencing and be helped to
understand and make sense of these, including what may trigger them and strategies you can use
to reduce them. The intervention also involves exploring how common these types of symptoms
are, and possible reasons why people experience them. The ultimate aim is to reduce any anxiety
and distress you feel about your symptoms, as it is hoped that this will reduce further symptoms

and increase your wellbeing.

What happens when the research study stops?

After the final appointment with me (as outlines above), your involvement in the study would be
finished and we are unfortunately not able to offer any follow up appointments. However, if you
were interested in hearing about the outcomes of the research, we would be able to post you a

summary of the findings.

Will this research impact on the care | receive from the Youth Team or NHS?

If you choose to not participate in the study or withdraw from it, this will have no impact on the
care you receive from the Youth Team or NHS currently or at any point in the future. If you do
participate in the study, your care from the Youth Team and NHS will continue as it was before.
The only exception will be that you are unable to receive any other psychological therapy (from a
Clinical/Trainee/Assistant Psychologist or other psychotherapist) during the time that you are
involved with this research, however, it is still possible for you to receive another form of therapy
once your involvement in this research has concluded. Taking part in the study will have no

impact on the future care you receive from the Youth Team or NHS.
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What are the possible disadvantages and risks of taking part?

The intervention being offered is being developed for this research and has only been tested on
one individual before, so treatment benefits cannot be guaranteed, and the impact of the
intervention is unknown. We cannot guarantee that you will benefit from taking part in the study.
You are encouraged to say any concerns you have about this during your involvement in the
research and are reminded that you are able withdraw at any point. As with any psychological
therapy, you are likely to talk about things that you find upsetting. We also acknowledge that you
will be giving up your time to take part in the study to receive the intervention and attend sessions
to complete questionnaires and measures. Your total involvement in the study is expected to take

approximately 7 hours and 45 minutes.

Unfortunately, we are unable to refund any travel expenses that you may incur when attending

appointments as part of the research.

What are the possible benefits of taking part?

The intervention has been developed using existing treatments and it is not expected to cause any
more distress than other routinely offered interventions. It is hoped that the intervention will be a
positive and helpful experience for those receiving it, although this cannot be guaranteed. It is
also hoped that this study will inform future research and practice within the NHS and so be
helpful to individuals accessing support in the future. You can choose to be entered into a prize

draw to win a £25 Amazon voucher, which will be won by one participant.

Will information be kept confidential?

All information will be private and safe, unless you tell us information which causes concern for
yours or someone else’s safety. In this case, the information would need to be passed onto a
relevant professional, but we would attempt to discuss this with you before doing so. We will also
ask you to give consent for your GP to be informed of your involvement in the study and for your
wellbeing to be shared with the clinicians who are supporting you within the Youth Team, which

is likely to be helpful for informing the care you receive from them.

All information about you will be stored securely and anonymously (with no identifying
information, such as your name, included), you will be allocated a number. Electronic
information will be stored on a password protected memory stick. All non-electronic data will be
stored in a locked filing cabinet at the UEA and will be destroyed 10 years after the study is

completed.
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What will happen to the results of this research?

The results of the research will be written up as part of my doctoral thesis, it is hoped that they
may also be published in academic journals or presented at conferences (all information will
remain anonymous for this.) Ultimately, it is hoped that the results will be used to inform how
future research on the intervention should be conducted and how the intervention might be
improved for this.

Relevant Contact Details
Thank you for taking the time to read this information sheet, | hope you will decide to participate.
If you have any questions, | would be very happy to discuss my project with you and can be

contacted at: emma.burton@uea.ac.uk, or you can ask a member of staff from the Youth Team to

get me to call you. If you would like to speak to one of my supervisors, please email:

B.Teague@uea.ac.uk.

If you would like to speak to someone independent about taking part in this research, you could
contact INVOLVE by telephone: 023 8059 5628, email: involve@nihr.ac.uk or their website:

WWW.invo.org.uk.

If you are unhappy about the way you have been treated or wish to make a complaint, please
contact me, using the details above, and | will do my best to resolve any problems. If you would
like to complain formally you can contact the Patient Advice and Liaison Service (PALS) for
further advice and information: 01603 421191 or pals@nsft.nhs.uk. Complaints can also be made

directly to Professor Ken Laidlaw (Course Director, Doctoral Program in Clinical Psychology,
UEA) by telephone: 01603 593600 or email: K.Laidlaw@uea.ac.uk.

Thank you for your interest in this study!
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Appendix L: Morrison et al (2012) rates of recruitment

If the following criteria are met, the rates of recruitment and attrition/retention

will be considered feasible in the current study:
e At least 51% of participants who consent are assessed as eligible
e 75% of participants who start the intervention complete it/all measures

Morrison et al (2012) assessed 634 potential participants for eligibility; 346 were
excluded from the research. Of these, 36 were excluded due to taking anti-psychotic
medication, which is not an exclusion criteria in the current study, thus these
participants would have been included in this research. Consequently, for the purposes
of this study, 310 participants would have been excluded (346 minus 36). As a
percentage, this is 49% of participants. Therefore, 51% would have been included, so
the pre-specified criteria will be defined as 51%.

Of the 144 participants who were allocated to the intervention arm of the
Morrison et al (2012) study, 108 (75%) attended for four or more intervention sessions.
The current study has only four intervention sessions, so the pre-specified feasibility
criteria for completing the study will be 75%. Morrison et al., had also allowed for a

25% drop out rate in their study, which suggests this is an acceptable figure.

Morrison, A. P., French, P., Stewart, S. L. K., Birchwood, M., Fowler, D., Gumley, A.
I.,...Dunn. G. (2012). Early detection and intervention evaluation for people at risk of
psychosis: multisite randomised controlled trial. BMJ, 344, e2233.
doi:10.1136/bmj.e2233



Appendix M: Determining the Acceptability Criteria for the WAI-SR and WAI-

SRT

With regards to the WAI-SR reported means range from 3.43 to 4.53 (e.g.
(Karlin et al., 2015; White et al., 2011). Furthermore, Addington et al., (2011) used an
earlier version of the WAI-SR (answers were rated out of seven, rather than five) with
an ARMS population. They concluded that total subscale scores between 21 and 27
suggested a positive relationship. In this instance, the mean score on each item on the
subscales would have been between 5.25 and 6.75 out of seven. Considering all of this
together, it was decided that for the current study, a mean score of four for each
subscale and overall score on the WAI-SR would be considered to indicate a positive
therapeutic-alliance.

Likewise, for the WAI-SRT, studies have reported means for each of the
subscales and the total score that vary between 3.33 and 4.75 (e.g. (Davison, 2008;
McNaughton, 2016; Vizina-Roubal, 2017). Therefore, as with the WAI-SR, mean

scores above four were considered to indicate a positive therapeutic-alliance.



Appendix N: Additional Fidelity Data

Commonly crossed items on the fidelity checklists (across sessions) included:
e Inviting participants to add items to the agenda
e Offering additional worksheets to encourage additional practice at home
e Young people being able to take the lead or requiring minimal prompting when
completing tasks within session two.
Table 20 summarises the non-registered practitioners’ qualitative feedback on the
fidelity checklists, highlighting their perception of what went well in each session and

what did not.



Table 20

Non-registered practitioners’ qualitative feedback for each session on the fidelity checklists

Session Number

What went well

What did not go well

One

Two

Service-user participants engaged well, they were motivated, open and
honest
Beginning to develop rapport

Service-users understood and attempted all tasks

Service-user participants were engaged

Developing a therapeutic-relationship

Most service-users had completed between-session task
Service-users identified changes they had made in response to session
one:

o Sharing difficulties with a parent (which was helpful)

o Feeling less distressed in response to unusual-experiences
Different young people responded well to different parts, e.g.
maintenance cycle, considering alternative explanations for unusual-

experiences

Worked through worksheets quickly, session
did not last full hour

Two service-user participants found it difficult
to identify different feelings associated with

different interpretations of unusual experiences

Some service-user participants struggled to
identify alternative explanations for their
unusual-experiences

One service-user seemed sceptical about the
intervention and was unwilling to challenge
some of their thoughts

One interventional-therapist found the
paperwork interrupted the flow of the session
and was time-consuming

One interventional-therapist was unable to
follow the structure due to the service-user’s

presentation



Session Number

What went well

What did not go well

Three

Four

e Service-user participants were engaged and generally positive

e Service-users appeared more comfortable and able to be more open and
honest than in previous sessions

e One service-user attended the clinic for the first time (previous sessions
had been at their home)

e One service-user attended alone for the first time (previously they had
always attended with a family-member)

e Service-user participants seemed to have a better understanding of
generating alternative explanations for their unusual-experiences than in

session two.

e Service-user participants were engaged

¢ Interventional-therapists commented on the progress service-user
participants had made, and how this had manifested in sessions.

e Service-users reflected positively on the intervention

e Service-users explored what they had learnt and considered how they
would continue and develop this going forward.

e Some service-users made plans for additional behavioural-experiments,

others asked for additional alternative explanation worksheets

Several service-user participants had not
completed the between-session tasks and/or
had forgotten the worksheets

One service-user continued to present as
sceptical

One participant disagreed that socialising can
increase mood, seemingly disengaging at this

point

Some service-user participants had not
completed the between-session tasks and one
had forgotten the worksheets

The ending was experienced as difficult by
some service-user and interventional-therapist

participants



Appendix O: Additional SRS and WAI-SR(T) Data

The SRS data was considered for each participant individually for all sessions. Table 21
shows that four participants (50%) rated all subscales for all the sessions they attended
at an acceptable level. One participant’s total score was below the cut-off of 36 for all
sessions. Considering the total score for every session conducted (regardless of session
number), nine out of the 31 sessions rated (29.03%) could be considered a source of

concern.

The mean scores for each of the subscales and the total scale for each participant on the

WAI-SR and the WAI-SRT are shown in table 22.



Table 21

Participants’ total scores on the SRS along with details of subscales rated below the cut-off

Participant Session One Session Two Session Three Session Four
Total Subscales below cut-off Total Subscales below cut-off Total Subscales below cut-off Total Subscales below cut-off
Score  (score) Score  (score) Score  (score) Score  (score)
SuUl 35 Goals/Topic (8) 40 None 40 None 39 None
Overall (8)
SU2 40 None 40 None 40 None 40 None
SU3 40 None 40 None 40 None 40 None
su4 35 Overall (7) 34 Goals/Topic (8) 34 Approach/Method (8) 29 Relationship (8)
Approach/Method (8) Overall (8) Goals/Topic (8)
Overall (8) Approach/Method (8)
Overall (8)
SU5 37 Overall (8) 31 Goals/Topic (5) 35 Overall (6) 40 None
Overall (6)
SU6 38 None 35 Relationship (8) 35 Goals/Topic (8) 40 None
Overall (8)
SU7 40* None 40* None 40 None 40 None
SuU8 40 None 40 None 40 None Missing

* Indicates one piece of missing data (replaced with the average score). Total Scores in bold are below the cut-off (Duncan et al., 2003).



Table 22

Mean subscale and total scores on the WAI-SR and WAI-SRT for each service-user participant, along with the overall

means for each subscale and total score

Service-user

WAI-SR (Self-rated) Mean (SD)

WAI-SRT (Therapist Rated) Mean (SD)

Participant
Bond Goals Task Total Bond Goals Task Total

SuUl 5.00 (0) 4,75 (0.50) 4.25(0.96) 4.67 (0.65) 5.00 (0) 4.33(0.58) 4.33(0.58) 4.60 (0.52)
SuU2 5.00 (0) 5.00(0)  5.00 (0) 5.00 (0) 5.00(0) 3.33(1.15) 3.67(0.58) 4.10 (0.99)
Su3 5.00(0)  4.75(0.50) 3.25(1.26) 4.33(1.07) 5.00(0) 4.33(0.58) 3.67(0.58) 4.40 (0.70)
Su4 3.75(0.96) 3.25(0.96) 2.25(0.50) 3.08(1.00) 5.00(0) 3.33(0.58) 3.33(0.58) 4.00 (0.94)
SU5 450 (0.58) 4.25(0.96) 2.25(0.50) 3.67(1.23) 5.00(0) 4.33(0.58) 4.33(0.58) 4.6(0.52)
SU6 3.25(1.50) 5.00(0.00) 3.25(0.96) 3.83(1.27) 5.00(0) 4.67(0.58) 5.00(0)  4.90(0.32)
su7 Missing 5.00(0) 4.33(0.58) 4.33(0.58) 4.60 (0.52)

Means in bold are below the pre-defined target of 4.00.



Appendix P: Additional data from the service user experience questionnaire
Service user participants used a five-point Likert Scale to indicate their
agreement/disagreement with several statements. Figures 10 and 11 show the frequency

of responses to statements about the intervention and research respectively

Figure 10
Frequency of participants' responses to questions about the intervention
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Figure 11
Frequency of participants' responses to questions about the intervention
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Appendix Q: Hlustrative example of framework analysis

The analysis conducted on the qualitative data from the service-user participants’
experience questionnaire is shown below. This is to illustrate how framework analysis was

conducted for this portfolio, highlighting the various steps.

The cells vary in colour; each colour relates to a different participant.
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Identified Framework and Indexing the Data

Research

What changed

Positives of intervention

Negatives of Intervention

What helped

Routine care

When I'm walking home at
night in the dark, | don't
feel as paranoid, as | use
the alternative thoughts.

It was very relaxed

How much we repeated

what we had done in the
previous session, went

through this in too much
depth.

Alternative thoughts

It made me feel more

| think they should do it,

They can be vague - think
about asking them to a
younger person.

I've been able to

rationalise a lot of things,
which has reduced how
much I've been hearing

Felt comfortable

| struggled to find the time
to do the activity diary.

confident and comfortable
talking about unusual
experiences and what was
going on.

I think it's good. | think it's
honestly really good - it
has helped.

voices and stuff.

It helped me look at things
from a different view
point.

| didn't feel nervous.

It helped me to
understand what was
going on in my head and

the causes.

It made me feel more
confident and comfortable
talking about unusual
experiences and what was
going on

it helps me look differently
at all of the unusual
experiences - helped
reduce them as I've
thought about them more.
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Research

What changed

Positives of intervention

Negatives of Intervention

What helped

Routine care

Now, | think about what is

happening at the moment

and avoid situations that
cause them.

Things feel much brighter
and more positive, things
used to feel really
pointless and dull, but |
now feel more upbeat.

Yeah. | could trust
someone - | could tell her
about my coping strategy,

The diary thing (Activity
Diary) - she wanted to
know what | was doing.

The thought diary =
difficult.

Having someone to talk to.
Easy. Helpful.

Good thing -

Relationship. Someone to
talk to.

talk about it.

| have been using my
coping strategy and this
has helped to stop my
voices, helped me not self-
harm

The relationship with ****
- having someone to talk
to and being able to trust

someone

The content of some of
the worksheets - wasn't
sure what they were
about.

Not stressful

help people to keep busy
with their homework.

All been ok

Thought Diary

Diary thing - can write it
down, then the counsellor
will know what they are
doing.

Good - talk to people - got
researcher and ***** can
talk to them about stuff.
Can trust people.

Yes, the unusual
experiences have become
less common

| liked how well **** and |
got on and how easy he
was to talk to.

| didn't have time for the
between session tasks

Made me realise that
other people experience

stuff and it's not just me.

| think, if given the
opportunity, they should
take it as it has potential
to be a possibly lifesaving
intervention

For me, very successful, as
| feel like | can manage
better if they come up

again.

| feel like | can manage
better if they come up
again.

I think if | wasn't put with
*¥*** | would have found
it more difficult to talk
about it.
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What changed

Positives of intervention

Negatives of Intervention

What helped

Routine care

Research

Yes - | am trying to be
more accepting of the fact
that causes to my
experiences may be down
to simpler reasons that I'd
like to believe.

The fact you look directly
at unusual experiences
and try to dissect them a
bit more than you
probably would on your
own.

It does cover looking at
unusual experiences and
links with activity, but |
disliked there wasn't links
to things like diet

Breaking down the
unusual experience, i.e.
what was happening, what
it was, what emotions
linked in - being able to
see the experience in a
smaller, explainable way.

I think this intervention
may young people get a
better grasp and
understanding on their
unusual experiences early
on which would help
overall.

Think they could be a bit
clearer/simpler or provide
more examples to help.

I'm finding it slightly
easier to explain my
experiences now l've
written them down and
looked over them

| felt there wasn't enough
analyse done on the links
between mood/activity in
regards to unusual
experiences.

t may make it easier for
them to discuss unusual
experiences, especially
once they've had the
chance to break them
down and understand
them more themselves.

The simple feedback
questions asked about the
between session tasks -
felt like could have been
more in depth/more
analyse.

I think it’s a good starting
point in helping people
understand and to help
them generate different

viewpoints on their
unusual experiences.

The activity diary - more
room to write and maybe
include diet.

I think it will set them up
with some good tools to
use
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What changed

Positives of intervention

Negatives of Intervention

What helped

Routine care

Research

However, it is more of just
a starting point for some
and some would need
more help analysing what
they've learnt, and some
would need help on how
they would keep using
these tools once the
sessions had ended.
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What changed

Positives of intervention

Negatives of Intervention

What helped

Routine care

Research

Would have preferred
more talking and less
sheets.

I haven't noticed any
changes. | already knew
most of the information,

because my Dad is a nurse
and helps me.

Having goals set.

Nothing really

*¥*x*x% _ | found her
helpful, her tone, how she
spoke, that she was
friendly.

| think it is good - not
everyone else has a nurse
as a Dad and it can be
scary if you don't know
what is going on.

Helps people to get an
understanding of what is
going on

Having support.

It was all important

Having small goals and
building up to them

It's good for people to be
told it's going to be ok.

Think it's good - new
approach to methods is
good.,

| liked that there was lots
of information

Goals - help people -
slowly go back to being
functional

I like it because it takes a
lot of information

will be good for people

People involved in the
research are friendly

people don't get lost in
the crowd.

People get a true
understanding of what is
going on
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Charting Data

What changed

Positives of intervention

Negatives of Intervention

What helped

Routine care

Research

Feel less paranoid

very relaxed

Too much repetition from
previous session

Alternative thoughts

| think they should do it,

RQs can be vague - think
about asking them to a
younger person.

Rationalising things

Felt comfortable

Difficult to find time for
activity diary

Identifying triggers,
avoiding them

I think it's good. | think it's
honestly really good

Reduced how much I've

been hearing voices and

stuff. Reduced unusual
experiences

| didn't feel nervous.

It made me feel more
confident and comfortable
talking about unusual
experiences and what was
going on.

It has helped

Look at things and UEs
differently

Thinking about UEs

Understand what was
going on in my head

Rationalising things

Understand the causes

It has helped

Avoid triggers

more confident and
comfortable talking about
unusual experiences

Thinking about Ues more =
reduced them

Now, | think about what is
happening at the moment
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What changed

Positives of intervention

Negatives of Intervention

What helped

Routine care

Research

Things feel much brighter
and more positive, things
used to feel really
pointless and dull, but |
now feel more upbeat.

Someone to trust,
someone to talk to, tell

The diary thing (Activity
Diary) - she wanted to

The thought diary =

Having someone to talk to.

Good thing -

Relationship. Someone to

difficult things know what | was doing. difficult. Easy. Helpful. talk to.
The relationship with The content of some of
H ok kkk _ i - f
| have been using my having someone the worksheets - wasn't Not stressful help people to keep busy All been ok

coping strategy

to talk to and being able to
trust someone

sure what they were
about.

with their homework.

Helped stop voices

Someone interested

Diary thing - can write it
down, then the counsellor
will know what they are
doing.

Good - talk to people - got
researcher and ***** can
talk to them about stuff.
Can trust people.

Helped stop self-harm

Use = less common

| liked how well ***** and
| got on and how easy he
was to talk to.

| didn't have time for the
between session tasks

other people experience
stuff and it's not just me.

I think, if given the
opportunity, they should
take it

For me, very successful,

| can manage better if they
come up again.

I think if | wasn't put with
*xxx* | would have found
it more difficult to talk
about it.

Has potential to be a
possibly lifesaving
intervention
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What changed

Positives of intervention

Negatives of Intervention

What helped

Trying to accept that the

Routine care

Research

causes to my experiences
may be down to simpler
reasons that I'd like to
believe.

I'm finding it slightly

Looking directly at UEs -
dissect them more than
you would on your own

Link UEs to diet

Breaking down the
unusual experience, i.e.
what was happening, what
it was, what emotions
linked in - being able to
see the experience in a
smaller, explainable way.

I think this intervention

may young people get a

better grasp and

understanding on their

unusual experiences early

on which would help
overall.

Think they could be a bit
clearer/simpler or provide
more examples to help.

easier to explain my
experiences now l've
written them down and
looked over them

Writing down and looking
at Ues

not enough analyse done
on links between
mood/activity in regards
to UEs

The simple feedback

Being able to see the
experience in a smaller
explainable way

make it easier for them to
discuss unusual
experiences, especially
once they've had the
chance to break them
down and understand
them more themselves.

UEs and links with activity

questions asked about
between session tasks -
could have been more in
depth/more analyse.

Writing down and looking
at UEs

Chance to break down UEs
and understand them
more

The activity diary - more
room to write and maybe
include diet.

I think it will set them up
with some good tools to
use

more of just a starting
point for some
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What changed

Positives of intervention

Negatives of Intervention

What helped

Routine care

Research

I think it’s a good starting
point in helping people
understand and to help
them generate different

viewpoints on their
unusual experiences.

Some would need more
help analysing what
they've learnt

some would need help on
how they would keep

using these tools once the
sessions had ended.
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What changed

Positives of intervention

Negatives of Intervention

What helped

Routine care

Research

more discussion on what
to do during experiences

more talking and less
sheets.

I haven't noticed any
changes. | already knew
most of the information,

because my Dad is a nurse
and helps me.

Having goals set.

Nothing really

**k*x% _ | found her
helpful, her tone, how she
spoke, that she was
friendly.

| think it is good -

Helps people to get an
understanding of what is
going on

Having support.

It was all important

Having small goals and
building up to them

It's good for people to be
told it's going to be ok.

Think it's good - new
approach to methods is
good.,

lots of information

Goals - help people -
slowly go back to being
functional

| like it because it takes a
lot of information

will be good for people

People involved in the
research are friendly

people don't get lost in
the crowd.

People get a true
understanding of what is
going on

not everyone else has a
nurse as a Dad and it can
be scary if you don't know
what is going on.
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Mapping and Interpretation of the Data

Relationship and Reduced Cognitive tools = Between Session .
Routine Care Research Improvements Helpful
someone to talk to Symptoms helpful Tasks
more confident
and cgmfortable Difficult to find ' RQs can be vagt.le - Too much
talking about . . . . . .. | think they should | think about asking .
Feel less paranoid | Rationalising things time for activity . repetition from It has helped
unusual . do it, them to a younger . .
. diary previous session
experiences = person.
helpful
R h
educ|ed ow The diary thing
much I've been (Activity Diary) - | think it's good. |
e hearing voices and | Look at things and i e e i I N ——— The thought diary | have been using

stuff. Reduced

UEs differently

= difficult.

my coping strategy

know what | was really good
unusual .
. doing.
experiences
The content of
Understand what help people to | think, if given the some of the | can manage
Felt comfortable Avoid triggers was going on in my keep busy with opportunity, they It has helped worksheets - better if they come
head their homework. should take it wasn't sure what up again.
they were about.
Diary thing - can other beopla
_— Thinking about UEs write it down, then | has potential to be . el
| didn't feel Understand the . . . . . experience stuff
more = reduced the counsellor will a possibly life All been ok Link UEs to diet " .
nervous. causes . . and it's not just
them know what they saving intervention o
. me. (normalising)
are doing.
help young people
get a better grasp not enough
Someone to trust, Now, | think about . | didn't have time and understanding analyse done on
. . Alternative . For me, very .
someone to talk to, | what is happening for the between on their unusual links between Very successful
thoughts successful,

tell difficult things

at the moment

session tasks

experiences early
on which would
help overall.

mood/activity in
regard to UEs
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talk to and being
able to trust
someone

used to feel really

pointless and dull,
but | now feel
more upbeat.

avoiding them

activity = helpful

unusual
experiences

provide more
examples to help.

Relationship and Reduced Cognitive tools = Between Session .
Routine Care Research Improvements Helpful
someone to talk to Symptoms helpful Tasks
. . Things feel much Trying to accept
The relationship . ing ! . Ving P
O PrE brighter and more . . Think they could that the causes to
with - . . make it easier for . .
having someone to positive, things Identifying triggers UEs and links with them to discuss be a bit my experiences
& Ying triggers, clearer/simpler or Maybe too short may be down to

simpler reasons
that I'd like to
believe.

Having someone to

I'm finding it
slightly easier to
explain my

The simple
feedback questions
asked about
between session

Chance to break
down Ues and

Some of them
seemed quite
random but then
again wouldn't be
for some people

a lot of
paperwork. More

The introductions
and the goal
setting/chance to

Not stressful

harm

more than you
would on your own

write and maybe
include diet.

good tools to use

appointments

Ik to. Easy. Hel i i
talk to. Easy elped stop voices ?xperlgnces now tasks -could have understand them ) . .
Helpful. I've written them . and they might talking, less sheets have control in
been more in more . - -
down and looked think that with objectives
depth/more
over them analvse ones | found
yse. helpful
wasn't sure about
Looking directly at | The activity diary - S . the sheets for
0 '”5 S © activity dlary I think it will set Good having
Helped stop self- UEs - dissect them more room to . homework (would
them up with some research Helpful

have preferred to
not have to write
for homework)

Someone
interested

Ues = less common

Writing down and
looking at Ues

More of just a
starting point for
some

Really helpful and
interesting :)

more discussion on
what to do during
experiences

made me address
things | haven't
thought are
relevant before.
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Relationship and Reduced Cognitive tools = Between Session .
Routine Care Research Improvements Helpful
someone to talk to Symptoms helpful Tasks
Breaking down the
unusual .
. . . . maybe a starting . .
experience, i.e. good starting point . | haven't noticed
. . appointment
what was in helping people . any changes. |
. . . . without therapy
Relationship. decreased my happening, what it understand and to | Helps people to get (before) to already knew most
Someone to talk unusual was, what help them an understanding . of the information,
. . . . . . introduce the .
to. experiences emotions linked in generate different | of what is going on because my Dad is
. > . . therapy/structure
- being able to see viewpoints on their a nurse and helps
. . and meet
the experience in a UEs. . me.
therapist.
smaller,
explainable way.
Good - talk to
people - got Some would need

researcher and
*¥*k*k%% can talk to
them about stuff.
Can trust people.

Writing down and
looking at Ues

more help
analysing what
they've learnt

Think it's good -
new approach to
methods is good.,

Nothing really

Having goals set.

I liked how well
***x*and | got on
and how easy he
was to talk to.

| can
understand/notice
the triggers to my
UEs more

some would need
help on how they
would keep using
these tools once
the sessions had
ended.

| like it because it
takes a lot of
information

It was all important

lots of information

| think if | wasn't
put with ***** |
would have found
it more difficult to
talk about it.

makes me accept
my UEs more and
less prone to them

| think it would be
good,

Having small goals
and building up to
them

space to openly
discuss

| think it is good -

274




Relationship and
someone to talk to

Reduced
Symptoms

Cognitive tools =
helpful

Between Session
Tasks

Routine Care

Research

Improvements

Helpful

Having support.

It's good for people
to be told it's going
to be ok.

***%* _ | found her
helpful, her tone,
how she spoke,
that she was
friendly.

Goals - help people
- slowly go back to
being functional

People involved in
the research are
friendly

will be good for
people

people don't get
lost in the crowd.

People get a true
understanding of
what is going on

not everyone else
has a nurse as a
Dad and it can be
scary if you don't
know what is going
on.
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Appendix R: Calculations of Reliable Change: CORE-OM

Reliable change calculations were conducted by hand using the following formula
proposed by Jacobson and Truax, (1991):
RC=X2-X1

SpiFr

Where, Soirr = V2(SE)?
And, Se=SDV1-a

Key for these calculations

RC = Reliable Change

X1 = Participant’s Pre-Intervention Mean

X2 = Participant’s Post-Intervention Mean

Soirr = Standard Error of Difference between the two means
Se = Standard Error of the Measurement

SD = Standard Deviation from the Normative Sample

a = Alpha Coefficient from the Normative Sample

Wellbeing Subscale

SD from Normative Sample: 0.96

Alpha Coefficient from Normative Sample: 0.75
Se=0.96 V1-0.75

Se=0.96 7 0.25

Se=0.96x 0.9

Se=0.48

Soirr = V2(0.48?)
Soirr= V2 x 0.2304
Soirr= V0.4608
Soirr=0.68
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SU1
Pre-Intervention Mean Score: 3.25
Post-Intervention Mean Score: 2.5
RC=25-3.25

0.68
RC =-1.10

SuU2
Pre-Intervention Mean Score: 1.75

Post-Intervention Mean Score: 1.5

RC=15-1.75

0.68
RC =-0.37
SuU3

Pre-Intervention Mean Score: 4.00
Post-Intervention Mean Score: 3.75
RC=3.75-4.00

0.68
RC =-0.37

SU4
Pre-Intervention Mean Score: 3.50
Post-Intervention Mean Score: 2.00
RC =2.00-3.50

0.68
RC=-221

SU5
Pre-Intervention Mean Score: 3.00
Post-Intervention Mean Score: 3.00
RC =3.00-3.00

0.68
RC=0
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SuU6
Pre-Intervention Mean Score: 3.25
Post-Intervention Mean Score: 3.50
RC =3.50-3.25

0.68
RC =0.37

Symptoms Subscale

SD from Normative Sample: 0.88

Alpha Coefficient from Normative Sample: 0.88
Se=0.88 V1-0.88

Se=0.88 V0.12

Se=0.88 x 0.3464

Se=0.30

Soirr = V2(0.30?)
Spirr= V2 x 0.09
Spirr=0.18
Spirr=0.42

SuU1l
Pre-Intervention Mean Score: 2.58

Post-Intervention Mean Score: 2.17

RC=217-2.58
0.42

RC =-0.98

Su2

Pre-Intervention Mean Score: 2.58

Post-Intervention Mean Score: 2.42

RC=242-2.58
0.42
RC=-0.38
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SuU3
Pre-Intervention Mean Score: 3.33

Post-Intervention Mean Score: 2.75

RC=2.75-3.33
0.42

RC=-1.38

Su4

Pre-Intervention Mean Score: 2.50

Post-Intervention Mean Score: 2.42

RC=242-2.50
0.42

RC=-0.19

SuUS

Pre-Intervention Mean Score: 3.17
Post-Intervention Mean Score: 2.75

RC=275-3.17
0.42

RC=-1.00

SuU6

Pre-Intervention Mean Score: 4.00

Post-Intervention Mean Score: 3.83

RC=3.83-4.00
0.42
RC =-0.40

Functioning Subscale

SD from Normative Sample: 0.84

Alpha Coefficient from Normative Sample: 0.87
Se=0.841-0.87

Se=0.840.13

Se=0.84 x 0.3606

Se=0.30
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Soirr= V2(0.30%)
Soire= V2 x 0.09
Spire=V0.18
SoirFr=0.42

SU1
Pre-Intervention Mean Score: 2.83
Post-Intervention Mean Score: 2.00
RC =2.00 - 2.83

0.42
RC=-1.98

SuU2
Pre-Intervention Mean Score: 1.92

Post-Intervention Mean Score: 0.92

RC=0.92-1.92
0.42

RC =-2.38

SU3

Pre-Intervention Mean Score: 2.92
Post-Intervention Mean Score: 1.67
RC=1.67-2.92

0.42
RC =-2.98

SU4/SU5
Pre-Intervention Mean Score: 2.67
Post-Intervention Mean Score: 2.58
RC =2.58 - 2.67

0.42
RC =-0.21
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SuU6
Pre-Intervention Mean Score: 2.58
Post-Intervention Mean Score: 3.17
RC =3.17 - 2.58

0.42
RC =1.40

Risk Subscale

SD from Normative Sample: 0.75

Alpha Coefficient from Normative Sample: 0.79
Se=0.75V1-0.79

Se=0.750.21

Se=0.75x0.46

Se=0.35

Soirr= V2(0.35?)
Soirr= V2 x 0.1225
Soirr= V0.25
Soirr=0.49

SuU1l
Pre-Intervention Mean Score: 1.50

Post-Intervention Mean Score: 0.67

RC=0.67-1.50
0.49

RC=-1.69

Su2

Pre-Intervention Mean Score: 1.50

Post-Intervention Mean Score: 0.83

RC =0.83-1.50
0.49
RC=-1.37
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SuU3
Pre-Intervention Mean Score: 3.00

Post-Intervention Mean Score: 2.83

RC=2.83-3.00
0.49

RC=-0.35

Su4

Pre-Intervention Mean Score: 1.67

Post-Intervention Mean Score: 1.17

RC=117-1.67
0.49

RC=-1.02

SuUS

Pre-Intervention Mean Score: 0.33
Post-Intervention Mean Score: 0.50
RC =0.50-0.33

0.49
RC =0.35

SuU6
Pre-Intervention Mean Score: 1.83
Post-Intervention Mean Score: 1.83
RC=1.83-1.83

0.49
RC =0.00
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Appendix S: Staff Participant Non-Validated Questionnaire

One of the aims of this research is to seek the opinions of clinicians who work in NSFT
Youth Teams. We are interested to hear your thoughts on the intervention that has been
developed and on the research that is being conducted. This will help us to decide whether
a bigger piece of research on the intervention should be done in the future and whether we
should consider training clinicians to offer the intervention as part of routine care in the
NHS.

To help us with this, we would really appreciate it if you could complete the following

questionnaire.

Introduction to the intervention

As explained in the participant information sheet, this research has developed an
intervention for young people who are experiencing At Risk Mental State (ARMS) and are
having attenuated psychotic symptoms, often referred to as unusual perceptual experiences
and thoughts that they are finding odd and distressing. The intervention has been
developed in response to claims in the academic literature that psychological interventions
are one of the most effective ways of treating ARMS, but are often unavailable due to their
cost and the length of time they take. This research has aimed to develop a brief
intervention with the hope of increasing the accessibility of psychological therapy for
young people with ARMS.

The intervention that has been developed is a manualised four session intervention with
each session lasting for approximately an hour. Four practitioners (without previous
training in psychotherapy) will be trained to deliver it for this stage of the research. Details
of the content of the intervention are as follows:

e Some basic Cognitive Behavioural Therapy (CBT) principles will be adopted.

e Young people will be supported to understand the unusual experiences they are
having, through exploring them and their possible meanings. (normalisation)

e The clinicians delivering the intervention will offer information about the
prevalence of unusual experiences and the idea of them being on a continuum with
‘normal’ experiences. They will also provide the young people with information
about the outcomes for people who experience psychotic type symptoms,
explaining that in most cases these resolve and do not result in psychosis.

(Psychoeducation)
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¢ Biological explanations for unusual experiences will also be considered.
(Psychoeducation)

e The clinician delivering the intervention will work with the young person to

develop a simple CBT formulation of their difficulties with an emphasis placed on

the interpretation of unusual experience and how this may increase distress,

resulting in further symptoms. (formulation)

e The intervention will consider the impact of the young person’s symptom on their

social activity and the impact of this on how they feel. Young people will be
supported to increase their social participation. (Increasing social activity)
e A key focus throughout the intervention will be on the non-catastrophising and

normalising approach taken by the intervention clinician. There will also be an

emphasis on the development of a strong therapeutic alliance between the clinician

and the young person. The clinician will aim to achieve this through showing
warmth and having an empathetic understanding and acceptance of the young

person’s difficulties. (Therapeutic relationship)

Overall, I believe that the intervention will be helpful for young people with ARMS.

Strongly Disagree Neither agree Agree Strongly agree

| would consider referring the young people who I work with to the intervention if
they were experiencing symptom of ARMS

Strongly Disagree Neither agree Agree Strongly agree

| would be interested in being trained to deliver the intervention

Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

Considering that this intervention is trying to strike a balance between being brief to

increase its availability whilst still being effective and helpful to young people, I believe

that 4 intervention sessions is....

Not enough The right number Too many



I believe that one hour sessions are....

Too short The right length

Too long

How helpful do you believe each component of the intervention will be? (Please refer to
the ‘introduction to the intervention’ for details of each component. )

Very

Unhelpful | YUnhelpful

Neither
helpful nor
unhelpful

Helpful

Very
Helpful

Psychoeducation

Normalisation

The therapeutic relationship

Formulation

Increasing social activity

Between session tasks

What do you like about the intervention?

What do you dislike about the intervention?

Would you make any changes to the intervention? If so, what would these be?
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What is your opinion of the intervention being offered as part of routine care in the Youth
Team?

What is your overall opinion of this research?

Thank you for taking the time to complete this questionnaire.

Your views and opinions will help us to evaluate the acceptability of the intervention we have developed and
whether this should be modified or changed. They will also help us to determine whether future research
should be conducted in this area and if so the best ways of doing this.

If you have any concerns or queries after completing this survey please contact either:

The Chief Investigator: Emma Burton, Trainee Clinical Psychologist: emma.burton@uea.ac.uk

Primary Academic Supervisor: Dr Bonnie Teague, Senior Teaching Fellow in Research Methods at UEA:
B.Teague@uea.ac.uk.

Dr Tim Clarke or Dr Rebecca Lower (Clinical Psychologists), NSFT Central Norfolk Youth Team:
(01603) 201400
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Appendix T: Non-Registered Practitioners Non-Validated Questionnaire

One of the aims of this research is to see how clinicians experience delivering the
intervention that has been developed, and their thoughts on the research more generally.
This will help us to decide whether a bigger piece of research on the intervention should be
done in the future and whether we should consider training clinicians to offer the
intervention as part of routine care in the NHS.

To help us with this, we would really appreciate it if you could answer the following

questions.

Questions about delivering the intervention
For questions 1 — 4, please circle your answer to indicate how much you agree with each

statement.

1. Overall, | believe that the intervention was helpful to the young people who |
delivered it to.

Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

2. The training | received on the intervention meant that I felt confident delivering

it.
Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

3. It was difficult to be consistent with the manual when delivering the
intervention

Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

4. 1 would offer the intervention to other young people with symptoms of ARMS in

the future
Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

For questions 5 and 6, please circle your answer
5. I found that having 4 intervention sessions was....

Not enough The right number Too many
287



6. I found that 1 hour long sessions was....

Too short The right length

Too long

7. How helpful would you rate each component of the intervention? Please indicate your

answer by putting a cross in the appropriate box for each aspect.

Very

Unhelpful | YUnhelpful

Neither
helpful nor
unhelpful

Helpful

Very
Helpful

Psychoeducation

Normalisation

The therapeutic relationship

Formulation

Increasing social activity

Between session tasks

For questions 8 - 12, please write your answer in the space provided. If you require more
space, please use a blank sheet of paper, making sure to write the question number on this.

8. How do you think the intervention impacted on the young people who received it? Do
you think that there were changes in their symptoms as a result of receiving the

intervention? If so please describe these changes.

9. What did you like about the intervention?

10. What did you dislike about the intervention?

11. Would you make any changes to the intervention? If so, what would these be?
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12. What is your opinion of the intervention being offered as part of routine care in the
Youth Team?

Questions about the research
For questions 13 and 14, please circle your answer to indicate how much you agree with

each statement.

13.Overall, I am pleased that | was involved in the research

Strongly Disagree Neither agree Agree Strongly agree
disagree nor disagree

14.1 think that future research should be carried out on the intervention
Strongly Disagree Neither agree Agree Strongly agree
disagree nor dlsagree

For question 15, please write your answer in the space provided. If you require more space,
please use a blank sheet of paper, making sure to write the question number on this.

15. What is your overall opinion of this research? What are your thoughts on how
future research on the intervention should be conducted?

Thank you for taking the time to complete this questionnaire.
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[ l +: \ Appendix U: Staff Participant Information Sheet for Research

University of East Anglia

Study Title: Assessing the feasibility of a brief novel intervention for young people with At
Risk Mental State and attenuated positive psychotic symptoms: The viability of its use in
the NHS and of a future trial

Name of Researcher: Emma Burton, Trainee Clinical Psychologist, University of East
Anglia (UEA)

Research Supervisors: Dr Bonnie Teague (Senior Teaching Fellow in Research Methods
at UEA), Dr Richard Meiser-Stedman (Reader in Clinical Psychology at UEA) and Dr
Timothy Clarke (Clinical Psychologist at Norfolk and Suffolk NHS Foundation Trust,
(NSFT)).

What is the purpose of the study?

This study aims to develop and trial a brief intervention for young people (aged 16-25)
who are considered to have an At Risk Mental State (ARMS) (that is, they are at a high but
not inevitable risk of psychosis). The intervention will be designed for individuals
experiencing attenuated positive psychotic symptoms, who will be experiencing the
perceptual disturbances, such as hallucinations, associated with psychosis, but they will be

at a lower frequency or intensity than if they were experiencing florid psychosis.

Research has shown that psychological therapy for young people who are experiencing
these symptoms can help in reducing them and prevent them from getting worse and
leading to psychosis. The literature suggests that brief and simple interventions with a
therapist who is warm and accepting and helps the young person to understand their
unusual experiences through psychoeducation and normalisation, may be helpful in
reducing these symptoms. Such an intervention would be relatively cheap (due to being
brief and not requiring specialist therapists) and thus, it is hoped that it would increase the

availability of psychological therapies for young people with ARMS.

This study aims to develop an intervention that is consistent with the one just outlined. It
aims to assess how young people with ARMS experience the intervention and being part of

IRAS project ID: 212935
Participant Information Sheet (Staff Participants) Version 2. 02/04/17



a study investigating it. It also seeks to understand what clinicians working in youth teams
think about such an intervention. It is hoped that the findings from this study will inform
whether a future larger scale piece of research can be conducted on the intervention and

whether it could be adopted as part of routine clinical care within NHS Youth Teams.

Why have | been chosen to take part?
You have been asked to participate in this research, as you are a clinician working in a
NHS Youth Team. We are interested in hearing the opinions of the clinicians who work in

the teams where the intervention is intended to be delivered.

Do I have to take part?
It is important that you are aware that being involved in the study is voluntary. Even if you
consent to take part, you are able to withdraw from the research, without giving a reason,

at any point, up until you submit your survey.

What would participation involve?

If you would like to participate in the study, you are directed to the following website: .....
Where you will be asked to give consent to participate. You will then be asked to complete
an online survey, asking you about your views on particular aspects of the intervention that

is being developed as part of this research.

What are the possible risks/disadvantages of taking part?

Completing the questionnaire will require you to give up approximately 30 minutes to
complete the survey. Your total involvement in the study, including reading this
information sheet, completing an online consent form and reading a debrief statement is

not expected to exceed one hour 10 minutes.

What are the possible benefits of taking part?
It is hoped that this study will inform future research and practice within the NHS and

therefore, be helpful to individuals accessing support in the future.

Will my participation in the research be kept confidential?
Your answers will be completely anonymous and you will not be asked to give your name.

When completing the online consent form, you will be asked to tick this, rather than

291



providing your initials or name, this is to protect your anonymity. You will have the option

of giving your job role, but this is optional.

Electronic information will be stored on a password protected memory stick. All non-
electronic data will be stored in a locked filing cabinet at the UEA and will be destroyed 10

years after the study is completed.

What will happen to the results of this research?

The results of the research will be written up as part of my doctoral thesis, it is hoped that
they may also be published in academic journals or presented at conferences (all
information will remain anonymous for this.) Ultimately, it is hoped that the results will be
used to inform how future research on the intervention should be conducted and how the

intervention might be improved for this.

Relevant Contact Details

Thank you for taking the time to read this information sheet, | hope you will decide to
participate. If you have any questions, | would be very happy to discuss my project with
you and can be contacted at: emma.burton@uea.ac.uk. If you would like to speak to one
of my supervisors, please email: B.Teague@uea.ac.uk.

If you are unhappy about the way you have been treated or wish to make a complaint,
please contact me, using the details above, and I will do my best to resolve any problems.
If you would like to complain formally you can contact Professor Ken Laidlaw (Course
Director, Doctoral Program in Clinical Psychology, UEA) by telephone: 01603 593600 or

email: K.Laidlaw@uea.ac.uk.

Thank you for your interest in this study
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Appendix V: Staff Participant Consent Form

Title of Project: Assessing the feasibility of a brief novel intervention for young people
with At Risk Mental State and attenuated positive psychotic symptoms: The viability of

its use in the NHS and of a future trial

Name of Researcher: Emma Burton, Trainee Clinical Psychologist

Please Tick Each Box
I confirm that | have read the information sheet dated 02/04/17

(version 2) for the above study. | have had the opportunity to consider

the information and have the contact details of the researcher who |

could contact to ask questions.

| understand that my participation is voluntary and that | am free to

withdraw from the questionnaire at any time, up until | submit it.

| understand that I will remain anonymous throughout my

participation in this research and therefore any data relating to me will

be confidential.

*] agree to take part in the above study.




[E\ Appendix W: Non-registered Practitioner Participant Information

University of East Anglia

Sheet

Study Title: Assessing the feasibility of a brief novel intervention for young people with
At Risk Mental State and attenuated positive psychotic symptoms: The viability of its use

in the NHS and of a future trial

Name of Researcher: Emma Burton, Trainee Clinical Psychologist, University of East
Anglia (UEA)

Research Supervisors: Dr Bonnie Teague (Senior Teaching Fellow in Research
Methods at UEA), Dr Richard Meiser-Stedman (Reader in Clinical Psychology at UEA)
and Dr Timothy Clarke (Clinical Psychologist at Norfolk and Suffolk NHS Foundation
Trust, (NSFT)).

What is the purpose of the study?

This study aims to develop and trial a brief intervention for young people (aged 16-25)
who are considered to have an At Risk Mental State (ARMS) (that is, they are at a high
but not inevitable risk of psychosis). The intervention will be designed for individuals
experiencing attenuated positive psychotic symptoms, who will be experiencing the
perceptual disturbances, such as hallucinations, associated with psychosis, but they will

be at a lower frequency or intensity than if they were experiencing florid psychosis.

Research has shown that psychological therapy for young people who are experiencing
these symptoms can help in reducing them and prevent them from getting worse and
leading to psychosis. The literature suggests that brief and simple interventions with a
therapist who is warm and accepting and helps the young person to understand their
unusual experiences through psychoeducation and normalisation, may be helpful in
reducing these symptoms. Such an intervention would be relatively cheap (due to being
brief and not requiring specialist therapists) and thus, it is hoped that it would increase
the availability of psychological therapies for young people with ARMS.

This study aims to develop an intervention that is consistent with the one just outlined.

It aims to assess how young people with ARMS experience the intervention and being

IRAS project ID: 212935 Participant Information Sheet (Interventional Therapist Participants) Version 2. 02/04/17



part of a study investigating it. It also seeks to understand what clinicians working in

youth teams think about such an intervention and how they experienced administering
it. It is hoped that the findings from this study will inform whether a future larger scale
piece of research can be conducted on the intervention and whether it could be adopted

as part of routine clinical care within NHS Youth Teams.

Why have | been invited to take part?

You have been asked to participate as you received training on administering the
intervention developed in this study and also offered the intervention to some of the
participants. We are interested in hearing about your experience of receiving the
training and offering the intervention, as well as your views on future research and on

the intervention being offered as part of routine care in NHS Youth Teams.

What would participation involve?

If you would like to take part in the study as a participant, you will be asked to sign a
consent form. If you consent to participate, you will then be asked to complete a
questionnaire asking you about the training you received and your experience of

delivering the intervention.

Do I have to take part?

It is important that you are aware that being involved in the study is voluntary. Even if
you consent to take part, you are able to withdraw from the research, without giving a
reason, at any point up until data analysis commences (this withdrawal would mean the
data from your questionnaire would be withdrawn. Data from participants who received
the intervention from you, as well as the WAI-SR and fidelity checklists you completed

as a researcher, would remain as part of the study).

What are the possible disadvantages/risks of taking part?

Completing the questionnaire will require you to give up additional time (over and
above that given up to offer the intervention). Your total involvement as part of this
process is not expected to exceed 1 hour 45 minutes (including reading this sheet,
giving your consent to participate and meeting with me after you have completed the

questionnaire to discuss this if you wish.)

IRAS project ID: 212935 Participant Information Sheet (Interventional Therapist Participants) Version 2. 02/04/17



What are the possible benefits of taking part?
It is hoped that this study will inform future research and practice within the NHS and

therefore, be helpful to individuals accessing support in the future.

Will information be kept confidential?

All information will be private and safe, as with any research, the only exception would
be if there were concerns about yours or anyone else’s safety. In this case, we would
attempt to discuss this with you before passing the concerns on to the relevant
professional. All information about you will be stored securely and anonymously (with
no identifying information, such as your name, included), you will be allocated a
number. Electronic information will be stored on a password protected memory stick.
All non-electronic data will be stored in a locked filing cabinet at the UEA and will be

destroyed 10 years after the study is completed.

What will happen to the results of this research?

The results of the research will be written up as part of my doctoral thesis, it is hoped
that they may also be published in academic journals or presented at conferences (all
information will remain anonymous for this.) Ultimately, it is hoped that the results will
be used to inform how future research on the intervention should be conducted and how
the intervention might be improved for this.

Relevant Contact Details
Thank you for taking the time to read this information sheet, | hope you will decide to
participate. If you have any questions, | would be very happy to discuss my project with

you and can be contacted at: emma.burton@uea.ac.uk. If you would like to speak to

one of my supervisors, please email: B.Teague@uea.ac.uk.

If you are unhappy about the way you have been treated or wish to make a complaint,
please contact me, using the details above, and | will do my best to resolve any
problems. If you would like to complain formally you can contact Professor Ken
Laidlaw (Course Director, Doctoral Program in Clinical Psychology, UEA) by
telephone: 01603 593600 or email: K.Laidlaw@uea.ac.uk.

Thank you for your interest in this study!

IRAS project ID: 212935 Participant Information Sheet (Interventional Therapist Participants) Version 2. 02/04/17
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[E& Appendix X: Non-registered practitioner consent form

University of East Anglia

Title of Project: Assessing the feasibility of a brief novel intervention for young people with At
Risk Mental State and attenuated positive psychotic symptoms: The viability of its use in the
NHS and of a future trial

Name of Researcher: Emma Burton, Trainee Clinical Psychologist

Please Initial Each Box
1. I confirm that | have read the information sheet dated 02/04/17 (version

2) for the above study. | have had the opportunity to consider the

information, ask questions and have had these answered satisfactorily.

2. | understand that my participation is voluntary and that | am free to
withdraw at any time (up until data analysis) without giving any reason

3. lunderstand that information collected about me during the study will

remain private and confidential unless there is a concern for mine or

someone else’s safety.

4. *| agree to take part in the above study.

Full Name of Participant Date Signature

Full Name of Person Taking Consent Date Signature

When completed: 1 for participant; 1 for researcher site file IRAS project ID: 212935
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Appendix Y: Additional data from the staff participants’ and non-registered

practitioners’ non-validated questionnaires

Staff participants and the non-registered practitioners who delivered the intervention

used five-point Likert scales to answer questions about the intervention and research.

Figures 12 and 13 show the staff participants’ responses, figures 14 and 15 show those

from the non-registered practitioners.

Figure 12
Frequency of staff participants' responses to questions about the intervention
and research
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Figure 14

Frequency of non-registered practitioners' responses to questions about the
intervention and research
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Figure 13

Helpfulness of components of the intervention: frequency of staff participants' responses
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Figure 15
Helpfulness of components of the intervention: frequency of non-registered practitioners' responses
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