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Maudsley Hospital, London, United Kingdom

Background: Suicide is the second leading cause of death in young people worldwide.
Self-harm is the strongest predictor of death by suicide. There is increasing evidence that
psychological therapies are efficacious in treating self-harm in adolescents. However,
studies so far have predominantly focused on highly selective groups of adolescents and
have investigated interventions that require intensive training and considerable expense.

Methods: We conducted a pilot study of a novel psychological therapy package, Specialized
Therapeutic Assessment-Based Recovery-Focused Treatment (START) that consists of
Therapeutic Assessment followed by treatment in one of three modules, depending on
adolescents’ needs and preferences: Solution Focused Brief Therapy, Cognitive Behavior
Therapy (CBT), or Mentalization Based Treatment. Adolescents (12—17) with at least one self-
harm episode in the previous 6 months referred for community treatment, who had no
intellectual disability, psychosis or autism were eligible for START. The primary outcome
measure was the number of self-harm (regardless of suicidal intent) episodes 6 months
before and 6 months after commencing START. Secondary outcomes included measures
of psychopathology, functional impairment and family satisfaction.

Results: Twenty-one consecutively referred adolescents were recruited and 15 received a
therapeutic module of START: three received Solution Focused Brief Therapy, nine CBT, and
three Mentalization Based Treatment. There was a statistically significant reduction in the
number of self-harm episodes fromamean of 7.93 (SD = 12.26)to 1.00(SD=1.47), p<0.02
following START. There was also a significant reduction in self-harm episodes, Revised
Children’s Anxiety and Depression Scale scores and a statistically significant improvement in
Children Global Assessment Scale scores for the CBT group alone. There were no significant
differences in any other outcomes. Most families were somewhat or very much satisfied with
the intervention.

Conclusion: The results show that START was associated with a reduction in self-harm
and depression and anxiety symptoms, which could indicate that START should be
rigorously studied in a randomized control trial (RCT). However, the model had difficulties
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in its implementation, with CBT being only module that was offered to enough young
people to allow before and after analysis. CBT appears to be the most promising module
in treating adolescents with self-harm referred to community mental health services.

Keywords: self-harm, adolescents, Cognitive Behavior Therapy, Solution Focused Brief Therapy, Mentalization
Based Treatment, Therapeutic Assessment, Child and Adolescent Mental Health Services

INTRODUCTION

Self-harm is a significant concern for young people, their carers,and
the clinical staft in both physical and mental healthcare services.
Studies indicate a prevalence rate of 13.2% for self-harm in 12-18-
year olds, and suicide attempt prevalence of 9.7% (1). Self-harm is
the strongest predictor of suicide in adolescents (2), and is more
prevalent amongst female adolescents than males (3). There have
been a substantial debate on how to define self-harm, with US based
clinicians and researchers tending to research attempted suicide and
non-suicidal self-injury separately (4). However, European based
clinicians and researchers often define self-harm as both self-injury
and self-poisoning irrespective of suicidal intent (2). UK health
services follow the guidelines set out by the National Institute for
Health and Care Excellence, who define self-harm in young people
over the age of 8 as acts of self-injury or self-poisoning, regardless of
their motivations (5).

Despite this substantial concern, research into adolescent
treatment is under-investigated, especially following an acute
presentation. Over many years, research has suggested that
adolescents who engaged in self-harm were less likely to attend
further follow-up sessions (6, 7), which has shown to lead to poorer
outcomes (8). Adapted from the Cognitive Analytic Therapy model
(9), Therapeutic Assessment (TA) is a brief intervention designed to
increase treatment engagement of adolescents with self-harm (10).
This 30-min intervention after presenting with self-harm led to a
significantly improved rate of engagement when compared to
assessment as usual, at the 3 month and 2-year follow-up periods
(11). However, the inclusion of TA did not lead to a significant
difference in psychopathology and functioning scores at 3 months,
nor was there a difference in the frequency of accident and
emergency department (A&E) self-harm presentations at 2 years
(11, 12). Linking TA with interventions likely to reduce self-harm is
therefore required.

Recent systematic reviews have highlighted the lack of
replicated randomized control trials (RCTs) researching
treatment interventions for adolescent self-harm (13-15).
These reviews did highlight three interventions in
Mentalization-Based Treatment for Adolescents (MBT-A),
Cognitive Behavior Therapy (CBT), and Dialectical Behavior
Therapy for Adolescents (DBT-A), that significantly reduced the
number of self-harm episodes in comparison to the control
treatment groups (16-18). More recently, two further RCTs
replicated the efficacy CBT/DBT-based family intervention (19)
and DBT (20). Additionally, these interventions tended to be
delivered in acute services, working with children who have more
complex mental disorders than the general population who self-
harm (19).

Despite recent improvements in our understanding of the optimal
treatment settings (21, 22), supervision (23, 24), and detection (11),
there is no evidence that any given intervention is likely to benefit all
young people with self-harm. Moreover, young people with self-
harm and borderline personality disorder may be more likely to
respond to more intensive interventions, such as DBT and MBT
(16, 17, whereas young people with substance misuse, anxiety and
depression may be more likely to respond to CBT (18). Finally, some
young people with self-harm do not meet the diagnostic criteria for
any psychiatric disorder and may not require psychological
therapies developed to treat psychiatric disorders.

The Treatment of Adolescent Suicide Attempters study (25)
focused on predictors of suicidal events during an open treatment
trial, having three potential arms of treatment (specialized
psychotherapy, medication, or a combination of the two).
Although predictors were found and randomization was initially
proposed, the open choice format caused the treatment arms to
become uneven, with 75% of young people ending up in the
combination treatment arm. Treatment choice guided by the
young people and their families on one hand and the assessment
of the clinical team on the other seems to be an important element in
any pragmatic study.

Child and Adolescent Mental Health Services (CAMHS) in the
United Kingdom are split into a four-tiered system. Tier 1 include
non-mental health specialists, such as general practitioners, teachers,
and social. Tier 2 services have mental health professionals within a
uni-disciplinary primary care or community services that can treat
some mental health disorders and identify more complex mental
health needs. Tier 3 services are community multi-disciplinary teams
that can treat most complex disorders. Tier 3 services normally
capture the widest range of self-harm, from one or two episodes to
daily episodes of self-harm. Finally, Tier 4 services are specialist teams,
both inpatient and outpatient working with children and young
people with the most serious and complex mental health needs.

This article reports the findings for the pilot phase of the
Specialized Therapeutic Assessment-Based Recovery-Focused
Treatment (START) study, introducing a novel three modular
intervention model, aimed to reduce the prevalence of self-harm
episodes for adolescents referred to a Tier 3 (standard community
multi-disciplinary team) CAMHS in an ethnically diverse inner-
city borough of Southwark in London.

MATERIALS AND METHODS

Participants
Participants were all adolescents (12-18 years old) referred to
Southwark CAMHS and South London and Maudsley’s (SLaM)
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Supported Discharge Service with at least one episode of self-harm
in the past 6 months between December 2016 and July 2017). The
exclusion criteria were: a known intellectual disability (IQ less than
70); immediate need for an inpatient psychiatric admission; a
known diagnosis of autism spectrum disorder or psychosis.

Treatment Interventions and Model

The START model has been developed in response to the
increasing rates of self-harm amongst the adolescent population
(26), but also the varying levels of self-harm amongst adolescents
and the understanding that someone who has self-harmed once or
twice needs a different level of care to someone who is self-harming
on a regular basis and alongside other risk taking behaviors. We
therefore split the START model into four distinctive interventions
(Figure 1):

* TA—Once a potentially suitable individual has been
identified), the young person completed a full CAMHS
assessment followed by the 30-min TA. TA is a collabo-
ratively designed diagram, showing the links between the
young person’s reciprocal roles, thought process and “core
pain,” their self-harm, and following consequences,
feeding cyclically into the young person’s core pain. (10).
Through this process the young person discussed their
motivation to change, and then looked for and discussed
their most favoured way of breaking the created self-harm
cycle. After a summation, a therapeutic letter was written

Referred to CAMHS
services with at least
one incident of self-
harm in past 6 months

|

Complete CAMHS
assessment followed
by Therapeutic
Assessment (TA)

S

Offered Diagnostic
KSADS Assessment &
asked to complete
outcome measures

\f/

Solution Focused Cognitive
Brief Therapy: 4-6 H{Behaviour Therapy:
sessions 8-16 sessions

Mentalization
Based Treatment:
16-24 sessions

Client and parent
asked to complete

follow up measures
post-treatment

FIGURE 1 | Flowchart of the intervention period.

based on what was discussed, with the intention to moti-
vate the young person continue to engage with therapy.

 Solution Focused Brief Therapy (SFBT)—For the young
person who had no axis I diagnosis or presented as
low risk, SEBT was typically chosen. Usually delivered over
the course of 4-6 sessions, SFBT focused on the resources
the young person already had to help themselves, explor-
ing how they would like their life to be, and what they
are doing or can do to work towards this “preferred
future” (27).

» Cognitive Behavior Therapy (CBT)—For the young people
who self-harm with medium severity, regularity and had a
least one axis I diagnosis (anxiety, depression or substance
misuse), CBT was offered. The study used the self-harm
specific CBT workbook “Cutting Down: A CBT workbook
for treating young people who self-harm” (28), the young
person was given skills to reduce and eventually stop self-
harm over the course of 8-16 sessions.

* MBT-A—For the young person who met or a was close to
the diagnostic criteria for emotionally unstable personality
disorder (EUPD) diagnosis and/or self-harm with high
lethality and frequency (normally daily-weekly self-harm).
MBT-A uses the same techniques used in the successful
RCT (16), in a treatment ranging from 16 to 24 sessions.
For the EUPD population, we chose MBT over DBT (CBT
based treatment for EUPD), because DBT requires addi-
tional weekly group sessions and phone support that we
could not provide in a Tier 3 service. However, many
principles and skills in DBT are included in the CBT
workbook that was used.

The START model was implemented within a Tier 3 CAMHS
community team, as these services receive referrals for all young
people with self-harm that cannot be managed by primary care.
It would also give a chance to see if the model could be used
practically in a real-life setting.

Based on the initial presentation, TA formulation, diagnostic
assessment, and their clinical judgement on level of risk, the
clinical team at CAMHS and researcher team came together to
decide which of the three modules of treatment, if any, was
suitable for the young person to move forward with. The young
person and their families’ preferences and therapeutic history
were considered. During therapy, if the decided module of
therapy was proving unsuccessful, a module based on a
different therapeutic approach was instead chosen. Initial 2-day
training was given by experts in TA and each of the three
therapeutic modules (half a day per topic), followed by
monthly supervisions for TA and each of the three modules of
therapy. All therapeutic models of assessment and therapy
were manualized.

Treatment Objectives

The pilot study is required in order to fully develop the model
into a working therapeutic protocol, with the idea that this will
form a foundation with which to further investigate the START
model into an RCT, providing data for an effect size estimate.
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Ultimately, the overall objective is to develop START into an
evidence-based strategy, and to reduce the prevalence of self-
harm within the adolescent population in a Tier 3 community
CAMHS setting.

The primary objective is:

e To investigate if the number and severity of self-harm
episodes will reduce in the last month of the young person’s
time in the Tier 3 community CAMHS.

The secondary objectives are:

» To investigate if the number and duration of inpatient stay
will reduce in the 6 months post initial presentation.

* To investigate if overall functioning and psychopathology
of the participants will improve following therapeutic
intervention.

* To investigate patient and carer satisfaction post thera-
peutic intervention.

Therapists

All therapists (N = 14) involved in the study were volunteers
who already worked in the multidisciplinary CAMHS team.
The experience and background of the therapists varied,
with backgrounds in psychiatry, psychology, mental health
nursing, and social work. Once recruitment had begun, therapists
received monthly supervision sessions in TA and the therapeutic
model they were delivering. Some therapists had to attend multiple
supervisions if they were administering more than one intervention.
Supervisions were 90 min long and were delivered by people
qualified to deliver supervisions in their respective models.

Ethics Approval and Consent to
Participate

The study was approved by SLaM clinical audit and service
evaluation committee. Consent was given by all adolescents
16 years or over, with consent given along with the adolescent’s
assent by the adolescent’s carer.

Data Collection

Initial assessments were done using the Kiddie Schedule for
Schizophrenia and Affective Disorders (KSADS) Present and
Lifetime Versions; if a KSADS-Present and Lifetime Versions
was unattainable, clinical diagnoses were found using the services
electronic medical records system (Electronic Patient Journey
System) at SLaM.

Primary outcome measure was the total number of self-harm
episodes in the 6-months before and 6 months after the
commencement of START. Self-Harm Questionnaire (11) was
used to gather information about self-harm episodes pre and
post treatment. Any other reported or recorded episodes of self-
harm for both the 6 months prior to treatment and 6 months
post the beginning of the START package were systematically
gathered from the young people, their families the CAMHS
electronic medical records system.

Additional outcome measures included the Clinical Global
Assessment Scale (CGAS); a clinician rated scale of the young

person’s overall functioning, Clinical Global Impressions; a
clinician rated scale of the severity of illness that the young
person is exhibiting, Strength and Difficulties Questionnaire
(SDQ) for both adolescent and carer; a self-report questionnaire
assessing strengths and a range of common psychiatric symptoms
of the young person and asking if things had improved over the
course of treatment, Maclean Screening tool for adolescent and
carer; a 10 question screening for EUPD, the Columbia Impairment
Scale for adolescent and carer; a self-report questionnaire assessing
if the young person has problems at home, school, or socially,
Revised Children’s Anxiety and Depression Scale (RCADS) for both
adolescent and carer; a 47 question self-report assessment of the
young person’s symptoms of anxiety and depression, Child and
Adolescent Substance Use Scale; a survey of young people’s and
their family’s use of health services over the previous 6 months,
and the Health Today segment of the EuroQol-Five Dimensions—
Three Levels; a rating from 1 to 100 on the young people’s
current health state. These outcome measures were given pre and
post intervention, with the addition of the Child and Adolescent
Service Experience (ChASE) at follow-up; a questionnaire given at
the end of therapy to be completed alone and given back to the
research team. All young people and carers were told beforehand
that these questionnaires were anonymous and would not be shared
with their clinicians. Appointments were logged also using the
medical record system, and weekly self-harm rates were also logged
by therapists there.

Intention-To-Treat Analysis

All 21 participants were analysed on the primary and secondary
outcomes when possible. Eleven were followed up in person on
average 22.1 weeks after their initial assessment, but some form
of follow up measure was collected for 20 of the 21 participants.
All assessments were done by a researcher who was not blind to
the treatment allocations or to the hypotheses of the study.

Statistical Analysis

To test the distribution of the data, the Shapiro-Wilk test was
used. For the normally distributed data, differences between
baseline and follow-up measures were analysed using paired
sample t-tests. However, if the distribution was nonparametric,
paired Wilcoxon signed-rank test was used. Significance was set
at p < .05, and all analyses were carried out on SPSS 23.0 (IBM
Corporation 2014; Armonk, NY, USA). Individual treatment
arms were analysed in the same way where possible.

RESULTS

Group Characteristics

Twenty-one young people with self-harm were referred to the
service during the pilot period. The demographic characteristics
of the 21 young people included in this study are described in
Table 1, along with the clinical variables. All young people assessed
had at least one axis 1 diagnosis. Three young people were on
regular psychotropic medication at baseline, with all three on an
anti-depressant. At baseline, 11 of the young people had a history of
at least one A&E presentation at a hospital in the 6 months prior to
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TABLE 1 | Patient characteristics (N =

21).

TABLE 2 | Summary of baseline measures.

Age range in years (mean)
Gender distribution (%)

Ethnicity

Diagnosis (%)
Mood disorders
Anxiety disorders
Eating disorders
Post-traumatic stress disorder
Disruptive behavior disorders
Other
Emerging borderline personality
No. with Axis 1 comorbidity
Referred from (%)
Inpatient adolescent unit
Child and family team
A&E—7 day follow up
General practitioner
Emergency and Pediatric

12.3-17.7 (15.7)

>17 female, 4 male
(81%, 19%)
>13 white British (61.9%)
>5 black British (23.8%)
>1 mixed white/Asian
>1 white other, 1 other (4.8%)

>12 (57.1%)
>11 (52.4%)
>4 (19%)
>2 (9.5%)
>4 (19%)
>1 (4.8%)
>1 (4.8%)
>10 (47.6%)

>2 (9.5%)
>1 (4.8%)
>10 (47.6%)
>6 (28.6%)
2 (9.5%)

coming to the service, 4 had been admitted onto an inpatient unit,
and five had been to at least one outpatient CAMHS appointment.

Service Use

As shown in Figure 2, 15 young people started one of the three
treatment arms, the majority were offered CBT. However, every
adolescent had some form of intervention, with eight young
people going through the intervention in its entirety. Three
young people completed the TA before dropping out, with two
declining further therapy afterwards and one self-harming severely
immediately before the following session; with the latter the team

-
Total No. Referred to the Study I

N=21

v
(- -
Therapeutic Assessment I

N=14/21 7 TTA Not Completed )

4 2 —Declined Further Therapy

KSADS 1-Referred DBT as High Risk
N=12/21
~— 2 —DNA’d Assessment
4 —Declined Assessment

v
Accepted Treatment Arm
N=15/18
¥ v
A

) B0 (5

N=3
No. Completed-3| |No.Completed-7| [No.Completed-1
Dropped Out-0 Dropped Out-2 Dropped Out-2

3 —Referred to Other Services ]

\ 4
[ SFBT Arm

N=3

FIGURE 2 | Progression of clients through the intervention.

Outcome measure (n) Range Mean (SD)
Clinician measures 39-72 53.05 (11.25)
Children’s Global Assessment Scale (21)
Clinical Global Impression— Severity (15) 3-5 4.27 (.70)
Parental Measures 7-90 44.10 (26.12)
Revised Children’s Anxiety &
Depression Scale (20)
McLean Screening Instrument (14) 1-7 3.86 (1.88)
Columbia Impairment Scale (14) 6-42 23.64 (10.55)
Strengths & Difficulties Questionnaire (20) 8-24 15.55 (56.07)
Client Measures 34-120 70.24 (25.26)
Revised Children’s Anxiety &
Depression Scale (21)
MclLean Screening Instrument (14) 2-10 6.93 (2.46)
Columbia Impairment Scale (14) 12-36 26.50 (7.39)
Strengths & Difficulties Questionnaire (20) 12-27 20.25 (4.40)
Health Today (14) 10-75 44.50 (17.25)
Self-harm episodes (15) 0.2-30 9.40 (13.12)

decided to refer them to the Tier 4 DBT service. Two young people
completed just the diagnostic KSADS and one adolescent attended
both a TA and KSADS appointment, but from the diagnoses given
using the KSADS the adolescent team decided that all three would
be better treated away from the model (one was referred to an
obsessive compulsive disorder clinic, one was treated for attention-
deficit/hyperactivity disorder which appeared to have been a
clinical priority, and another was referred to an eating disorder
service). Finally, four young people went straight into treatment,
two adolescents went from the TA directly to treatment, and one
young person missed the TA but did attend the KSADS
appointment and had treatment. Baseline measures for the
young people entering the service can be seen in Table 2.

Table 3 shows the mean and range of attendance rates
between the three treatment modules. SFBT and CBT groups
average attendance rate was within the expected treatment range,
with MBT seeing fewer sessions than expected. SFBT had the
highest rate of not attending amongst the groups, despite young
people expecting to only attend 1-4 sessions.

Where three of the young people were on anti-depressant
medication when they entered into the study, at follow up a new
young person was now on an anti-depressant, along with two of
the original young people; the other adolescent moved from an
anti-depressant to an anti-psychotic. We received follow-up data
for 14 of the 16 adolescents we initially received baseline data on.
Inpatient admissions reduced from four at the 6 months prior to

TABLE 3 | Summary of session attendance.

Treatment Attended sessions Missed sessions
Range Mean (SD) Range Mean (SD)
SFBT 2-7 4.33 (2.52) 1-4 2.33 (1.53)
CBT 1-24 10.67 (7.48) 0-5 1.89 (1.83)
MBT 2-11 6.33 (4.51) 0-1 0.33 (.58)
Total 1-24 8.53 (6.60) 0-5 1.67 (1.68)

SFBT, Solution Focused Brief Therapy; CBT, Cognitive Behavior Therapy; MBT,
Mentalization-Based Treatment.
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baseline assessment to two in the 6-month following the
commencement of treatment, with one young person having an
admission pre and during intervention. Finally, A&E 6-monthly
presentations to a hospital reduced from 11 young people to four,
with all four young people having had an A&E presentation at
baseline as well. Additionally, three of the clients with an A&E
presentation were for self-harm or suicidality, with the fourth for
alcohol poisoning.

Clinical Outcomes

Table 4 summarizes the group measures at the end of the modular
intervention period (16.3 weeks on average). Table 5 shows the
changes in score from baseline till the end of intervention, with the
last month score (primary outcome), and the adolescent RCADS
showing significance changes in scores (P < .05). We did not have
enough data for looking at the effectiveness of SFBT or MBT alone,
but Table 6 shows the changes in score from baseline till the end of
the intervention period for the young people given CBT. Here,

TABLE 4 | Clinical Measures at the end of intervention.

Outcome measure (n) Range Mean (SD)
Clinician measures 41-80 60.50 (12.56)
Children’s Global Assessment Scale (20)
Clinical Global Impression—Severity (13) 2-5 3.46 (.88)
Parental Measures 2-77 32.80 (22.27)
Revised Children’s Anxiety & Depression Scale (15)
McLean Screening Instrument (11) 0-8 3.82 (3.13)
Columbia Impairment Scale (11) 5-40 21.45 (12.24)
Strengths & Difficulties Questionnaire (13) 6-21 14.38 (56.61)
Client Measures 7-90 47.92 (26.03)
Revised Children’s Anxiety & Depression Scale (13)
McLean Screening Instrument (11) 0-9 5.09 (2.47)
Columbia Impairment Scale (11) 9-40 23.18 (8.76)
Strengths & Difficulties Questionnaire (13) 4-28 17.62 (6.56)
Health Today (11) 30-90 56.91 (22.79)
Self-harm episodes (14) 0-5 1.01 (1.57)

TABLE 5 | Paired means and significance of outcomes.

Outcome measure (n) Baseline Follow-up Sig
Mean (SD) Mean (SD)

Clinician measures 53.45(11.38)  60.50 (12.56) .056
Children’s Global Assessment
Scale (20)

Parental Measures 39.33 (26.49)  32.80 (22.27) 257
Revised Children’s Anxiety
& Depression Scale (15)
McLean Screening Instrument (11) 4.00 (2.00) 3.82 (3.13) .819
Columbia Impairment Scale (11) 24.27 (10.81) 21.45 (12.24) 420
Strengths & Difficulties 15.62 (5.41) 14.38 (5.61) 456
Questionnaire (13)

Client Measures
Revised Children’s Anxiety 75.31 (26.80)  47.92 (26.03) .006*
& Depression Scale (13)
McLean Screening Instrument (11) 6.73 (2.61) 5.09 (2.47) .158
Columbia Impairment Scale (11) 26.64 (7.00) 23.18 (8.76) .331
Strengths & Difficulties 20.62 (4.66) 17.62 (6.56) .050
Questionnaire (13)
EQS5D Health Today (11) 48.36 (16.97)  56.91 (22.79) 244
Self-harm episodes (14) 9.26 (12.05) 1.01 (1.57) .018*

TABLE 6 | Paired means and significance of outcomes for Cognitive Behavior
Therapy alone.
Baseline Mean

Outcome measure (n) Follow-up Mean Sig

(SD) (SD)

Clinician measures 50.00 (9.33) 57.22 (11.10) .046*
Children’s Global
Assessment
Scale (20)

Parental Measures 49.78 (24.96) 46.33 (18.07) .664
Revised Children’s Anxiety
& Depression Scale (15)
MclLean Screening 3.63 (2.00) 4.00 (3.02) .685
Instrument (11)
Columbia Impairment 23.00 (7.48) 22.50 (11.48) .735
Scale (11)
Strengths & Difficulties 15.75 (5.60) 15.00 (5.10) 761
Questionnaire (13)
Client Measures
Revised Children’s Anxiety 79.78 (24.09) 49.11 (29.55) .027*
& Depression Scale (13)
McLean Screening 6.13 (2.80) 4.63 (2.72) .336
Instrument (11)
Columbia Impairment 24.25 (6.61) 21.88 (9.78) 624
Scale (11)
Strengths & Difficulties 19.88 (4.52) 15.88 (6.53) .071

Questionnaire (13)
EQ5D Health Today (11)
Self-harm episodes (14)

55.50 (10.85)
14.06 (14.04)

57.75 (22.02) 758
1.06 (1.63) 027"

P >.05.

monthly self-harm average was shown to have a significant change
in scores, with significant changes in scores (P < .05) also seen again
with the adolescent RCADS and with the therapist rated CGAS.

Fifteen participants gave a Clinical Global Impressions score
at the beginning of treatment, with majority of therapists giving a
score of either moderately or markedly ill (13 of 15). At follow
up, almost all therapists registered some form of improvement in
their young people (12 of 13).

Patient and Carer Satisfaction

At the end of the intervention period, patient satisfaction was rated
using two questions in the follow up version of the SDQ, and the
ChASE. In the SDQ, most carers (9 of 12) and adolescents (8 of 12)
who gave feedback responded that they or their child were a bit or
much better post intervention, with no one stating that they had
become worse. All carers and adolescents felt that the service had
been helpful in other ways.

11 adolescents completed the ChASE questionnaire at the end
of intervention, and most of the adolescents (8 of 11) found that
the appointments helped them get on with their life most or all of
the time. Additionally, all of the adolescents who responded felt
that they could trust their therapists (eight felt that this was all of
the time), felt that their therapist really understood them (six said
all of the time), and felt that their therapist was kind and caring
(10 said all of the time).

DISCUSSION

The pilot study’s primary objective was to see whether this
treatment model could successfully reduce the number and
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severity of self-harm in adolescents presenting to a Tier 3
CAMHS team. For the total project, it was found that the
monthly self-harm average reduced significantly following
intervention. There was also a statistically significant reduction
in the monthly self-harm average post intervention for CBT
module alone. Regarding the severity, 68.8% of the young people
recorded had been to the A&E of a hospital in the 6 months prior
to treatment, all of which were for self-injury or self-poisoning.
Post intervention this reduced to 28.6%, 21.4% for the young
people attending for self-injury and self-poisoning incidences.
This is line with the findings by 29.

Our secondary objectives were to investigate inpatient
admissions, and overall functioning, psychopathology and
patient satisfaction. The number of inpatient admissions for
this pilot study was small, partly from the small sample size
and response rates, but we did see inpatient admissions reduce
from 25% of recorded young people, to 14.3%.

The total score for RCADS showed that the total anxiety and
depression score significantly reduced post intervention for both
the combined interventions and CBT module alone condition.
The reduction of this score is even more significant when
considering that 17 of the 21 participants were given either an
anxiety or depression related diagnosis. Another measure with
significant pre-post change was CGAS for the CBT module alone
condition. All other measures showed no statistically significant
pre-post differences. Adolescents consistently scored themselves
as more impaired than their carers scored them, with the
adolescents also seeing a greater change in the scores at the
end of the intervention period. This was also seen in Ougrin etal.
(11) in a similar population.

Finally, the study found that patient and carer satisfaction was
overall positive, with most adolescents and their carers feeling
that the intervention was somewhat or very much helpful.

Several limitations apply to this study. Small sample size, high
dropout rate and treatment allocation led by clinical team are
key. The therapists, the young people, their family members and
the researcher were not blind to the hypothesis of this study or
the treatment module allocations. This could be a challenge
when moving into an RCT phase of research, as the allocation of
young people to a specific module, SFBT, CBT, or MBT required
input from the clinical team. Standardising module allocation
might address this problem.

We did not anticipate that only three young people would be
allocated to the MBT and SFBT arms of the study. For MBT, this
may be partly explained by the availability of a Tier 4 DBT service
within the trust that meant that most young people who could have
been allocated to MBT were referred to DBT directly. An RCT being
implemented at multiple sites across the country, most of which
have no DBT service might address this limitation. For SFBT, again
with an area that doesn’t have the resources of South London and
Maudsley NHS trust, more young people could have been referred
to a Tier 3, community and multidisciplinary service). The sample
size was also smaller than anticipated, however, the study was
pragmatic and undertaken in a real-life community setting, which
with typically high level of drop outs or onward referrals to more
specialist services.

The study was not a RCT and we cannot exclude the passage of
time as a factor in the reduction of self-harm pre-and post-
intervention (30). The decision to allocate the young person to one
of the three treatment modules was not fully standardized and the
multidisciplinary team had the final decision-making power on
which module to offer to the individual young person, considering
the wishes of the family and the results of the TA. As highlighted in
Brent and colleagues (25), taking the wishes of the young person and
family can skew the amount of young people allocated to each
treatment arm. Whereas this introduces a potential bias, this
procedure closely follows real-life treatment allocations in standard
community services. A problem with implementing this model in a
real-life community service setting is that there may be an
unpredictable changes such as staff turnover, and during the
recruitment phase there was an unusually high rate of turnover.
This certainly slowed recruitment during this period, as new
therapists had to be identified and trained. For a future RCT a plan
would need to be in place in order to train new staff quickly. However,
with all the treatment modules being manualized and having
monthly supervisions, new therapists could be trained quickly.

Although TA is an integral part of the START model, this was
not individually assessed in the pilot. For a future RCT, TA needs
to be evaluated for potential effects on engagement and other
outcomes seen in previous studies (11).

For future research, we have several options available for
potential RCTs or further pilot studies. As well as completing the
START model in full, the judgement of the clinical team favoured
the CBT intervention. However, we don’t know if MBT or SFBT
would have worked just as well for that group, as we were not
making inter-group comparisons. Another option is that START
could be adapted into a step-based model, which could be
implemented in several ways. One option was that everyone
receives TA, followed by SFBT, and it is felt by the clinical team
and young person that they required more therapy, they would
move onto CBT, and then MBT, if even more/another approach
was required. Yet another option is TA, followed by SFBT, followed
by MBT or CBT if more therapy is required. This was proposed
because SFBT has a significantly shorter treatment length and was
anecdotally popular with the clinicians, especially for young people
with less complex presenting problems. Any step-based pathway
should be revisited in another pilot/feasibility study.

CONCLUSION

The results of this pilot study show that START could be
successfully implemented in an inner-city ethnically diverse
community mental health service and associated with a
reduction in self-harm in young people. This model requires
thorough investigation in RCTs, following which this approach
may become a feasible tool for other multidisciplinary
community services in the UK and elsewhere. CBT appeared
to be a promising modality in this setting, however, other
modalities need to be further investigated in the settings with
poorer access to specialist teams and with teams looking after
young people with less severe presentations.

Frontiers in Psychiatry | www.frontiersin.org

December 2019 | Volume 10 | Article 895


https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://www.frontiersin.org/journals/psychiatry#articles

English et al.

START for Adolescent Self-Harm

DATA AVAILABILITY STATEMENT

The datasets used and analysed during the current study are
available from the corresponding author upon reasonable request.

ETHICS STATEMENT

The study was approved by the SLaM Clinical Audit and
Service Evaluation Committee. Consent was given by all
adolescents 16 years or over, along with consent by the
adolescent’s carer.

AUTHOR CONTRIBUTIONS

OE analysed, interpreted the patient data, and was the
primary contributor towards the manuscript. DO oversaw
the work completed, edited the manuscript as well as

REFERENCES

. Evans E, Hawton K, Rodham K, Deeks J. The prevalence of suicidal phenomena
in adolescents: a systematic review of population-based studies. Suicide Life-
Threatening Behav (2005) 35(3):230-0. doi: 10.1521/suli.2005.35.3.239
2. Hawton K, Zahl D, Weatherall R. Suicide following deliberate self-harm: long

term follow-up of patients who presented to a general hospital. Br ] Psychiatry
(2003) 182:537-42. doi: 10.1192/bjp.182.6.537

3. Madge M, Hewitt A, Hawton K, de Wilde EJ, Corcoran P, Fekete S, et al.
Deliberate self-harm within an international community sample of young
people: comparative findings from the Child & Adolescent Self-harm in
Europe (CASE) study. J Child Adolesc Psychiatry (2008) 49(6):667-77. doi:
10.1111/j.1469-7610.2008.01879.x

4. Klonsky D, Oltmanns TF, Turkheimer E. Deliberate self-harm in nonclinical
population: prevalence and psychosocial correlates. Am ] Psychiatry (2003)
160:1501-8. doi: 10.1176/appi.ajp.160.8.1501

5. National Institute for Health and Care Excellence. (2013). Self-harm. Quality
Standard.

6. Taylor EA, Stansfeld SA. Children who poison themselves I. A clinical
comparison with psychiatric controls. Br ] Psychiatry (1984) 145:127-32.
doi: 10.1192/bjp.145.2.127

7. Granboulan V, Roudot-Thoraval F, Lemerle S, Alvin P. Predictive factors of
post-discharge follow-up care among adolescent suicide attempters. Acta
Psychiatrica Scandinavia. (2001) 104(1):31-6. doi: 10.1034/j.1600-
0447.2001.00297.x

8. Pillay AL, Wassenaar DR. Psychological intervention, spontaneous remission,
hopelessness, and psychiatric disturbance in adolescent parasuicides. Suicide
Life-Threatening Behav (1995) 25(3):386-92. doi: 10.1111/j.1943-
278X.1995.tb00961.x

9. Ryle A. Cognitive analytic therapy: active participation in change. Chichester:
Wiley (1990) 1:84-193.

10. Ougrin D, Ng AV, Low J. Therapeutic assessment based on cognitive-analytic
therapy for young people presenting with self-harm: pilot study. Psychiatr Bull
(2008) 32:423-6. doi: 10.1192/pb.bp.107.018473

11. Ougrin D, Boege I, Stahl D, Banarsee RJ, Taylor E. Randomised controlled
trial of therapeutic assessment versus usual assessment in adolescents with
self-harm: 2 year follow up. Arch Dis In Childhood (2013) 98(6):772-6. doi:
10.1136/archdischild-2012-303200

12. Ougrin D, Zundel T, Ng AV, Banarsee R, Bottle A, Taylor E. Trial of therapeutic
assessment in London: randomised control trial of therapeutic assessment versus
standard psychosocial assessment in adolescents presenting with self-harm. Arch
Dis In Childhood (2011) 96(2):148-3. doi: 10.1136/adc.2010.188755

13. Hawton K, Witt KG, Taylor-Salisbury TL, Arensman E, Gunnel D, Townsend E,

et al. Interventions for self-harm in children and adolescents (Review). Cochrane

Database Syst Rev (2015) 12:1-83. doi: 10.1002/14651858.CD012013

—_

contributing towards it. CW and PB read and approved the
final manuscript.

FUNDING

This study was funded by the Guy’s & St. Thomas Charity,
reference EFT150701.

ACKNOWLEDGMENTS

We would like to thank Dr. Lucy Taylor, Dr. Maria Wiwe, and Dr.
Evan George for their supervision and training in CBT, MBT-A,
and SFBT respectively. We’d also like to thank Dr. Trudie Rossouw
and Dr. Toby Zundel on the creation and teaching of the MBT-
A manual.

14. Ougrin D, Tranah T, Stahl D, Moran P, Asarnow JR. Therapeutic intervention
for suicide attempts and self-harm in adolescents: systematic review & meta-
analysis. ] Am Acad Child Adolesc Psychiatry (2015) 54(2):97-107. doi:
10.1016/j.jaac.2014.10.009

15. Yuan SNV, Kwok KHR, Ougrin D. Treatment engagement in specific
psychological treatment vs. treatment as usual for adolescents with self-
harm: systematic review and meta-analysis. Front In Psychol (2019) 10:104.
doi: 10.3389/fpsyg.2019.00104

16. Rossouw TI, Fonagy P. Mentalization-based treatment for self-harm in
adolescents: a randomized control trial. ] Am Acad Child Adolesc Psychiatry
(2012) 51(12):1304-17. doi: 10.1016/j.jaac.2012.09.018

17. Mehlum L, Ramberg M, Tormoen AJ, Haga E, Diep LM, Stanley BH, et al.
Dialectical Behavior Therapy compared with enhanced usual care for
adolescents with repeated suicidal and self-harming behaviour: outcomes
over a one year follow-up. ] Am Acad Child Adolesc Psychiatry (2016) 55
(4):295-30. doi: 10.1016/j.jaac.2016.01.005

18. Eposito-Smythers C, Spirito A, Kahler CW, Hunt J, Monti P. Treatment of
co-occurring substance abuse and suicidality among adolescents: a randomized
control trial. ] Consulting Clin Psychol (2011) 79(6):728-39. doi: 10.1037/a0026074

19. Asarnow JR, Berk M, Hughes JL, Anderson NL. The SAFETY program: a
treatment-developed trail of a cognitive-behavioral family treatment for
adolescent suicide attempters. J Clin Child Adolesc Psychol (2015) 44
(1):194-203. doi: 10.1080/15374416.2014.940624

20. McCauley E, Berk MS, Asarnow JR, Adrian M, Cohen J, Korslund K, et al.
Efficacy of dialectical behavior therapy for adolescents at high risk for suicide:
a randomized control trial. JAMA Psychiatry (2018) 75(8):777-85. doi:
10.1001/jamapsychiatry.2018.1109

21. Kwok KHR, Yuan SNV, Ougrin D. Review: Alternatives to inpatient care for
children and adolescents with mental health disorders. Child Adolesc Ment
Health (2016) 21(1):3-10. doi: 10.1111/camh.12123

22. Ougrin D, Corrigall R, Poole J, Zundel T, Sarhane M, Slater V, et al.
Comparison of effectiveness and cost-effectiveness of an intensive community
supported discharge service versus treatment as usual for adolescents with
psychiatric emergencies: a randomized control trial. Lancet Psychiatry (2018) 5
(6):477-85. doi: 10.1016/52215-0366(18)30129-9

23. Rakovshik SG, McManus F, Westbrook D, Kholmogorova AB, Garanian NG,
Zvereva NV, et al. Randomized trial comparing internet-based training in cognitive
behavioural therapy theory, assessment, and formulation to delayed-training control.
Behav Res Ther (2013) 51(6):231-9. doi: 10.1016/j.brat.2013.01.009

24. Rakovshik SG, McManus F, Vazquez-Montes M, Muse K, Ougrin D. Is
supervision necessary? examining the effects of internet-based CBT training
with and without supervision. ] Consulting Clin Psychol (2016) 84(3):191. doi:
10.1037/ccp0000079

25. Brent D, Greenhill L, Compton S, Emslie G, Wells K, Walkup J, et al. The
Treatment of Adolescent Suicide Attempters (TASA) study: predictors of

Frontiers in Psychiatry | www.frontiersin.org

December 2019 | Volume 10 | Article 895


https://doi.org/10.1521/suli.2005.35.3.239
https://doi.org/10.1192/bjp.182.6.537
https://doi.org/10.1111/j.1469-7610.2008.01879.x
https://doi.org/10.1176/appi.ajp.160.8.1501
https://doi.org/10.1192/bjp.145.2.127
https://doi.org/10.1034/j.1600-0447.2001.00297.x
https://doi.org/10.1034/j.1600-0447.2001.00297.x
https://doi.org/10.1111/j.1943-278X.1995.tb00961.x
https://doi.org/10.1111/j.1943-278X.1995.tb00961.x
https://doi.org/10.1192/pb.bp.107.018473
https://doi.org/10.1136/archdischild-2012-303200
https://doi.org/10.1136/adc.2010.188755
https://doi.org/10.1002/14651858.CD012013
https://doi.org/10.1016/j.jaac.2014.10.009
https://doi.org/10.3389/fpsyg.2019.00104
https://doi.org/10.1016/j.jaac.2012.09.018
https://doi.org/10.1016/j.jaac.2016.01.005
https://doi.org/10.1037/a0026074
https://doi.org/10.1080/15374416.2014.940624
https://doi.org/10.1001/jamapsychiatry.2018.1109
https://doi.org/10.1111/camh.12123
https://doi.org/10.1016/S2215-0366(18)30129-9
https://doi.org/10.1016/j.brat.2013.01.009
https://doi.org/10.1037/ccp0000079
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://www.frontiersin.org/journals/psychiatry#articles

English et al.

START for Adolescent Self-Harm

26.
27.
28.

29.

30.

suicidal events in an open treatment trial. ] Am Acad Child Adolesc Psychiatry
(2009) 48(10):987-96. doi: 10.1097/CHI.0b013e3181b5dbe4

Mental Health of Children and Young People in England. (2017). NHS Digital.
De Shazer S. Keys to solution in brief therapy. W.W. Norton: New York (1985).
Taylor L, Simic M, Schmidt U. Cutting down: A CBT workbook for treating
young people who self-harm. Routledge: New York (2015). doi: 10.4324/
9781315817972

Hawton K, Bergen H, Kapur N, Cooper J, Steeg S, Ness ], et al. Repetition of
self-harm and suicide following self-harm in children and adolescents:
findings from the multicentre study of self-harm in England. J Child
Psychol Psychiatry (2012) 53(12):1212-9. doi: 10.1111/j.1469-7610.2012.
02559.x

Moran P, Coffey C, Romaniuk H, Borschmann R, Carlin JB, Patton GC. The
natural history of self-harm from adolescence to young adulthood: a

population-based cohort study. Lancet (2012) 379(9812):236-43. doi:
10.1016/S0140-6736(11)61141-0

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Copyright © 2019 English, Wellings, Banerjea and Ougrin. This is an open-access
article distributed under the terms of the Creative Commons Attribution License
(CC BY). The use, distribution or reproduction in other forums is permitted, pro-
vided the original author(s) and the copyright owner(s) are credited and that the
original publication in this journal is cited, in accordance with accepted academic
practice. No use, distribution or reproduction is permitted which does not comply
with these terms.

Frontiers in Psychiatry | www.frontiersin.org

December 2019 | Volume 10 | Article 895


https://doi.org/10.1097/CHI.0b013e3181b5dbe4
https://doi.org/10.4324/9781315817972
https://doi.org/10.4324/9781315817972
https://doi.org/10.1111/j.1469-7610.2012.02559.x
https://doi.org/10.1111/j.1469-7610.2012.02559.x
https://doi.org/10.1016/S0140-6736(11)61141-0
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://www.frontiersin.org/journals/psychiatry#articles

	Specialized Therapeutic Assessment-Based Recovery-Focused Treatment for Young People With Self-Harm: Pilot Study
	Introduction
	Materials and Methods
	Participants
	Treatment Interventions and Model
	Treatment Objectives
	Therapists
	Ethics Approval and Consent to Participate
	Data Collection
	Intention-To-Treat Analysis
	Statistical Analysis

	Results
	Group Characteristics
	Service Use
	Clinical Outcomes
	Patient and Carer Satisfaction

	Discussion
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


