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New Strategies for Practice Based #dence A focus on selfharm

Sam Warner and Helen Spandler

Abstract

This papesuggestsiew ways of approaching clinichbsed researcim an era of evidence
based practice. Using the examgpleelf-harm, we identify three distinct problems with
current dominant approaches to reseandhis areaThese include insufficient clarity about
target issues; an ovegliance on pedetermined outcomes whiphioritise behavioural
measuregsuch as selharmcessatioly and an undue focus on treatment techniques. W
argue that clinical research requires flexible, «sgtredandpracticebasedmethods,
informed by a focus on principles instead of techniques. Therefore, we datyipeactice
basedorinciplesthat we argu@eed to be embedded withghnical researclstrategiesWe
then demonstrate how traditional behavioural approaches to research can be enriched with
more qualiative cognitive an@motionaly-baseddata. We conclude that such strategies
providethickened meaningful and contexdpecificresearctwhich is more relevant for

service commissioners, clinicians and service users.

Key words (5 10words): Clinical psychology; evaluation; sdffarm; harm minimisation;

outcomesgvidence based practice; practizased evidence



New principles for clinical research: Afocus on selharm
Sam Warner and Helen Spandler

Introduction

Although there is an established tradition for conducting research in clinicalohsyyg,

much of this research has been unatdised by clinicians.tlhas been argued that,least in
part,this isbecause clinical research tends to favour large scale studies that identify general
trends, but fail to inform dage-day practice with individual clienté&s such, it has also long
beenargued that smidr scale, qualitative studies may be better suited to meeting the
everyday concerns of service providers and users (e.g. Harper and Warner, 19@3griHow
such research still carries less weighthie development of governmeatlicies and clinical
guidelines. There are therefore, and unsurprisingly, significant tensitweenepolicy
makers, practitioners and service users in resgebeonerits of different types of
‘evidence’. In addition, irrespective of the type of research of evidence usagplicability

is always limited by the quality of the thinking that various stakeholders loripgeatr on it
(Tanner and Turney 2003). Notwithstanding these evident tensions, tgevevisg

emphasis on evaluating the impact of servicesclinttal interventions, typified by the

evidence based practi¢EBP) agenda.

According to proponents of EBP, clinical practice should be validadiaected by

reliable and robust, usually quantitative, research evidence. Clearly, an age¢mndatithely
favours largescale quantitative studies poses a number of challenges for qualitative, user
centred and/or more ‘critical’ approaches to clinical rese@telwnes 200;1Hollway 2001;
Burton and Chapman 2004). Nevertheless, although we may want to challenge the form of
research which tends to be prioritised in EBP, and we may prefer clinicateracbe
exploratory and irdepth, we do accept the need for clinically relevant researchrabbst,
applicable, and credible. Whilst recognising that research, policy andacfesbtions are
tightly intertwined, it is important to ensure that clinical practice has some basisdn g
research and ‘evidence’ rather than being imposed by clinical doctrinejectsioithe

whims of Government policy (Cooper 2003; Pope 2003). However, there are multiple
methods for generating ‘good quality evidence’; there is more than one form aieyitiat

can be utilised to validate good practice; and ‘pradiemsed evidence’ can offer a bottam



approach of gathering data from everyday practice, using the expertisetifipg
clinicians and service users to inform policy and practice (e.g. Morgan 200gishteet al
2000;Lucocket al. 2@3).

Taking seltharm as an exemplar, we present an approach to generating a range ofugualitati
and quantitative data to help inform, evaluate and validate clinical praEirsg, we identify
problems with current appaches to research in this gredich tend to focus on assessing
particular intervention techniques, using structured, and primarily behaviouralpeutc
measures. Rather, we argue that research should be informed by effectiyges for

practice This means that researshould incorporate service users’ own values and
aspirations and provide more holistic and contextual understandings of clinicalgrahts
focus on meaning is typically characteristic of qualitative approachesdarobhTo ahieve

this, we propose a way of conceptualising research vduotbines the collection of

cognitive, emotionahndmore nuanced behavioural data. We argue that research carried out
in this way should elicit information which is meaningful to practitiorzarg service users,

and produce ‘evidence’ which is also robust enough for policymakers and comnissione
The terms ‘research’ and ‘evaluation’ are used interchangeably imigoogf their

necessary overlap, especially in relation to clinical pradiiceur paper, we argue that a
qualitative focus on meaning should be incorporated into both the ongoing process of
evaluating clinical practice, and the larger scale scope of formal clinical research.

Identifying problems with current r esearch: Questiaing the questions

The merit of any methodology depends not only on the type and quality of ‘data’ that is
collected, but also on the questions we ask and assumptions we make when we doeso. In
following sections, we consider three distinct, but interrelated, problems widntur
researchhat isused to inforntlinical practice and policyn the area of selfiarm. These
problems include a lack of definitional specifically (for exampliailare to differentiate
between selharmas a coping strategy and as a means of sjj@deoverreliance on
predetermined outcomésuch as cessation of sélérm) and a focus on techniques rather
than principlegfor example, cognitive behavioural therapy rather than harm minimisation)

These are now discussiedturn.



Defining meaning and challenging the confusion between coping strategy and attempted

suicide

As noted, ertain forms of research are prised in the current evidence-based policy
agenda. For example, large scale outcome or prevalence streliesually seen as more
objective and reliable in making generalised conclusions and service recoiaions.
However, whilst these can be useful in identifying trendsethee a number of problems
whenseeking clinical guidance from such studies. First, the conceptualisation and
classificatory systems used in such studases enormously from study to study: for
examplewhat is included as ‘setiarm’ (Laye-Gindhu and Schonert-Reichl 2005). In
particular, such studies rarely explaméentor mearing, despite the fact that these issues are
central to service us€runderstanding of their experience (Lefevre 1996; Pembroke 1994
Spandler 1996)Qualitative research in ¢tarea of setharm, for example, has consistently
demonstrated the importance of the unique, complex and shifting meanings assattiated w
the experience of selfarmand the various functions it serves in the context of a person’s life
(e.g. Spandler 1996; Simpson 2006; Rameshwari 2006).

Despite the widespread recognition of significant difference between sélarm as a
means of coping with unbearable distress and attempted suicide, many stuttiendie
this diginction and frequently use data on these interchangeably (Simpson Z0Q6).
example, thauthors of theecent ‘Cochrane review’ of reseatalo the efficacy of psycho-
social and pharmacological treatments for-Balfm (Hawton et al 2007) acknowledge that
the ‘dependent variable’ (repetition of self-harm) was not consistentiyededind measured
in the studes included in their review, yet this lack of clarity is repeated in the revielv its
As a resulf this confusionin effect, the main outcome measure appears to be suicidal
behaviour. It is highly problematic to draw specific conclusions and recommendations f
treatments fopeople whaseltharmonthe basis of a review which primarily considers
suicidalbehavion. Whilst it is important to acknowledge tpetentialrelationship between
selharmand suicide, and its actuality in a minority of cases, it is notssadéy justifiable
to use this partial relationshgs a basis for service recommendation®f@ryonavho self
harms (regardless of intent) (Spandler and Warner 2007; Warner ang Zee7).



In addition, most large scale researctseliharmhas been carried out on self poisoning, not
self injury. For example,iie UK National Institute for Clinical Excellend®ICE) review on
selharmcollapsed self injury with self poisoning (NICE 2004; Barker and Buchanan Barker
2004). Whilst some people may use self poisoning and self injury for similar reasbhs, a
achieve similar effects, they obviously involve different physical stresegBoth strategies
can be used to cope with overwhelming feelings, for example through distri@ctiomgy

versus gettinghigh’) or dissociation/interfering wh consciousness (blodetting versus

taking tablets). Alternatively, both can be used to end life. Hence, we canhtiti¢raaas if
they are the same, or assume an a priori meaning, but nplstesthe specific meaning and
intent further. Such problems are not confined to large scale stutlie@®lalso evident in
smaller servicebased outcome studies and evaluations which often colieffsajury, self

poisoningandattenpted suicidgsee for exampla/heatley and Hollin 2005).

It can be argued that the lack of specificity in defining meaning and inteespect of self
harmis reflective of categorical approaches to understanding mental healtmpspble
typified bythe medical model. Categorical systems tend to collapse the range of physical,
cognitive and emotional ‘symptoms’ an individual might display into adetermined set of
core disorders, via the practice of diagnosis. Diagnosis thus provides a broaddmasith

to understanding mental distress, which necessarily invites static undergsaof

symptoms. If symptoms are used solely to categorise there is little need tofsearc
individual meanings: we simply assume symptoms, as de facto indicat@thology, are
abnormal and undesired. When the assumption is made that symptoms have a singular
negative meaning this leads to a corresponding and premature predefinitioovefyec
whereby recovery is understood to be a state in which a person is ngcesgsaptom-free’.
Freeing clients of their symptoms thus becomes the focus of intervention. Helheeaiad

of selfharm, selfharmcessatiorbecomes therimary goal of treatmenfAs such, the use of
pre-determinecbutcome measures research on feharm is just as problematic as failing to

differentiate sehharm as a coping strategy from a means to end life

I dentifying the restrictions of pre-determined outcomes

In formal evaluations of interventions, assumptions about outcomes are raraigdleb

However,service usedefined goals (which may change and evobfén differ



considerablyfrom funders andgervice providerdefined goals (Perkins 2001). In relation to
self harmoutcomefocusedevaluations tend to concentrate almost exclusigelthe actual
occurrence or repetition gklfharmin a designated follow-up period and few studies use
other outcomeneasures apart from repetition rates (NHS Centre for Reviews and
DisseminationNHSCRD, 1998; Hawton et al. 2007). Although tN&CE guidelines do
recommend that research uses a broader range of outcomes (such as ‘qufalityiof |
relation to sekharm itself,NICE guidelinesstill only recommend reduced occurrence of
incidents ofselfharmas the assessed outcome (NICE 2004). Isthis may make some
sense in relation to attempted suicide, it is less appropriate for outcomes im ttel st
harm as a coping strategyhere there are number of potential problems.

First, it is oversimplistic to assume that particulaghavioursare necessarily proxy
indicators of ‘success’ or ‘progress’ without taking into account contextualdesasons
and clientsown goalsand circumstances. In addition, a lot of incidences ofreelif will

go unreported, especially as most $elim occurs in private. Further, we cannot know
whethempeople have taken up alternative methods of harming themselves (for example using
drugs or alcohol) Lastly,a focus on pre-determined outcomes does not alert us to any
unintended negative effects of the treatments themselves. For example, grvehsthd
foundthatdepot neuroleptic medication reduced repetitiosatfharmdid not take into
account the many negative side effects of suelication(Montgomery 1979, in Hawton et
al. 2007). As suchhe use of selharmasthe outcome measure in resea@mhselfharm has
been described as ‘largely nonsensical’ (Allen 2007: 175). Despite these m¢btem
perhaps because of them) attempts to assess the likelihood of ‘repetitiofrhafreehave

failed to produce any meaningful information (NHSCRD, 1998).

Although clinical psychologists are encouraged to make a functional anaflysblems

rather than diagnose disorder, funded research often demands that proposals, methods and
outcomes are couched in familiar medical, diagnostic and treatment termssefjgence of

this reductive approach to problems is that the use of predetermined outcomes leads to a
narrowed focus on treatments that aim to address these outcomes. Other interasntions
thenignored and research becomes narrow in focus as investigation is orientated solely
towards determining which techniques and interventimss meet these predefined set of

goals: anything else is deemed to be irrelevant.



Refusing to focus on techniques and treatments

With such blunt instrumentnd simplistic outcome measuyréss perhaps not surprising

that the effectiveness of particular interventions have been hard to ascedgidespite the
elusiveness of finding effective treatment techngiieough such methods, researchers and
policy makers still recommendrger trials to work out which treatments are related to
reduced rates of sefifarm (Hawton et al 2007; Burns et al 2005). There is, however, a more
fundamental problem with this approach. Attempts to validate the use of particular
techniques foparticular problemsr symptoms assume that particular techniques will work
for all those who share relevant symptoms. However, if there is no single mearang f

particular ‘symptom’, thetthere cannot be a single best technique for treating the problem.

This is one of the problems with what Bracken (2007) has ddléetiechnological
paradigm’which dominates in mental healtfihis paradigm assumes that there are a set of
interventions that can be applied, studied and assessed independently of contexishglati
and values. As a result, individuals are groupeggther(through symptoms or diagnosis,

for example)and offered interventions that seem to have the best results foajbety —

the ‘best average’at the expense of individualised, flexible and tailor made support (Bola
and Mosher 2002). We have already seen how the ‘similarity’ of clients mayplierpatic
when, for examplesel-harmas coping strategy and as aifged suicide are left
undistinguished. In addition, studies rarely take into account other social inegualith as
social class, age, gendeexuality and ethnicity, despite the fact that these are heavily
correlated with long term mental health Iplems (Rogers and Pilgrim 2003) and self harm in
particular (SDC & RUHBC, 2005).

Indeed research mébds which include narrovpre-determined outcomesme effectively
favouring particular models of intervention over othelsecausehey prioritise inteventions
thathave simple goals and whielne amenable to formal measuremémthecontextof self
harm it is perhaps not surprising that reviews of stegdearchend to result in
recommending practicesichas Dialectical Behaviour Therapy becauss ihitervention
specifically tries to reduce sdifarning behaviour thus directly coinciding with the outcome
measures used (NICE 2004pespite the emphasis on particular treatmegtgarctwhich
compares thanpact of different psychotherapibas demonstrated th@ifferentmodels

often have similar outcomes atigat‘common factors{such as the therapeutic alliance)



might be more important than specific techmigjHorvath and Symonds 1991; Bolsover
2007). Similarly, arecent qualitative studgtout seltharm (Simpson 2006) highlighted the
necessityof support which combines sympathy, tolerance and solidé@yures which are
not necessarily dependent on particafedelsof intervention, but rather on the quality of
relationships and values that underpin support. For these retisofe;us of most research
on comparing the relative merits of different treatment models is not necebs#iiyl.
Rather, as we have argued elsewhere, it may be more productive to idffatfie
principlesfor working with people who are in mental distress and/or who exhibit difficult
behaviours such asel-harm(Spandler and Warner, 2007). In the following section we

describe how this approach can be used to inBwatuation strategies.

Identifying k ey practice principles

We have argued that much of the outcdomised research in s¢iirm has provided

‘thin’ descriptions of clinical issud®y reporting facts, independent of intentions or
circumstanceégDenzin 1994: 505)In contrast, athick’ description “gives the context of

an experience, states the intentions and meanings that organised the ex@arience,
reveals the expemee as a process” (ibid, 1994: 50K).as we argue, thaim of clinical
research iso providethickened descriptionaf clinical relevant issueshé quality of

these descriptions depends upon the understandings and meanings we use to interpret
such data.Therefore, we argue thdtis important to focus on principles rather than
particularmethodological or treatmetgchniques. These principles can then be used as a
framework to guide the methodological and treatment techniques that arapgiregl or
evaluated. Hence, the identification of principles must precede the iderdificht
techniques and not the other way rouhdBeyond Fear and Contr¢Spandler and

Warner, 2007), we identified five principles that can be used to guide work with (young)
people wheselt-harm. We believe these principles have wider application within the

field of adult mental health.

Ouir first principle is based on the understanding that mental distress (suchaassdeated
with selfharm) is rooted in negative, oppressive and/or abusive experiences in the social
world (SDC and RUHBC, 2005Because people experience oppressaiuth abuse

differently, it follows that individual meanings are paramount. Hence, accoamgy t



secondprinciple, it is crucial to recognise the specifreeaningthe person themselves

attaches to their behaviour. This means makinigstinction betweeself-harmas a coping
strategy and as a means of endingdifid recognising that sdifarm can have both positive

and negative effects within and between people at different times (SpandleP&g88oke
1994; Rameshwari, 2006). Because of the need to recognise individuality, our thinolgrinci
holds that we should not assume the focus of interve(diociinical researchshouldbe
‘stopping’ the target behaviour at the expense of other considerations, values andhjdal

are important to the seog use(Pembroke 2007; Shaw and Shaw 2007). As such, our
fourth principle requies beingserviceuserfocused(or in the case of younger clients, young
person-centred). In the case of research, this means working within a brdaaf spnvice-
userfocused monitoring (e.g. Rose et al. 199Bjnally, the development of good clinical
research based on these principles is at least in part dependentankers(clinicians,
researchers and evaluators) being adequstglgorted to work in this way — site need for
good support represents our fifth principle (Babiker and Arnold, 1998). Having a principled
beginning does not automatically include or exclude any particular the@apeeatventions

or research methodologieRather, it places thesecomlary to the centraprinciples,

outlined above, which can be summarised as relatirggt@of power, meaning, context

and values (Bracken 2007). Therefore, the following section describes an approach to data
collection which can be adapted and used across a range of different methods (from

structured questionnaires to unstructured in-depth interviews) and clinical tsontex

A holistic approach to research

We have argued thataditional methods akesearclare seldom sufficiently complex,
flexible andindividualised enougto be meaningful or applicabte individuals who self-
harm More nuanced means are necessary to caihteir@mplexity of people’experiences
of using selfharm In order to achieve this, it is necessary to utilise a roomgplex,flexible
andholistic framework Being more complexowever, does not me#imat researchas to
be overeomplicated. Rather, a framewdskrequired which invites consideration of all
matters that are potealiy clinically relevant to the service usex(rather than a framework
that predetermines the importance of one aspect, usually the physicaieacll others.

We suggest using a simple communication framework made up of three components: a

person’s feelings, thoughémdbehaviourWarner 000; &in pres$ triangulates the
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relationship between thoughts, feelings and behaviour in order to draw attention to how
thoughts, feelings and behaviour influence each other, and to emphasise the need to consider

all three aspects when developing assesd, interventiomndresearch strategies

Whilst a focus on thoughts, feeling and behaviour might seem like a mainstay of psychology,
it is worth noting that most clinical psychological interventions tend to prioritise ahesé
elements (e.g. psyodynamic, behavioural or cognitive therapies) or, more recently, two
(e.g. cognitive analytic, cognitive behavioural therapies) rather thegrating all three.
Similarly, research tends to reflect this by focusing on outcomes relatorge of these
elements (usually behavioural). Whilst we recognise that the distinctions wenraghk

between behaviour, thoughts and feelings are not absolute, they can be usedegga stra
device to help organise the range of information we are interested in genarat

exploring. This framework is used here precisely because it holds that thdeghtgs and
behavioural arall important in making sense of the individual in the social world. This is

not simply in terms of communication with others, but alsteims of people’s relationships
with themselves: any external behaviour is only meaningful when the spuifiassociated
thoughts and emotions are explored (the same act of self-harm can mean diffegsrb
different people). The emphasis communication also encourages the need to explore and
connect ‘external’ social processes (sucthagelationships and service dynamics involved

in clinical practice)with the more ‘internal’ processes of individual thoughts and feelings that
bring meaning to behaviout.is preciselythis focus that gets left out of outcosfeeused
research (that is, research that focumeshathas changed, but nbowor why).

This frameworkcan be usetb help icentify the various components that could be considered
when researching thgenefits of particulaclinical interventionsor servics. For example,
when developin@valuation strategies of services for people wholsaifm,it is important

not onlyto consider the physical act of skkirm (the behaviour: the traditional focusseff-
harmoutcomes studies), but also what people thimifeel about their actions, themselves
and their lives. Extending the focus beyond the behavioural allows issues to draergayt
have remained hidden within a more restricted framework. For example, conograrati
behavioural measures of séirm cessation would not necessarily enable evaluators to

recognise when a successful ‘harm minimisation’ approach had been implemented.
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There are a variety of ways of making serfsihe process of data collection. However, we
argue that this framework provides a comprehensive, yet simple; flexiblebyst r

approach to collecting data relevant to clinical practice. Whilst currestiyoiaable ideas

like ‘recovery’ and ‘wellbeing’ may also offer ways to do clinical research, in practice such
notions can be nebulous, hard to define or translate into measurable ‘outcomes* (Turner
Crowson andVallcraft, 2002). This is why drawing distinctions between thoughts, feelings
and behavioucan be beneficial because it is in breaking down these components that
concepts like recovery and w4dleing become operational. This is because any notion of
recovery and/or well-being has behavioural, cognitive, and emotional elementsafmie

in order to assess changes in wading, what people do (behavioural measures); how people
understand the behavioural and emotional changes they have made (cognitivge faalors
how people feel about the changes they have made in their behaviour andsthough

(emotional factors) are all relevant.

In the following sections we suggest a range of questions that could be posed wh¢hisisin
framework to design a research or evaluation study. The questions andvesaese are far
from exhaustive and maye reflexively extended, employed (or rejected) depending on
context. Ideally, any specific research questions should be developed with inpsefroce
users and clinicians, so that indicators of change within the study are niebwitign that
context (Rose, 2003). This process of consultation enables key principles to be extended,
amended anttanslated into specific evaluatistrategiegor particular groups of individuals
and/or services. This should provide greater specificity (research tdioteel particular
service or treatment setting); greater collaboration (research questiaismkd with service
users and not just providers); and ultimately greater depth (behavioural measures

extended to include more qualitative data).

Behavioural aspects of evaluation: FINDing what matters

We have argued that the dominant focuparticularbehaviouralmanifestations of distress
(e.g incidences of selfrarm) is severely limited. Nevertheless, just because the behavioural
aspect of setham is displaced as th@imary concernin our formulation, it does not mean it
entirely disappears. A focus on behavioural change can offer us a way of assbgtivey
services are beneficial, as long as we a) do not consider behaviour in isolatidhefrom

cognitive and emotional conteand b) ensure that we considevariety of possible
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behavioural dimensions of change in relatioadtual sekharm One possible way of
achieving the latter is by consideritige frequency, intensity, number and duratioself
harm(this can be remembered by using the mnemonic/ memory aid acronym ‘RfisiD’)

example, Warner,@0, in press), see Box 1.

Box I FIND

1. Frequency: how often?
2. Intensity: how severe? (immediate harm and long term damage; need forimedica

intervention, hospital visit etc)
3. Number: how many times?

4. Duration: how long does each particular incidergadfharmlast?

Focusing on one of these factors in isolation can present a distorted picturese3siraga
combinationof these shouldige a more accurate picture of whether services are having a
positive impact. For example, entering into an intensive therapeutic relationshisult

at leasin the short term, ithe Frequencyor I ntensityof sel-harmincreasingas clients

begin to talk about painful memories and underlgiificulties. However, over the long
term, theFrequency] ntensity,Number anduration of the harm may allter, depending on
the nature of the individual’s circumstances. To make matters even more canglex
important to recognise that different forms of self harm may have differeaninggo

people. In other words, we cannot assume that all forms of self harm are nityotefi

similarly harmful.

It will help to illustrate this with an individualase study. For Saira, a young woman who
has seHharmed for many yearsutting and taking tabletsavetwo distinct, if sometimes
overlapping meanings, and hence serve different functions in relation to the widet obnte
her life. Cuttingis oftenassociated witlsaira’sangry feelings, whilst her drug intake i
often associated with feelings of sadness and a desire to stop feBlmong the course of
therapy,Saira’s overdosing decreased intensity (that is, it became less serious in
consegence) Frequency(it reducedrom twice a week to once a monthymber (she took

fewertablds) andDuration (she spent leimmetaking the tablets). Here, on &lIND
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measures Saira demonstrated decreases over time. By contrast, over the coergey ef t

as Sairdelt less sad about her life (indicated through reduced use of tabletdglt
increasingly angry about the way she had been treated in her tardilyis led to an
increasedrrequency in cutting. However, whilst the frequency increased, and continued to
stay at this level for some time, th&ensity (severity) of her sefffarm;the Number oftimes

she cuin any one period of self harm; atiek Duration over which she cudecreased over
time. If the only measure used was frequency, it would only be possible to see that
improvements had occurred in respect of overdosing, but not in terms of her cutting. Yet,
Saira was using significantly ‘safer’ cutting than when she cut legaéntly (which then

often resulted in visits to the hospjtal

Hence the mnemonic ‘FINDenables a more comprehensive understanding of the
behavioural impact of interventions. It also allows records to be usedthataate the
success of a ‘harm reduction’ approach which serviaesige to validate its pctices. As

such, this approach can be used to evaluate individual and ongoing clinical pradtice a
interventions. Additionally, more nuanced behavioural data like this can also be intedpora
into more general, systematic research and evaluation studies. As argaiézl] det
behaviouraldata can be further enriched by a consideration of cognitive and emotional

factors.

Intellectual aspects of evaluation: Rethinking our practices

Whilst there is a strong tradition of using cognitfeeusedmeasures iklinical psychology
as standardised evaluation tools, such as Beck’s depression scale (Beck 199@&¥estiinnt
cognitive factors is not about developing better standardised tools, but is about inviting a
more qualitatively informed interest in the @ééypment of understanding and knowledge
about the particular issue under scrutiny. For example, the aforementioned genera
‘principlesfor practice’ can benade operational by transforming them iatspecific
knowledgebase hat hadirect relevance fgparticular peoples’ livesthis knowledgebase
may include informatiopeople have about themselves, their life circumstances and
experiences, and their means of coping. In order to evaluate whether thésgarsamedge-
base about themselves has ince€lasver the course of an interventiois necessary to
consider the knowledge/cognitigententof intervention (the process of delivasyalso

relevant, and this is discussed next in the ‘emotional’ sectadsy §ee Warné2009. Box 2
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presents some relevamestions abouhe practicaknowledgethat might be necessaity
minimise the harmful effects of sdiarmandto understand whether individual sense of

power and volition are enabled.

Box 2 Practical Knowledge

Does the individual have sufficient information about how their body works?

Are they aware of the immediate and long term effects of the particular fbsal-o

harmthey practice?

Do they know how to care for their injuries and when to seek medical assistance?

Can they identifytie particular ‘triggers’ to theself-harnf?

Do they have the opportunity to discuss alternativeglicharnt?

Do they have access to less harmful alternatives?

Do they know where to go for particular information and support?

Have they had the opportunity to discuss and draw up any forward planning tools g

their treatmene.g. advanced directives, living wills, crisis plans etc (Amering et al.

2005)?

Is there anything else important that should be asked about?

Thesequestiongan be used tassessvhether a specific individual’s particular needs are

bout

being metwithin a service. They cailso be refined to generally evaluate the quality of care

sewices provide to all the individuals in a particular service (a monitoring/evatustiiidy).

Hence, conducting this kind of review across a service enables sgroiwgders to identify if

there are consistent gaps in service provision (for examplen@tas a forwarglanning
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tool such as an advanced directive) or if there are individual's who lack spefofimation
(for example, particular individuals have not been offered an advanced directivegid?rovi
can then be adapted accordingly. Positive benefit may also be indicated g ineha
change and hence it is important to also recordaeke FIND’ information on behaviours
thought to be affected by the intervention (for example, different forms dia@if).
Furthermore, such questions can also be considered for inclusion within more general
research studies (both qualitative and quantitative). Finally, any of thesedsehould also

explore the emotional impact of services and interventions.

Emotional aspects of evaluation: Making more of feelings

A focus on principles rather than techniques invites us to consider natloatis done but
alsohowit is done: the emotion&principles for practice If researchers, as well as
practitioners, started their work by considering how interventions, assessoreztaluation
might beexperiencedn the context of a person’ life, it is possible to develop more sensitive
and appropriate methods of intervention, assessment and evaluation (Warner, irtggess).
therefore, important to identify particulamotionalcomponents of a principled practice.

In terms of sekharm work thismeansdentifying and evaluatingpecific practices that
enhance welbeingand minimise harm. This aspect of evaluation is important bedawse i
ignore the emotional componeritservice deliveryve may compounfemotional)harm
precisely because we-nevoke the same difficult feelings that underlie the need tohsetf

in the first place

There are a range of different emotions that could, and perhaps should, be explored in
relation to the impact of particular clinical interventions in relatioretblearm. However,
given the sense of powerlessness and lack of control that seems to frequentlg tivelade
of seltharm it makes sense to explore a range of areas that specifically relate tocsely effi
(or power and control). Relating back to our ‘principles for practice’, this sense of
powerlessness often relates to underlying social causes of distress pasinees of
neglect, abuse, institutionalisation, oppression etc). Therefore, we can &satiare
increased sense of control oveetbody, life and immediate social world reflects amore
general benefit in relation to the emotional components ohseift. With this in mind, we
will concentrate on questions relating to power and control in order to illustrat&ogses

relevant to tk emotional components of research.
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A sense of ‘control’ will change according to context andodmicular life circumstances of
the individual client (or service). For example, people using a community bagsee el
have different things they can exert control over than people detained in a mental hospi
prison or secure unitNeverthelessdespite obvious limitationshere are still multiple
choices either individual can makéf we accept the centrality of issues of power and
control, we can develop relevant questions for the particular research studiesarfplee
Babiker and Arnold (1998: 97) have identified questions relevant to illuminating how
particular environmentsupport or undermine clients’ sense of power and cofseel Ba

3).

Box 3 Questionsfor services about power and control

Are service users being made to feel helpless, vulnerable and controlled?

e |s selfinjury the only circumstance under which people are taken seriously and
listened to?

e Are service users beirtarassed, oppressed, assaulted (by other clients or staff?)

¢ |s selfinjury the only available means of expressing distress, anger or ofimgleas

tension?

e Are clients bored, undestimulated or isolated?

¢ In what ways does thagrvicg replicate the dtural context with regard to gender,

race, sexual orientation and class which individuals may develop self-injity

As the above box suggestise emphasikere isless on evaluating ‘individuals’ and
predetermined ‘outcomes’ and more on ensutfivag services provide the necessary
conditions for effective and principled practice. Again, these questions can be asldst in or
to evaluate practice on a cdsgcase basis inrder to monitor progress. These questions

could also be asked within a service or across a range of service contexts io vatidate
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good practice and/or identify service gaps and shortfalls. And again, the sutbseque
identification of relevant issues arising from these questions can be fedulaatler research

studies.

Without reference to a combination of all three aspects (behavioural, cogmtve
emotional), an impoverished data set is provided. Therefore, and in addition, this
information can be ‘triangulated’ to provide a comprehensive, robust and meaniotyfté p
of the particular service or intervention under scrutiny. Such triangulationesquitical
evaluation in order to highlight areas of potential conflict, imbalance or gaps ioeservi
provision (Denzin, 1970).

Conclusion: Utilising holistic datain practice

In summary, our approach to data collection can be applied in a number of distinct, but
interrelated ways. This mulievel approach reflects a blurring of boundaries between
research, evaluation and clinical practice. First, the informaggmerated can be collected as
part of individual case studies and used as way of monitoring and evaluating the impact of
clinical interventions- a way of embedding qualitative data in everyday clinical practice.
This kind of individual case study appich can then be used as a form of ‘mievidence’
(Adams, 2008) which identifies ‘practice derived evidence’ and points out ardagtuier
development and change. In addition, this approach can be extended to include all service
users involved in a particular intervention. Ideally, studies of this kind would be infoyned b
an ‘action research’ approach where data collection is ongoing and clinezakmtions

remain open to being informed and shaped by what the evaluation indicates. The process
provides a means of evaluating innovative practice as it develops, rather than fwaiting
some mythical end point when a therapy or intervention has been extensively used and
applied and can now be NIG#Ealled (Adams, 2008). Finally, at least some of thraeséype

of data could be usefully incorporated into lasgale research studies. After all, it is these
studies which often directly influence policy and practice. Whilst we have fbtese on

one area of practice (séirm), the framework we have outlined could potentially be
adapted to other areas of clinical practice and inquiry, such as in respentioés for

people who hear voices and see visions. Research and clinical practice intp \i@ads

has also tended to concentrate on overlyggtic measures of change which assume that
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outcomes should be based on stopping these experiences, rather than developing different
relationships with therfKnight 2008; May 2004).

In conclusion, traditional interventions with people vaet-harmhavefrequently
compouned, rather than alleviatk suffering ly undermining people’s ability to take control
of their bodies and their lives. Unfortunatehaditional approaches to research can make
things worse, by further denying individual goals and dssind using crude and impersonal
measures of changef services are to be improved, we need to re-evaluate the questions we
ask;challenge the assumptions we madag question the blunt measuvesuse tomeasure
change. Researdoes not need to be standardised and turned into ‘tick boxes’ and
formulaic assessment tools in order to demonstpaddity, meaning and utility. Good
researchlike good practice, needs to be embedded in a principled approachfliwbie
andusercentred. This enablesultiple research strategies to be develogedlwe have
suggested someays of measuring and recording chamgech reflect the diversity of

client's needs and circumstancelhe challenge in the current context is to find ways of
incorporating such research strategies within the broader lexicon of ‘whas’oeiihin the
dominant evidence based practice agenda. However, if we waewdtop truly innovative
and compassionate strategies of support and care, clinical research mustyoadeoberly
redrictive frameworks and instead find new ways to explore, critique and/or eatidaent

practices.
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