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Abstract: Objective: To develop and explore the effectiveness of a 4-session intervention that combines elements
of acceptance and commitment therapy (ACT) with elements of solution focused brief therapy (SFBT) to prevent
deliberate self harm (DSH) in adults. Methods: An experimental pilot study with follow-up assessments at, 4months, and 6-months after baseline was conducted using a random sample of 16 participants. Participants were
consecutively assessed at the baseline and were assigned to a control group receiving treatment as usual (TAU)
or an intervention group (ACT+SFBT+TAU) receiving the intervention in addition to treatment as usual.
Results: On the 4- and the 6-month follow-up both groups evidenced significant changes over time in the
incidence of DSH. The intervention group further evidenced significant changes over time in depression and
emotional dysregulation. Conclusion: The 4-session student-delivered intervention may have positive effects on
mechanisms associated with reduction of DSH, and produce additional positive effects as compared to treatment
as usual. Practice implications: It is worthwhile in the future to study this type of intervention on larger scale.
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Each year worldwide almost one million
people die by suicide (World Health Organization,
2005). Prevention of suicide, as well as reduction of
suicidal behavior, both fatal and non-fatal, is part of
the Health for all targets of the World Health
Organization (World Health Organization, 1992).
One of the most important groups with a high risk
of suicide consists of people who present to
services following an episode of non-fatal self harm
(Crawford, Thomas, Khan & Kulinskaya, 2007).
High rates of suicide after deliberate self harm
(DSH) have been reported throughout Europe
(Hawton & Fagg, 1988; Suokas & Lönqvist, 1991)
and in other parts of the world (Davis & Kosky,

1991). Indeed, it has been estimated that
approximately 50% of all people who kill
themselves have a history of deliberate self harm,
an episode having occurred within a year before
death in 20-25% (Hawton et al., 1998).
It has been suggested that enhanced
treatment of those who self harm could help reduce
the overall rate of suicide (Mann et al., 2005).
However, there are few empirically supported
treatments for self harm (Favazza, 1992; Walsh &
Rosen, 1988). A systematic review of efficacy of
psychosocial and pharmacological treatments in
preventing repetition of deliberate self harm,
concludes that there remains considerable
uncertainty about which forms of psychosocial and
physical treatments of patients who harm
themselves are most effective (Hawton et al., 1998).
However, the authors do report somewhat
promising results for adapted forms of cognitivebehavioral therapy linked to problem solving. One
such approach is Dialectic Behavior Therapy
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(DBT) developed by Marsha Linehan (Linehan,
1993; Linehan et al., 2006). This approach
combines the need for change in behavior with
acceptance of negative feelings. Despite its
efficacy, this treatment has been criticized as not
being easily implemented in a traditional clinical
setting in its full empirically supported package and
also for its long term commitment (1 year), which
may be difficult for some clients (Gratz &
Gunderson,
2006).
Therefore,
additional
interventions for self harm that are more
economically and clinically feasible are needed.
In addition to being less costly than long
term individual therapy, treatments utilizing a time
limited format have also the potential to reach a
large number of clients (Gunderson, 2001).
However, in order to be effective, any time limited
approach must have a specific and well-defined
focus. Functional analytic approaches to
psychopathology
suggest
that
effective
interventions address the function of maladaptive
behaviors and symptom presentations (Gratz,
2003).
A review of the evidence on the functions
of DSH concludes DSH to be serving an emotionregulating function (Klonsky, 2007; Linehan, 1993;
Gratz, 2003; Briere & Gil, 1998; Brown, Comtois
& Linehan, 2002). It is thus reasonable for a time
limited treatment designed to reduce DSH to
address this particular function. For the purposes of
our study, this function is conceptualized as
involving the (a) awareness and understanding of
emotions, (b) acceptance of emotions, (c) ability to
control impulsive behaviors and behave in
accordance with desired goals when experiencing
negative emotions and (d) ability to use situationappropriate emotion regulation strategies flexibly to
modulate emotional responses as desired in order to
meet individual goals and situational demands
(Gratz & Roemer, 2004).
Another issue that such treatment needs to
address is experiential avoidance since the
empirical and theoretical literature suggests that the
particular way in which self-harm operates to
regulate emotions is through experiential avoidance
i.e. attempts to avoid unwanted internal experiences
(Hayes, Wilson, Gifford, Follette & Stroshal,
1996). We thus postulated that acceptance instead
of avoidance of negative feelings would lead to a
decrease in DSH and tailored our intervention along
the lines of Acceptance and Commitment Therapy
(ACT). Acceptance-based emotion regulation group
intervention has already been shown to have
positive effects on self harm (Gratz & Gunderson,
2006), and there is a growing body of evidence that
ACT is an effective approach, covering areas such
as psychosis (Bach & Hayes, 2002), addiction
(Gifford et al., 2004), GAD (Evans et al., 2008),
even clients seen in general outpatient practice
(Stroshal, Hayes, Bergan & Romano, 1998).

The final ingredient of our current
intervention was based on another issue implicated
in the outcome following repetitive self harm,
namely positive future thinking. It has been noted
that the lack of future thinking is particularly
associated with suicide risk (MacLeod, Pankhania,
Lee & Mitchell, 1997; Hunter & O’Connor, 2003).
A recent study into repetitive suicidal self harm
shows that patients who reported high positive
future thinking following a suicidal episode
exhibited the best outcome in terms of hopelessness
and suicidal thinking two months later (O’Connor,
Fraser, Whyte, MacHale & Mastertone, 2008). The
study suggests that the implementation and
evaluation of rigorous interventions which attempt
to modify positive future thinking is warranted,
providing rationale for our intervention targeting
not only emotional dysregulation but also positive
future thinking among self harming individuals.
In designing the current intervention to
reduce DSH we utilized the ACT to target
emotional dysregulation. We also benefited from
Solution focused brief therapy (SFBT) and its ties
to positive psychology (Lethem, 2002) in tackling
positive future thinking. SFBT in fact has already
shown promising results in the treatment of DSH
(Lamprecht et al., 2007) as well as in specific other
areas (Bravesmith, 2004). We thus tailored a time
limited approach to reducing DSH according to that
which has so far been found efficient with respect
to this particular aim. Our intervention for reducing
self harm therefore targets emotion dysregulation
using elements of ACT as well as positive future
thinking benefiting the SFBT. The purpose of this
pilot study was to investigate, using a randomized
controlled procedure, efficacy of this brief ACTSFBT derived four session psychological treatment
combined with treatment as usual, and compared
with treatment as usual only.
Methods
Participants
Participants were 16 patients who
presented with an episode of self harm during the
time period of the data collection, which began in
February 2008 and ended in February 2009.
Participants had to be of age range 18-65, they had
to be able to read and write Finnish and be living
within the catchment area of the Central Finland
Community General Hospital.
Procedure
On visiting the emergency department at
the Central Finland Community General Hospital,
individuals who had recently engaged in DSH
received a leaflet with a complete description of the
study. In this leaflet it was announced that the
person interested in participating may voluntarily
contact the member of the research team, who
96
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Figure 1. All adults presenting with DSH volunteering for the study.

* Data not included in this study

would provide further information on the study.
Informed consent was obtained from all
participants. After participants had given written
consent they were assessed at the premises of the
Psychotherapy Training and Research Center at the
University of Jyväskylä. All individuals who
volunteered to participate were found eligible for
the study and were, following the baseline
assessment, randomly assigned to 4 sessions of
ACT+SFBT in addition to TAU (intervention
group), or to TAU only (control group). See Figure
1 for all adults presenting with self harm
volunteering for the study.

all sessions were videotaped with the permission of
the participants. All participants were invited for
subsequent complete follow-up assessment at 4
weeks and 4 months following the baseline
assessment. The 6-month follow-up assessment of
incidence of DSH only was conducted by
telephone. The assessor was not blind to conditions;
however, all outcome measures were self-reported,
and there was limited interaction between
participants and the assessor. The medical ethics
committee of the Central Finland Community
General approved all procedures.
Design

The intervention took place at the premises
of Psychotherapy Training and Research Center at
the University of Jyväskylä and was conducted by
advanced level psychology students who received
36 hours of training in the treatment in question. All
intervention was supervised by a qualified
psychotherapist. To insure the treatments integrity,

All 16 individuals who contacted the
research team with an intention to participate were
included in the study. Participants were randomly
assigned to 4 sessions intervention group (n=9) or
to control group (n=7). The assessments were
conducted by a member of the research team who
was not the participant's therapist.
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ACT +
SFBT

TAU

severe). BDI scores above the 9 cutoff may indicate
the presence of depression. The test has high
internal consistency, with α = .91.

31

36

Anxiety

Female

100%

100%

Male

0%

0%

Able to work (n)

11% (1)

14% (1)

Somewhat impaired (n)

56% (5)

43% (3)

Totally unable (n)

33% (3)

43% (3)

Medication (n)

100% (9)

100% (7)

Motivation readiness* (mean)

8.0

8.7

Financial situation** (mean)

2.4

2.5

No suicide in family (n)

78% (7)

85% (6)

No suicide attempts in family (n)

67% (6)

71% (5)

DSH incidence 4-month prior to

2.29

2.71

Table 1. Demographic characteristics of participants

Age (years)

Anxiety was measured using the Beck
Anxiety Inventory BAI (Beck & Steer, 1993). On
the BAI, the examinee is asked to rate 21 symptoms
of anxiety on a 4-point Likert scale.

Sex

Functioning ability

Quality of life
Health-related quality of life (HRQoL) was
measured by the 15D (Sintonen, 2001). A 15D is a
15dimensional, standardized generic instrument. Its
15 dimensions are moving, seeing, hearing,
breathing, sleeping, eating, speech, elimination,
usual activities, mental function, discomfort and
symptoms, depression, distress, vitality and sexual
activity. Each dimension is divided into levels. The
respondent is asked to indicate the level that best
describes his or her present health status on each
dimension at that particular time (first level = no
problems, fifth level = worst condition). On the
basis of repeated measurements, the 15D has
demonstrated good reliability, validity and
sensitivity. A difference of larger or equal to .03 in
the 15D score is clinically important in the sense
that people can on average feel the difference
(Sintonen, 1995).

baseline (mean)
* Motivation readiness was measured using a 0-10 scale,
0 = not at all, 10 = as ready as possible.
** Financial situation was measured on a 1-4 point scale,
1=good, 2=moderate, 3=rather bad, 4=very bad.

Primary outcome: assessment of DSH
The primary outcome measure of the study
was the number of episodes of self harm at followup. The number of episodes in the past 4 months
was assessed using Suicide Attempt Self-Injury
Interview (SASII) (Linehan, Comtois, Brown,
Heard & Wagner, 2006), which for the purposes of
this study was translated into Finnish, with the
permission of the author, and backtranslated. The
authors found SASII to have very good interrater
reliability and adequate validity. This instrument
was designed to assess the factors involved in
nonfatal suicide attempts and intentional self harm.
However, for the purposes of this analysis, only the
data on the actual number of DSH episodes
obtained using this instrument was used.
DSH was defined as including both
deliberate self-poisoning (overdose) and self-injury.
Patients were also asked about incidents of selfinjury, which was defined as intentional
irrespective of the apparent purpose of the act, and
included cutting, scratching, punching, hanging,
stepping into the traffic. Thus, all behavior that was
self-initiated with the intent to harm the body
(regardless of intent to die) was included.

Avoidance of internal experiences
Action and Acceptance Questionnaire
AAQ (Hayes et al., 2004) is a 9-item measure of
experiential avoidance. Although the AAQ was
developed as a measure of the tendency to avoid
internal experiences in general, many items focus
on the avoidance of emotions. Example items
include, "I try hard to avoid feeling depressed and
anxious" and "anxiety is bad." The AAQ has been
found to have adequate internal consistency (α =
.70), as well as adequate convergent, discriminant,
and concurrent validity (Hayes et al., 2004). Items
were recorded so that higher scores indicated
greater experiential avoidance, and a sum was
calculated.
Emotional regulation
The Difficulties in Emotion Regulation
Scale DERS (Gratz & Roemer, 2004) was used to
assess self-reported emotion regulation difficulties.
Six subscale scores can be computed from the 36
items, namely nonacceptance of emotions (6 items;
e.g., "When I'm upset, I feel guilty for feeling that
way"), difficulties engaging in goal-directed
behavior when distressed (5 items; e.g., "When I'm
upset I have difficulty concentrating"), impulse
control difficulties (6 items; e.g., "When I'm upset,
I become out of control"), lack of emotional
awareness (6 items; e.g., "I pay attention to how I
feel"), limited access to emotion regulation

Secondary outcomes
Depression
Depression was measured with the Beck
Depression Inventory BDI (Beck, Ward,
Mendelson, Mock & Erbaugh, 1961). The BDI is a
21 item self-report inventory that evaluates the
level of depression. The subject is asked to rate
each item on a 3-point scale of severity. A total
score is determined by aggregating the item
responses and may range from 0 to 63 (normal98

Suicidology Online 2010; 1:95-108.
ISSN 2078-5488

Table 2. Change in the primary outcome variable - Deliberate self harm (DSH)
Pre

4-month

With-in effect

6-month

With-in effect

ACT+SFBT+TAU
(n=6)

2.29 (1.25)

0.17 (0.41)

Z=-2.06, p=0.03

0.43 (0.54)

Z=-2.23, p=0.02

TAU
N=(7)

2.71 (0.76)

0.86 (1.46)

Z=-1.88, p=0.04

1.00 (0.89)

Z=-2.04, p=0.03

Means, standard deviations in brackets.

strategies (8 items; e.g., "When I'm upset, it takes
me a long time to feel better"), and lack of
emotional clarity (5 items; e.g., "I am confused
about how I feel"). Participants rate each item on a
scale from '1' (almost never, 0-10%) to '5' (almost
always, 91100%). Items were recorded so that
higher
scores
indicated
greater
emotion
dysregulation, and a sum was calculated.
The authors describe good psychometric
properties for all subscales, e.g. adequate to good
internal consistencies (αs larger than .80) and
stabilities (φs larger than .69) and significant
correlations with other emotion regulation measures
(Gratz & Roemer, 2004). The DERS was translated
into Finnish with the permission of the author and
back-translated in order to establish equivalence of
the English and Finnish language versions.
Significant correlations between the Finnish DERS
version and similar measures of emotional
regulation were found when validating the DERS in
a sample of 50 clinical and non-clinical participants
(Tapola, in preparation).

rated on all sessions.
The
intervention
outlined in more detail in Tables 4a-d.

is

Statistical analysis
Analyses were performed with SPSS 15
for windows Vista. Because of the low number of
subjects, non-parametric methods were used. ChiSquare Tests and Mann-Whitney U-Tests were
conducted on demographic characteristics to
determine equivalence across conditions. To
determine change over time (pre-treatment, 4month and 6-month follow-ups) within each group
Wilcoxon signed ranks tests were used.
Results

There was no significant difference
between the intervention group (n=9) and the
control group (n=7) on any of the demographic
characteristics including gender, age, educational
level, functioning ability, use of medication, or
motivation for change. In addition, no significant
difference was found with regard to presence of
suicide in the family, presence of suicide attempts
in the family, and the history of self harm in the
past 4 months.
On the 4-month and 6-month follow-up
both groups evidenced significant changes over
time on the main outcome measure -deliberate self
harm. Thus, self harm episodes decreased in both
groups
At the 4-month follow-up the results show
that the intervention group evidenced significant
changes on secondary outcome measures of
depression as well as on difficulties in emotion
regulation (DERS). Looking more closely at the
DERS subscales we see that for the intervention
group significant changes occurred on subscales of
impulse dyscontrol and lack of clarity, with goal
directed difficulties subscale showing a trend too. A
further trend in intervention group was noted on
measure for quality of life and emotional nonacceptance. On the other hand, no changes for any
of the outcome measures were detected in the
control group. Furthermore, when examining
closely the DERS subscales it is noted that a
significant change for the worse occurred on
subscale of emotion clarity.
In addition, all participants who returned
the treatment satisfaction form (n=7) would

Other measures
Demographic information was obtained, as
well as the information on patient satisfaction with
treatment. This was measured using 5 point scale
responses ranging from 1=very dissatisfied, to
5=very satisfied.
Treatment as usual
For ethical purposes participants in both
study conditions were free to pursue any form of
usual treatment they deemed warranted. We
recorded three forms of TAU: psychotropic
medication, psychiatric hospitalization, and
outpatient sessions with a mental health worker (not
a qualified psychotherapist). No treatment specific
to self harm was recorded.
Intervention
The intervention was implemented by
advanced level psychology students, under intense
supervision of a qualified psychotherapist. Studenttherapists underwent 36 hours of training in the
manual based ACT+SFBT. To facilitate treatment
fidelity, the ACT+SFBT manual was structured and
contains in-session exercises for participants. All
sessions were videotaped and treatment fidelity was
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recommend the treatment to others. The treatment
satisfaction score itself was 4.6 (measured on a 5
point scale from very dissatisfied to very satisfied).

particular measure (Minami & Kircher, 2007). In
each case, no such trend was evident for the control
group. The results thus show potential utility of
adding this short-term intervention to existing
treatment as usual. Furthermore, this study indicates
that time-limited training in the intervention (36
hours) combined with qualified supervision brings
about good enough proficiency in intervention
implementation. Students with no prior clinical
experience and with limited hours of training were
well able to implement the intervention under the
supervision of a qualified psychotherapist and all
intervention group participants were satisfied with
the intervention and would recommend it.

Discussion
When drawing conclusions from this
study, it must be remembered that there are several
limitations mainly due to low number of subjects.
However, it must also be emphasized that this study
indicates low cost brief interventions may have
additional positive effects on regular treatment for
deliberate self harm. This study also presents an
example of how a brief intervention for deliberate
self harm could be conducted.

The results must be evaluated the light of
the study's limitations. Most notably, this study
involved a small and homogenous sample of
participants, limiting both generalizability and
statistical conclusion validity of the results. The
reliance on self-report measures of emotional
responding and symptom severity may result in
biased data. Furthermore, although the effects of
positive thinking may here be indirectly reflected in
measures on depression and goal clarity, to
establish the potential effect of positive future
thinking a more direct measure of the phenomenon,
such as Future Thinking Task (MacLeod et al.,
1997) would need to be used.

The results indicate that changes over time
for the intervention group were significant on
primary outcome measure, as well as on several
secondary outcome measures. Primary outcome
measure, DSH, was reduced significantly for both
groups on 4-month follow-up. With respect to
change over time on secondary outcome variables
at 4-month follow-up the intervention group fares
significantly better compared to control group..
Health related quality of life reached marginally
significant change for the intervention group, but
not for the control group. The change over time in
emotional dysregulation was also significant for the
intervention group only. Looking more closely at
the DERS subscales we saw that for intervention
group significant changes over time occurred on
subscales of impulse dyscontrol and lack of clarity,
with emotional nonacceptance and goal directed
difficulties subscale showing a similar trend too.
This indicates that on 4-month follow-up
the intervention group participants were clearer
about their emotions, i.e. better able to identify,
label, and differentiate between emotional states.
They were also better able to control their
impulsive behaviors and behave in accordance with
desired goals when experiencing negative emotions.
The control group participants however showed a
significant change on the DERS subscale of clarity,
only in the direction for the worse. In other words,
on 4-month follow-up these participants were even
more cloudy about their emotional states than they
were at the outset of the study. In addition to the
changes in quality of life, and emotional
dysregulation, in the treatment group a significant
change was noted also for yet another secondary
variable, namely depression. We expected there to
be a change in depression as a consequence of our
attempts to increase positive future thinking,
another mechanism of change we proposed at the
outset. It could well be that the depression for the
participants of the intervention group was reduced
beyond the extent the trend indicates, especially
when we take into account low reactivity of this

Further research on a large-scale is needed
to evaluate this intervention. Further research is
also needed to evaluate whether the emotional
dysregulation and positive future thinking are
indeed the potential mechanisms of change, as the
results of this study indicate. Moreover, further
research is needed to evaluate yet another such
potential mechanism suggested to us in the
spontaneous feedback of the current study
participants – namely the positive attitudes of staff
working with individuals who self harm. In their
feedback the participants of the current study
expressed satisfaction with the nonjudgmental and
positive attitude of the assessor and their therapists.
The literature suggests that clinical staff of the
accident and emergency departments, which are
often the first point for people who self harm, may
be critical in addressing the needs of this vulnerable
group (Mackay & Barrowclough, 2005). It is
further suggested that nursing responses tend to be
uniform and inflexible (McAllister, 2001) and that
in general people who harm themselves are not
popular with health services staff (Alston &
Robinson, 1992). The clinical profession, in
particular nurses and doctors in the accident and
emergency are reported to be unsympathetic
towards individuals who self harm (Pierce, 1986;
Treloar & Pinford, 1993). These clinicians often
perceive DSH as manipulative and attention
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Table 4. Change in secondary outcome parameters
ACT+SFBT+TAU
(n=6)

TAU
(n=7)

Pre

4-month

With-in effect

Pre

4-month

With-in effect

15D - Health Quality

28.67
(4.97)

24.67
(5.85)

Z=-1.83, p=0.06*

30.00
(6.53)

27.57
(4.58)

Z=-1.06,p=0.16

DERS

104.00
(20.56)

90.00
(18.49)

Z=-2.20, p=0.02**

96.14
(24.55)

91.00
(20.83)

Z=-0.68, p=0.27

Emotion non-acceptance

21.00
(4.78)

18.00
(5.51)

Z=-1.83, p=0.06*

21.00
(7.23)

18.00
(4.20)

Z=-1.36, p=0.10

Impulse dyscontrol

15.83
(4.83)

12.67
(3.88)

Z=-2.02, p=0.03**

14.14
(4.86)

14.57
(5.65)

Z=-0.42, p=0.39

Goal-directed difficulties

15.00
(3.85)

12.67
(3.67)

Z=-1.84, p=0.06*

14.43
(3.78)

13.29
(3.99)

Z=-1.06, p=0.20

Emotion non-awareness

13.33
(3.88)

13.17
(3.55)

Z= -0.28, p=0.50

14.14
(4.29)

11.43
(4.16)

Z=-1.10, p=0.16

Lack of ER strategies

23.67
(4.03)

22.33
(4.80)

Z=-0.81, p=0.25

21.57
(4.79)

20.14
(4.34)

Z=-0.59, p=0.31

Lack of clarity

15.17
(3.77)

11.17
(2.04)

Z=-2.02, p=0.03**

11.00
(4.08)

13.57
(4.24)

Z=-2.21, p=0.02**

AAQ

31.17
(12.73)

36.00
(12.33)

Z=-1.26, p=0.16

29.14
(9.10)

32.86
(8.26)

Z=-1.19, p=0.15

BDI

31.33
(9.93)

25.00
(13.57)

Z=-2.02, p=0.03**

25.43
(10.50)

24.71
(11.87)

Z=-0.09, p=0.49

BAI

23.00
(13.07)

20.00
(14.33)

Z=-0.95, p=0.20

23.29
(16.57)

22.14
(14.99)

Z=-0.42, p=0.36

Means, standard deviations in brackets.
*marginally significant p<0.07; ** p<0.05 (Wilcoxon Signed Ranks Test, 1-tailed)

seeking behavior (Warm, Murray & Fox, 2002).
Perhaps the attitudes had also a role to play in the
fact that only 16 individuals were referred to the
current study, when it was clearly and repetitively
outlined that all individuals engaging in self harm
are to be given information on the research, and the
number of all individuals presenting to Central
Finland Community General Hospital for DSH
during the year 2008 approached 200 (personal
correspondence). There thus arises need for the
future research to also investigate more closely
motivational factors for seeking and accepting
treatment among clients with DSH. In fact, in this
study we used almost 12 months for the recruitment
process, and were able to study treatment effects on
a small number of participants. This indicates that
there can be considerable difficulties in carrying out
large scale clinical effectiveness trials.

treatment as usual only. Positive effects were also
noted for the brief intervention on depression and
emotional regulation strategies. In addition, trained
and supervised student therapists with no prior
clinical experience were found to deliver
satisfactory intervention.
Practice implications
To achieve enhanced service provision it is
worthwhile in the future, provided further studies
confirm the preliminary findings here, to add this
intervention as a permanent part of TAU when
dealing with DSH. Work also needs to be done on
clinical staff' education and training in brief
interventions in general and their attitudes and
behavior in particular in order to improve the
outcome of treatment for individuals engaging in
DSH. A training approach such as that used in this
study with a focus on strengths, acceptance and
positive future thinking, along with a shift in
philosophy towards "the client as able and
cooperative" may have a place in forming attitudes
that contribute to improving outcome after DSH.

Conclusions
The
4-session
student-delivered
intervention combined with the treatment as usual
had broader effects on reduction of DSH than did
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Table 4a. Interventions - Session 1
Task

Means

Example

Task 1
Creating an initial
therapeutic reality

brief introduction of
how the intervention
works, Paying
attention, being
genuinely
interested,
complimenting on
coming to treatment
, emphasizing
collaboration

“We will meet 4 times, one time per week for about 45 minutes, during
which time we will work on issues you fins important”

miracle method

The precise language of the intervention may vary, but the basic
wording is:
I am going to ask you a rather strange question [pause]. The strange
question is this: [pause] After we talk, you will go back to your work
(home, school) and you will do whatever you need to do the rest of
today, such as taking care of the children, cooking dinner, watching TV,
giving the children a bath, and so on. It will become time to go to bed.
Everybody in your household is quiet, and you are sleeping in peace. In
the middle of the night, a miracle happens and the problem that
prompted you to talk to me today is solved! But because this happens
while you are sleeping, you have no way of knowing that there was an
overnight miracle that solved the problem. [pause] So, when you wake
up tomorrow morning, what might be the small change that will make
you say to yourself, “Wow, something must have happened—the
problem is gone!”

Task 2
Ask for
goals/rehearse
preferred future

”Most people wait until their cutting is very well established and frequent
to seek help. How did you decide to come in while you have just started
cutting”

In the Miracle Method then the barriers to reaching the goal are
eliminated by a miracle while everyone is sleeping. The participants are
then asked what things would be happening once the miracle had
occurred. This does not involve hoping for the miracle, but freeing
imagination and action from unnecessary limitations.

Task 3
getting in touch with
one’s own
experience moment
to moment in a
defused and
accepting way.

5-minute
mindfulness
exercise : just
breathing

Task 4
Homework – 5minute breathing
exercise

Recommend
homework

There is neither a right nor a wrong way to be mindful. Simply be who
you directly experience yourself to be in the moment. If thoughts or
emotions show up then observe them but do not believe or disbelieve
them. As you practice, allow yourself to become more and more mindful
of the sensations, thoughts, and feelings that are happening for you.
Follow your breath. Simply watch your breath come in and go out of your
body. This happens naturally. Feel the breath come in, feel the breath
go out. Allow it to happen without getting in the way. If you want to, you
can count your breaths, from one to ten. Once you have reached ten, go
back to one. Just keep watching your breath. All kinds of content will
come up when you sit. Your anger, depression, anxiety, low self-esteem
– all these may surface. Just watch them come in and go out. As they
appear, treat them with kindness, the way you would pat a visiting child
on the head in acknowledgement of his presence.

“In between now and when we meet again, I would like you to practice
the breathing exercise we just practised here together”
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Table 4b. Interventions - Session 2
Task

Means

Example

Task 1
getting in touch with
one’s own
experience moment
to moment in a
defused and
accepting way.

5-minute mindfulness
exercise : just
breathing

Same as in session 1

a: Scaling back
client’s grand ideas
about their goals or
progress into more
achievable goals

Smaller step
questions

“That sounds like a big goal and dream. What kinds of things would
be happening in the next week if you were headed in the direction of
those big goals?”; “What is the smallest thing you can do now that will
help you in the direction of the big goal?”

b: Elicit descriptions
of times when things
went differently from
the usual problem
situation

Exceptions questions

c: Obtain continual
feedback from the
client and get them
realize changes or
gray areas in the
problem situation

Scaling questions

“On a scale from one to 100, 100 being the most self harming and one
being no self harming, where have you been in the past week?”

d: Highlight
differences and get
the person to
compare and
contrast things
about exceptions or
solutions

Difference questions

“What was different now from the way you usually handle the
overdose?”

e: Create positive
expectancies

Positive expectancy
questions

“Before you reduce or stop harming yourself let’s talk about how well
you are coping with it now”; “After you reduce or stop harming yourself
what else will change in your life?”

Task 2
working on goals
and rehearsing
preferred future

“Can you recall a time when you felt anxious and you thought you
would cut, but instead you resisted the urge?”
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Table 4b. Interventions - Session 2 (continued)
Task

Means

Example

Task 3
expanding
participants’ tools for
handling acute
negative arousal,
tolerating frustration,
learning to be aware
of emotions and the
antecedents of
emotions
(sensations,
cognitions,
motivational
impulses), labelling
emotions without
judgement and
without giving into
emotion-induced
action tendencies,
becoming aware of
one’s capacity to
tolerate negative
emotions, realizing
that emotions are
not permanent.

Low frustration
tolerance exercise
(LFT)

FT exercise (A six part loop): being mindful of bodily sensations
A six part loop (1,2,3,4,5,6,1,2,3,etc.).
1.‘Tell me a frustration you could bear’ (this question alone should
expose the client to mental and somatic events associated with the LFT,
particularly when asked repetitively).
2.‘How does that frustration seem to you now?’
3.‘Tell me a frustration you would rather not bear?’
4.‘How would that frustration feel in your body?’ (introceptive awareness)
5.‘What part of that frustration might you be able to bear?’ This question
gently eases the client into imagining himself tolerating part of a
frustration he feels he doesn’t want to tolerate. There is usually some
part of the frustration that is tolerable. If there is not, that is fine too.
6.‘How does that frustration seem to you now?’ Continue to Q1.

Task 4
Homework

Recommend
homework: 5-minute
breathing exercise
and increase in goal
directed behaviour

In this exercise it is important to acknowledge, to act predictably, and to
avoid anything that could be perceived as judgement. The repetition
gives the client much opportunity to exercise his perceptions; the
constant movement brought about by repetition also promotes letting go
attitude and foster detachment from the thoughts and sensations. It also
increases opportunities for a client to experience both emotional and
cognitive flexibility.

“In between now and when we meet again I would like you to do more of
the things that we discussed today and you found working well for you”
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Table 4c. Interventions - Session 3
Task

Means

Example

Pick an identity
metaphor

“I want you to play a game with me. It’s called the Pick an identity
Exercise. Your job is to reach into that box over there and pull out
one slip of paper at a time. On each slip of paper I have written down
an identity statement. Some of these statements are things that you
have told me here. Some of the things describe general
characteristics of people. Your job is to pick any four slips of paper,
and then I want you to try as hard as you can to imagine that you are
the person described in those four slips of paper. Some of the slips
will have messages on them that you have told yourself, or seem
true of you, and you may see some slips of paper that have
messages that you have not thought of. Your job is to take both
kinds of messages and try as hard as you can to be that person,
right here in the room with me, right now. I’m not trying to change
what you believe about yourself. So this is not designed to make you
stop believing in any of your ideas about who you are. I’m just
interested in seeing what it feels like to actually imagine that you can
become that person described by the identity statements, OK?”

Task 1
same as in session 2

Task 2
same as in session 2

Task 3
assimilating
statements that are
positive, experiencing
directly having different
identities, noticing how
different self-related
content tends to
produce different
reactions

The therapist’s job is to help the client construct the reality of being
this person. Then, the therapist can ask questions like ‘What does
this person think about his or her career, relationships, and family
upbringing?’, or ‘How does this person feel in intimate situations?’.
Once this has been done and the therapist is satisfied that the
person has really taken on the imaginary identity, the therapist may
ask ‘And who is noticing all these thoughts and feelings right now?’
The exercise may be repeated three or four times in a session. If the
client makes remarks about feeling different under different identity
formations
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Table 4d. Interventions - Session 4
Task

Means

Example

physical
metaphor –Take
your keys with
you

Ask whether the client carries keys and whether you can borrow them. Put the keys
on the table and say, ‘OK, suppose these represent the things you’ve been avoiding.
See this key here? That is your anxiety. See this key, that is your anger at your
mother.’ (continue fitting major issues to the client’s keys) The keys are then placed
in front of the client, and the client is asked, ‘What are you going to do with the keys?’
If the client says ‘Leave them behind’, say, ‘Except that two things happen. First, you
find that instead of leaving them behind, you keep coming back to make sure they
are left behind, so then you can’t go. And second, it’s hard to live life without your
keys. Some doors won’t open without them. So what are you going to do with your
keys?’ The process continues, waiting for the client to do something. Most clients are
a bit uncomfortable about actually picking them up. For one thing, it seems silly
(which in itself is another ‘key’), and for another, the keys are symbols of ‘bad’ things.
In that context actually picking them up is a step forward, and the therapist should
keep presenting the keys until they are picked up, without ordering them to be picked
up. If the client says ‘I would feel silly picking them up,’ or ‘What do I need to do?’
point out to a key and say ‘That feeling? That’s this one here. So what are you going
to do with the keys?’ When they are finally picked up, say something like, ‘OK. Now
the question is, where will you go? And notice there isn’t anywhere you can’t go with
them.’ Also note that other keys will keep showing up – that is, answering the
question affirmatively now does not mean that the same questions won’t be asked
over and over again by life. The client should also be asked in the natural
environment to think about letting go of avoidance of difficult emotions, thoughts, and
so on, every time he or she touches, carries, or uses the keys. Suggest that when the
keys are used that the client also affirmatively choose to carry his or her experiential
‘keys’.

Task 1
same as sessions 2/3
Task 2
same as sessions 2/3
Task 3
clarify the relationship
between avoidance
and action quite
clearly.

According to Hayes et al [41], in the metaphor, keys on the client’s ring are said to
represent different difficult emotions, memories, thoughts, and reactions. The
metaphor highlights two important aspects of these keys. First, picking up the keys
and carrying them does not keep us from going anywhere, and second, the keys
actually open doors that might otherwise be locked to us without them.

Doing the exercise with actual keys the client uses also gives the client a physical
touchstone, or reminder of his or her goals (where the client is going), the means of
going (willingness), and what the client must carry with him or her to move (the
client’s history and reactions it may produce). Because we use our keys many times
in a day, this metaphor plants a seed that can be contacted frequently outside
therapy sessions.

Task 4
review positive effects
of treatment

Direct questions

“what are the things you found most useful and you feel you will be using in the future
on your own “

Task 5
give credit for
participation

Compliment

“In a treatment as demanding as this has been, it would have been normal to
reconsider the participation, but you persisted and attended all fours sessions. How
did you do that!”

Task 6
motivate further
change

Motivation
questions

“How have you benefited now that you harm yourself less?” “What positive effects
has this
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