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Article 

Evaluating Risk Factors of Self-Harm and 
Effectiveness of Brief Psychological Intervention 
During Acute Presentation: Methodology of 
EXPAAND Project 

Abstract: Background: Self-harm (SH) refers to self-injury or intentional self-poisoning with varying degrees 

of suicidal intent and is a major public health issue for children and adolescents (C&A) worldwide. Given 

significant gaps exist in our understanding of the associated psychopathology in C&A, this paper outlines the 

protocol for a prospective clinical study examining risk factors of SH and additional candidate parameters (not 

routinely assessed) during an acute SH episode. Methods: The EXPAAND (EXploring Psychiatric 

and Attentional risk-factors in Adolescents Needing intervention for Deliberate self-harm) is a randomised 

control trial to assess additional novel candidate risk factors for SH in C&A and to evaluate the effectiveness 

of SH-targeted brief psychological intervention (Therapeutic Assessment (TA)), within a real-world acute 

clinical setting, as we include neurodiversity and gender diversity in this study. EXPAAND is conducted in 4 

phases: (i) recruitment & randomisation; (ii) extended assessment; (iii) randomised intervention; and (iv) 

follow-up observational period to ascertain clinical outcomes for comparison. Expected Results: We envisage 

that by diagnosing and treating attentional disorders when detected will mitigate potential confounding effects 

of these conditions. We also expect that SH-focused TA will be effective in reducing subsequent SH and in 

improving engagement in follow-up and subsequent treatments. 

Keywords: self-harm; children and adolescents; neurodiversity; ADHD; gender diversity; 

psychotherapy 

 

Introduction  

There has been a significant increase in the of number children and adolescents (C&A) 

presenting with self-harm (SH) to hospital emergency departments (ED), highlighting the urgency of 

this problem, its personal and societal costs, as well as the high service burden to acute medical and 

mental health services [1–3]. Our EXPAAND (Exploring Psychiatric And Attentional risk-factors in 

Adolescents Needing intervention for Deliberate self-harm) project aims to improve understanding 

of SH, its risk drivers, and more effective treatments for this population, which is at a significantly 

higher risk of death by suicide [17]. 

One in five individuals who die by suicide have visited the ED within 4 weeks of their death [4]. 

ED provides a catch-all service for C&A and families in distress and a critical entry point for youth 

suicide prevention [5]. Among adolescents, there is a global trend of increased ED visits for mental 

health crisis, including SH, particularly among females [6–8]. Within the past decade, Western 

Australian EDs have experienced an unprecedent 214% increase in SH presentations of 13 to 17-year-

olds, and a corresponding 403% increase in the under 13-year-olds [9]. In Australia nationwide, SH 

presentations to EDs have tracked similar upward trends, with the greatest increase in attendance by 

the younger females [2]. A recent Australian study reported an increase in ED presentations with 

suicidal risk by individuals aged 10–24 years between 2015 and February 2020 (pre-COVID) with an 

8.4% per annum increase, further increasing to 19.2% from March 2020 into 2021 (during COVID 

pandemic) [10]. Similar increases were observed internationally during pandemic with a shift 

towards more ED presentations from SH and with higher suicide risk (versus ED presentations 

relating to depressive and anxiety symptoms), resulting in more inpatient mental health admissions 

[8,11–14]. 

Graded exposure to SH desensitizes young people to potentially life-threatening suicidal 

behaviors with an associated dose-response relationship, yielding a ten-fold increased risk of suicidal 
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behaviour in young people, independent of depressive symptoms [15]. Wilkinson and colleagues 

provided support to Joiner’s interpersonal-psychological theory of suicide [16], underscoring the 

‘acquired capability’ of suicide that habituates the innate fear of death and closes the gap between 

thought and action. A more recent prospective study by Hawton and colleagues provides further 

support for Joiner’s theory. They reported a higher 12-month incidence of suicide in individuals aged 

10-18 years with repeated SH that amounted to 30 times higher than the expected rate in the general 

population [17]. As such, chronicity (i.e., recurrence) of SH can be considered a proxy index of 

severity in SH. 

The rate of re-presentation at EDs is a well-established measure of escalating SH, but only small 

number of studies focused specifically on younger population. A large study from the Irish national 

self-harm registry reported 19.2% of individuals aged 10–29 years returning to ED within 12 months; 

and of these, adolescent females of 15–19 years old were at a higher risk of re-attempts than young 

adults [18]. Consistent with previous literature, the repetition of SH and the number of self-harm 

episodes were positively correlated, while increasing age, cutting as the method of self-harm, and 

history of psychiatric treatment were all found to be the independent risk factors (RFs) for repetition 

[18]. An Australian study (n=952) yielded slightly higher representation rate of 23% within 12 months, 

but for those with three or more prior presentations, the rates of re-presentation were even higher 

with 62% at 12 months [19]. Longitudinally, the Multicentre Study of Self-harm in England (N = 3920) 

found that repetition of SH occurred in 27.3% of individuals aged 10-18 years between 2000 and 2007 

[20] and identified that self-cutting as a method of SH in C&A conveys greater risk of repetition and 

of suicide than self-poisoning [20]. Also in UK, Geulayov and colleagues provided a rare insight into 

the longitudinal pattern of SH presentation for very young patients [21]; and reported 13.5% 

recurrence rate over a 12-month period for children with SH, with repetition being more common for 

girls than boys. More specifically, repetition after the index episode occurred in 8.5% of 11-year-olds 

and in 17.9% of the 12-year-olds. Overall, recurring SH remains a very high-RF of overall poor 

outcomes, especially among individuals with high-volume repeat self-harm attendances and with 

previous SH predicting future SH [22].  

Well-established drivers of SH include: borderline personality traits (especially those reflective 

of intrapersonal functions - emotion-regulation, avoidance of aversive affect and self-punishment) 

[23]; post-traumatic stress disorder, specifically among females [24]; mood disorders, particularly 

melancholic depressive or bipolar disorder [25]; anxiety disorders, especially in combination with 

mood disorders; substance use, an independent RF for SH [26]; and disordered eating symptoms, 

with impulsivity found to be a significant unique predictor of SH, a shared RF for bulimic 

symptoms [27]. More recent literature reports dissociative symptoms [30], Sluggish Cognitive Tempo 

(SCT; now known as Cognitive Disengagement Syndrome) [31], and alexithymia problems [28,29], 

which are transdiagnostic symptoms, are associated with SH. Dissociation compromises judgement 

and mediates the relationship between SH and experience of trauma [30]. Alexithymia, a trait 

characterised by difficulties identifying and expressing one’s own emotions [32], is a strong predictor 

of SH in an adult population, over and above depression. Alexithymia is thought to hinder emotion 

regulation processes [33] thereby increasing risk of SH. EXPAAND aims to capture this broader range 

of RFs to evaluate their clinical relevance and potential utility. 

Recent literature reports significant associations between ADHD and SH [34]. Septier and 

colleagues' systematic review and meta-analysis found a significant association between ADHD and 

suicidal ideations, suicidal plans, suicidal attempts, and completed suicide (pooled Odds Ratio=6.69; 

95% CI, 3.24-17.393) [35]. Apart from ADHD being an important driver of SH, independent from 

other covariates, further studies indicate that treatments of ADHD reduce the subsequent risks of SH 

[36,37]. Liu and colleagues reported that ADHD medication lowered the odds of suicide attempts by 

0.76 (95% CI, 0.58-1.00; P = .049) at population-level analysis, whilst the individual level of analysis 

showed a 0.69 reduction [36]. Lieslethto and colleagues utilised the national Swedish register 

database to examine 22,601 individuals with BPD and the link between different interventions and 

subsequent SH and completed suicide in individuals with BPD [38]; and found that ADHD 

medication treatment reduced the risk of attempted or completed suicide (HR, 0.83; 95% CI, 0.73-0.95 
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P = .001), with lisdexamphetamine and methylphenidate showing significant reductions. Overall, the 

combined findings suggest that ADHD medication intervention can potentially reduce the risk of 

suicidal attempts for those with ADHD [36]; and for those with comorbid BPD [38]. By inference, any 

study examining the predictors of SH and potential psychological intervention approaches must 

evaluate the presence of ADHD and mitigate its influence in its study design. The EXPAAND study 

therefore provides a novel innovation, in accounting for the confounding effects of ADHD as a key 

focus and methodological consideration (see Method and Analysis section below). 

Despite an increasing body of research on SH, rates of C&A SH continue to increase [39–41], 

suggesting significant gaps in our understanding of psychopathological and pivotal drivers; and 

addressing these is an urgent priority for suicide prevention. As an innovation, EXPAAND aims to 

address these gaps, by capturing a broader range of contributing phenomena and thereby providing 

novel insights to inform more efficacious treatment - within real-life clinical settings, inclusive of 

gender diversity and neurodiversity.   

Another key focus of EXPAAND is to evaluate the effectiveness of a brief psychological 

intervention for SH - Therapeutic Assessment (TA) [42]. TA has been developed to target SH, 

especially in adolescents and differs from traditional Therapeutic Assessment approach, which was 

first developed by Finn [43–45]. TA utilises information taken for SH-related psychosocial and risk 

assessments to inform patients and develop new strategies to reduce SH recurrence. It is a brief 

intervention that can be completed within 60-90 minutes and utilises elements of cognitive-

behavioural and analytic therapy approaches by co-constructing a cycle diagram, which discovers 

and identifies SH triggers, maladaptive coping strategies and the psychological, physiological, and 

interpersonal drivers that maintain SH cycles. The therapist and young person co-construct an 

understanding of the young person’s difficulties, this new perspective enhances motivation for 

change and develops individualised strategies, including proactive utilisation of identified protective 

factors in the young person’s family and social systems, as alternatives for SH. The young person is 

then invited to select problems to target, within a motivational framework, followed by exploring 

alternative solutions to these problems, called ‘Exits’. The intervention is consolidated in the form of 

a Therapeutic Letter, which serves as a record and guide for the client when they next experience 

crisis.  

TA has been manualised [42] and has been included in the 2015 Cochrane Review of effective 

interventions for self-harm in C&A [46], as it demonstrated improved engagement in treatments [47] 

and at 2-year follow-up [48].  
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Figure 1. Summary of 4 phases of EXPAAND. 

Experimental Design  

Aims and Hypotheses 

EXPAAND has two key aims, underpinned by two main hypotheses. First aim, is to capture a 

broad range of RF in its routine assessment via range of psychometric measures, and examine the 

rates/relevance of these constructs in C&A who present with SH crisis in ED. Second, is to evaluate 

TA, as an effective brief psychological intervention, in the context of providing extended assessment 

and treatment of ADHD and SCT when detected. These objectives will be accomplished across 4 

phases of this study. 

Phase 1 includes recruitment, screening, and randomisation of C&A patients presenting to ED.  

Phase 2 explores SH pathways of drivers by Extended Assessment (EA), involving an intensive 
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diagnostic and profiling assessment. This is followed by Phase 3, an Intervention Comparison, to 

explore the effect of TA as a brief intervention. As ADHD is a significant driver of SH independent 

of other covariates, we consider that it will likely be important to treat ADHD to mitigate its impacts 

on confounding the effects of TA. Phase 3 therefore includes three arms: (i) Arm 1 is treatment as 

usual (TAU), (ii) Arm 2 includes EA plus ADHD treatment if indicated (i.e. EA(+ADHDmed)1), and 

(iii) Arm 3 includes Arm 2 interventions augmented by TA (EA(+ADHDmed)+TA). The recruitment, 

consent, blinding, and randomisation processes, as well as data collection, management statistical 

analyses, monitoring processes are described in detail in the Method section. In Phase 4, we are 

following-up participants for 6-months, capturing re-presentation rates to ED, with further self-harm 

episodes as the main outcome parameter.   

Our first hypothesis is that there exists a range of diagnostic and transdiagnostic mechanisms 

driving SH in C&A, and some of these are not routinely assessed in C&A within the acute SH 

episodes. In addition to conventional well-established RF (such as borderline traits, substance use, 

trauma, and PTSD), we expect that ADHD [37], SCT [31], Dissociative Disorder [30]  and 

Alexithymia [28,29], are also key drivers. We aim to capture these phenomena via validated 

psychometric tools and evaluate quantitatively their associations with SH in C&A. Moreover, we will 

evaluate whether there is a dose-response relationship between these RF and the chronicity of SH 

(i.e., recurrent SH episodes). These aims will be accomplished by Phase 1 and 2 of EXPAAND. 

Secondly, we hypothesize that TA [42] adapted for SH, will be effective in reducing subsequent 

SH.  This is because SH-focused TA specifically help C&A to identify cues and reasons for SH and 

consider exit points in the cycle of SH [47]. We aim to evaluate the effectiveness of TA via a nested 

RCT within EXPAAND, executed in Phase 3 and 4. As ADHD and SCT are known significant drivers 

of SH independent of other covariates, we consider it important to diagnose and treat these 

attentional problems to avoid these confounding and diluting the effects of TA. For these reasons, 

Phase 3 also includes screening for ADHD and SCT, and diagnosing and treating these when 

detected. We expect that patients in Arm 2, and especially Arm 3, will experience reduced clinical 

symptoms (episodes of SH), improved engagement with treatment, and reduced health service 

usage, as compared to Arm 1 TAU. 

Materials and Methods  

Trial Design and Conceptual Framework 

This manuscript is prepared in accordance with the Standard Protocol Items: Recommendations 

for Interventional Trials (SPIRIT) guidelines (see Supplementary Material for the SPIRIT 33 item 

checklist [49];EXPAAND consists of a nested interventional trial, with a three-arm (parallel group) 

randomised controlled trial, within a larger study. 

Study Setting 

This study is conducted in the ED of Perth Children’s Hospital (PCH), a tertiary paediatric 

hospital with 298-bed capacity. It is the only state-wide specialist children’s hospital located in Perth 

(with a population of 2.7 million), Western Australia. PCH includes specialised metropolitan C&A 

mental health services. 

Eligibility Criteria 

To be eligible for study participation, patients must be between 10-17 years of age, present to the 

PCH ED after an episode of SH during the study recruitment period, and assent to comply with study 

procedures. Their parents/caregivers must also consent to their participation.  

 
1 *(ADHD med) is bracketed, as it is not given to all participants in Arm 2 and 3, but given only to those with 

pre-existing ADHD diagnosis, or those who are diagnosed with ADHD de novo during EXPAAND Phase 2 

and consent to taking ADHD medications. 
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Patients are excluded from the study if they meet the criteria for psychosis (ICD-10: F20-29), or 

have intellectual disability (profound, severe, moderate, or mild). Other exclusion criteria include 

pregnancy, lack of consent, or lack of concordance for consent between parent and patient. 

Sample Size 

The sample size is based on a power calculation to detect a statistically significant difference 

between the intervention and control group of a small-to-medium effect size (Cohen's f of 0.175) after 

6 months. Based on an audit of clinical records in 2019, we calculated that we would be able to recruit 

at least 300 participants over a 12-month period. The project time frame is a 12-month recruitment 

and assessment phase, followed by 6-months follow-up phase, for a total timeframe of 18-months. 

For each participant individually, study participation will involve a total 6-month timeframe from 

assessment to follow-up.  

Phase 1: Participant Recruitment and Study procedures 

C&A and their parents/caregivers are given the option to participate in EXPAAND when they 

access routine care as usual at the PCH ED. This is communicated via the Mental Health Clinical 

Nurse Specialist, or the Clinical Psychologist, or Project Co-Ordinator (ZP). ‘Treatment as usual’ in 

PCH ED is not impacted or altered by this research project.  

All patients are given initial screening with psychometric questionnaires, as detailed in the Table 

1. All recruited participants are screened, and then randomised into three intervention groups: (i) 

Arm 1 is treatment as usual (TAU), (ii) Arm 2 includes EA plus ADHD treatment if indicated (i.e. 

EA(+ADHDmed)), and (iii) Arm 3 includes Arm 2 interventions augmented by TA. 

Table 1. List of baseline measures. 

   

   

List of Baseline Measures - All participants (TAU; Extended Assessment (EA); EA+ 

Therapeutic Assessment (EA+TA)  

Demographic 

information Age  

 Gender (self-identified)  

 Sex (birth assigned)  

   

Clinical 

information  

Number of prior presentations to ED for DSH (total, and within 

past 6 months)  

 

Number of prior presentations to ED for Overdose (total, and 

within past 6 months)  

 Recorded mental health diagnosis  

 Current engagement with mental health services  

   

Social Information  Socio-economic status   

 

History of adverse life experiences (documented sexual abuse, physical 

abuse, or neglect) 

  Current engagement contact with social services   

    

Detailed Procedure 
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Randomization process: Randomisation is stratified by (i) gender and (ii) history of repeated 

SH. Treatment allocation is carried out by computer-generated minimisation, incorporating weighted 

randomisation using a local implementation of the MimimPy algorithm [53] assigned to one of the 3 

arms described above. The weighted randomisation gives an 80% probability of each participant 

being allocated the treatment that minimised existing imbalances across strata defined by gender 

(coded as ‘male’, ‘female’, or ‘other’) and index presentation type (First-time/Recurrent). The software 

is accessible on a secure local server and treatment allocation is ascertained by the Principal 

Investigator upon completion of the consent process and recruitment. Beside gender, SH participants 

are classified into two groups: (i) those of first-time presentation of SH to ED, and (ii) those with 

‘repeated SH’ (defined as ‘second or more presentation of SH to ED’). During follow-up assessments 

after 6 months, the outcome assessor remains blinded regarding a participant's condition. 

Phase 2: Expanded assessment  

Part 1: Ascertaining drivers and risk factors of SH – An extensive battery of psychiatric 

assessment measures and semi-structured diagnostic interviews was ascertained from participants 

randomized to Arm 2 and 3, as detailed in Table 2.  SH and chronicity of SH is evaluated for 

associations with these measures. 

Table 2. List of measures for active treatment groups. 

    

    

List of Measures - Active treatment groups (Extended Assessment 

(EA); EA+ Therapeutic Assessment (EA+TA) 

Child 

rated 

Parent 

rated  

Screening Measures       

Strengths and Weaknesses of ADHD Symptoms and Normal Behaviour 

Rating Scale (SWAN; (54).   x  

The Child Concentration Inventory (CCI; (55).  x  

CAGE and CRAFFT (56) (57). x   

Adolescent Dissociative Experiences Scale –II (ADES-II; (58). x   

Perth Alexithymia Questionnaire (PAQ; (59). x   

Urgency, Premeditation (lack of), Perseverance (lack of), Sensation 

Seeking, Positive Urgency, Impulsive Behaviour Scale – Child (UPPS-P 

Child; (60); (61). x   

Emotion Regulation Questionnaire – Child Adolescent (ERQ-CA; (62). x   

    

Assessment Measures - Diagnostic       

Schedule for Affective Disorders and Schizophrenia for School Age 

Children Present and Lifetime Version (K-SADS-PL; (63) x x  

Barkley Sluggish Cognitive Tempo Scale – Children and Adolescents 

(BSCTS-CA; (64).  x x  

Dissociative Disorder Interview Schedule as a structured interview 

(DDIS;(65) - discontinued  x    
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Table 2. List of measures for active treatment groups. 

    

    

List of Measures - Active treatment groups (Extended Assessment 

(EA); EA+ Therapeutic Assessment (EA+TA) 

Child 

rated 

Parent 

rated  

Screening Measures       

Strengths and Weaknesses of ADHD Symptoms and Normal Behaviour 

Rating Scale (SWAN; (54).   x  

The Child Concentration Inventory (CCI; (55).  x  

CAGE and CRAFFT (56) (57). x   

Adolescent Dissociative Experiences Scale –II (ADES-II; (58). x   

Perth Alexithymia Questionnaire (PAQ; (59). x   

Urgency, Premeditation (lack of), Perseverance (lack of), Sensation 

Seeking, Positive Urgency, Impulsive Behaviour Scale – Child (UPPS-P 

Child; (60); (61). x   

Emotion Regulation Questionnaire – Child Adolescent (ERQ-CA; (62). x   

    

Assessment Measures - Diagnostic       

Schedule for Affective Disorders and Schizophrenia for School Age 

Children Present and Lifetime Version (K-SADS-PL; (63) x x  

Barkley Sluggish Cognitive Tempo Scale – Children and Adolescents 

(BSCTS-CA; (64).  x x  

Dissociative Disorder Interview Schedule as a structured interview 

(DDIS;(65) - discontinued  x    

    

    

         

These measures are selected based on a review and critical appraisal of contemporary literature, 

which identified several measurable and potentially treatable traits and disorders of 

psychopathology associated with SH. These parameters capture potential novel candidate RFs for SH 

in C&A and will be explored in real life clinical settings, inclusive of gender diversity and 

neurodiversity. Naturally, an increased understanding of these conditions and diagnoses - 

specifically the processes and mechanisms that underlie them with regards to difficulties with 

emotional regulation and impulsivity in the context SH - will represent a significant enrichment of 

current understanding of escalating SH in C&A. This process will inform development of more 

effective treatments. More specifically, apart from examining conventional RFs for SH, EXPAAND 

will also evaluate the links of SH and severity with the symptoms of ADHD [37], SCT [31], 

dissociation [30] and alexithymia [28,29]. Phase 2 data will provide opportunities to explore these. 

Part 2 Assessing and diagnosing ADHD and SCT. To mitigate the extent of ADHD 

confounding the treatment effect of TA, we screen and assess ADHD and SCT using research-

standard semi-structured interviews (i.e., K-SADS-PL [63] and BSCTS-CA [64]). When confirmed, 
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participants are offered the opportunities for further clinical evaluation and treatment by our 

paediatrician at PCH (C.D) when participants enter Phase 3 described below. 

Phase 3  Nested RCT of three groups:  

(i) Arm 1 - TAU, (ii) Arm 2  - Expanded Assessment (EA(+ADHDmed) and (iii) Amr 3 - 

Expanded Assessment augmented by Therapeutic Assessment intervention (EA(+ADHDmed)+TA)  

Management of TAU Group: 

Treatment-as-usual (TAU) group  

The TAU group is managed according to the standard protocol, stipulated in the ‘Clinical Care 

as Usual Protocol’ at PCH ED for C&A. This protocol specifies the process by which a young person 

is triaged by an ED Nurse who provides an initial assessment; and if required, the young person is 

then treated by an ED doctor (i.e., a junior doctor, supervised by a Consultant Paediatric Emergency 

Physician). If a patient is referred for mental health assessment by a Clinical Nurse Specialist or 

Mental Health Nurse, they receive psycho-social assessment, including screening for a standard 

battery of co-morbid mental health conditions, such as depression and anxiety, and SH risk 

assessment (including risk and protective factors) to inform a Risk Management Plan.  

The standard Care Plan (i.e., discharge plan) may lead to: (i) admission to the mental health ward 

for further risk containment; or (ii) discharge into the community, where standard procedure 

includes a follow-up with a sub-acute appointment within one-week at a community mental health 

clinic or a mental health clinician in the private sector. At all times, participants in the study are 

encouraged to engage in their existing treatments.   

Management of Arm 2 and Arm 3 Groups: 

The participants, who are randomly allocated to Arm 2 (EA(+ADHDmed) or Arm 3 

(EA(+ADHDmed)+TA), are given additional resources embedded within the study protocol, above 

and beyond the standard care. 

Arm 3 participants are given TA [24], which includes following major components that are 

summarised in Table 3.  

Table 3. THERAPEUTIC ASSESSMENT STEPS. 

1. Standard psychosocial history and risk assessment (i.e., taken from the 

standard psychosocial assessment completed as part of standard care in the PCH 

ED).  

2. A 30-min intervention covering the next four steps (i.e., step 3 to 6, completed 

within the Arm3 ‘EA+TA’ assessment session).  

3. Joint construction of a diagram to identify  the vicious cycles that maintain 

self-harm.  

4. Identifying and selecting specific target problems to explore alternative 

behaviours to self-harm, called ‘exits’ (i.e., ways of breaking the vicious cycles 

identified). 

 

5. Considering and enhancing motivation for change. 
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6. The clinician and client co-create an ‘understanding letter’ as a record of the 

intervention, so that the participant can utilize this as an aid memoire in future time 

of distress or crisis. 

Phase 4: Procedures to obtain outcome measures for three group comparisons (i.e., TAU vs 

‘EA(+ADHDmed)’ vs ‘EA(+ADHDmed)+TA’)  

In Phase 4, we utilise standardised outcome measures to evaluate the effects of Phase 3 RCT 

interventions.  This final phase involves a naturalistic observation component, whereby service 

utilization (i.e., re-presentation to ED with further SH episode) by participants is captured and 

mapped over a 6-month period.  Participants’ clinical characteristics are also recorded as part of their 

clinical trajectory and linked with the morbidity index of SH behavior (i.e., ‘first-time presentation’ 

vs ‘recurrent SH presentation’ as designated in Phase 1 during the first index episode).   

Details of outcome measures for this project are summarised in Table 4.  

Table 4. OUTCOME MEASURES. 

Primary Outcome Defined as  Measured by Protocol 

1. Rates of re-

presentation  

 

Number of presentations for 

a mental health crisis to PCH 

ED within a 6-month period  

Medical records/ 

PSOLIS records 

6-month follow 

up 

Secondary Outcomes   

1. Engagement 

with treatment  

Rate of a�endance at follow-

up first follow-up 

appointment following DSH 

presentation to PCH ED in 

the acute and sub-acute  

 

Audit of 

appointments 

a�ended (CAMHS-

PSOLIS), vs 

appointments 

scheduled as per 

CAMHS clinical 

guidelines and Risk 

Management Plans 

Acute (2 weeks) 

 

Sub-acute (6-

months) 

2. Clinical 

Symptoms 

Number of DSH Episodes 

following presentation in the 

acute and sub-acute 

 

 Acute (2 weeks) 

Sub-acute (6-

months) 

3. Clinical 

Presentation 

   

3.1 Medical seriousness  

 

Medical seriousness of 

presentations for mental 

health crisis/ DSH behaviour 

within a 6-month period 

Medical Lethality 

Scale of the K-SADS 

(Scale 4d.) – revised: 

(1= no medical 

6-month follow 

up  
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 damage; 2= 

subthreshold, 

superficial cuts; 3= 

threshold indicating 

medical 

intervention, 

significant cut with 

bleeding); clinician 

rated 

 

3.2 Potential lethality  

 

Potential lethality of 

presentations for mental 

health crisis/ DSH behaviour 

within a 6-month period 

 

Potential Lethality 

Scale; Haw et al., 

2003) (1 = certain 

survival; 2 = <50% 

chance of death; 3. 

>50% chance of 

death; 4 = certain 

death); clinician 

rated 

6-month follow-

up   

Data Analysis 

The study outcomes are examined by multivariate analyses, including logistic regression, 

difference-in-difference regression, and Poisson regression. Continuous variables are analysed by 

ANOVAs with respect to group comparisons. This study includes descriptive and hypothesis-testing 

statistical analyses of multi-source psycho-social, psychometric, and diagnostic data.  

Addressing and Mitigating Information Bias 

The decisions on primary and co-morbid clinical syndromes are reviewed by a panel of at least 

three clinicians (Consultant Psychiatrist, Consultant Paediatrician, and Clinical Psychologist). 

Clinical review meetings are held on a fortnightly basis. Clinical decisions are made on the basis that 

a majority rule (63%) is reached.   

Ethics and Dissemination 

Ethical approval from the ethics committee of the Government of WA Health Ethics has been 

obtained (RGS0000003060). We will publish the results in peer-reviewed journals, and present at 

conferences, continuing professional development events, and consumer and carer events. Findings 

will be shared with professional and consumer organisations, to promote translation into health care 

practices. 

We will provide participants communications about this study in peer-reviewed journals, and 

conference presentations. We will present our findings to clinicians in general medical practitioners, 

general practice clinicians and psychiatrists. 

Expected Results 

The prevalence of ADHD in clinical populations has been reported to vary. In adult clinical 

populations, prevalence ranges from 7% to 39% [50] and 13% to 47% [51]. In youth populations, one 
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study in adolescents admitted to ED with suicidal attempts reported 65% prevalence of ADHD, 

which was more common than major depression in this group (43.5 %); other characteristics of this 

sample included predominance of females, very few having confirmed ADHD diagnosis and 

majority exhibiting symptoms associated with the inattentive subtype of ADHD [52]. Given the 

magnitude of variability in the literature, we cannot predict the precise prevalence of ADHD/SCT in 

the EXPAAND sample, or the extent to which ADHD/SCT can confound and dilute the effects of TA. 

For these reasons, we include in EXPAAND a research-standard routine diagnostic assessment for 

ADHD/SCT for all patients in the two intervention arms, and subsequent pharmacotherapy for those 

who are diagnosed positive for ADHD/SCT and consent to receive treatments. However, EXPAAND 

is not powered to test the sole effect of diagnosing and treating ADHD, due to the unpredictability 

of ADHD/SCT prevalence in clinical samples. Nevertheless, post-hoc analysis of such an effect may 

become available if the ADHD prevalence is high in EXPAAND, thereby yielding enough 

participants with ADHD within Arms 2 and 3 for meaningful comparisons. In terms of expected 

results, we envisage that by diagnosing and treating ADHD and SCT when detected we will mitigate 

potential confounding effects of these conditions, which will result in reduced episodes of SH, 

improved engagement with treatment, and reduced health service usage. 

We also expect that SH-focused TA will be effective in reducing subsequent SH and in 

improving engagement in follow-up and subsequent treatments. This is because TA demonstrated 

clinical effectiveness for SH in C&A [46,47] and at 2-year follow-up [48]. TA is a manualised brief 

intervention in reducing suicidality, and its effectiveness has not been evaluated in its application for 

participants recruited from ED during acute suicidal crisis. It is a short intervention, and EXPAAND 

can potentially evaluate its cost-effectiveness within an acute SH episode, given SH individuals often 

do not attend subsequent community follow-up appointments after the crisis episode. 

Conclusions 

The EXPAAND project represents an innovative approach to studying SH in C&A within an 

acute clinical setting. To evaluate a wider broader spectrum of risk factors and drivers of SH, 

EXPAAND assesses a broad range of psychiatric and attention-spectrum phenomena, many of which 

are ‘blind spots’ in conventional acute care. EXPAAND also includes a nested RCT to test the 

effectiveness of TA in this high-risk population of young people. EXPAAND is also novel and 

innovative in its methodological design by mitigating the potential effects of ADHD and SCT 

confounding and diluting the intervention effects of TA by evaluating, diagnosing, and treating these 

conditions.  Overall, EXPAAND, to our knowledge, is a highly innovative study on SA in C&A 

embedded in real life clinical settings, and is inclusive of both gender diversity and neurodiversity. 
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