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Abstract

Introduction: Self-harm in adults is a complex and highly
prevalent problem. The Relational Approach to Treating
Self-Harm (RELATE, ISRCTN code: ISRCTN75661422)
trial investigated the feasibility, acceptability and safety
of 8-session cognitive analytic therapy (CAT) for self-
harm, compared with treatment as usual. This qualitative
evaluation explored participants' experiences of study
processes and of brief CAT.

Method: Semi-structured one-to-one interviews were
carried out with N=24 participants and reflexive thematic
analysis explored participants' expetiences.

Results: Five themes were identified supporting the
perceived acceptability of the trial and the therapy. Being
responsible to accept uncertainty was the concern prior to and at
the start of the CAT and centred on a sense of vulnerability
during the therapy itself. Se/facceptance through more
understanding and faking ownership illustrated understandings
of how CAT worked. Lzving with urges was seen as the impact
of the CAT on impulsivity, and being prepared for the end of
treatment was a key factor in the overall view of brief CAT.

Trial registration: The trial was pre-registered (21/10/22) on ISR CTN (ISRCTN code: ISRCTN75661422).

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction

in any medium, provided the original work is properly cited.
© 2026 The Author(s). Psychology and Psychotherapy: Theory, Research and Practice published by John Wiley & Sons Ltd on behalf of The British

Psychological Society.

Psychol Psychother Theory Res Pract. 2026;00:1-18.

1

wileyonlinelibrary.com/journal/papt


www.wileyonlinelibrary.com/journal/papt
mailto:
http://creativecommons.org/licenses/by/4.0/
mailto:isabel.adeyemi@gmmh.nhs.uk
http://crossmark.crossref.org/dialog/?doi=10.1111%2Fpapt.70057&domain=pdf&date_stamp=2026-03-19

2 ADEYEMI ET AL.

Conclusions: Brief CAT for self-harm appears acceptable in
terms of intervention coherence, self-efficacy and perceived
effectiveness. Anticipation of increased vulnerability (i.e.,
affective attitudes) and the energy required (i.e., burden) in
talking through difficulties and trauma suggest a need to
manage patient expectations before brief CAT is started.

KEYWORDS

acceptability, cognitive analytic therapy, feasibility, qualitative, RCT,
self-harm

Practitioner Points

* Reported experiences of adults receiving brief cognitive analytic therapy for self-harm show
that this therapy is acceptable to patients.

e A large randomised controlled trial into brief cognitive analytic therapy for self-harm is
warranted.

INTRODUCTION

Self-harmis defined as intentional self-injury (e.g., cutting or hitting oneself) or self-poisoningirrespective
of suicidal intent (National Institute for Health and Care Excellence, 2011, 2022). In England, there is
evidence of increasing rates of self-harm amongst those aged 16years and older, from 2.4% in 2000 to
3.8% in 2007 and 6.4% in 2014 (McManus et al., 2019). Self-harm is a robust predictor of future self-
harm and suicide (Hawton et al., 2015; Mars et al., 2019), as well as ongoing psychological and social
difficulties (Daukantaité et al., 2020; Reinherz et al., 1995; Stanford et al., 20106). Self-harm is also an
indicator of untreated psychological distress (Harris, 2000; Taylor et al., 2023) and is associated with
extensive treatment costs, with annual hospital costs estimated at £162 million in the UK (Tsiachristas
etal., 2017). Thus, there is a need to develop and evaluate effective and efficient treatments for self-harm.
Cognitive analytic therapy (CAT) is a relational, structured, time-limited and integrative psycho-
therapy, with a growing evidence base in terms of effectiveness, efficacy and acceptability (Hallam
et al., 2020; Ryle & Kerr, 2020; Simmonds-Buckley et al., 2022). CAT is described in detail elsewhere
(Ryle & Kerr, 2020), but, in brief, focuses on working with clients to identify how developmental experi-
ences have shaped long-term and unhelpful patterns of relating to others (e.g., suppressing communica-
tion for fear of upsetting others or inviting others into criticism) and self (e.g., being overly self-critical)
and then identifying ways of breaking free of these patterns and creating new ways of relating to self
and others. CAT is delivered 8, 16 and 24 session formats according to patient complexity and all these
versions share the same three phase structure of reformulation (i.e., development of a shared and agreed
narrative and sequential diagrammatic reformulations), recognition (i.e., developing the ability to mind-
fully recognise roles and patterns in the reformulation) and revision (i.e., identification of “exits” or
alternative ways of relating). As a time-limited therapy, the ending of CAT is important and CAT has the
specific tool of patient and therapist goodbye letters that are shared at therapy end, prior to follow-up.
The RELATE trial was a feasibility randomised controlled trial (RCT) of an 8-session CAT approach
for adults who self-harm (Taylor et al., 2024, 2025). Participants were allocated to receive either CAT
plus treatment as usual (TAU) or TAU alone. The trial included a nested mixed methods evaluation to
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ACCEPTABILITY OF BRIEF CAT 3

TABLE 1 Constructs of the theoretical framework of acceptability.

Construct Definition

Affective attitudes How participants feel about the intervention

Burden The perceived amount of effort that is required to participate in the intervention

Ethicality The extent to which the intervention has good fit with participants' values

Intervention coherence The extent to which the participants understand the intervention and how it works

Opportunity costs The extent to which benefits, profits or values must be given up to engage in the
intervention

Perceived effectiveness The extent to which the intervention is perceived as likely to achieve its purpose

Self-efficacy Participants' confidence that they can perform the behaviour(s) required to participate in

the intervention

test the feasibility of study processes and the feasibility and acceptability of brief CAT for self-harm. The
current qualitative study is part of the process evaluation of the RELATE trial.

Acceptability is a multifaceted construct that refers to patients' perceptions of an intervention
and represents whether a favourable attitude towards the therapy is formed from the experience of
the intervention (Gooding et al., 2018). Acceptability is important because poor acceptability in-
creases the likelihood of treatment refusal, treatment dropout and poor clinical outcomes (Gooding
et al.,, 2018). The theoretical framework of acceptability (TFA; Sekhon et al., 2017) comprises seven
constructs (see Table 1); affective attitude, burden, perceived effectiveness, ethicality, intervention
coherence, opportunity costs and self-efficacy. The TFA offers a lens through which to view in-
tervention components and can account for personal, organisational and other contextual factors
that could influence both intervention delivery and acceptance (Sekhon et al., 2017; Sekhon & van
der Straten, 2021). A TFA facilitated evaluation of the acceptability of an intervention is achieved
through interpreting inductive themes identified from interviews of participants' experiences of re-
ceiving the intervention. The TFA has previously been used to assess acceptability of interventions
during clinical trials (Laing et al., 2022).

Qualitative approaches for investigating the acceptability and feasibility of trials can help under-
stand rates of engagement or retention in the arms of the study (Duxbury et al., 2024; O'Cathain
et al., 2013). Qualitative process evaluations can also build understanding of how therapy outcomes
are achieved and facilitated, articulate the key components of the intervention and how these in-
teract, identify potential mechanisms of the intervention and the features of the context that are
expected to influence those mechanisms (Skivington et al., 2021). These results can generate hy-
potheses concerning mediators of effect which can be tested in future quantitative evaluations.
The aim of this current study was to assess the feasibility and acceptability of 8-session CAT for
self-harm in adults, based upon a qualitative process evaluation of participant experiences within
the RELATE trial. The study also aimed to investigate the impact of brief CAT from participants'
perspective and so identify potential putative mechanisms of action. Participants were included
from both the CAT and TAU arms of the RELATE trial, to gain a perspective on being involved in
the study, from both arms of the trial. These results will therefore inform the next step in evaluating
CAT as a treatment for self-harm.

METHODS
Trial design

RELATE was a rater-blind feasibility RCT (Taylor et al., 2024). Participants were randomly allocated on
a 1:1 basis to either CAT+TAU or TAU alone. Assessments took place at baseline, 12 and 18 weeks post
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4 | ADEYEMI ET AL.

randomisations. The trial received ethical approval from an NHS research ethics committee (Greater
Manchester West REC; ID: 318068).

Expert-by-experience involvement

CL is an expert by experience co-researcher and was involved in the design and management of
the trial. CL co-chaired a patient and public involvement (PPI) advisory panel comprising four
adults with lived experience of self-harm. The advisory panel provided input on the design and
conduct of the feasibility trial. Specifically for the qualitative process evaluation, PPI feedback
included the addition of neurodiversity as a factor for purposive sampling, and amendments to the
wording of questions on the topic guide for coherence. Three advisory group members received
in-house training on reflexive thematic analysis (RTA; Braun & Clarke, 2021) and contributed to
the qualitative analysis. Training covered an explanation of qualitative data and why it is useful,
the stages of thematic analysis and the need for reflexivity to routinely reflect on assumptions,
expectations, choices and actions throughout the research process. Lastly, training covered an ex-
planation of the domains of the TFA (Sekhon et al., 2017) and its application in the study. Training
was delivered in groups with additional 1:1 meetings for individualised support. PPI members are
recognised as co-authors.

Participants

Participants taking part in the RELATE feasibility trial were invited to take part in the qualitative
process evaluation. RELATE included N=060 participants recruited from outpatient psychological
services within two large NHS Foundation trusts in England, with »=31 randomised to CAT plus TAU
or TAU alone. To be eligible, participants had to be aged 18-years or over, with =3 episodes of self-harm
in the past year, confirmed via the Self-Injurious Thoughts and Behaviours Interview (SI'TBI; Nock
et al., 2007) and were safe to be seen in an outpatient clinical context as judged by their clinical team.
Individuals were excluded if currently inpatients, already receiving a high-intensity psychological therapy,
experiencing current mania or psychosis as determined using the MINI International Neuropsychiatric
Interview (Sheehan et al., 1998), or having inadequate English-language ability to understand study
materials and give consent. Individuals were also excluded if they had a moderate-to-severe intellectual
disability (i.e., IQ <70) ot otganic cerebral disease/ injury affecting language comprehension, as judged
by their clinical team, or if they judged to be at imminent risk of severe (i.e., potentially life threatening)
harm to themselves. In the latter case, these individuals could take part in the trial once risk had reduced.
Of the 60 participants taking part in the RELATE trial, 59 consented to being invited for qualitative
interview. All participants that dropped out of CAT were invited for interview. Purposive sampling with
maximum variation sampling was used, based on the following factors: engagement/withdrawal from
intervention, ethnicity, gender, neurodiversity and age.

The study had a relatively narrow focus, a specific trial sample (RELATE trial participants) and was
informed by the TFA. Drawing on the principles of information power (Malterud et al., 2016) therefore,
a sample size of 20 overall was deemed adequate. Within this 20 a target of 15 participants from the
CAT arm and 5 from the TAU arm were sought, given that participants in both arms could reflect on
trial processes, whilst only those in the CAT arm could comment on the therapy. It was anticipated that
experiences of being in the CAT+TAU arm would be more complex and varied than experiences of
being in the TAU alone arm. TAU participants were included to allow us to investigate the experience of
being randomised but not being offered CAT. From an information power perspective this is a narrow
focus (relative to questions about the therapy or wider trial experience) and as such the smaller sample
can be justified.
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ACCEPTABILITY OF BRIEF CAT 5

Cognitive analytic therapy

Therapy comprised eight 50-min weekly sessions delivered by band 7 or 8 NHS therapists with relevant
core professional training (CBT therapist, clinical psychologist, psychiatrist), who had all completed
at least the first year of post-qualification CAT training. Therapy followed a standard 8-session CAT
protocol and covered reformulation, recognition and revision (Kellett et al., 2024), but had an explicit
focus on self-harm (Taylor et al., 2024, 2025). As such, one target problem with each participant fo-
cused on self-harm, whilst subsequent target problems could relate to broader difficulties. Consistent
with a CAT approach, the aim was to understand the relational processes underlying self-harm rather
than working with this at a purely behavioural level. Sessions 1-3 were the reformulation phase, ses-
sions 4-5 were the recognition phase and sessions 6—8 were the revision phase. Participants received a
follow-up session up to 8 weeks after the end of therapy to recap on the shared understanding of diffi-
culties, reviewing and revisiting exits and progress, reconnecting with the diagrammatic reformulation
and the target problems, recognising areas of change and troubleshooting any ongoing difficulties.

Treatment as usual

Whilst national guidelines exist for treating self-harm (National Institute for Health and Care Excellence, 2022)
there is currently no standard service pathway for supporting adults who self-harm in NHS outpatient psy-
chology services, and as such TAU varies between and within trusts. TAU could include structured clin-
ical management (e.g.,, from a community psychiatric nurse), psychiatric medication, support groups and
structured psychological therapies (e.g., cognitive behavioural therapy [CBT], dialectical behavioural therapy
[DBTT) though this may be focused on other diagnosable problems and not self-harm specifically. Some
participants were not accessing any formal intervention as they were on waiting lists or were not eligible.
Participants in the CAT arm were able to access some forms of TAU such as medication, support groups or
structured clinical management, but would not typically be offered another 1:1 psychological therapy if al-
ready undertaking CAT. Two participants did withdraw from CAT in order to access alternative psychological
therapies, however. Further details are available in the main trial results paper (Taylor et al., 2025).

Procedure

Demographic information was collected at the baseline assessment (see Taylor et al., 2024, 2025),
including age, gender, ethnicity and sexuality. Participants were invited to take part in the qualitative
interviews, between the 12 and 18-week point, post randomisation. Interviews were conducted by a re-
searcher (IA or KM) who was not blind to trial arm allocation. Interviews were guided by a topic guide
(Appendix 1) that was developed by the PPI advisory group drawing on the TFA. All participants were
asked about their experiences of trial procedures including randomisation, assessments and contact
with the research team. For those in the CAT arm, interviews also focused on their experiences of
receiving the therapy, perceived acceptability, challenges to engagement, benefits and mechanisms of
action. Interviews were recorded using an encrypted digital audio recorder. Thirteen participants were
interviewed remotely using video conferencing, nine were interviewed in person and two participants
were interviewed over the telephone. Interviews were transcribed verbatim by a university and NHS
approved transcription service and identifiable data was removed from transcripts.

Data analysis

A critical-realist perspective was adopted for the analysis (Fletcher, 2017) that allowed for the
recognition of a shared reality underlying participants' responses whilst also holding in mind the
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6 | ADEYEMI gt AL

potential impact of the research teams' assumptions and the context of the work. IA and KM cross-
checked all transcripts with audio recordings to correct any errors and familiarise themselves with
the dataset. Data was analysed iteratively using an inductive reflexive thematic approach (Braun &
Clarke, 2021). Transcripts were coded independently. Three PPI members (SP, SA, SF) coded 18
transcripts (75%) in total, KM coded 12 (50%) and ITA coded the entire dataset. IA used QSR NVivo
12 Pro (Jackson & Bazeley, 2019) to code the transcripts, organise the data and aid presentation
of emerging themes for discussion in the qualitative analysis meetings. In between meetings, TA
met with PPI members individually as needed to support PPI members in the qualitative analysis
process.

PPI members and researchers attended four data analysis meetings. The aims of these meetings were:
to discuss coding of transcripts, explore similarities and differences in codings between co-authors and
to develop some initial themes (meeting 1), to reflect on the interpretation and consistency of coding
and review initial themes (meeting 2) and to agree on theme labels (meetings 3 and 4). Agreement
throughout the analysis was sought through consensus. Lastly, the themes and sub-themes were ex-
plored using the seven TTFA constructs, taking an abductive research approach in this stage of the
analysis, where the clustering and explanation of themes were guided, but not determined by existing
theoretical understanding (Thompson, 2022). PPI members and researchers discussed and agreed how
the themes mapped onto the TFA (meeting 4). Data about the study processes and about the therapy
were discussed and analysed separately.

Reflexivity

Qualitative interviews were conducted by TA and KM. They had a doctoral and mastet's level education,
respectively, in psychology. Neither had formal clinical training and had a basic knowledge of CAT. Two
PPI members had previous experience of CAT. PPI members did not undertake any interviews. IA led
the analysis with the support and input of other co-authors. Reflexivity was encouraged and discussed
in the qualitative analysis meetings and IA kept a reflexive log to document thoughts, uncertainties,
values, beliefs and assumptions that surfaced throughout. IA's expectations were in relation to the
benefits of psychotherapy and assumptions on why these expectations may not be met. IA discussed
with the wider PPI panel progress, uncertainties and challenges and asked for PPI collaborators to act
as a critical friend. The PPI panel was diverse in terms of gender and ethnicity.

RESULTS
Participant characteristics

Twenty-four participants took part in interviews (mean age=31.44, SD =13.96, range 18-60), »=17
from the CAT+TAU arm and »=7 from the TAU arm. Mean duration of interviews was 39min in
intervention arm and 24 min in TAU. Two out of a total of four participants who dropped out of CAT
were interviewed. Participant demographics are reported in Table 2.

Feasibility and acceptability of the study procedures

Results are presented separately with regard to overall study procedures and then the therapy spe-
cifically. As anticipated, participants had more to comment on regarding the therapy. No barriers to
consent and taking part, and to completing the follow-up questionnaires, were highlighted in the quali-
tative data. Overall, participants' accounts were that the study procedures were emotive but not seen
as overly burdensome. Questions about the frequency and strength of self-harm urges or frequency of
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ACCEPTABILITY OF BRIEF CAT | 7

TABLE 2 Participant demographics.

Variable N (%)
Gender
Female 18 (75.0%)
Male 3 (12.5%)
Non-binary 3 (12.5%)
Sexual orientation
Heterosexual 12 (50.0%)
Gay/lesbian 2 (8.3%)
Bisexual/pansexual 8 (33.3%)
Other 1 (4.2%)
Missing 1 (4.2%)
Ethnicity
White British 17 (70.8%)
White other 2 (8.3%)
Indian 2 (8.3%)
White and Asian 1 (4.2%)
Chinese 1 (4.2%)
Other 1 (4.2%)

self-harming could be a reminder of trauma and be difficult to answer depending on the strength and
frequency of recent urges for self-harm. Participants in the trial received TAU or, if in the intervention
arm, TAU and CAT. As noted, TAU was variable and could encompass a variety of different forms of
support from therapy to medication to support groups (Taylor et al., 2025). No additional therapeutic
support was provided by the trial team other than CAT. Nonetheless, some participants suggested that
more support for participants in the study could be built into future studies, particularly after the first
baseline assessment which was the most comprehensive:

I think because I was in a bad place at the time, it [the assessment questions| set me off a
little bit, because the questions were quite relative to what I was experiencing back then.
[...] It felt alright. I didn't have anything against it.

(Participant 05, TAU)

Participants noted that being asked about frequency of self-harm during the baseline assessment was reve-
latory, as their self-harm had become unhelpfully self-normalised:

It's so shocking even to myself [...] some of the questions around suicide, I wasn't expect-
ing to answer yes to so many of them.

(Participant 14, CAT)

Asking the questions and |...] how much I wanted to commit suicide, I genuinely didn't
think that it was that bad because the days just kind of blend together. So I didn't realise
how bad it was until I started thinking about it [...]. It upset me, but I wouldn't have said
negatively or positively, it just made me aware of the situation, to the point that I needed
to address it with my GP.

(Participant 15, TAU)
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8 | ADEYEMI gt AL

For some participants in the TAU arm, contact about the study could be a difficult reminder that they
were not receiving support. However, participants did not equate this as being overly burdensome
“because it [the assessments| was so spread out it didn't feel intrusive or it didn't feel like it was taking
away from my time or it was something useless.... a good thing about the trial was that it was spread
out in a way that it wasn't too much of a reminder of what I was missing out on” (Participant 08, TAU).

Feasibility and acceptability of CAT

Five distinct overarching themes were identified regarding brief CAT. These were: (1) being responsible
to accept uncertainty, (2) self-understanding and self-acceptance, (3) taking ownership, (4) living with
self-harm urges, (5) being prepared for the end of brief CAT for self-harm.

Theme 1: Being responsible to accept uncertainty

Participants highlighted that being able to be vulnerable when discussing self-harm was an important
part of a psychological therapy. Participants' expectations of CAT were that they would have to open up
about difficult experiences and emotions, and these expectations were associated with uncertainty about
wanting to start CAT. There was some tension with this theme, as participants acknowledged the need
to be vulnerable to give themselves a chance of benefitting from the therapy.

I was worried that it would bring up too many things that would cause too much hurt and
cause me to go backwards instead of forwards. [...] But by the same token I was prepared
to take that risk if it was likely to make me feel better at the end of the day.

(Participant 18)

Participants also talked about finding therapy sessions draining, in particular the reformulation sessions,
because they were having to open-up and elaborate on experiences, including childhood and traumatic
experiences.

for the first three or four sessions I came out feeling very raw, very vulnerable. I sat in the
car and cried because, I was uncovering things I had no idea were an issue from childhood.
And having my mind opened to the possibilities that I don't know everything about my-
self. [...] Sitting with somebody and looking at emotions scientifically and psychologically
rather than a bit wishy washy was just so refreshing.

(Participant 24)

It wasn't easy because it was really a time for me to be completely transparent about the
way I react to certain situations
(Participant 07)

Theme 2: Self-acceptance through better understanding

In the process of making themselves vulnerable and exploring self-harm urges during CAT, participants
talked about gaining more understanding about themselves, and about how and why they self-harmed.
Through this process of self-understanding, participants talked about developing more self-acceptance.
The theme of self-acceptance was divided into two sub-themes: (a) seeing the bigger picture of my
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ACCEPTABILITY OF BRIEF CAT | 9

behaviours, and (b) seeing myself through the therapist's eyes. These sub-themes were processes
underpinning the development of self-acceptance.

Theme 2.1: Seeing the bigger picture of my bebaviours

Participants made connections between past and recent experiences of self-harm, in thought patterns,
feelings and behaviours. One participant explained the intervention helped their “understanding [of]
why I am feeling the way that I'm feeling, or why certain things triggered me because of things from
the past” (Participant 10). Adopting a more macro-perspective was a key process towards participants'
developing better understanding of their urges to self-harm. The sequential diagrammatic reformulation
(SDR) also facilitated this ability to see and recognise patterns in their self-harm.

It made things a lot clearer from what the root cause is behind [...]. [It] outlined the harm-
ful thinking that would lead to negative thoughts. So, it helped visualise that a bit clearer.
Then I would be able to identify where these things start and why they end up getting to
where they do.

(Participant 22)

For participants, using the SDR enabled them to make connections across experiences of self-harm:

Identifying them [patterns] was very eye-opening because I didn't realise it was like patterns
until it was on paper. [...] It made it easier for me to recognise when I was going into it.
(Participant 19)

Theme 2.2: Seeing nyself throngh the therapist's eyes

The therapeutic relationship facilitated participants' ability to see themselves through the therapists'
eyes. A key point in the therapeutic relationship was the therapist reading their narrative reformulation
to the participant during the reformulation stage (i.e., session 3 of the 8 sessions). The SDR appeared to
be a key factor for increasing engagement in CAT due to participants reported that their engagement
in the work was strengthened from hearing the therapist's viewpoint. This was because participants
felt the therapist identified and highlighted previously unconsidered factors influencing proneness to
self-harm:

When [the therapist] read me her first letter, it did make me cry because she put everything
that I said from a different perspective that I hadn't considered before. [...] I've never been
able to consider it from a different perspective.

(Participant 02)

Participants talked about feeling hopeful that they could then benefit from the therapy because they felt the
therapist understood them well:

when she said those two things, I felt like there was actually hope that I could do some-

thing to make what happens for me different.
(Participant 14)

Theme 3: Taking ownership of emotions and behaviours

Participants talked about taking ownership of their emotions and behaviours. This concerned
experiencing an increased sense of agency over how they responded to self-harming urges.
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we would talk about the issues that were causing me to self-harm, [...] [CAT] was getting
me to think about what it is that's actually doing it and be the person that I want to be,
rather than just this angry, mardy person that I turned out to be.

(Participant 19)

Many participants reported using the SDR as key tool in recognising self-harm urge patterns outside of
therapy sessions:

making a map of the patterns and laying them out in almost like steps [...] helped me visu-
alise it. Even outside of therapy if I was going into that pattern, that map would just come
in my mind and then I would be able to step out of it.

(Participant 09)

Theme 4: Living with urges

Participants highlighted that CAT impacted on how they responded to the urges to self-harm, both in
the absence of self-harm behaviour and following self-harm. They described enhanced coping with self-
harm urges in terms of being kinder to themselves and using generally healthier means of coping. This
self-kindness was facilitated by an increased understanding of how self-harm was an attack on the self.
Participants noted that through the action of CAT, they generated more self-compassion during urges
to self-harm and also after self-harming. Participants described that recognising urge patterns helped
them in managing their emotions before these led to self-harm:

if I've been in a really upset state, it's helped me calm down |[...] because I've been a bit less
hard on myself. [...] Because that makes more sense in my head, so I can rationalise it a bit
better, and then not be so hard on myself.

(Participant 06)

I've started to think about myself in a different way. Understanding these behaviours and
patterns that I hadn't thought of before was quite big for me.
(Participant 01)

Participants also used self-compassion after they had self-harmed, to reduce the likelihood of their emotions
spiralling into further self-harming:

Before, after I self-harmed, I would have spiralled into almost like punishing myself
through some way by almost scolding myself. Versus now, I've noticed that when I did, 1
was much nicer to myself and I was telling myself that it's okay, that you've done this and
now you just have to focus on treating the wound and taking care of yourself a little bit
(Participant 09)

Another perceived impact of CAT was that participants felt they had alternatives to self-harming behaviour
and that they could make use of these strategies:

I'm still having some struggles with my mental health but I don't think I'm turning to self-
harm to deal with them, I'm turning to my more healthy habits.
(Participant 02)
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Theme 5: Being prepared for the end of CAT

Participants highlighted that because the structure of CAT and the number of sessions were made clear
to them and discussed as the sessions progressed, they felt more prepared for the termination of therapy:

It was a set course. You've got eight to do. Whereas I think if it had been a bit more open
ended and then it had been like 15 sessions in and you're like ahh no, two more sessions,
then I would have found it really difficult.

(Participant 17)

Some participants also noted that, although they understood the brief nature of 8-session CAT, they would
have liked to have more sessions. Needing time “to get acclimatised to the fact that you're being very vulnet-
able with a complete stranger, which obviously takes some time to be okay with” (Participant 20) impacted
on participants' views of the therapy ending and wanting more sessions.

DISCUSSION

This qualitative study investigated the experience of taking part in the RELATE trial and receiving
brief CAT for self-harm as part of the trial, focusing on acceptability but also potential therapeutic
mechanisms of action of this therapy. The study procedures were largely acceptable, although the
assessments could be challenging for some participants. Participants' descriptions of their experiences of
brief CAT for self-harm show that the intervention was acceptable and, moreover, perceived as helpful.
An increase in understanding of the self and the patterns in the urges to self-harm changed participants'
relationship with self-harm behaviours towards greater self-acceptance and self-compassion. These
represent potential mechanisms of action that could be explored in further research.

Themes mapped onto four of the constructs of the TFA (Sekhon et al., 2017). Theme 1 (being re-
sponsible to accept uncertainty) mapped onto the TFA constructs of affective attitudes and burden. Worries
before starting CAT about being vulnerable and the energy required to talk about difficult and trau-
matic experiences were burdensome. Notably, only four participants of the 31 randomised to CAT
dropped out during therapy. None of these cases cited CAT as the cause of discontinuation, suggesting
the therapy is acceptable (Taylor et al., 2025). Nonetheless, therapists should be mindful of the under-
standable trepidation clients may experience about starting CAT and the potential challenge and burden
particularly of the initial sessions. Other qualitative research has similarly highlighted how difficult
emotions can arise during CAT, especially during the reformulation phase as an understanding of a cli-
ent's problems is developed and shared (Balmain et al., 2021; Shine & Westacott, 2010). The role of pro-
viding psychoeducation to CAT patients regarding this needs to be researched. Themes 1 and 5 (being
responsible to accept uncertainty; being prepared for the end of treatment) also mapped onto énfervention
coberence. Participants' feedback suggested that they understood the purpose of the intervention was to
target self-harm and they would need to discuss their self-harm, and that they understood the limits of
the time-limited intervention.

Themes 2 and 3 (self-acceptance through more understanding; taking ownership) mapped onto self-¢fficacy in
the TFA. Participants' reports suggest growing confidence in the ability to generate self-acceptance
and in agency for how they responded to urges of self-harm and these increased as CAT progressed.
Participants noted that a greater understanding of themselves and why they were prone to self-harm was
an important driver of change here. These results are consistent with other qualitative research that has
highlighted how greater insight into one's self-harm and self-acceptance are important in terms of re-
covery (Haw et al., 2023; Hudson et al., 2025). Similarly, in other qualitative work into CAT, participants
have noted how the approach helped them to better understand their difficulties (Balmain et al., 2021;
Shine & Westacott, 2010). Participants referred to developing more self-compassion through CAT. This
is pertinent given self-compassion has been linked to self-harm (Suh & Jeong, 2021) and could be an
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important mechanism for therapeutic change as more positive regard for oneself may be a barrier to
harming oneself (Hooley & Franklin, 2017).

Themes 4 and 5 (fiving with urges; being prepared for the end of CAT) mapped onto the construct of perceived
effectiveness. Ultimately, participants reported self-harming less often and that CAT, whilst not necessarily
stopping all self-harm urges, did enable participants to live alongside urges. This could be understood
in terms of participants feeling more in control of their urge to self-harm (and feeling less controlled
by such urges) and generating greater agency in responding to urges differently and expanding the
bandwidth of more adaptive responses. Understanding and acceptance of thoughts and feelings were
important drivers of this change, and CAT tools such as the use of narrative and diagrammatic refor-
mulations aided this process. Likewise, even where participants had self-harmed, they described being
able to view this experience from a new and different perspective and not get drawn into an unhelpful
spiral of negative emotions. Results are consistent with the suggestion that CAT enabled a change in
the relationship individuals had with their self-harm, such as reducing the extent to which they felt de-
pendent on self-harm. Shifts in these beliefs about self-harm may in turn lead to changes in behaviour
(Sandel et al., 2021). The recognition phase of CAT includes the learning of new skills of mindful self-
observation and so a greater capacity to reflect on and non-judgementally notice unhelpful roles and
patterns as and when they are occurring or have occurred (Ryle & Kerr, 2020). This idea is supported in
the qualitative data, with participants noting a greater awareness of patterns linked to their self-harm.

Some participants talked about wanting additional CAT sessions to further discuss and consolidate
learning on alternative strategies for self-harm. It may be that for some individuals brief CAT could
be followed with more skills-based interventions (e.g., skills training groups) to provide further prac-
tical tools for coping with self-harm urges. This needs to be researched. Notably, participants who felt
that alternative strategies to self-harm were not sufficiently discussed still talked about the benefit of
increased self-understanding and acceptance from developing the SDR and being better equipped to
observe the roles and patterns maintaining self-harm.

A key strength of the qualitative study was the involvement of people with lived experience in the
running of the trial and specifically in the analysis of qualitative data. The input of PPI members in
the qualitative analysis benefitted its trustworthiness (Sandelowski, 1993), in that the perspective of
both researchers and PPI collaborators increases the credibility of the interpretations in the analy-
sis (Guba, 1981). The researchers had a background in psychology, with a perspective more heavily
weighted on academic literature and arguably a belief in the value of psychotherapy as at least a partial
solution to difficulties with self-harm. In contrast, PPI members brought a different perspective de-
veloped through the lived experience of self-harm and of various positive and negative experiences of
accessing help for self-harm and wellbeing.

Some limitations should be noted. Interviews with participants in the CAT arm mostly occurred be-
fore the follow-up therapy session had occurred, and so exploration of views about this session was nat-
urally therefore limited. Likewise, given interviews typically occurred shortly after the end of therapy,
it was not possible to investigate longer-term changes. Future research should try to capture long-term
changes from short-term CAT. Whilst efforts were made to recruit a demographically varied subsam-
ple, important subgroups such as those from gender minorities were represented by a small number of
individuals. Different results may emerge when sampling a larger number of individuals belonging to
these subgroups.

The researchers who interviewed participants also had a role in the running of the trial more widely
and as such there may have been a tension between asking participants about their experiences and
wanting to perceive the trial positively. This was managed through supervision, keeping interview ques-
tions open and avoiding leading questions. The involvement of the PPT members in analysis provided a
further protection against researcher bias in this sense.

Tools such as the Consolidated Criteria for Reporting Qualitative Research (COREQ; Tong
et al.,, 2007) checklist have been developed to aid and enhance the reporting of qualitative interview
study findings. Adoption of such a tool in this study may have led to more comprehensive reporting,
However, COREQ has also been challenged, with critiques noting that items can be ambiguous, lacking
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in validity and that use of the checklist can become a performative exercise that does not help enhance
transparency or quality of reporting (Buus et al., 2025). Thus, we decided against using COREQ), but
recognise there is ongoing debate about such tools.

Whilst participants were positive about the impact of brief CAT, caution is needed in inferring effi-
cacy from these findings, particularly given the small sample and study design. Nonetheless, the results
support the acceptability of CAT and perceived the approach to be helpful, suggesting that further
controlled evaluation is warranted. These results also highlight potential mechanisms of action (self-
acceptance, changes in understanding of and relationship with self-harm) that could be investigated in
any subsequent trial. The results also highlight that early on therapeutic work could be difficult, and so
setting up clear expectations around the therapeutic work and careful monitoring of clients' experiences
in the early stages of CAT would be important.

Participants found the trial procedures on the whole to be acceptable but noted that assessments
relating to self-harm could be difficult. Research suggests that asking people about their self-harm does
not lead to increased distress, suicidal ideation or behaviour (e.g., DeCou & Schumann, 2018), but our
results highlight that these assessments may still be emotionally draining for some individuals. Whilst
it was made clear to participants before consent was sought that assessments might be difficult, a more
detailed discussion about the possible impact and how this could be mitigated may be helpful, in addi-
tion to introducing routine follow-up calls after each assessment.

Many participants also talked about feeling they had benefitted from brief CAT even whilst they
continued to self-harm at times. It has been argued that recovery from self-harm should be defined
more broadly than just cessation of the behaviour (Bradley et al., 2024; Hudson et al., 2025; Lewis &
Hasking, 2021). This raises an important question about what trials of interventions for people who
self-harm should focus on as a primary outcome. Relatedly, participants emphasised the importance of
self-compassion when experiencing self-harm urges, and it may be that changes in the way individuals
responded to urges represented a form of recovery even if urges persisted.

In conclusion, this qualitative study suggests that brief CAT for self-harm is an acceptable approach
and that evaluation of this therapy within an RCT is also largely acceptable to participants. Potential
therapeutic mechanisms for further investigation are self-acceptance and the understanding and rela-
tionship someone has with their self-harm. The qualitative findings suggest prompting concerns partic-
ipants may have about increased vulnerability in discussing self-harm to manage expectations early on
in therapy and suggest that measures related to self-acceptance and self-efficacy could help explore how
the intervention is thought to work.
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APPENDIX 1

RELATE QUALITATIVE TOPIC GUIDE
The order and exact content of the questions will be determined by the interview participant and will be influenced by the
ongoing analysis so the order of the questions may vary as the interview develops.

The following topics and prompts serve as an interview guide, and will be updated and developed based on emerging
information and themes.

Probe and ask for examples as the time permits.

e Introduce self, thank interview participant for attending.

* Explain the purpose of the interview, stressing interest in both positive and negative views and
experiences of taking part in the study and of therapy so that the therapy can be improved and
adapted based on the subjective experiences of participants.

e Check that the interview participant is in a quiet room where they are unlikely to be disturbed.

* Reminder to request breaks, can end interview, and confidentiality.

* Reiterate that we do not work directly with the therapists so anything that the participant shares
will not go back to the therapists.
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Recruitment

* Please tell me about how you came to take part in the study
o How did you find out about the study?
© What made you decide to take part?
© What kind of support were you already receiving?

Conduct of the trial

e Please describe your experiences of taking part in the study.
© What did you like about it?
© What did you dislike about it?
© Could anything have been done differently?
* Please tell me about how you found the assessments.
0 How was completing the questionnaires/interviews?
© What helped in doing the assessments?
© What got in the way of the assessments?
© Did you miss any of the assessments time-points? Why was that?
o Did you opt not to complete any assessments or questions? Why was that?
© Did you ever consider dropping out of the study? Why? What made taking part hard for you?
What would have made taking part easier for you?

Experience of being in treatment as usual arm (for those in treatment as usual arm only)

* How do you feel about not being allocated to the therapy group for the research study?
© What was difficult, if anything, about being in this group?
© What might have helped with this?
© Did the explanation of why participants were randomly put into groups make sense? What
do you think about this?

Questions about therapy experience (for those in therapy arm only)

* General questions
O Before starting, what were your views about being offered a psychological therapy for self-
harm? What concerns, if any, did you have? What did you expect that therapy would be like
before you started? What did you hope for from therapy? What were your expectations of
the therapist?
© Can you tell me about your experience of the therapy? What was it like? How did you find
working using the CAT approach?
© How did the therapy fit with your own personal values?
0 Which aspects of the therapy were difficult/challenging? Was thete anything that made it
difficult to access/persist/utilise? Please tell me more about that?
© Was there anything in your life more generally that affected your therapy experience? In
what ways?
How did this therapy compare with other types of therapy you have experienced?
How did you find attending the sessions? What helped or stopped you from attending?
How did you find the length of the therapy?
Did you have to give up anything or make any sacrifices to take part in the therapy?

O 0O O O O

Can you tell me about the end of therapy? How was this experience for you? How did you
find it preparing for the end of therapy?
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© How did you find mapping (drawing out a diagram of your difficulties and experiences) with
the therapist? How did you find the letter? How did you find working with patterns, states,
emotions and relationships? How confident were you in doing the diagram of your experi-
ences with the therapist/ in writing the letter?

© What would you change about the therapy? What would you keep the same about the ther-
apy? Who would most benefit from this therapy in the future? Why? Who would least ben-
efit from this therapy in the future? Why would this be?

0 Was there a booster session after the 8 sessions? (ninth session, occurring within a month
after the last session) how did you find this? What was unhelpful/unhelpful about it?

e Impacts of therapy & mechanisms of change

© TFor you, what was the most important thing about the therapy?

© What did you value most about the therapy?

© What were the most helpful aspects of therapy? Why? What were the most unhelpful aspects
of therapy? Why? How do you think the therapy worked, if at all?

O Please desctibe any impact of therapy ot changes that occurred PROMPTS: relationships/
work/meaningful activity/social life/recteational activities/physical health/general mental
health/other treatments used (use of medications/alcohol/street drugs, etc.)?

© What effect, if any, did the therapy have on your experiences and difficultiess PROMPTS:
Positive and negative emotions? Suicidal thoughts and behaviour? Understanding of
thoughts? Any changes in frequency/strength/intensity? Any changes in frequency or sevet-
ity of suicide thinking?

© What would you say were the unique aspects of this approach? Which aspects of the therapy
do you think contributed to change (or not)?

e Therapeutic alliance

© What was most important to you about working with a therapist?

© Please tell me about your relationship with the therapist — how did you find this?

© How would you describe your working relationship with your therapist?

© How did your relationship with the therapist differ to other times you have had therapy?

Additional questions for those who withdrew.

e Reminder: It's really helpful for us to find out more about why some people decide to leave the
therapy. This helps us think about ways to improve the therapy for others.

* What led to you withdrawing from the therapy?

* Is there anything that could have been done differently to support you in a more effective or
acceptable way?

* What things would you change about the approach if you could?

* Was there anything in your life more broadly that made the therapy less accessible/acceptable to
you? Please tell me about that.

Ending interview

Thank you for answering all my questions. I wondered if there is anything more you would like to add
to what you have said to help me understand your experiences?

I have asked you lots of questions; do you have any questions you would like to ask me?

How have you found the interview today?

Thank the participant
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