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Abstract

Previous surveys of clinical psychologists have found that they have little involvement 

in research and so are perhaps not functioning within the Scientist-Practitioner model 

that the profession advocates. However such surveys have used limited outcome 

variables (eg number of publications) to assess research involvement and have largely 

neglected to examine variables associated with research involvement. This study used a 

new questionnaire (the Research Involvement of Psychologists Scale) which comprises 

22 items pertaining to involvement in research production, 4 items pertaining to use of 

research in clinical practice, and 10 items measuring attitudes towards research. The 

latter were reduced to 8 items following item analysis of the scale. Total scores were 

computed for each of these 3 sections of the questionnaire. Clinical psychologists 

working within the Glasgow Directorate were surveyed. A 72% response rate was 

achieved and, contrary to findings from other surveys, this sample reported current 

involvement in a wide range of research activities and can therefore be said to be 

functioning within the Scientist-Practitioner framework. Attitudes towards research 

were generally positive, and more positive attitudes were associated with greater current 

involvement in research. Clinical psychologists who held split clinical/academic posts, 

and those who had a PhD or were registered for a further degree reported significantly 

more involvement in and significantly more positive attitudes towards research than did 

their counterparts. Grade Bs reported significantly more involvement in research than 

did Grade As.

word count 232
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Introduction

Clinical psychology is the application of findings of scientific study of behaviour and 

experience to health care (MAS report, 1989). Few clinical psychologists genuinely 

contribute to both scientific study and its application to health care but the cumulative 

efforts of clinical psychologists allows the profession to claim adherence to a Scientist- 

Practitioner model (Strieker and Trierweiler, 1995). However scientists often criticise 

practitioners as being insensitive to the value of scientific findings, while practitioners 

criticise scientists for asking irrelevant questions that offer little of value to the clinical 

setting. There is a need, therefore, for practising clinicians to conduct clinically relevant 

research in order to bridge the gap (Beutler et al, 1995).

The MAS Report (1989) highlighted that one of the ways in which clinical 

psychologists could move forward in the current competitive NHS climate is by making 

more of their research skills. Until 1991 the NHS did not have a systematic approach to 

research. However the introduction of Research and Development policies, which are 

aimed at achieving maximally effective practice at minimal cost, has highlighted the 

need for health care professionals who have received a high quality research training to 

pursue a mixture of research and clinical practice (Peckham, 1991). Clinical 

psychologists are the only NHS clinicians with systematic training and experience in 

conducting research (Skinner, 1996). They are well equipped to research disorders and 

treatments, and to research current NHS services with a view to developing them (Lyne 

de Ver, 1994). However, compared to psychiatrists, clinical psychologists have fewer 

publications (Agnew et al, 1995). Several surveys have found the modal number of 

publications of clinical psychologists to be zero although this number increases among 

the sub-groups of clinical psychologists who are Grade B or who have a PhD (Milne et 

al, 1990). Possible reasons for lack of research include lack of scientific motivation and
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lack of support from employers (Orford, 1995). Previous studies of research conducted 

by clinical psychologists have measured research output by using number of 

publications as the sole outcome variable, however it is possible that clinical 

psychologists are conducting research but disseminating findings via other routes such 

as conferences. In addition, studies have not examined clinical psychologists’ attitudes 

towards research that may be associated with their research involvement.

The aims of the present study are therefore fourfold. Firstly it will investigate 

the amount of research both produced and used by clinical psychologists practising 

within the Glasgow Directorate. Secondly it will examine the nature of these research 

activities. Thirdly it will measure attitudes towards research and their relationship with 

research activity. Lastly it will look at relationships between nature of qualifications, 

post held, research involvement and attitudes.

Methods

Participants

In April 1998 all 54 clinical psychologists practising within the Glasgow Directorate, 

which incorporates adult mental health and learning disabilities, were invited to 

participate.

Measures

The Research Involvement of Psychologists Scale (RIPS), appendix 1.2, was designed 

for the study. It comprises 3 sections. The first measures attitudes towards research. 

Respondents select the most applicable answer to each of 10 items (eg “even if I had the 

time I don’t feel I have the skills to carry out research”) from a 5 point Likert scale. The
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second section assesses current involvement in 26 different research activities - 22 

pertain to the production of research (eg data analysis) while 4 pertain to the use of 

research (eg using evidence-based treatments). Respondents indicate whether or not 

they are currently involved in each activity, and total scores are obtained for both 

research production and research use. The third section assesses career related 

information eg qualifications and Grade.

Procedure

Eligible clinical psychologists were identified via a staff database held by the clinical 

director. A questionnaire was mailed to each clinical psychologist who then returned 

the completed questionnaire in the envelope provided.

Results

Sample

39 of the 54 clinical psychologists returned completed questionnaires yielding a 

response rate of 72%. Of those who replied, 79% held clinical posts while the 

remaining 21% held split academic / clinical posts. 53% of the sample were Grade A 

and 47% Grade B. 24% had a PhD and a further 13% were currently registered for a 

further degree, either the top-up clinical psychology doctorate or a PhD.

Current involvement in research activities

For clinical psychologists holding split clinical/academic posts the median reported 

number of hours per week spent in research was 17 hours (range 4-20) except for one 

respondent who reported a total of 40 hours per week. This however was reported to
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include hours in addition to the normal working week researching for a further degree. 

For those in clinical posts the median was 1 hour (range 0-7).

From a possible 22, the median number of current research production activities 

reported was 6 (range 0-20). From a possible 4, the median reported number of current 

activities related to research use was 2 (range 0-4). Research production was not 

significantly correlated with research use (rs 0.302, p=0.06, 2 tailed). Figure 1 indicates 

the percentage of the sample that reported current involvement in each activity.

[Insert figure 1 here]

61% reported that they had published, with 36% of the sample reporting that they had at 

least 3 publications. A wide variety of refereed journals was cited, of which the British 

Journal of Clinical Psychology was most often listed.

Attitudes towards research

Responses to each of the 10 items measuring attitudes towards research were scored 

from 1-5, where 1 represents a more negative attitude and 5 a more positive attitude. In 

retrospect, item 10 “at the moment my involvement in research is .. .far too much-far too 

little” does not fit such a continuum and so cannot be summed with the other items to 

obtain a total score. Moreover it showed poor discrimination because no respondent 

reported “too much” or “far too much” involvement in research. It was therefore 

removed from the scale.

Internal consistency of the remaining items was measured. Cronbach’s alpha 

was 0.53. As a value of at least 0.60 is required for a scale with less than 10 items



(Loewenthal, 1996) item-total correlations were examined. All items except item 8 

“clinical psychologists should have regular agreed time in which to pursue research” 

(with which 80% of the sample agreed) correlated significantly with the total. Item 8 

was removed from the scale resulting in a sufficient Cronbach’s alpha of 0.60.

In order to obtain a total attitudes score, the scores on the retained eight items 

were summed. Therefore the maximum possible total score (indicating the most 

positive attitude) was 40 and the minimum possible score (indicating the most negative 

attitude) was 8. The median score was 29 (range 22-40).

Descriptive statistics of the retained items were examined (appendix 1.3). 97% 

of the sample agreed that research findings are of relevance to clinical psychology 

practice and 87% agreed that they regularly think about topics that they would like to 

research. However 56% agreed that they rarely had time to do research, 21% agreed that 

pressure to spend time clinically prevented them from doing research and 8% reported 

feeling that research was discouraged in their department. 5% reported that they 

believed that they did not have the skills to do research, 5% reported that were not 

interested in conducting research, and 3% agreed that research is not the domain of 

clinical psychologists.

Attitudes compared with current involvement in research

Total attitude score correlated significantly with amount of research production reported

(rs 0.725, p<0.01, 1 tailed) and with amount of research use reported (rs 0.470, p<0.01,

1 tailed).
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Qualifications and post held compared with current research involvement

Number of years qualified correlated significantly with both current research production 

(rs 0.409, p<0.05, 2 tailed) and with current research use (rs 0.364, p<0.05, 2 tailed). 

Mann Whitney statistical tests were used to assess differences between different sub­

groups of clinical psychologists. Clinical psychologists who either had a PhD or were 

currently registered for a further degree reported significantly greater research 

production and research use than their counterparts [Median research production 

activities (interquartile range): PhD/degree 17.00 (9.50-18.00); others 3.00 (1.00-6.00); 

U=22, p<0.01. Median research use activities (interquartile range): PhD/degree 3.00 

(1.50-4.00); others 2.00 (1.00-2.00); U=73.5, p<0.01]. Those who held a split 

academic/clinical post reported significantly greater research production and research 

use than did those with a purely clinical post [Median research production activities 

(interquartile range): split post 18.00 (17.00-19.00); clinical post 5.00 (2.00-8.00); U=9, 

p<0.01. Median research use activities (interquartile range): split post 4.00 (3.00-4.00); 

clinical post 2.00 (1.00-2.75); U=33, p<0.01]. Grade Bs reported significantly greater 

research production and greater research use than did Grade As [Median research 

production activities (interquartile range): Grade B 10.50 (3.25-17.75); Grade A 5.50 

(2.50-8.25); U=103, p<0.05. Median research use activities (interquartile range): Grade 

B 3.00 (2.00-3.00); Grade A 1.00 (1.00-2.00); U=101, p<0.05].

Qualifications and post held compared with attitudes

Number of years qualified was not significantly correlated with attitude score (rs 0.242, 

p=0.15, 2 tailed). Again Mann Whitney tests were used to assess differences between 

different sub-groups of clinical psychologists. There was no significant difference 

between Grade As and Grade Bs in terms of attitude score [Median attitude score
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(interquartile range): Grade A 28.50 (26.25-30.75); Grade B 29.50 (27.75-31.00); 

U=148.5, n.s.]. Clinical psychologists who either had a PhD or were currently 

registered for a further degree had a significantly more positive attitude than their 

counterparts [Median attitude score (interquartile range): PhD/degree 30.00 (28.75- 

32.00); others 28.00 (26.00-30.00); U=42, p<0.01]. Those who had a split 

academic/clinical post also had a significantly more positive attitude than did 

participants with a 100% clinical post [Median attitude score (interquartile range): split 

post 31.00 (28.50-32.00); clinical post 29.00 (26.75-30.00); U=18, p<0.01].

Discussion

72% of eligible clinical psychologists responded. It is possible that the remaining 28% 

did not respond because they were not interested in research. The 79% of the sample 

that held purely clinical posts reported a median of only 1 research hour per week and 

respondents generally reported that this was too little, with pressure to spend time 

clinically preventing them from conducting research. They felt that they should have 

regular agreed time in which to pursue research. If research is the way forward to aid 

clinical psychology’s survival in the NHS then perhaps it should be ensured that 

research time is written into employment contracts and honoured. Such a strategy may 

improve research opportunities for the 8% who felt that research was discouraged in 

their department.

Despite the little time spent in research, respondents reported involvement in a 

wide variety of activities both as users and producers of research. This finding suggests 

that previous surveys (eg Agnew et al, 1995) have underestimated research productivity 

by focusing on number of publications as the sole outcome variable. As a comparison
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to earlier surveys, 61% of the present sample indicated that they have had work 

published which is a higher figure than those previously obtained (Milne et al, 1990). In 

addition to informing other clinical psychologists of research findings via publications, 

53% reported that they were currently presenting at local events.

Although research productivity was higher than expected, perhaps use of 

research in clinical practice was disappointing. 20% of the sample reported that they 

were not currently reading empirical articles or books and 30% reported that they were 

not currently using evidence based treatments. The RIPS only included 4 items 

pertaining to research use and it may be that there are other items that could be added to 

obtain a more detailed understanding of research use,

As a whole, attitudes towards research were positive. It is encouraging that the 

sample generally reported that they believed research to be valuable to clinical practice 

and that they felt they had the skills to conduct research.

Clinical psychologists who had been qualified for longer reported greater use 

and production of research. Possibly as they gain experience and consolidate their 

clinical skills, clinical psychologists are more aware of areas requiring research and are 

better able to negotiate research time. Grade B clinical psychologists, those with a PhD 

or registered for a further degree, and those who held split academic/clinical posts all 

reported greater current research involvement. These findings replicate previous 

surveys (Milne et al, 1990). A related finding was that positive attitudes were also more 

likely to be held by those with a PhD or registered for a further degree, and those who 

held split academic/clinical posts.
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Conclusion

Clinical psychologists within the Glasgow Directorate appear to be using and producing 

research via a number of different activities. Results suggest that they are largely 

functioning within the Scientist-Practitioner model. However there is variation in the 

amount of research used and produced. As a whole, the sample seem to be more 

involved in research than samples that have previously been surveyed but this finding 

may be an artefact of the different outcome measures used.

Attitudes measured by the RIPS and career details were, as hypothesised, 

associated with current research involvement. These findings help explain the variation 

in research involvement. The sample included in the present study involved clinical 

psychologists working in adult mental health and learning disabilities. We therefore 

still do not know about clinical psychologists working with children. However the 

refined RIPS may be used to replicate this survey with other populations of clinical 

psychologists.
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Abstract

Aim: To review the literature relating to risk factors for parasuicide in older

adults, to highlight gaps in the current knowledge of associated psychological factors, 

and to focus on the potential role of interpersonal problem solving deficits.

Method: Relevant studies of suicidal behaviour in older adults as well as those

describing interpersonal problem solving deficits in relation to parasuicide in younger 

adults were obtained through searches of PSYCLIT, MEDLINE, and BIDS databases. 

Results: Studies investigating suicidal behaviour among older adults have tended

to focus on demographic and clinical correlates to the neglect of psychological factors. 

Extrapolating from literature on younger adults, it is possible that parasuicide in older 

adults may be related to interpersonal problem solving deficits.

Conclusions: Interpersonal problem solving deficits that have been linked to 

parasuicide in younger adults warrant further investigation among older adults. Research 

into interpersonal problem solving performance in older adults requires revision of an 

existing measure, the Means End Problem Solving procedure (Platt & Spivack, 1975a).

163 words



Introduction

In the UK suicide rates are highest for the group of adults who are aged 65 years and 

older. To put this in perspective, older adults account for around 15% of the general 

population but for 25% of all suicides (Nowers, 1993) and this seems to be the 

predominant pattern across all countries and cultures (Williams, 1997). Increasingly the 

term “parasuicide” is used to describe all non-fatal, serious, deliberate self-harm and 

self-poisoning irrespective of suicide intent (Williams, 1997), and “suicidal behaviour” 

is an umbrella term encompassing both completed suicide and parasuicide. In contrast 

to completed suicide, rates for parasuicide are lowest among older adults -  parasuicide 

in older adults accounts for only 4-5% of all parasuicides (Hawton & Fagg, 1990; 

Pierce, 1987). Parasuicide rates of 46/100,000 per year for older adults have been 

estimated (Pierce, 1987). Given the observed age differences in rates of suicidal 

behaviour, it has been repeatedly questioned whether suicidal behaviour is the same 

phenomenon in older adults as it is in younger adults. Although there has been a large 

body of research into suicidal behaviour in younger adults, older adults are a relatively 

neglected age group. Studies of this population focus largely on sociodemographic 

characteristics and psychiatric correlates while paying little heed to psychological 

variables, although psychological variables that have been associated with parasuicide in 

older adults include hopelessness and an absence of positive future-directed thinking 

(see Conaghan, 1999 for a review). In younger adults, suicide differs from parasuicide 

in terms of both the characteristics of the act and the characteristics of the patient 

(Williams, 1997) but similarities between suicide and parasuicide in older adults have 

repeatedly been reported (Nowers, 1993). Research with older adults, therefore, has 

largely been with the aim of learning more about completed suicide by studying
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parasuicide, with the ultimate goal being reduction of the suicide rate by the year 2000 

as specified by The Health o f the Nation White Paper (Department of Health, 1992).

Parasuicide in older adults: a failed suicide attempt?

Retrospective review of hospital case-notes of parasuicide patients has indicated that, 

compared to younger adults, those aged 60 years and over were more likely to use 

highly lethal methods, more likely to have thought about parasuicide in the preceding 

months, and less likely to engage in behaviour designed to facilitate rescue once the 

parasuicide was initiated (Frierson, 1991). High levels of suicide intent have been 

found among older parasuicide patients (Draper, 1994; Merrill & Owens, 1990; 

Upadhyaya et al, 1989). For the majority (85.4%) the first act of deliberate self-harm is 

fatal (Duckworth & McBride, 1996) and for the survivors 4-28% will engage in further 

parasuicide in the next year (Hepple & Quinton, 1997; Zweig & Hinrichsen, 1993; 

Nowers, 1993; Pierce, 1987) with about 2-6% of survivors completing suicide. The 

latter figures are higher than those observed in younger adults (Nowers, 1993; Pierce, 

1987). After the first year the risk of further suicidal behaviour in older parasuicide 

patients decreases (Nowers, 1993).

Similarities between parasuicide and suicide in older adults in terms of clinical 

and demographic characteristics have been reported. In parasuicide patients, medical 

problems have been noted in 46%-66% of cases (Hepple & Quinton, 1997; Merrill & 

Owens, 1990) and these problems seem to cause particular distress if they result in 

curtailment of previous level of function, the need for multiple drug regimens, or pain 

(Frierson, 1991; Pierce, 1987). Solitary living, divorce and widowhood have also been
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described among older parasuicide patients (Draper, 1994; Nowers, 1993; Merrill & 

Owens, 1990; Hawton & Fagg, 1990; Nieto et al, 1992). The prevalence of depression 

in the older parasuicide population has consistently been estimated to be between 73% 

and 93% (Nieto et al, 1992; Upadhyaya et al, 1989; Draper, 1994; Lyness et al, 1992; 

Merrill & Owens, 1990; Pierce, 1987). Similarly, examination of coroners’ reports and 

hospital case-notes for older adults who have completed suicide, suggests that 49% were 

living alone at the time of death, 65% had ill health, and 61% had a clinically 

diagnosable depressive illness (Cattell & Jolley, 1995).

As a result of these findings, older parasuicide patients have been reported to 

resemble older suicide patients more closely than they do younger parasuicide patients 

(Nowers, 1993). Therefore some researchers think of parasuicide in older adults as a 

failed serious suicide attempt (Lindesay, 1991). It has also been suggested that there 

exists a view that suicidal behaviour in older adults represents a considered, rational 

solution to the relatively irreversible problems of physical illness, social isolation and 

depression. It is likely that this view has impeded both closer examination of research 

findings and the investigation of psychological factors contributing to suicide and 

parasuicide in older adults (Kerkhof et al, 1991; Kerkhof & deLeo, 1991; Lindesay, 

1991).
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Suicidal behaviour in older adults: rational solution or result of deficits in 

interpersonal problem solving?

Reviews of suicide in older adults have highlighted that many patients visit their GP in 

the months preceding the act and in over one third of cases there is clear evidence of a 

warning (Caine et al, 1996; Dennis & Lindesay, 1995; Cattell & Jolley, 1995; Lindesay, 

1991). Older adults who commit parasuicide are more likely than their younger 

counterparts to give out clues to their intentions beforehand (Frierson, 1991). However 

these behaviours have not been investigated further and we therefore have no known 

accurate understanding of the motivation underlying them. It may be that in the event of 

social isolation the GP is an available person to turn to. It may be that the GP is viewed 

as someone who can help address problems, especially if the patient already experiences 

physical illness. It is possible that individuals consider suicidal behaviour as a potential 

strategy for overcoming their problems but visit their GP with the aim of seeking an 

alternative. The current cohort of older adults will have grown up during the times 

when suicidal behaviour was a criminal offence (pre-1961 in the UK) and may still 

consider suicide a taboo subject, thereby avoiding explicit communication of suicidal 

ideation to the GP. The result may therefore be that the individual leaves his GP having 

obtained no alternative strategy and therefore engages in suicidal behaviour. However 

this is merely speculation. Among older parasuicide patents, as already discussed, 

suicide intent is generally high but there is consistently a minority of patients with little 

or no intent, and this finding is often overlooked. It may be that there are two sub­

groups of older parasuicide patients -  those who tried and failed to commit suicide and 

the others who fit the pattern of the younger parasuicide patient who has no intent to 

commit suicide. Interestingly, Nowers (1993) found that 77% of his older parasuicide
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sample expressed intent at admission but this had fallen to 41% by the time a psychiatric 

assessment was made (usually within 48 hours). These findings provide further 

challenge to the view of suicide always being a desired, rational solution and parasuicide 

as a failed attempt at that.

Although several studies have concluded that physical illness is strongly 

associated with parasuicide in older adults, in only a minority of patients with pre­

existing physical illness does the illness contribute to the parasuicide (Pierce, 1987). 

Among the most robust findings is the observation of the high prevalence of both 

solitary living and depression in older parasuicide patients. However, due to the high 

rates of depression and social isolation among older adults generally, the role of these 

variables in explaining parasuicide is limited. A little discussed finding from 

epidemiological studies is that 27%-43% of older parasuicide patients describe friction 

with their spouse, children and friends as precipitating the parasuicide (Hepple & 

Quinton, 1997; Draper, 1994). Moreover it has been found that divorced people had 

highest rates of parasuicide among older adults suggesting that disturbed interpersonal 

relationships might therefore be a vulnerability factor (Hawton & Fagg, 1990). In short, 

many older adults cite social isolation or family conflict as precipitants to parasuicide. 

Given that interpersonal problems have been described as “those involving a difficult 

relationship or the absence of other people” (Linehan et al, 1986), it can be summarised 

that interpersonal problems may be associated with parasuicide in older adults. In 

contrast to the view that parasuicide is a failed attempt at a rational solution to 

irreversible problems, it is possible that difficulties in solving interpersonal problems 

may be related to parasuicide in older adults. This relationship has been investigated 

extensively in younger adults where interpersonal (sometimes called social) problem 

solving is defined as “the self-directed cognitive behavioural process by which a person
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attempts to identify or discover effective or adaptive ways of coping with problematic 

situations encountered in everyday living” (D’Zurilla & Maydeu-Olivares, 1995).

Parasuicide and interpersonal problem solving in younger adults

Williams (1986, cited in Williams, 1997) gave patients who had taken an overdose a list 

of 13 possible reasons for taking the overdose and asked them to indicate up to three 

items that were applicable to their own circumstances. The most common reason, 

endorsed by 67% of the sample, was “the situation was so unbearable that I had to do 

something and I didn’t know what else to do”. Scott et al (1997) also found it to be a 

commonly endorsed reason especially among younger adults who later repeated the 

overdose. These findings suggest that those individuals were confronted with a difficult 

situation, could not identify alternative strategies that they could use and so reached for 

overdose as a way out of the situation. Parasuicide patients themselves report that they 

are poor or ineffective problem solvers (Rudd et al, 1994). It is important, therefore, to 

understand the types of problems that parasuicide patients have difficulty with. Earlier 

work (Bancroft et al, 1977) found that the most important event precipitating 

parasuicide in younger adults was interpersonal conflict and Linehan et al (1986) asked 

individuals admitted to an inpatient psychiatric unit “If you could solve one problem 

causing you the most unhappiness, what would that be?” Parasuicide patients reported 

interpersonal problems with significantly greater frequency than both suicide ideators 

and non-suicidal psychiatric patients.

Several studies have now investigated interpersonal problem solving in relation
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to parasuicide in younger adults (table 1). Various criticisms apply to individual studies 

with the main complaints being: suicidal ideators included with parasuicide patients; 

lack of information of time that has elapsed since the parasuicide; lack of control 

groups; control groups that have been poorly matched with parasuicide patients; 

insufficient description of measures; different methodology used for experimental and 

control groups; and overgeneralisation of conclusions. However in spite of these 

criticisms findings of a relationship between parasuicide and interpersonal problem 

solving deficits are robust. Parasuicide patients have been consistently found to 

generate fewer relevant means of achieving given solutions to interpersonal problems, to 

have less active styles of problem solving compared to non-suicidal psychiatric patients, 

medical patients and non-patient controls, and to have less perceived control over 

problem solving options (Evans et al, 1992; Schotte & Clum, 1987; McLeavey et al, 

1987; Linehan et al, 1987; Haines & Williams, 1997). Moreover, parasuicide patients 

who go on to repeat episodes adopt less effective and more passive problem solving 

strategies than those who have a single episode of deliberate self-harm (Scott et al, 

1997). In younger adults with borderline personality disorder, inappropriate problem 

solving has been shown to predict subsequent parasuicide (Kehrer & Linehan, 1996). 

McLeavey et al (1987) suggest that repetition is likely because parasuicide becomes 

established as part of a limited repertoire of potential solutions.

[Insert table 1]
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Clinical implications of understanding interpersonal problem solving deficits in 

relation to parasuicide

Based on the above findings, interventions involving training in interpersonal problem 

solving have been established. If parasuicide patients are taught problem solving skills, 

they report a reduction in hopelessness (Patsiokas & Clum, 1985), and an increased 

ability to cope with ongoing problems (McLeavey et al, 1994) following the 

intervention. The rate of subsequent parasuicide and completed suicide also reduces 

significantly (MacLeod et al, 1992; Salkovskis et al, 1990; Williams & Pollock, 1993). 

These findings are of great clinical significance because before problem solving deficits 

were addressed, attempts at prevention of parasuicide in younger adults were proving to 

be ineffective (Hirsch et al, 1982).

It is important to devise appropriate interventions for older parasuicide patients 

too because the costs of parasuicide in this population are high. Almost 50% of older 

patients are referred to psychiatric services following admission for parasuicide (Hepple 

& Quinton, 1997; Hawton & Fagg, 1990; Pierce, 1987), and some patients require 

longer term medical care due to complications of the parasuicide as a result of pre­

existing physical frailty (Nieto et al, 1992). Furthermore there is an increased mortality 

from natural causes in the year following an episode of parasuicide. Finally, there is the 

minority of patients who go on to repeat parasuicide or commit suicide. If findings of 

deficits in interpersonal problem solving skills are replicated in older parasuicide 

patients, then similar interventions to those being used with younger adults could be 

implemented to address the deficits and reduce the costs of parasuicide in this 

population.
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Issues to consider in the assessment of interpersonal problem solving in older 

parasuicide patients

Depression

As discussed already, in excess of 70% of older parasuicide patients have a diagnosable 

depressive illness, which is a larger proportion than that found in younger parasuicide 

patients (Merrill & Owens, 1990). It is important then that the potential impact of 

depression on interpersonal problem solving should be considered. This could be the 

subject of a literature review in its own right and the following section merely attempts 

to summarise the main findings.

Studies have mainly focused on younger adults, both non-clinical and clinical 

populations. Scores on depression inventories in non-clinical samples have been 

consistently found to be negatively correlated with scores on measures of interpersonal 

problem solving, which assess people’s beliefs and expectations concerning life’s 

problems and their own general problem solving ability (eg McCabe et al, 1999; Haaga 

et al, 1995). It is unclear whether these self-perceptions reflect an actual deficit in 

problem solving because studies assessing problem solving performance have had 

conflicting results (Doerfler et al, 1984; Zenmore & Dell, 1983; Gotlib & Asamow, 

1979). Compared to non-clinical controls, clinically depressed younger patients 

perceive themselves to be poorer at solving interpersonal problems (D’Zurilla et al, 

1998a). They also consistently generate fewer relevant means and less effective means 

of achieving the desired solution on measures of problem solving performance (Goddard 

et al, 1996; Marx et al, 1992). It is impossible to say how depressed patients compare to 

parasuicide patients because, as table 1 indicates, parasuicide patients tend to be
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compared with a heterogenous group of psychiatric patients and have never been 

compared with a group of depressed patients.

For older adults, studies on depression and problem solving are comparatively 

thin on the ground. Theoretically, it has been proposed that people develop interpersonal 

problem solving skills to cope with stressful life events and that deficits in interpersonal 

problem solving skills are important vulnerability factors for depression (Nezu, 1987). 

It has been hypothesised that this may be especially true for older adults because many 

of the changes that occur later in life (eg declining physical health, loss of loved ones) 

often constitute significant stressors in terms of major life events or continuous daily 

problems. To cope with them would require adaptive interpersonal problem solving 

skills (Fry, 1989).

In a non-clinical population of older adults, perception of negative problem 

solving ability has been associated with depressive symptoms (Kant et al, 1997). 

Amongst older adults meeting the diagnostic criteria for major depression, interpersonal 

problem solving therapy has been compared with reminiscence therapy and waiting list 

control (Arean et al, 1993). Post treatment, a significantly lower percentage of patients 

in the problem solving group compared with the other groups met the diagnostic criteria 

for major depression, supporting the hypothesis that deficits in interpersonal problem 

solving ability are associated with depressive symptomatology.

Age and interpersonal problem solving

The problem solving literature in older adults has tended to focus on a variety of types 

of problem solving including asking people to do practical household tasks, to provide 

solutions to everyday problems, to complete Raven’s matrices, and to use classification 

and reasoning as required of the Twenty Questions Test. Interpersonal problem solving 

performance has been found to relate to the former two types of problem solving
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(Blanchard-Fields, 1997; Heidrich & Denney, 1994) but it does not seem to relate to the 

latter two types (Heidrich & Denney, 1994). Few studies have addressed interpersonal 

problem solving specifically but in those that have, interpersonal problem solving has 

been found to increase from young adulthood (ages 17-20) to middle-age (ages 40-55) 

and then decrease in older age (ages 60-80). Older adults were more likely to report a 

tendency to appraise problems negatively, to be avoidant, and to doubt their own 

problem solving capabilities (D’Zurilla et al, 1998b). Actual performance on 

interpersonal problem solving tasks from the Means End Problem Solving procedure 

(MEPS, Platt & Spivack, 1975a) was not found to change with age (Heidrich & Denney, 

1994). However the instructions to the task were changed from those recommended by 

the authors and a limited selection of the recommended outcome variables was 

considered. Another comparison of interpersonal problem solving performance among 

young, middle-aged, and older adults found that older adults had a greater tendency 

towards cognitive avoidance, denial of the situation or withdrawal from it, denial of 

personal responsibility, and they had an absence of self-initiated behaviours to alter a 

problem. These factors were reportedly related to older adults’ lower perceived ability 

to solve the problems (Blanchard-Fields et al, 1997; Blanchard-Fields et al, 1995). 

Problem solving was measured via responses to vignettes representing problem 

situations. However, although 25 vignettes were devised following surveys of problem 

situations facing adults of all ages, the authors then selected 15 to be used in the study. 

Of those 15, few were directly relevant to older adults. The vignettes that did include 

older adults had them as merely characters in the story and not the main protagonist. 

The results therefore are hardly surprising. It is difficult therefore to know exactly the 

nature of the relationship of age to interpersonal problem solving but one thing that is 

clear is that appropriate, relevant measures must be used.
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Selecting the most appropriate measure o f interpersonal problem solving

The process of interpersonal problem solving has been considered to include several 

stages namely, orientating to the problem, identifying the problem, generating potential 

alternative solutions, evaluating alternatives and selecting one, implementing and 

verifying the chosen alternative (D’Zurilla & Goldfried, 1971). Measures of 

interpersonal problem solving can be grouped into 2 categories; process measures and 

outcome measures. Process measures tend to provide a list of statements with 

associated Likert type scales and ask individuals to rate their attitudes and perceived 

approaches to interpersonal problems. This facilitates understanding of the particular 

stages that may be difficult for the individuals concerned. However the disadvantage of 

process measures is that they do not measure actual problem solving performance. 

Outcome measures on the other hand do assess specific problem solving performance, 

but they do not allow for analysis of the various stages in the process. Studies of 

interpersonal problem solving and parasuicide in younger adults have used both types of 

measures but the majority has used outcome measures. For a first study into 

interpersonal problem solving and parasuicide in older adults, the author considers it 

best to use an outcome measure for three reasons. Firstly it would allow identification 

of actual deficits and if deficits were found, later research using process measures would 

clarify the actual stages that were problematic. Secondly, given the high prevalence of 

depression in older parasuicide patients it may be that, in line with the bias towards 

negative interpretation observed in depression, on process measures participants would 

rate themselves to be poorer problem solvers than they are in reality. Outcome 

measures get away from reliance on patient’s perceptions of their ability and focus on 

performance directly. Finally use of an outcome measure allows for replication of the 

methodology used by a substantial body of research conducted with younger parasuicide
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patients. The most commonly used outcome measure in studies of parasuicide in 

younger adults (see table 1) is the Means End Problem Solving (MEPS) procedure (Platt 

& Spivack, 1975a).

The Means End Problem Solving (MEPS) procedure

The MEPS was devised as a measure of interpersonal problem solving ability when low 

correlations were consistently found between interpersonal problem solving skills and 

measures of general intelligence, suggesting that thinking about interpersonal events is 

not the same as thinking about impersonal events (Platt et al, 1971). The MEPS 

assesses “means end thinking” by providing the respondent with 10 items, each 

describing a different situation for which a protagonist is presented with a stated 

problem and a desired outcome. The respondent is instructed to provide the middle 

portion of the story explaining how the protagonist achieves the stated outcome. The 

MEPS can be scored both quantitatively in terms of number of solutions generated (Platt 

& Spivack, 1975a) and qualitatively which allows consideration of effectiveness of 

solutions, inappropriate solutions, and active versus passive strategies (Evans et al, 

1992; Kehrer & Linehan, 1996). The MEPS was developed in a healthy adolescent 

group and has subsequently been validated with a number of different diagnostic groups 

of young adult psychiatric patients (Platt & Spivack, 1975a). Factor analysis of the 

MEPS indicates a single underlying factor, suggesting that it is unidimensional (Platt & 

Spivack, 1975b). This finding has resulted in many researchers (table 1) administering 

only a selection of the items without specifying selection criteria or which items were
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administered, therefore cross-study comparison is difficult. The MEPS has some 

limitations in the way in which it is presented to respondents. In addition, it has not 

been validated for use with older adults, and has only been administered once to this 

population when the instructions to participants did not follow the recommended 

guidelines (Heidrich & Denney, 1994). In order for it to be used appropriately with 

older adults, three modifications are considered to be necessary:

1. In the original version, the MEPS is presented as a “test of imagination” and the 

participants are instructed to “make up a story” that connects the beginning of the 

scenario with the end. This version has been used in studies with younger 

parasuicide populations. However, it has been argued that in order to measure 

problem solving optimally, it is necessary to induce a clear problem solving set in 

the instruction (House & Scott, 1996; D’Zurilla & Nezu, 1982 cited in D’Zurilla & 

Maydeu-Olivares, 1995). Therefore instead of “making up a story” participants 

should be asked to “find the ideal strategy” for overcoming the problem situation. 

These instructions have already been tested and found to be appropriate (Marx et al 

1992).

2. The situations used in the MEPS require that the respondent should be able to 

identify with the protagonist, that is an other person who is always described as 

being of the same sex as the respondent. There are therefore parallel male and 

female versions. Early studies indicated that there were generally no gender 

differences on the MEPS (Platt & Spivack, 1975a) and this finding has been 

replicated in a parasuicide population (Sidley et al, 1997). It has been argued (Camp 

et al, 1989 cited in D’Zurilla & Maydeu-Olivares, 1995) that instead of being asked
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to identify with a protagonist, respondents should be instructed to place themselves 

in the situation. This would have greater ecological validity because it would 

increase the likelihood that the test problems will be perceived as personally 

relevant.

3. Three of the original MEPS items are questionable because they have antisocial 

problem solving goals. This is likely to reduce the personal relevance of this test for 

many individuals (D’Zurilla & Maydeu-Olivares, 1995). In addition, a further three 

original items appear to be less relevant for older adults (these items are related to 

dating, and work) while other issues (eg physical health problems and social 

isolation) which are of greater relevance to this age group are not included. It would 

be especially important to include relevant issues for a parasuicide population 

because Frierson (1991) reported that in older adults the top three precipitants for 

parasuicide were ill health, loneliness, and bereavement but in younger adults the 

top three precipitants were marital conflict, employment difficulties and financial 

problems. The differences suggest that interpersonal problems faced by the two 

groups are different and therefore the MEPS should incorporate situations that are 

likely to be relevant for older adults.

Once the MEPS has been revised for use with older adults, research into interpersonal 

problem solving in relation to parasuicide can be conducted with older adults in a 

similar manner to that already conducted with younger adults.
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Conclusions and research implications

In conclusion, compared to parasuicide in younger adults there is a lack of 

understanding of parasuicide in older adults. This is especially true with respect to 

psychological risk factors. One reason offered for this imbalance is that there is a view 

that suicidal behaviour in older adults is a rational solution to irreversible problems and 

therefore understandable. However there are indications that, as for younger adults, 

parasuicide in older adults may be associated with a deficit in interpersonal problem 

solving. In order to investigate this possible relationship a relevant measure of 

interpersonal problem solving is required. If the Means End Problem Solving procedure 

were revised for use with older adults it would be an appropriate measure.
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Title:

Parasuicide in older adults: relationship to interpersonal problem solving.

Summary:

The study aims to investigate interpersonal problem solving in older adults (i.e. aged 65 

years and older) with a recent episode of parasuicide. Parasuicide is defined as any non- 

fatal, serious, deliberate self-harm irrespective of suicidal intent (Williams, 1997). 

Interpersonal problem solving performance will be measured using an existing 

questionnaire, the Means End Problem Solving (MEPS) procedure (Platt & Spivack, 

1975) that has been revised for the present study in order to make it more suitable for 

older adults.

Previous studies of parasuicide in older adults agree that the prevalence of 

depression in older parasuicide patients is at least 70% (Dennis & Lindesay, 1995; 

Draper et al, 1994; Nowers, 1993; Lyness et al, 1992; Merrill & Owens, 1990; 

Upadhyaya et al, 1989; Pierce, 1987). Depression itself has been linked to impaired 

interpersonal problem solving performance (Goddard et al, 1996; Marx et al, 1992; Fry,

1989) and will be controlled for in the present study.

Three groups of patients will be included in the study: (1) older adults with an 

episode of parasuicide in the past 14 days will be recruited from medical and psychiatric 

wards across Glasgow; (2) older adults being treated for depression by Psychiatrists and 

Clinical Psychologists in Glasgow; (3) older adults who are not in contact with 

psychiatric services and who are attending community groups run by Glasgow Old 

People’s Welfare Association. All groups will be matched for intelligence, social class 

and marital status as these variables have been shown to be associated with parasuicide
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(Merrill & Owens, 1990; Williams & Pollock, 1993).

Introduction:

More so than their younger counterparts, older adults with a recent episode of 

parasuicide resemble their peers who commit suicide in terms of clinical and 

demographic factors. Specifically, living alone, presence of depressive symptoms, and 

physical ill health are associated with both parasuicide and suicide in older adults 

(Nowers, 1993; Merrill & Owens, 1990). In this age group the female to male ratio for 

parasuicide has been estimated variably, from 2:1 to 1:1 (Hepple & Quinton, 1997; 

Draper, 1994; Hawton & Fagg, 1990; Pierce, 1987). It has been argued that studies of 

parasuicide in older adults provide a valuable insight into suicidal behaviour because 

usually parasuicide is a failed suicide attempt (Lindesay, 1991). Following parasuicide, 

repetition rates range from 5.4% to 18% per year, and subsequent completed suicide 

rates range from 1.5% to 6% per year (Hepple & Quinton, 1997; Nowers, 1993; Pierce,

1987).

In the months prior to parasuicide, many older adults present to a healthcare 

professional, and in over one third of cases there is clear evidence of a warning of 

impending suicidal behaviour, however it often goes undetected (Dennis & Lindesay, 

1995). In spite of this population both possibly seeking help and being identified as 

high risk in terms of future completed suicide, there has been little investigation of 

psychological factors associated with parasuicide in older adults.

Research with younger adults with a recent episode of parasuicide has suggested 

that they report interpersonal problems with significantly greater frequency than both 

suicide ideators and non-suicidal psychiatric patients (Linehan et al, 1986). Other
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studies have indicated that parasuicide patients have poorer interpersonal problem­

solving skills than both non-suicidal psychiatric patients and healthy controls (Evans et 

al, 1992; Schotte & Clum, 1987; McLeavey et al, 1987; Linehan et al, 1987; Haines & 

Williams, 1997). Parasuicide patients who go on to repeat the parasuicide are less 

skilled at problem solving than those who have a single episode of deliberate self-harm 

(Scott et al, 1997), and in younger adults with borderline personality disorder, 

inappropriate problem solving has been shown to predict subsequent parasuicide 

(Kehrer & Linehan, 1996). Further research has shown that if parasuicide patients are 

taught problem-solving skills, they report that they feel more able to cope with ongoing 

problems (McLeavey et al, 1994) and the rate of subsequent parasuicide and completed 

suicide reduces significantly (MacLeod et al, 1992; Salkovskis et al, 1990). If these 

findings of problem solving deficits can be replicated in older adults, it may be possible 

to teach these individuals interpersonal problem solving skills and ultimately reduce 

parasuicide and suicide rates. It cannot be assumed however that this is the case 

because interpersonal problem solving style changes with age. Older adults have a 

greater tendency towards cognitive avoidance, denial of the problem, and denial of 

personal responsibility, and they show an absence of self-initiated behaviours to alter the 

problem. These factors seem to be related to their perceived lack of ability to solve the 

problems (Blanchard-Fields et al, 1997; Blanchard-Fields et al, 1995).

Studies of younger adults with a recent episode of parasuicide have used various 

measures of problem solving but the most commonly used (Evans et al, 1992; Schotte & 

Clum, 1987; McLeavey et al, 1987; Linehan et al, 1987; Kehrer & Linehan, 1996) is the 

Means End Problem Solving (MEPS) procedure (Platt & Spivack, 1975). The MEPS is 

a measure of interpersonal problem solving performance which provides the respondent 

with 10 scenarios, each describing an interpersonal problem faced by a protagonist at the
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beginning and a stated outcome at the end. The respondent is instructed to provide the 

middle portion of the story explaining the steps taken by the protagonist to achieve this 

outcome. The MEPS was developed in a healthy adolescent group and has subsequently 

been validated with a number of different diagnostic groups of young adult psychiatric 

patients (Platt & Spivack, 1975). The MEPS has, however, not been validated for use 

with older adults. For the purposes of the present study, the MEPS will be modified in 

three ways:

(i) In the original version, the MEPS is presented as a “test of imagination” 

and the participants are instructed to “make up a story” that connects the 

beginning of the scenario with the end. It has been argued that in order 

to measure problem solving optimally, it is necessary to induce a clear 

problem solving set in the instruction (D’Zurilla & Nezu, 1982 cited in 

D’Zurilla & Maydeu-Olivares, 1995). Therefore instead of “making up a 

story” participants will be asked to “find the ideal strategy” for 

overcoming the problem situation. This replicates Marx et al’s (1992) 

instructions.

(ii) The situations used in the MEPS require that the respondent should be 

able to identify with the protagonist, ie an other person of the same sex 

as themselves. There are therefore parallel male and female versions. 

Early studies indicated that there were generally no gender differences on 

the MEPS (Platt & Spivack, 1975) and this finding has been replicated in 

a parasuicide population (Sidley et al, 1997). It has been argued (Camp 

et al, 1989 cited in D’Zurilla & Maydeu-Olivares, 1995) that instead of 

identifying with a protagonist, the participants should be instructed to 

place themselves in the situation. This would have greater ecological



validity because it would increase the likelihood that the test problems 

will be perceived as personally relevant.

Three of the original MEPS items are questionable because they have 

antisocial problem solving goals (revenge, stealing, and murder). This is 

likely to reduce the personal relevance of this test for many individuals 

(D’Zurilla & Maydeu-Olivares, 1995). In addition, a further three 

original items appear to be less relevant for older adults (these items are 

related to dating, and work) while other issues such as physical health 

problems and social isolation which are of great relevance to this 

population are not included. In order to make the items more relevant to 

the population of interest, 3 of the 10 original items will be replaced and 

a further 3 original items will be modified slightly. Pilot-testing will 

determine the acceptability of the new items.

Originally the MEPS was scored quantitatively in terms of the number of 

relevant, discrete steps towards achieving the stated outcome that were generated 

(scored as number of relevant means). Recent studies have adopted additional 

qualitative scoring procedures such as effectiveness of means, appropriate versus 

inappropriate means, and active versus passive means (Evans et al, 1992; Kehrer 

& Linehan, 1996) which have added to the discriminatory power of the MEPS. 

This study will also incorporate such criteria.
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Aims and hypotheses:

The present study aims to add to the little understanding we have of psychological 

factors associated with parasuicide in older adults. It will adopt a paradigm previously 

employed with younger adults with a recent episode of parasuicide, and will test the 

MEPS which has been revised to increase its sensitivity to older adults. The study aims 

to answer the research question: Do older adults with a recent episode of parasuicide 

show evidence of deficits in interpersonal problem solving? Specific hypotheses are:

(1) Compared to depressed patients and community controls, older adults with a recent 

episode of parasuicide will generate fewer relevant means of achieving the stated 

outcome to interpersonal problems.

(2) Compared to depressed patients and community controls, older adults with a recent 

episode of parasuicide will generate less effective means of achieving the stated 

outcome to interpersonal problems.

Plan of investigation:

Participants-

Experimental group

A consecutive series of older adults (ie aged 65 and over) with an episode of parasuicide 

in the past 14 days who are receiving care in medical receiving wards and psychiatric 

wards across Glasgow will be assessed for inclusion. Both males and females will be 

included. Patients will be assessed initially by a member of the Elderly Psychiatric 

Liaison Service and will be excluded if, in the Psychiatrist’s opinion, they have a
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diagnosis of dementia or other organic illness, psychosis, or alcohol or drug dependence, 

or if they are unable to give informed consent.

Control groups

(1) Older adults who are being treated by a Psychiatrist or Clinical Psychologist for 

depression. Individuals will not be recruited if they have had an episode of parasuicide 

within the past 3 months.

(2) Older adults attending community groups across Glasgow who are not in contact 

with psychiatric services. Individuals will not be recruited if they have had an episode 

of parasuicide within the past 3 months. Potential participants will be excluded if they 

obtain a score of 5 or more on the Geriatric Depression Scale -  short form (Yesavage,

1988).

Any potential participant who scores 23 or less on the Mini-Mental State Exam (Dick et 

al, 1994) will be excluded. This will ensure that interpretation of any observed 

differences between groups will not be confounded by possible cognitive impairment. 

All participants will give their written, informed consent to participate.

It is proposed to recruit 54 participants, that is 18 per group. This would provide 

80% power to detect at the 5% level for 2 tailed testing a statistically significant 

difference between groups on the main outcome measure (number of relevant means 

generated) using one-way ANOVA or Kruskal-Wallis statistical tests. Calculation of 

the sample size was based on the most relevant data from previous research. Evans et al 

(1992) estimated the mean number of relevant means to be 6.8 and 14.8 for younger 

adults with a recent episode of parasuicide and non-psychiatric controls respectively. 

As no standard deviations were available, they have been conservatively estimated by
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the proposer as 5.0 and 8.0 for the respective groups.

Design-

The study will be cross-sectional in design and will involve a single interview with each 

participant. Interview data will be compared across groups.

Procedure-

The revised MEPS will be administered to four individuals from the community groups 

in the first instance to assess whether the modifications are acceptable. Thereafter, any 

suggested changes will be made and the study will commence.

For the parasuicide patients, the proposer will telephone the wards concerned on 

a regular basis (daily for medical receiving wards and twice weekly for psychiatric 

wards). The Psychiatrist or nursing staff will identify eligible patients and ask their 

permission for the proposer to visit them. The proposer will then approach the patient, 

provide him or her with an information sheet (appendix 3.1), and ask for written consent 

(appendix 3.2).

In-patients being treated for depression will be recruited via the above procedure. 

For out-patients being treated for depression, the Psychiatrist or Clinical Psychologist 

involved will provide the patients with an information sheet (appendix 3.1), consent 

form (appendix 3.3), and a stamped envelope addressed to the proposer in which they 

should return the consent form if they are willing to participate.

The community control group will be approached directly by the proposer who 

will visit the community group base, explain the study, provide an information sheet 

(appendix 3.4), and ask for volunteers who will then be required to provide written 

consent (appendix 3.5).
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All potential participants will be given whatever time they need to decide 

whether or not to take part. Each participant will be interviewed on one occasion 

(lasting around one hour) by the proposer. The interview will take place in the hospital, 

health centre, community group base, or participant’s home depending on the available 

options and the participant’s preference. The content of the interview is not in itself 

likely to be in any way distressing. However the length of the interview may be taxing 

on the older adults. They will be offered regular breaks throughout the interview. If 

anyone wishes to continue on another day, this will be respected. It is possible that the 

interview may highlight that a participant in the community control group, that is 

someone who is not currently attending psychiatric services, should display pathological 

levels of distress. If such a situation arises, the participant will be encouraged to seek an 

appointment with his or her GP.

Measures-

During the interview the following measures will be administered in the order in which 

they are specified below:

Means End Problem Solving procedure - MEPS (Platt & Spivack, 1975), modified for 

use with older adults (appendix 4.3). This will be administered verbally to participants 

who will also have a written copy of the instructions and the scenarios in front of them. 

Participants will speak their answer into a tape recorder which will later be transcribed 

verbatim by the proposer. Responses will be scored independently (by Dr Kate 

Davidson) who will be blind to the group that the participant belongs to.

Geriatric Depression Scale -  short form  (Yesavage, 1988 -  appendix 4.5). This test will 

be used to ensure similar levels of depression between the parasuicide and depressed 

groups, and to exclude any potential participant from the community control group who
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appears to be depressed.

Mini Mental State Exam (Dick et al, 1984 -  appendix 4.6). This test provides an 

estimate of cognitive deficits that may possibly compromise problem solving. Anyone 

scoring 23 or less out of 30 will be excluded because scores in this range have been 

consistently found among patients with dementia or delirium (Lezak, 1995).

Schonell Graded Word Reading Test (Schonell & Schonell, 1950 -  appendix 4.7). This 

test will be used as an indicator of intelligence to ensure that groups do not differ on this 

variable which may potentially influence problem solving.

All measures will be presented in large type size so that visual problems will not 

compromise performance.

Demographic details will also be recorded. Information of interest will be:

(i) Age

(ii) Sex

(iii) Previous occupation. For females who did not work, their husbands’ 

occupation will be recorded (social class will be derived from occupation)

(iv) Marital status

(v) Living arrangements

(vi) Estimated number of social contacts in an average week

(vii) Psychiatric history

(viii) Parasuicide history

(ix) Physical health problems

(x) For the parasuicide group only, method of parasuicide and level of 

suicidal intent will be recorded.
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Only the proposer and supervisor will have access to the data. No names or identifiers 

will be kept on the database. A record of patients’ names will be held separately from 

the main database in a locked filing cabinet.

Data Analysis-

One way ANOVA or Kruskal-Wallis will be applied depending on the distribution of 

the data.

Practical Applications:

Previous research has indicated that, prior to parasuicide, older adults are likely to visit a 

health care professional therefore suggesting that they may be seeking help. The Health 

o f the Nation White Paper (Department of Health, 1992) recognises parasuicide and 

suicide as serious problems, for example it identifies an important target as reduction of 

the overall suicide rate by 15% by the year 2000. In order to reduce parasuicide in older 

adults, the problem must be better understood. Findings from the present study will 

inform understanding of psychological factors associated with parasuicide in older 

adults.

If, as hypothesised, there are deficits in interpersonal problem solving associated 

with parasuicide in older adults, then recommendations will be made that future clinical 

practice should explicitly include problem solving training as part of the intervention. 

Problem solving training with younger adults following a parasuicide episode has been 

shown to reduce the number of subsequent parasuicide episodes (MacLeod et al, 1992; 

Salkovskis et al, 1990).
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Ethical Approval and Timescales:

Ethical approval was sought and obtained from the following four ethics committees 

(appendix 3.6):

(1) Greater Glasgow Primary Care NHS Trust - September, 1999.

(2) West Glasgow Hospitals (part of the North Glasgow University Hospitals NHS 

Trust) -  A pril, 2000.

(3) South Glasgow University Hospitals NHS Trust -  May, 2000.

(4) Stobhill NHS Trust (part of the North Glasgow University Hospitals NHS Trust)

-  June, 2000.

Data collection for the control group and patients who came under the auspices 

of Greater Glasgow Primary Care NHS Trust began in October 1999. Thereafter 

patients from the other hospitals were recruited as soon as approval was obtained from 

the relevant ethics committee. Data collection was complete by the end of June 2000.

References:

Blanchard-Fields, F., Casper Jahnke, H., & Camp, C. (1995). Age differences in 

problem-solving style: the role of emotional salience. Psychology and Aging, 10(2), 

173-180.

Blanchard-Fields, F., Chen, Y., & Norris, L. (1997). Everyday problem solving across 

the adult life span: influence of domain specificity and cognitive appraisal. Psychology 

and Aging, 12(4), 684-693.

Dennis, M.S., & Lindesay, J. (1995). Suicide in the elderly: the United Kingdom



67

perspective. International Psychogeriatrics, 7(2), 263-274.

Department of Health. (1992). The Health o f  the Nation. White Paper, London: 

Author.

Dick, J.P.R., Guiloff, R.J., Stewart, A., Blackstock, J., Bielawska, C., Paul, E.A., & 

Marsden, C.D. (1984). Mini-mental state examination in neurological patients. 

Journal o f Neurology, 47, 496-499.

Draper, B. (1994). Suicidal behaviour in the elderly. International Journal o f  Geriatric 

Psychiatry, 9, 655-661.

D’Zurilla, T.J. & Maydeu-Olivares, A. (1995). Conceptual and methodological issues 

in social problem-solving assessment. Behaviour Therapy, 26, 409-432.

Evans, J., Williams, J.M.G., O’Loughlin, S. & Howells, K. (1992). Autobiographical 

memory and problem-solving strategies of parasuicide patients. Psychological 

Medicine, 22, 399-405.

Fry, P.S. (1989). Mediators of perceptions of stress among community-based elders. 

Psychological Reports, 65, 307-314.

Goddard, L., Dritschel, B., & Burton, A. (1996). Role of autobiographical memory in 

social problem and depression. Journal o f Abnormal Psychology, 105(4), 609-616.



Haines, J. & Williams, C.L. (1997). Coping and problem solving of self-mutilators.

Journal o f Clinical Psychology, 53(2), 177-186.

Hawton, K., & Fagg, J. (1990). Deliberate self-poisoning and self injury in older 

people. International Journal o f Geriatric Psychiatry, 5, 367-373.

Hepple, J. & Quinton, C. (1997). One hundred cases of attempted suicide in the 

elderly. British Journal o f Psychiatry, 171, 42-46.

Kehrer, C.A, & Linehan, M.M. (1996). Interpersonal and emotional problem solving 

skills and parasuicide among women with borderline personality disorder. Journal o f 

Personality Disorders, 10(2), 153-163.

Lezak, M.D. (1995). Neuropsychological Assessment. 3rd edition. Oxford University 

Press.

Lindesay, J. (1991). Suicide in the elderly. International Journal o f Geriatric 

Psychiatry, 6, 355-361.

Linehan, M.M., Chiles, J.A., Egan, K.J., Devine, R.H., & Laffaw, J. (1986). Presenting 

problems of parasuicides versus suicide ideators and non-suicidal psychiatric patients. 

Journal o f Consulting and Clinical Psychology, 54(6), 880-881.

Linehan, M.M., Camper, P., Chiles, J.A., Strosahl, K. & Shearin, E. (1987). 

Interpersonal problem solving and parasuicide. Cognitive Therapy and Research, 11(1),



69

1-12.

Lyness, J.M., Conwell, Y., & Nelson, J.C. (1992). Suicide attempts in elderly 

psychiatric patients. Journal o f the American Geriatrics Society, 40, 320-324.

Marx, E.M., Williams, J.M.G., & Claridge, G.C. (1992). Depression and social 

problem solving. Journal o f Abnormal Psychology, 101, 78-86.

Merrill, J., & Owens, J. (1990). Age and attempted suicide. Acta Psychiatrica 

Scandinavica, 82, 385-388.

MacLeod, A.K., Williams, J.M.G., & Linehan, M.M. (1992). New developments in the 

understanding and treatment of suicidal behaviour. Behavioural Psychotherapy, 20, 

193-218.

McLeavey, B.C., Daly, R.J., Ludgate, J.W., & Murray, C.M. (1994). Interpersonal 

problem-solving skills training in the treatment of self-poisoning patients. Suicide and 

Life-Threatening Behaviour, 24(4), 382-394.

McLeavey, B.C., Daly, R.J., Murray, C.M., O’Riordan, J., & Taylor, M. (1987). 

Interpersonal problem-solving deficits in self-poisoning patients. Suicide and Life- 

Threatening Behaviour, 17(1), 33-49.

Nowers, M. (1993). Deliberate self-harm in the elderly: a survey of one London 

borough. International Journal o f Geriatric Psychiatry, 8, 609-614.



70

Pierce, D. (1987). Deliberate self-harm in the elderly. International Journal o f  

Geriatric Psychiatry, 2, 105-110.

Platt, J.J., & Spivack, G. (1975). Manual for the Means End Problem Solving 

Procedure (MEPS): A measure of interpersonal problem solving skill. Hahnemann 

Medical College Hospital, Department of Mental Health Sciences, Hahnemann 

Community MH/MR Center: Philadelphia.

Salkovskis, P.M., Atha, C., & Storer, D. (1990). Cognitive-behavioural problem 

solving in the treatment of patients who repeatedly attempt suicide; a controlled trial. 

British Journal o f Psychiatry, 157, 871-876.

Schonell, F.E. & Schonell, F.J. (1950). Schonell Graded Word Reading Test, in 

Diagnostic and Attainment Testing. Oliver and Boyd Limited.

Schotte, D.E., & Clum, G.A. (1987). Problem solving skills in suicidal psychiatric 

patients. Journal o f Consulting and Clinical Psychology, 55(1), 49-54.

Scott, J., House, R., Yates, M., & Harrington, J. (1997). Individual risk factors for 

early repetition of deliberate self-harm. British Journal o f Medical Psychology, 70, 387- 

393.

Sidley, G.L., Whitaker, K., Calam, R.M., & Wells, A. (1997). The relationship 

between problem-solving and autobiographical memory in parasuicide patients. 

Behavioural and Cognitive Psychotherapy, 25, 195-202.



71

Upadhyaya, A.K., Warburton, H., & Jenkins, J.C. (1989). Psychiatric correlates of non- 

fatal deliberate self-harm in the elderly: a pilot study. Journal o f  Experimental 

Gerontology, 11(3+4), 131-143.

Williams, J.M.G. (1997). Cry ofpain: understanding suicide and self harm. Penguin 

books.

Williams, J.M.G., & Pollock, L.R. (1993). Factors mediating suicidal behaviour: their 

utility in primary and secondary prevention. Journal o f Mental Health, 2, 3-26.

Yesavage, J.A. (1988). Geriatric Depression Scale. Psychopharmacology Bulletin, 

24(4), 709-710.



CHAPTER 4. MAJOR RESEARCH PAPER

72

Parasuicide in older adults: relationship to interpersonal problem-solving

Susie Howat

Department o f Psychological Medicine,

Gartnavel Royal Hospital, Glasgow G12 OXH, UK.

Prepared in accordance with the guidelines for submission to The British Journal o f

Clinical Psychology (appendix 4.1).

Word count 4822



73

Parasiticide in older adults: 

relationship to interpersonal problem-solving

Susie Howat*

Department o f Psychological Medicine, 

Gartnavel Royal Hospital, Glasgow G12 OXH, UK.

*Requests for reprints



74

ABSTRACT

Objectives: To test the hypothesis that interpersonal problem solving

performance in older adults with a recent episode of parasuicide is poorer than that of 

depressed patients and community controls.

Design: A cross-sectional design was used to assess differences between older

parasuicide patients, depressed patients, and community controls in interpersonal 

problem solving performance.

Method: An existing outcome measure of interpersonal problem solving, the

Means End Problem Solving (MEPS) procedure, was modified in order to make it 

more suitable for older adults. It was then administered to 18 older adults who had 

engaged in parasuicide in the previous 14 days, 18 older adults who were being treated 

for clinical depression, and 22 older adults attending community groups. Comparisons 

between the groups in terms of performance on the MEPS were made.

Results: There were no observed differences between parasuicide and depressed

patients on any of the MEPS outcome variables although these two groups obtained 

significantly lower relevancy and effectiveness scores than the community control 

group. When Geriatric Depression Scale scores were controlled for, the parasuicide 

group still had significantly lower relevancy scores than the control group.

Conclusions: Parasuicide in older adults is related to a deficit in interpersonal 

problem solving performance that cannot be completely explained in terms of 

depression. Further investigation of interpersonal problem solving in relation to 

parasuicide and depression in older adults is required, perhaps using process measures 

of interpersonal problem solving to clarify the nature of the difficulties. Finally, the 

modified MEPS is acceptable to older adults and can be easily administered.

2 3 9  w ords
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INTRODUCTION

Suicide rates are higher in adults aged 65 years and over than they are in any other age 

group (Nowers, 1993) with 85% of older adults dying following their first attempt at 

deliberate self-harm (Duckworth & McBride, 1996). Parasuicide is defined as any 

non-fatal, serious deliberate self-harm with or without suicide intent (Williams, 1997) 

and parasuicide rates are lower in older adults (46/100,000 per year) than they are in 

younger people (Hawton & Fagg, 1990; Pierce, 1987). Reported female to male ratios 

for parasuicide in older adults range from 1:1 to 2:1 (Hepple & Quinton, 1997; Draper, 

1994; Hawton & Fagg, 1990; Pierce, 1987). Levels of suicide intent are high for the 

majority although a minority report little or no intent (Draper, 1994; Merrill & Owens, 

1990; Upadhyaya et al, 1989). The costs of parasuicide in older adults are high and 

include: increased risk of repeated parasuicide (Hepple & Quinton, 1997; Zweig & 

Hinrichsen, 1993); increased risk of future suicide (Nowers, 1993); referral to 

psychiatric services (Hawton & Fagg, 1990; Hepple & Quinton, 1997; Pierce, 1987); 

need for longer term medical care and increased mortality from natural causes in the 

subsequent year (Nieto et al, 1992). In spite of such high costs and the evidence that 

these patients engage in help-seeking behaviour prior to the parasuicide (Caine et al, 

1996; Dennis & Lindesay, 1995; Cattell & Jolley, 1995; Lindesay, 1991; Frierson, 

1991), research with older adults has largely been limited to the study of demographic 

variables and psychiatric symptoms. Psychological factors have received less 

attention, although psychological variables that have been associated with parasuicide 

in older adults include hopelessness and a lack of positive future-directed thinking (see 

Conaghan, 1999 for a review).

It is now well recognised that over half of older parasuicide patients and people 

who commit suicide are socially isolated (Draper, 1994; Merrill & Owens, 1990;
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Nowers, 1993). Fifty percent suffer from serious physical health problems (Hepple & 

Quinton, 1997; Frierson, 1991; Merrill & Owens, 1990), and over 70% are depressed 

(Upadhyaya et al, 1992; Lyness et al, 1992; Nieto et al, 1992). However the high 

prevalence of these variables among the over 65 age group means that their role in 

explaining suicidal behaviour is limited. Many older parasuicide patients have 

reported that interpersonal problems such as friction with spouse, family and friends 

preceded the parasuicide (Hepple & Quinton, 1997; Draper, 1994) suggesting that 

disturbed interpersonal relationships may be a vulnerability factor (Hawton & Fagg,

1990). However this has not been investigated further in this population.

Related research with younger parasuicide patients suggests that it is not the 

presence of problems per se that results in suicidal behaviour, but rather it is deficits in 

interpersonal problem solving skills that are related to parasuicide. Compared to 

psychiatric controls and non-clinical populations, younger parasuicide patients rate 

themselves to be poor problem solvers and they consistently generate fewer relevant 

means and less effective means of achieving given solutions to interpersonal problems 

(see Howat, 2000 for a review). Patients who go on to repeat parasuicide generate less 

effective and more passive means than those who harm themselves once (Scott et al, 

1997). In younger parasuicide patients with borderline personality disorder generation 

of inappropriate means of achieving the solution has been shown to predict subsequent 

parasuicide (Kehrer & Linehan, 1996). Training in problem solving skills results in 

patients reporting reduced hopelessness and feeling more able to cope with ongoing 

problems. The subsequent parasuicide and suicide rates are significantly reduced 

(Williams & Pollock, 1993; MacLeod et al, 1992; Salkovskis et al, 1990).

Studies investigating interpersonal problem solving in younger adults have used 

two types of measures. Process measures assess patients’ ratings of their attitudes and
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their perceived approaches to different stages in the problem solving process, and 

outcome measures assess problem solving performance. Given that this is the first 

study of its kind in older adults it was decided to use an outcome measure in order to 

assess for the presence of any deficits in problem solving skills. Due to the high 

prevalence of depression in this population it is possible that, because of negative 

thinking characteristic of depression, people would report themselves to be poorer 

problem solvers than they are in reality if a process measure was used. However, it is 

also true that depression is likely to impact on problem solving performance (Goddard 

et al, 1996; Marx et al, 1992; Fry, 1989) and so it must be controlled for. The most 

consistently used outcome measure of interpersonal problem solving in younger 

parasuicide patients is the Means End Problem Solving (MEPS) procedure (Platt & 

Spivack, 1975). This is a measure of “means end thinking” which provides the 

respondent with 10 scenarios faced by a protagonist, each describing an interpersonal 

problem at the beginning and a stated outcome at the end. The respondent is instructed 

to provide the middle portion of the story, explaining the steps (or means) taken by the 

protagonist to achieve this outcome. However the MEPS has never been validated for 

use with older adults and it has several limitations. Firstly, respondents are instructed 

to “make up a story” which may potentially introduce a lack of realism and cause an 

atypical problem solving set to be adopted (House & Scott, 1996; D’Zurilla & Maydeu 

Olivares, 1995). Secondly, respondents are instructed to identify with a protagonist 

which possibly reduces the personal relevance and therefore the ecological validity of 

the measure (D’Zurilla & Maydeu Olivares, 1995). Thirdly, three scenarios have 

antisocial problem solving goals, again perhaps reducing the personal relevance. 

Finally a further three scenarios refer to dating and work which are likely to be of no or
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little relevance to older adults while other issues such as physical health problems and 

social isolation which are of greater relevance to this group are not included.

This study aims to assess interpersonal problem solving in older adults with a 

recent episode of parasuicide. It is hypothesised that, compared to depressed patients 

and community controls, parasuicide patients will generate fewer relevant means and 

less effective means of achieving the stated outcome of interpersonal problems. In 

order to test this hypothesis the study will use a modified version of the MEPS which 

has been revised to take into account the limitations described above.

METHOD 

Pilot study

The Means End Problem Solving (MEPS) procedure (appendix 4.2) was modified to 

take account of the limitations that have already been discussed (appendix 4.3). 

Instead of asking participants to “make up a story” the instructions indicate that 

participants should “find the ideal strategy” for overcoming the problem situation, 

thereby replicating Marx et al’s (1992) instructions. Rather than providing problem 

scenarios faced by a protagonist, participants were asked to place themselves in the 

situation (eg “John noticed that his friends seemed to be avoiding him” became “You 

noticed that your friends seemed to be avoiding you”). In order to ensure the problem 

scenarios did not contain antisocial goals and were relevant for older adults, items 1,3, 

4 and 8 were unchanged, item 2 was modified (girlfriend was replaced by daughter), 

item 9 was modified (the outcome was changed from revenge to gaining an apology), 

and item 10 was modified (problems at work were replaced with problems with a 

neighbour). Items 5 (murder), 6 (dating), and 7 (stealing) were completely omitted and
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replaced by new items pertaining to social isolation, unexpected bills, and physical 

health problems respectively.

The modified MEPS, along with the other measures intended for use in the 

main study, was administered to four members of a local community group for older 

adults in order to assess whether the revisions were acceptable. These individuals 

suggested that no further changes needed to be made and so their data were included 

along with that from the community control group participating in the main study.

Main study

Participants

A consecutive series of patients receiving treatment in medical and psychiatric wards 

in Glasgow following parasuicide was assessed for inclusion in the study. Patients had 

to be aged 65 years or over and the parasuicide had to be in the past 14 days. Potential 

participants were interviewed initially by a member of the Elderly Psychiatric Liaison 

service and were excluded if, in the Psychiatrist’s opinion, they had a diagnosis within 

the organic, alcohol or drug dependence, or psychotic groups, or if they were unable to 

give consent to participate. Thirty-four patients were assessed for inclusion in the 

study. Sixteen of those patients were excluded: 1 had dementia; 2 were alcohol 

dependent; 2 were psychotic; 3 were too physically unwell to participate; 5 refused to 

participate (4 because they did not want to refer to the parasuicide and 1 because she 

was embarrassed by her mild deafness); and 3 agreed to participate but withdrew soon 

into the study because they found it too difficult to concentrate. Eighteen parasuicide 

patients were therefore included in the study.

For the depressed and control groups, individuals with an episode of 

parasuicide in the past three months were not recruited. A depressed control group
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consisted of consecutive referrals from Psychiatrists and Clinical Psychologists 

working within Glasgow’s Elderly Mental Health Services. Twenty-one patients were 

assessed for inclusion but 3 patients refused to participate because they considered 

themselves to be too unwell. The eighteen patients who did participate comprised 7 in­

patients and 11 out-patients. A community control group of 22 individuals (including 

the four from the pilot study) was recruited from older adults who attended community 

groups across Glasgow. These people were not in contact with mental health services 

and volunteered their participation upon hearing of the study. Potential participants in 

this group were excluded if they scored 5 or more on the Geriatric Depression Scale -  

short form (Yesavage, 1988).

In addition, any potential participants were excluded if they obtained a score of 

23 or less on the Mini Mental State Examination (Dick et al, 1984) which is indicative 

of cognitive impairment. This ensured that interpretation of any observed between 

group differences on the MEPS would not be confounded by possible cognitive 

impairment. All participants gave their written, informed consent to take part in the 

study.

A power calculation was conducted using previously reported mean scores for 

parasuicide and non-psychiatric controls on the MEPS (Evans et al, 1992). It was 

estimated that to achieve 80% power to detect a statistically significant result at the 5% 

level of significance for two tailed testing, the smallest sample size required would be 

18 participants in each of the three groups.

Design

The study was cross-sectional in design. It involved a single interview with each 

participant, with interview data compared across groups.
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Procedure

At assessment the following clinical and demographic data were recorded (appendix 

4.4): age; sex; marital status; living arrangements; previous occupation which was later 

converted to social class (Office of Population Censuses and Surveys - HMSO, 1995); 

number of social contacts; information regarding physical health problems; psychiatric 

history; and history of parasuicide. The parasuicide group was asked about precipitants 

to the parasuicide and level of suicide intent (rated strong/moderate/none). Each 

participant was asked to complete the following measures which were administered by 

the author in the order stated below. The administration of the measures took 

approximately 45 minutes including debriefing.

Measures

Means End Problem Solving (MEPS) procedure (Platt & Spivack, 1975) modified for 

use with older adults for the purposes of the present study as described above.1 The 

MEPS was administered in verbal format to every participant. All participants also 

had the instructions and items in large lettering placed in front of them. Participants 

spoke their responses aloud into a tape recorder and the tape was later transcribed. 

Responses were scored according to:

(i) relevancy (Platt & Spivack, 1975) i.e. number of relevant means compared to 

other story directed responses (calculated by dividing number of relevant 

means by number of relevant means plus number of irrelevant means plus 

number of no means).

(ii) quotient of appropriate means (Kehrer & Linehan, 1996) i.e. adaptive means 

(calculated by dividing number of appropriate relevant means by number of

1 For detailed analysis o f the modified MEPS see appendix 4.8. This data will form the basis o f a later paper.
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appropriate relevant means plus number of inappropriate relevant means plus 

number of irrelevant means).

(iii) quotient of inappropriate relevant means (Kehrer & Linehan, 1996) i.e. 

maladaptive means such as violence or suicidal behaviour (calculated by 

dividing number of inappropriate relevant means by number of appropriate 

relevant means plus number of inappropriate relevant means plus number of 

irrelevant means).

(iv) quotient of active means (Linehan et al, 1987) i.e. means where the participant 

describes initiating the behaviour (calculated by dividing number of active 

relevant means by number of active relevant means plus number of passive 

relevant means plus number of irrelevant means).

(v) quotient of passive means (Linehan et al, 1987) i.e. means where the 

participant describes relying on the actions of others (calculated by dividing 

number of passive relevant means by number of active relevant means plus 

number of passive relevant means plus number of irrelevant means).

(vi) effectiveness of relevant means. Each item for which relevant means were 

generated was scored 0 (not effective), 1 (effective), or 2 (very effective) as 

suggested by Evans et al (1992). The scores were summed, multiplied by ten 

(the total number of items) and then divided by the number of items for which 

the respondent provided relevant means. This scoring method allows for fair 

comparison among individuals who provided relevant means for different 

numbers of items.

(vii) obstacles that were mentioned as having to be surmounted in order to attain 

the desired outcome (calculated by summing the number of obstacles
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mentioned, multiplying by ten and then dividing by the number of items for 

which the respondent provided relevant means).

(viii) time spent responding. The time, in seconds, from the start of the first word 

of each response to the end of each response was recorded.

Relevancy and effectiveness are the main outcome variables that have been used in 

previous studies so any analyses, other than those addressing between group 

differences, will focus on these variables only.

The author scored all the questionnaire measures and a second, independent 

rater scored the number of relevant means per item on the modified MEPS for a 

randomly selected sample of 3 participants per group. The independent rater was blind 

with regard to the group membership of these participants. Inter-rater reliability was 

high (rs= 0.919, 1 tailed) indicating that rating of relevant means was reliable. Where 

there was discrepancy, the raters reached an agreement on which score to use. 

Thereafter all questionnaires were scored by the author with random checks made 

blindly by the second rater.

Geriatric Depression Scale (GDS) short form  (Yesavage, 1988, appendix 4.5). The 

GDS was originally designed as a screening instrument for depression specifically in 

older adults (Yesavage et al, 1983). The short form has also been validated (Herrmann 

et al, 1995) and comprises 15 items with a yes/no response format. A score of 5 or 

more indicates probable depression.

Mini Mental State Exam (MMSE, Dick et al, 1984, appendix 4.6). The MMSE was 

designed to provide a brief screening assessment of cognitive performance in a US 

psychogeriatric population (Folstein, Folstein & McHugh, 1975). It has subsequently
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been revised for use with a UK sample (Dick et al, 1984). It is recommended that a 

cut-off score of 23 or less out of 30 should be considered to be indicative of cognitive 

impairment (Tombaugh & McIntyre, 1992) because patients with dementia or delirium 

consistently score within this range (Lezak, 1995).

Schonell Graded Word Reading Test (Schonell & Schonell, 1950, appendix 4.7). This 

test was used in order to provide a crude measure of intelligence. It has been argued 

that scoring on the MEPS is not related to intelligence however, due to limited work in 

this area with older adults, it was decided to be cautious and ensure comparable levels 

of intelligence across the groups. The raw score on the Schonell was converted to a 

WAIS IQ score based on a formula that has been validated in a sample of older adults 

(Ruddle & Bradshaw, 1982).

RESULTS

All data were analysed using the statistical package SPSS for windows, version 9.0 for 

the PC. Kolmogorov-Smirnov and Levene’s tests were applied to the data to assess 

normality of distribution and equality of variances respectively.

Characteristics o f the parasuicide sample (n=18)

The parasuicide group was interviewed at a median of 3 days (range 1-14) following 

the parasuicide. 10 patients (56%) were male. Half the sample (n=9) reported strong 

suicide intent and 4 participants said that they had no suicide intent. The most 

common method of parasuicide was overdose (n=12). Three people cut their wrists 

and a further 3 people used more violent methods (drowning, carbon monoxide
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poisoning, jumping). The main reasons given for the parasuicide could be categorised 

as: overwhelmed by physical problems (n=5); bereavement following death of spouse 

(n=5); interpersonal conflict (n=5); and depression / hopelessness (n=3). Fifteen 

patients (83%) had a diagnosis of depression. No-one had received any other 

psychiatric diagnosis. Nine patients (50%) reported at least one previous parasuicide 

episode. 12 patients (67%) were referred to psychiatric inpatient services following 

medical treatment for the parasuicide and a further three patients (17%) were referred 

to psychiatric outpatient services.

Demographic and clinical variables for parasuicide, depressed, and control groups 

Demographic and clinical details for all groups are provided in table 1. The 

parasuicide group was significantly younger than the control group. The control group 

had fewer individuals in a marital relationship than the parasuicide and depressed 

groups but had significantly more social contacts than the other groups. This latter 

finding is likely to be explained by the methodology used because control subjects 

were recruited from community groups and therefore counted the other group members 

among their social contacts. More individuals in the parasuicide group than in the 

other groups had at least one previous parasuicide episode. Fewer individuals in the 

control group than in the other groups had previous contact with psychiatric services. 

The groups were comparable in terms of male:female ratio, living arrangements, social 

class, number of serious physical health problems, and pain. There were no between 

group differences on the Mini Mental State Exam or estimated WAIS IQ. The control 

group had significantly lower GDS scores than the parasuicide and depressed groups 

and there was no difference between the latter two groups on this measure.

[Insert table 1 here]
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Means End Problem Solving procedure -  between group differences 

Where MEPS outcome variables were normally distributed with equal variances, 

between group differences were measured by one-way ANOVA and post hoc analysis 

with Tukey’s Honestly Significant Difference (HSD) Test. Where outcome variables 

were not normally distributed and equality of variances could not be assumed, Kruskal- 

Wallis tests were used instead. Statistical values are reported in table 2.

The control group had a significantly higher relevancy score, and generated 

significantly more effective relevant means than both the parasuicide and depressed 

groups. The latter two groups did not differ on these variables. The control group also 

had significantly higher quotients of active and appropriate relevant means than the 

parasuicide group but did not differ from the depressed group. The parasuicide group 

did not differ from the depressed group on these variables. There were no significant 

between group effects for quotient of passive means, quotient of inappropriate means, 

and number of obstacles mentioned. The control group spent significantly longer on 

their responses than the other groups and the depressed and parasuicide groups did not 

differ significantly. For the sample as a whole, time spent on each item was 

significantly correlated both with relevancy (r=0.290, p=0.027) and with effectiveness 

(r=0.284, p=0.031).

[Insert table 2 here]

Effects o f GDS scores on MEPS variables

The findings reported above indicate that there are no significant differences on any of 

the MEPS outcome variables between parasuicide and depressed patients. Using data 

from the sample as a whole (n=58), there was a significant negative correlation
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between GDS score and relevancy (r=-0.457, p<0.001). An ANCOVA was conducted 

to control for the confounding effect of GDS scores on both relevancy scores and 

effectiveness scores. When GDS score was controlled for there was still a main 

between group effect for relevancy scores [F(2,54)=4.875, p=0.011]. Post hoc analysis 

with the Bonferroni t test indicated that the control group had significantly higher 

relevancy scores than the parasuicide group (p=0.012). There were no differences 

between the depressed and control groups or between the depressed and parasuicide 

groups. There were no longer between group differences on effectiveness scores once 

GDS scores were controlled for [F(2,54)=0.280, n.s.].

Effects o f characteristics o f the parasuicide on MEPS variables 

For the parasuicide group alone, one-way ANOVA indicated that there was an overall 

effect of level of suicide intent on relevancy [mean relevancy score (sd): strong intent

0.541 (0.136), moderate intent 0.748 (0.150), no intent 0.824 (0.077); F(2,15)=8.050, 

p=0.004]. Tukey’s HSD showed that those reporting strong suicide intent had 

significantly lower relevancy scores than both those reporting moderate (p=0.031) and 

those reporting no suicide intent (p=0.007). There were no significant differences 

between patients who reported moderate suicide intent and those who reported no 

suicide intent. There was no overall effect of level of suicide intent on effectiveness 

[mean effectiveness score (sd): strong intent 13.524 (3.060), moderate intent 15.924 

(2.451), no intent 14.464 (1.732); F(2,15)=1.288, n.s.]. Number of days since 

parasuicide was not significantly correlated with relevancy score (rs=0.040) or with 

effectiveness score (rs=-0.226).
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DISCUSSION

In the present study parasuicide patients were poorer at generating relevant and 

effective means of reaching given outcomes to interpersonal problems than community 

controls, but were no different to the depressed patients. However when the effect of 

GDS score was controlled for the parasuicide group still had a lower relevancy score 

than community controls. This finding suggests that over and above deficits related to 

the effects of depression, parasuicide patients have a deficit in the identification of 

relevant, specific steps that would be instrumental in reaching the desired outcomes of 

interpersonal problems, thereby supporting the hypothesis stated at the outset. In 

contrast, when the effect of GDS score was controlled for, the parasuicide group no 

longer had lower effectiveness scores than the community controls suggesting that it is 

depression that hampers the identification of effective steps to reaching the desired 

solution.

Parasuicide patients had lower quotients of active and appropriate means than 

the control group but did not differ from the control group in terms of quotients of 

passive and inappropriate means. This suggests that the critical difficulty for the 

parasuicide group may be a deficit in identifying and/or implementing appropriate, 

active steps rather than an excessive tendency to rely on other people or to resort to 

inappropriate means.

This study has shown that, as with their younger counterparts, older parasuicide 

patients seem to have specific deficits in interpersonal problem solving skills. The 

results indicate that depression seems to play an important role in problem solving 

deficits, thereby highlighting the importance of controlling for depression in studies of 

this nature. Studies with younger adults have tended to use generic groups of 

psychiatric patients as controls. No study has used a control group consisting entirely
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of depressed patients, or even controlled for the effect of self-reported depressive 

symptoms on MEPS outcome variables. It may be that depression is less prevalent as a 

primary psychiatric diagnosis in younger parasuicide patients than in older parasuicide 

patients (Merrill & Owens, 1990). However research with younger adults has often 

targeted patients who were admitted to a psychiatric ward following parasuicide and, in 

a group of psychiatric patients with mixed primary diagnoses, it is possible that some 

patients may have a co-morbid depressive illness.

Overall, number of days since parasuicide was not associated with MEPS 

scores suggesting that the 14-day window was an appropriate timeframe to use 

(although the median number of days since parasuicide was 3). In this sample higher 

level of suicide intent was associated with lower relevancy scores even although it is 

recognised that reported levels of suicide intent decrease within 48 hours of parasuicide 

(Nowers, 1993). Time spent on responses to problem solving scenarios correlated with 

relevancy scores and effectiveness scores, and the control group spent significantly 

longer on their responses than did the other two groups. It is impossible to say whether 

the parasuicide and depressed groups performed more poorly simply because they gave 

up too quickly, or if their responses were necessarily short because they were unable to 

elaborate further due to poor problem solving skills. Whatever the reason they do 

seem to have difficulties that need to be addressed.

This parasuicide group seems to be akin to those samples described in previous 

literature in terms of sociodemographic characteristics (especially social isolation and 

physical health problems) but there were no between group differences on any of these 

characteristics and so their role in explaining parasuicide is limited. An important 

consideration is that 16 out of the 34 parasuicide patients who were assessed either did 

not meet the inclusion criteria, were too physically unwell to participate, or refused to
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do so. This highlights the difficulties in recruiting able and willing older parasuicide 

patients and raises the question of whether the present findings can be generalised to 

the wider population of older parasuicide patients.

Individuals from all three groups who did participate tended to engage well 

and, once started, there were no difficulties. They generally reported that the MEPS 

was an acceptable instrument and that the modifications, including 2nd person 

instructions and revised problem solving scenarios, were acceptable. Several people 

volunteered that they found the exercise enjoyable and no-one said that it was an 

aversive experience.

Limitations o f the study

The 16 parasuicide patients who were not included were not followed up in any way by 

the author due to practical difficulties. It would have been helpful to have had further 

information regarding sociodemographic status and the characteristics of the 

parasuicide in order to assess any similarities to or differences from the study group.

It is acknowledged that soon after the parasuicide, individuals may possibly be 

experiencing adverse cognitive effects related to the method used and that these 

cognitive effects may potentially impact on interpersonal problem solving 

performance. However it is impossible to assess individuals immediately prior to the 

parasuicide. The effect of method of parasuicide on problem solving performance 

could not be statistically evaluated because there was only one person per category of 

method in several instances.

Problem solving performance was measured by a modified version of the 

MEPS and, although the modifications seemed to be acceptable to the individuals in 

the study, further validation of the measure is required and will be the subject of a later
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paper. The MEPS measures performance on “means end thinking” tasks, i.e. it 

assesses the identification of relevant, specific steps that are instrumental in achieving 

a stated outcome. This is only one of the skills required for successful problem 

solving, and so it would be premature at this stage to say that older adults with a recent 

episode of parasuicide and older adults who are depressed are generally deficient in 

interpersonal problem solving skills. The results of this study only suggest that older 

parasuicide patients perform poorly on tasks assessing means end thinking. As yet it 

cannot be concluded if they have deficits in other skills (such as identifying a problem, 

defining the problem, identifying alternative strategies for overcoming the problem, 

and choosing and evaluating one strategy) that are part of the problem solving process 

(D’Zurilla & Goldfried, 1971).

Clinical Implications

The results indicate that older parasuicide patients have difficulty in generating steps 

needed to reach a given interpersonal goal, thereby replicating findings from studies 

with younger adults. Given that older parasuicide patients seem to have particular 

difficulty in generating appropriate and active means, a deficit model of interpersonal 

problem solving difficulties is indicated. It is possible that, as has been shown with 

younger adults, problem solving skills which may be protective in terms of future 

parasuicide can be taught. Problem solving training has already been found to be 

acceptable to depressed older adults and effective in increasing problem solving skills 

and reducing the severity of depression (Arean et al, 1993). Of the parasuicide group 

included in the present study 83% were referred on to psychiatric services and no-one 

was referred directly to clinical psychology services. The patients were not followed 

up so it is possible that some may attend a Clinical Psychologist at a later date. The
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results of this study provide preliminary evidence that there may be a role for clinical 

psychology involvement to address the observed deficits in means end thinking by 

teaching interpersonal problem solving skills.

Recommendations for future research

Future research is required to replicate and supplement the results found in the present 

study by perhaps using a process measure of problem solving to further clarify the 

nature of the difficulties experienced by older individuals with a recent episode of 

parasuicide. Given the close link between depression and performance on the MEPS it 

is recommended that depression be controlled for. Later research could measure the 

relationship of problem solving to other psychological variables, such as hopelessness 

and lack of positive future-directed thinking, that have been associated with 

parasuicide in older adults in order to build a psychological model of parasuicide in 

this age group.
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CHAPTER 5. CLINICAL CASE RESEARCH STUDY ABSTRACT

Experimental manipulation of auditory hallucinations 

in a patient with 

chronic major depressive disorder 

with mood-congruent psychotic features

Susie Howat

Department o f Psychological Medicine, 

Gartnavel Royal Hospital, Glasgow, G12 OXH
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Experimental manipulation of auditory hallucinations 

in a patient with 

chronic major depressive disorder 

with mood-congruent psychotic features

Abstract

Based on theoretical understanding of hallucinations and obsessional thoughts, an 

audio-tape technique was devised and used in the experimental manipulation of voices 

in a 33 year old female with a six year history of chronic major depressive disorder with 

mood-congruent psychotic features. Her voices had been largely resistant to medication.

As part of a focusing technique approach to intervention, the patient recorded 

herself speaking the content of her voices on to a loop audiotape. Using an ABABA 

experimental design it was evident that during periods of exposure to the tape the 

loudness and intensity of her voices and the associated distress were reduced compared 

to control periods. This suggests that focusing on the content of the voices is more 

beneficial than distraction for reducing the severity and the impact of the voices.

132 words

Keywords: auditory hallucinations, depression, focusing, exposure
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Appendix 1.1

Clinical Psychology Forum
C lin ica l P s y c h o lo g y  F o r u m  is produced  b y  the D iv isio n  o f  Clinical P sych o logy  o f  T h e British  
P sychological Society. It is ed ited  b y  S teve Baldw in, Lorraine Bell, Jonathan Calder, L esley  C ohen, S im on  
G elsthorpe, Laura G old in g , H e len  Jon es, Craig N ew n es, M ark R apley and A rlene V etere, and circulated  
to all m em bers o f  the D iv is io n  m onthly. It is designed  to  serve as a d iscussion  forum  for  any issues o f  
relevance to  clinical psych ologists. T h e editorial collective w elcom es brief articles, reports o f  events, 
correspondence, b o o k  review s and announcem ents.

Notes for contributors
Articles of 1000-2000 words are welcomed. Send two 
copies of your contribution, typed and double spaced 
Contributors are asked to keep tables to a minimum, to 
ensure that all references are complete and accurate, and 
to give a word count Please indicate the authors’ employ 
ers, to appear at the head of the article, and include an 
address for correspondence, with e-mail if possible. News 
of Branches and Special Groups is especially wekome.

Langtag: contributors are asked to use language which 
is psychologically descriptive rather than medical and to 
avoid using devaluing terminology, Le. avoid clustering 
terminology like “the elderly" or medical jargon like 
“person with schizophrenia”. If you find yourself using 
quotation marks around words of dubious meaning, 
please use a different word 

Articles submitted to Forum will be sent to members 
of the Editorial Collective for refereeing. They will then 
communicate directly with authors.

We reserve the right to shorten, amend and hold back 
copy if needed

Copy
Please send all copy and correspondence to the
Co-ordinating Editor
Craig Newnes
Field House
1 Myddlewood
Myddle
Shrewsbury SY4 3RY
Fax 01939 291209
106071,666@ compuserve.com

Division News
Please send all copy to:
Helen Jones
Psychology Consultancy Service 
Chaddeslode House 
130 Abbey Foregate 
Shrewsbury SY2 6AX 
Fax 01743 352210 
hjones9@ compuserve.com

Book Reviews
Please send all books and review requests to:
Arlene Vetere 
The Tavistock Centre 
120 Belsize Lane 
London NW3 5BA

Advertisements
Rates. Advertisements not connected with DCP spon­
sored events are charged as follows:

Full page (20cm x 14cm): £  140 
Half page (10cm x 14cm): £85 
Inside cover £  160

All these rates are inclusive of VAT and are subject to 
a 10 per cent discount for publishers and agencies, and a 
further 10 per cent discount if the advertisement is 
placed in four or more issues. DCP events are advertised 
free of charge.

The Society's Terms and Conditions for the acceptance 
of advertising apply. Copy (preferably camera ready) 
should be sent to:

Jonathan Calder
The British Psychological Society 
St Andrews House 
48 Princess Road East 
Leicester LE 1 7DR  
TeL 0116 252 9502 (direct line)
Fax 0116 247 0787 
joncal@ bps.org.uk

Publication of advertisements is not an endorsement 
of the advertiser, nor of the products and services adver­
tised.

Subscriptions
Subscription rates of Clinical Psychology Forum are 
as follows:
US only $160 
Outside US and UK: £80 
UK (Institutions): £60 
UK (Individuals): £30

Subscriptions should be sent to:
Clinical Psychology Forum
The British Psychological Society 
St Andrews House 
48 Princess Road East 
Leicester LE 1 7DR  
TeL 0116 254 9568 
Fax 0116 247 0787

Clinical Psychology Forum is published monthly and is 
dispatched from the printers on the penultimate Thursday 
of the month prior to the month of publication.
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Appendix 1.2

THE 
RESEARCH IHVOLVEMEHI 
OF PSYCHOLOGISTS SCALE

This survey looks at clinical psychologists’ involvement in a variety of research activities, 
their attitudes towards research and the nature of their working day. It is being 
distributed to all psychologists within Greater Glasgow Community and Mental Health 
Services NHS Trust and is entirely anonymous. Your time in completing it is highly valued.

S e c t io n  A; A tt itu d e s  T ow a rd s R e s e a r c h

For each of the following statements please circle the response which you feel is most 
applicable

1. I regularly think about areas of psychological theory /  practice that I would like to
research.

Strongly
Agree

Agree N either Agree 
nor Disagree

Disagree Strongly
D isagree

2. I rarely get time to put my research ideas into practice. 

AgreeStrongly
Agree

N either Agree 
nor Disagree

Disagree Strongly
D isagree

3. In terms of being informed by research evidence, my clinical practice is

Strongly
Informed

Som ew hat
Informed

N either Inform ed  
nor U ninform ed

Som ew hat
U ninform ed

Strongly
Uninform ed

4. Even if I had the time I don’t feel I have the skills to carry out research.

Agree N either Agree DisagreeStrongly
Agree

N either Agree 
nor Disagree

Strongly
Disagree

5. Pressure to spend time in clinical contact prevents me from doing research 

Agree N either Agree DisagreeStrongly
Agree

N either Agree 
nor Disagree

Strongly
Disagree
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6. Research findings are of relevance to clinical psychology practice

Agree Neither Agree DisagreeStrongly
Agree

Neither Agree 
nor Disagree

Strongly
Disagree

7. Research is not the domain of clinical psychologists. 

AgreeStrongly
Agree

Neither Agree 
nor Disagree

Disagree Strongly
Disagree

8. In my post, I feel th a t research is

Strongly
Encouraged

Somewhat
Encouraged

Neither 
Encouraged 
nor Discouraged

Somewhat
Discouraged

Strongly
Discouraged

9. Clinical psychologists should have regular "agreed" time in which to pursue research 

Agree Neither Agree DisagreeStrongly
Agree

Neither Agree 
nor Disagree

Strongly
Disagree

10. I am  not interested in doing research.

Strongly
Agree

Agree Neither Agree 
nor Disagree

Disagree Strongly
Disagree

11. At the moment, my involvement in research is

About rightFar too 
much

Slightly 
too much

Slightly too 
little

Far too 
little
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Section B: Research Activities

F o r  t h e  f o l l o w i n g  i t e m s  p l e a s e  t i c k  t h e  m o s t  a p p r o p r i a t e  b o x  t o  i n d i c a t e  w h e n  y o u  w e r e  

m o s t  r e c e n t l y  involved in each research activity s i n c e  q u a l i f y i n g  a s  a  c l i n i c a l  

p s y c h o l o g i s t

Currently
involved

Involved 
in the 
last 12 
months

Involved 
in the 
last 5 
years

Involved
since

qualifying

Have 
never 
done this 
since 
qualifying

1. Clinical Outcome 
Studies

2. Service Related 
Research

2. Writing grant 
applications

3. Performing 
literature searches

4. Designing research 
studies, including 
questionnaire / 
survey design

5. Data collection and 
/ or data entry

6. Data analysis

7. Writing up 
statistical results

8. Writing up 
qualitative research
9. Managing ongoing 
research projects

Please indicate how 
many----------

10. Writing empirical 
papers.

11. Writing 
conceptual / 
theoretical papers

12. Submitting work 
for publication

13. Having work 
published
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Currently
involved

Involved 
in the 
last 12 
months

Involved 
in the 
last 5 
years

Involved
since

qualifying

Have 
never 

done this 
since 

qualifying
14. Presenting at 
local events 
1 dept meetings, 
research forums, 
interest groups )

15. Presenting at 
national / 
international 
conferences, meetings 
etc.

16. Attending ( but 
not presenting 
a t) local events

17. Attending 
national /
international events

18. Reading empirical 
articles / books

19. Discussing 
research articles / 
ideas with colleagues
20. Using single case 
designs with 
empirical measures
21. Using evidence 
based treatments

22. Seeing patients as 
part of a research 
study

23. Training others as 
part of a research 
study

24. Supervising other 
people's research ( 
Assistants, Trainees, 
Other Disciplines )

25. Meta-analytical 
studies

26. Writing Review 
Articles
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Currently
involved

Involved 
in the 
last 12 
months

Involved 
in the 
last 5 
years

Involved
since

qualifying

Have 
never 

done this 
since 

qualifying
27. Other research 
activities (please 
specify)

a.)

b.)

c.)

d.)

28. Please list the last 3 journals (eg British Jou rnal of Clinical Psychology, Clinical 
Psychology Forum) to which you have subm itted

(i)

(ii)

(hi)

29. Please list the last 3 jou rnals (eg British Journal of Clinical Psychology, Clinical 
Psychology Forum) in which you have published

( i )

(ii)

(iii)

30. Please indicate which, if any, research activities would you like to spend more 
time on

31. Please indicate which, if any, research activities would you like to spend less time 
on
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Section C; About Your Career

I n  c o m p i l i n g  t h e  f o l l o w i n g  q u e s t i o n s  c a r e  h a s  b e e n  t a k e n  t o  e n s u r e  t h a t  i n d i m d u a l  

p s y c h o l o g i s t s  c a n  n o t  b e  i d e n t i f i e d  f r o m  t h e i r  r e s p o n s e s .

1. Please indicate the num ber of years you have been qualified

2. W hat type of post do you hold ?
100 % Clinical O  Split Clinical /  Academic [U

3. Are you currently in receipt of any research grants /  other funding ?
YES □  NO □

4. W hat Grade are you ? A Grade □  B Grade Q

5. Please indicate the type of qualification(s) you hold:

D. Clin. Psy O Ph.D. Q Masters O

6. Are you currently registered for a  further degree ?
NO n  YES D  Please specify_____________

7. On average I sp e n d ___________ hours per week involved in m anagem ent duties.

8. On average I sp e n d ___________ hours per week in clinical supervision of other staff.

9. On average I offer____________ hours of clinical contact per week.

10. On average I spend__________ hours per week involved in research.

11. I would describe my favoured theoretical orientation as:

Cognitive - Cognitive Behavioural Psycho- Eclectic Othei
Behavioural dynamic _____

12. If you have opinions about research th a t you have not been able to express through our 
questions, please use th is space to inform us.
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Appendix 1.3

Responses to the items in the RIPS attitude scale that were retained to ensure sufficient 
internal consistency of the scale ‘.descriptive statistics

Item No. of 
cases

mean
score

sd median
score

range

1 .1 regularly think about areas of 
psychological theory / practice that I would 
like to research

39 4.23 0.81 4.00 3.00

2 .1 rarely get time to put my research ideas 
into practice

39 2.44 1.29 2.00 4.00

3. Even if  I had the time I don’t feel I have 
the skills to carry out research

39 4.05 0.76 4.00 3.00

4. Pressure to spend time in clinical contact 
prevents me doing research

39 2.33 1.11 2.00 4.00

5. Research findings are o f relevance to 
clinical psychology practice

39 4.67 0.62 5.00 3.00

6. Research is not the domain o f clinical 
psychologists

39 4.59 0.75 5.00 4.00

7. In my post I feel that research is., 
(strongly encouraged—strongly discouraged)

39 3.69 0.95 4.00 3.00

9 .1 am not interested in doing research 39 4.33 0.93 5.00 4.00

Reliability co-efficient, Cronbach’s alpha = 0.60
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Appendix 2.1

NO TES FOR CONTRIBUTORS

1. The British Journal of Clinical Psychology publishes original 
contributions to scientific knowledge in clinical psychology. This 
includes descriptive comparisons, as well as studies o f  the assessment, 
aetiology and treatment o f  people with a wide range o f  psychological 
problems in all age groups and settings. The level o f  analysis o f  studies 
ranges from biological influences on individual behaviour, e.g. neuro­
psychology, age associated CNS changes and pharmacological (in the 
later case an explicit psychological analysis is also required), through 
studies o f  psychological interventions and treatments on individuals, 
dyads, families and groups, to investigations o f  the relationships 
between explicity social and psychological levels o f  analysis. The general 
focus o f  studies in an abnormal behaviour such as that described and 
classified by current diagnostic systems (ICD-10, DSM -IV) but it is not 
bound by the exclusive use o f  such diagnostic systems. The Journal is 
catholic with respect to the range o f  theories and methods used to 
answer substantive scientific problems. Studies o f  samples with no 
current psychological disorder will only be considered if  they have a 
direct bearing on  clinical theory or practice.
2. The following types o f  paper are invited:
(a) Papers reporting original empirical investigations.
(b) Theoretical papers, provided that these are sufficiendy related to 

empirical data
(r) Review articles which need not be exhaustive, but which should 

give an interpretation o f  the state o f  the research in a given field 
and, where appropriate, identify its clinical implications.

(d) Brief Reports and Comments (see paragraph 6).
Case studies are normally published only as Brief Reports. Papers are 
evaluated in terms o f  their theoretical importance, contributions to 
knowledge, relevance to the concerns o f  practising clinical 
psychologists, and readability. Papers generally appear in order o f  
acceptance, except for the priority given to Brief Reports and 
Comments.
3. The circulation o f  the Journal is worldwide, and papers are 
reviewed by colleagues in many countries. There is no restriction to 
British authors, and papers are invited from authors throughout the 
world.
4. The editors will reject papers which evidence discriminatory, 
unethical or unprofessional practices.
5. Papers should be prepared in accordance with The British 
Psychological Society’s Style Guide, available at £3.50 per copy from The  
British Psychological Society, St Andrews House, 48 Princess Road 
East, Leicester LEI 7DR, England. Contributions should be kept as 
concise as clarity permits, and illustrations kept as few as possible.
Papers should not normally exceed 5000 words. A structured abstract 
o f  up to 250 words should be provided (see Volume 35(2), pp. 323 
(1996), for details). The title should indicate exactly but as briefly as 
possible the subject o f  the article, bearing in mind its use in abstracting 
and indexing systems.
(a) Contributions should be typed in double spacing with wide margins 

and only on one side o f  each sheet. Sheets should be numbered. The 
top copy and at least three good duplicates should be submitted and 
a copy should be retained by the author.

(b) This journal operates a policy o f  blind peer review. Papers will 
normally be scrutinized and commented on by at least two  
independent expert referees as well as by the editor or by an 
associate editor. The referees will not be made aware o f  the identity 
o f the author. All information about authorship including personal 
acknowledgements and institutional affiliations should be confined 
to a removeable front page and the text should be free o f  such 
clues as identifiable self-citations (‘In our earlier w ork...’) The 
paper’s tide should be repeated on the first page o f  the text.

(c) T a b les  sh o u ld  be tvped  in d o u b le  spacing  o n  sep a ra te  sh ee ts . E ach  
sh o u ld  have a se lf-exp lana to ry  title and  sh o u ld  he c o m p re h e n s ib le  
w ith o u t re fe ren ce  to  th e  text. T h cv  sh o u ld  he  re fe rred  to  in th e  tex t 
bv arab ic  n um erals . D a ta  g iven  sh o u ld  be ch e ck ed  fo r accuracy  and  
m u st agree w ith m e n tio n s  in th e  text.

(d)  F igures, i.e. d iag ram s, g rap h s  o r  o th e r  il lu s tra tions , sh o u ld  b e  on  
sep ara te  sheers n u m b e red  sequen tia lly  ‘Fig. 1 ’, e tc ., an d  each  
iden tified  o n  the  back w ith  th e  title o f  the p ap e r. T h c v  sh o u ld  be

carefully drawn, larger than their intended size, suitable for 
photographic reproduction and clear when reduced in size. Special 
care is needed with sym bols: correction at proof stage may not be 
possible. Lettering must not be put on the original drawing but 
upon a copy to guide the printer. Captions should be listed on a 
separate sheet.

(e) Biblographical references in the text should quote the author’s 
name and the date o f  the publication thus; Hunt (1993). They 
should be listed alphabetically by author at the end o f  the article 
according to the following format:
M oore, R. G., St Blackburn, I.-M. (1993). Sociotrophy, autonomy 

and personal memories in depression. British Journal of Clinical 
Psychology, 32, J60-462.

Steptoe, A., & bard ie , J. (1992). Cognitive predictors o f  health 
behaviour in contrasting regions o f  Europe. In C. R. Brewin,
A. Steptoe, & J. Wardle (Eds.), European perspectives in clinical and 
health psychology (pp. 101—118). Leicester: T he British 
Psychological Society.

Particular care should be taken to ensure that references are 
accurate and complete. G ive all journal titles in full.

( / )  SI units must be used for all measurements, rounded o ff  to 
practical values if  appropriate, with the Imperial equivalent in 
parentheses (see BPS Style Guide).

(g) Authors are requested to avoid the use o f  sexist language.
(h) Supplementary data too  extensive for publication may be deposited 

with the British Library D ocum ent Supply Centre. Such material 
includes numerical data, computer programs, fuller details o f  case 
studies and experimental techniques. The materials should be 
submitted to the Editor together with the article, for simultaneous 
refereeing.

6. Brief Reports and Comments are limited to two printed pages. 
These are subject to an accelerated review process to afford rapid 
publication o f  research studies, and theoretical, critical or review 
comments whose essential contribution can be made within a small 
space. They also include research studies whose importance or breadth 
o f  interest is insufficient to warrant publication as full articles, and case 
reports making a distinctive contribution to theory or method. Authors 
are encouraged to append an extended report to assist in the evaluation 
o f the submission and to be made available to interested readers on 
request to  the author. T o ensure that the two-page limit is not 
exceeded, set typewriter margins to 66 characters maximum per line and 
limit the text, including references and a 100 word abstract, to 150 lines. 
Figures and tables should be avoided. Title, author and name and 
address for reprints and data o f  receipt are not included in the 
allowance. However deduct three lines from the text each and every 
time any o f  the following occur:
{a) title longer than 70 characters,
(b) author names longer than 70 characters,
(c) each address after the first address,
(d) each text heading (these should normally be avoided).
A character is a letter or space. A punctuation mark counts as two 
characters (character plus space) and a space must be allowed on each 
side o f  a mathematical operator.
7. Proofs are sent to authors for correction o f  print, but not for 
introduction o f  new or different material. They should be returned to 
the Journals Manager as soon as possible. Fifty complimentary copies 
o f each paper are supplied to the senior author on request: further 
copies may be ordered on a form supplied with the proofs.
8. A u th o rs  sh o u ld  c o n s u lt  th e  J o u rn a l e d ito r c o n c e rn in g  p r io r  
p u b lica tio n  in  any fo rm  o r  in any  language o f  all o r  p a r t o f  th e ir  article.
9. A u th o rs  are  re sp o n s ib le  fo r g e ttin g  w ritten  p e rm is s io n  to  p ub lish  
leng thy  q u o ta tio n s , illu s tra tio n s , etc ., o f  w h ich  they  d o  n o t ow n  
copy righ t.
10. T o  p ro te c t au th o rs  a n d  jou rna ls  against u n a u th o riz e d  re p ro d u c tio n  
o f  articles. T h e  B ritish  P sycho log ica l S ocie ty  requ ires  co p y rig h t to  he 
assigned  to  itse lf  as p u b lish e r, o n  the  exp ress  c o n d itio n  th a t au th o rs  
mav use  th e ir  ow n  m ateria l at any tim e w ith o u t p e rm is s io n . O n  
accep ta n ce  o f  a p ap e r su h m ittc d  to  T h e  Jo u rn a l, a u th o rs  will be  
req u es ted  to  sign  an  a p p ro p ria te  a ss ig n m e n t o f  co p y rig h t fo rm .
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Appendix 3.1

Information sheet for parasuicide and depressed patients

GREATER GLASGOW COMMUNITY AND MENTAL HEALTH

SERVICES NHS TRUST1

DELIBERATE SELF-HARM IN OLDER ADULTS: RELATIONSHIP 

TO INTERPERSONAL PROBLEM SOLVING

PARTICIPANT INFORMATION SHEET

I am a psychologist in clinical training, working for the Psychology 

Directorate in Greater Glasgow. As part of my training, I am 

currently conducting a study of the approaches that older adults take 

to solving social and relationship problems.

I am inviting people who are over the age of 65 years to take part in 

this study. If you agree to participate, I would like to visit you once, 

for about 45 minutes. I will ask you to complete various tasks, and 

to answer som e questions about how you have been feeling 

recently. All the information that you give will be kept confidential.

You will be offered regular breaks throughout the interview and if 

you would prefer to continue on another day then that can be 

arranged.

Please go on to the next page.

1 T his in form ation  sh eet applies to  all parasu icide and depressed  patients recruited v ia  G reater G lasgow  
Prim ary care N H S  Trust. P atients recruited from  other sou rces rece ived  essen tia lly  the sam e inform ation  
sheet but w ith  the title o f  the appropriate N H S  Trust replacing the title o f  th is in form ation  sheet.
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The answers that you give will help us to understand the link 

between feelings and problem solving in older adults. If we 

understand more about this then in future we will be able to improve 

the treatment that we give to people.

You are free to refuse to take part or to withdraw from the study at 

any time without having to give a reason. This will not affect your 

treatment in any way.

Thank you for your time.

Susie Howat

Psychologist in clinical training
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Appendix 3.2

Consent form for parasuicide patients and depressed in-patients

GREATER GLASGOW COMMUNITY AND MENTAL HEALTH

SERVICES NHS TRUST1

DELIBERATE SELF-HARM IN OLDER ADULTS: RELATIONSHIP 

TO INTERPERSONAL PROBLEM SOLVING

PARTICIPANT CONSENT FORM

I am looking at the approaches that older adults take to solving 

social and relationship problems. You will be asked to complete 

various tasks, and to answer som e questions about how you have 

been feeling recently. All the information that you give will be kept 

confidential.

You are free to refuse to take part or to withdraw from the study at 

any time without having to give a reason. This will not affect your 

treatment in any way.

Please go on to the next page.

1 This in form ation  sh eet applies to  all p arasu icide and d ep ressed  patients recruited v ia  G reater G la sg o w  
Pnm ary care N H S  Trust. P atients recruited from  other sou rces received  essen tia lly  the sam e inform ation  
sheet but w ith the title  o f  the appropriate N H S  Trust rep lacing the title  o f  th is in form ation  sheet.
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If you do agree to participate, p lease read and complete the 

following:

I have read and understood the information sheet and have been  

given a copy for myself. I have had a chance to discuss the 

research and ask questions about it.

I understand that I am free to change my mind and withdraw from 

the study at any time without having to give a reason, and that this 

will not affect my treatment.

I agree to participate in this research project.

Print n a m e ______________________

Signed. Date
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Appendix 3.3

Consent form for depressed out-patients

GREATER GLASGOW COMMUNITY AND MENTAL HEALTH

SERVICES NHS TRUST

DELIBERATE SELF-HARM IN OLDER ADULTS: RELATIONSHIP 

TO INTERPERSONAL PROBLEM SOLVING

PARTICIPANT CONSENT FORM

I am looking at the approaches that older adults take to solving 

social and relationship problems. You will be asked to complete 

various tasks, and to answer som e questions about how you have 

been feeling recently. All the information that you give will be kept 

confidential.

You are free to refuse to take part or to withdraw from the study at 

any time without having to give a reason. This will not affect your 

treatment in any way.

If you do agree to participate, please read and complete the 

following:

I have read and understood the information sheet and have been  

given a copy for myself. I have had a chance to discuss the 

research and ask questions about it.

Please go on to the next page.
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I understand that I am free to change my mind and withdraw from 

the study at any time without having to give a reason, and that this 

will not affect my treatment.

I agree to participate in this research project.

Print n am e_________________________________________

Address ______________________________ ___________

Telephone number

Signed_____________________________________ Date_

P lease post this form in the envelope provided. You DO NOT need  

to put a stamp on the envelope.
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Appendix 3.4

Information sheet for community controls

GREATER GLASGOW COMMUNITY AND MENTAL HEALTH

SERVICES NHS TRUST

DELIBERATE SELF-HARM IN OLDER ADULTS: RELATIONSHIP 

TO INTERPERSONAL PROBLEM SOLVING

PARTICIPANT INFORMATION SHEET

I am a psychologist in clinical training, working for the Psychology 

Directorate in Greater Glasgow. As part of my training, I am 

currently conducting a study of the approaches that older adults take 

to solving social and relationship problems.

I am inviting people who are over the age of 65 years to take part in 

this study. If you agree to participate, I would like to visit you once, 

for about 45 minutes. I will ask you to complete various tasks, and 

to answer som e questions about how you have been feeling 

recently. All the information that you give will be kept confidential.

You will be offered regular breaks throughout the interview and if 

you would prefer to continue on another day then that can be 

arranged.

Please go on to the next page.
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The answers that you give will be compared to those given by older 

adults receiving help from doctors and psychologists. W e will use  

the information to improve the treatment that psychologists give to 

older adults in the future.

You are free to refuse to take part or to withdraw from the study at 

any time without having to give a reason.

Thank you for your time.

Susie Howat

Psychologist in clinical training



126

Appendix 3.5

Consent form for community controls

GREATER GLASGOW COMMUNITY AND MENTAL HEALTH

SERVICES NHS TRUST

DELIBERATE SELF-HARM IN OLDER ADULTS: RELATIONSHIP 

TO INTERPERSONAL PROBLEM SOLVING

PARTICIPANT CONSENT FORM

I am looking at the approaches that older adults take to solving 

social and relationship problems. You will be asked to complete 

various tasks, and to answer som e questions about how you have 

been feeling recently. All the information that you give will be kept 

confidential.

You are free to refuse to take part or to withdraw from the study at 

any time without having to give a reason.

If you do agree to participate, please read and complete the 

following:

I have read and understood the information sheet and have been  

given a copy for myself. I have had a chance to discuss the 

research and ask questions about it.

Please go on to the next page.
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I understand that I am free to change my mind and withdraw from 

the study at any time without having to give a reason.

I agree to participate in this research project.

Print name____________________________________________________

Signed. Date
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Appendix 3.6

r

GREATER GLASGOW PRIMARY CARE NHS TRUST

Trust Headquarters
AMC/mk , Gartna l̂ Royai Hospital

1055 Great Western Road 
GLASGOW 
G12 OXH

Tel: 0141-211 3824  
Fax: 0141-211 3971

28th  S ep tem b er 1999

M s S H ow at  
A ca d em ic  Centre  
G artnavel R oya l H osp ital 
1055 Great W estern  R oad  
G L A S G O W  
G 12 0 X H

D ea r M s H ow at

Re: Parasiticide in older adults: Relationship to interpersonal problem -  solving

M an y thanks in d eed  for sen d in g  the required am en dm en ts to th is su bm ission . A fter further consideration . I am  
p lea se d  to be ab le to tell y o u  that the C om m ittee  n ow  has no ob jections from  an eth ical point o f  v ie w  to  this 
p roject p roceed in g  and eth ical approval is  form ally  granted.

I w o u ld  a lso  lik e  to take th is opportunity to rem ind y o u  that y o u  sh ou ld  n otify  the C om m ittee i f  there are any  
ch an ges or untow ard d evelop m en ts con n ected  w ith  the study -  the C om m ittee w ou ld  then require to further 
recon sid er your application  for approval. T h e C om m ittee w ou ld  b e  grateful i f  a b rief final report on  you r  
p roject cou ld  b e forw arded w h en  the p roject reach es its con clu sion . T he C om m ittee w ou ld  also  b e  grateful to 
r e ce iv e  regular updates on the study -  fa ilu re to do so can  result in  eth ical approval b ein g  w ithdraw n.

M ay  I w ish  you  every  su ccess  w ith  you r study.

Y ou rs sin cerely

A W McMAHON
Administrator -  Research Ethics Committee



West Glasgow Hospitals 129

P A R T  O F TH E N O R T H  G L A S G O W  U N IV E R S IT Y  H O SP IT A L S N H S  T R U S T

Our Ref: AFIT

W E S T  E T H IC S C O M M IT T E E  
W estern  Infirm ary  
D um barton  R oad  
G lasgow  G 1 1 6 N T

Y our Ref:

P lease reply  to: M rs A  H T orrie
D irect L ine: 
Fax:

211  6 2 3 8  
211  1920

S E C R E T A R Y  - W E S T  E T H IC S C O M M IT T E E

12 April, 2000

Ms Susie Howat 
Trainee Clinical Psychologist 
Dept of Psychological Medicine 
Gartnavel Royal Hospital 
Glasgow

Dear Ms. Howat,

00/27(1) Ms S Howat - Parasuicide in older adults: relationship to interpersonal problem 
solving.

The Committee at the meeting held on 4 April, 2000 approved the amended submission enclosed within 
your letter dated 16 March 2000. This study now has full and unqualified Ethics Committee approval.

Please note that the approval contained in this letter is valid for all sites which form part of the North 
Glasgow Trust. If however, this research is to be carried out at sites within the North Glasgow Trust 
other than the one covered by this letter, then a covering letter signed by the person responsible for the 
research on that site, should be sent listing names, titles and addresses of all collaborating researchers.
A copy of this approval letter should be passed to them.

It should be noted that although Ethics Committee approval has been granted, Trust Management 
approval is still required. This should be obtained through the Research and Development Office at 
Gartnavel General Hospital (tel: 211 0115).

Kind regards.

Yours sincerely,

Andrea H Torrie
SECRETARY - WEST ETHICS COMMITTEE

)orating the Western Infirmary, Gartnavel General Hospital,
Glasgow Homoeopathic Hospital, Drumchapel Hospital and Blawarthill Hospital 
ATETHICS.LET A ccredited by the  

K ing's F und O rgan isa tion  Audit



South Glasgow
University Hospitals 
NHS Trust

130
Victoria Infirmary

Langside Road, G lasgow  G42 9TT

Telephone: 0141-201-6000  
Fax: 0141-201-5206

DMG/AKM

8th May, 2000.

Miss Susie Howat.
Psychologist in Clinical Training, 
Department of Psychological Medicine, 
Gartnavel Royal Hospital.
1055, Great Western Road,
Glasgow, G12 0XH

Dear Miss Howat,

PARASUICUDE IN OLDER ADULTS : RELATIONSHOP TO INTERPERSONAL 
PROBLEM SOLVING.

The Ethics Committee met on Wednesday, 3rd. May, 2000, at which time they 
discussed the changes to the heading of your study. The Committee are fully 
satisfied with these changes and wish you continued success with your study.

Yours sincerely,

DrMcGowan.
Administrative Secretary, 
Ethics Committee.

Copy to:-

Dr. R. Northcote.

Victoria Infirmary • Southern G eneral Hospital • C ow glen  Hospital • M ansionhouse • Mearnskirk House
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Yours sincerely,

GAVIN BOYD BSC. (Hons) MD (Hons) FRCP (Edin.& Glas.) 
Chairman, Research Ethics Committee

World
Health
Organization 1A ccredited 

by the  King's Fund 
iOrgarasahonaj_Audit-

Health
Promoting
Hospitals

■VY.r



APPENDIX 4. Major Research Project Paper



133

Appendix 4.1

NO TES FOR CO NTRIBUTO RS

1. The British Journal of Clinical Psychology publishes original 
contributions to scientific knowledge in clinical psychology. This 
includes descriptive comparisons, as well as studies o f the assessment, 
aetiology and treatment o f people with a wide range o f psychological 
problems in all age groups and settings. The level o f  analysis o f  studies 
ranges from biological influences on individual behaviour, e.g. neuro­
psychology, age associated CNS changes and pharmacological (in the 
later case an explicit psychological analysis is also required), through 
studies o f psychological intervendons and treatments on individuals, 
dyads, families and groups, to invesdgadons o f  the relauonships 
between explicity social and psychological levels o f  analysis. The general 
focus o f studies in an abnormal behaviour such as that described and 
classified by current diagnostic systems (1CD-10, DSM-IV) but it is not 
bound by the exclusive use o f such diagnostic systems. The Journal is 
catholic with respect to the range o f  theories and methods used to 
answer substantive scientific problems. Studies o f  samples with no 
current psychological disorder will only be considered if they have a 
direct bearing on clinical theory or practice.
2. The following types o f paper are invited:
(a) Papers reporting original empirical investigations.
(b) Theoretical papers, provided that these are sufficiently related to 

empirical data
(t) Review articles which need not be exhaustive, but which should 

give an interpretation o f  the state o f the research in a given field 
and, where appropriate, identify its clinical implications.

(d) Brief Reports and Comments (see paragraph 6).
Case studies are normally published only as Brief Reports. Papers are 
evaluated in terms o f their theoretical importance, contributions to 
knowledge, relevance to the concerns o f practising clinical 
psychologists, and readability. Papers generally appear in order o f  
acceptance, except for the priority given to Brief Reports and 
Comments.
3. The circulation o f the Journal is worldwide, and papers are 
reviewed by colleagues in many countries. There is no restriction to 
British authors, and papers are invited from authors throughout the 
world.
4. The editors will reject papers which evidence discriminatory, 
unethical or unprofessional practices.
5. Papers should be prepared in accordance with The British 
Psychological Society’s Style Guide, available at £3.50 per copy from The 
British Psychological Society, St Andrews House, 48 Princess Road 
East, laticester I.El 7DR, England. Contributions should be kept as 
concise as clarity permits, and illustrations kept as few as possible.
Papers should not normally exceed 5(XX) words. A structured abstract 
o f up to 250 words should be provided (see Volume 35(2), pp. 323 
(19%), for details). The ucle should indicate exactly but as briefly as 
possible the subject of the article, bearing in mind its use in abstracting 
and indexing systems.
(a) Contributions should be typed in double spacing with wide margins 

and only on one side o f each sheet. Sheets should be numbered. The 
top copy and at least three good duplicates should be submitted and 
a copy should be retained by the author.

(b) This journal operates a policy o f blind peer review. Papers will 
normally be scrutinized and commented on by at least two 
independent expert referees as well as by the editor or by an 
associate editor. The referees will not be made aware o f the identity 
of the author. All information about authorship including personal 
acknowledgements and institutional affiliations should be confined 
to a removeable front page and the text should be free of such 
clues as identifiable self-citations (‘In our earlier w ork...’) The 
paper’s title should he repeated on the first page o f the text.

(i) Tables should he tvped in double spacing on separate sheets. Each 
should have a self-explanatory title anil should he comprehensible 
without reference to the text. Tliev should he reterred to in the text 
by arabic numerals. Data given should be checked for accuracy and 
must agree with mentions in the text.

(</ J I figures, i.e. diagrams, graphs or other illustrations, should be on 
separate sheets numbered sequentially ‘Ifig. 1 ’, etc., and each 
identified on the back with ihe title of the paper. They should be

carefully drawn, larger than their intended size, suitable for 
photographic reproduction and clear when reduced in size. Special 
care is needed with symbols: correction at p roof stage may not be 
possible. Lettering must not be put on the original drawing but 
upon a copy to guide the printer. Captions should be listed on a 
separate sheet.

(I) Biblographical references in the text should quote the author’s 
name and the date o f  the publication thus; Hunt (1993). They 
should be listed alphabetically by author at the end o f  the article 
according to the following format:
Moore, R. G , Sc Blackburn, I.-M. (1993). Sociotrophy, autonomy 

and personal memories in depression. British Journal of Clinical 
Psychology, 32, 460—462.

Steptoe, A., Sc Wardle.J. (1992). Cognitive predictors o f  health 
behaviour in contrasting regions o f  Europe. In C. R. Brcwin,
A. Steptoe, & J. Wardle (Eds.), European perspectives in clinical and 
health psychology (pp. 101-118). Leicester: The British 
Psychological Society.

Particular care should be taken to ensure that references arc 
accurate and complete. G ive all journal tides in full.

( / )  SI units must be used for all measurements, rounded o f f  to 
practical values if  appropriate, with the Imperial equivalent in 
parentheses (sec BPS Style Guide).

(g) Authors are requested to avoid the use o f  sexist language.
(h) Supplementary data too extensive for publication may be deposited 

with the British Library D ocum ent Supply Centre. Such material 
includes numerical data, computer programs, fuller details o f  case 
studies and experimental techniques. The materials should be 
submitted to the Editor together with the article, for simultaneous 
refereeing.

6. Brief Reports and Comments are limited to two printed pages. 
These are subject to an accelerated review process to afford rapid 
publication o f  research studies, and theoretical, critical or review 
com m ents whose essential contribution can be made within a small 
space. They also include research studies w hose importance or breadth 
o f  interest is insufficient to warrant publication as full articles, and case 
repons making a distinctive contribution to theory or method. Authors 
are encouraged to append an extended report to assist in the evaluanon 
o f  the submission and to be made available to interested readers on  
request to the author. T o ensure that the two-page limit is not 
exceeded, set typewriter margins to 66 characters maximum per line and 
limit the text, including references and a 100 word abstract, to 150 lines. 
Figures and tables should be avoided. Title, author and name and 
address for reprints and data o f  receipt are not included in the 
allowance. However deduct three lines from the text each and every 
time any o f  the following occur:
{a) title longer than 70 characters,
(b) author names longer than 70 characters,
(r) each address after the first address,
(</) each text heading (these should normally be avoided).
A character is a letter or space. A punctuation mark counts as two 
characters (character plus space) and a space must be allowed on each 
side o f  a mathematical operator.
7. Proofs are sent to authors for correction o f  print, but not lor 
introduction o f  new or different material. They should be returned to 
the Journals Manager as soon as possible. Fifty complimentary copies 
o f  each paper are supplied to the senior author on request: further 
copies may be ordered on a form supplied with the proofs.
8. Authors should consult the Journal editor concerning prior 
publicauon in any form or in any language o f  all or part ot their article.
9. Authors are responsible for getting written permission to publish 
lengthy quotations, illustrations, etc., o f which they do not own 
copynght.
II). To protect authors and journals against unauthorized reproduction 
o f articles. The British Psychological Society requires copyright to be 
assigned to itself as publisher, on the express condition that authors 
may use their own material at any time without permission. On 
acceptance o f a paper submitted to The Journal, authors will be 
requested to sign an appropriate assignment o f copyright form.
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Appendix 4.2

MEANS END PROBLEM SOLVING (MEPS) PROCEDURE 
Platt & Spivack (1975)1

In this procedure we are interested in your imagination. You are to make up some 
stories. For each story you will be given the beginning of the story and how the story 
ends. Your job is to make up a story that connects the beginning that is given to you 
with the ending given you. In other words, you will make up the middle of the story.

Make up at least one paragraph fo r  each story.

1. Mr A was listening to the people speak at a meeting about how to make things 
better in his neighbourhood. He wanted to say something important and have a 
chance to be a leader too. The story ends with him being elected leader and 
presenting a speech. You begin the story at the meeting where he wanted to 
have a chance to be a leader.

2. H loved his girlfriend very much, but they had many arguments. One day she 
left him. H wanted things to be better. The story ends with everything fine 
between him and his girlfriend. You begin the story with his girlfriend leaving 
him after an argument.

3. Mr P came home after shopping and found that he had lost his watch. He was 
very upset about it. The story ends with Mr P finding his watch and feeling 
good about it. You begin the story where Mr P found that he had lost his watch.

4. Mr C had just moved in that day and didn’t know anyone. Mr C wanted to have 
friends in the neighbourhood. The story ends with Mr C having many good 
friends and feeling at home in the neighbourhood. You begin the story with Mr 
C in his room immediately after arriving in the neighbourhood.

5. During the Nazi occupation a man’s wife and children were viciously tortured 
and killed by an SS trooper, and the man swore revenge. The story begins one 
day after the war, when the man enters a restaurant and sees the ex-SS trooper. 
The story ends with the man killing the SS trooper. You begin when he sees the 
SS trooper.

1 T his is  the m ale form . T he fem ale form  is id entical excep t for th e sex  o f  the protagonist.
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6. One day A1 saw a beautiful girl he had never seen before while eating in a 
restaurant. He was immediately attracted to her. The story ends when they get 
married. You begin when A1 first notices the girl in the restaurant.

7. Bob needed money badly. The story begins one day when he notices a valuable 
diamond in a shop window. Bob decides to steal it. The story ends when he 
succeeds in stealing the diamond. You begin when he sees the diamond.

8. John noticed that his friends seemed to be avoiding him. John wanted to have 
friends and be liked. The story ends when John’s friends like him again. You 
begin where he first notices his friends avoiding him.

9. One day George was standing around with some other people when one of them 
said something very nasty to George. George got very mad. George got so mad 
he decided to get even with the other person. The story ends with George happy 
because he got even. You begin the story when George decided to get even.

10. Joe is having trouble getting along with the foreman on his job. Joe is very 
unhappy about this. The story ends with Joe’s foreman liking him. You begin 
the story where Joe isn’t getting along with his foreman.
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Appendix 4.3

MEANS END PROBLEM SOLVING PROCEDURE 
ADAPTED FOR USE WITH OLDER ADULTS FOR THE PRESENT STUDY

In this procedure I am interested in your approach to solving problems. You are to 
make up some stories. For each story you will be given the beginning of the story and 
how the story ends.

Your job is to provide the ideal strategy for overcoming the problem situation stated at 
the beginning of the story. The strategy should connect the beginning of the story that 
is given to you with the end that is given to you. In other words, you will make up the 
middle of the story.

Make up at least one paragraph for each story, Say it out loud and Vll write down 
what you say. The tape recorder is in case I  don’t manage to copy everything.

For each story, make sure you tell me when you are finished.

1. You were listening to the people speak at a meeting about how to make things 
better in your neighbourhood. You wanted to say something important and have 
a chance to be a leader too. The story ends with you being elected leader and 
presenting a speech. You begin the story at the meeting where you wanted to 
have a chance to be a leader.

2. You love your daughter very much, but you have many arguments. One day she 
said that she would never speak to you again. You wanted things to be better. 
The story ends with everything fine between you and your daughter. You begin 
the story with your daughter saying that she would never speak to you again.

3. You came home after shopping and found that you had lost your watch. You 
were very upset about it. The story ends with you finding your watch and 
feeling good about it. You begin the story where you found that you had lost 
your watch.

4. You had just moved in that day and didn’t know anyone. You wanted to have 
friends in the neighbourhood. The story ends with you having many good 
friends and feeling at home in the neighbourhood. You begin the story with you 
in your room immediately after arriving in the neighbourhood.
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5. You had recently retired. You felt bored and lonely during the day. You wanted 
to join a social club. The story ends with you as a member of a local social club 
where you enjoy spending your days. You begin the story when you decided to 
join a social club.

6. You had large unexpected bills to pay. You realised that you did not have the 
money to pay them. The story ends when you pay the bills. You begin the story 
when you realised that you did not have the money to pay the bills.

7. You were very worried about increasing physical health problems that your 
doctor did not seem to be taking seriously. During an appointment with your 
doctor, you felt angry that your concerns were being dismissed. The story ends 
with your doctor sending you for physical investigations. You begin the story 
when you feel angry during your appointment.

8. You noticed that your friends seemed to be avoiding you. You wanted to have 
friends and be liked. The story ends when your friends like you again. You 
begin where you first notice your friends avoiding you.

9. One day you were standing around with some other people when one of them 
said something very nasty to you. You were very upset and decided to confront 
the other person. The story ends with you happy because the other person 
apologises. You begin the story when you decided to confront the other person.

10. You are having trouble getting along with your neighbour. You are very 
unhappy about this. The story ends with your neighbour liking you. You begin 
the story where you aren’t getting along with your neighbour.
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Appendix 4.4

DEMOGRAPHIC DETAILS -  PARASUICIDE GROUP

ID

Name___________________________ Sex_________________
DoB____________________________ Age____
Marital status___________________
Living arrangements______________________________________________
Number of social contacts in the average week_______________________
(I’m interested in the number of social contacts that people have in the average week. 
Roughly speaking, how many people that are friends or strong acquaintances do you 
think you have contact with in the average week?
If the person has difficulty, estimate for the week before the parasuicide and ask if this 
was typical)

Current occupation_______________________________________________
Previous occupation________________________________________________
Husband’s occupation (only if no previous occupation)________________

Do you have any physical health problems? Specify:_______________
Do they cause physical pain?____________
Are you taking medication?  No. of times per day

Method of current parasuicide_____________
How many days ago was current parasuicide?
Why did you decide to harm yourself?_______
Intent (none / moderate / strong)___________

No. of previous parasuicide episodes________
Methods of previous episodes______________
How long ago were the previous episodes?___

Current psychiatric diagnosis______________
Name of psychiatrist (if applicable)_________

Previous psychiatric history________________

Date o f  interview
Location
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DEMOGRAPHIC DETAILS -  DEPRESSED AND CONTROL GROUPS

ID

Name___________________________ Sex_________________
DoB____________________________ Age____
Marital status___________________
Living arrangements______________________________________________
Number of social contacts in the average week_______________________
(I’m interested in the number of social contacts that people have in the average week. 
Roughly speaking, how many people that are friends or strong acquaintances do you 
think you have contact with in the average week?
If the person has difficulty, estimate for the previous week and ask if this was typical)

Current occupation_______________________________
Previous occupation______________________________
Husband’s occupation (only if no previous occupation)

Do you have any physical health problems? Specify:_______________
Do they cause physical pain?____________
Are you taking medication?  No. of times per day

This may seem like an odd question to ask, but sometimes when people are distressed 
they may feel like harming themselves. I wonder, have you ever felt like that in your 
lifetime?
No. of previous parasuicide episodes_________
Methods of previous episodes_______________________________________
How long ago were the previous episodes?____________________________

Current psychiatric diagnosis_____
Name of psychiatrist (if applicable)

Previous psychiatric history______

Date o f  interview
Location
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ID 
GDS -  15 ITEM SHORT FORM

(Yesavage, 1988)

Appendix 4.5

Circle the best answer for how you felt over the past week

1. Are you basically satisfied with your life?.......................................... YES / NO

2. Have you dropped many of your interests and activities?......................  YES/NO

3. Do you feel that your life is empty?.....................................................  YES / NO

4. Do you often get bored?..................................................................... YES / NO

5. Are you in good spirits most of the time?.............................................  YES / NO

6. Are you afraid that something bad is going to happen to you?................ YES / NO

7. Do you feel happy most of the time?.....................................................  YES / NO

8. Do you often feel helpless?..................................................................... YES / NO

9. Do you prefer to stay at home,
rather than going out and doing new things?........................................... YES / NO

10. Do you feel that you have more problems with
your memory than most?........................................................................ YES / NO

11. Do you think it is wonderful to be alive now?.......................................  YES / NO

12. Do you feel pretty worthless the way you are now?..............................  YES / NO

13. Do you feel full of energy?  ............................................................ YES / NO

14. Do you feel that your situation is hopeless?.......................................... YES/NO

15. Do you think that most people are better off than you are? YES / NO
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Appendix 4.6
THE MINI-MENTAL STATE EXAMINATION

(Dick et al, 1984)

ID: D ate:

ORIENTATION
S co re  on e  point for correct answ ers to  each o f  the fo llo w in g  questions:

W hat is the tim e?_______ date?________ day?________ m onth?________ year?

W hat is the nam e o f  th is w ard/num ber o f  th is house?________ the hospital/street?
the tow n ?__________ the district?__________ the country?________________

5 points ( )

5 points (  )

REGISTRATION
N a m e three objects. S core up to  3 points i f  at th e  first attem pt, the patient repeats, in order, the 3 objects  
you  have random ly nam ed. S core 2 or 1 i f  th is is the num ber o f  ob jects he repeats correctly. E ndeavour  
b y further attem pts and prom pting to  have all 3 repeated, so  as to  test recall later.

3 points (  )

ATTENTION AND CALCULATION
A sk  the patient to subtract 7 from  100 and then  7 from  the result repeat th is 5 tim es, scoring 1 for each  
tim e a correct subtraction is perform ed.

5 points ( )

RECALL
A sk  for the 3 objects repeated in the registration test, scorin g  1 for each correctly  recalled.

3 points ( )

LANGUAGE
S core 1 point for 2 ob jects (a  pencil and a w atch ) correctly nam ed.

2 points ( )

S core 1 point i f  the fo llo w in g  sen ten ce is correctly repeated:
“N o  ifs, ands or buts” 1 point ( )

S core 3 i f  a 3 -stage com m and is  correctly  execu ted , score 1 point for each  stage; for exam p le “w ith  the 
in d ex  finger o f  your right hand touch  the tip o f  your n ose  and then your left ear” or “take this p iece  o f  
paper in your right hand, fo ld  it in half, and p lace it on  th e flo o r” .

3 points (  )

On a blank p iece  o f  paper, write: “c lo se  your e y e s” and ask  the patient to  ob ey  w h at is w ritten.
S core 1 point i f  he c lo se s  h is eyes.

1 point ( )

A sk  the patient to  w rite a sentence. S core 1 point i f  the sen ten ce is sen sib le  and has a verb and a subject.
1 point ( )

Construct a pair o f  in tersecting pen tagon s, each  sid e on e inch  long. S core on e point i f  th is is  correctly  
copied.

1 point (  )

TOTAL SCORE (maximum = 30)_________
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Appendix 4.7
Schonell Graded Word Reading Test (SGWRT)

(Schonell & Schonell, 1950)

INSTRUCTIONS FOR ADMINISTERING THIS TEST

ADMINISTRATION GUIDELINES

The test should be given in a friendly atmosphere in which the participant is thoroughly 
at ease.

Participants can start at any group of ten words. If any word is failed, however, 
the preceding group of ten words is given until all ten are read correctly. Credit is 
then given for all words preceding this point. Testing is discontinued when ten 
consecutive words are failed.

The temptation to help the participant should be resisted. He should not, for example, 
be asked to repeat a word he has almost but not quite pronounced correctly nor should 
he be given any clues as to how to attack a particular word.

Credit should not be given unless the word is clearly correct eg. ‘flower’ for ‘flowers’ is 
incorrect as is ‘postage’ when the last syllable is pronounced as the word ‘age’.

INSTRUCTIONS

“I want you to read slowly down this list of words starting here.” Indicate TREE. 
“After each word please wait until I say ‘next’ before reading the next word. I 
must warn you that there may be words that you won’t recognise, so just have a 
guess at these, OK? Go ahead.”

If the participant fails to wait, this instruction should be repeated as often as necessary. 
The participant should be encouraged to attempt every word and instructed to guess 
where necessary. All responses should be reinforced, for example, “That’s fine, good” 
is encouraging without being strictly dishonest. The participant may change a response 
if he wishes to do so but if more than one version is given the participant must decide 
which is his final choice. No time limit is imposed.
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tree

little

milk

egg

book

school

sit

frog

playing

bun

flower

road

clock

train

light

picture

think

summer

people

something
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dream

downstairs

biscuit

shepherd

thirsty

crowd

sandwich

beginning

postage

island

saucer

angel

ceiling

appeared

gnome

canary

attractive

imagine

nephew

gradually
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smoulder

applaud

disposal

nourished

diseased

university

orchestra

knowledge

audience

situated

physics

campaign

choir

intercede

fascinate

forfeit

siege

recent

plausible

prophecy



colonel

soloist

systematic

slovenly

classification

genuine

institution

pivot

conscience

heroic

pneumonia

preliminary

antique

susceptible

enigma

oblivion

scintillate

satirical

sabre

beguile



terrestrial

belligerent

adamant

sepulchre

statistics

miscellaneous

procrastinate

tyrannical

evangelical

grotesque

ineradicable

judicature

preferential

homonym

fictitious

rescind

metamorphosis

somnambulist

bibliography

idiosyncrasy
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Principal components analysis (with varimax rotation) of the modified MEPS.
The table indicates loadings on each of four components using data from the whole 
sample (n=58) for number of relevant means per item.

COMPONENT
1 2 3 4

ITEM (assertiveness) (conflict) (social isolation) (passivity)
1 0.771
2 0.419 -0.504
3 0.506
4 -0.442 0.439 0.474
5 0.406 -0.760
6 0.678 -0.437
7 0.625
8 0.611 0.497
9 0.633
1 0 0.416 0.644


