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 3 

 4 

Article type      : Review Article 5 

 6 

 7 

Introduction 8 

Inpatient hospitalisation is an important component of psychiatric services, serving the 9 

highest risk and most vulnerable individuals in the mental health delivery system (Sams et 10 

al. 2016, Zeshan et al. 2018). In the last few decades, inpatient care has undergone 11 

fundamental changes, predominantly driven by deinstitutionalisation policy initiatives and 12 

greater emphasis on community-based services (Zeshan et al. 2018). Decreasing length of 13 

stay is a common policy and practice directive internationally, largely to reduce costs and 14 

encourage independent functioning outside of the hospital environment (Baeza et al. 2018, 15 

Green et al. 2007, Zeshan et al. 2018). Furthermore, more alternatives are now available 16 

within community settings, such as short-term prevention and recovery centres. This 17 

suggests that the role of the inpatient unit in mental health care is continuing to change to 18 

meet individual, policy and practice demands (Stanton et al. 2017). Such changes have 19 

direct implications for mental health nursing. 20 

 21 

Researchers and clinicians are reporting increasing rates of mental illness across the lifespan 22 

(Bor et al. 2014, Case and Deaton 2015, Padayachey et al. 2017). According to Schroeder et 23 

al. (2010), depressive disorders are predicted to be a leading cause of disability by 2020. 24 

Internationally, adolescents in particular are experiencing increasing rates of mental illness 25 

(Australian Institute of Health and Welfare 2018, Bitsko et al. 2018, Lawrence D et al. 2015, 26 

Patalay and Fitzsimons 2017). A nationwide study found that 14% of Australian adolescents 27 

have emotional or behavioural problems, with many of these having long-term mental 28 
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health conditions (Australian Institute of Health and Welfare 2018, Lawrence D et al. 2015). 1 

The study found that the proportion of young people likely to have a serious mental illness 2 

rose from 18.7% in 2012 to 22.8% in 2016 (Australian Institute of Health and Welfare 2018). 3 

Similarly, the Millennium Cohort Study in the United Kingdom (UK) found that nearly one 4 

quarter (24%) of female adolescents aged 14 reported suffering from high level symptoms 5 

of depression (Patalay and Fitzsimons 2017). In the United States (US), Mojtabai et al. (2016) 6 

found that major depressive episodes rose from 8.7% in 2005 to 11.3% in 2014 for 7 

adolescents in different socioeconomic groups. These statistics emphasise the need for early 8 

intervention, access to necessary care and appropriate interventions.  9 

 10 

In terms of access to care, many countries continue to struggle with the limited number of 11 

adolescent inpatient beds to meet the demand (Buchanan 2014, Geller and Biebel 2006, 12 

Kadvany 2015, Mackee 2018, Merrillees 2014). Although one could aƌgue that ͚too many 13 

beds’ is not the solution, it is important to recognise the high acuity of adolescents admitted 14 

to inpatient care (Rosen et al. 2012). One Canadian study sample found that 87% of 15 

admitted adolescents had thoughts of injuring themselves prior to admission, 77% did 16 

engage in non-suicidal self-injury (NSSI), and 67% had made an attempt to end their life 17 

prior to admission (Preyde et al. 2014). This is recognised internationally with an increasing 18 

number of adolescents admitted to inpatient care with suicidal ideation, attempts and NSSI 19 

(Esposito-Smythers et al. 2006, Hanssen-Bauer et al. 2011, Plemmons et al. 2018). These 20 

statistics represent a high-risk population, particularly when a suicide attempt is a key risk 21 

factor for death by suicide (Goñi-Sarriés et al. 2018, World Health Organization 2018). 22 

Despite adolescents being a high-risk population, little is known about inpatient units.  23 

 24 

Inpatient units are known to be effective for the majority of adolescents in that they 25 

improve in at least one area of their symptomatology from admission to discharge 26 

(Reference removed for peer review. (Bettmann and Jasperson 2009). Inpatient units play 27 

an important role in meeting the complex needs of adolescents within the continuum of 28 

care.  The primary purpose of an inpatient unit is to provide containment for adolescents 29 

and stabilise mental health symptoms (Tharayil et al. 2012). An admission to an inpatient 30 
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unit is an intense intervention for any adolescent, at a time in their life where they are 1 

particularly vulnerable. It is also the most critical time for appropriate and early 2 

intervention. However, the changing role of inpatient units and growing demands present 3 

many challenges for mental health nursing. Such challenges include the changing trends 4 

and presentations of adolescents being admitted to inpatient units (Swadi and Bobier 5 

2005, Van Kessel 2012). It is imperative that mental health nurses are confident in the 6 

interventions they provide. Confidence and assurance in the delivery of care or any 7 

intervention coincides with effective containment for adolescents, and creating a 8 

confident culture. 9 

 10 

Current literature indicates that there is no overarching exemplary model of care for 11 

adolescents admitted to general (non-disorder specific) inpatient units. This was observed in 12 

a recent systematic review, which examined the effectiveness of adolescent inpatient units 13 

and adolescent outcomes (Reference omitted for blinded review). The review found that 14 

several studies failed to report on important features of each inpatient unit, such as what 15 

non-pharmacological therapeutic interventions were delivered. Developing an exemplary 16 

model of care for adolescents involves not only understanding whether an inpatient unit is 17 

effectiǀe in teƌŵs of outcoŵes, ďut ŵoƌe aďout ͚hoǁ’ and ͚ǁhǇ’ it is effectiǀe.  18 

A similar review by Indig et al. (2017) found that the ability to synthesise available 19 

evidence regarding inpatient care for adolescents was highly limited. These limitations 20 

were due to the variety of models of care and treatment interventions that the studies 21 

examined. This diversity included different intervention models, settings, treatment 22 

length and intensity as well as staffing profiles. Indig et al. (2017) found that some studies 23 

documented aspects of their model of care, although none reported collecting data 24 

relating to contextual factors. This included the various treatment components to 25 

determine the active ingredients for effective treatment.  The review concluded 26 

suggesting that there was an inability to identify any studies which examined the key 27 

elements of an effective model of inpatient care. Furthermore, reviewers urged for further 28 

research evaluating a range of flexible and integrated inpatient models of care. Similarly, 29 

Bettmann and Jasperson (2009) claimed that there were significant deficits in the 30 

literature with few studies assessing specific programmatic elements. 31 
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 1 

Delaney (2006) described ten milieu interventions, which were considered particularly 2 

valuable for inpatient adolescent treatment. These were divided into three categories of 3 

behavioural, cognitive and affective. All were considered relevant to clinicians in their 4 

efforts to help adolescents achieve control over their feelings, behaviours and thoughts. 5 

The behavioural interventions consisted of promoting self-efficacy experiences, 6 

reinforcement techniques and interrupting patterned behaviour. Cognitive techniques 7 

included problem-solving, restructuring and linking mood-thought-behaviour. Finally, 8 

affective techniques were empathy, decreasing stimuli, teaching about affects and self-9 

management of affects. Understanding these interventions is essential to assist mental 10 

health nurses in their endeavour to help adolescents in a crisis. Adolescents require an 11 

environment where clinicians intervene based on careful assessment. In addition, provide 12 

interventions grounded in a conceptually sound rationale (Delaney 2006). 13 

 14 

Changes to mental health care in the last few decades have prompted the need for a 15 

current review of non-pharmacological therapeutic interventions for adolescents within 16 

inpatient settings. This is important as patient populations in general adolescent inpatient 17 

units are heterogenous in terms of mental health presentations and diagnoses, making the 18 

identification of a suitaďle ͚ŵodel’ or non-pharmacological therapeutic interventions 19 

particularly challenging. Establishing this literature base will provide guidance to inpatient 20 

units in optimising their service and more importantly, improve the admission experience 21 

for adolescents. This includes defining elements of the inpatient setting, which make up the 22 

model of care, including organisational structure, admission processes, provision and 23 

delivery of all interventions. Furthermore, a review of non-pharmacological therapeutic 24 

interventions can facilitate the development of an exemplary inpatient model of care for 25 

adolescents. To the ƌeseaƌcheƌs’ knoǁledge, no ƌeǀieǁ has been conducted which examines 26 

general (non-disorder specific) adolescent inpatient units and the non-pharmacological 27 

therapeutic interventions reported. This is a major gap in current research. 28 

 29 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

This descriptive review aims to build upon this research gap and contribute to the limited 1 

adolescent inpatient research base. This descriptive review aims to provides an objective 2 

foundation to inform an exemplary inpatient model of care currently being investigated 3 

(Reference omitted for blinded review). A descriptive review of non-pharmacological 4 

therapeutic interventions in contemporary practice is warranted, particularly to meet the 5 

changing demands of adolescent inpatient units.  Consequently, this review seeks to inform 6 

mental health clinicians, leaders and researchers. Furthermore, this review can inform 7 

those who desire to develop an exemplary model of care for adolescents admitted to 8 

general (non-disorder specific) inpatient units. 9 

 10 

1.1 Objectives 11 

This review seeks to answer the following research question: What non-pharmacological 12 

therapeutic interventions are provided to adolescents admitted to general (non-disorder 13 

specific) adolescent mental health inpatient units?  14 

 15 

Methods 16 

2.1 Design 17 

The search methodology for this review followed the Preferred Reporting Items for 18 

Systematic Reviews and Meta-analyses (PRISMA) Guidelines (David et al. 2009, Moher et 19 

al. 2009). This review has been recorded in the International prospective register for 20 

systematic reviews (PROSPERO) with the registration id. CRD42017075786 (Booth et al. 21 

2012).  22 

 23 

2.2 Information sources 24 

A literature search was performed in the following electronic databases: MEDLINE (Medical 25 

journals), EMBASE, ERIC (Education Resources Information Centre) CINAHL (Cumulative 26 

Index to Nursing and Allied Health) and PsycINFO. Each database was accessed on the 16
th

 27 

March 2018. 28 
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2.3 Search terms 1 

Searches were conducted using subject headings (MeSH terms) and text words within 2 

abstracts and titles. The search terms used in each database are as follows: Adolescents: 3 

([adolesĐeŶ* O‘ ͞youŶg persoŶ*͟ O‘ ͞youth*͟ O‘ ͞youŶg adult*͟ O‘ teeŶ* or Đhild*] 4 

AND [inpatient* OR "in-patient*" OR adolescent* O‘ patieŶt* O‘ "serǀiĐe user*͟] 5 

Inpatient setting: [͞ŵeŶtal health settiŶg*͟ O‘ "inpatient unit*" OR in-patient unit*" OR 6 

hospital* O‘ adŵissioŶ* O‘ ͞ŵeŶtal health serǀiĐe*͟ O‘ ͞psyĐhiatriĐ͟ O‘ ͞ŵeŶtal 7 

health*͟ O‘ ͞geŶeriĐ͟ O‘ ͞geŶeriĐ inpatient unit*͟ O‘ ͞geŶeral͟ O‘ ͞geŶeral inpatient 8 

unit*͟] Non-pharmacological interventions: [͞IŶterǀeŶtioŶ*͟ O‘ ͞Therap*͟ O‘ ͞Treat*͟ 9 

O‘ ͞group*͟ O‘ ͞group therap*͟ O‘ ͞programme*͟ O‘ ͞IŶdiǀidual*͟ O‘ ͞faŵily*͟ O‘ 10 

͞psyĐhoed*͟ O‘ ͞ŵilieu*͟].  Only peer-reviewed journals were included in the results. 11 

Reference lists of selected studies were manually searched to ensure all relevant studies 12 

were included. When required, we contacted study authors to confirm eligibility and/or to 13 

acquire data. 14 

 15 

2.4 Eligibility and study selection 16 

Studies were included if the inpatient unit was general, thus not solely focussed on specialty 17 

areas such as substance abuse or eating disorder units. Only studies focused on reporting 18 

inpatient non-pharmacological therapeutic interventions were included. Inclusion criteria 19 

also comprised of studies written in English, published between January 2000 and March 20 

2018 and with participants between the mean ages of 12 and 25. The purpose of limiting 21 

the years was to ensure results were relevant to contemporary practice and provided an 22 

updated review. The inclusion criteria were not limited by study design. Studies were 23 

excluded if the setting was solely residential, community, outpatient and/or forensic 24 

settings. The rationale for excluding such settings was to establish a more succinct account 25 

of general (non-disorder specific) inpatient units for adolescents. Furthermore, studies 26 

detailing pharmacological interventions alone were excluded. 27 

 28 
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2.5 Data collection process 1 

The initial search utilising the search terms was undertaken. Results were retrieved and 2 

transferred to an Endnote X7 database (Clarivate Analytics 2015). Using Endnote’s function, 3 

duplicate entries were identified and removed (n=185). Remaining articles were organised 4 

alphabetically and manually checked to identify any missing duplicates. Following this 5 

process, a further 837 papers were removed as they did not the meet inclusion criteria. 6 

Abstracts and titles were searched and screened against eligibility criteria for inclusion. 7 

Following inspection, a further 58 papers were removed for not meeting the inclusion 8 

criteria.  This occurred in such instances where participants were outside the mean age or 9 

the inpatient units were disorder specific. The PRISMA flow diagram for inclusion is 10 

illustrated in Figure 1. 11 

 12 

Insert Figure 1 here 13 

 14 

Results 15 

The search strategy resulted in the identification of 1O studies for inclusion (see Figure 1). 16 

 17 

3.1 Study characteristics 18 

The general study characteristics are presented in Table 1. The majority of studies were 19 

published over six years ago (n=6), with the most recent publication in 2017 (n=1). Three 20 

studies were from New Zealand (n=3) and by the same authors. Remaining studies were 21 

from Australia (n=2), United States (n=2) and Canada (n=1). Locations were unknown for the 22 

remaining two studies. The corresponding authors were contacted via email to establish 23 

which country their research was conducted. One corresponding author replied reporting 24 

that their study was conducted in the UK. All of the studies did not explicitly state whether 25 

the inpatient units were publicly or privately funded. Most of the studies were empirical, 26 

prospective, pre/post evaluation studies (n=4) and quality improvement evaluations (n=4). 27 

Two studies were of a case study design (n=1), whilst one was descriptive (n=1); these are 28 

considered separately. Five studies used a quantitative approach, whilst the remaining were 29 
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qualitative (n=2), mixed-methods (n=1), and the remaining two studies were descriptive and 1 

a case study.  2 

 3 

Insert Table 1 here 4 

 5 

3.2 Quality appraisal 6 

For this review, the quality of the included studies were appraised using the National 7 

Institutes of Health (2014) assessment tool. Based on this assessment, the quality of studies 8 

was considered poor to fair. However, due to the scarcity of research in this area, all studies 9 

were included in the review. The results of the quality appraisal are demonstrated in Table 10 

2.  Biases of several studies related to blinding issues and sample size. Only two studies 11 

listed the selection criteria for their study. Despite the poor-fair quality of studies, this 12 

review sought to identify the non-pharmacological therapeutic interventions to inform 13 

future adolescent models of inpatient care.  The review did not include an evaluation of how 14 

interventions were measured given the gaps within the literature base.  Therefore, issues 15 

such as blinding of participants or sample size was not discussed in this review. 16 

 17 

Insert Table 2 here 18 

 19 

3.3 Non-pharmacological therapeutic interventions 20 

The non-pharmacological therapeutic interventions have been organised under the 21 

following headings: Reflection, discharge and recovery interventions, Education and skills 22 

interventions, Therapy model interventions, Creative expression interventions, Sensory 23 

modulation interventions, Physical health interventions, Individual support interventions, 24 

Mindfulness interventions, Family/support-based interventions, and Pet therapy 25 

interventions. 26 

 27 
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Reflection, discharge and recovery interventions 1 

Narrative discharge letter 2 

Bobier et al. (2009a) assessed the potential value of letter writing "with" adolescents rather 3 

than "about" them. One assigned primary nurse initiated the letter process, depending on 4 

the rapport between the clinician and adolescent. Letters were written in collaboration with 5 

the Multidisciplinary Team (MDT) and adolescent. The writing process began following the 6 

initial crisis stage of admission and up to one week prior to discharge. A provisional draft 7 

was discussed with the adolescent prior to discharge. Letters included important 8 

infoƌŵation ƌegaƌding the adolescent’s admission, progress, difficulties and successes. 9 

Letters were used together with individual care plans to describe the overall treatment as 10 

well as management plan, which were discussed in clinical review meetings. Letters aimed 11 

to include the adolescent, be supportive and reflective, as well as objective.  12 

 13 

Early warning signs journal 14 

Adolescents admitted to an inpatient unit generated an account of their own personal 15 

journal to learn from and prevent future relapse episodes (Walker and Kelly 2011). 16 

Adolescents were encouraged to utilise their journal and discuss the content with their 17 

primary nurse. The purpose was to reflect on their personal early warning signs of 18 

deterioration, as well as develop healthy coping strategies. Clinicians helped adolescents 19 

distinguish between regular adolescent identity development and early signs of relapse. The 20 

journal was used to identify and focus on current issues in the adolescents' life and the 21 

management of any associated stress. To structure the early signs of relapse, a 3-step 22 

initiative was used. 23 

 24 

In the first step, adolescents identified personal deterioration symptoms from a set of cards. 25 

Adolescents were encouraged to cut out pictures as visual aids in identifying these 26 

symptoms. The use of pictures was particularly useful for adolescents with learning 27 

difficulties. Adolescents explored these signs in the context of thinking, feelings and 28 

behaviours. Thinking: Observing changes related to thoughts regarding others and 29 

frequency of these thoughts. Feelings: Observing feelings such as irritability. Behaviours: 30 
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Recognising changes in behaviour such as energy, sleep and eating patterns. In the second 1 

step, adolescents were encouraged to develop of a timeline of important events leading to 2 

being referred to mental health services. The early warning signs were then linked with 3 

these prompting events, paying close attention to the thoughts, feelings and behaviours. An 4 

example was observing a timeline with dates and events, such as ͞went to mum's 5 

engagement party, exams at school, visit to father's house. Admission to inpatient unit 6 

12/11/2006͟. Adolescents were then encouraged to explore thoughts, feelings, behaviours. 7 

In the third step, adolescents shared their potential prompting events or stressors and how 8 

they coped with these. The creative aspect of the journal was reinforced to engage and 9 

motivate the adolescent. One example was listing helpful activities in the journal such as 10 

listening to songs on the iPod, progressive muscle relaxation, talking to friends and playing 11 

basketball. The intervention aimed to help adolescents understand their mental illness and 12 

explore various avenues of recovery to maximise their potentials.  13 

 14 

Education and skills interventions 15 

Nurse-led interventions 16 

Bobier et al. (2009b) investigated a range of nurse-led interventions and whether they 17 

demonstrated outcome improvements in the real-world setting. To quantify nursing 18 

interventions, an intervention inventory was established from the inpatient unit’s existing 19 

programme and activities, as well as extensive involvement from the MDT. Education and 20 

skills-based interventions described by Bobier et al. (2009b) included the following: illness 21 

education, relationship education, stress management education, anger management, 22 

relaxation, problem-solving skills training and self-awareness education. No further 23 

information was provided in terms of each of these non-pharmacological interventions. 24 

 25 

Psychoeducational suicide prevention group 26 

Esposito-Smythers et al. (2006) examined a psychoeducational suicide prevention group for 27 

adolescents with suicidal ideation and intent. The 60-minute group was facilitated by a 28 

psychologist and pre-doctoral interns in psychology.  Groups ranged in size from two to six 29 

people. On commencement of the group, adolescents were provided with a 15-page 30 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

manual, which was used as a guide. The aim of this group was to provide education on 1 

adolescent suicide and help adolescents understand their prompting stressors. 2 

Furthermore, the group aimed to assist adolescents in exploring helpful coping strategies to 3 

alleviate suicidal thoughts and behaviours. The group aimed to assess the rate of suicidal 4 

behaviours, impulsivity, prompting stressors and risk of future suicide attempts amongst 5 

adolescents. Furthermore, the group explored help seeking behaviours for suicidal thoughts, 6 

as well as how to respond to someone who is unsupportive when suicidal thoughts are 7 

expressed (e.g., ͞trying to get attention͟).  8 

 9 

Adolescents were encouraged to use their manual to record their personal prompting 10 

stressors for suicidal thoughts and behaviours. It was optional for adolescents to share these 11 

with the group. To explore helpful coping strategies, adolescents were encouraged to 12 

develop their own personal ͞safetǇ list͟ and ͞ƌeasons to liǀe list͟. It was also optional for 13 

adolescents to share their own with others in the group. Adolescents were encouraged to 14 

take the manual home and review both lists if suicidal thoughts re-emerged.  15 

 16 

Psychoeducation group 17 

Swadi et al. (2010) also endorsed the use of psychoeducation in terms of targeting individual 18 

adolescent needs and using various sources (Swadi et al. 2010). Such sources included 19 

verbal interactions, videos, games and educational handouts. The group aimed to enhance 20 

adolescents’ aǁaƌeness and cƌeate ŵoƌe insight in teƌŵs of coping stƌategies foƌ ǁellness. 21 

Psychoeducation was also endorsed by Bobier et al. (2009b) in their investigation of nurse-22 

led interventions. No further information was provided in terms of how psychoeducation 23 

was facilitated other than being nurse-led. 24 

 25 

Therapy model interventions 26 

Dialectical behaviour therapy (DBT) 27 

Katz et al. (2004) evaluated an adolescent inpatient DBT programme, which was modified 28 

from the DBT model developed by Miller et al. (1997).  The DBT programme ran for two 29 
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weeks and comprised of ten daily, manualised skills training sessions. Adolescents were also 1 

seen twice per week for individual DBT psychotherapy. During these sessions, diary cards 2 

were reviewed, and behavioural and solution analyses were conducted. The programme 3 

had a DBT milieu with all staff trained in DBT for skills generalisation.  4 

 5 

A regular DBT consultation meeting took place for all staff. This was important to ensure 6 

adherence to the model, as well as enhance staff motivation in helping adolescents with 7 

challenging behaviours. A DBT expert was consulted during the study to assess the 8 

programme. Treatment as Usual (TAU) consisted of psychodynamic psychotherapy weekly 9 

and a psycho-dynamically oriented milieu. No formal behaviour therapy was utilised as part 10 

of TAU. Regular meetings took place amongst the TAU team to discuss any management 11 

issues on the ward. Staff on both units did not differ in experience. For both DBT and TAU, 12 

family assessments were organised, as well as brief crisis intervention and psychoeducation 13 

for families. Upon discharge, all adolescents, regardless of whether they were in the DBT or 14 

TAU programme were discharged to community and outpatient support systems. Sams et 15 

al. (2016) also reported DBT as a non-pharmacological therapeutic intervention, which 16 

involved teaching adolescents DBT skills in a structured group setting. 17 

 18 

Acceptance and commitment therapy (ACT) 19 

Sams et al. (2016) reported that a pilot of ACT groups was being conducted with 20 

adolescents, facilitated by trained staff. Further details about size of groups, length of 21 

delivery and so forth were not provided.  22 

 23 

Cognitive behaviour therapy (CBT) 24 

Sams et al. (2016) reported on CBT modules. Therapy packets were created to help 25 

adolescents develop coping skills for their individual problems. These contained educational 26 

information and activities for skill building to help adolescents develop and utilise CBT skills 27 

to alleviate symptoms. Sams et al. (2016) also identified the principles of a cognitive-28 

behavioural model known as Collaborate Problem Solving (CPS). CPS is a family based 29 
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intervention built on the assumption that "children do well if they can" (Greene et al. 2003). 1 

The CPS model suggests that some individuals with challenging clinical issues may lack the 2 

necessary cognitive capacity to manage certain emotions such as frustration. Overcoming 3 

some of these emotions often depend on flexibility and adaptability. Therefore, key factors 4 

of this approach include identifying cognitive difficulties and intense responses to situations, 5 

which can lead to challenging behaviour. For this intervention, formal didactic training was 6 

conducted amongst staff, as well as weekly consultation meetings, coaching and mentoring. 7 

 8 

Creative expression interventions 9 

Reading and storytelling group 10 

Killick and Bowkett (2015) described a one-hour non-compulsory reading aloud and 11 

storytelling group for young people aged 12 to 17. It is uncertain whether this included 12 

breaks. A clinical psychologist facilitated the groups. Group sizes ranged from two to eight, 13 

with five being the norm. Large books were read over a period of several weeks if necessary. 14 

The stories prompted thoughts, feelings and encouraged discussion amongst the group. The 15 

group aimed to help young people feel part of a community, team and a sense of belonging. 16 

Various games or riddles were used as warm up exercises. Adolescents often picked books 17 

based on movies they had seen. Common books included: Smoke and Mirrors or Romeo and 18 

Juliet- and targeted a younger audience. The themes were discussed and how adolescents 19 

responded to what they read and heard. When reading Shakespeare, adolescents explored 20 

the possible meanings in certain words, either contained in the story or generated by their 21 

peers in the group. Group members expressed how they were able to relate to certain 22 

stories. For instance, relating to a certain distressed character in a book and how they felt 23 

when they were bullied in the past. Killick and Bowkett (2015) claim that they wanted to 24 

design a group that was helpful without being labelled "therapeutic" or "educational".  The 25 

aim of the group was for adolescents to explore thoughts, feelings and experiences in an 26 

alternative way. The group also encouraged problem-solving when spending time working 27 

out what Shakespeare meant. Rather than being intellectual, the purpose of the group was 28 

trying to understand the feelings, which characters were experiencing more than the precise 29 

interpretation of words. It is uncertain as to whether adolescents received a copy of the 30 

book following the group.  31 
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 1 

Music therapy programme 2 

Patterson et al. (2015) assessed the feasibility of delivering a music therapy programme on 3 

an adolescent inpatient unit. The group comprised of sessions in which various active (song-4 

writing, recording, singing, improvisation,) and receptive (listening, lyric analysis, relaxation) 5 

techniques were adopted depending on adolescent preferences (set by the group at the 6 

beginning of sessions). Groups were held weekly as part of the structured programme and 7 

was a core component of treatment. Although adolescents could decline to attend or be 8 

excluded if participation was clinically contraindicated, attendance was strongly 9 

encouraged. A single-session approach was used. The registered music therapist 10 

encouraged adolescents to recognise internal resources and achieve 'therapeutic closure' 11 

each session. The duration and format of the music therapy programme was unclear. 12 

 13 

Narrative therapy exercise  14 

Sams et al. (2016) described strength-based care. Strength-based care was built upon the 15 

idea that an indiǀidual’s skills, interests and support systems are essential for designing 16 

effective treatment plans (Laursen 2003, Saleebey 2009). Simply, strength-based care strives 17 

to ͞identifǇ ǁhat is going ǁell, do ŵoƌe of it, and ďuild on it͟ (Barwick 2004). Sams et al. 18 

(2016) described the consolidation of a strength-based approach with a traditional, medical 19 

model of mental health care. This framework encouraged the exploration of individual skills, 20 

relationships, goals, strengths and family communication in the inpatient setting. 21 

 22 

Sams et al. (2016)  identified narrative therapy in their strength-based care framework. 23 

Adolescents worked with clinicians on a one to one basis to develop a strength-based 24 

recovery narrative. Once this was achieved, adolescents were encouraged to share their 25 

narrative with their family. The naƌƌatiǀe theƌapǇ eǆeƌcise ǁas adopted if the adolescent’s 26 

treating team considered it to be beneficial. A psychology or medical student met with the 27 

adolescent to gather information (usually between one and two sessions of one to two 28 

hours each). Following the review, the narrative was discussed with the adolescent, with 29 

opportunities for revisions in terms of therapeutic reflection. Adolescents were encouraged 30 
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to share their narrative in family sessions. As such, the clinician facilitates a family therapy 1 

session whereby the adolescent reads the narrative to their family. This creates a powerful 2 

experience for the adolescent of processing the emotions and reactions of their family 3 

members. 4 

 5 

The narrative therapy exercise challenged the clinician to generate a hopeful narrative. 6 

Throughout this narrative lens, the aim was to engage adolescents with more empathy and 7 

creativity. The narrative was written for the adolescent but also encouraged them to share 8 

the narrative with their family. Therefore, the clinician had the challenge of creating a 9 

strength-based narrative, which united the various viewpoints of the adolescent and their 10 

family. 11 

 12 

Artistic activities 13 

Bobier et al. (2009b) identified artistic activities as a non-pharmacological therapeutic 14 

intervention. No further details were provided in terms of what the artistic activities were or 15 

how they were facilitated. 16 

 17 

Sensory modulation intervention 18 

West et al. (2017) described the use of a sensory room. Sensory rooms aim to create 19 

positive change via sensory avenues, using various tools which work with the senses (West 20 

et al. 2017).  The primary aim is to help adolescents regulate their emotions. Therefore, 21 

sensory rooms are often suggested for de-escalation purposes, and to reduce the need for 22 

seclusion. Occupational therapists (OTs) encouraged adolescents to use various sensory 23 

equipment tools such as tactile objects, including stress balls or fluffy toys, weighted 24 

blankets-commonly, rocking chairs and sensory oils for calming. Adolescents identified the 25 

most helpful equipment for modulating their emotions. This was extremely useful for 26 

clinicians when tailoring treatment and individual crisis plans. Adolescents were able to take 27 

equipment home or to school to help manage their symptoms. Sensory room sessions were 28 

conducted by the MDT who had all been supervised and trained by a senior OT. Training 29 
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involved identifying signs of distress, assessing an adolescent's sensory threshold and 1 

tolerance to sensory stimulation. Each session was held when an adolescent sought access 2 

to the room or it was clinically indicated at the time (e.g., adolescent who appeared 3 

distressed). Adolescents were always accompanied by a staff member to ensure safety and 4 

guide treatment. The duration of sensory room sessions was unclear. 5 

 6 

Physical health and individual support intervention 7 

Bobier et al. (2009b) in their account of nurse-led interventions, identified sporting as one of 8 

their non-pharmacological interventions. No further information was provided in relation to 9 

what type of sport was used or how the intervention was conducted. Similarly, individual 10 

support was also identified with no further details. 11 

 12 

Mindfulness interventions 13 

One of the interventions included in the strength-based care framework described by Sams 14 

et al. (2016) was the iMatter group. This group was structured, focusing on mindfulness 15 

skills. The group was a manualised, mindfulness-based programme created to improve 16 

mindful attention and relaxation skills with adolescents. The iMatter manual was developed 17 

by the unit's psychology trainees, nursing leaders and psychologist. The manual was 18 

constructed based on various resources and aimed to provide adolescents with the 19 

opportunity to learn and practice helpful strategies. Some of these included relaxation, 20 

mindfulness and simple yoga exercises. Several activities took place within the following 21 

segments: A: Mindful meditation, B: Mindful movements such as yoga poses, C: Mindfulness 22 

activities such as mindful walking, D: Breathing exercises and E: Closing activities. Careful 23 

attention was paid to the design of the group room. The purpose was to promote a relaxing 24 

environment, with the use of calming music and soothing scents. The duration of the group 25 

was unclear.  26 
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Family/support-based intervention 1 

The strength-based care described by Sams et al. (2016) identified family movie therapy as a 2 

non-pharmacological therapeutic intervention.  This intervention used enticing movies for 3 

adolescents as a therapeutic prompt for discussing confronting issues. The aim was to 4 

improve communication and relationship skills between adolescents and their families. 5 

Once adolescents received their initial assessment, a movie was ͞pƌescƌiďed͟ to ǁatch ǁith 6 

their family. Goals of the intervention were to improve communication skills, reflective 7 

listening, validation, and application of the movie’s content to their own family crisis. 8 

Following the movie, families then met with the therapist for a 60 to 90-minute session to 9 

process their responses to the movie and practice communication skills.  10 

 11 

Pet therapy intervention 12 

Sams et al. (2016) endorsed animal-assisted therapy. Animal-assisted therapy involved 13 

weekly one-hour therapy dog visits for adolescents.  Adolescents learnt more about the 14 

dogs, as they interacted with their owners. Sessions began with introductions and collecting 15 

infoƌŵation ƌegaƌding each adolescent’s level of comfort with animals. Most sessions 16 

consisted of adolescents stroking the animals and observing them perform tricks. 17 

Adolescents were permitted to ask the owners about the therapy dogs and share 18 

information about their own pets. 19 

 20 

Discussion 21 

This review aimed to identify non-pharmacological therapeutic interventions for young 22 

people admitted to general (non-disorder specific) adolescent mental health inpatient units. 23 

The review identified 10 studies conducted across five countries and found 23 non-24 

pharmacological therapeutic interventions, which were reported. These interventions were 25 

classified under nine headings for clarification purposes, although some interventions tend 26 

to overlap. Although not every reported non-pharmacological therapeutic intervention 27 

would have been identified in this review, it was surprising to find so few studies, 28 

particularly for such a vulnerable population.  29 

 30 
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Although 23 non-pharmacological therapeutic interventions were identified, this included 1 

two studies, which listed a range of interventions (Bobier et al. 2009b, Sams et al. 2016). 2 

Bobier et al. (2009b) listed 10 of the interventions, whilst Sams et al. (2016) described 7. The 3 

overall paucity of information is surprising given how regular non-pharmacological 4 

interventions are a critical component of adolescent inpatient care. Furthermore, these 5 

non-pharmacological therapeutic interventions provide an essential element for articulating 6 

exemplary models of care. 7 

 8 

Whilst this review specifically sought to identify and understand non-pharmacological 9 

therapeutic interventions, some descriptions were poor. The limited descriptions of non-10 

pharmacological therapeutic interventions make interpretation challenging. Furthermore, 11 

studies lack clarity and consistency when reporting non-pharmacological therapeutic 12 

interventions, particularly in terms of their delivery. More elaborate descriptions of these 13 

interventions could help mental health stakeholders establish whether an intervention can 14 

be applied to their inpatient setting. For instance, availability of resources when considering 15 

the implementation of a sensory room. On a practical level, more elaborate descriptions 16 

would be useful for adolescent programme developers, striving for excellence by 17 

establishing what is currently being utilised in general (non-disorder specific) adolescent 18 

inpatient units. 19 

 20 

The psǇchoeducation inteƌǀention lists ͚tools’, such as ͚ǀideo resources’ and ͚gaŵes’ to 21 

improve awareness for adolescents. These descriptions are vague, failing to answer simple 22 

Ƌuestions adolescents, clinicians oƌ ŵanageƌs ŵight haǀe, such as ͚What tǇpe of ǀideo 23 

ƌesouƌces oƌ gaŵes?’  Or, are there specific questions that can be used to facilitate 24 

discussions? Although these questions might appear punitive, developing a safe and 25 

successful adolescent inpatient model of care is not without its challenges. More 26 

information can help those interested in developing a programme, ultimately improving the 27 

short and long-term mental health outcomes. Furthermore, improve the quality of care for 28 

adolescents and their families.  29 

 30 
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It is important to acknowledge that most of the interventions identified in this review 1 

have their own associated body of literature, such as DBT and Sensory Modulation 2 

(Blackburn et al. 2016, Bobier et al. 2015, McDonell et al. 2010, Von Auer et al. 2015). 3 

Whilst these studies are available, many target specific diagnoses, such as DBT for 4 

Borderline Personality Disorder or Sensory Modulation for Anorexia Nervosa (Brand-5 

Gothelf et al. 2016, Heider et al. 2017, Palmer et al. 2003). Other studies focus on the 6 

interventions within specific settings such as eating or substance disorder units 7 

(Abdelkarim et al. 2017, Warner et al. 2013). Furthermore, many of these studies are 8 

based on adult populations and outpatient settings (Abdelkarim et al. 2017, Kleindienst et 9 

al. 2008). Although this research is vital, attention needs to be paid to the complex needs 10 

of adolescents and range of diagnoses when admitted to general (non-disorder specific) 11 

inpatient units. 12 

 13 

It is difficult to decipher the ͚gold standaƌd ŵodel of caƌe’ for adolescent general inpatient 14 

units, particularly with the limited research. Foƌ a ͚ďest of ďoth ǁoƌlds’ appƌoach, an 15 

inpatient unit might need to incorporate several of the non-pharmacological therapeutic 16 

interventions described, however, more research needs to be conducted. Furthermore, 17 

more research is required to examine these non-pharmacological therapeutic interventions 18 

and how they interrelate to mental health outcomes, particularly from adolescent and 19 

caregiver perspectives, the voice of these stakeholders is currently absent (Varol F et al. 20 

2010). Hoǁeǀer, the ĐhalleŶges of ĐoŶduĐtiŶg aŶd puďlishiŶg researĐh iŶ ͚real ǁorld 21 

settiŶgs͛ Ŷeed to ďe aĐkŶoǁledged. These ĐhalleŶges ofteŶ relate to liŵited fuŶdiŶg aŶd 22 

time, access to adolescents and inpatient units as well as publication biases. A key 23 

strength of this review is that it allowed for increased insight into the different non-24 

pharmacological therapeutic interventions. However, there are limitations to consider. 25 

 26 

4.1 Limitations 27 

The eligibility criteria excluded articles not written in English; thus, non-pharmacological 28 

therapeutic interventions in general (non-disorder specific) adolescent inpatient units for 29 

other cultures were excluded. The studies included in this review all have methodological 30 
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limitations, such as small sample sizes and lack of patient blinding. However, the purpose 1 

of this review was to identify what non-pharmacological therapeutic interventions were 2 

reported from general (non-disorder specific) inpatient units. This study excluded disorder-3 

specific settings and hence might have removed promising non-pharmacological therapeutic 4 

interventions in alternative settings, such as eating disorder inpatient units, which may have 5 

had information, which coincides with general (non-disorder specific) adolescent inpatient 6 

units. The varying settings also need to be considered in this review in terms of limited 7 

generalisability. However, this review aimed to assist those wishing to understand which 8 

non-pharmacological therapeutic interventions are currently reported for adolescents in 9 

general (non-disorder specific) adolescent inpatient units.  10 

 11 

Conclusion 12 

This review provides current relevant data in an area with little research. The extreme 13 

dearth of data from developing countries, compounded by inconsistencies in the 14 

descriptions and reporting creates gaps in our knowledge base concerning general (non-15 

disorder specific) adolescent inpatient units. There is a critical need for additional research 16 

on non-pharmacological therapeutic interventions in these inpatient settings. Furthermore, 17 

more elaborate descriptions in how these non-pharmacological therapeutic interventions 18 

are delivered is also required. More detailed descriptions will help mental health key 19 

stakeholders identify whether they have the necessary resources to implement such 20 

interventions in practice.  21 

 22 

Cuƌƌent ƌeseaƌch fails to identifǇ the ͚ideal’ oƌ ͚eǆeŵplaƌǇ’ inpatient ŵodel of caƌe foƌ 23 

adolescents admitted to general (non-disorder specific) inpatient units. This descriptive 24 

review provides one source, which can be utilised in establishing an exemplary model of 25 

care. Furthermore, this review can guide healthcare decision making and inform priorities 26 

for future research (Bennett and Duda 2016). Finally, this review provides more accessible 27 

and objective information to inform research, policy, and practice, and calls for clinicians to 28 

disseminate their non-pharmacological therapeutic interventions on general (non-disorder 29 

specific) adolescent inpatient units.  30 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

 1 

Relevance for clinical practice 2 

This descriptive review has identified the non-pharmacological therapeutic interventions 3 

being reported in general adolescent inpatient units. This has implications for practice, 4 

particularly in terms of understanding adolescent inpatient units and service delivery. The 5 

results of this review enhance mental health nurses’ knowledge of what is being delivered in 6 

contemporary inpatient units.  This can encourage discussion amongst adolescent inpatient 7 

clinicians attempting to decipher the most important non-pharmacological therapeutic 8 

interventions.  9 

 10 

The results of this review can prompt change in inpatient units in response to the changing 11 

needs of adolescents being admitted. For instance, implementing a sensory room because 12 

of the younger age group of adolescents being admitted. The results of this review can help 13 

mental health stakeholders establish what resources need to be in place in terms of staffing 14 

and resources to facilitate such changes. As well as meeting the changing needs of 15 

adolescents, results of this review can inform mental health stakeholders, particularly those 16 

in managerial positions. The results of this review are useful for mental health managers 17 

observing increasing rates of absenteeism amongst clinicians and burnout. Such 18 

observations can prompt necessary changes in service delivery to improve the quality of 19 

care, maintain staff and enhance continuity of care. 20 

The results of this review make an important contribution to the research gap concerning 21 

adolescent inpatient units and descriptions of exemplary inpatient models of care. This 22 

review can inform researchers and clinicians alike wishing to develop and describe an 23 

exemplary inpatient model of care to guide current and future services. 24 

 25 

ORCID 26 

http://orcid.org/0000-0003-2908-930427 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

 

References 

Abdelkarim, A., Molokhia, T., Rady, A. and Ivanoff, A. (2017) DBT for co-morbid borderline 

personality disorder and substance use disorder without drug replacement in Egyptian 

outpatient settings: A non-randomized trial. European Psychiatry, pp. 260. 

 

Australian Institute of Health and Welfare (2018) Australia's Health 2018. in Welfare, A. I. o. H. a., 

(ed.),Canberra: Australian Institute of Health and Welfare. 

 

Baeza, F. L., da Rocha, N. S. and Fleck, M. P. (2018) Predictors of length of stay in an acute psychiatric 

inpatient facility in a general hospital: a prospective study. Rev Bras Psiquiatr, 40(1), pp. 89-

96. 

 

Barwick, H. (2004) Young males : strengths-based and male-focused approaches : a review of the 

research and best evidence / by Helena Barwick, Wellington, N.Z.: Ministry of Youth 

Development. 

 

Bennett, K. J. and Duda, S. J. (2016) Towards Improved Systematic Review And Meta-Analysis Quality 

In Child And Adolescent Mental Health: A Systematic Review. Journal of the American 

Academy of Child & Adolescent Psychiatry, 55, pp. S173-S173. 

 

Bettmann, J. E. and Jasperson, R. A. (2009) Adolescents in Residential and Inpatient Treatment: A 

Review of the Outcome Literature. in: Child & Youth Care Forum. pp. 161-183. 

 

Bitsko, R. H., Holbrook, J. R., Ghandour, R. M., Blumberg, S. J., Visser, S. N., Perou, R. and Walkup, J. 

T. (2018) Epidemiology and Impact of Health Care Provider-Diagnosed Anxiety and 

Depression Among US Children. p. 395. 

 

Blackburn, J., McKenna, B., Jackson, B., Hitch, D., Benitez, J., McLennan, C. and Furness, T. (2016) 

Educating Mental Health Clinicians About Sensory Modulation to Enhance Clinical Practice in 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

a Youth Acute Inpatient Mental Health Unit: A Feasibility Study. Issues In Mental Health 

Nursing, 37(7), pp. 517-525. 

 

Bobier, C., Boon, T., Downward, M., Loomes, B., Mountford, H. and Swadi, H. (2015) Pilot 

Investigation of the Use and Usefulness of a Sensory Modulation Room in a Child and 

Adolescent Psychiatric Inpatient Unit. Occupational Therapy in Mental Health, 31(4), pp. 

385-401. 

 

Bobier, C., Dowell, J. and Craig, B. (2009a) Youth-, family-, and professional-rated utility of a 

narrative discharge letter written to older adolescent psychiatric inpatients. Journal Of Child 

And Adolescent Psychiatric Nursing: Official Publication Of The Association Of Child And 

Adolescent Psychiatric Nurses, Inc, 22(4), pp. 182-188. 

 

Bobier, C., Dowell, J. and Swadi, H. (2009b) An examination of frequent nursing interventions and 

outcomes in an adolescent psychiatric inpatient unit. International Journal of Mental Health 

Nursing, 18(5), pp. 301-309. 

 

Booth, A., Clarke, M., Dooley, G., Ghersi, D., Moher, D., Petticrew, M. and Stewart, L. (2012) The nuts 

and bolts of PROSPERO: an international prospective register of systematic reviews. 

Systematic Reviews, Vol 1, Iss 1, p 2 (2012), (1), pp. 2. 

 

Bor, W., Dean, A. J., Najman, J. and Hayatbakhsh, R. (2014) Are child and adolescent mental health 

problems increasing in the 21st century? A systematic review. Australian & New Zealand 

Journal of Psychiatry, 48(7), pp. 606-616. 

 

Brand-Gothelf, A., Parush, S., Eitan, Y., Admoni, S., Gur, E. and Stein, D. (2016) Sensory modulation 

disorder symptoms in anorexia nervosa and bulimia nervosa: A pilot study. The International 

Journal Of Eating Disorders, 49(1), pp. 59-68. 

 

Buchanan, M. (2014) Beds shortage for child mental health patients. BBC News. 

 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

Case, A. and Deaton, A. (2015) Rising morbidity and mortality in midlife among white non-Hispanic 

Americans in the 21st century. Proceedings of the National Academy of Sciences, 112(49), 

pp. 15078. 

 

Clarivate Analytics (2015) for Software EndNote X7 Win / Mac. 

 

David, M., Alessandro, L., Jennifer, T. and Douglas, G. A. (2009) Preferred reporting items for 

systematic reviews and meta-analyses: the PRISMA statement. BMJ: British Medical Journal, 

(7716), pp. 332. 

 

Delaney, K. R. (2006) Top 10 milieu interventions for inpatient child/adolescent treatment. Journal 

Of Child And Adolescent Psychiatric Nursing: Official Publication Of The Association Of Child 

And Adolescent Psychiatric Nurses, Inc, 19(4), pp. 203-214. 

 

Esposito-Smythers, C., McClung, T. J. and Fairlie, A. M. (2006) Adolescent perceptions of a suicide 

prevention group on an inpatient unit. Archives Of Suicide Research: Official Journal Of The 

International Academy For Suicide Research, 10(3), pp. 265-275. 

 

Geller, J. L. and Biebel, K. (2006) The premature demise of public child and adolescent inpatient 

psychiatric beds : part I: overview and current conditions. Psychiatr Q, 77(3), pp. 251-71. 

 

Goñi-Sarriés, A., Blanco, M., Azcárate, L., Peinado, R. and López-Goñi, J. J. (2018) Are previous suicide 

attempts a risk factor for completed suicide? , p. 33. 

 

Green, J., Jacobs, B., Beecham, J., Dunn, G., Kroll, L., Tobias, C. and Briskman, J. (2007) Inpatient 

treatment in child and adolescent psychiatry – a prospective study of health gain and costs. 

Journal of Child Psychology & Psychiatry, 48(12), pp. 1259-1267. 

 

Greene, R. W., Ablon, J. S. and Goring, J. C. (2003) A transactional model of oppositional behavior. 

Underpinnings of the Collaborative Problem Solving approach. Journal Of Psychosomatic 

Research, 55, pp. 67-75. 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

 

Hanssen-Bauer, K., Heyerdahl, S., Hatling, T., Jensen, G., Olstad, P. M., Stangeland, T. and Tinderholt, 

T. (2011) Admissions to acute adolescent psychiatric units: a prospective study of clinical 

severity and outcome. International Journal of Mental Health Systems, 5, pp. 1-1. 

 

Heider, J., Fleck, A., Peteler, C., Anker, S., Lieb, S., Behrens, M., Schröder, A., In-Albon, T. and 

Brünger, M. (2017) [Dialectical Behavioral Therapy for Male Adolescents with Borderline 

Symptomatology]. Praxis Der Kinderpsychologie Und Kinderpsychiatrie, 66(2), pp. 104-120. 

 

Indig, D., Gear, C. and York, A. (2017) The role of inpatient care for children and adolescents with 

moderate-to-severe mental disorders in An Evidence Check rapid review brokered by the Sax 

Institute (www.saxinstitute.org.au) for the NSW Ministry of Health, (ed.). 

 

Kadvany, E. (2015) When a teen is in a mental health crisis, what's working--and what isn't. Palo Alto 

Weekly. 

 

Katz, L. Y., Cox, B. J., Gunasekara, S. and Miller, A. L. (2004) Feasibility of Dialectical Behavior Therapy 

for Suicidal Adolescent Inpatients. Journal Of The American Academy Of Child And 

Adolescent Psychiatry, 43(3), pp. 276. 

 

Killick, S. and Bowkett, S. (2015) The language of feelings: A reading and storytelling group in an 

adolescent unit. Clinical Child Psychology And Psychiatry, 20(4), pp. 585-590. 

 

Kleindienst, N., Limberger, M. F., Schmahl, C., Steil, R., Ebner-Priemer, U. W. and Bohus, M. (2008) 

Do improvements after inpatient dialectial behavioral therapy persist in the long term? A 

naturalistic follow-up in patients with borderline personality disorder. The Journal Of 

Nervous And Mental Disease, 196(11), pp. 847-851. 

 

Laursen, E. K. (2003) Frontiers in Strength-Based Treatment. Reclaiming Children and Youth: The 

Journal of Strength-based Interventions, 12(1), pp. 12-17. 

 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t

http://www.saxinstitute.org.au/


 

This article is protected by copyright. All rights reserved 

Lawrence D, Johnson S, Hafekost J, Boterhoven de Haan K and Sawyer M, A. J. (2015) The mental 

health of children and adolescents: report on the second Australian Child and Adolescent 

Survey of Mental Health and Wellbeing. in Health., D. o., (ed.),Canberra. 

 

Mackee, N. (2018) Kids forced to EDs for mental health a "national scandal". The Medical Journal Of 

Australia, (15). 

 

McDonell, M. G., Tarantino, J., Dubose, A. P., Matestic, P., Steinmetz, K., Galbreath, H. and 

McClellan, J. M. (2010) A Pilot Evaluation of Dialectical Behavioural Therapy in Adolescent 

Long-Term Inpatient Care Michael G. McDonell et al. DBT and Long-Term Inpatient Care. 

Child & Adolescent Mental Health, 15(4), pp. 193-196. 

 

Merrillees, L. (2014) Too few hospital beds for children with mental illness, Perth inquiry told. ABC 

News. 

 

Miller, A. L., Rathus, J. H., Linehan, M. M., Wetzler, S. and Leigh, E. (1997) Dialectical Behavior 

Therapy Adapted for Suicidal Adolescents. Journal Of Psychiatric Practice, 3(2), pp. 78. 

 

Moher, D., Liberati, A., Tetzlaff, J. and Altman, D. G. (2009) Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses: The PRISMA Statement. Journal of Clinical Epidemiology, (10), 

pp. 1006. 

 

Mojtabai, R., Olfson, M. and Han, B. (2016) National Trends in the Prevalence and Treatment of 

Depression in Adolescents and Young Adults. Pediatrics. 

 

National Institutes of Health (2014) Quality Assessment Tool for Before-After (Pre-Post) Studies With 

No Control Group, Study Qual. Assess. Tools., Available: https://www.nhlbi.nih.gov/health-

pro/guidelines/in-develop/cardiovascular-risk-reduction/tools/before-after [Accessed 14-08-

2017 2017]. 

 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t

http://www.nhlbi.nih.gov/health-pro/guidelines/in-develop/cardiovascular-risk-reduction/tools/before-after
http://www.nhlbi.nih.gov/health-pro/guidelines/in-develop/cardiovascular-risk-reduction/tools/before-after


 

This article is protected by copyright. All rights reserved 

Padayachey, U., Ramlall, S. and Chipps, J. (2017) Depression in older adults: prevalence and risk 

factors in a primary health care sample. South African Family Practice, 59(2), pp. 61-66. 

 

Palmer, R. L., Birchall, H., Damani, S., Gatward, N., McGrain, L. and Parker, L. (2003) A dialectical 

behavior therapy program for people with an eating disorder and borderline personality 

disorder--description and outcome. The International Journal Of Eating Disorders, 33(3), pp. 

281-286. 

 

Patalay, P. and Fitzsimons, E. (2017) Mental ill-health among children of the new century:trends 

across childhood with a focus on age 14. in Studies., C. f. L., (ed.),United Kingdom: Centre for 

Longitudinal Studies. 

 

Patterson, S., Duhig, M., Darbyshire, C., Counsel, R., Higgins, N. and Williams, I. (2015) Implementing 

music therapy on an adolescent inpatient unit: a mixed-methods evaluation of acceptability, 

experience of participation and perceived impact. Australasian Psychiatry, 23(5), pp. 556-

560. 

 

Plemmons, G., Hall, M., Doupnik, S., Gay, J., Brown, C., Browning, W., Casey, R., Freundlich, K., 

Johnson, D. P., Lind, C., Rehm, K., Thomas, S. and Williams, D. (2018) Hospitalization for 

Suicide Ideation or Attempt: 2008–2015. Pediatrics. 

 

Preyde, M., Vanderkooy, J., Chevalier, P., Heintzman, J., Warne, A. and Barrick, K. (2014) The 

Psychosocial Characteristics Associated with NSSI and Suicide Attempt of Youth Admitted to 

an In-patient Psychiatric Unit. Journal of the Canadian Academy of Child and Adolescent 

Psychiatry, 23(2), pp. 100-110. 

 

Rosen, A., Gurr, R., Fanning, P. and Owen, A. (2012) The future of community-centred health services 

in Australia: 'When too many beds are not enough'. Aust Health Rev, 36(3), pp. 239-43. 

 

Saleebey, D. (2009) The strengths perspective in social work practice, Boston : Allyn & Bacon, c2009. 

5th ed. 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

 

Sams, D. P., Garrison, D. and Bartlett, J. (2016) Innovative Strength-Based Care in Child and 

Adolescent Inpatient Psychiatry. Journal of Child & Adolescent Psychiatric Nursing, 29(3), pp. 

110-117. 

 

Schroeder, M., Krebs, M. O., Bleich, S. and Frieling, H. (2010) Epigenetics and depression: current 

challenges and new therapeutic options. Curr Opin Psychiatry, 23(6), pp. 588-92. 

 

Stanton, J., Lahdenperä, V. and Braun, V. (2017) Referral to an Acute Child and Adolescent Inpatient 

Unit: The Experiences and Views of Community Mental Health Referrers. Qualitative Health 

Research, 27(11), pp. 1664-1674. 

 

Swadi, H. and Bobier, C. (2005) Hospital admission in adolescents with acute psychiatric disorder: 

how long should it be? Australasian Psychiatry, 13(2), pp. 165-168. 

 

Swadi, H., Bobier, C., Price, L. and Craig, B. (2010) Lessons from an audit of psychoeducation at an 

older adolescent inpatient unit. Australasian Psychiatry, 18(1), pp. 53-56. 

 

Tharayil, P., James, S., Morgan, R. and Freeman, K. (2012) Examining Outcomes of Acute Psychiatric 

Hospitalization Among Children. p. 205. 

 

Van Kessel, K. (2012) Trends in child and adolescent discharges at a New Zealand psychiatric 

inpatient unit between 1998 and 2007. New Zealand Medical Journal. 

 

Vaƌol F, T. A. “., T, G. and E, C. ;ϮϬϭϬͿ Patientsʼ and theiƌ paƌentsʼ satisfaction leǀels aďout the 

treatment in a child and adolescent mental health inpatient unit. Journal of Psychiatric & 

Mental Health Nursing, (9), pp. 769. 

 

Von Auer, A. K., Kleindienst, N., Ludewig, S., Soyka, O., Bohus, M. and Ludäscher, P. (2015) Inpatient 

Dialectical Behavior Therapy for Adolescents (DBT-A) — 10 years of experience on the 

psychiatric inpatient unit «Wellenreiter». p. 301. 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

 

Walker, S. and Kelly, M. (2011) The introduction of an early warning signs journal in an adolescent 

inpatient unit. Journal of Psychiatric and Mental Health Nursing, 18(7), pp. 563-568. 

 

Warner, E., Koomar, J., Lary, B. and Cook, A. (2013) Can the Body Change the Score? Application of 

Sensory Modulation Principles in the Treatment of Traumatized Adolescents in Residential 

Settings. Journal of Family Violence, 28(7), pp. 729-738. 

 

West, M., Melvin, G., McNamara, F. and Gordon, M. (2017) An evaluation of the use and efficacy of a 

sensory room within an adolescent psychiatric inpatient unit. Australian Occupational 

Therapy Journal, 64(3), pp. 253-263. 

 

World Health Organization (2018) Suicide. Key Facts. in World Health Organization, (ed.),Geneva. 

 

Zeshan, M., Manocha, P., Waqas, A., Naveed, S. and Ghulam, H. (2018) Factors Predicting Length of 

Stay in an Adolescent Psychiatric Unit, South Bronx, NY: A Short Report. Journal of the 

Canadian Academy of Child & Adolescent Psychiatry, 27(2), pp. 142-147. 

 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

Table 1 Characteristics of the included papers  

Authors, 

year 

(country) 

Study aim Design Sample size Intervention 

Bobier et 

al., 2009 

(New 

Zealand) 

Assess the usefulness of narrative 

discharge letters as rated by 

patients, family members, and 

professionals 

Empirical 

Quantitative 

Evaluation 

 

N=38 

 

Narrative discharge letter 

Bobier et 

al., 2009 

(New 

Zealand) 

Evaluate nursing and multi-

disciplinary intervention. 

Empirical 

Quantitative 

Prospective pre/post evaluation study using routine 

audit data. 

 

N=46 

 

Illness education 

Anger management 

Stress management education 

Relaxation 

Problem-solving skills 

Relationship education 

Self-awareness 

Sporting activity 

Art activity 

Individual support 

Esposito 

Smythers et 

al., 2006 

(United 

States) 

Explore adolescents’ perceptions, 

strengths and weaknesses of a 

psychoeducational suicide 

prevention group. 

Retrospective 

Qualitative 

Evaluation  

 

N=250 Psychoeducational suicide 

prevention group 

Katz et al., Feasibility of Dialectical Behaviour Empirical N=62 Dialectical Behaviour Therapy 

A
u

th
o

r 
M

a
n

u
s
c
ri
p

t



 

This article is protected by copyright. All rights reserved 

2004 

(Canada) 

Therapy for Suicidal Adolescent 

Inpatients 

Quantitative 

Pre, post & 1 year follow-up 

Killick and 

Bowkett 

2015 (?) 

DesĐriďe a ͚‘eading and 

storytelling group͛. 

Not a study 

Description of a group 

Not Available Reading and storytelling group 

Patterson 

et al., 2015 

(Australia) 

Assess the feasibility of delivering 

a music therapy program on 

adolescent inpatient units 

Mixed methods evaluation. 

 

N=43 Music therapy 

Sams et al., 

2016 

(United 

States) 

Describe the integration of a 

strength-based approach with a 

traditional, medical model of 

psychiatric care. 

Empirical 

Quantitative. 

Pre/post evaluation. 

Ongoing quality improvement project. 

 

N=71 iMatter 

Narrative therapy 

Dialectical Behaviour Therapy  group 

Animal-assisted therapy 

Acceptance and commitment therapy 

Family movie therapy 

Cognitive behavioural modules 

Swadi et al., 

2010 (New 

Zealand) 

Determine if patients receive 

psychoeducation according to unit 

philosophy 

Prospective 

Quality assurance initiative 

N=60 Psychoeducation 

Walker and 

Kelly 2011  

(United 

Kingdom) 

Describe the introduction of an 

early warning signs journal in an 

adolescent inpatient unit 

Case study N=2 Early warning signs journal 

West et al., 

2017 

(Australia) 

Evaluation of the use and efficacy 

of a sensory room within an 

adolescent psychiatric inpatient 

unit 

Empirical 

Quantitative 

Pre-post 

 

N=112 Sensory room A
u

th
o

r 
M

a
n

u
s
c
ri
p

t



 

This article is protected by copyright. All rights reserved 

 

Table 2 Risk of bias assessment 
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1. Was the study question or objective clearly stated? Y Y Y Y N Y Y N N Y 

2. Were eligibility/selection criteria for the study population pre-specified and clearly described? N 

 

N N Y N Y N N N N 

3. Were the participants in the study representative of those who would be eligible for the 

test/service/intervention in the general or clinical population of interest? 

Y Y Y Y Y Y Y Y U Y 

4. Were all eligible participants that met the pre-specified entry criteria enrolled? N N Y U N Y U U U U 

5. Was the sample size sufficiently large to provide confidence in the findings? N N Y N N/A N N N N Y 

6. Was the test/service/intervention clearly described and delivered consistently across the study 

population? 

Y N Y Y N U Y Y Y Y 

7. Were the outcome measures pre-specified, clearly defined, valid, reliable, and assessed 

consistently across all study participants? 

U Y N Y N N N Y N Y 

8. Were the people assessing the outcomes blinded to the participants' exposures/interventions? N N N N N/A N N N U N 

9. Was the loss to follow-up after baseline 20% or less? Were those lost to follow-up accounted for N N U Y N/A U N U U U 
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in the analysis? 

10. Did the statistical methods examine changes in outcome measures from before to after the 

intervention? Were statistical tests done that provided p values for the pre-to-post changes? 

U Y N Y N N N Y N Y 

11. Were outcome measures of interest taken multiple times before the intervention and multiple 

times after the intervention (i.e., did they use an interrupted time-series design)? 

N N N N N N N N N N 

12. If the intervention was conducted at a group level (e.g., a whole hospital, a community, etc.) did 

the statistical analysis take into account the use of individual-level data to determine effects at the 

group level? 

U Y Y N N U N U U U 

Quality Rating Good (G), Fair (F), Poor (P) 

Good=  (0-2 No) 

Fair=  (2-4 No) 

Poor=  (4+ No) 

P P P F P P P P P F 
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