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ABSTRACT:

Service user satisfaction with Cognitive Behavioural Therapy (CBT) for psychosis was examined with the Satisfaction with Therapy Questionnaire (STQ; Beck et al, 1993). 65 service-users completed the STQ at the end of therapy, and 40 3-months post therapy. Overall, the majority of service-users were satisfied with therapy. Satisfaction was unaffected by service-user demographics or service issues, and remained stable over the 3-months follow-up. Belief in the extent to which CBT skills/knowledge had been gained predicted overall satisfaction at the end of therapy, while there was a near-significant effect for belief about the usefulness of homework(s) to predict overall satisfaction at 3-months follow-up. These results suggest that (i) CBT for psychosis is an acceptable intervention to service-users, regardless of their demographic characteristics or service issues; (ii) the specific aspects of CBT, not the non-specific attributes of therapy, predict overall satisfaction; (iii) homework setting may be important in ensuring ongoing satisfaction post-therapy.
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INTRODUCTION:

Psychosis is a chronic and debilitating disorder, with many individuals continuing to experience residual positive symptoms (e.g. delusions and hallucinations), causing distress and disability despite advances in pharmacological treatments (e.g. Curson et al, 1985). However, over the past 15 years, research has accumulated demonstrating the efficacy of Cognitive Behavioural Therapy (CBT) for psychosis (Pilling et al, 2002; Tarrier & Wykes, 2004; Zimmermann et al, 2005), culminating in the UK NICE (National Institute of Clinical Excellence) guidelines (2003) recommending that all individuals with psychosis who request it should be offered CBT. The main goals of CBT for psychosis are to reduce distress and disability associated with residual psychotic symptomatology, to reduce secondary emotional disturbances, and to promote the individual’s active participation in regulating and reducing their risk of relapse and social disability (Fowler et al, 1998). Several books are now available as guides to CBT for psychosis (Kingdon & Turkington, 1991; Fowler et al, 1995; Chadwick et al, 1996; Nelson, 1997; Morrison, 2002; Kingdon & Turkington, 2002; Morrison et al, 2003; Byrne et al, 2005). 

CBT for psychosis has been shown to reduce the severity and frequency of positive psychotic symptoms (Tarrier et al, 1993; Garety et al, 1994; Drury et al, 1996; Kuipers et al, 1997; Tarrier et al, 1998; Garety et al, 2000; Sensky et al, 2000; Turkington et al, 2002; Durham et al, 2003), with gains being greatest for treatment-resistant, residual symptoms. CBT for psychosis interventions have resulted in fewer days in hospital (Dickerson, 2000), increased medication compliance (Kemp et al, 1996) and insight (Turkington et al, 2002), a reduction in the probability of relapse (Gumley et al, 2003), and increased social and emotional functioning (Rector et al, 2003). Therapeutic gains have been found to persist, or even increase, up to one year after the end of therapy (Kuipers et al, 1998; Sensky et al, 2000; Startup et al, 2004), suggesting that improvements are not due to ‘attention or non-specific effects’, but rather to the specific effects of CBT. In addition, CBT has been found to be cost effective (Knapp, 1997), with the costs of the intervention being offset by a reduction in individuals’ service utilisation over follow-up (Kuipers et al, 1998). 

However, it has been argued that any evaluations of health care treatment quality should be assessed over three domains; structure, process and outcome (Council of Medical Services – American Medical Association; 1986; Donabedian, 1988). These domains include not only changes in individuals’ psychopathology, cognition and behaviour, but also their satisfaction with health care. Moreover, the need to consider service-users’ perspective has long been acknowledged as essential to psychotherapy outcome research (Strupp & Hadley, 1977). Nevertheless, there is a dearth of research regarding the perspectives of individuals with severe mental illnesses, possibly as a consequence of mistaken beliefs about the reliability, accuracy and helpfulness of such opinions (Weinstein, 1981). One exception is Coursey et al (1995), who examined service-users’ perspectives on a range of issues in individual psychotherapy (e.g. therapeutic topics, therapist attributes and the mechanics of therapy; setting, frequency and duration).   

Therefore, with increasing evidence that CBT for psychosis has an impact on symptomatology, attention should now turn to measuring service-users’ satisfaction with CBT for psychosis services as an additional but important aspect of clinical audit. This is particularly important, as this client group can be difficult to engage, whether interventions are pharmacological or psychological. Rates of attrition in CBT for psychosis can be high, particularly in the studies involving early onset patients (Drury et al, 1996; Jackson et al, 1998), and tackling engagement is an important target for the future development of services. Service-users’ level of satisfaction is one important influence on treatment attrition for both medical and psychological care, whether in hospitals (Hart et al, 1996) or outpatient clinics (Barak et al, 2001).

Nevertheless, one of the most important factors for service-user satisfaction is the level and quality of patient-professional communication (Biderman et al, 1994; Barker et al, 1996). Other studies of mental health care suggest service-user satisfaction is related to a respect for confidentiality, support and adequate communication with therapists (Parker et al, 1996), psychoeducation (Barak et al, 2001), therapists’ goal setting behaviour (Hill, 1969), mutual expectations of both therapist and patient (Martin et al, 1976) and therapeutic relationship, as measured by the actual amount of sessions attended and attrition rates (Johnson, 2001). In contrast, ethnic origin or treatment modalities have not been found to be related to service-user satisfaction (Johnson, 2001). Other potential factors may include non-specific therapist attributes such as empathy, unconditional positive regard or warmth and genuineness (Rogers, 1951); service-user demographics; service issues such as waiting times, locality of services, research or service context; or specific aspects of CBT such as collaborativeness, skills gained and usefulness of ‘homeworks’. Nevertheless, whatever influences service-user satisfaction, higher levels have been found to be associated with clinical improvement (Baradell, 1995).

To date, initial evaluations of service-user satisfaction with CBT for psychosis appear favourable. Kuipers et al (1997) found that 80% (16/20) of service-users involved in their trial were satisfied or very satisfied with their therapy. 85% (17/20) felt they had made some or much progress, and that they would be able to make some or much progress in the future. Sensky et al (2000) found a non-significant trend towards more satisfaction with a CBT than a ‘befriending’ intervention. Durham et al (2003) found that ‘definite satisfaction’ was higher for CBT than “Treatment as Usual”, while Messari & Hallam (2003), using a qualitative analysis of a small sample, noted good levels of satisfaction when CBT was delivered within a routine clinical service context. Therefore, CBT for psychosis appears to be an acceptable intervention, although the factors underlying service-user satisfaction remain unclear. 

The study examines service-users’ satisfaction with CBT for psychosis, and some of the potential factors contributing to satisfaction, in a NHS national specialist psychology service at the Maudsley Hospital offering CBT to individuals with distressing positive symptoms of psychosis; the Psychological Intervention Clinic for Outpatients with Psychosis (PICuP). 

METHODS:

Service Setting: The Psychological Interventions Clinic for oUtpatients with Psychosis (PICuP) is a national tertiary service established in 1999 by the second and third authors (EP & EK). It is based at the Maudsley Hospital, London, and accepts referrals from both within and outside the local South London and Maudsley NHS Trust (SLaM). PICuP offers CBT for individuals with distressing delusions and hallucinations, or with emotional disturbances in the context of a history of psychosis, with therapy lasting approximately 6 months, and consisting of either weekly or fortnightly sessions. Therapists (n=34) were qualified CBT therapists and Clinical Psychologists, or Trainee Clinical Psychologists, operating under supervision from either EP or EK as part of their continuing professional development. At the time of the study PICuP operated both as a research trial and routine clinical service. At the time of the study PICuP operated both as a research trial and a routine clinical service (for individuals not suitable for the trial). 

Participants: Response rates are shown in Table 1.  

[INSERT TABLE 1 HERE]

79 people completed the Satisfaction with Therapy Questionnaire (STQ; Beck et al, 1993), 39 at the end of therapy only, 14 at 3-months follow-up only, and 26 at both time points. Therefore, the sample size at the end of therapy was 65, with 40 at the follow-up. Service-users were significantly more likely to complete the STQ if they were in the research trial [(2(1)=5.54, p=0.019], had received therapy after a waiting-list control delay of 9 months [(2(1)=7.20, p=0.007] or were female [(2(1)=6.11, p=0.013]. There was no significant difference in STQ completion rates by referral location [(2(1)=1.73, p=0.188], ethnicity [(2(1)=2.01, p=0.157] or age at referral [t(97)=1.13, p=0.263]. 46 (58%) were referred from the local NHS Trust, 26 (33%) referred from elsewhere (missing = 7, 9%). The average age of service-users at referral was 36.6 years (SD = 10.2, range 20-61). 40 (51%) were male and 32 (40%) were female (missing = 7, 9%). Of those with available ethnicity data from case notes (missing = 29, 37%), 40% were White (n=32) whilst 18 (23%) were from other ethnic backgrounds (e.g. Black or Asian). 

Materials: The Satisfaction with Therapy Questionnaire (STQ; Beck et al, 1993) is a short 20-item self-completion instrument covering (i) service-users’ expectations of and their perceptions of their actual progress made during therapy; (ii) their beliefs in the extent to which they gained CBT skills and knowledge; (iii) their perceptions of the usefulness of homework tasks set; (iv) ratings of their therapist’s attributes and related satisfaction; and (v) overall satisfaction with therapy. Items are scored on a Likert scale ranging from 1 to 5 (higher = more positive, 3 = neutral). The STQ has good face validity. Explicit tests of reliability and validity for the STQ were not conducted. 

Procedure: The PICuP research trial and service protocol is outlined in Figure 1 (shaded boxes indicate the data collection points for service-users within this study). The STQ was distributed by the trial research assistants and self-completed by service-users at the end of therapy (for both service and research trial service-users), and after a 3-month follow-up period (for research trial participants only). Service-users were informed their responses were confidential and would not be shared with their therapist. 

[INSERT FIGURE 1 HERE]

Statistical Analysis: This study reports both descriptive and analytic statistical analyses. Variables were examined to determine if they met criteria for parametric statistical procedures. If a variable did not meet criteria for parametric procedures, the equivalent non-parametric test was used and is reported, and Bonferroni corrections were applied to multiple univariate analyses. Binomial logistic regression analyses were performed using a Forward Stepwise (Likelihood Ratio) method due to multi-collinearity between the independent variables. All statistical analyses were performed using the SPSS computer programme.  
RESULTS: 
Overall, the large majority of service-users were satisfied overall with the CBT for psychosis offered at PICuP. At the end of therapy, 77% were satisfied or very satisfied, rising to 80% by 3-months follow-up. Specifically, at the end of therapy 22 (34%) were ‘very satisfied’; 28 (43%) were ‘satisfied’; 10 (15%) were ‘indifferent’; 5 (8%) were ‘dissatisfied’; and 0 were ‘very dissatisfied’. At 3-months follow-up, 17 (42.5%) were ‘very satisfied’; 15 (37.5%) were ‘satisfied’; 5 (12.5%) were ‘indifferent’; 3 (7.5%) were ‘dissatisfied’; and 0 were ‘very dissatisfied’. 
The results of the individual STQ items are shown in Table 2. Each item has a potential range of scores of 1 to 5, although mean ratings were high (>3) on all of the items of the STQ at both time points.

[INSERT TABLE 2 HERE]

Individual items were grouped to form five specific areas: (i) service-users’ expectations of and their perception of their actual progress in dealing with their problems in therapy (Part 1, Questions 1-3), (ii) service-users’ belief in the extent to which they gained CBT skills and knowledge (Part 2, Questions 1-8), (iii) service-users’ beliefs about the usefulness of homework(s) set in therapy (Part 1, Question 7), (iv) service-users’ ratings of therapist attributes (Part 1, Questions 5-6 & Part 3, Questions 1-5) and (v) service-users’ overall satisfaction with therapy (Part 1, Question 4). Table 3 displays the mean satisfaction scores in each of these 5 areas, which were high (<3) at both time points as well as the statistical differences between end of therapy and the 3-months follow-up. Also shown are the results of the analyses examining differences in service-users’ satisfaction by demographics (age, sex, ethnicity), and service issues (whether in a waiting list or seen immediately (research trial patients only); whether seen in the research trial or in the service; and whether referred from within or outside the local Trust). The highest ratings were for therapist attributes, and the lowest for CBT skills and knowledge gained, for both time points. No significant differences were found in any of the statistical analyses. 

[INSERT TABLE 3 HERE]

Binomial logistic regression analyses were performed to identify which areas predicted service-users’ overall satisfaction with therapy, one model at the end of therapy and another at 3-months follow-up. Overall satisfaction ratings were recoded into either “satisfied with therapy” (ratings of ‘satisfied’ or ‘very satisfied’) or “not satisfied with therapy” (ratings of ‘very dissatisfied’ or ‘dissatisfied’). Ratings of ‘indifferent’ were excluded. Service-users’ expectations of and their perception of their actual progress in dealing with problems in therapy, their total rating of the extent to which they believe they gained specific CBT skills and knowledge in therapy, their perception of the helpfulness of homework tasks set, and their total rating of therapist’s attributes were entered as independent variables into the regression analyses, one model for the variables at the end of therapy and another for follow-up. 

At end of therapy (n=52), the logistic regression equation was significantly different from zero [(2(1)=15.024, p<0.001] and accounted for 54% of the variability in overall satisfaction. However, the only significant regression coefficient predicting service-users’ overall satisfaction with therapy was the total rating of the extent to which they believed they had gained specific CBT skills and knowledge in therapy [Wald(1)=6.185, (=0.580, p=0.013]. All other variables were not significant (expectations of and their perception of their actual progress in dealing with problems in therapy [Wald(1)=0.340, p=0.560], perception of the helpfulness of homework tasks set [Wald(1)=0.291, p=0.589], and total rating of therapist attributes [Wald(1)=0.597, p=0.440]. 

At 3-month follow-up (n=34), the logistic regression equation was significantly different from zero [(2(1)=5.457, p=0.019] and accounted for 41% of the variability in overall satisfaction. There was a near-significant effect for perception of the helpfulness of homework tasks set [Wald(1)=3.670, (=2.760, p=0.055]; none of the other regression coefficients were significant (expectations of and their perception of their actual progress in dealing with problems in therapy [Wald(1)=0.078, p=0.780], total rating of the extent to which they believe they gained specific CBT skills and knowledge in therapy [Wald(1)=1.846, p=0.174] and total rating of therapist attributes [Wald(1)=0.095, p=0.758]. 

Finally, a total of 39 (49%) service-users wrote additional comments on the STQ, which were generally positive. The most common comment made was that therapy had taught them ‘coping strategies’ to help manage their distressing symptoms and/or daily problems (28%), followed by finding ‘talking to someone’ particularly helpful (23%). A further 18% reported therapy had boosted their ‘self-confidence’ and/or ‘improved their mood’, 3 (8%) thought it had given them a ‘better understanding of their experiences’ and another 3 that it had taught them ways of ‘monitoring their thoughts’ and ‘breaking free from negative circular thinking patterns’. Other comments were that therapy helped foster realistic expectations and improved concentration, although one service-user felt that CBT was too quick to try to provide an alternative explanation for and deny their religious experiences and beliefs. Five (13%) commented that they would have liked more sessions or booster sessions in the future, in order to maintain and consolidate therapeutic gains. 

DISCUSSION:

This study examined service-users’ satisfaction with CBT for psychosis, and some of the potential factors contributing to satisfaction, in a NHS national specialist psychology service: the Psychological Intervention Clinical for Outpatients with Psychosis (PICuP). The results of this study indicate that, overall, service-users were satisfied with therapy (77% at end of therapy), with levels of satisfaction remaining stable at 80% by 3-months follow-up. Overall satisfaction was unaffected by demographic characteristics (age, sex, or ethnicity), or differences in service issues (whether on a waiting list or seen immediately, whether seen in a research trial or routine service context, and whether referred from within or outside the local Trust, the latter having to travel a greater distance for therapy). These findings are promising given that higher levels of patient satisfaction are associated with clinical improvement (Baradell, 1995), and are also likely to be associated with better engagement and lower attrition rates, increasing the cost effectiveness of CBT for psychosis. 

Specifically, service-users’ expectations of and their perception of their actual progress in dealing with their problems in therapy were positive. They reported having had high expectations for the CBT approach prior to starting therapy, believed that they had made progress in dealing with their problems during therapy, and would continue to do so after therapy. These expectations and perceptions of therapy remained stable and slightly improved over the 3-month follow-up, and were not affected by either demographic or service issue differences. Service-users’ high expectations for change prior to therapy may reflect the “newness” and “difference” of CBT for psychosis as an adjunctive intervention to medication, and these findings suggest that it is developing a high (and generally positive) profile amongst mental health service-users. CBT for psychosis may also be the first occasion many patients have experienced any kind of psychological interventions, or such an individualistic or collaborative approach to their difficulties. However expectations were recalled retrospectively, and may therefore have been biased by how much progress service-users believed they had made. 

Service-users’ subjective reports of actual progress in therapy support the objective evidence found in research studies to date (e.g. Tarrier et al, 1993; Garety et al, 1994; Drury et al, 1996; Kuipers et al, 1997; Tarrier et al, 1998; Sensky et al, 2000; Turkington et al, 2002; Gumley et al, 2003). In addition, the relevance of homework(s) to enable individuals to use and apply skills learnt in therapy outside sessions to generalise changes may be an important reason for the service-users’ positive beliefs about their abilities to manage their severe mental health difficulties in the future. 

The majority of service-users felt reasonably confident in having gained CBT skills and knowledge (i.e. a better understanding of their experiences through detailed formulations, better control over their actions and an ability to cope with their moods, methods and techniques for solving everyday problems and dealing with others). The most common qualitative comment was that therapy had taught them ‘coping strategies’. Moreover, the extent to which service-users believed they had gained CBT skills and knowledge was the only significant predictor of overall satisfaction at the end of therapy. Therefore the aspect of therapy that had the biggest impact on service-users satisfaction, accounting for just over half the variance, was the specific CBT intervention. This finding contradicts suggestions that CBT for psychosis is equivalent to other more general psychological approaches, and that its successful outcomes and individual satisfaction are merely a consequence of ‘attention or non-specific effects’ (Curtis, 1999), such as a positive and/or collaborative therapeutic relationships and ‘the chance to talk about one’s problems”, instead suggesting a impact of the specific effects of CBT (Sensky et al, 2000). 

In addition, service-users did not believe these skills and knowledge had significantly decreased over the 3-months since the end of active therapeutic contact, indicating their durability over time. Although 3 months is a relatively short follow-up period, nevertheless these results are in line with the improvement in therapeutic gains over time found in other research studies (Kuipers et al, 1998; Sensky et al, 2000; Startup et al, 2004), an important issue given the risk of relapse in this population. In addition, service-users’ beliefs in the extent to which they had gained CBT skills and knowledge were unaffected by either demographic or service issue differences, suggesting that CBT techniques have wide applicability to different individuals and settings. 
Service-users also appeared to feel that they had gained both from general aspects of CBT (i.e. increasing self-efficacy and addressing low mood) and specific aspects addressing psychosis (i.e. individual formulations leading to a better understanding of their difficulties, and techniques to reduce residual positive symptoms such as delusions and hallucinations). This is particularly important because of both the high rate of residual positive symptoms in this population, and the relationship between secondary symptoms (e.g. depression or anxiety) and relapse (Subotnik & Nuechterlein, 1988; Gumley et al, 2003). Mean satisfaction ratings for CBT skills and knowledge were slightly lower than for other areas, although possibly as not all service-users would have rated themselves as having acquired all skills, since some may not have been relevant. 

The majority of service-users also rated the homework(s) set in therapy as extremely useful and these ratings did not differ by demographic or service issues differences. Therefore, service-users value both the collaborative nature of CBT as well as the importance of appropriate utilisation of time between sessions for maximising therapeutic gain. In addition by the 3-months follow-up, this was a near significant predictor of overall satisfaction, accounting for approximately 40% of the variance. This result is concordant with the self-help ethos of CBT, tentatively suggesting that continued satisfaction with therapy may relate to how much practice of ‘coping strategies’ occurs between sessions to develop behavioural and cognitive change to last beyond the end of therapy. However due to the small sample size in the regression analysis, further research is needed before firm conclusions can be made about the role of homework. 

Similarly to prior research (e.g. Hill, 1969; Martin et al, 1976; Biderman et al, 1994; Barker et al, 1996; Parker et al, 1996; Barak et al, 2001; Johnson, 2001), this study also found that positive therapist attributes were important, with service-users rating their therapists highly. Indeed, therapist attributes received the highest satisfaction ratings at both time points, despite not significantly predicting overall satisfaction. Furthermore, there were no significant variations in ratings of therapist attributes by demographic or service issue differences, and no decline in the satisfaction ratings between the end of therapy and 3-month follow-up. 

Most service-users perceived their therapist to be sympathetic and caring, understanding of their problems, competent, warm and friendly, supportive and encouraging, and as someone they were able to have trust or confidence in as well as someone they got on with. These ratings suggest that the collaborative stance taken in CBT is valued by service-users, as well as just being able to ‘talk to someone’ (reported in the qualitative comments). This is an important result for psychological approaches in psychosis as this clinical population can be difficult to engage in therapy, have high attrition rates (Drury et al, 1996; Jackson et al, 1998) and have often previously been dissatisfied with their interactions with mental health professionals. 
There are a number of limitations to this study. It was exploratory in nature, and entirely based on self-report. (Objective measures of individual outcome will be analysed in a separate study). It is likely there is some sample bias as only 40% of referrals completed therapy, commonly due to non-attendance at initial assessment, inappropriate referrals, relapses of acute psychotic illness, or service-users refusing therapy. However, 72% of those who started therapy ended up completing, and 74% of those who completed therapy returned their STQ, proportions similar to previous reports (e.g. Tarrier et al, 1998; Durham et al, 2003), and reflect difficulties in engaging this clinical population. Service-users that completed the STQ are likely to have felt most positive about their experience of CBT, thereby potentially artificially inflating the satisfaction levels. Furthermore, the small sample size results in a lack of statistical power, particularly at 3-month follow-up, rendering our conclusions tentative at best. Further research is clearly needed to address these limitations. Finally, since PICuP is a national, specialist service, the level of expertise maybe higher than in local services, thereby limiting the generalisability of these findings. However, the majority of PICuP therapists were not experts in CBT for psychosis, working in PICuP in order to develop their skills, although they all received fortnightly group supervision facilitated by an expert (EP or EK), which may not occur in a routine clinical context. Nevertheless, the finding that the majority of service-users are satisfied is similar to other CBT studies in less specialised service settings (e.g. Durham et al, 2003; Messari & Hallam, 2003).

In conclusion, this study provides both quantitative and qualitative evidence that service-users are satisfied with CBT for psychosis and that CBT for psychosis is an acceptable intervention. It suggests that psychological approaches to psychosis should focus on enabling individuals to develop skills and knowledge to manage and understand their emotional difficulties and psychotic experiences (i.e. coping strategies, individual formulations, homework practice of skills), in addition to fostering a positive therapeutic relationship, in order to maximise clinical improvements. 
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Figure 1: 
PICuP research trial protocol indicating the data collection points in this study (shaded)
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Table 1: 
Response Rates

	
	n
	%



	Total number of service-users referred to PICuP*# 
	265


	

	Total number of service-users referred who started therapy*
	149
	56%



	Total number of service-users who dropped out of therapy (<5 sessions) (% of those who started therapy)*

- Research 

     (EXPERIMENTAL GROUP)

          (CONTROL GROUP)

     - Service 


	42

19

(10)

(9)

23


	28%

13% 

(7%)

(6%)

15%



	Total number of service-users referred who completed therapy*
	107
	40%



	Total number of service-users who completed the STQ* (% of those who completed therapy)

     - Research (% of total sample who completed the STQ)

          (EXPERIMENTAL GROUP)

          (CONTROL GROUP)

     - Service (% of total sample who completed the STQ)


	79

43

(21)

(22)

36


	74%

54%

(27%)

(28%)

46%

 

	Total number of STQ’s at END OF THERAPY* (% of those who completed therapy)

Total number of STQ’s at 3-MONTH FOLLOW-UP*  (% of those who completed therapy, although only service-users who were in the research trial were followed-up at 3 months) 


	65

40
	61%

37%


* up to December 2004

# Not all referred service-users began therapy (i.e. may not have attended initial assessments, may have been more appropriate to see in local team, may have not been offered therapy due to mental state etc. or may have not attended initial therapy appointment). 

Table 2: 
Individual Item Results of Satisfaction with Therapy Questionnaire (STQ) 

	
	END OF THERAPY

mean

(SD, range 1-5)

(n = 65)


	3-MONTH FOLLOW-UP

mean

(SD, range 1-5)

(n =40)

	Service-users’ expectations of and their perception of their actual progress in dealing with their problems in therapy

· Part 1: Q1 - Before therapy, how much progress did you expect to make?

· Part 1: Q2 – During therapy, how much progress did you feel you actually made?

· Part 1: Q3 – In the future, how much progress do you think you will make?


	4.2 (0.7, 2-5)

4.4 (0.6, 2-5)

4.4 (0.6, 2-5)


	4.4 (0.6, 3-5)

4.4 (0.7, 2-5)

4.5 (0.7, 2-5)



	Service-users’ belief in the extent to which they gained CBT skills/knowledge

· Part 2: Q1 – A better understanding of how my problems developed

· Part 2: Q2 – A better understanding of my experiences

· Part 2: Q3 – Techniques or methods to cope with my main problems

· Part 2: Q4 – Better control over my actions

· Part 2: Q5 – A greater ability to cope with my moods

· Part 2: Q6 – Techniques in defining and solving my everyday problems

· Part 2: Q7 – Methods or techniques for better ways of dealing with people

· Part 2: Q8 – Confidence in undertaking an activity to help myself 


	3.5 (0.9, 1-5)

3.7 (0.9, 1-5)

3.8 (0.8, 2-5)

3.5 (0.9, 1-5)

3.7 (0.8, 2-5)

3.7 (0.8, 2-5)

3.5 (0.8, 2-5)

3.9 (0.8, 2-5)
	3.6 (1.1, 1-5)

4.1 (0.7, 2-5)

4.0 (0.7, 2-5)

3.9 (0.7, 2-5)

3.8 (0.8, 2-5)

3.9 (0.9, 2-5)

3.8 (0.8, 2-5)

3.9 (0.9, 1-5)

	Service-users’ beliefs about the usefulness of homework(s) set in therapy

· Part 1: Q7 – How helpful were the tasks you did between therapy sessions?


	4.1 (0.7, 2-5)
	4.4 (0.7, 3-5)

	Services-users’ ratings of therapist attributes

· Part 1: Q5 – How well do you think your therapist understood your problems?

· Part 1: Q6 – How much could you trust your therapist?

· Part 3: Q1 – Sympathic and caring therapist?

· Part 3: Q2 – Competent therapist?

· Part 3: Q3 – Warm and friendly therapist?

· Part 4: Q4 – Supportive and encouraging therapist?

· Part 5: Q5 – Possible to get on with therapist? 


	4.3 (0.8, 2-5)

4.5 (0.8, 2-5)

4.5 (0.6, 3-5)

4.5 (0.7, 2-5)

4.6 (0.7, 2-5)

4.6 (0.6, 3-5)

4.4 (0.9, 1-5)
	4.4 (0.7, 3-5)

4.6 (0.8, 2-5)

4.6 (0.5, 3-5)

4.6 (0.8, 1-5)

4.8 (0.4, 4-5)

4.7 (0.5, 4-5)

4.3 (1.2, 1-5)

	Service-users’ overall satisfaction with therapy

· Part 1: Q4 – How satisfied were you with therapy?


	4.0 (0.9, 2-5)
	4.2 (0.9, 2-5)




Table 3: 
Summary Results of Satisfaction with Therapy Questionnaire (STQ) 

	
	Mean Rating

(1-5)
	Significance tests



	
	
	Age
	Sex
	Ethnicity 
	Referral Location

(In SLAM NHS Trust vs. Other NHS Trust)
	Waiting List 

(control group)  

vs. Immediate Therapy (experimental group) 


	Research Trial  vs. Service


	End of therapy/

3-month follow-up

	Service-users’ expectations of and their perception of their actual progress in dealing with their problems in therapy

· end of therapy

· 3-month follow-up


	4.3

4.4
	r = -0.320, p=0.014* 

r = -0.115, p=0.478
	t(56)= -1.139, p=0.260

t(38)=0.414, p=0.681 
	t(34)= -0.391, p=0.698

t(36)=1.437, p=0.159
	t(56)= -0.834, p=0.408

t(38)= -1.148, p=0.258
	t(34)= 0.587, p=0.561

t(31)= 1.147, p=0.260
	t(63)= -0.341, p=0.734

t(38)= -0.938, p=0.354


	t(24)=0.153, p=0.879 

	Service-users’ belief in the extent to which they gained CBT skills/knowledge

· end of therapy

· 3-month follow-up


	3.7

3.9
	r = -0.110, p=0.411

r = 0.17, p=0.918


	t(56)= -0.372, p=0.712

t(24)= -0.676, p=0.503
	t(34)= -0.354, p=0.726

t(35)=0.148, p=0.883


	t(56)= -1.096, p=0.278

t(37)= -0.026, p=0.979


	t(34)= 0.706, p=0.485

t(30)= -0.166, p=0.869


	t(62)= 0.124, p=0.901

t(37)= -1.642, p=0.109


	t(24)=0.259, p=0.798 



	Service-users’ beliefs about the usefulness of homework(s) set in therapy

· end of therapy

· 3-month follow-up


	4.1

4.4 
	r = 0.060, p=0.659

r = 0.093, p=0.569


	U= -0.511, p=0.609

U= -1.361, p=0.174
	U= -0.405, p=0.685

U= -0.104, p=0.917
	U= -1.505, p=0.132

U= -1.201, p=0.230
	U= -0.367,  p=0.714

U= -0.218, p=0.827
	U= -0.339,  p=0.734

U= -1.212, p=0.225
	Z = -0.728, p=0.467

	Service-users’ ratings of therapist attributes

· end of therapy

· 3-month follow-up


	4.5

4.6
	r = -0.104, p=0.439

r = -0.017, p = 0.917
	t(56)=0.102, p=0.919

t(38)= -1.249, p=0.219
	t(34)= -0.229, p=0.821

t(36)= -0.657, p=0.515
	t(56)= -1.563, p=0.124

t(38)= 0.139, p=0.890


	t(34)= 0.864, p=0.394

t(31)= 0.493, p=0.625


	t(41.5)=1.654, p=0.106

t(38)= -2.153, p=0.038*


	t(25)=2.033, p=0.053 

	Service-users’ overall satisfaction with therapy

· end of therapy

· 3-month follow-up


	4.0 

4.2 
	r = -0.103, p=0.440

r = 0.103, p=0.526
	U= -0.513, p=0.608

U= -0.770, p=0.441


	U= 0.000, p=1.000

U= -0.908, p=0.364


	U= 0.000, p=1.000

U= -0.908, p=0.364
	U= -0.256,  p=0.798

U= -0.593, p=0.553
	U= -0.148,  p=0.882

U= -1.852, p=0.064
	Z = -1.155, p=0.248


* Not significant after Bonferroni Correction (p<0.05/6 tests per row = 0.008 or 5 tests in final column p<0.05/5 = 0.01).

Follow-up: Baseline assessments repeated 3 months after the end of therapy, with the addition of the STQ.








End of Therapy: Baseline assessments repeated at end of 6 months therapy (now 15 months since randomisation), with the addition of the STQ.





After 9-months waiting list control, 


Service-user receives 6 months therapy 


(baseline assessments repeated at 9 & 12 months).





Follow-up: Baseline assessments repeated 3 months after the end of therapy, with the addition of the STQ.





End of Therapy: Baseline assessments repeated at end of 6 months therapy, with the addition of the STQ.





End of Therapy: STQ is completed at end of therapy only.





EXPERIMENTAL GROUP: 


Service-user receives up to 6 months of therapy (baseline assessments repeated at 3 months).





CONTROL GROUP: 


Service-user remains in waiting list, receiving no therapy contact from PICuP for 9 months (baseline assessments repeated at 3 & 6 months).





SERVICE GROUP: 


Service-user receives approximately 6 months of therapy (although can be longer: up to 9 months) in PICuP service arm.





Randomisation into either experimental (immediate therapy) or control (9-months waiting time) groups of research trial.




























































































If suitable for trial, baseline assessments completed for research trial. 





If not suitable for trial, but wish therapy, 


referred to PICuP service 


(Average waiting list time of 3 months). 





Initial assessment interview 


(Positive & Negative Symptom Scale).





Referral received.





Trial entry criteria checked:


- 1 distressing positive symptom of psychosis.


- symptoms stable on medication for 3 months.


- no primary diagnosis of substance abuse/learning disabilities.


- aged 18-65.
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