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 Introduction

Women in secure psychiatric settings represent a distinction population that have differing treatment needs to men (Department of Health, 2002, 2003). In particular women admitted to high and medium secure facilities are more likely to receive a primary diagnosis of personality disorder (PD) especially borderline PD, to have fewer previous psychiatric admissions, and to be more likely than men to be charged with, or convicted of, arson (Coid, Khatan, Gault and Jarman, 2000). Depression and

anxiety, eating disorder and self-harm are more chronic in women while schizophrenia has a more disabling course than in men (Davenport, 2004). Findings such as these indicate the need for gender specific treatment planning (Hinsby and Hill, 2002) that address the relationship between traumatic histories, clinical presentation and antisocial behaviour. 
In Long, Fulton and Hollin, (2008) the development of “Best Practice Service for Women in Medium Secure Settings using manualised, gender specific cognitive behavioural (CBT) group treatment programmes for a patients with PD (mostly borderline type) and mental illness was described. Core group treatments relevant to all patients include, Dealing with Feelings, Social Problem Solving, Interpersonal Effectiveness and Developing Social Confidence. These address areas central to the psychopathology of borderline PD including relationship problems and emotional dysregulation associated with impulsivity, self-harm, dual adaptive coping and limited ability to recognise mood changes and tolerate distress (Linehan 1993).
Dialectical behaviour therapy (DBT; Linehan, 1993) has been developed for chronically suicidal people with BPD and therapy includes group skills training, individual therapy, unscheduled skills coaching and consultations for therapists. DBT grew out of the problems encountered delivering standard cognitive behavioural therapies when treating individuals with BPD.  

This pilot study aims to evaluate the feasibility of cognitive behavioural treatment of a Dealing with Feelings group adapted from the dialectical behavioural therapy (DBT) skills training manual (Linehan 1993; Spradlin 2003) women with either a primary or secondary diagnosis of personality disorder (i.e. dual diagnosis) admitted to a medium secure setting. The evaluation will examine the characteristics of participants treated, the difference between completers and non-completers of treatment, resources utilized and clinical benefits of this intervention when conducted in an every day clinical inpatient setting. 

METHOD

Patient Group 
A total of 44 women with stable psychiatric symptoms agreed to participate in group treatment: their mean age was 31.7 years, (S.D. 8.5 years) and their mean IQ of 84.41 (S.D. 15.32) was in the low average range (overall range 65-134). All patients had a dual diagnosis in the sense of having a primary and secondary diagnosis. The primary diagnosis was Personality Disorder (emotionally unstable or with mixed features) (n=31 [70.4%]) Schizophrenia and Schizoaffective disorder (n= 10 [22.7%] and Bipolar and Depressive disorder (n=3; 6.8%). Personality disorder was the secondary diagnosis for 13 patients (29.5%) . All of the women were detained under a Section of the Mental Health Act 1983 and had a history of disturbed behaviour, particularly self-harm, and emotional dysregulation. The majority of participants had been admitted from other medium secure units (n=16; 36%) or from prison (n=13;34%0: index offences ranged from major violence ( n=17; 38.7%) to arson (n=12; 27.3%) and assault, grievous and actual bodily harm (n=10; 22.6%). Five patients had no index offence. 

The Setting 

Two medium secure wards within the women’s service of an independent, registered charitable trust hospital (St Andrews Healthcare, Northampton, UK). 

Measures
All patients completed the Barratt Impulsivity Scale (BIS 11; Patton, Stanford and Barratt, 1995) on admission. This 30 item measure assesses motor, non-planning and intentional impulsiveness. 

Pre- and post-group measures were chosen to assess emotional regulation coping skills, symptomatology, self-efficacy and behavioural disturbance:

(i) Dealing with Feelings Questionnaire (DWFQ). A 4 item ad hoc self report measure which covers the ability to a) tolerate emotional distress, b) engage in activities to reduce negative mood, c) engage in pleasant activities on a daily basis and d) to recognise changes in mood. 

(ii) Coping Responses Inventory (CRI: Moos 1990). From this 48 item questionnaire scores can be derived for 8 scales covering the use of cognitive and behavioural approach or avoidance strategies. 

(iii) The Anxiety, Depression, Suicidality, Hostility, Guilt and tension subscales of the Expanded Brief Psychiatric Rating Scale, (BPRS-E; Lukoff, Nucchterlin and Ventura, 1986). The BPRS-E is widely used in outcome research and has 24 symptom constructs rated on a seven point scale from ‘not present’ to ‘extremely severe’ 

(iv) Generalised Self Efficacy Scale, GSES; (GSES; Jerusalem and Schwarzer 1992). This 10 item scale assesses the strength of an individual’s belief in his or her ability to respond to different situations and to deal with associated obstacles or set backs. 
The women were also monitored for risk behaviours, grouped according to the categories of the Overt Aggression Scale (Yudofsky et al, 1986), in the 3 months before the commencement of the group and in the 3 months afterwards. 
Group Treatment

The women had received an average of 4.8 months of treatment on the ward prior to the intervention. An initial individual orientation and information giving session  preceded group work. A 17 week manualised cognitive behavioural group programme adapted from Linehan (1993) and Spradlin (2003) was developed and delivered by an accredited cognitive behavioural therapist and a trained co-facilitator. The group content, handouts and homework exercises were adapted to ensure comprehension by individuals of below average cognitive functioning (Flesch 1948). The 90 minute sessions were divided into two halves.  The sessions comprise, distress tolerance (7 weeks), emotional regulation (8 weeks), and reducing emotional vulnerability (2 weeks). Practice of mindfulness was not included. Weekly group sessions were supplemented by individual sessions to support the practice of skills taught in a group. Following group attendance, each member was seen on an individual basis to develop an individual relapse prevention plan based on coping skills they had found most helpful. 
RESULTS

Completers v. Non Completers
Patients who had attended more than 70% of session (i.e. 12 or more group session) were classified as treatment completers: 29 (65.9%) women were completers and 15 (34.1%) non-completers. Comparisons of the completers and non completers revealed that the former were older [mean age 33.4 years (S.D 8.97) compared to 28.4 years (S.D.= 6.97); [t(42) = 1.87, p<0.05]; less likely to be single [69% v. 100% (X2 =   (4) p<0.05]; less likely to have a criminal record prior to their index offence [86.1% v. 94.3%; t (42) =2.77; p<0.05]; and were less likely to have a primary diagnosis of personality disorder [65.5% v. 80%), t (42) =2.19, p<0.05]. A comparison of the BPRS-E subscale scores of the two groups revealed that non-completers scored significantly higher on both the BPRS-E Hostility subscale, [t(21) = 2.90, p<0.05], and on the BIS 11  (t=2.90.df=21, p<0.05).  There were no differences between the two groups in terms risk behaviours in the 3 moths prior to group attendance, diagnosis, IQ or source of admission. 

The analysis revealed several changes pre- and post-intervention for completers on measures as shown in table 1. 

	Insert Table 1 about here


Following treatment, completers had lower scores on the BPRS-E subscales of Anxiety [t (24) =1.86, p<0.01] Suicidality [t (24) = 2.57 p<0.01] Guilt [t (24) =1.75 p<0.05] and Hostility [t (24) =1.52 p<0.05]. The CRI Approach subscales that showed significant change were Positive Reappraisal [t (24) =2.87; p<0.01], and Problem Solving [t (24) =3.21; p<0.01]. The CRI Avoidance subscale Alternative Rewards also changed significantly post treatment (t (24) = 2.88 p<0.01). 

For the purpose of this study a clinically significant change for completers was defined as a combination of more than half of all subjects showing positive change in  psychometric scores and a highly significant (p<0.01) change on that psychometric for the whole group. Using this definition clinically significant changes were observed for the CRI Subscales of Positive Reappraisal, Problem Solving and Alternative Rewards; the BPR subscales Anxiety and Suicidality; and DWF items of ability to engage in activities to reduce negative mood, and ability to recognise mood changes. 
Completers and non completers were compared on a variety of measures pre- and post-treatment.  Non-completers did not show significant change in self efficacy as assessment by the GSES: only scores on the BPRS-E subscale Hostility was reduced [t (10) = 2.75, p<0.05] and scores for BPRS-E subscale Tension significantly increased [t (10) =1.96 p<0.05] for non-completers. 
Risk Behaviour Outcomes for Completers and Non Completers
Table 2 shows changes in risk behaviours, grouped to the Overt Aggression Scale categories, in the 3 month period following treatment. There was a significant reduction in risk behaviour following treatment for completers, pre-treatment mean
= 3.2 (SD = 1.57) against post-treatment mean = 2.97 (SD = 1.46), t (21) = 3.1, p<0.05) but not for non completers. This pattern was reflected in significant reductions for completers in self injurious behaviours (t (21) =2.89, p<,0.05), suicide attempts (t (21) =2.92,  p<0.01) and physical assaults (t (21) =3.21, p<0.01). 
	Insert Table 2 About Here


DISCUSSION

There are few studies of specific treatment programmes for dual diagnosis women patients in medium secure settings (Long et al 2008). The current study focused on cognitive behavioural group treatment to develop coping skills to aid emotional regulation. The women were selected for treatment on the basis of need and with the exception of psychiatric stability, there were no other exclusion criteria. 

The uptake and completion of treatment was favourable when compared with previous reports of group CBT with dual diagnosis patients (e.g. Oestrich, Austin and Lykke, 2007). This may reflect the use of a manual-based treatment (Hollin, McGuire, Hounscombe, Hatcher, Bilby and Palmer, 2008) which considered responsivity (Wormith and Olver 2002) in its construction and delivery, and which was neither, patronising, too slow or too demanding (McMurran and McCulloch 2007). However a significant number of patients did not complete treatment and showed little change from pre-group. Although there were few differences between “completers” and “non completers”, findings echo Hollin, Palmer, McGuire, Hounscombe and Bilby, (2004) who found drop outs to be younger, to have higher risk scores and to have more previous convictions. In unselected patient s in secure settings this may reflect fluctuating psychopathology, along with problems of motivation and levels of readiness to engage in treatment. Although group coping skills training was adopted in the interest of economy and practicality, further research is needed to explore these issues and whether such individuals would benefit more from the same treatment individually administered (Bieling et al, 2006).
Individuals with BPD present with persistent self injury, suicide attempts, impulsive and risky behaviours and emotional dysregulation leading to depression and anxiety. The current findings show clinically significant changes following treatment for the majority of treatment completers on measures of suicidality and anxiety, coping skills and self appraised ability to engage in activities to reduce negative mood and to recognise mood changes. When coupled with significant changes in self-harming and aggressive behaviours, these outcomes support previous findings that an adapted coping skills component of DBT may benefit dual diagnosis individuals with BPD without concurrent individual therapy (Sambrook, Abba and Chadwick, 2007). The findings also support the utility of interventions which adapt some but not all components of DBT (Davidson and Tyrer 1996; Sambrook et al 2007). 
In conclusion, the current results are promising, particularly given the women’s history of behavioural disturbance and complex psychopathology. There were indications of beneficial outcome but this pilot study lacked a control group limiting the robustness of the findings. Further, the sample was not a representative cross-section of all women in medium-secure settings. Nonetheless, the findings provide a promising basis for further research into the therapeutic potential of this type of treatment in secure settings for women with a dual diagnosis. 
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	Pre Group
	Post Group

	Measure
	Mean
	(SD)
	Mean
	(SD)

	BPRS-E Scale
	
	
	
	

	Anxiety***
	3.92
	(1.77)
	2.44
	(1.87)

	Depression
	3.14
	(1.74)
	2.92
	(1.82)

	Suicidality***
	3.18
	(1.55)
	1.82
	(1.71)

	Guilt*
	3.30
	(1.22)
	2.50
	(1.16)

	Hostility*
	2.13
	(1.45)
	1.96
	(0.97)

	Tension
	1.17
	(0.65)
	1.30
	(0.70)

	CRI
	
	
	
	

	Coping Response Inventory Approach Total***

	43.85
	(11.29)
	49.34
	(10.45)

	Coping Response Inventory Avoidance Total***


	56.75
	(12.19)
	57.56
	(9.01)

	GSES*
	25.36
	(6.34)
	29
	(4.94)

	DWF
	
	
	
	

	Ability to Tolerate Emotional Distress

	3.21
	(1.47)
	3.94
	(1.42)

	Ability to Engage in Activities to Reduce Negative Mood ***

	3.92
	(2.02)
	4.82
	(1.31)

	Engagement in Pleasant Activities on Daily Basis

	4.77
	(1.74)
	5.37
	(1.26)

	Ability to Recognise Changes in Mood ***

	4.78
	(1.65)
	5.68
	(0.92)


Table 1 Pre and Post Group Psychometric Assessment (N=29)
*     p<0.05

*** p<0.01
Table 2  Completers vs Non-Completers :Means and Standard Deviations of Number of Risk Behaviours according to Overt Aggression Scale 
	
	Completers (N=29)
	Non-Completers

(N=15)

	Risk Behaviours
	Mean
	(SD)
	Mean
	(SD)

	Physical Aggression against Self***
	2.6
	(1.17)
	4.9
	(2.34)

	Physical Aggression against People***
	1.31
	(0.71)
	4.5
	(1.89)

	Verbal Aggression
	2.5
	(1.04)
	2.98
	(1.12)

	Total Number of Risk Behaviours***
	6.41
	(2.92)
	12.38
	(5.35)


*** p<0.01
