Pilot study of group cognitive behaviour therapy for heterogeneous acute psychiatric inpatients: Treatment in a sole-standalone session allowing patients to choose the therapeutic target 
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EXTENDED REPORT

This Extended Report contains information additional to the paper. 
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3.1 Patient feedback questionnaire 

1. Procedure Section 

1.1 Setting

The two wards had identical inclusion criteria and were linked to different localities within the catchment area. The group was initially advertised by a poster campaign on the two wards. Thereafter, early on the day of each group the Clinical Psychologist visited the ward to remind staff to inform patients that the group was on that day. The group was always run between 1.40-2.30 on a Friday, except that for the most recent groups the time had to be changed to 2.40-3.30. Since the group was aimed at two wards but held on one ward, a staff member from the ward above would lead patients down five minutes before the start of the group. The specific location was the patients’ communal lounge. The group took place between mid January and early December 2009. The ward provides Occupational therapy sessions but no access to individual CBT inpatient sessions. 

1.2 Ground-rules

Ground-rules were that only one person was allowed to speak at once, everyone should have chance to contribute, no one was allowed to fall asleep on the sofas or even lye down, no participant should be harmful to another participant during the group or use any information about another participant to in a harmful way outside the group. Only three patients (out of 137) were not permitted to re-attend the group (all three due to disruptive or threatening behaviour). Patients were allowed to disclose their own therapeutic material but not for long periods in order to give other patients a turn. The focus was mainly on the here and now rather than great detail of historical events. Patients were advised not to disclose material that they would find too overwhelming for a 50 minute sole session (albeit within the safety of an inpatient unit). The aim of the G-CBT was to help to educate them and learn basic CBT skills relevant to their chosen presenting problem(s). It was explained that staff would not be told what the patients say unless serious risk was implicated. On two occasions it was necessary to inform staff of the potential suicide risk of a patient. However there were no reports from staff of the CBT group having any adverse effect on any of the patients. No relatives or ward staff were allowed in the session in order to improve confidentiality. On three occasions pre-qualification psychology staff sat in to observe. 

1.3 CBT structure 

Patients’ first names and ward were taken at the start of the group and the therapist introduced himself. (Surnames were not asked for publically to preserve some anonymity amongst the group members. Instead, surnames were collected from the ward whiteboard after the group). There then followed an introduction explaining that the purpose of the group was to learn CBT skills to reduce distress and socialisation was given into the CBT model and methods (e.g. beliefs trigger emotions, avoidance and safety behaviours maintain problems, etc.). Given that many patients might not be highly educated, simple words were used to describe the CBT concepts (e.g. ‘belief’ rather than ‘cognition’ and the patients own volunteered terminology was used wherever possible (e.g. ‘low’ rather than ‘clinically depressed’.  Patients were asked for suggestions about which problem(s) to work on and then voted for the one they most wanted to target with CBT. Patients would be asked for current examples to illustrate the problem. This was important because it provided relevant concrete vivid examples of the problem they had chosen to work on. Then psycho-education was given about the specific problem, mapping out their examples with a CBT framework covering the problem dimensions, onset, maintenance and general intervention methods. The importance of using a bio-psycho-social framework was emphasised. Socratic questioning was used to help patients’ map CBT understanding and intervention methods onto the chosen presenting problem. The therapist would typically pose a Socratic question to trigger group discussion then ask another Socratic question when the preceding question had run its course and served its purpose. About five minutes before the end of the session the therapist would summarise the session and ask for additional feedback and opinions on the session. If two problems had been chosen then at the halfway point the therapist would summarise the first problem and elicit patient feedback. Homework was always to try to remember the key psycho-education and key intervention methods. Deviations from standard CBT structure for the sole-session standalone format were that feedback and homework from the previous session were not routinely discussed, although some patients spontaneously reported using the skills in between G-CBT sessions. Written feedback was always obtained at the end of the session by using the feedback questionnaire but was not asked about at the start of the next session because it was likely that different patients would be in attendance. Overall the therapist followed a style of about 25% didactic psycho-education, 70% Socratic questioning, and 5% autocratic group management. Patients sometimes took notes during the session.  

1.4 CBT treatment methods

The main treatment methods are those found in Roth and Pilling (2007) which comprise the methods used by successful CBT treatment studies. Core skills typically included labelling emotions, identifying and evaluating negative thoughts, and cognitive and behavioural coping skills to reduce the problem. Self-help books were recommended each session, often those in the Overcoming series published by Constable Robinson and Sheldon Press. A wide range of specific CBT techniques were used across the 31 groups and also within each session. Psycho-education included normalisation (problem is common, on a continuum with normality, and high status people have had it), the role of beliefs in the generation of emotional distress, what factors tend to maintain adult mental health disorders, and general principles for reducing distress and overcoming problems. Once the problem(s) had been chosen, patients gave examples of the problem from their own experience, and then the therapist explained the structure and maintenance of that problem from a CBT perspective. Key CBT skills relevant to that problem were taught and practised by group participants. Examples of specific CBT methods included Socratic questioning, explaining graded exposure, identifying reasoning distortions, thought identification and thought evaluation methods, problem-solving, planning, how to select the most appropriate coping styles and strategies (from avoidant, problem focused and changing ones thinking), humour, reframing, positive imagery, progressive muscular relaxation,  behavioural activation, activity scheduling, behaviour rehearsal and therapist role modelling in the session. Within socractic questioning, asking patients for ideas about the problem allowed patients to learn from each other, and altruistic behaviour from one patient to another was often on display in the form of practical advice and emotional warmth. 

The approach taken can be illustrated by describing an example, anger management.  After voting for anger to be the topic of the day, patients would describe examples of recent anger they have experienced – emotion would typically be online at that point. The group therapist would socratically help the patient to map out the problem using an Antecedent (A), Belief (B), Consequence (emotional and behavioural) framework. Patients would be asked to pinpoint the key belief that triggers anger (i.e. a belief about unfairness) and the therapist would pose a socratic question to the patient and then open up the discussion to request the groups opinion on the question. For example, is the issue really unfair? If it is unfair, did the ‘perpetrator’ intend to be unfair or was it an accident?  How important is the unfairness, what is a worse unfairness? Is it productive to believe someone is unfair when it might not be the case? Is it productive to dwell on genuine unfairness for long periods? With respect to coping options, what are the advantages and disadvantages of each? Is the unfairness objectively very dangerous and so should be avoided if possible? If the anger is very intense should some methods be used to lower arousal before acting? Is the unfairness open to modification in case which problem solving might be helpful? Alternatively, if the problem can not be changed and avoiding it would maintain the problem, what realistic, compassionate, healthy, alternative ways are there of thinking about the problem? Typically, group members would be very wiling to suggest different ways of thinking and behaving in relation to the problem. These alternative perspectives were quite often a welcome revelation to the patient who may have been isolated and stuck thinking and behaving in one fixed way for a long period of time.   

The therapist attempted to be optimistic and inspirational in encouraging and empowering patients to believe that they themselves had the power to improve their life by using CBT skills, consistent with a recovery model. Included was using CBT skills to guide modification of maintaining social (e.g. detrimental interpersonal relationships) and biological (e.g. illegal drugs) factors.  

1.5 Evaluation methods 

A decision to evaluate the group was taken after the group had been running for 10 sessions. From sessions 11-31 the feedback questionnaire was used. No record was kept of the reasons why 37% of feedback questionnaires were not completed, but anecdotally, most of these patients had to leave early to attend appointments (e.g. a ward round) so were not given a questionnaire, a small number left the group for unexplained or clearly dissatisfied reasons, and there were very few actual refusals to fill in the feedback questionnaire. Apart from the feedback being anonymous, other strategies for increasing validity included handing out the same writing implement so no individual could be identified, the therapist placed the feedback sheet face down after being given it, and the therapist never looked at the feedback sheet while the patients were still in the room. 

Additional References 

The following additional references were some of the many which guided the G-CBT treatment methods: 

Anger

Davies, W. (2000). Overcoming anger and irritability. London: Robinson.

Anxiety

Wells, A. (1997). Cognitive therapy of anxiety disorders. Wiley. 
Kennerly, H. (1997). Overcoming anxiety. London: Robinson.

Childhood abuse

Kennerley, H., Whitehead, L., Butler, G. and Norris, R. (1998). Recovering from childhood abuse: 

Therapy workbook. Oxford Cognitive Therapy Centre. 
Depression 

Wiliams, C. (2002). Overcoming depression: A five areas approach. Arnold. . 

Family

Kuipers, E., Leff, J. and Lam, D. (2002). Family work for schizophrenia: A practical guide (2nd edn.). 
London: Gaskell. 
Guilt

Dryden, W. (1994). Overcoming guilt. Sheldon.  

Obsessive compulsive disorder

Veale, D. and Wilson, R. W. (2005). Overcoming obsessive compulsive disorder. Robinson. 
Procrastination

Dryden, W. (2000). Overcoming procrastination. Sheldon.  

Psychosis

Morrison, A., Renton, J. C., Dunn, H., Williams, S. and Bentall, R. (2004). Cognitive therapy for 
psychosis. Bruner-Routledge.  

Rumination 

Wells, A. and Papageorgiou, C. (2004). Depressive rumination: Nature, theory and treatment. Wiley.  

Self-esteem

Fennell, M. (1999). Overcoming low-
self-esteem. Robinson. 
Sleep

Espie, C. (2006). Overcoming insomnia and sleep problems. Robinson. 
Stigma

Matthew, T., Knight, D., Wykes, T. and Howard, P. (2006). Group treatment of perceived stigma and 

self-esteem in schizophrenia: A waiting list trial of efficacy. Behavioural and Cognitive 

Psychotherapy, 34(3), 305-318.  
Trauma 

Herbert, C. and Wetmore, A. (1999). Overcoming trauma. Robinson.  

Worry

Leahy, R. (2006). The worry cure. Piatkus. 

General 

Carr, A.  and McNulty, M. (2006). The handbook of clinical adult psychology: An evidence-based 

approach. Routledge. 

Sharoff, K. (2002). Cognitive coping therapy. Bruner-Routledge. 
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approach. Chichester: Wiley 
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Free, M. L. (1999). Cognitive therapy in groups. Chichester: Wiley. 
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2. 
Results section 


2.1. Table 1. Patient ethnicity1   

________________________________________________________________________

Overall
 

Male 

Female  

n (%)


n (%)

n (%)
  




108 (100%)

56 (51.9%) 
52 (48.1%)

White British



  40   (37.0%)

18 (16.7%)
22 (20.4%)  
White Irish  



    4     (3.7%)

  3   (2.8%)
  1    (0.9%)


White-Other 



  14   (13.0%)

  6   (5.6%)
  8    (7.4%)

Mixed White and Asian
     1     (0.9%)
  1   (0.9%)
  0 

Black-Caribbean


     7    (6.5%)

  5   (4.6%)
  2    (1.9%)

Black-African   


  11   (10.2%)

  5   (4.6%)
  6    (5.6%)

Black-Other  
    1     (0.9%)
  0 
  1    (0.9%)

Asian




  11   (10.2%)

  8   (7.4%)
  3     (2.8%)

Indian




  12   (11.1%)

  5   (4.6%)
  7     (6.5%)

Other Chinese  


    2     (1.9%)

  1   (0.9%)
  1     (0.9%)

Arab
    1     (0.9%)
 1    (0.9%)
 0 

Mixed any Other  
    1     (0.9%)
 1    (0.9%)
 0 

Refused to state
    1     (0.9%)
 1     (0.9%)
 0 

Other




    2     (1.9%)

  1    (0.9%)
  1     (0.9%)

  _______________________________________________________________________

1  29/137 (21%) missing 

2.2. Table 2. Patient age categories (n = 111)1 

_______________________________________________________________________

Overall
 
Male 

Female  
n = 111 
n = 57
 
n = 54

(100%) 
(51.4%)
(48.6%)

  M = 39.6 
   M = 37.9 
    M = 41.4

(SD = 14.1)
(SD = 13.8)
 (SD = 14.3)


n (%)
 
n (%)

n (%)  

16-25


23 (20.7%) 
14 (12.6%)  
  9    (8.1%)

 26-35


25 (22.5%) 
12 (10.8%)
13  (11.7%)

 36-45


20 (18.0%) 
11   (9.9%)  
  9    (8.1%)
 46-55


19 (17.1%) 
11   (9.9%)  
  8    (7.2%)
 56-65


23 (20.7%)   
  9   (8.1%)
14  (12.6%)

 66+ 


  1   (0.9%)      
  0 

  1     (0.9%)
________________________________________________________________________
1 26/137 (19%) missing

2.3. Table 3. Patient diagnosis (patient n = 1071, diagnoses n = 138)


________________________________________________________________________






Overall


Male

Female
Psychosis 



65 (60.7%)

37 (35%)
28 (26.2%)

 Bipolar no psychosis  

11 (10.3%)

  5   (4.7%)
  6   (5.6%)

 Depression (severe)


12 (11.2%)

  6   (5.6%)
  6   (5.6%)

 Mania (non-psychotic)

  2   (1.9%)

  0 

  2   (1.9%)

 Substance abuse


23 (21.5%)

11 (10.3%)
12  (11.2%)

 Personality disorder


  3   (2.8%)

  1   (0.9%)
  2    (1.9%)

 Anxiety


 
18 (16.8%)

  6   (5.6%) 
12  (11.2%)

 Organic Disorder


  3   (2.8%)

  3   (2.8%)
  0 


 Feigning mental illness

  1   (0.9%)

  1   (0.9%)
  0 

  _______________________________________________________________________

1 30/137 (21.9%) patients’ diagnoses missing 
2.4 Table 4. Patient feedback correlations (n = 1261) 

________________________________________________________________________

Useful

Distress
Enjoy

Re-attend


Useful

 1

    .33**
  .63**

  .52

Distress
  .33**
   1

  .28

  .32**



Enjoy
  .63**
    .28**
  1

  .60**

Re-attend
  .52**
    .32**
  .60**

  1



________________________________________________________________________

1 74/200 (37%) patients’ feedback missing 



** p < 0.01

3.1 Patient feedback form 

PATIENT FEEDBACK FORM 

Cognitive Behaviour Therapy Group
with Dr David Raune, Clinical Psychologist 

How strongly would you agree or disagree with the following statements:- 

* I have found the group useful

agree strongly / agree slightly / unsure / disagree slightly / disagree strongly

* I have learned something in the group that I can use to reduce my distress

agree strongly / agree slightly / unsure / disagree slightly / disagree strongly 

* I have enjoyed attending the group

agree strongly / agree slightly / unsure / disagree slightly / disagree strongly 

* I would come to the group again 

agree strongly / agree slightly / unsure / disagree slightly / disagree strongly 

============================================================================

END
============================================================================
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