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'What is Real and What is Not'. Evaluation of an Inpatient Group CBT for Psychosis Program Designed to Address the Stigma of Diagnosis

Abstract
	Objective 
	Recent developments in research demonstrating the clinical value of normalising anomalous experiences, and the introduction of Recovery focused services create a climate where the stigma of a mental health diagnosis needs to be taken seriously. Person centred and mindfulness based developments in Cognitive Behavior Therapy suggest ways to approach this challenge. This paper explores these arguments and reports the results of a pilot group program aimed to address issues of stigma in psychosis. The objective of the group, delivered in an acute inpatient unit, was to help individuals to re-conceptualize their vulnerability to anomalous experience in a less stigmatizing manner, and so motivate them to use the coping strategies presented to manage symptoms and relapse.

	Design
	A pilot investigation into the effectiveness of a 4 session group therapy (‘The what is real and what is not’ group) using pre and post group questionnaires. 

	Method
	Clients were invited to attend the four session group and complete questionnaires measuring confidence in dealing with mental health issues and overall functioning before and after the group. An objective goal setting measure was also used and a post group satisfaction questionnaire.

	Results 
	Clients reported significantly feeling more confident in dealing with their mental health issues after the group and a trend in improvement in overall functioning. Clients reported satisfaction with the group and the skills taught. 

	Conclusion
	Results of this limited study are promising and there are plans for further development and evaluation of the program.


Key Practitioner Message.
The approach presented and evaluated in this paper:

· Takes the experience of the individual service user seriously, including any positive aspects of the psychotic state

· Motivates hard to engage service users with psychosis to master and utilize coping strategies

· Mitigates the demotivating effect of the stigma of diagnosis on the individual.
Keywords: CBT for psychosis. Stigma. Schizotypy. Inpatient group. ICS. Mindfulness.
 Introduction
It has long been recognised that a diagnosis of schizophrenia or other variants of psychosis entails stigma that can be as disabling, or more disabling, than the original condition. The stigma of a psychotic diagnosis is considerable. It inhibits employment opportunities, it entails misinformation about the association between such diagnosis and violence, and above all, it gives a message of hopelessness about the future to the very people that the mental health services offer to help by diagnosing them. The association with violence is particularly persistent and misleading as research shows this association to be non existent or grossly exaggerated (Monahan, 1992; Mullen, 1997).  

Evidence (Harder, 2006) suggests that this message of hopelessness itself impacts adversely on mental health so compounding whatever problems the individual started with. Social rank theory (Gilbert, 1992; Gilbert & Allan, 1998) offers further explanation of the social stigma in those with psychotic symptoms. Social rank theory postulates that we evolve our beliefs and reactions within a social hierarchy. Low social rank entails the adoption of submission or appeasement resulting in low self esteem, humiliation, entrapment and compliance with the demands of others. As the diagnosis itself communicates low social rank, the individual is stigmatized and “down” ranked, signaling subservient response and hopeless self beliefs (see Birchwood, Meadan, Trower & Gilbert in Morrison, 2001).  
The deleterious effects of the stigma of psychotic diagnosis have been recognised (for example, see Sayce, 2000). However, it appears that some efforts to address this stigma have been at best ineffective and at worst counter productive. It is even possible that the therapeutic effort expended to increase ‘insight’, both in individuals and their families, falls into this category. In this context 'insight' generally means acceptance of the diagnosis and with it a wholly pathological conceptualization of the person's experience. The extensive program led by Leff and Falloon on working with families to reduce relapse in schizophrenia (e.g., Leff, Kuipers, Berkowitz, Eberlein-Vries & Sturgeon, 1982) is built around such educational work. Cognitive Behavior Therapy (CBT) has sometimes been recruited in the service of this enterprise, for instance in 'Compliance Therapy’ (Kemp, David & Hayward, 1996) and more recently through the ‘Insight’ study (Turkington, Kingdon & Turner, 2002). This comprised CBT and psycho-education, embracing CBT aims of increasing understanding through formulation and quality of life through self management of symptoms, as well as targeting acceptance of diagnosis and an ‘illness’ explanation using educational material produced by Pfizer, who funded the study. 
This 'illness based' model assumes that the best hope for someone experiencing psychotic symptoms is to accept the psychiatric conceptualization of their situation, leading to compliance with the medication, designed to as far as possible eliminate the symptoms: a ‘low social rank’ explanation. It is further argued that if the general public understood this reasoning better the fear and stigmatization of such diagnoses would reduce. 
There have always been dissenting voices to this thesis. The validity of psychiatric diagnoses as coherent entities have long been challenged (Bentall, 2004; Bolyle, 1990). A wholly negative view of vulnerability to anomalous experiences has also been questioned, both in the Schizotypy literature (e.g., Claridge, 1997) and by commentators such as Peter Chadwick (Chadwick, 2009). Read, Mosher and Bentall (2004) marshal formidable arguments for more flexibility of approach in their book 'Models of Madness’. Specifically on the question of reducing stigma among the media and general population, Read and Haslam (2004) in the same volume, point out that “For decades our efforts have been predominantly based on the belief that the best approach is to ‘educate' the public…to improve ‘mental health literacy’….That such efforts have failed is evident from research, spanning four decades” (p. 137-138).  Some reviewers suggest that attitudes are actually worsening (Crisp, 1999; Sayce, 2000).   
With the adoption of Recovery principles (National Institute for Mental Health in England, 2004), the National Health Service is committed not simply to minimizing symptoms, but to a restoration of quality of life and participation in society for its users. As the Sainsbury Centre’s recent publication on Recovery (Shepherd, Boardman & Slade, 2008) puts it in its Introductory Principles: 
Recovery is about building a meaningful and satisfying life, as defined by the person themselves, whether or not there are ongoing or recurring symptoms or problems. Recovery represents a movement away from pathology, illness and symptoms to health, strengths and wellness. (p. 2)
This agenda suggests a need to revisit and revise the earlier cited definition of 'insight', and that it is important to take into consideration the experience of people who merit a diagnosis of psychosis and the meaning that that experience has for their lives. The Recovery approach recognizes that the goal of a full and participative life is more important to most people who use the service than symptom eradication. 
In support of this position, research conducted by Harder (2006) revealed worse self image in diagnosed individuals who 'had insight' and accepted their diagnosis compared with those who did not. Where the 'illness' is seen as a personal disaster, individuals have every reason to deny their problems and so resist available help, ignoring signs of relapse until it is too late. Gumley and his collaborators have researched this phenomenon and developed therapeutic approaches to address it (Gumley & Schwannauer, 2006; Gumley, White & Power, 1999). Their approach takes a broad view, encompassing relationship and emotion, and so escapes the symptom and diagnosis focus approach and its associated pit falls.  For these reasons alone, enabling diagnosed individuals to view their mental health difficulties in ways that are not devastating to their self esteem must be therapeutic. Several strands of recent research add weight to this surmise, and suggest ways in which this result can be pursued.

A normalizing rationale has been integral to CBT for psychosis since the early days (Kingdon & Turkington, 1994). The body of schizotypy research, developed by Gordon Claridge and his associates (Claridge, 1997) demonstrates how openness to anomalous experiences is a dimension found across the population. While high schizotypy goes with vulnerability to psychotic breakdown, this research has also associated it with creativity (Claridge, 1998) and spirituality (Jackson & Fulford, 1997). Further research by Jackson (1997, 2001), Peters (2001) and Peters, Day, McKenna, and Orbach (1999) demonstrates that experiences and beliefs that attract diagnosis exist harmlessly in particular groups, for instance, new religious movements, in Peter's research, and can be viewed positively. New research by Brett, Peters, Johns, Tabraham, Valmaggia, and Mcguire (2007) is powerfully suggestive of the role of social context in determining whether anomalous experiences will lead to the need for mental health service intervention and the duration of that intervention. This is in line with the epidemiological evidence that people fare better in the long term following psychotic breakdowns in traditional as opposed to developed societies (Warner, 2003). 
The 'What is Real and What is Not' Program.

The 'What is Real and What is Not' group program reported on in this paper incorporates valuing of experience and the normalizing information provided by the research quoted above. This is combined with the Interacting Cognitive Subsystems (ICS) based cross diagnostic approach to adapting CBT for crisis and inpatient settings (reported in Durrant, Clarke, Tolland, & Wilson, 2007; and Clarke & Wilson, 2008). The way in which this approach, which applies DBT based skills for working with emotion (Linehan, 1993) and makes extensive use of mindfulness, is applied to psychosis follows from the ICS based understanding of psychosis described in Clarke (2001), Clarke (2002), Freemantle & Clarke (2008) and based on Barnard (2003). How this program addresses the linked issues of stigma and symptom management is described in the following section.

The close link between arousal and emotion, often rooted in trauma, and symptoms of psychosis has been convincingly researched by a number of different groups (Hemsley, 1993; Morrison, 1998; Morrison, 2001; Steel, Fowler, & Holmes, 2005). Steel et al. (2005) propose an information processing account of trauma-related intrusions occurring within psychosis and suggest that the same processes underlie development of intrusive experiences in PTSD and psychosis. Fowler, Freeman, Steel, Hardy, Smith, Hackman, Kuipers, Garety & Bennington (2006) note the persistence of traumatic memories, albeit often in a disguised form, in psychotic symptomatology thus “emotional sensitivity is specifically associated with context processing problems” (p. 115). Holmes and Steel (2004) have demonstrated the association between stressful events and vulnerability to intrusions which they link to high schizotypy.
Gumley and collaborators have researched the devastating effect that fear of relapse can have on those who have suffered a previous psychotic episode, and how the anxiety produced by any recurrence of symptoms can itself accelerate the relapse (Gumley et al., 1999). The aims of the ‘What is Real’ program are therefore to normalize and decatastrophise vulnerability to anomalous experiences and to increase the participants' sense of control over these experiences by introducing and practicing coping strategies. By presenting a more acceptable way of viewing vulnerability to anomalous experiences, the program makes it easier for participants to face up both to their vulnerability and to the experiences. This in turn will increase their motivation to develop their coping strategies, and not to avoid. Avoidance, denial and a 'sealing over' style of coping all inhibit active coping (Tait, Birchwood, & Trower 2003, 2004). 
An ICS based understanding of psychosis inevitably gives a prominent place to the role of arousal. As the research quoted above shows, symptoms are more accessible at high and at low states of arousal, and normal consciousness prevails in the alert, concentrated state in-between.  Mindfulness fits naturally with this conceptualization, and affords a means of appraising internal experience to distinguish the anomalous from the normal. Chadwick and collaborators have demonstrated the value of mindfulness groups with voice hearers (Chadwick, Newman-Taylor, & Abba, 2005). This complements earlier work by Haddock, Slade, Bentall, Reid, and Farragher (1998) which demonstrated the utility of focusing, which has clear overlap with mindfulness, and its superiority over distraction based strategies in terms of self esteem, presumably because of increased self efficacy. Our program extends these strategies to other anomalous experiences. 
The final aim of the program is to provide an opportunity for the participants to reflect, in an open minded way, on the meaning of the experience for them and the place it might play in their life. As with the Romme and Escher based Hearing Voices program (Romme & Escher, 1989), we do not seek to impose an explanation; we are open to whatever makes sense for the individual, but encourage conceptualizations that are less distressing and more positive in terms of life goals. We offer Mike Jackson's idea of a psychotic break as a means of problem solving (Jackson, 2001, p. 185) when ordinary life has come to a dead end, linking this with the idea that high schizotypy makes possible a switch in dimension for those with this predisposition. Viewed in this way, the psychotic break might afford breathing space and new perspectives that will allow the individual to take charge of the next stage of their life in a more hopeful direction, provided they take account of and take necessary precautions against their vulnerability to become stuck in psychotic functioning. Both the coping strategies discussed in the group, and co-operation with the wider psychiatric team, including collaborative medication management, should assist with this. A summary of the four sessions of the group is included in the Appendix.
Pilot Study
This paper presents a brief pilot study to investigate the efficacy of this approach. Because it was delivered in an acute mental health unit, a number of difficulties attended the consistency of attendance and the collection of data (see Durrant & Tolland, 2008, for more on this theme).

Method

Participants

Participants consisted of 31 (19 males, 12 females) inpatients at an adult mental health unit. Age ranged from 18.7 years to 67.7 years (mean = 36.5 years, SD 14.1 years). Participants were mainly British Caucasian (29) and experiencing psychotic symptoms. Six participants were discharged during the groups and continued attending as outpatients. Out of the 5 groups that were evaluated for this pilot study, 10 participants were invited to group 1; 4 were invited to group 2; 7 to group 3; 6 to group 4; and 6 were invited to the fifth group. Overall attrition was 42% (see Table 1). The NHS Ethics Committee confirmed this pilot study was a service evaluation; NHS ethics approval was not necessary.

< Insert Table 1>
Measures

The CORE-10 (Connell, & Barkham, 2007) comprises 10 items drawn from the CORE-OM (Outcome Measures). It measures overall distress including symptoms of depression (2 items), anxiety (2 items), functioning (3 items), trauma (1 item), physical (1 item), and risk (1 item). Participants were asked to rate how they have felt over the last week with regard to each item statement. Each item was scored on a 5-point scale ranging from 0 ‘not at all’ to 4 ‘most or all the time’. An overall score was derived by summing all 10 items (range 0-40 with a higher score denoting more distress).  

The Mental Health Confidence Scale (MHCS; Carpinello, Knight, Markowitz & Pease, 2000) comprises 16 items measuring 3 factors: optimism (6 items), coping (7 items), and advocacy (3 items). One item was removed from the advocacy subscale because of feedback from a service user that the item seemed to imply that the participant was being abused. The remaining MHCS scale comprised 15 items with 2 items pertaining to advocacy. Participants were asked to indicate how confident they are in dealing with certain situations (e.g., face a bad day). Participants rated their confidence on a 6-point scale ranging from 1 ‘very non-confident’ to 6 ‘very confident’. A total score was derived by summing the items (range 15-90 with a higher score denoting more confidence). Internal consistency for the 16 item scale is .90 (Magura, Cleland, Vogel, Knight, & Laudet, 2007). Cronbach’s alpha of the 15 item scale using the current sample was 0.92.
The Goal Setting measure comprised 2 open-ended questions. During the first session (Time 1) participants were asked to think of one thing they would like to change (their goal) through attending the group. After the last session (Time 2) participants were asked how far they had achieved that goal. To measure perceived goal attainment participants completed a 15cm visual analogue scale at Time 2 (5cm to the left of zero and 10cm to the right). A static intercept line at ‘zero’ represented a participant’s goal status at Time 1. At Time 2 a participant’s intercept line placed left of zero denoted feeling further away from their goal attainment and scored as a negative. An intercept to the right denoted feeling a level of goal attainment and scored as a positive. See Durrant et al. (2007, p.121) for further explanation.

The satisfaction questionnaire comprised 8 open-ended questions and one closed question and asked what was liked most and least about the group and the usefulness of the coping strategies. Exploratory questions asked if individuals think differently about anything following attendance; if the group changed the way they view their mental health issues, and if they view themselves differently. A final question gave an opportunity to add any further thoughts.

Procedure

Each group session lasted 1 hour. Participants were assessed prior to the group and invited to attend if suitable (i.e., having experienced or experiencing psychotic symptoms, agreeable to the group, and able to respond appropriately in a group setting). Participants were assured about confidentiality prior to the group. After obtaining verbal consent, participants were asked to complete the CORE-10 and MHCS before the first session. The goal setting measure was completed during the first session.  Participants completed the measures again plus the evaluation questionnaire after the final session. Five groups between February and June 2009 and were evaluated.
Results

Analysis

Due to attrition and participant choice whether to complete the measures, a total of 14 complete datasets were available for analysis. Time 1 and Time 2 difference scores were calculated for the CORE-10, MHCS total and MHCS subscales. A one-sample t-test using a 95% confidence interval was performed using SPSS version 15 for the above measures and the goal setting scale. Cohen’s d was calculated manually (mean/SD).  

Quantitative measures

MHCS pre/post group total scores (see Table 2) indicated that the intervention increased confidence, t(13) = -2.28, p = .040. Analysis of the MHCS subscales indicated that ‘Coping’ significantly increased, t(13) = -2.74, p = .017. The ‘Optimism’ and ‘Advocacy’ subscales were not significant yet positive trends were reflected (see Table 2). Non-significant results however, yielded reasonable effect sizes (see Table 2) suggesting the possibility that a larger sample size could result in a significant outcome. Similarly, CORE-10 results reflected a positive trend (see Table 2) and a reasonable effect size,                                  t(14) = 2.06, p = .059, d = .53. Goal achievement was significant, t (7) = 5.83, p < .001, d = 2.06, indicating participants perceived a positive change towards attaining their goal. No participants rated a negative score.
< Insert Table 2 >
Satisfaction questionnaire results

Due to the small sample size a full qualitative analysis was not feasible.  The main essence of what was reflected by participants is reported.

Question 1: What was most helpful about the group?

The predominant responses to this question indicated that the group offered guidance, reassurance that individuals were not alone, and that they could open up and share their thoughts. The following example highlighted universality (Bloch & Crouch, 1985; Yalom, 1985):

‘Being able to talk and understand each other’ (Participant 29, Group 5)

Q2: What was least helpful about the group?

Responses reflected the positive impact of the group: 

‘I found it all to be of help’ (Participant 14, Group 5)

Other responses indicated some group dynamics were least helpful:

‘Other people talking too much’ (Participant 5, Group 2)

Q3: Has it made you think differently about anything? If so, please tell us about this.

Responses demonstrated a new understanding of their problems:

‘I feel clearer about what’s real and what’s not, what to share and what is personal’ (Participant 8, Group 3)

‘Yes without a doubt. I feel better about myself’ (Participant 16, Group 5)

‘That I can take control of myself’ (Participant 10, Group 4)

Q4: Please tell us what, if anything, has changed in the way you think about your mental health issues since attending the group.

Responses demonstrated a new way of looking at their problems:

‘Yes, I am thinking of more positive things about my life’ (Participant 3, Group 1)

‘I have now realised that I in-fact do have a problem’ (Participant 14, Group 5)

Q5: Please tell us what, if anything, has changed in the way you view yourself since you attended the group.

Responses reflected views of universality and confidence:

‘Feel less isolated about the way I see things’ (Participant 15, Group 5)

Q6: What kind of things did you learn in the group?

Coping skills stood out as the most prominent thing learned in the group: 

‘To be open, to think about what you are thinking, to be self-aware’ (Participant 14, Group 5)

Q7: Have you found the coping strategies covered in the group to be useful?

This closed question revealed that 95% (18/19) of participant’s who completed the questionnaire responded “Yes”.  

Q8: If yes, which coping strategy/strategies do you find most useful?

Participants found mindfulness and breathing to be the most useful coping strategies.
Q9: Is there anything else you would like to add?

Participants who responded to this question signified the helpfulness of the intervention:
‘I would like the group to have been longer and learnt more, especially as I found it increased my knowledge and helped me with my difficulties’ (Participant 16, Group 5)

Discussion

The aim of this pilot study was to evaluate the effectiveness of a group that endeavored to reduce stigma, introduce coping strategies, and increase awareness using CBT, DBT and mindfulness conceptualizations. Perceived goal achievement as measured by a visual analogue scale yielded a significant result and suggests some subjective behaviour change. Although no significant results were revealed for the CORE-10, the mean trend revealed a trend towards reduction in overall distress. However, as this measure does not target the psychological interventions, it could equally be the result of other aspects of the inpatient program such as medication. 
The significant result for the MHCS implies increased confidence was gained by participants who attended. Out of the MHCS subscales, it was the coping subscale that demonstrated greatest improvement and larger effect size compared to advocacy or optimism. 
Attrition was a problem, but the attrition rate falls within the normal expectancies of drop out rates for individuals with psychosis attending therapy groups as suggested by Baekeland and Lundwall (1975). Attrition in this case will have been affected by discharge from hospital during the program. Though some individuals managed to return to complete the course, for others this was not possible as the hospital serves an extensive rural area; transport is a major problem and some participants were out of area admissions. This highlights one of the challenges of conducting groups and attempting to evaluate them in this environment. 
Stigma Reduction

A central target of this program was to reduce stigma of a psychotic diagnosis and the effect this can have on self-esteem. The before and after questionnaires suggested confidence was increased. The responses to the satisfaction questionnaire also highlighted that this brief, four session program had effect on perceived stigma. Both the number of responses that suggested that participants felt better about themselves following the program, and the respondent who now recognised that he/she had a problem, suggest that this aim was met. It can be argued that being able to recognise mental health difficulties in a way that does not undermine self esteem and consign the individual to the lowest rank of the hierarchy (Gilbert & Allan, 1998) will motivate utilization of both coping strategies and the mental health services. 

The results suggest the establishment of a more benign context for understanding mental health difficulties. The research by Brett et al., (2007) demonstrates the factors that might mediate the difference between anomalous experiences that lead to clinical ‘caseness’ (with associated stigma) as opposed to those that are managed without need for mental health care. By using the terminology 'anomalous experiences' as opposed to 'symptoms' they have already found a way of normalizing a wider area of experience than auditory hallucinations, following in the foot steps of the 'hearing voices' tradition (Romme & Escher, 1989). The factors that discriminate between contact with services and no contact with services that Brett et al. found were: greater controllability, a more positive emotional response (but not entailing lower arousal), less avoidance and immersion (by which they mean tendency to act in response to the experience) and a more normalizing way of making sense of the experiences. The undiagnosed sample were more likely to make internal, psychological attributions for their anomalous experiences, but where they did make externalising attributions, these were more likely to be attributions to supernatural forces as opposed to attributions to the action of other people (as in paranoid attribution). Brett et al. have developed a sensitive and comprehensive measure of anomalous experiences, the Appraisals of Anomalous Experiences Interview (AANEX). By comparing type, appraisal, coping style and degree of distress between two different clinical groups and an undiagnosed group matched for type and degree of anomalous experience, Brett et al. give clear pointers for a clinical program to minimize the disruption to life of the experience of anomalies. 

These results are in accordance with the findings of Richard Warner (2003) that more traditional societies show better outcomes than Western medicine in terms of relapse and chronicity with psychotic presentations. This result is compatible with a social rank explanation (Gilbert & Allan, 1998) that the status accorded to anomalous experiences in such societies is less stigmatizing than in our society. The present program can be seen as a first step to try and embody these principles in a practical clinical program.
Limitations of the study
This was a small scale pilot study conducted in an inpatient setting, and without a control group. Because people in such a setting are undergoing intensive intervention through medication management, occupational therapy and nursing programs, the effect of one group is difficult to isolate. The most interesting findings come from the exit questionnaire. These findings were not systematically analysed using qualitative research methods. The data was collected by a researcher independent of the conduct of the groups, but even so, there might have been a response bias element. For all these reasons, the findings need to be treated with caution and should be replicated in a more rigorous fashion.
Directions for future research

The Assertive Outreach and Community Mental Health teams locally have noted the success the group has had in engaging individuals who were previously resistant to service involvement. Enthusiasm for a longer program on the same lines for delivery in the community has been forthcoming. Work on a more extensive program of research and development, in close collaboration with service users who have experienced the program is underway. This initiative plans to offer an expanded program, along with more thorough research.
Conclusion

This pilot study suggests that a group program targeting stigma reduction for psychotic symptoms is possible within the challenging setting of an acute adult mental health inpatient unit. The importance of tackling the problem of stigma by normalizing the incidence of anomalous experiences, following up on the findings of important recent research (Brett et al., 2007), suggests that formal evaluation, despite the problems of doing so in the acute inpatient setting, is required. The impact of this initiative has led to more ambitious plans for the development of the program, and its evaluation, in collaboration with service users.
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Appendix.

Material Covered in the Four Sessions of the Group
Session 1. 

· Introducing the normalizing rationale, based on Romme and Escher (1989) but extending from voices to other experiences that people in general do not share.

· Idea of openness to voices and strange experiences – the Schizotypy spectrum. Positive examples of artists etc. who were/are high schizotypes and have used this to advantage (e.g., the singer David Bowie's use of his high schizotypy in his act).
· Importance of being able to inhabit both 'realities', shared and unshared; to know which you are in at any one time, and move from one to the other - the focus of the program.
· Gather examples of their experience from the group, asking what they want to get out of the sessions. 

· Fill in a goal form and introduce homework monitoring.

Session 2.

· Discuss the results of the monitoring - examples of symptoms occurring/being most troublesome at times of low and high arousal.
· Introduce the handout with diagrams illustrating this and linking shared and unshared reality with Reasonable Mind and Emotion Mind (Linehan, 1993).
· Discuss coping strategies arising from this (e.g., stress management; concentrated activity).

Session 3.

· Introduce the Distraction/Focusing research (Haddock et al., 1998).
· Mindfulness exercise.
· Barriers to focusing/mindfulness (fear of symptoms etc.).
Session 4.

· Pros and cons of using coping strategies to manage 'unshared reality’.
· Making sense of the experiences and the part they play in the individual's life.

· Further mindfulness exercise.

· Review of the group.

It is intended to post a full manual for the group on the following website once it is finalised: (url. to be added after peer review).
Table 1 

Male and Female Attrition Rates for the ‘What is Real and What is Not’ Therapy Group
	Attendance at week 1
	
	Attrition
	
	Attendance at week 4

	Total
	Male
	Female
	
	No. of sessions attended
	Total (%)
	Male (%)
	Female (%)
	
	Total (%)
	Male (%)
	Female (%)

	33a
	20a
	13a
	
	1
	6b
(18%)
	4

(20%)
	2b
(15)
	
	19d
(58%)
	11d
(55%)
	8

(62%)

	
	
	
	
	2
	5c
(15%)
	3

(15%)
	2c
(15%)
	
	
	
	

	
	
	
	
	3
	3

(1%)
	2

(10%)
	1

(8%)
	
	
	
	

	
	
	
	
	Total
	14

(42%)
	9

(45%)
	5

(38%)
	
	
	
	


Note. Attrition represents participants who did not attend all 4 sessions.

aN = 1 male ‘Male A’ and N = 1 female ‘Female A’ attended 2 groups each.  bN = 1 female ‘Female A’ 2nd group attendance.  cN = 1 female ‘Female A’ 1st group attendance.  dN = 1 male ‘Male A’ attended and completed 2 groups.  

Table 2

Pre and Post Group Statistics for the CORE-10 and Mental Health Confidence Scale (MHCS)                                                              

	
	Mean (SD)
	
	
	
	

	
	Time 1
	Time 2
	df
	t
	p
	Cohen’s
d

	CORE-10 
	     19.20 

      (9.84)
	   13.40 

    (7.99)
	14
	 2.06
	.059
	  .53

	MHCS – Optimism subscale 
	     23.80 

      (7.47)
	   26.53 

    (5.72)
	14
	-1.34
	.201
	  .35

	MHCS – Coping subscale *
	     23.36 

      (8.24)
	   28.21 

    (5.54)
	13
	-2.74
	 .017*
	  .73

	MHCS – Advocacy subscale 
	       8.00 

      (3.11)
	     9.21 

    (1.72)
	13
	-1.39
	.187
	  .37

	MHCS – Overall *
	      55.00       

     (17.47)
	   64.36 

  (11.35)
	13
	-2.28
	.040*
	  .61


* denotes statistical significance difference between Time 1 and Time 2 at p<0.05
