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Abstract
When mental health breaks down, the human being grasps at ways of coping with the crisis. The goal of coping is escape from intolerable affect and the means are familiar as 'symptoms' of mental illness. For example, to shut down physically and cease to compete is depression (Gilbert 1992), and drugs and alcohol provide a straightforward way out.  

As psychological therapists, our task is to devise, evaluate and, most importantly, persuade the client to adopt alternative, healthier, ways of coping; ways that offer less immediate relief, but which do not trap the person in a diminished quality of life. 

By explaining breakdown in terms of coping with intolerable affect, this approach,  developed and evaluated in an acute hospital setting (Durrant, Clarke & Wilson 2007), enables us to offer more adapted skills for coping with affect  as the solution. This  'third wave Cognitive Behavior Therapy (CBT)' approach (Hayes, Strosahl, & Wilson, 1999) takes seriously the discontinuities in human information processing (Teasdale & Barnard 1993) and employs mindfulness to manage them.
The coping mechanisms considered are:

· Mindfulness

· Arousal management techniques

· Emotion Regulation skills (Linehan 1993a & b)

· Skills for coping with relationships with self and others, including a compassionate mind based approach to self esteem.
· Coping with psychosis.
Many of these techniques are already familiar in mental health work. A rationale powerful enough to persuade people in crisis and with chronic problems to work at them in preference to symptomatic coping is the key.  A coping strategy based approach, for people with complex problems, lends itself to delivery by the wider staff group, with training and guidance from the psychological therapist. Coping skills can be taught and coached on an individual or a group basis. This type of flexibility is invaluable when working within an institution.
This rationale is explored in relation to its research base in clinical studies and cognitive science. The coping mechanisms are outlined, with particular attention to the way in which mindfulness is employed, across diagnosis, and the evaluation evidence and clinical impressions of effectiveness to date are presented.

Introduction – an exploration of 'coping' in the mental health context.

Coping is about human ingenuity. The need to cope is about human fragility. This chapter reflects therapeutic work in the (often challenging) context of a National Health Service (NHS), acute mental health hospital, in the UK. The acute hospital is the place where people end up when their coping resources and those of their containing relationships and community mental health support have been stretched to breaking point and have finally snapped. The approach that we take to providing therapeutic input in our setting (a small, new build, hospital, serving a predominantly rural population in the UK) is to first orient people to the new situation in which they find themselves through offering a simple formulation, which leads naturally to the introduction and teaching of coping mechanisms. These are taught both individually and in group format, and are further coached and reinforced by the wider staff group. This model has been evaluated and published in Durrant, Clarke & Wilson (2007) and Clarke and Wilson (2008). 
Our approach builds on a promising new development in psychotherapy for serious mental health problems. Recent initiatives in therapy for personality disorders (such as Mentalization Therapy: Fonagy, Gergely, Jurist & Target, 2004, and Dialectical Behavior Therapy, DBT: Linehan 1993a) rely on identifying, specifying and teaching skills designed to remedy deficits in coping ability in the target group. This teaching is complemented with individual therapy designed to help the person apply the learning to their situation and address blockages, and skills generalization coaching delivered either by telephone (DBT) or the milieu (mentalization and inpatient DBT). The evidence base for applying DBT to an ever wider range of diagnostic groups is expanding all the time,(See Dimeff & Koerner (2007) for a review of these developments.)  DBT skills target management of troublesome emotions and interpersonal problems. As emotion management and personal relationships lie at the heart of most mental health symptoms, our approach utilizes DBT skills, and other common coping mechanisms, applied transdiagnostically (Durrant et al 2007, Clarke & Wilson 2008: Chapters 6, 7, 8, 13 & 14.)  
However, identifying and transmitting coping skills is only half the story. This chapter will cover that half, which is in some ways the easy part. The barrier to adoption of these eminently sensible, logical, coping mechanisms is not primarily ignorance of their existence. Some, such as distraction, are simply common sense. Others, such as arousal management techniques, have been around a long time. Mechanisms such as mindfulness are newer, but are still intuitively straightforward. Adopting these techniques is challenging for people in crisis precisely because to do so requires them to abandon the means that they have so far been clutching at in order to survive. These natural but ultimately self defeating coping mechanisms are more generally known as 'symptoms' and attract a plethora of diagnostic labels. The other part of this chapter will address the therapeutic agenda of persuading people to abandon the familiar seeming safety of the coping strategy they know and are relying upon, for the apparently flimsier support of those we advocate.
Symptomatic Coping

When mental health breaks down it is often (but not always) in response to adverse life events. Such events constitute a rupture in that fabric of roles and relationships that sustain good functioning. At such times, the human being grasps at ways of coping with the crisis. The immediate goal of such coping is generally to find a way to escape from intolerable affect. The intolerable affect is a consequence of the loss of or disruption to the defining roles and relationships referred to above. Such loss reveals the limitations of our apparently self sufficient individuality. As primates, we are social animals whose sense of self is defined by our place in the social hierarchy (see Gilbert 1992 for this evolutionary perspective on mental health). The operation of our complex brains entails a constant interaction between the verbal, logical part that gives us our seeming sense of individuality, and the older, body and emotion based systems that govern our relationships. (I have written at length about this elsewhere: e.g.Clarke 1999, Clarke 2008a, Clarke 2008b, based on the Interacting Cognitive Subsystem model of Teasdale & Barnard 1993). The result is that a simple event such as the loss of a job or a partner can open a chasm in an individual's sense of self that leaves them floundering and reaching for the nearest means of psychological survival they can grasp onto. Subjectively, this is experienced as overwhelming emotion, whether fear because all assurance of safety has vanished, or other loss emotions such as anger and pain. For another person, approaching adulthood with an already fragile sense of individual self, simple life transitions such as leaving home can have the same effect. For women, giving birth is another of these potentially liminal events that can disrupt the flow of normal life and plunge the individual into unknown territory that has to be 'coped with'.
So, loss of vital roles or relationships, or transitional events for the vulnerable, disrupt the sense of self and can expose the individual to a deep sense of unacceptability in relation to the social reference group; to overwhelming feelings of rejection, failure and intolerable psychic pain and/or anger. As already indicated, human beings have a variety of ways of coping with disruption to their sense of inner and outer security. The chosen coping mechanisms are varied and imaginative, and familiar to those working in mental health as 'symptoms' of mental illness. The most straightforward reaction to the crisis is to withdraw; shut down physically and cease to compete - in other words, depression (Gilbert 1992). Anxiety can be kept on the boil without being fully faced through constant worry and displaced panic (Wells 1995). Street drugs and alcohol provide a straightforward way out, and for high schizotypes, there is the option of shifting into another, psychotic, dimension (Clarke 2008a. P.71-72). Obsessive Compulsive Disorder (OCD) and eating disorders can be seen in terms of substituting a seemingly controllable agenda (weight, absolute cleanliness) for the threatening uncontrollability of the real world (Clarke 1999 P.382)
Symptoms are therefore an immediate coping response to mental health crises. As psychological therapists, our task is to devise, evaluate and, most importantly, persuade the client to adopt, an alternative way of coping; one that offers less immediate relief, but which does not trap the person in a diminished quality of life. Inevitable the symptomatic coping mechanism sets up a vicious circle that actually reinforces the aversive affect that drove it in the first place. For instance, withdrawal in depression means cutting off the possibility of corrective experience; worry in anxiety disorders keeps the fear alive; the perfection sought in OCD and eating disorders is unattainable so never complete, and does not address the life problems it purported to solve, and so on.
This approach to mental health crisis, which we have developed and evaluated in an acute hospital setting (Durrant et al. 2007), enables us to uncover the simple heart of a complex mental health presentation; to explain the breakdown in terms of coping with intolerable affect, and so offer skills for coping with affect in a more adapted way as the solution. This is a 'third wave CBT' approach (Hayes et al 1999) that takes seriously the discontinuities in human information processing (Teasdale & Barnard 1993) and uses the central coping mechanism of mindfulness to remedy this discontinuity and intervene in the individual's relationship to both cognition and affect. The next section of the chapter will outline the alternative strategies for coping with intolerable affect that we employ. We will then consider the more challenging task of presenting these to people in crisis in such a way as to maximize their chance of being adopted in preference to symptomatic coping. This approach recognizes that there is a strong motivational component to this enterprise. 
The coping mechanisms that will  be considered are:

Mindfulness, arousal management, emotional coping skills, coping with relationships with self and others, including a compassionate mind based approach to self esteem and coping with psychosis.
Core Coping Mechanisms: Mindfulness and  Arousal Management: Rationale.
The feature that the third wave cognitive therapies have in common is the adoption of mindfulness as a core strategy. This follows the increasing recognition of the role levels of processing in impeding the application of straight cognitive strategies.  As cognitive therapy became applied to more intractable conditions, early strategies such as thought challenging ceased to work as consistently. A gap opened up between the logical appraisal and emotional conviction, so that the individual might be able to agree with the reasonable explanation but still be governed by the emotional reaction.  DBT characterizes this as the gap between 'Emotion Mind' and 'Reasonable Mind' (Linehan 1993a & b).  Teasdale and Barnard (1993) locate this gap deep in cognitive organization and acknowledge the overlap with Linehan's model (Teasdale 1999 P.569). Different levels or types of processing have been recognized throughout the history of CBT.  Beck (e.g. Beck et al 1985) distinguished automatic and schematic processing, and Ellis (1962), recognized that information processing driven by emotion (hot cognition) is different in character from logical appraisal (cool cognition), and that, in threat conditions, the emotional system bypasses the logical (see Ledoux 1993 for the neuropsychological background to this).    
All these third wave CBT therapies are rising to a similar challenge.  Where  pathology is deep seated and severe, revision of dysfunctional coping is complicated by this split in levels or type of processing; the gap between 'hot' and 'cool' cognition.  Traditional CBT relies on the power of 'cool' appraisal, and on creating a therapy situation that will enable to the individual to reach this state.  A split between thought and feeling underlies the logic of CBT. Behavior, and so the course of life and relationship, tends to be governed by feelings and habitual patterns (schemas). If these can be thought about, with the facilitation of therapy, they can be changed.  However, the relationship between thought and feeling operates differently in different situations, and under conditions of high threat and therefore high arousal and high emotion, the reaction is automatic and not reflected upon at all (hot cognition). This automatic reaction to perceived threat effectively cuts out the cool appraisal necessary for revision to happen. Thus, where the emotions and their accompanying meanings are deeply threatening to the self, appraisal is blocked. Furthermore, emotional memory  does not distinguish between past and current threat, so that where pathology is  rooted in early or major trauma, failure to appraise or revise persists, thus entrenching pathological patterns (Clarke 1999, P.379).
Cognitive therapists have come up with a number of different ways of conceptualizing this split within the processing of emotional information (e.g. Power & Dalgleish 1997 and Wells and Matthews 1994), but Teasdale and Barnard (1993)'s Interacting Cognitive Subsystems model is here proposed as the most comprehensive way into this central conundrum of the therapist's theory of mind.  Barnard (2004) has compared this model to the other two cited, and argued persuasively for its greater comprehensiveness and sounder research base.  For a fuller exposition of the application of ICS to CBT for severe mental illness, see Clarke (1999). It is for these reasons that mindfulness and arousal management, which open the way to logical appraisal, become the core coping strategies for therapeutic work in the inpatient setting.

Mindfulness. Background and Evidence.

Mindfulness is the key. It is the key to the successful use of the other coping skills and it is the key to the whole coping strategy approach. This is because of the crucial role of different levels or types of cognitive processing in locking people into dysfunctional patterns of coping as described above, and the potential that mindfulness holds for bridging the levels and so revising these patterns.
The current trend for the adoption of mindfulness as a therapeutic tool was started by Kabat-Zinn (1994).  He was a practicing Buddhist, who saw the potential of mindfulness for the control of  stress and pain.  Segal, Teasdale & Williams (2000) then adopted the approach in their Mindfulness-Based Cognitive Therapy for preventing relapse in depression, as did Linehan (1993a) for DBT for Borderline Personality Disorder, with a particular emphasis on the control of self harm.  Mindfulness is central to Steve Hayes' Acceptance & Commitment Therapy (Hayes et al. 1999), and Paul Chadwick has developed and researched Mindfulness groups for voice hearers, so applying it to psychosis (Chadwick, Newman-Taylor & Abba. 2005).  Other applications continue to be tried out, researched and published all the time. With the widespread adoption of mindfulness as a coping strategy in mental health in recent years, there have been a number of studies to evaluate the effectiveness of particular approaches based on mindfulness (e.g. Linehan 1993a, Teasdale & Williams 2000 and Baer 2006 for a summary of the evidence). The complexities of getting agreement over definition, and finding a valid and reliable way of measuring the application of mindfulness are usefully discussed in Singh et al. (2008).
Using mindfulness in clinical practice in an acute setting.
There is a dilemma over the dissemination of mindfulness as a clinical tool. The actual techniques are simple. However, they are not easy or natural. They require the teacher to have mastered them in order to understand this, and ideally the teacher should have a regular practice of mindfulness him or herself. This is powerfully advocated by authorities such as Kabat–Zinn and Segal, Williams & Teasdale (2002, P.56-57). However, the very popularity of the approach makes this hard to maintain. In our setting, we rely on delegation of coaching in the coping strategies we initiate to the nursing staff group, who work on the wards, and can support individuals in the use of new skills, usually acquired in the group programs we run (also facilitated or co-facilitated by nursing staff).  We followed up the mindfulness training we offered to all nursing staff with mindfulness practice before reflective practice gatherings as one way of ensuring some continuity of practice, and they are taking this forward themselves by introducing mindfulness to their twice daily handover meetings. The DBT trained staff participate in or lead mindfulness before the weekly consult (supervision and business) meeting – but there is no way to ensure that either group maintain any form of individual practice, though this is advised. Also, regular attendance at the consult group poses problems for staff working shifts.
Strategies employed.

By and large, we follow Linehan (1993a & b) in our application of mindfulness. The way we introduce new participants to the approach, whether in individual session or in the group, takes them through the following stages:
1. Cue awareness in the present

2. Direct attention to sensory information – sensation, vision, hearing etc. 
3. Direct attention to the breath

4. Instruct the person to note judgments and let them go (without judgment!)

5. Direct attention to physical sensation such as tension.

Following this initial orientation, the mindful attention can either be directed to a chosen focus (e.g. an object; an everyday task in vivo or in imagination) or it can remain with immediate stimuli such as the breath, sounds, or body state. The participant is further instructed in how to manage the thoughts that will inevitably come into the mind and attempt to take it away from the present, into either the past or the future.
6. Note the thought – do not attempt to block it out

7. Let it go and return to the breath, or other chosen focus

8. When (as will almost certainly happen) that thought or another returns, repeat the process, as soon as you notice that your mind has been 'captured' by a train of thought.

9. Doing this, even if your mindfulness practice is one continuous stream of noticed and let go thoughts, is practicing mindfulness. 
People easily make the mistake of concluding that they have failed, that they cannot do it, or that 'it doesn't work' when thoughts intrude in this way, so this point needs considerable emphasis to get across.
Directing attention to a particular focus has a more distracting effect – in terms of coping, it can enable someone to tolerate strong affect and the urge to act on this affect in ways that would be detrimental (e.g. self harm; take drugs) without giving in to the urge. It can also be a way to cope with insistent, ruminative, thoughts. Examples of chosen focus that we commonly use are: objects such as pebbles, feathers etc.; plants or flowers; activity such as blowing bubbles, looking at a picture, listening to music; staying mindfully with everyday activity such as eating or making a cup of tea/coffee.
Directing attention to the breath and bodily sensation, and noting and letting go of thoughts, increases the person's resource to cope with strong affect without resorting to action, and so to accept and tolerate such affect. 
It is important that both these types of mindfulness are taught and that the individual is encouraged to employ both alternately. Many people take to the more distraction focused type of mindfulness readily. If they do not master the mindfulness that enables them to stay with the emotion without acting, they will not have fully learnt to cope with the emotion.

The first stage of mindfulness: coming into the present and directing attention to current sensory information, is an invaluable general coping strategy to enable the individual to break a dysfunctional pattern of behavior and choose to use an appropriate coping mechanism.

Arousal management techniques

Regulation of arousal is also a central coping mechanism since the state of high autonomic arousal produced by overwhelming emotion inhibits the cool appraisal needed to revise behavior and cognition. Physiologically, the state of 'hypocapnia' or decreased alveolar CO2, produced by the hyperventilation characteristic of autonomic arousal reduces blood flow to the brain (Fried 1993). Subjectively this produces the experience of 'tunnel vision' where concentration on threat-related information, drawn more from the implicational memory (ICS – Teasdale & Barnard 1993) than from current sensory data, excludes all other considerations. When arousal levels rise towards panic, thinking becomes paralyzed into confusion. The shift from behavior therapy to cognitive therapy over the last 20 or so years has led to a reduction in emphasis on regulation of arousal (for instance by progressive relaxation techniques, e.g. Jacobson 1964). Breathing retraining has also sometimes been criticized as a 'safety behavior' and so discouraged in some schools of CBT. In our experience, when working with the high levels of affect encountered in crisis presentations, ability to gain control over autonomic arousal is an essential skill to teach.
Clinical Approach to Breathing Retraining.

Breathing retraining appears to be the quickest route to self managed arousal reduction. Progressive muscle relaxation is also efficacious, but takes longer. The Occupational Therapy Department in our unit teach relaxation. The psychological therapies service offers the following simple breathing retraining. Our approach depends on training the individual to lengthen the out-breath relative to the in-breath. 

The rationale for this is as follows:

· Autonomic Arousal means the body getting ready for action in response to threat.

· Action requires extra oxygen to be breathed in.

· Human beings therefore naturally tend to breath in more than out when they perceive threat.

· If this is not accompanied by action, it soon produces the 'hypocapnia' referred to above.
Furthermore.

· The chest naturally tenses on the in-breath and relaxes on the out-breath.

· It is therefore very easy to cue muscle relaxation to accompany the out-breath.

This approach is not accompanied by any complicated counting or instructions to breath through mouth or nose, such as are sometimes imported from yoga practice into the mental health field. It is therefore easy to remember at times of stress, and does not draw attention if used in a social situation (particularly useful for anger control). It also avoids any instruction to hold the breath, as very anxious individuals can get stuck at that point!
In our experience, it is a coping mechanism that produces rapid effects for most people, and those who struggle with it can be trained over time. We have in particular used it in anger management programs, as anger problems are invariably accompanied by high stress. (See Bradbury & Clarke 2006, Naeem, Clarke & Kingdon, forthcoming).

Coping Mechanisms for Managing Emotion.
Once the individual can control arousal sufficiently to be able to reflect on their emotion, and can use mindfulness to achieve the necessary detachment to do so, techniques for coping with the emotion itself are essential. The excess emotion accompanying crisis might be dysfunctional, but all emotion points fundamentally to issues of vital importance to the person that need to be addressed if they are not to lead to recurrent destabilization. The focus of the emotion is probably displaced. Its expression is no doubt disordered. However, at its heart, there will be one of the following:

· Loss that needs to be faced and mourned; 
· Psychic pain that needs to be endured; 
· Shame and guilt that need processing 

· Anger that points to injustice or violation, whether current or past, that cannot be simply ignored.
· Fear, often surviving from past trauma when the individual endured sustained real threat.
The confusion between past and present in emotional processing means that the source of these emotions often lies far in the past, so that current resolution is not an option. However, safe expression is an integral part of processing, and is an important coping mechanism. Managing such processing is not easy. Working as we do in the inpatient unit, this is therapeutic work that will probably have to be pursued on discharge. What we offer is an orientation to a way of coping with these emotions that will facilitate their eventual processing.

The brief Emotional Coping Skills program, delivered in a four week, twice weekly, group format, that we use for this relies heavily on an adapted form of Linehan's DBT program, including:
· Facing emotion mindfully. Recognizing that a feeling is just a feeling. Allowing the emotion to come and to pass, neither blocking it out, nor hanging onto it. (An example of hanging onto an emotion is rumination on grievances which maintains anger).(Linehan 1993b P.160.)
· Good self care and sound habits of life to reduce vulnerability to emotion (Linehan 1993b. P.154)
· Acting opposite to the emotion. (Linehan 1993b P.161)
· Noticing positive emotions, and introducing activity and events into life to maximize such pleasant moments. (Linehan 1993b P.155)
Where the emotion is intolerable, and the individual is struggling not to slip back into the old, symptomatic, patterns of dealing with it, Linehan's Distress Tolerance skills become relevant, such as:
· Accepting the situation as it is. (Linehan 1993b P.176-177)
· Using distraction and sensory experience to get through the difficult patch.(Linehan 1993b P.166-167)
Coping Mechanisms for managing relationships with self and other.
Other people are obviously vital for mental well being. In the introduction, losses were identified as common precipitants of mental breakdown, whether loss of important other by bereavement, loss of role in human society, or other losses.  Managing relationships with other people is probably the most complex task that most human beings need to master, and indeed, it has been suggested that our brains developed to their current level of complexity to enable us to address this task. In the inpatient context, we can do no more than identify the broad lines of frequent dysfunctional patterns of relating, such as lack of assertiveness, and teach coping skills to deal with them. However, we put more weight on our program to help people to manage better their relationship with themselves.
A compassionate mind based approach to self esteem

Self esteem is a core aspect of an individual's relationship with themselves. It has long been recognized that low self esteem is associated with mental health problems, so that effective mechanisms for coping with this problem have a high priority in the inpatient setting. Low self esteem is indicative of a self critical style of self relating. For this reason, the Compassionate Mind Training approach, developed by Gilbert (2005) is employed as a means of teaching people a different style of coping with their internal relationship.
The group program we use brings this to life by encouraging people to role play how they would support a good friend undergoing the sort of crisis they are currently experiencing, and then apply this to themselves. As the program is delivered in group format, the participants can work together and encourage each other to develop the new coping style and apply it to behavioral change (see Hill, Clarke & Wilson 2008).
Coping with Psychosis
The individual plunged into psychosis has a particular challenge in order to cope with their disorienting situation. The history of CBT for psychosis in the UK could be said to have started with Birchwood and Tarrier’s coping strategy enhancement approach (Tarrier et al 1993).  This started by collecting the strategies that people with psychotic symptoms were already using, and encouraged experimentation and cross fertilization.  The strategies were usually of the distraction type.  On the other hand, it introduced the idea  that symptoms were affected by external contingencies, and therefore the possibility of control.  Haddock et al.'s 1998 study into therapy for auditory hallucinations investigated the comparative efficacy of distraction strategies, and the contradictory approach of focusing on the voices. Focusing had been advocated by Romme and Escher (1989), who were also pioneers in the normalizing of such experiences. Haddock and her collaborators found that both techniques worked about equally in the short term, but that in the long term, focusing was slightly superior and led to improved self esteem.

In our approach to introducing coping with psychosis, we build both on the work of Haddock and of Romme and Escher. The approach incorporates third wave developments in CBT for psychosis in the form of Chadwick's research into using mindfulness with voice hearers (Chadwick, Newman-Taylor & Abba 2005) which adds a further dimension to the coping technique of focusing. Our program differs from the above examples, in that we extend it from exclusive concentration on auditory hallucinations to take in the broad spectrum of psychotic symptoms. Theoretically, this is based on the corpus of schizotypy research (Claridge 1997); the concept of openness or vulnerability to unusual experiences. More detail on our approach can be found in Hill, Clarke & Wilson (2008) and Phillips, Clarke & Wilson (in submission). The approach is delivered either individually, or in the format of a group which we call the 'What is Real and What is Not' group, and traces the following stages:

· Recognition that current perceptions and beliefs are discrepant from the norm and therefore should not be uncritically trusted.

· Motivational work around this, as it can be a hard message to swallow.
· Applying the coping strategies of arousal management, mindfulness/focusing and concentrated activity/distraction.

It is obvious from this list of coping strategies that there is a lot of overlap between the coping mechanisms for psychosis and for neurotic emotional disorders. This follows recent developments within CBT for psychosis, that research the parallels between the disorders, and traces the emotional and arousal based roots of psychosis. 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 symptoms; thus: 'emotional sensitivity is specifically associated with context processing problems'. Fowler et al. (2006.P.115). Holmes and Steel (2004) have tested this, and have demonstrated the association between stressful events and vulnerability to intrusions, which they link to high schizotypy.
This developing research stream provides evidence for applying the same mindfulness and arousal management techniques to coping with psychosis as for the other disorders, and our evaluation of our program does add some further corroboration to this development (Phillips et al in submission). Often, when working with psychosis, the real challenge is not so much the teaching of coping mechanisms, but persuading the individual to undergo the hard and often painful task of closing down the unreal world they can choose to inhabit, and joining a real world that often appears to (and realistically does) offer them very little. This leads on to the whole issue of motivating individuals to use the sort of coping mechanisms outlined in the preceding section, in preference to the symptomatic coping which has often become an entrenched pattern of behavior.

Motivation to Cope.
The task of persuading someone to work at substituting the above coping mechanisms for the default symptomatic coping can be more of a challenge than teaching the skills. For many people, re-conceptualizing their situation is the key. The illness model of mental health, which can be reassuring in giving people an accepted framework for their predicament and offering straightforward solutions, can become an obstacle to the individual recognizing the need to take responsibility for working on change. This individual responsibility taking is essential where the problems are persistent and medication cannot provide the whole answer. 

Our main tool in communicating a re-conceptualization that will provide the necessary rationale for introducing coping mechanisms is a very simple and direct formulation. This is described more fully elsewhere (Clarke 2008). The assessment session starts with identifying the aversive affect that is driving the symptoms. This is represented on a diagram in a way that conveys empathy with its all consuming impact on the individual. Early precursors of this affect (losses, trauma etc) are named as the original cause without further exploration. More attention is paid to the maintaining cycles which arise from and exacerbate the core affect. These are identified as vicious circles on the diagram. Coping strategies (as well as medication) are named as the solution to breaking the vicious circles and to tackling rather than avoiding the core affect. This gives a powerful message that the individual's situation is understandable, that their current ways of dealing with it are keeping them stuck, and that there are ways forward that are within their power. The approach is in line with the identification by Acceptance and Commitment Therapy of experiential emotional avoidance as a key source of psychopathology,(Hayes & Melancon 1989).

This approach is efficacious in a reasonable number of cases (see Durrant et al 2007, and below, for information about the evaluation). Things can go less smoothly where the problems are powerfully maintained by the individual's significant relationships. Working with the couple or the family can break the deadlock here. It needs to be acknowledged that for some people, engagement in coping strategies is simply not acceptable. They are seeking a solution that removes the intolerable affect from the outside. One can only chip away at this blockage using Motivational Interviewing techniques (Miller & Rollnick 1991) 

Motivation to cope with psychosis.

Many of the techniques covered here are already familiar in mental health work, and as already mentioned, it is persuading people in crisis and with chronic problems that they are the answer that is the challenge. We have found that taking the intolerable affect and/or the different quality of experience in psychosis seriously, can often be the key  to persuading people with psychotic problems to relinquish symptomatic coping for a more hopeful alternative. The problem of engagement with psychological approaches in psychosis is well recognized in the CBT for psychosis literature. 
The stigma associated with a diagnosis such as schizophrenia in our society has a lot to answer for in this respect. This stigma can produce two, distinct, sources of avoidance. For some, the fear of symptoms, such as aversive voices, is so great that people are too frightened to focus on their symptoms in case they return or get worse, and are therefore resistant to talking about them or working on them,(see Gumley & Schwannauer 2006 for a development of this theme). Other individuals conclude, with some justification, that society has little to offer them, and so retreat into a psychotic world which has many disadvantages, but at least offers more status and the illusion of a way of escaping the core aversive affect. Not taking their prescribed medication and/or using psycho-active substances such as cannabis, are readily available means to perpetuate this state.  Persuading these two groups to engage in a program of coping skills, which requires them to be prepared to face their symptoms and to join the shared world, can be a challenge, and it is one that our program is designed to address (Phillips et al. in submission).

Engagement is enhanced by taking the person's experience seriously, at the same time as highlighting the disruption to their life caused by a psychotic retreat. The occurrence of anomalous and unshared experiences is normalized. Such experiences are discussed in an even-handed fashion, highlighting the advantages of greater openness to this area as well as the disadvantages. This approach draws on the Schizotypy literature, referred to above (Claridge 1997); in particular the benign schizotypy research (Jackson 2001, Claridge1998). Research into the significance of context and social construction for determining whether anomalous experiences or non standard beliefs will lead to distress and caseness or not is another foundation, (Brett et al 2007,Jackson 2001, Peters, Day, McKenna, & Orbach, 1999). This approach is complementary to the conventional CBT approach of normalizing the continuum between normal and psychotic cognition (Kingdon & Turkington 1994). Preliminary evaluation data suggest that it is efficacious in engagement (Phillips et al., submitted). The theoretical basis for the approach is explored more fully elsewhere (Clarke 2001, Clarke 2008b). Our evaluation and clinical experience suggests that, in a proportion of cases, this approach can engage individuals in developing coping mechanisms for their symptoms and taking more responsibility for their mental health, even where they had previously been very resistant.

Evaluation

Any new approach needs rigorous evaluation to be acceptable. The gathering of practice based evidence is the necessary precursor to the establishment of evidence based practice. However, gathering evaluation data in the acute inpatient setting poses certain challenges.

· Length of stay is unpredictable and often of short duration

· Discharge could take place without warning leading to problems with collecting Time 2 data.

· People admitted to hospital in crisis are often not capable of completing extensive questionnaires. Sometimes it is unrealistic to expect them to complete any early in admission, leading to loss of Time 1 data.
· Measurement of symptomatic change reveals nothing about the efficacy of the psychological, coping, based program as the efforts of the medical team could be predicted to have the greatest immediate impact on symptoms.

The evaluation was conducted by an Assistant Psychologist. This was a very temporary post and only available to us for six months. Her primary task was to work out a way of evaluating the service, to carry out the evaluation and write it up for publication. She started by observing the therapy. During the observation of sessions she noted that the approach used focused on providing service users with the skills they needed to cope with their emotions and other experiences of mental illness. The approach was flexible and aimed to make changes meaningful to the service user themselves. Overall the approach appeared to empower service users by increasing feelings of mastery in relation to their symptoms of mental illness. This led to narrowing the choice of variables to be measured to self-efficacy, self-esteem, locus of control and emotional wellbeing. To fit with this person centered approach it was decided to look at individual goal setting in addition to these psychological variables. The following principles governed the choice of measures:
· Designed to measure the intervention described above.

· Measurement of symptom change not useful for evaluation because of concurrent interventions (medication etc.).

· Self efficacy and management of emotions are the aims of the intervention, hence they are evaluated.

· Measurement of individual Goal achievement.

The following measures were chosen to achieve this: 

1. The CORE (Clinical Outcomes in Routine Evaluation ), developed by Evans, Mellor-Clark, Margison, Barkham, Audin, Connell & McGrath (2000) to provide a global measure of psychological distress; to measure level of psychopathology rather than change.
2.The Mental Health Confidence Scale (MHCS), designed by Carpinello, Knight, Markowitz & Pease (2000) to measure self-efficacy in relation to mental health. The scale consists of sixteen items that tap into three underlying factors: optimism, coping and advocacy.
3.The Locus of Control of Behavior (LCB) Scale (Craig, Franklin & Andrews, 1984)  The LCB scale is a seventeen item scale focusing on perceived control over mental health problems. The measure has been used with clinical samples and found to be a reliable and valid measure.
4.Goal Setting was measured using a visual-analogue, ideographic, measure of individual goals.

5. Living with Emotions: The Living with Emotions measure was designed for this research.  It consisted of three questions looking at confidence in coping with emotions.

Because of the limitations of this pilot study, carried out within the constraints of routine clinical practice, and with only six months of researcher time available, only a small number of complete data sets were collected (16). However, the data collected from these was suggestive. The MHCS showed a significant increase in confidence in coping with mental health; the LCB showed a significant increase in internal locus of control; the Living with Emotions scale showed significant increase in confidence around emotion management, and goal achievement as measured by the Goal Setting scale increased significantly. For full details, see Durrant et al (2007).
Evaluation of the Psychosis Program
This evaluation is an even more limited pilot project, and the results are suggestive rather than conclusive. An end of program questionnaire suggested that participants had found the coping mechanisms introduced helpful, especially the mindfulness, and that, in addition, many of them felt less stigmatized by their diagnoses following the intervention. See (Phillips et al. in submission) for full details.
Conclusion

This chapter has described the approach to severe mental health problems developed by a very small psychological therapies service in an NHS acute mental health unit in the UK. Identifying and teaching coping mechanisms, as an alternative to symptomatic coping with emotional crisis, has been at the heart of our endeavor. We are not a research unit, but are full time clinicians, so that resources for evaluation have been strictly limited. However, wherever we apply innovative approaches, we have been careful to carry out and publish pilot evaluations. 
Our objective is simple. Myself and my other clinical psychologist colleague were (for a brief period, now ended) an unusually generous proportion of psychological resource for a small, acute, UK, mental health unit. Because of prevailing therapeutic pessimism about what can be achieved at the acute phase, and because of our conviction that intervention at this phase is crucial for persuading people of the need for alternative coping, we wanted to prove what could be done, given sufficient resource, and importantly, how to do it. 
In the treatment of psychosis, we were also motivated by the need to develop an approach that preserved self image and self esteem, while persuading individuals with this diagnosis to use CBT for psychosis coping skills. Evaluation of the psychosis work is less well advanced than for the wider transdiagnostic approach.  A paper on the psychosis program has been submitted for publication, and we are working on a more extensive program of research and development, managed in close collaboration with service users who have experienced the program. This initiative will extend the program to community mental health and assertive outreach teams, along with more thorough research, managed in collaboration with service users, dependent on obtaining funding. 

We are further encouraged by the way in which this message of therapeutic optimism for working at the acute stage, across diagnoses, has been received in the CBT community in the UK. This recognition has come through symposia and workshops under the auspices of the British Association for Behavioral and Cognitive Psychotherapy (BABCP), and the World Behavioral and Cognitive Psychotherapy (WABCP) at their conference in Barcelona in 2007.
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