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Abstract
A frequent complaint by service-users of psychiatric in-patient units is the unavailability of talking therapy at precisely the time when they need to make sense of their situation.  However, conventional models of CBT therapy delivery, with set numbers of sessions and diagnostic specificity are not well suited to the conditions of the acute ward, with variable and unpredictable lengths of stay and multiple and indistinct presentations. This pilot study describes a modification of CBT designed to deliver an effective, brief therapy in these conditions.  The approach is grounded in the cognitive science based model, Interacting Cognitive Subsystems, and draws on Dialectical Behaviour Therapy and other recent, mindfulness based CBT approaches, to provide a combination of simple formulation and skills based treatment.  Evaluation in the in-patient setting also presents challenges, and these have been met by choosing measures that tap into self efficacy and confidence in the management of emotions rather than symptomatic change.  The evaluation data on a small number of cases suggests the effectiveness of the approach and the need for wider testing of the model.
Introduction
The provision of general psychological therapies services for acute psychiatric in-patient units is a relatively new development in the UK.   In the (wide) area covered by the Hampshire Partnership NHS Trust alone, two new posts for Consultant Clinical Psychologists to lead psychological therapies services for acute psychiatric in-patient units have been created between 2003 and early 2005, as well as 5 other clinical psychology and CBT nursing posts.  If this scale of development is reflected in even some other areas, it will represent a major new initiative.  It is incumbent upon these new services to set up thorough evaluation so that the impact of this venture can be judged.  The present evaluation of the early work of the newly formed psychological therapies service at Woodhaven Adult Mental Health Unit is an attempt to tackle this imperative.  Psychological therapies are an accepted element in specialist in-patient units, for instance, forensic, specialist personality disorder and eating disorder units.  Evaluations of such services are represented in the literature, e.g. Bohus, Haaf & Stiglmayr (2000) and Barley et al. (1993) report evaluations of in-patient Dialectical Behaviour Therapy (DBT) services.  Similar studies relating to general acute psychiatry in-patient therapy outcomes are lacking.
The role of the Clinical Psychologist or CBT therapist in any team will combine individual client work with input to the psychological thinking of the team, in the form of consultation, supervision, reflective practice etc.  This latter part of the role is particularly prominent when working with an in-patient service, as the psychological impact needs to extend to the whole ethos of the institution.  This paper will concentrate on the more limited role of the delivery of therapy to individuals admitted to the unit.  It is intended to report on the evaluation of the wider role in the future.  However, even individual work is managed in such a way as to have impact on the working of the team.  Assessments are often carried out in the presence of the named nurse, or another member of the team who can support the patient in trying out new skills and approaches.  This both assists with the generalisation of the therapy, and increases the therapeutic knowledge and skills of the team.  The hospital in which this study took place, Woodhaven, is a recently opened, purpose-built unit, with a strong commitment to therapeutic approaches.  A refocusing consultation approach had introduced nursing staff to using Solution Focused conversation when the hospital was first opened in 2003 before the psychology staff had been recruited (Bowles, Mackingtosh and Tom, 2001). 
Model of therapy

People are admitted to the acute hospital in crisis.  They are no longer able to function in the community.  Characteristically, emotion lies at the root of this sort of breakdown, whether the individual is overwhelmed by excess of it, has acted in a risky manner in response to it, or has entered a state of mind divorced from the rest of society as a means of escape from it. This description of various forms of psychopathology cuts across diagnostic labels, and the service here described is designed to target this sort of dysfunctional relationship with emotion.  As well as being a means of managing relationship with other people and the world, emotion also regulates an individual’s relationship with themselves.  Thus, this important relationship between the person and themselves is a central focus for the intervention.   The approach used to effect this falls into the category of CBT that Hayes (Hayes, Strosahl & Wilson, 1999) terms "Third Wave CBT therapies".  Traditional CBT tackled emotional dysfunction by utilizing the link between thought and feeling, and working on the thought.  The third wave CBT therapies seek to facilitate change, not so much by altering thought to alter feeling, but in altering the person’s relationship to both thought and feeling.  Mindfulness, or something very similar, is always a key element in this.
The use of mindfulness as a therapeutic tool was pioneered by John Kabat-Zinn, who applied it to stress and pain (Kabat-Zinn, 1991). This was taken up by Segal, Teasdale & Williams, who developed Mindfulness Based Cognitive Therapy, (Segal, Williams & Teasdale, 2000) targeted specifically at reducing relapse in depression.  At the same time, Marsha Linehan was developing Dialectical Behaviour Therapy for self harming women, usually with a diagnosis of Borderline Personality Disorder (Linehan, 1993), which employs mindfulness extensively, but far less intensively than the others.  Recently, Paul Chadwick has used mindfulness groups for voice hearers, (Chadwick, Newman-Taylor & Abba, 2005) and of course, it is central to Acceptance and Commitment Therapy (Hayes., et al., 1999).
The Woodhaven Approach

Before moving to Woodhaven, the second author was developing an approach to CBT for severe mental illness, applicable across diagnoses and in sympathy with the "third wave" movement.  A full account of this approach can be found in Clarke (1999).  What follows here is a summary with particular reference to adaptation to the acute hospital environment.  
The aim of the initiative was to provide coherence to the varied attempts to develop CBT for severe mental illness through the cognitive science based model of cognitive architecture developed by Teasdale and Barnard (1993), and known as Interacting Cognitive Subsystems (ICS).  See Barnard's recent paper (Barnard 2004) for a full exposition of the relationship between this model and other contemporary CBT approaches.
As Barnard points out, the issue of different levels of processing has come to prominence in CBT recently, and a bewildering variety of approaches to this have been adopted (e.g. Power and Dalgleish (1997)'s SPAARS, Wells and Matthews (1994) S-REF architecture).  Linehan's emotion mind and reasonable mind, overlapping at wise mind, (Linehan 1993 P.214), provides an easily communicable way into this area.  Her two "minds" map neatly onto the two central meaning making subsystems of the ICS cognitive architecture (i.e. the implicational and propositional).  According to this model, normal functioning proceeds where these two are communicating smoothly (as when the individual is operating from "wise mind" in Linehan's terms).  The crucial element of the model, that helps to explain the proneness of the human psyche to breakdown, is that neither system has overall control.  Moreover, at high or low arousal, the two can easily become desynchronised.  This leaves the "Emotion Mind" – Barnard's "Implicational Subsystem", in the dominant role, without the sensible mediation of the other “Propositional Subsystem”.  As the second author has explained elsewhere (Clarke 1999, 2002a, 2002b), this feature of the way in which our minds work provides a neat and accessible way into explaining the broad spectrum of psychopathology.
Applying this to CBT in the acute hospital produces a relatively simple and uniform approach across diagnoses, which gives the individual a clear and non blaming way of understanding how their breakdown has occurred, and some straightforward approaches to taking charge once more.  Something can be achieved even in the one or two sessions that are available over a short admission, and a clear rationale can be communicated to other staff in the hospital, and to key-workers such as CPNs in the community to support the individual continuing with the work on discharge.  What follows is a brief account of the model in practice – a fuller exposition will appear in Chapters 6, 7 and 8 of the edited book (Clarke & Wilson forthcoming).
The model in practice
The individual therapy in Woodhaven is conducted by the two clinical psychologists, the second and fourth authors.  One is the experienced (14 years post qualification) practitioner; the other is more recently qualified and works under the supervision of the former.  Referrals are made by the ward team, and represent the spread of diagnoses, but with a preponderance of depression, anxiety and complex trauma.  The way in which the approach is applied to psychosis is beyond the scope of this paper (see Chapters 6 and 8 in Clarke and Wilson forthcoming). Assessment concentrates on the immediate crisis for a number of reasons: if referrals are not picked up quickly, precious time is lost; little good quality information is available early into an admission; detailed history taking in cases of complex trauma risks needless re-traumatisation; important precursors are named rather than explored.  Information on the person’s difficulties is gained from detailed breakdown of recent incidents with attention to the bodily arousal component.  This leads on to a simple formulation based on relationship to emotion, informed by the ICS split between the emotional and logical systems.

This is followed by the introduction of techniques to manage this split better, through management of emotion and arousal, for instance through teaching breathing control and mindfulness.  Such techniques enable the individual to intervene in the cognitive/emotional process and take charge in the present. Techniques of meeting, expressing and letting go of emotion are then introduced, and the usual previous pattern of avoidance of emotion is addressed. This draws on Linehan's approach and has similarities to Emotion Focused Therapy (Greenberg 2002).  As actual behaviour and opportunities for practice are the most powerful predictors of change (see Bennett-Levy 2003 for experimental verification of this), practical discussion of lifestyle management, which can be supported by the rest of the team, follows naturally.
A Clinical Example.

Figure 1. gives the example of a typical formulation diagram.  
______________________________

Insert Figure 1. here

The diagram represents the situation of someone with a diagnosis of depression, admitted because of risk of self harm, but who turns out to have a history of complex trauma.  Subjectively, she feels driven by the terrible feelings inside to attack herself, and turn away from sources of support.  Naming and drawing that feeling at the centre of the diagram, and mapping out how the behaviour patterns arising from the feeling serve to maintain and reinforce it, and convincing her that the sense of threat belongs to the past, not the present, is the first step towards enabling her to take control of her process of recovery.
The Recovery Approach
This approach to therapy is specifically designed to enable someone to take control of their own recovery – in sympathy with the Recovery Approach.  The Recovery Approach was developed in the 1990’s in response to the realization that people with mental illness needed more than just symptom relief. See Repper & Perkins (1993) and Allott et al. (2002) for a fuller account of the approach.  The consequences of mental illness include reductions in personal and social functioning that require attention if a person is to truly recover.  The Recovery Approach encourages holistic healing in an atmosphere of hope and optimism.  At Woodhaven, Psychological Services focus on one aspect of the Recovery Approach often referred to as a “Turning Point” or Awakening stage (Allot, Loganthan & Fulford, 2002).  The Turning Point is the point at which a person discovers that they can once again play an active role in their lives.  This helps them rediscover a sense of self and gives hope that their future will not be controlled by their illness. 
Recovery is an attitude (Deegan, 1996), therefore, in order to evaluate it, attitudinal measures must be used.  In keeping with both the Recovery Approach and that of Psychological services at Woodhaven, it was decided that the main attitudinal measures would be self-efficacy and locus of control.  High self-efficacy is important to recovery as it helps a person become an active agent, thereby enhancing sense of self and giving hope for a more functional self (Davidson & Strauss, 1992).  Bandura’s (1977) theory of self-efficacy postulates that efficacy expectations determine whether coping behaviour is activated, how much effort is expended and for how long.  Increasing efficacy also encourages forward momentum as people raise their expectations of what they can achieve.  The theory has repeatedly been proved true as high self-efficacy is related to positive therapeutic outcomes (review by Gecas 1989).  Therapeutic work at Woodhaven places a strong emphasis on learning to cope with adverse emotional states.  Therefore, a specific measure was designed to measure self-efficacy in this area and to determine whether clients had increased their repertoire of emotional coping strategies.  It is hoped this will prove to be a valid measure that can be developed for further use.  The Recovery Approach emphasizes the need for service users to take personal responsibility for their recovery.  Rediscovering the self as a responsible agent builds self-esteem and motivates coping efforts (Davidson & Strauss, 1992).  An internal Locus of Control is also linked to increased participation in treatment (Malin, 2002).  For these reasons it is important to increase internality in service users at the Turning Point.           

Finally, a visual analog scale was included to measure whether or not service users were achieving their aims in therapy.  The Recovery emphasis on patient centered care encourages professionals to recognize the importance of service users’ goals, and research also shows that self generated goals increase self-efficacy, sense of internal control and self-esteem (Siegert & Taylor, 2004).  For this reason the goal setting visual analog scale was used as a measure of good practice at Woodhaven.      

The literature review led us to hypothesize that, following limited psychological intervention: a) self-efficacy, locus of control and emotional coping scores will rise; b) participants will report more confidence in the use of emotional coping strategies: c) the visual analog scale will show movement towards goal attainment.  We did not expect to see large differences in attitudes because the Turning Point is only the starting point from which these traits develop.    

 METHOD

Participants

The sample consisted of 14 in-patients, 13 from the acute ward and 1 from the intensive care unit (PICU) at Woodhaven.  The sample consisted of 7 males and 7 females.  Females were aged between 26 and 50 years old (mean age, 42 years); males were aged between 21 and 60 years old (mean age, 43 years).  Diagnoses included depression, personality disorder, schizophrenia and other psychoses.  

Intervention

Patients received the brief CBT therapy, with a focus on emotion and coping skills, described in the “Woodhaven Approach” and subsequent sections of the Introduction.  In addition to this, patients were receiving Occupational Therapy input and psychopharmacological intervention.  Intervention length varied from 1 to 8 sessions.  The length of intervention was dependent on the length of admission.  Each session lasted approximately one hour.

Measures

Mental Health Confidence Scale (MHCS): (Carpinello, Knight, Markowitz & Pease, 2000)

The MHCS measures self-efficacy in relation to mental health.  It is a sixteen item scale that measured three factors:  optimism, coping and advocacy.  For each item scores are indicated on a 6 point Likert scale ranging from 1 being “not confident” to 6 being “very confident”.  Total scores are gained by the sum of the items.  It has high construct validity and low error variance making it a reliable measure.  

Locus of Control of Behaviour Scale (LCB): (Craig, Franklin & Andrews, 1984)

The LCB scale is a seventeen item scale focusing on perceived control over mental health problems.  Each item is rated using a 6 point Likert scale ranging from 0 being “strongly disagree” to 5 being “strongly agree”.  The scale is a reliable and valid measure with clinical samples.

Goal Setting

The aim of this tool was to measure the extent to which the individual had been able to achieve a goal chosen by them as a result of the intervention.  The most fully researched tool for such ideographic measurement is probably the Personal Questionnaire (Shapiro 1961; and Chalkley & Mulhall, 1991).  As this can be cumbersome to administer, the visual-analogue line method of recording used by Hall and Baker (1994) in their observational evaluation package, REHAB, was employed as a compromise. This measure consisted of two separate forms, one for before intervention and one for after intervention.  The before form (i.e. goal setting form 1.) allowed the individual to specify their own goals for the psychological intervention, with provision for behavioural description of the current and desired situations.  After the intervention, they marked on a 10cm line how far this situation had been reached on goal setting form 2.  This translated into a numeric score by measuring the distance in centimeters along the line to the mark.  No change would therefore be ‘0’cm, and goal attained, ‘10’cm. See Figure 2. for a graphic illustration of the 10cm line used in the study. A final open question was included underneath this scale for individuals to note changes that had occurred.   

______________________________

Insert Figure 2. here
Living with Emotions

The Living with Emotions measure was designed for this research.  It consisted of three questions looking at confidence in coping with and expressing emotions.  Each question is scored on an 11 point Likert scale.  The scales range from 0 being “not at all confident” to 10 being “extremely confident”.  Total scores were calculated using the sum of the items.  The measure also included a fourth closed question asking about efficacy of techniques for coping and an open question concerning which techniques are most useful.  Reliability testing for the emotion expression scale revealed high reliability co-efficient (.84) and good internal consistency (.51). 

CORE: (Evans et al., 2000)
The CORE is a measure of pathology in mental health patients.  The questionnaire consists of thirty-four questions measuring four factors: Problems/ Symptoms, Life Functioning, Subjected Well-being and Risk.  A total CORE score is also calculated from the sum of these 4 factors. Each question is scored from 0 to 4, ’0’ being “not at all” and ‘4’ being “most or all the time”.  Scoring is reversed for eight questions. Data was received for eight participants.  The total mean CORE score was 2.08 (standard deviation, 0.91, range 0.56 to 3.12) from these eight participants which indicate significant clinical pathology. 
Procedure

Participants were approached after referral to Psychology.  Information on the process of data collection and confidentiality was given, and then verbal consent was obtained.  The participants then filled out the first battery of questionnaires (all measures, and goal setting form 1.) and were offered assistance with reading and understanding words within the questionnaires.  When therapy ended the participant was again approached and asked to fill out the follow up questionnaires (all measures except CORE, goal setting form 2.) with or without assistance.  

RESULTS

The results were analysed using SPSS. Due to the small sample size, primarily descriptive data is presented. However some Bonferroni adjusted dependent T tests were used to assess difference between pre and post therapy scores.
Self efficacy

A priori consideration led us to believe that the participants would have increased self efficacy following a period of psychological intervention, therefore, we expected the total scores on the MHCS to increase post therapy. The mean total scores for the MHCS (see Table 1.) show that post therapy scores are higher than pre-therapy scores. A dependent T test indicated these score differences were statistically significant (t (12) = -2.33; p< .0.019).
___________________________

Insert Table 1. here

As the results demonstrated a significant effect on the participants self efficacy, it was decided to explore what specific part of self efficacy was particularly affected by therapy. The MHCS explores three areas of self efficacy; ‘optimism’, ‘coping style’ and ‘advocacy’.  As the figures in Table 1 demonstrate, ‘coping style’ was the only sub-scale on the MHCS that increased post therapy. 

A Dependent t test confirmed this and showed that the participants’ scores, pre therapy, on the ‘coping style’ scale were lower than their post therapy scores; t(12)=-3.11; p<0.009. 

Locus of Control

It was expected that post therapy scores on the LCB would increase in terms of internal locus of control. The mean scores for the two groups (see Table 1) support an increase in the reported internal locus of control. A Dependent t test confirmed lower pre therapy scores on the internal locus of control scale than post therapy (t (11) =-2.93; p<0.014).  No significant level of change was found on the level of reported external locus of control.
Living with Emotions 
A reported increased ability to express emotions was expected post therapy.  A Dependent t test confirmed lower pre therapy confidence scores in expressing emotions than post therapy  (t (13) =-2.82; p<0.015) as measured by the “Living with Emotions” questionnaire (see Table 1 for mean scores and standard deviations). This suggests that the participants reported more confidence in expressing their emotions post therapy. 

Coping strategies for dealing with emotions were a further essential element in this programme.  It was expected that participants would report more ability to use coping strategies post therapy.  The total mean scores for the using coping strategies as measured by the “Living with Emotions” questionnaire (see Table 1.) suggest that this was the case. A Dependent t test confirmed this and showed that pre therapy, participants reported lower scores for strategies to cope with emotions compared to post therapy (t(13)=-3.05; p<0.009). 

 Goal setting 

A central aim of this therapy was to facilitate realistic goal setting and the ability to achieve those goals. Only one of the fourteen participants was unable to set themselves a goal before therapy commenced. Analysis shows that 57.15% of participant’s met at least one of their goals completely. However, 42.85% of participants felt that none of their goals were achieved at the end of therapy. 

Although participants may not have reached their goals completely, the goal setting measure used allowed for measurement of how close they were to reaching their goals post therapy. It was expected that they would report feeling closer to reaching their goals at this time and the mean scores suggest they were closer to achieving their goals post therapy. 

A Dependent t test confirmed this and showed that post therapy, participants felt that they were closer to achieving their goals than pre therapy t (13) = -3.65; p<0.003. 

DISCUSSION

 This paper makes the case for a CBT service within the in-patient setting and provides a detailed exposition of one way in which this can be achieved.  As such, it is an example of "Practice based evidence", which may compliment the more rigorous "Evidence based practice", so that innovations can be encouraged and monitored.  The modification of the CBT approach for the particular constraints of the inpatient environment is based on cognitive theory (Interacting Cognitive Subsystems).  This demonstrates the option open to the profession of clinical psychology to return to its theoretical roots when faced with a particular clinical challenge. 
The small number of completed measures severely limits the scope of the study in any scientific sense.   A larger number of individuals received therapy and completed the Time One measures, but the problems of sudden and often unexpected discharge which are part of the working conditions of an Acute In-Patient Unit, a proportion of whose beds were open to people outside the immediate area, meant that many of the second sets of questionnaires went uncollected. Data collection is continuing, as is the development of the approach. 

Despite these limitations, because of the paucity of publication in this area, data suggesting that this approach is achieving what it has set out to do is significant.   In the past, the extent of the challenge has often meant that psychological approaches are postponed until the person is discharged into the community.  However, the Recovery influenced philosophy outlined in this paper suggests that the time of crisis, represented by hospital admission, is the right time to facilitate the individual to make sense of their situation, and to take responsibility for their mental health difficulties. The results from the study do suggest that the Psychological Services at Woodhaven were achieving these aims.  Service users are showing increased self-efficacy and internal locus of control in regards to mental health and emotion regulation.  The results also suggest that Woodhaven is achieving its aim of developing an ethos of Recovery within Psychological Services.  The emotional coping measure developed for this study proved to be a reliable measure in this limited application, and as there are very few measures for emotion regulation it may be useful to further study and develop the measure for wider use.  The evaluation continues and there are plans for further research, involving follow up interviews with people who have received the intervention when in-patients some time after discharge.  In this way, it is hoped that the next paper will include qualitative as well as quantitative data.  A further development will be to introduce an element of control, by administering questionnaires to individuals who do not receive input as well as to those who do.  This element was also lacking in the present study.
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Figure 1:  A Typicial Formulation Diagram


[image: image1]
WAYS FORWARD

Don’t let the feelings be in control: YOU ARE IN CHARGE

Do things despite the feeling

Breathing and mindfulness to get back to the present

Use the energy of the anger positively

 Figure 2:  Visual Analogue Scale

(Please note example is not to scale)
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Table 1. Means scores and standard deviations pre and post therapy

	
	Pre therapy
	
	Post therapy
	

	
	Total Mean
	Standard deviation
	Total Mean 
	Standard deviation

	Mental Health Confidence Scale

	*Total score
	50.17
	13.69
	59.42
	10.44

	Optimism
	20.54
	5.78
	21.31
	6.06

	*Coping
	18.46
	7.63
	23.54
	6.28

	Advocacy
	10.00
	2.58
	11.69
	3.09

	Locus of Control

	*Internal
	21.25
	4.73
	25.25
	2.42

	External
	40.42
	7.32
	39.75
	6.78

	Living with my emotions

	*Confidence
	12.57
	5.79
	16.29
	6.03

	*Strategies
	5.14
	1.79
	9.93
	5.20

	Goal Setting Questionnaire

	*Client’s perception of how close they were to reaching their goals
	4.07
	.28
	6.71
	2.79


   *denotes statistical significant difference in pre and post therapy scores at a p<0.01 level. 
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