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Abstract (197 words)

Despite its demonstrated clinical and economiccéiffeness, access to Cognitive
Behavioural Therapy for psychosis (CBTp) in routomactice remains low. The UK National
Health Service (NHS England) Improving Access tgcRslogical Therapies for people with
Severe Mental lliness (IAPT-SMI) initiative aimsdddress this problem. We report 14-
month outcomes for our psychosis demonstration site

Primary and secondary care and self-referrals s&eened to check the suitability of the
service for the person. Psychotic symptoms, distriesrvice use, functioning and satisfaction
were measured before and after therapy, by traasedssors. User-defined wellbeing and
goal-attainment were rated sessionally.

Access to CBTp increased almost threefold (201at2pted referrals/year n=106; 2012/13,
n=300). The IAPT-SMI assessment protocol provedifda and acceptable to service users,
with paired primary outcomes for 97% of closed sa3&erapy completioreb sessions)

was high (83%) irrespective of ethnicity, age aeddgr. Preliminary pre-post outcomes
showed clinical improvement and reduced servicewigk medium/high effect sizes. User-
rated satisfaction was high.

We conclude that individual psychological intervens for people with psychosis can be
successfully delivered in routine services using/dil approach. High completion rates for
paired outcomes demonstrate good user experielmeatimprovement, and potential

future cost savings.

Keywords: schizophrenia; cognitive therapy; CBErtpy outcome



Introduction

Psychosis is a mental health condition charachsgeunusual experiences such as hearing
voices that others cannot, or holding beliefs whatlirers consider unusual. The experiences
often cause significant distress and disabilitydAssis exacts a high societal cost (Andrew,
Knapp, McCrone, Parsonage, & Trachtenberg, 201i#), mcreased risk of physical health
problems, and early mortality (Chang et al., 20M8dication is only partially effective: up
to 40% of service users experience persistentdsitng positive symptoms; over a third
experience disabling concurrent affective disordansl two thirds experience persisting
negative symptoms of amotivation and apathy (Nafiémstitute for Health and Care
Excellence, NICE, 2014). Suicide rates are up &ua/times greater compared to the

general population (Dutta et al., 2010).

Cognitive therapy for psychosis (CBTp) is an adiateof CBT for emotional disorders,
tailored to the specific needs of people with psygth It draws on cognitive models of
psychosis to identify and intervene with the psyabital processes that are maintaining
distress and impeding recovery, and to promotedividualised and helpful understanding
of the experience of psychosis. Therapy is taildoegersonal recovery goals, and
exceptional care is taken to foster a therapeatationship that is genuinely collaborative,
empowering, and characterised by explicit warmtsifpre regard, and transparency (e.g.

Johns, Jolley, Keen, & Peters, 2014).

There is robust evidence for the positive impadCBiTp on positive symptoms, distress and
functioning compared to routine care. Improvemexs been demonstrated in both formal
research trials and routine services, with penscgef effects at follow-up and high service

user satisfaction with therapy (e.g. NICE, 2014gPeet al., 2010; Lincoln et al., 2012;



Morrison et al., 2004; Miles, Peters, & KuipersPZD There is, however, a need to
strengthen the evidence base for CBTp compared &bternative therapy and effect sizes

remain modest (Jauhar et al., 2014).

CBTp is cost-effective, resulting in net savinghealthcare costs of up to £2.3K, once the
cost of providing therapy has been accounted f6CEN2014), arising primarily from
reductions in the rate and duration of inpatiemh&gions. International clinical guidelines
now recommend that people with psychosis are aff@®Tp (Gaebel, Riesbeck, &
Wobrock, 2011). In the UK, the updated NICE guidarecommends that people with
psychosis are offered CBT at the earliest oppartuprior to the onset of frank disorder, and

at each recurrence of symptoms (NICE, 2014).

Despite the powerful evidence base, and high leMat®ensumer demand, psychological
therapies are not readily accessible for people pstchosis, with reported delivery rates in
routine services of 10% (The Schizophrenia Commiss2012). Key limiting factors include
unclear referral pathways; prioritisation of oth@erventions; and restricted therapist
capacity with poor access to training, support suqgkrvision within services (e.g. Shafran et
al., 2009). The UK Improving Access to Psycholobidzerapiedor people with Severe
Mental lliness (IAPT-SMI) pilotnitiative is designed to identify and overcomesie
obstacles, building on the success of IAPT servicepeople with anxiety and depression
(Clark et al., 2009; Gyani, Shafran, Layard, & ®|&013), as part of the Department of
Health’s four-year plan to increase access tonglkinerapies (DH, 2011). There are six
demonstration sites, offering NICE-recommended Ipsipgical therapies to people with

bipolar affective disorder, personality disorderpsychosis. Here we report on the



implementation of CBTp in the first operational yéH11/12 to 31/12/13) of the South

London and Maudsley NHS Foundation Trust (SLaM)cpsgis demonstration site.

Method

Service context

SLaM serves four London boroughs, each with higésraf diversity (50-60% Black and
Minority Ethnic groups, Office for National Staiist, 2012), population movement, drug
use, crime, socio-economic deprivation, and psyishosidence. SLaM is part of the King’s
Health Partners Academic Health Sciences Centresarvices are provided within Clinical
Academic Groups (CAGSs), with the aim of developspgcialist practice. The Psychosis
CAG provides care for about 7,000 people with pegdd) at all stages of the condition,
across four Care Pathways: Early Intervention (Etpmoting Recovery (PR), Complex
Care, and Acute Inpatient Care. The IAPT-SMI pigodverseen by PICuP (Psychological
Interventions Clinic for oUtpatients with Psychgsisthe El and PR pathways, operating
alongside existing psychological therapy provisama the multidisciplinary Community
Mental Health Teams (CMHTS). The PR pathway sepesple with established
schizophrenia spectrum diagnoses, or with psyclsgtigptoms in the context of bipolar
affective disorder. The El pathway sees people witinst presentation of psychotic
symptoms, which may reach the criteria for a raviggiagnoses. Psychological therapists in
routine services work sessionally in IAPT-SMI atayether with four NHS England funded
therapists, the full therapist complement of th&ise is ten whole time equivalents (UK
Agenda for Change bandings 7 and 8). All participaave consent for their measures to be
used pseudonymously, in aggregate, to evaluateetivice, and the service evaluation was

approved by SLaM’s audit and evaluation committeé PSYCHLO-13-18).



Referrals

The IAPT-SMI service is designed for service useth psychosis whose needs can be
appropriately met within a psychological therapyvse (i.e. people who are likely to opt-in
to a sensitively offered talking intervention artttad reasonably reliably, and who do not
currently present with very high levels of riskabraotic behaviour). Referrals are accepted
from primary and secondary care, with a self-refleoption. Medical and social care needs

are managed by the CMHT or in primary care durivegapy.

Assessment

All referrals are screened by clinicians within gegvice to ensure referral criteria are met.
Accepted referrals are contacted by an indeperass@ssor (a graduate psychology
assistant), trained in discussing therapy sengjtaved in making assertive attempts to
engage service users. People choosing to optthreteervice are offered a pre-therapy
assessment at a time and location to suit themes&ssents usually take place over a single
session, and therapists offer a first therapy agpuwnt as soon as possible following
assessment. Independent assessments are repdateg-aonths and at the end of therapy.
Sessional measures are completed at every meptmgging the service user agrees, with

the therapist’'s help if needed.

Therapy

Therapy is offered flexibly to suit the person’sds, aiming for a minimum of 16 sessions in
line with NICE guidance, and a maximum of 30 sassi&essions last approximately an
hour, and are usually offered at weekly to forttligintervals, over six to nine months.
Therapy is individualised and formulation based,dnheres to published manuals and the

CORE CBTp competence framework (Roth & Pilling, 2Dt terms of central principles,



structure, and techniques employed. Location islile to suit the individual, but is usually

in the referring team’s base or a central clinigp&vision is provided weekly to fortnightly

in groups of 3-6 therapists for 1.5 hours, withtiayhtly to monthly individual supervision.
Supervisors are senior clinicians with betweenrdd 20 years of experience of training
therapists and of providing therapy within randagdisontrolled trials. Therapists are trained
to competence, using evidence-based assessmeatkatnce and competence (Fowler,
Rollinson, & French, 2011); training is usually 22-months of post-qualification,

postgraduate study (Jolley et al., 2013).

Measures

One of the demonstration site aims was to pilotin@uoutcome monitoring, including

activity (referrals, waiting times, attendance);fpamance (clinical and functioning
outcomes and service use); user experience arsfiesditon. The IAPT-SMI clinical

outcomes battery comprised the four measures ltéxlv, together with patient experience,
satisfaction and feedback questionnaires, an&tieqol group’s EQ5D (1990jeasure of
Quiality of Life, which will be reported in a septgaconomic analysis. We additionally
report outcomes on th@linical Outcomes in Routine Evaluation-10 (COREB#rkham et

al., 2013) which generates a mean total distress score loasth items, each rated from 0O
to 4, ranging from 0 (low) to 40 (severe). Psychtriog are good, and changes of 5 points or
more are considered reliable. Functional outcomenated according to IAPT criteria as
engaged in meaningful activity (in a work, domestimuntary or academic setting) or
unoccupied. Demographic and service use data vedlexted by self-report and, for existing
users of SLaM services, from the clinical recoren&e use data collected during the first 14
months comprised the duration of mental healthtiepaadmissions (occupied bed days,

OBDs) and the number of days in contact with astesam (crisis team days, CTDs),



calculated as a mean/person/month. Self-reportedo#ty was dichotomised into Black and
Minority Ethnic (BME) or other group (non-BME). Usexperience was rated using six
items on a five point scale from 1 (all of the time 5 (never), with a total score ranging
from 6 (positive) to 30 (negative). Satisfactionswated on a five point scale from 1 (very
dissatisfied) through 3 (indifferent) to 5 (verytished). The Friends and Family Test (DH,
2013) rated likelihood of recommending the servican 1 (extremely likely) to 5
(extremely unlikely). A pilot group of service userompleted feedback specifically on the
use of measures in the IAPT-SMI service, usingadesitcom 0 (extremely unhelpful) through

5 (neither helpful nor unhelpful) to 10 (extremakipful).

IAPT-SMI clinical outcomes

1. Choice of outcome in cognitive therapy for pgges (CHOICE; Greenwood et al., 2010;
2012)

An 11-item shortened version of this user-definettome measure is completed sessionally.
Each item is rated from O (worst) to 10 (best)|diiegy a mean total score ranging from 0 to
10. Because of its high correlation with a rangenefisures of affective disturbance
(Greenwood et al., 2010) and user-led design, tH@ICE was determined centrally and a
priori as the primary outcome measure for the psgishdemonstration sites, and reliable
improvement/deterioration similarly predeterminschachange ¢#1.45 in mean total score.
The short version was developed specifically fer WP T-SMI initiative, based on the
highest loading items from the 34-item measurertrdter, internal, and test-retest reliability

for the new measure are all good, as is criteralidity (Greenwood et al., 2012).

2. Warwick-Edinburgh Mental Wellbeing Scale (WEMWBShnant et al., 2007)



Fourteen positively phrased items are rated frdmohe of the time) to 5 (all of the time),

yielding a total score ranging from 14 to 70. Théhars report good internal consistency,
test-retest reliability, content and criterion datly for mixed groups (Tennant et al., 2007).
Sensitivity analyses suggest a change of threeooe o represent meaningful clinical

change (Maheswaran, Weich, Powell, & Stewart-Bra@di,2).

3. Work and Social Adjustment Scale (WSAS, MuralksviShear, & Greist, 2002)
Five items rate functional impairment from 0 (loww)8 (very severe) yielding a total score
from 0-40. The authors report good psychometries sample with affective disorders; with

a score of 13 considered to represent reliablegdan

4. Psychotic Symptom Rating Scales (PSYRATS - HaddaCarron, Tarrier, & Faragher,
1999).

This multidimensional structured interview measofrgoices (11 items) and delusions (6
items) is completed only by individuals with a rechistory of the relevant symptom (during
the last month). Each item is rated for increasiegerity from O to 4 over the last month.
Psychometrics are very good, with perfect inteerratliability reported in the original
development study (Haddock et al., 1999). Voice44])) delusions (0-24) and %PSYRATS

((voices total/44 + delusions total/24) x 100) esoare reported.

Analyses

Descriptive statistics were calculated for all tnastending an assessment. Total scores were
prorated if two or fewer items were missing, anteotvise excluded, with sample size
reported for each variable. Outcomes were repdaiedll closed cases from the start of the

service on 1/11/12 to the reporting date of 31/22¢bmparing baseline to the most recent



assessment (last session, end or three-month amsds$. Therapy dropout was defireed
priori according to IAPT-SMI agreed criteria, as attegdewer than five sessions.
Demographic differences in completion rates andaues were investigated using both an
eight category ‘access group’ variable (2x2x2; agg yearst35 x BME/non-BME x

gender) and BME status alone. Primary clinical onte (CHOICE) and service use (OBDs,
CTDs) data were collected for all cases; functignsatisfaction and secondary clinical
(CORE-10, WEMWBS, WSAS, PSYRATS) outcomes weresmbéd for those attending a
formal post-therapy assessment, and, for the PSYRéxly, those with a history of the
relevant symptom. Paired-sample t-tests (McNenstrfee the binary functional outcome
variable) were used to assess the significancearige in outcomes (CHOICE mean score,
service use (x2, OBDs, CTDs), functioning and tlkesescondary outcome measures) during
the course of therapy and within-participant ef@ezes (ES, Cohen’s d) were calculated
using the pooled standard deviation (i.e. usingaoiet post means combined) to minimise
inflation of effects. Chi-squared tests (ES: Cradm¥), t-tests (using a Satterthwaite
adjustment when the assumption of equality of veeavas violated) and ANOVA (ES.:
Cohen’s d) were used to investigate variation ittames according to therapy
completion/dropout (for CHOICE (mean score, rekatthange) and service use only),

current psychotic symptoms, access group, and Bislids

Results

Referrals and therapy completion

Of all referrals for CBTp (n=367), the service veasisidered unsuitable for only 13% of
cases (n=49). Reasons for referrals not being &edeyere: i) no psychosis presentation
(either current or historical, n=22); ii) needsigade priority involvement of a CMHT, or

other service not currently being provided (e.ghhiisk, acutely unwell, n=14); iii) person



offered therapy outside IAPT-SMI, therefore refemalonger relevant (n=9); iv) out of
catchment area (n=2); vi) other (n=2). At the tiofieeporting, 84% of accepted referrals had
opted-in (been contacted and agreed to an assas&m#rerapy). Of those opting in, 88%
had completed an assessment. The time from reteragdt-in was 31 (SD=26) days, and
from opt-in to assessment, 11 (SD=8) days. Refeaadl attrition are illustrated in the

service consort diagram in Figure 1. Demographetcaimical characteristics of those
attending for an assessment are shown in Tabledrapy had been offered to 81% of people
assessed with 65 closed cases: 54 (83%) completeapty; 11 (17%) dropped out of therapy
(received <5 sessions). For closed cases, theftomeassessment to therapy was 39
(SD=36) days. Completers received an average 6fsessions (SD=7.4) over 5.8 months

(SD=2.4). Those dropping out received 2.8 (SD=4€ksions over 2.2 (SD=1.3) months.

Figure 1 and Table 1 here

Primary clinical outcome (CHOICE)

Paired completion rates for the CHOICE were 97%6®8)=Therapy completers improved
during therapy, showing greater and more reliailgrovement than dropouts, with higher
final session scores (t=2.8, df=61, p=.006; Tabl&d®o therapy completers showed reliable
deterioration on the CHOICE (mean score reducedlld5): one reported high satisfaction,
with unreliable improvement on the WEMWBS (meanredacreased by <3), and unreliable
deterioration on the CORE (mean score reduced bpr® WSAS (mean score reduced by
<13); one reported dissatisfaction, but showed mgéul improvement on the WEMWABS,
and unreliable improvement on the CORE and WSA&hBeshowed any change in service

use, functioning or PSYRATS scores.



Table 2 here

Service use

Paired service use data were available for alippants. Average use/person/month in the
year preceding therapy was 0.9 OBDs (SD=2.2) aAdC0Ds (SD=0.6). A quarter (24.6%)
of closed cases had an admission and/or crisis teatact. Service use during therapy
reduced to zero, with no difference for therapy ptaters compared to therapy dropouts
(OBDs: unequal variances t=1.4, df=11.7, p=.2; CTtB8.8, df=63, p=.4). Pre-post effect
sizes were medium (n=65; OBDs: mean change=0.9¢e@&D=1.6, ES(d)=0.6; CTDs:

mean change=0.2, Pooled SD=0.4, ES(d)=0.5).

Functioning outcomes

These were collected post-therapy for 61% of clasees (n=40), all therapy completers
(representing 74% (40/54) of those completing ggraAt the start of therapy, 35% of
completers were engaged in meaningful activityitidyend of therapy, 48% were engaged in
meaningful activity. Improvement (from unoccupiedieaningful activity) was reported by
23% (n=9), no change for 67% (n=27), and a redodhactivity (from meaningful to
unoccupied) for 10% (n=4). The change in scoresidideach significance (related samples

McNemar test, p=.3).

Satisfaction ratings

These were completed by 61% of closed cases (nad@in all therapy completers (Table 3).
Mean total user experience score was 8.2 (SD=amgjer 6 (highest possible) to 17). The
pilot feedback group (n=29) rated the measuresativees helpful (Mean=6.9, SD=1.7), with

only one ‘unhelpful’ (4) rating.



Table 3 here

Secondary clinical outcomes

Nearly 70% of closed cases (n=45) completed secgmtiaical outcomes, all therapy
completers (representing 83% of completers; Tapldust under half of closed cases
reported recent psychotic symptoms (46%; n=30pfathese completed therapy; five
therapy completers with psychotic symptoms didaoohplete secondary measures (21%).
Therapy completiomy{=0.4, df=1; p=.7), outcomes (F values <35values <5.0; p values
>.1) and satisfaction (t<0.5, df=3¢%values <3.5; p values >.3) did not differ accogdia
psychotic symptom status.

Table 4 here

Access group and BME status

Completion and dropout rates did not differ by asogroup*=4.8, df=7, p=.7) or BME
status §°=0.1, df=1, p=.7). No outcome measure (CHOICHEyiseruse, functioning, or
secondary clinical outcomes) differed, at baselimen change from pre to post, according to
access group or BME status (F values <4.1, p vah@s), nor did reliable improvemeng(
values <33, p values >.5). Experience and satisfacatings differed only on one item
(understanding and addressing difficulties), witbager satisfaction for young BME men
compared to older non-BME men and older BME wontgi@,32)=2.6, p=.03) and for BME

service users overall (F(1,38)=8.2, p=.007; otheewt values <3, p values >.1).

Discussion



Our aim was to demonstrate increased deliverygif uality, evidence-based, clinically and
cost-effective, NICE- recommended, individual cayei behavioural interventions for
people with psychosis, in a routine secondary sating, using a systematic, IAPT

approach, with routine measurement of outcomes.

We were able to use additional, ring-fenced fundooncrease access almost threefold, and
to increase delivery at a rate of approximatelg@ges/whole time equivalent therapist/year.
The IAPT approach was feasible and acceptablerticseusers, with good satisfaction and
experience ratings. High primary outcome paired metion rates (97%) provide some
confidence in concluding that outcomes compareuealdy to those reported for IAPT
services for people with Common Mental Illinesséa#) wiedium to large pre-post effect
sizes across measures (e.g. Gyani et al., 2016 €al., 2009). Pre-post change in
secondary measures was comparable to other ragreestudies (e.g. Peters et al., 2010;
Morrison et al., 2004). Reductions in service usend) therapy, consistent with previous
findings, suggest cost-effectiveness. We haveetbsr, demonstrated the potential for
successful translation of the positive clinical @dnomic effects of therapy achieved in
randomised controlled trials to routine servicespdrtantly, we demonstrated access to a
group with rates of ethnic variation similar to slecof our culturally diverse catchment areas,

and found no demographic inequity in retentiorhierapy or in outcome.

We consider three main factors to have facilitategeased access. Firstly, we were
organisationally ready, with a history of strongnidal leadership in this area. Service
pathways were established; equity of access, etfates and outcomes were centrally
monitored; and managerial support for specialisaatiposis work, including the availability

of expert training and supervision, had resulted amitical mass of staff equipped to deliver



interventions to a high standard. Our readinesstrteat ring-fenced funding, the second
key facilitator, could be translated almost imméaljainto increased delivery, and that the
creation of secondary care posts dedicated saedglivering NICE-recommended
psychological interventions for people with psydsagas feasible. Therapist time was thus
protected from the competing demands of crisis mament and social care work in the
CMHT, whilst preserving close working links. Finglthe specialised nature of the service
meant that all staff, from assessors to supervisgse knowledgeable about the difficulties
facing people with psychosis, and how to accomnettese: for example, the need for
persistent, yet flexible and sensitive effortstga&ge; the use of reminders and prompts to

promote attendance; and resilience to unpredicatbd@dance and engagement.

We employed assistant psychologists to carry aragy assessments, which reduced the
burden on therapists, and the potential for cormpietf outcome measures to be

deprioritised by therapists in the face of otharical concerns. The independent assessment
also acted as a useful triage system, reducingrtieint of therapist time spent chasing
referrals who eventually opted out of therapy. Atl@nce at post-therapy assessment sessions
was good for completers (83%), but just under 76#@lfl closed cases, underlining the
importance of reliable sessional measurement irewicty a high rate of paired outcomes.
Service user feedback about the completion of ooaécmeasures was generally positive;
disseminating this information within our own seeifacilitated therapists overcoming their

own reservations about outcome measurement.

Limitations
The primary limitations of the evaluation are is\sce-specificity, and the uncontrolled

design. Referrals were accepted on the basis @ehwece being suitable to meet their needs;



not to represent a wider group, and the relatigetall number of closed cases at this stage
may limit the representativeness of the caseload &ithin the local context. The catchment
area is urban, and some recommendations may bagpbisable outside the inner city.
Assessments were not blind, which may inflate ¢$feend the primary outcome measure is
novel. Reported effects are pre-post and withirtigg@aint, with no control group. We cannot,
therefore, infer with any certainty that any changrepresentation occur as a result of
therapy; nor can effects be compared directly Wwétween-group single study and meta-
analytic effect sizes. Comparison between therapypteters and those who disengaged may
be limited by additional difficulties of the diseamjng group, unmeasured by our
assessments. Bonferroni correction for multiplénigqfour between-group; ten within-
participant tests of outcome) rendered two findingdonger significant; post-hoc
calculations suggest that this may reflect lackamker (CHOICE improvement: n=63,
adjusted alpha=.01, df=5; 80% power to defée@lues >15; PSYRATS-D: n=14; adjusted
alpha=.005; 80% power to detect pre-post ES >he Getween-group analyses of equity of
access only had sufficient power to detect lardeces, and the null findings should therefore

be interpreted with caution, pending replicatiomairger samples.

Implications

The challenge of IAPT-SMI is to replicate at scateroutine services, the effectiveness
achieved under carefully controlled conditionsesegarch trials by expert therapists, and to
demonstrate both what has been delivered, anchgadt. This is a difficult task: routine
services are not research trials; there are ray olelusion criteria, service users present with
complex, diagnostically indeterminate problems stadif work pragmatically and

eclectically, using an admixture of published ewitks experience, and case by case science

in practice. Nevertheless, our pilot has demoredrgtat an IAPT-SMI approach, whereby



psychological therapies are prioritised and systealéy evaluated, can operate effectively
within routine secondary services for people wilgghosis, and can reliably evidence good
outcomes. The implication for wider implementatisithat increased access need not depend
on a whole service transformation: our experiemms that once appropriate referral
pathways and expert supervision/support structamegstablished, the recruitment of well
trained therapists and assessors with ring-fenoeglwill result in increased, well evaluated,

cost-effective delivery.

Conclusions

Outcomes from the first operational year of the UAPT-SMI demonstration site show
that evidence-based, NICE-recommended individuathpdogical therapy interventions can
be successfully delivered in routine services, Witih paired completion rates and
preliminary evidence for the translation of goohiclal and economic outcomes. Primary
facilitators were ring-fenced investment in compétéerapy provision, adequate
supervision, and trained assessors, in the coofeedtablished service pathways and
governance structures, supported by strong cliteealership and management. The
framework delineated is potentially replicableriorm wider implementation and the
delivery, at scale, of cost-effective individualdrventions to improve recovery outcomes for

people with psychosis.
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Figure 1: Consort diagram showing referralsand retention over 14 months
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Table 1. Demographic and clinical characteristics of referrals

Variable

Mean age in years (SD, range)

Pathway

Early Intervention
Promoting Recovery

Gender

Male
Female

Ethnic group®

Black/Minority Ethnic (BME)
Non-BME

Access group®
Male
Age< 35 years
Female
Male
Age > 35 years
Female

Diagnosis

BME
non-BME
BME
non-BME
BME
non-BME
BME
non-BME

Schizophrenia spectrum (ICD F20-29)

Bipolar (ICD F30/31)
Psychotic depression
Other

Key: *One person preferred not to state their ethnid®D: International Classification of
Disease (World Health Organisation, 1992).

Al
(n=221)

37.9 (11.4, 18-70)

53 (24%)
168 (76%)

111 (50%)
110 (50%)

127 (58%)
93 (42%)

36 (16%)
22 (10%)
25 (11%)
13 (6%)
23 (10%)
30 (14%)
43 (19%)
28 (13%)

138 (62%)
18 (8%)
26 (12%)
39 (18%)



Table2: Primary clinical outcomes by therapy completion

Therapy complete Therapy dropout
(n=53") (n=10")
Mean (SD)
Pre Post Pre Post
CHOICE 4.8 (2.4) 6.4 (2.3) 4.6 (2.0) 4.2 (2.3)
Pooled SD 24 21
Pre-post t-test t=5.6, df=52, p<.001 t=0.9, df=9, p=.4
Change, ES 1.6 (2.0); ES:d=0.7(medium) 0.4 (1.5); ES:d=0.2($ma
Pooled SD 21
Between group t-test, ES t=2.9, df=61, p=0.005, ES: d=0.6 (medium)
n (%)
Any improvement 41 (77%) 4 (40%)
Reliable Improvemeht 29 (55%) 1 (10%)
No change 2 (4%) 0
Any deterioration 10 (19%) 6 (60%)
Reliable Deterioratioh 2 (4%) 2 (20%)
Between group’test, ES v*=11.4, df=5, p=.04 ES: Cramer’s V=0.4 (large)

Key: 'n=1 did not complete a CHOICE in each groda;change in mean score of 1.45 or
more on the CHOICEno longer significant following Bonferroni correeti; ES=Effect
Size; SD=Standard deviation



Table 3: Satisfaction ratings

Patient Experience Questionnaire and Satisfaction rating % responses (n=40)

Patient Experience At all times Most of the time

1. Did staff listen to you and treat your concesesiously? 85 15
2. Do you feel that the service has helped yotetteb

understand and address your difficulties? 63 28
3. Did you feel involved in making choices aboutryo
60 30

treatment and care?
4. Were you satisfied with the time you waitedytair first

. 72 21
and subsequent appointmerits?
5. On reflection, did you get the help that mattiet@ you? 58 33
6. Did you have confidence in your therapist argiter skills
and techniques? 85 13
Satisfaction? Very satisfied Satisfied
How satisfied are you with therapy? 51 39

Friendsand Family Test (FFT) % responses (n=30)°

Sometimes  Rarely/Neve

0 0
8 3
10 0

0
3 0

Indifferent Dissatisfied
2 7

How likely are you to recommend our service tonde and family if they needed similar care or treant?

Extremely likely Likely Neither likely nor unlikely  Unlikely Extremely unlikely Don’t know

83 17 0 0 0

Key'n=39; °n=41; *FFT score for this service=83, based on 30 respsnse

0



Table 4: Secondary clinical outcomes

Measure

CORE-10

WEMWBS

WSAS

PSYRATSV

PSYRATS-D

PSYRATS-
combined %

45
45
45
13"
14

19

Mean
(SD)

Pre- Post-
therapy therapy
16.0 10.8
(8.9 (7.2)
42.2 50.4
(22.9) (9.7)
16.6 12.8
(9.8) (10.3)
23.1 16.6
(8.6) (20.9)
15.6 115
(3.6) (6.3)
59.7 41.4

(12.1) (23.4)

Change
(SD, pooled)

5.2
(8.4)
8.2
(12.0)
4.2
(10.2)
6.5
(10.1)
4.1
(5.4)
18.3
(20.6)

Pre-post change
Paired t-test

t=6.1, df=44, p<.001
t=6.0, df=44, p<.001
t=3.0, df=44, p=.004
t=1.7, df=12, p=.1
t=2.8, df=13, p=.02

t=3.8, df=18, p=.001

ES(d)

0.6
0.7
0.4
0.6
0.8

0.9

Key: CORE-10: Clinical Outcomes in Routine Evaloat(10 item) Barkham et al., 2013;
WEMWABS: Warwick Edinburgh Mental Wellbeing Scakn(&nt et al., 2007); WSAS: Work
and Social Adjustment Scale (Mundt et al., 200&YRATS: Psychotic Symptoms Rating
Scale (Haddock et al., 1999); V: Voices; D: DelusipES=Effect Size; SD=Standard
deviation;'includes n=8 experiencing both voices and delusiéms longer significant
following Bonferroni correction.



