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PREFACE

Within the past year, research has confirmed that non-expert community
psychiatric nurses can safely and effectively deliver cognitive behaviour
therapy (CBT) to patients with schizophrenia and their carers (Turkington
et al., 2002). It is reasonable to expect that other disciplines within men-
tal health would achieve similarly encouraging results (Turkington &
Kingdon, 2000). Such interventions are greatly appreciated by patients and
carers, improve job satisfaction for the practitioner and lead to improved
insight and coping. It is now contended that case management should be
supplemented by such viable, high-quality psychosocial interventions if
improved outcomes are to be achieved for patients with schizophrenia
(Thornicroft & Susser, 2001). It certainly seems that low case loads alone
do not produce such outcomes, as the UK 700 study (Burns et al., 1999) has
demonstrated: how the increased time available is spent would appear to
be fundamentally, and not unexpectedly, important.

This pathway towards the application of CBT principles to their psychotic
patients has been trod by increasing numbers of community mental health
teamprofessionals over the last tenyears in theUnitedKingdom,Australia,
Canada and certain European countries. The dissemination of these tech-
niques in other areas has depended upon local initiatives and has often
lacked published case material to support enthusiastic practitioners; thus
the pressing need for this casebook. CBT is a collaboration between patient
and therapist, so to illustrate the variation that can occur, each chapter
begins with a description of a mental health professional’s own personal
development and training in CBT for psychosis. The contributors then de-
scribe a case to illustrate certain key principles, which are explained in
varying depths. The cases have been carefully chosen to give the early
practitioner a good feel for the process of therapy in a variety of differ-
ent psychotic presentations. A brief introduction to the general techniques
is given at the beginning of the book, and it ends with a discussion on
training, supervision and implementation issues.

The first case describes the key principles of working with a patient who
has a systematised, grandiose delusion which is antipsychotic-resistant.
Douglas Turkington, a psychiatrist, stresses the importance ofmaintaining
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collaboration, working up a formulation and generating interesting home-
work exercises. Laura McGraw, a community nurse (with the assistance
of Alison Brabban), describes her experience of introducing CBT to a pa-
tient whom she has known for many years. She describes the complexi-
ties for the patient and the therapist of making sense of their experiences
and of working towards a shared explanation on which reality testing
and activity scheduling can begin. Lars Hansen, a senior trainee psychia-
trist, shows how to work with hallucinatory experiences, some of which
are seen as pleasant and supportive by the patient. Isabel Clarke illus-
trates her model of therapy with a patient with long-standing problems
whom she met through her work as a senior clinical psychologist in a
rehabilitation service. David Kingdon, together with Nicky, shows how
practising consultant psychiatrists can integrate CBT into their workload
to produce improved quality of management—in this particular case by
understanding the link between Nicky’s underlying guilt and psychotic
symptoms.WithDamien, a process of therapy is clearly described for those
very difficult patients who abuse hallucinogenic drugs thereby exacerbat-
ing psychotic symptoms. Ron Siddle, a nurse therapist, shows us how to
work with those voices that command actions and are linked to depres-
sion. Such patients, unless effectively treated, are of course at high risk of
eventual suicide. Paul Murray provides a detailed description of a patient
who received a brief intervention as part of the Insight into Schizophrenia
study (Turkington et al., 2002), but nevertheless seemed to gain signifi-
cant benefits from it. Nick Maguire, a clinical psychologist, describes two
patients with paranoid delusions, and shows clearly not only how to help
the patients to recognise that their delusions are beliefs and not facts but,
in a guided discovery manner, to help the patients to test them gradually
in a real situation. His model for doing so is clearly explained. Pauline
Callcott, a nurse therapist, describes work with a very traumatised and
fearful woman using CBT for psychosis, combined with some of the treat-
ment methods used in post-traumatic stress disorder. This had mixed
results—symptoms improved but admission was necessary and remains
quite a controversial way of working with psychotic patients. Jeremy Pel-
ton, a nurse therapist with the Insight project, describes how to engage
the family as co-therapists and shows how beneficial that can be in im-
proving joint understanding and coping, which can be of real and last-
ing benefit to psychotic patients who, it would seem, can be helped to
move into ‘the real world’. The casebook should provide great encour-
agement to those mental health professionals who have always intuitively
believed that such interventions could be appropriate for the many pa-
tients experiencing severe mental health problems. We hope that by clear
case illustrations, and by describing the research evidence available, we
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may also help those who are more sceptical to understand why we be-
lieve these developments to be so important in the management of such
disorders.

Douglas Turkington
David Kingdon
18 December 2001





INTRODUCTION

“We can talk”, a major American journal announced in 1997: “Schizophre-
nia is no longer a disorder in which psychological approaches have no
place” (Fenton & McGlashan, 1997). Many people, including users of ser-
vices, their carers and staff, are now trying to understandwhy people who
are going through a troubled period in their life, feel or behave the way
they do, and think about frightening, confusing, depressing or distressing
matters. Irrespective of whether they are users or patients, carers, friends,
nurses, social workers, doctors or psychologists, it is important that they
have the capacity to control their emotions effectively. Some people seem
able to do this intuitively, but most of us need help. We hope this book can
provide some of that help by giving examples of how a variety of people
fromdifferent backgrounds have spent time trying to understand and offer
assistance in these circumstances.

People who have participated in the use of CBT—of one form or another—
will be described. This will include not only users or patients who have
experienced psychotic symptoms, but also those who have worked with
them as carers or therapists. Both groups vary considerably in their experi-
ences of symptoms and of using CBT with these symptoms. Participation
and collaboration in therapy has been an essential basis for any progress
that is seen. In their guided discovery of the experiences that have led to
their meeting for therapeutic purposes, the patient and therapist will both
have taken a lead.

Over the years, we have also been closely involved in training and super-
vising mental health workers and describe some of the positive and nega-
tive experiences involved. Similarly, the implementation of CBT in mental
health services has progressed and is gradually becoming embedded in
clinical services—but not uneventfully. Again this will be discussed and
evidence for the effectiveness of CBT in psychosis will be reviewed briefly.

Finally, we would recommend that you read one or more of the available
texts on CBT in psychosis, as they differ and complement each other in a

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.



2 COGNITIVE BEHAVIOUR THERAPY FOR PSYCHOSIS

variety of ways. Hazel Nelson’s book (1997) is thorough and detailed in its
description of therapy. David Fowler and colleagues (1995) have produced
a book which is enlivened by case studies and broad clinical experience,
while the text by Paul Chadwick and colleagues (1996) provides a very
clear exposition of the use of the ABC framework in CBT. Our own text
(Kingdon & Turkington, 1994) provides a theoretical basis for normalising
symptoms and working systematically with them. However, in case such
books are not readily available, we will present below a brief description
of the key issues.

TECHNIQUES USED

Basis in cognitive behaviour therapy

The use of CBT in schizophrenia has been drawn from Beck’s theory of
emotional disorders (Beck, 1976). It has been founded on a tradition of
evaluation, using experimental and research studies of defined therapeu-
tic techniques. These techniques are problem-oriented and are aimed at
changing errors or biases in cognitions (usually thoughts or images) in-
volving the appraisal of situations and modifying assumptions (beliefs)
about the self, the world and the future. The Cognitive Therapy Scale
(Young & Beck, 1980) is used in research studies to ensure fidelity to the
treatment model described by Beck and colleagues, but it is also a valu-
able tool in training. There have been adaptations to this for general use
(e.g.Milne et al., 2001) and also for use in psychosis (Haddock et al., 2001).
It describes the general therapeutic skills used in psychological treatment
and the more specific conceptualisation, strategy and techniques used in
cognitive therapy. The use of CBT in schizophrenia builds on these skills
and techniques, although there are some differences in emphasis.

General skills

The general therapeutic skills described are those that are applicable to
any psychological approach. They are aimed at enhancing what have been
described as “non-specific factors” (Truax&Carkhoff, 1967)—the develop-
ment of accurate empathy, non-possessivewarmth, unconditional positive
regard and non-judgementalism.

These skills also include agenda setting,which needs to be performedquite
sensitively with patients with schizophrenia. Developing and agreeing an
agenda may not be easy for them because of thought disorder, negativity
or preoccupation with delusions and hallucinations, and this may involve
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more prompting and suggesting, while retaining collaboration and elicit-
ing feedback, than would occur when setting agendas for patients with
different disorders. The agenda may even be implicit rather than explicit;
for example, an initial session usually concentrates on engagement and as-
sessment, so the agenda may simply be “to find out what problems you’re
having at the moment and begin to understand how they came about”.
Developing such understanding, displaying interpersonal effectiveness,
and collaboration are further general skills. Pacing and the efficient use of
time are important in engaging and retaining the patient in therapy. As si-
lences can be anxiety-provoking and increase symptoms they are generally
to be avoided but, on the other hand, patients need time to respond when
their concentration is impaired and the pace of sessions needs to be judged
carefully. The length of sessionsmay also need to be responsive to themen-
tal states of patients. If they are becoming tired or particularly distressed,
sessions may be wound down early. Occasionally if a complex delusional
system or a particularly sensitive area is being explored, more time can be
taken (within the constraints of the therapist’s working schedule).

Cognitive therapy differs from other therapeutic interventions in its man-
ner of conceptualisation and strategy, and the specific techniques, used.
The concept of guided discovery is very important when working with
patients with schizophrenia. Therapy is a journey of exploration into pa-
tients’ beliefs, understanding them and finding out more about them, as
far as possible,without preconceptions. That does notmean, of course, that
the therapistwill agreewith the conclusions that the patients have reached,
but he or she will understand how the conclusions developed, which will
be explained further in discussion of themanagement of delusions andhal-
lucinations. There is a focus on key cognitions; that is, “voices”, delusional
beliefs and behaviours—e.g. ways of coping with “voices” or avoidant
behaviour in response to delusions of reference. The use of an ABC formu-
lation can be valuable in clarifying the association between Antecedents,
Beliefs and Consequences and assist patients to review their voices and
beliefs constructively (see Chadwick, Birchwood & Trower, 1996).

A broad strategy for change is developed collaboratively with the patient
from a formulation. The formulation will include discussion of predis-
posing factors (e.g. early childhood experiences), precipitating factors (life
stresses, e.g. leaving home, adverse illicit drug experience) and perpetuat-
ing factors (e.g. continued unrealistic expectations and criticisms, or social
circumstances). The development of key symptoms and beliefs will form
part of this formulation.

The application of specific cognitive behaviour techniques will be de-
scribed. Patients with schizophrenia may find difficulty in collaborating
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with homework assignments and we tend to avoid the term. Instead we
discuss “finding out” about something (e.g. satellite broadcasts: if the pa-
tients believe that these are influencing their thoughts). Where patients
find difficulty with diaries, detailed recall of specific days can be used, e.g.
“Do you remember what you did yesterday?”, “What time did you get
up?”, “What time did the voices start?”, “Where were you and what were
you doing?”, “What were they saying?”.

Engagement

Developing a working alliance with patients with schizophrenia can be
difficult where they have paranoid symptoms or have had difficulties with
services in the past. They may not feel listened to and may expect you to
dismiss their beliefs as ‘mad’. However, when they find that the therapist
is interested in their symptoms, their content, what theymean to them and
how they have developed, engagement can be effectively secured. Studies
in this area consistently find that, once they agree to participate in a study,
less than 15% drop out. Engaging them in such studies or therapy can be
difficult but the opportunity to state their case about their beliefs is fre-
quently taken up with alacrity. This can be further improved by allowing
them to lead a discussion, where they are able to do so, taking their con-
cerns as primary—but prompting with known information when silence
occurs—with the ultimate aim of having sessions that are relatively re-
laxing and comfortable. When it becomes hard work or distressing, it is
generally better to pull back and use relaxation methods or casual conver-
sation to conclude the session. Sometimes the patients will want to work
through painful issues, but this needs to be carefully paced.

Tracing antecedents of symptoms

Understanding the circumstances in which delusional ideas or hallucina-
tions began, evenwhen theymay be 30 years previously, can be invaluable
in finding out why particular beliefs have arisen. For example, paranoid
delusions and hallucinations may have occurred for the first time dur-
ing a drug-induced psychosis (“bad trip”) and need to be relabelled as
originating with, although not currently caused by, that experience. Also,
voices may relate to a specific traumatic event that is often accompanied
by a depressive episode. A good conventional psychiatric assessment of
the personal history can allow the pathological process to be charted using
“guided discovery”. This is particularly important for patients who have
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been ill for a number of years, as the mists of time have often obscured
the original precipitants. A direct approach—“When did you first think
that. . . .” or “Whenwere you last well or OK?”—may elicit the information
needed, butmay sometimes be less successful where distressing events are
involved. Developing the story through personal history—beginningwith
birth and progressing to childhood, adolescence and the period preceding
illness—may, by association, drawout the relevant precipitantswhere they
exist. Accounts from relatives, clinical records or family doctor notes may
be useful to prompt the patient. There remain a small number of patients
who are unable to locate specific precipitants but can be overcome by the
minor stresses of life.

Understanding patients’ explanations

Patients use a variety of explanations for their symptoms, and these
are elicited. Romme and Escher (1989) found that people who experi-
enced auditory hallucinations described them as being caused by “trauma
repressed”, “impulses from unconscious speaking”, “part of mind expan-
sion”, “a special gift or sensitivity”, “expanded consciousness”, “aliens”,
“astrological phenomena” and, more rarely, “a chemical imbalance or
schizophrenia”. To this can be added spiritual beliefs (“God or the Devil
speaking”) and technological explanations (satellites or radar, etc.).

Tounderstandpatients’ explanations itmayfirstbenecessary toallowthem
to lead and explore the models of their mental health problems. It is often
helpful to normalise, but this is not to minimise or be dismissive of their
symptoms. A vulnerability/stressmodel is useful in explaining the illness,
and is credible scientifically. Some patients have vulnerabilities that may
havebeen inheritedor causedby somephysical effects on the brain, and the
presence of stressful events (whichmight include chemical interaction, e.g.
illicit drugs or viral illness) which may have precipitated the illness. For
some people their vulnerability is very low, but the stress they have expe-
rienced has been high and overwhelming. Others seem very vulnerable to
stress, and illness precipitates readily.

Alternative explanations for specific symptomsmaybedeveloped through
discussion. Prompting the patients may be necessary, but the more the pa-
tients are able to provide their own alternative explanations themore likely
they are to accept them. Anxiety symptoms are frequently misunderstood;
e.g. the thought that ‘my boss is controlling my mind’ can arise from the
giddiness associated with hyperventilation, or “I’m being shocked” from
paraesthiae.
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Delusions

Two factors appear important in delusion formation (Hemsley & Garety,
1986): prior expectation, i.e. “what you expect affects what you believe”;
and the current relevant information provided by the environment, i.e.
“the events occurring at the time and circumstances you find yourself in”.
Workingwith delusions involves establishing engagement, tracing the ori-
gins of thedelusion, building apicture of theprodromal period, identifying
significant life events and circumstances, identifying relevant perceptions
(e.g. tingling, muzziness) and thoughts (e.g. suicidal, violent), and review-
ing these negative thoughts and any dysfunctional assumptions. Patients
are particularly prone to taking things personally, getting things out of
context and jumping to conclusions.

The content of the delusion needs to be explored: the nature of the evidence
that the patient has assembled for the delusion; and the evidence he or she
can produce that seems to argue against the delusion. Alternatives are de-
veloped: “Are there any other possible explanations?”; “If someone said
that to you, how would you respond?”. The process continues by gentle
prompting: “What about . . . ?”, “Do you think just possibly . . . ?” Where
delusions are resistant or if the discussion appears to be going round in
circles, a technique described as inference chainingmay be valuable. How-
ever, if the patient is becoming agitated, distressed or hostile, discontinue the ses-
sion. Discussion with a cognitive therapist who is experienced in this area,
if available, may allow the recommencement of therapy. Inference chain-
ing can proceed through the factual implications of a belief, e.g. “If you
have a transformer in your brain, doesn’t it need electricity to work?” or
emotional consequences, “OK, I do have some problems with this belief
that you have . . . but if other people accept what you are saying, what dif-
ference would that make to you.” This can then be followed through to
specific concern, e.g. “I’d be respected”, “By whom in particular?”, “My
family”. These issues can then be worked with: “Although I may not be
able to accept your belief” (e.g. that you are the Jesus Christ), “I may be
able to help you to look at how you can gain the respect of your parents.”

Hallucinations

Working with hallucinations involves initial assessment of the relevant di-
mensions, i.e. conviction, preoccupation, distress, content, frequency and
pattern of occurrence. Any “voices” are discussed and differentiated from
illusionsanddelusionsof reference.Agreementwillusuallybe reached that
they resemble “someone speaking to you as I am doing now” (or perhaps
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shouting or mumbling). The individuality of the perception is established:
“Can anybody else hear what is said? . . . not parents, friends, etc.?” This
is agreed although it may involve the person checking with others about
whether they can be heard. Beliefs about the origin of voices are explored:
“Whydoyou think they can’t hear them?”Often the patient is unsure of his
or her origin or produces delusional beliefs. Techniques for delusions (see
above) can be used if appropriate. Possible explanations will then be ex-
plored: e.g. “it may be schizophrenia”. Stressful situations in which voices
can arise may usefully be described as they can help to normalise the ex-
perience, i.e. many people under certain forms of stress can hallucinate.
This can be induced through sleep deprivation (Oswald, 1984), sensory
deprivation states (Slade, 1984) and other stressful circumstances, such as
bereavement, hostage situations (Grassian, 1983), PTSD and severe infec-
tions. In other words, ‘voices can be stress related—because you hear them
does not mean that you are a different sort of person from everybody else.
When people are put under certain types of stress, e.g. sleep deprivation,
they may also hallucinate.’

The aim is to raise the possibility that voices are internal—the person’s
own thoughts. The analogy with dreams and nightmares may help with
this: ‘a living nightmare’. Medication and coping strategies, e.g. listening
tomusic, awarmbath, attending ‘Hearing voices’ groups (of other patients
who suffer similarly), then become more relevant. Also, exploration of the
content of voices can occur. Where this is abusive, violent or obscene, per-
hapsmaking commands, the voices are often related to previous traumatic
events or depressive episodes, and specific work can then be efficacious.
Voices may seem omnipotent (Chadwick & Birchwood, 1994) but: ‘Just
because a voice says something, however loudly and forcefully, does not
mean it is true . . . or that you have to act upon it.’

Thought disorder

Disorder of the form of thought, however caused, interferes with commu-
nication, and techniques have been developed for clarifying verbal com-
munication in these circumstances (Turkington & Kingdon, 1991). They
involve allowing patients’ speech to flow, then gently prompting them to
focus down on specific themes as they emerge. Usually the themes selected
are those which, on the surface, sound distressing—e.g. distressing events
that may bementioned. Neologisms andmetaphorical speech are clarified
by gentle questioning, and once a theme is selected the patients are drawn
back to it each time they stray. The process is one that enables communica-
tion. It can be improved by audiotaping sessions and then reviewing them,
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as pertinent themes may emerge from such reviews for discussion at the
next session.

Negative symptoms

There is evidence that CBT improves negative symptoms (Sensky et al.,
2000). Techniques involve eliciting specific positive symptoms, especially
ideas of reference, thought broadcasting and hallucinations, which may
emerge under stress. Patients may become essentially agoraphobic or so-
cially phobic because of a fear of reactivating distressing positive or panic
symptoms. They may also require a convalescence period after an acute
episode, and a reduction in pressure and the postponement of some im-
mediate expectations may be indicated. The protective function of stress
avoidance, e.g. sleeping during the day and getting up in the quiet of the
night, needs to be considered. Avoidance of stimulation may be a rea-
sonable coping strategy while work with positive symptoms and stress
management is pursued. Retaining hope is essential, so the development
of realistic five-year plansmay reduce the immediate pressures to “get bet-
ter and get back to work/college”. The aims may be the same, but the time
scale is more realistic.

Clinical subgroups

Although a symptomatic approach is valuable in working with patients
with psychoses, there are limitations to it in that, for example, hallucina-
tions may present quite differently and cause different levels of distress in
a person presenting with a range of psychotic symptoms than in someone
forwhom this is the predominant symptom relating to previous life events.
This has increasingly led us to consider whether psychoses, including the
schizophrenias, can be subgrouped (see Kingdon & Turkington, 1998). If
valid and reliable groups can be developed, this could helpwith theirman-
agement in determining responses tomedication, psychological treatment,
family work and rehabilitation measures. Such groups would also be ex-
pected to give indications of prognosis and assist substantially in research
and training. Differentiation into bipolar disorder and schizophrenia has,
arguably defined a spectrum rather than discrete entities. Previous de-
scriptions of “the group of schizophrenias”, as it was originally described
(Bleuler, 1950), have included those appearing in International Classifica-
tions of Diseases, such as simple, hebephrenia, catatonia, paranoid or schizoaf-
fective, and symptomatic classifications (e.g. Liddle et al., 1994), such as
positive,negativeordisorganised. These classificationshavenotproveduseful
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in clinical practice, yet there seems to be very general agreement that sub-
stantial differences between groups of patients exist. We have described
four such groups (Kingdon & Turkington, 1998) that have proved helpful
in planning treatment strategies, based on individual formulations. For
convenience, these have been provisionally described as:

Gradual onset

� “sensitivity psychosis”: individuals who develop psychosis gradually in
adolescence with predominant negative symptoms;

� “trauma-related psychosis”: individuals with traumatised backgrounds
(usually from sexual abuse) with abusive hallucinations as predominant
and most distressing symptoms.

Acute onset

� “anxiety psychosis”: individuals who initially develop anxiety and
depressive symptoms in response to a life event, are often socially iso-
lated, who suddenly ‘know’ the reason for their distress and generally
develop a single ‘core’ delusion elaborated into a delusional systemwith
or without hallucinations;

� “drug-related psychosis”: individuals whose initial presentation is with
drug-precipitatedpsychosis followedbypersistingpsychotic symptoms,
of the same nature and content, as the initial episode.

Management is focused on these specific symptoms, but the “core” delu-
sion in “anxiety psychosis”, for example, rarely responds to direct reason-
ing approaches although these help to establish a relationship with the
patient, and often prompts investigation into underlying issues, e.g. isola-
tion or poor self-esteem.

Medication issues

All the studies into CBT in schizophrenia have stressed the importance
of medication. It is sometimes necessary to wait for medication to reduce
acute psychotic symptoms before using CBT, especially with thought dis-
order, although the use of a CBT approach often allows negotiation on the
use of medication or hospitalisation to occur. ‘Compliance therapy’, a brief
form of CBT, has been specifically aimed at this. Where patients begin to
understand that their voices are internal phenomena and that their beliefs
just might be self-induced, they are more likely to take medication to alle-
viate these problems. Conversely, if medication has a positive effect, this
reinforces work on helping them to accept voices as their own thoughts.
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CONCLUSION

Cognitive behaviour therapy is a major advance in treating schizophrenia.
In combinationwithmedication, it offers effective interventions for a range
of positive and negative symptoms and is very acceptable to most patients
and carers. The techniques involved build on basic training for cognitive
therapists and psychologists, and also case managers, nurses and psychi-
atrists, who are experienced in working with patients with schizophrenia.
Manuals are available to assist with the development of skills. In some
areas, training courses formental healthworkers have been developed but
there are currently far too few trained personnel; however, this situation
may change with the emerging evidence of effectiveness and increased
training opportunities (see later chapters).







PART I

CASE STUDIES





Chapter 1

‘‘THE ADMIRAL OF THE FLEET”

Case 1 (John): Douglas Turkington

There are a number of patients with antipsychotic-resistant schizophre-
nia who derive minimal benefit even with Clozapine (Kane et al., 1988).
These patients often suffer from delusions which are systematised and
entrenched. Such delusions are usually not only impervious to treatment
with antipsychotic medication, but they are also very difficult to treat psy-
chologically. The problem in relation to these cases is that the delusion is
often systematised with a grandiose or paranoid theme and insight is usu-
ally virtually completely lacking. The delusion is often held with a very
marked conviction and the patient sometimes acts in a dangerous way
upon the content of the delusion. The questions then arise as to whether
patients with such systematised grandiose or persecutory delusions can
be understood within a cognitive therapy framework and whether the ap-
plication of the principles of cognitive therapy (Fowler, Garety & Kuipers,
1995) can produce benefit. One of the key issues that has always prevented
the development of a viable rational intervention with grandiose or para-
noid systematised delusions has been the apparent incomprehensibility of
the content. There is, however, evidence that such delusions are based on
pre-existing beliefs and attitudes within the patient’s life history (Harrow,
Rattenburg & Stoll, 1988). Some of the key principles in working with the
chronically grandiose or paranoid patientwith schizophrenia are therefore
to understand the case bymeans of a jointly generated case formulation, to
introducedoubt into thedelusional systemand to allowchinks of insight to
developgradually. There is also thequestion:What is themost efficientway
to work with such patients? The description of techniques and the process
of application as described in the case of “TheAdmiral of the Fleet” should
give guidance to therapists who are dealing with such patients, who often
endup chronically institutionalised in long-staywards andwithin rehabili-
tation settings, or struggle in the community and are episodically admitted
into acutewards, often for prolongedperiods, after theyhave actedon their
delusions. This group of patients with schizophrenia who have grandiose

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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or paranoid systematised delusions are best described within the ther-
apeutic framework as being anxiety psychoses (Kingdon & Turkington,
1998)—that is, they often have some degree of vulnerability to develop
schizophrenia but it is actually an accumulation of highly significant life
events, salient to schema vulnerability, that tip them over into the devel-
opment of a particular protective delusion that acts to protect self-esteem
(Lyon, Kaney & Bentall, 1994).

Prior to describing the process of cognitive therapywith this case, I should
describe something of my own background. I trained as a general psy-
chiatrist in Glasgow, primarily in biological treatments but also in the
importance of psychodynamic psychotherapy. My experience of work-
ing with schizophrenic patients in Glasgow showed me that the content
of their psychotic symptoms was often more understandable than I had
been led to believe in relation to their life history and the life events
they had experienced. However, I could not see a way forward in treat-
ing them with psychodynamic psychotherapy as it appeared that they
were too psychologically fragile to cope with a regressive psychotherapy
modality. Indeed, this was confirmed by Stanton and colleagues (1984)
where psychodynamic psychotherapy with schizophrenia led to a symp-
tomatic deterioration, but supportive psychotherapy showed some degree
of benefit. Thereafter I was trained in cognitive therapy, having become
very interested in the cognitive model as described in depressed persons
by Beck (1967). A very clearly described process of therapy was available
in manualised form for the treatment of patients with clinical depression
(Beck et al., 1979). This seemed to show that there was a clear way forward
and a clear direction of therapy with such patients, which gave the thera-
pist hope of a possible therapeutic process that might benefit such patients
systematically. Remaining fascinated in psychotic patients from my time
in Glasgow, I moved to Sheffield and was trained in the cognitive ther-
apy of depression, as described by Beck. This training involved working
systematically through Beck’s cognitive therapy of depression and hav-
ing audiotaped supervision of therapy sessions. I was then instructed in
the rational emotive therapy of Ellis, and achieved the advanced certifi-
cate in this therapy modality. Being well trained in the techniques of Beck
and Ellis, I was then able to apply the principles of therapy from both
approaches. It was, however, the Beckian approach that seemed most ap-
propriate for patientswith schizophrenia. Beck’s approachwasmuchmore
gradual and collaborative and was much less active/directive; it was de-
pendent upon a case formulation and a variety of techniques used at dif-
ferent levels. The techniques of Ellis (1962) remained useful for working
with the above beliefs,which oftenunderpinned andmaintainedpsychotic
symptoms.
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While working with Professor Kingdon at Bassetlaw Hospital, and noting
his application of cognitive therapy techniques to his entire schizophrenic
population, I began to understand how the principles of Beckian cognitive
therapy could be applied to patients with schizophrenia. Certain princi-
ples from rational emotive therapy, however, remained highly useful in
the treatment of this patient group, particularly in certain subgroups of
schizophrenia. The case that follows shows a typical example of my work
with a patient with a grandiose systematised delusion. It stresses the im-
portance of maintaining collaboration and gradually working with tech-
niques from superficial to deep, and at the same time maintaining rapport
and working together to produce acceptable homework experiments.

JOHN

“The Admiral of the Fleet” (John) was admitted under Section 3 of the
Mental Health Act as he was considered to be a danger to the commu-
nity. He had been making positive actions on his belief that he was highly
involved in world politics and was, indeed, at the centre of all military
actions on behalf of the Western nations. At the time of admission his
self-care had deteriorated and he had begun to become threatening to-
wards his landlord, who had been very tolerant of his behaviour for a
prolonged period. He had also been sending voluminous numbers of let-
ters to leading politicians and military personnel. On admission he made
it very clear to staff that he viewed the admission as a form of military
detention against his wishes, and that it was unacceptable for the allied
commander-in-chief to be detained in a psychiatric unit in this way. He
indicated that he had been in charge of theNATOfleet and the entire allied
operation during Desert Storm. He believed that he had been involved in
all recent military campaigns including Chechnya, Bosnia, Lebanon, Iraq
and Zaire and had delusions that references were made to him in the book
by Norman Schwarzkopf and, on a daily basis, on cable network news.
The Schwarzkopf book was kept on his bedside table and he spent most
of the day watching cable network news. He believed that certain facial
expressions and gestures by leading political and military figures were
related directly to his involvement in these activities. He went on to tell
staff that he was a candidate in the 1992 US presidential election and that
George Bush had stolen a number of his key strategies and policies. He
was abusive towards staff on the ward, threatening to have them struck
off through a High Court action.

Johnwas amiddle-agedman at the time of admission but he had first been
admitted to a psychiatricward inOctober 1995. At that time the psychiatric
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Registrar had indicated that John was grossly deluded, claiming that he
was not only involved in global politics and military action, but that Bill
Clinton was taking the credit for his activities. He also indicated that the
Queen of the United Kingdomwas not doing her job properly. Hismedical
notes stated that he had been given full doses of Olanzapine, Risperidone,
Clopixol Depot and Droperidol, all to very little effect, and that he had
developed severe side effects. He was discharged at that time on no med-
ication, and was just as deluded as previously. John’s landlord tolerated
his deluded mental state for a two-year period, during which he was not
acting as obviously onhis delusions until the time of hismost recent admis-
sion under the Mental Health Act. He had no pertinent previous medical
problems of any kind. His parents, however, had separated in his child-
hood and he had not seen his father for many years. He had by and large
lost contact with his mother through the years of his psychosis. His sister
had a very successful job; however his brother had a history of chronic
schizophrenia. John, who described himself as being “the black sheep of
the family”, had a normal birth and development in childhood and was
brought up in the south of England. He described having a poor upbring-
ing due to tensions in the family, which ended in the parental divorce. He
was to a degree resentful that his brother had taken themain role in helping
hismother. Hewent through a normal schooling, reporting no behavioural
difficulties, and achieved two “O” levels at the age of 16. At that time he left
school and joined the Royal Air Force. He spent two years in training and
qualified as an electronic engineer, and was then involved in aircraft in-
spection and radar maintenance throughout Europe. He was promoted to
Corporal and at the age of 28 reached the rank of Sergeant in the Royal
Air Force. At 33 years of age he was involved in a dispute over the cause
of a helicopter crash, and ended up resigning from the forces over this
issue. He had married in 1972, but the couple had separated shortly after
the dispute about the helicopter crash. He had lost contact with his two
children. He had been teetotal throughout his life and had never used any
illegal substances. His premorbid personality was described as indepen-
dent, assertive and sociable. He was a stable extrovert with no particular
religious orientation but had always been interested inmilitary history and
politics.

Mental state examination at the time of his admission revealed that his self-
care was poor, his hair was unkempt and he was unshaven. There was a
degree of emotional blunting with occasional knowing smiles. There was
no evidence of any disorder of affect such as incongruity, depression or
elation and hallucinations or thought disorder were not in evidence. There
was, however, evidence of a systematised grandiose delusion linked to
delusions of reference from television, radio and newspapers.
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His behaviour on the ward continued to oscillate between positive actions
on his delusions—i.e. watching cable network news and reading the news-
papers andwriting to politicians—and resting on his bed thinking. Testing
of organic function revealed no abnormality; his intelligence quotient was
certainly in the above-average bracket. Discussion with John’s mother
prior to his first session confirmed that he had developed his delusion
after becoming mentally ill at the time of the public enquiry over the he-
licopter crash and his resignation from the forces. His mother confirmed
that for the following two years he had beenmentally ill and unemployed,
living away from his family in the community. He then left the United
Kingdom and worked in Ireland for a period before again acting on his
delusions. He moved to the United States and started to sleep ‘rough’ out-
side the White House in Washington. After a period of 18 months, he was
deported from the United States and lived “rough” for a period prior to
his first admission in the north-east of England.

Over the period of his admission prior to being referred for cognitive ther-
apy, he was given 6 months of the maximum tolerable dose of Clozapine
which was causing him side effects of excess salivation and hypotension.
He was deemed totally neuroleptic resistant but it was clear that there
had been some minimal benefits from the use of Clozapine. After a word
round, he was referred for cognitive therapy “more in hope than in ex-
pectation” prior to being moved to a long-stay bed in a mental hospital.
He had been refused admission into any hostel accommodation in the
community as he was considered to be too dangerously deluded. At his
assessment session for cognitive therapy he was assessed in terms of the
Comprehensive Psychopathological Rating Scale (Asberg, Montgomery &
Perris, 1978) with a score of 27, indicating a moderate degree of disability.
His symptoms mostly comprised delusions of grandeur, emotional blunt-
ing, hostility, lassitude, fatigability and autonomic disturbance. His Global
Score was 6, indicating a maximal degree of psychotic disability. His as-
sessment on theMaudsley Assessment of Delusion Schedule (Taylor et al.,
1993) and the Global Scale for Delusional Severity (Turkington et al., 1996)
revealed that he had almost a maximal positive score of 18/19. His score
on the Dysfunctional Attitude Scale (DAS; Weissman & Beck, 1978) re-
vealed that he had a normal profile except for a strong vulnerability on
entitlement. Entitlement vulnerability is defined on the DAS as ‘a belief
in entitlement to things including success, money, love and happiness’. It
is quoted as indicating that the person with entitlement vulnerability ex-
pects and demands his or her wants to be met by other people because of
his or her inherent goodness or hard work. When this does not happen, as
is often the case, the person with this vulnerability feels either depressed
or inadequate or can become very angry. Such people complain loudly
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and often, but do little to solve their problems. As a result of their bitter
demanding attitudes they invariably get far less of what they want from
life.

During the first session on the ward John was hostile and defensive, and
would only talk about his delusions. Owing to the fact that this was the
only material that was possible for the agenda, and the only way that col-
laboration could be maintained, it was decided to chart the chronological
development of his delusions, i.e. an examination of the antecedents.

Focusing the discussion on the antecedents of the emergence of the delu-
sions led to a very productive session. John became interested in talking
about the problems which predated his “new role”. He told me that, in
the late 1980s, five aircrew were killed in a helicopter crash; he also said
that he had inspected the wreckage and, in his view, compensation should
have been paid to the families of the men who died as he believed that
the crash had been the result of instrument failure. It is also clear that John
probably carried a genetic vulnerability to the development of schizophre-
nia as there was one close family member who was chronically ill with the
disorder. He reported becoming increasingly angry and anxious between
March and April of that year, and by the time he presented his report to
a public enquiry, he was having paranoid ideas that threats were being
made against him and his family. He believed that his house had been
burgled in an attempt to remove key information, and indicated that his
wife was becoming extremely distressed by the situation. His major affect
through this time was of anger and frustration. He stood alone against
the investigating team and the evidence of superior officers, and resigned
shortly after the public enquiry. In the following month he described a
period of having a very unusual change of mood. He said that it felt “as if
something was about to happen”, and it seemed to be linked to increasing
anxiety and depersonalisation. Initially he developed delusions of refer-
ence and significance from the literature andmusic from that time, and his
interlinked grandiose delusions emerged shortly thereafter with the key
roles of his grandiosity being of avenger, controller and peace-maker. It
was clear that the affective investment of this grandiose delusional system
was of anger, and the behaviour linked to it was of episodic violence and
a positive information search. This combination of parameters made his
likelihood of admission under a section of theMental Health Act very high
and made him a potential danger to others in the community. During this
first session, despite initially being very distressed and remaining deluded
throughout, he was able to remain in touch with the therapy and was
able to discuss the chronology of the antecedents for approximately one
hour.
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Cognitive therapy Session 2 revealed that he was still very angry that he
received no credit for his stance against the lack of compensation for the
families of the aircrew. Hewas given homework to find the news clippings
from that time, if he still had them in his possession (his bedside cabinet
was full of documents and papers), and, if possible, to find his report for
the public enquiry. We agreed that we would both read extracts from the
Schwarzkopf bookwhich, John claimed,made direct references to him and
we would discuss these in the following session. Throughout this session
the main target was to gain more information and begin to understand
what might have triggered the psychosis. The plan was to use guided dis-
covery to lead towards an improvement in insight, and gentle peripheral
questioningwas used around the grandiose delusions.Any sign of increas-
ing agitation was dealt with by tactical withdrawal and by refocusing the
discussion on a more neutral area.

In cognitive therapy Session 3 it was clear that we were making some
progress towards our joint understanding of the development of his
“new role”. Work on his delusions was largely unproductive, and the ses-
sions were most usefully spent working on the antecedents and his own
anger that he had lost his RAF career. Hewent on to tell me that it was very
unfair that he had lost “uniform, salary and pension”. Again he was given
homework to itemise clearly the issues over the helicopter crash and the
item of equipment failure that he believed was responsible.

By the time we reached cognitive therapy Session 4 it was clear that the
work done in previous sessions had, to some degree, made the grandiose
delusional system even more impenetrable. More detailed questioning
during this session led to an expansion of the delusion, which included
his involvement in the crash of the Bank of Credit and Commerce Interna-
tional, theWatergate Incident and the bombing of theWorld Trade Centre.
An attempt was made to use Socratic questioning over his claims to have
such a colossal degree of influence and political power. This Socratic ques-
tioning was also unhelpful and led John to indicate that he might be the
Messiah, and remembered that children on the streets of Washington were
calling him Jesus. This apparent increase in delusional severity and arousal
seemed to be linked to the excessive amount of material being covered in
the sessions, and it was decided that the next sessions should be paced
more slowly and we should attempt to organise some regular time each
day toallowhimto relaxusinga relaxation tape.At this time,unfortunately,
the Kosovo crisis was deepening and it was clear that he was becoming
increasingly concerned about this.

In cognitive therapy Session 5, which was taken very slowly, he told me
that the Queen as Head of Forces was symbolically responsible for his bad
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treatment, and he indicated a strong identification with Princess Diana in
relation to the way the Royal Family had treated her. He seemed more re-
laxednow, and in Session 6 therewasmore discussion about howauthority
figures could, and often did, abuse their power and how people could best
deal with this. His own beliefs about entitlement in relation to his current
role with his consultant psychiatrist were explored, together with issues in
relation to his own resignation from the RAF.

Cognitive therapy Session 7 showed the first signs of less direct involve-
ment in current world affairs. He toldme that he did not order the strike on
SaddamHussein. The focus throughmuchof this sessionwas at the schema
level, i.e. on people’s powerlessness to change some world situations, and
in this he was able to agree that certain economic and natural disasters
were actually not within his power to avert. The session proceeded with
peripheral questioning and the generation of alternative hypotheses along
with gentle schema level work on his entitlement demands.

In Session 8 it was decided to set up an experiment. By this time we had
re-established a good therapeutic alliance, although there was no sign of
any change in his insight. He indicated that his orders were being sent
out of the psychiatric unit and being put into action by various military
forces across the globe, so we decided to explore the mechanism by which
these orders might be sent out. He indicated that he wrote instructions on
a board in the day room and that staff and patients took the orders out. An
experiment was set up, which in retrospect was probably too demanding,
inwhich Johnwas tohaveTonyBlair removed fromoffice asPrimeMinister
within the next two weeks by issuing a direct order on the day hospital
board.

In Session 9 it was agreed that Tony Blair was still in power and John had
to agree that other people might be involved in the chain of command,
which would slow down the implementation of his orders. In this session
we returned to his case formulation and set up an inductive formulation
by breaking his life down into five-year periods from birth until the onset
of his psychotic symptoms. Through this process of inductive formulation
wewere both able towrite upon thewhite board the various key influences
on his life, and he was able to identify some of his own core beliefs. We
came to some agreement on a mini-formulation that he had come to view
himself as “the black sheep of the family”. He indicated this most clearly
in a belief about himself, i.e. “I am a rebel”. This would appear to be a
core belief that came from early childhood when his father died, and his
brother had assumed themainpaternal role.At this timehe viewedhimself
as markedly rebellious against his brother’s domination. He developed
a compensatory schema that authority figures must be just and fair at
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all times, and it was this combination of core schema and compensatory
schema that was massively activated by the injustice which, he believed,
occurred at the time of the helicopter crash and led to the emergence of
delusions directly linked to his compensatory schemas.During this session
he seemed, remarkably, to have no delusions and was able to concentrate
well on the underlying themes on his psychosis. It is commonly seen that
when the focus is on the linked underlying schemas the delusion itself
intrudes less into the session. As homework, he was asked to develop
further some of the key areas surrounding the themes—i.e. other situations
in which he may have behaved in a manner driven by these beliefs—
and these were discussed at the start of Session 10. He placed his next
order on the board in the day room: he ordered Japanese troops to be
sent to Bosnia to support the deepening crisis in Albania. Three weeks
later he showed me a paper clipping reporting that Japanese troops had
been sent to Honduras. We found this a very interesting experiment as he
accepted that his orders were being interfered with and that he couldn’t
have total control of everything. He did, however, indicate that it must
have been a more junior officer who made this mistake with his orders
and their implementation. It was therefore agreed that we would proceed
with these experiments to understand his actual role more fully. At this
point his CPRS score was checked and was found to be 25, indicating that
there had only been minimal changes in his symptoms; his GSDS score
was also checked and found to be 16, and therefore had only minimally
changed. He was, however, becoming actively involved in his cognitive
therapy and was doing reality-testing experiments which might in due
course allow him to become less deluded. He was apparently less hostile
and more sociable on the ward and was writing less voluminous letters to
politicians.

By the end of Session 12, having performed a further experiment in which
his order was not carried out to his satisfaction, John admitted that “the
joint Chiefs of Staff do have a fair bit of power”. We were then able to
enter the debate that an alternative explanation for his partial success in
predicting the outcome of various political andmilitary scenarios was due
to a high level of informed and intelligent speculation. This alternative ex-
planation was to be tested against John’s own explanation, i.e. “command
and control”. The homework was set up and he agreed at this point, sur-
prisingly, to apply for his RAF pension and on the application form he
signed his name with the rank of sergeant. At this time he also began to
talk about his family and was seen to have become low in mood and near
to tears for a period at the end of the session.

In cognitive therapySession13 the therapist and Johnbothdecided tomake
predictions about what would happen in the situation of the escalating
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Kosovo crisis. I, as therapist, predicted:

1. The Serbs will show brinkmanship but will back down.
2. No military involvement from NATO will be needed.
3. No missiles will be fired against Belgrade.

John’s predictions were:

1. War would break out in Kosovo.
2. There would be massacres of the local population.
3. NATO will go in and enter the arena of armed conflict.
4. There will be a Serb–NATO conflict.
5. Tomahawk cruise missiles will be fired against Belgrade and that he
would give the command for the missiles to be fired.

In Session 14 he indicated that when themissiles were to be fired hewould
issue a strike command and would expect this to happen within 48 hours.
By this point it was clear that John’s predictions about what would hap-
pen in Kosovo were becoming very near to the truth and my predictions,
as therapist, were being seen as completely false. This scientific testing of
John’s predictions, however, did not lead to an entrenchment of his delu-
sional state. On the other hand, he actually became more involved in the
scientific process of setting up experiments to test them andwas very kind
to the therapist in relation to his erroneous predictions. John indicated that
it didn’t matter that I had been wrong as I had much less in the way of
background military knowledge. He also indicated that if he did receive a
lump sum payment from the RAF, that he would pay off some of his wife’s
mortgage.

In Session 15 he informed my secretary that a strike had been ordered.
The strike did not happen, but he was now highly involved in the scien-
tific process of looking at the available information rather than positively
looking for confirmatory information thatwould support his delusion. The
nursing report was that John was much more appropriate and sociable on
the ward and was doing more normal activities.

In Session 16 which was now back up to 45minutes in length, he indicated
that he was watching and following what was happening in the military
and political arena rather than issuing commands. He was offered a lump
sum pension and contacted his wife for the first time in many years.

In Session 17 of the cognitive therapy course he indicated that he was now
scientifically testing out the situation himself. He said that he did not put
his last order on the board, and only told me about it. He said that, as I
was not allowed to tell anybody because of my position of trust with him,
the last order must have been a prediction rather than a command. He also
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showed some improvement in relation to his own entrenched attitudes
towards his own consultant and the taking of Clozapine.

By Session 18 he indicated that his last three orders were not carried out
and he accepted that hewas just watching and followingworld affairs. His
entitlement demands seemed to be less powerful and he was more accept-
ing of a need for medication and a need to work with his consultant on his
rehabilitation. By this time in therapy he had agreed this case formulation
and understood that a very large change had occurred in his life which
had ended up with his admission to hospital. He had agreed the main
schemas and beliefs that lay at the heart of his psychosis and he had begun
hypothesis testing. By this time both positive and negative symptomswere
improved: his CPRS had fallen to 11 and his GSDS had halved to a score
of 8. The Dysfunctional Attitude Scale now revealed a normal profile.

This description of cognitive therapy for an inpatient with a grandiose
systematised delusion indicates a number of key principles.

1. The generation of a collaborative, therapeutic alliance is crucial to any
further progress, and this may mean that the therapist has to spend a
lot of time talking about the impact of the delusions upon the patient’s
life.

2. Techniques that are applied too rapidly or in too probing a manner are
liable to lead to increased arousal and increased systematisation of the
delusion. It is therefore appropriate to work at a slow and steady pace
and to work with homework that the patient is ready for.

3. Progress in this case only came when the antecedents of the psychotic
period were explored and a mini-formulation and a full formulation
generated as to why this change might have occurred in John’s life. A
focus on the pre-psychotic period would seem to be very important to
enable patients to put their life history into perspective and understand
some of the key triggers that have led to changes in their beliefs about
themselves and their world.

4. Reality testing with appropriate homework exercises can be creative
and interesting. They do not tend to make patients more deluded; on
the contrary, it introduces them to an objective scientific method that
can lead them to reduce their conviction in their delusion.

5. It would seem very important to understand the underlying schemas
in this case of rebellion/entitlement and on understanding these key
dysfunctionalpersonalbeliefs toworkat this level beneath thegrandiose
system, thus allowing the system to settle gradually.

6. At all times it would seem crucial to pace the sessions reasonably slowly
and, as far as possible, to retain rapport by using word perfect accuracy
and avoid being drawn into confrontation or collusion.
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7. The information given by the patient, although apparently incompre-
hensible, should always be taken seriously with the expectation that
the pieces of the jigsaw will gradually fall into place as the sessions
proceed.

This case gives very real hope to those patientswith antipsychotic-resistant
delusional systems. Cognitive therapy can show a different way of mak-
ing the psychotic material much more comprehensible to both the treating
clinical team and the patient, and can engage the patient as an agent in al-
lowing thedelusions to become the subject of testingwithin a collaborative,
trusting and supportive therapeutic alliance.



Chapter 2

FROM A POSITION OF KNOWING:
THE JOURNEY INTO UNCERTAINTY

Case 2 (Janet): Laura McGraw and Alison Brabban

Themain purpose of this chapter is to provide some insight into the impact
that developing newways of understanding andnew skills has on the ther-
apist and their clinical practice. This in itselfmay not seemparticularly rev-
olutionary, however, the transition from believing you know most things
to realising you know very little can be both demanding and emotionally
challenging (Salzberger-Wittenberg, Henry & Osborne, 1990). I will use a
case study to illustrate this experience.

In 15 years as a community mental health professional there have been
very few moments when I have wanted to leave my job. However, in
the early 1990s I found myself working as a lecturer and a community
psychiatric nurse and becoming increasingly exposed to an array of lit-
erature commenting on the practice of Psychiatric Nursing. The reports
touched on all aspects of service delivery and found that practice did not
match expectations, despite policy recommendations. Community psy-
chiatric nurses‘ caseloads had a low proportion of people with long-term
mental illness on them; multidisciplinary team reviews rarely happened;
the Care Programme Approach was not fully implemented; users and car-
ers seemed poorly served; clients‘ physical health education was unsatis-
factory; monitoring of medication was unsystematic; and the training of
staff in appropriate interventions for schizophreniawasminimal (Gournay,
1996). The overall conclusion appeared to be that community psychiatric
nurse (CPN) caseloads were made up of low proportions of severely men-
tally ill people and concerns were raised around current knowledge, skills
and attitudes in such teams (McFadyen & Vincent, 1998).

This disarray of mental health services and low staff morale within over-
shadowed all the progress that had been made and sent signals to the
public that community care was out of control (Muijen, 1996). Although it

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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seemed that CPNs had been moved away from working intensively with
people suffering severe mental health problems and encouraged merely
to administer depot injections and deliver anxiety management groups,
I still attempted to do something meaningful with clients with psychosis.
However, I experienced an increasing frustrationwithmy clinical practice.
Those people diagnosed as suffering from schizophrenia were the individ-
uals with whom I enjoyed working. However, in my nurse training I had
been taught that: “Delusions are false beliefs. It is best not delve into them or
you will become part of the delusional system.” Or, if someone talked to you
about hearing voices or seeing things, it was best to: “Ignore the content and
concentrate on how they feel, get them involved in some activity, like making tea.”

A typical visit for me would consist of administering a depot injection,
asking about side effects and spending approximately 10–20 minutes with
the person. If he or she touched on personal experiences I employed core-
counselling principles. I was empathic and understanding and I conveyed
warmth and fostered trust. I hadworkedwithmany clients for six to seven
years and had developed an alliance and a “comfortable relationship”
(Barker, 1999). I was aware of certain aspects of their lives and knew my
clients’ presentationswell, butwasunable tounderpinmy“knowing”with
any evidence. For example, I knew that a particular lady was becoming
unwell if she painted her nails bright red, when to be alarmed if I didn’t
get an answer at the door and when it was okay. However, when clients
wanted to talk about their hallucinatory or delusional experiences I became
increasinglyuneasywithmyresponses. Iwas acutely aware that after expe-
riencing such extraordinary and often terrifying phenomena they wanted
to talk about them. I was also aware that this in itself could be cathartic.
What I did not knowwas how to respond other than a sympathetic nod or
a desultory discussion about medication.

I perceived the “MedicalModel” as something Iwas not party to, however,
on reflection I see that I was only too happy to suggest either a change or
increase in medication or possibly an appointment with the psychiatrist
as the solution to any uncertainty. At least I believed that if anything were
to happen I had followed “the correct procedure”. I became increasingly
aware that the content of my conversation stayed on safe subjects such as
football or the day centre.

When people experience something as strange as hearing voices it can lead
to a range of reactions from confusion and fear to depression. It is not just
the experience itself that can be distressing, but the potential consequences
can haunt the individual: “I’m mad”, “they’re going to lock me up”, and
“I’m going to have my children taken away”. We all try to make sense of
our experiences and this does not change even when the experiences are
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of an extraordinary nature (Chadwick, 1997). I was aware that my clients
were trying to make sense of their “symptoms” and yet all I was offering
was “maintenance medication” and “stability”.

I had knownmany of these clients for a long time. They had shared aspects
of my life with them, as I had been party to facets of theirs. My inability to
reduce the distress they felt as a result of their psychosis was alarming to
me, to say the least. PeterWilkins (2001) expressedmy feelings eloquently:

Moments of madness are unpredictable—cliff edges with no railings; sheer
drops that cause the mind to accelerate and the soul to brake hard. The
psychiatric nurse stands, aroused by her own fears of madness and taunted
byher inadequacies. She is nakedunder her owngaze—asmuch thewatched
as the watcher.

The conclusion: something had to be done. I needed to understand more
and build on what I perceived was my “solid” knowledge base.

It took a determined two years to secure a place to train in Cognitive
Behaviour Therapy for psychosis. My interview date actually coincided
with the solar eclipse though I was so preoccupied by my determination
to pursue the training that the astronomical events of the day escaped
me. After I had been offered a place I left to go to the station. As the
sky became a jaundiced hue, I pondered whether the strain had been so
immense that I was shifting into a different reality . . . and indeed I was.
However, embarking on such training did not simply involve “learning
some new stuff”. The path to knowledge turned out to be treacherous and
full of potholes.

The first morning of the course I sat in a room full of what appeared to be
very youngpeople and listened to adebate about “What is schizophrenia?”
Afterwards we were recommended to read Recovery from Schizophrenia:
Psychiatry and Political Economy (Warner, 1985). I had memories of books
with such seemingly obscure titles from my sociology degree a hundred
years and two children ago. For me the surprise with this title was the
term “Recovery”. Being the vigilant (and panic-stricken) student that I was,
I purchased the book immediately.

In my experience, professionals use language and narrative based on the
notion of the “chronic schizophrenic”, talking of remission and mainte-
nance. In a meta-analysis by Hogarty (1993), 40.2% of people recovered
from a first episode of psychosis—a significant proportion of people have
a fair to good outcome. However, that impression of hope is not what car-
ers take away from their contact with mental health services. There is a
fog of pessimism that seeps into our clinical practice so that we often omit
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hope and recovery from our care plans. Manfred Bleuler described this
pessimism:

The patient and those who are healthy had ceased to understand one an-
other. The patient gives up in abject resignation, any effort to make himself
understood. In doing so the naive observer declares that the patient has lost
his reasoning powers. (Barham, 1995, p. 417)

A critique of CBT and PSI has stated that these approaches are technical
cookbook affairs with little compassion and notion of the individual. The
concept of recovery, andby that Imean the individual’s concept of recovery
(Reeves, 2000), is, however, the essence of these approaches.

JANET

The course demanded that I identified a number of clients with a diagnosis
ofpsychosisor schizophrenia forme toworkwithwithinaCBT framework.
Oneof the clients I decided toworkwithwas a lady I hadvisited fortnightly
for six years whom I felt I knew well. Much was made on the course
of engagement and assessment of individuals. I wanted to give myself a
break and chose her, as I knew I could skip the first part and move on to
the therapy with ease. There would be no difficulties there. I visited the
client and she was keen to work with me. I reassured her that it would
be no different from previous sessions, just a little longer and probably
more detailed. I also had to explain that the sessions would be taped. This
was alarming for me, but not for her, as I had never used a tape recorder
in sessions before. (For anyone embarking on this activity I suggest two
things: firstly, chose a machine with a red light that flickers when you are
recording or youwill spend thewhole session frantic that youhavepressed
the wrong button; and, secondly, set the machine to record in your home
and get used to hearing your own voice before you have to present it in
your supervision sessions.)

Reason for referral

Janet lived at home with her mother. She was diagnosed as having para-
noid schizophrenia in the 1970s when she had a brief stay in an acute
mental health ward. I met Janet in 1993 as her CPN when I was asked to
“maintain her mental state and ensure medication compliance”. Since that
time, I had been unable to offer her much in the way of therapeutic oppor-
tunities. Day services were unsuitable and visits were focused on coping
strategy enhancement. When I offered a new therapeutic approach Janet
was interested.
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Engagement

The shift in the therapeutic relationshipwith Janetwasmore difficult than I
had ever anticipated. I had believed that because I had already established
a positive relationship with Janet the process of engagement would be
smooth. I found that establishing a structured approach to the sessions
was more problematic than I had imagined: I found it difficult to set the
agenda, limit the time and set homework (Kingdon and Turkington, 1994).
I became anxious and worried that I would look foolish in her eyes. I had
always been the professional and now I was reduced to a confused mess,
fumbling to get a tape into the machine in the right way.

Janet was fascinated by the intellectual ideas of CBT and enjoyed the visits
which, at first, were lasting an hour and a half. This may seem beyond
the capacity of most CPNs—caseloads are high and the pressure is on to
keep visits short. I confess that this considerable time was largely due to
my inexperience, but I do ask the question: Why do we always feel visits
should be as short as possible?Whilewe are racing around completing risk
assessments, unable to find time to write our notes or attend meetings,
what do we achieve? If we are merely trying to see as many clients as
possible, how useful is this to the person receiving the rationed visit and
how rewarding is this for us as professionals?

We discussed the “awkwardness” we both felt. She was used to me chat-
ting about my life, my children, the holiday, and I was used to giving her
an injection and having occasional discussions about “getting out more”
or “doing more in the house”. We had once spent 6 months trying to help
her to use the washing machine effectively, without success. This felt more
formal, and like a true novice I was clumsy and inept at my delivery.
I discussed with her that it was important to have an agenda and a struc-
ture and why homework was crucial to the therapy (having barely under-
stood the reasons myself). Working within a structured framework feels
daunting and renders the experienced clinician ill at ease. It became appar-
ent, however, thatwithout these props the session can becomemeandering
and diverse. The agenda reassures the client that there is a purpose to the
meeting and maintains the focus of the therapist. I now explain to clients
that doing homework means that I would not have to move in with them
to get all the information I need. Clients feel that you are genuine, and that
it matters to you what they are experiencing when you are not there.

Again, it is interesting to note how many times we actually explain to
people why we want them to do tasks between sessions. Those who, like
myself, have executed a million anxiety management groups will recall
with clarity how difficult it is to persuade people to do homework tasks,
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and then how to tell them sympathetically that it didn’tmatter anyway. Put
yourself in thepositionof theperson: If youwereunclear about thepurpose
ofwhat appeared tobebothadifficult (trydoinga thoughtdiary for aweek)
and meaningless (think about courses you have been on when you had to
do formative assignments) task,what convictionwouldyouapply in trying
to achieve it? It is important to give a clear rationale and explanation for the
purpose of your interventions and, indeed, your presence in their home.

It was important to explain to Janet the purpose of CBT and the aims
of therapy. This was discussed using Kingdon and Turkington‘s (1994)
framework where therapy is seen as an opportunity for Janet to describe
her experiences and generate discussion about them. There was to be a
focus on areas of her life that she found distressing, ensuring that any co-
existing depression or anxiety was treated. Finally, underlying core beliefs
or schema would be identified and worked with.

“Schema” is a termmeaningcorebeliefs—thosebeliefsweholdas true from
our childhood experiences about the world, ourselves and those in it. So,
for example, someonewhohas a childhoodcharacterisedbyphysical abuse
may grow to be an adult who believes that the world is a dangerous place
to be in. These beliefs are not necessarily pathological: most individuals
do not believe that people as a whole are dangerous or trustworthy, or that
they themselves are worthless.

The notion of concentrating on the “areas of her life that she found dis-
tressing” (as opposed to those that we as practitioners find upsetting) is
hardly revolutionary, but is still something with which some clinicians
have difficulty. It transpired that Janet did not view all of her “psychotic”
experiences as negative or distressing. As the sessions developed an ebb
and flow of their own, the anxiety reduced for both of us. Janet tended not
to talk about her feelings at first and would state that “voices, pictures and
moodswings”had troubledher. It seemed that Janet needed tobe confident
that I would not leave her feeling exposed and vulnerable after she had
discussed her experiences. I find it astounding that people who have had
negative experiences within mental health services are still bold enough
to embark on new encounters, to tell their usually painful story again and
again. I would like to think that Janet believed I was trying to help her
reframe her experiences. I think, however, that she actually believed that
she was doing me a favour.

Assessment

The assessment processwas essential to helpme to gain insight into Janet’s
current problems. I needed to develop an understanding of her personal
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history, i.e. the events leading up to her first psychotic episode, aswell as to
comprehend what had maintained her problems since the first episode of
psychosis. I had never used many of the assessment tools I administered,
andwas anxious to ensure that Janet did not feel overwhelmed. During the
assessment stage Janet talked at length about her experiences and I found it
difficult to focus ongathering informationwithout gettingdragged into the
therapy. I was not used to structuring my work, and when Janet described
her delusions I was intrigued and found it difficult not to be pulled down
a narrow path before I had a wider picture.

As time went by and I explored Janet’s experiences, she became angry.
After 25 years in mental health services she could not understand why
other professionals had never wanted to know about such things. This
was devastating for me; after all, that was me she was referring to. She
wasn’t describing a different service in a strange location or an unfortu-
nate incident with a colleague. I have always been one who struggles with
the notion “don’t take things personally”. Surely I had asked her details
about her experiences before, and indeed I must have done. I knew about
them, so I must have asked. It was extremely difficult to stop myself from
seeking reassurance from her, getting her to say that I had not been totally
ineffective for the last seven years, making her believe that she needed to
add on “present company excepted”. Instead it was important to acknowl-
edge her frustrations with the services and with her life. Janet needed to
feel that she could talk openly about her experiences without fear of upset-
tingme. I needed to listen towhat shewas saying and to take her seriously.
It seems harder to appreciate someone’s point of view when it touches on
you and your view of yourself.

Presenting problem

Janet believed that she had an implant in her brain. She did not knowwho
put it there or how itwasdone, though shehad ideas that it couldhavebeen
done through telekinesis. She believed it had probably been implanted at
birth, orpossiblybeforehand, as shehadnoknowledgeofhavinganymajor
operation and “it couldn’t have got in without surgery”. She believed the
implant functioned using electricity andwas 100,000 times more powerful
than the brain. There were seven strands to the implant, each one carrying
out a function within the body:

� STRAND 1: Sensory function
� STRAND 2: Emotions/feelings/mood psychic ability
� STRAND 3: Limb movement
� STRAND 4: Intellect/cognition
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� STRAND 5: In her right eye—a fibre optic camera shows pictures
� STRANDS 6 and 7: Both of these go to her ears which is why she hears
voices

Janet believed that there were others with similar implants and that the
implants could sometimes be facilitating. Those with a functioning Strand
3 succeed at sport; those with Strand 4 using “random excessmemory” are
mathematicians, and so on. For her the difficulty was that Strand 2 was
damaged and this caused her mood changes and paranoia. Janet was am-
bivalent about the implant. She was pleased that it allowed her to engage
in space flight but was angry that it interfered with her ability to concen-
trate and succeed. Additionally, Janet saw “pictures” of war, space, other
planets and nuclear destruction. When asked about this she had a com-
plex explanation. The tale went back 10,000 years to the planet Orio. The
emperor of Orio had heard a message saying “Esso has stolen a particle”
and since then there had been mass destruction and the inhabitants of this
world and Orio had connected “Janet Mary Smith” (Janet) with “Esso”.

Janet spent her days “listening to stories and going to other galaxies”. She
said she literally saw the “remains of war, starvation and torture” and
struggled with feelings of paranoia, as she believed she had been blamed
for this destruction.

Developmental and social history

Janet was 51 years old when I started this work. She had one older sister
and a younger brother who now had successful careers and lived away
from home. Her father had been a solicitor (though he was now dead)
and her mother had worked as a teacher. The family had lived in a large
detached house in a small economically deprived village. Janet had never
associated with anyone from the village and described them as “different
from her”. She received her primary education as a day pupil at a private
school in a nearby town and afterwards she had attended boarding school.
She had liked the boarding school regime and endorsed the school motto
“Work hard, pray hard, play hard”. Janet left school at 18 with ten “O”
levels and four “A” levels and studied economics at university.

Her first year had been uneventful. She had boarded with a couple known
to her family, but as she had felt “left out” of student life she later moved
into a student house accompanied by her boyfriend. At the same time
she became involved with a drama group. Two members of the group
had moved into the house, but this had not proved successful. Her fellow
housemates had been a distraction and her work suffered as a result. Her



FROM A POSITION OF KNOWING 35

boyfriend later ended their relationship, stating that Janet was “odd”, and
subsequently began a relationship with one of the other women in the
house.

Looking back, Janet described how she had experienced “intellectual para-
noia” during this time. Her fellow residents had been “violent and hyp-
notic” and her boyfriend had been “using” her. Janet started to experience
difficulties at this time: she was becoming more disorganised and her con-
centration was suffering. As a consequence she failed her end of term
exams. It was at this time that she experienced her first hallucination. It
had been an “orange planet, accompanied by pictures of soldiers under-
ground causing mass destruction and torture”. She had returned home at
this point, whereupon she was diagnosed with “paranoid schizophrenia”
(though shewas unaware of this until 1985). Her treatmentwas an antipsy-
chotic depot injection and an oral major tranquilliser and she was still on
this treatment regime when I started the therapy.

Janet viewed her upbringing as positive, but was angry about the restric-
tions her illness had placed upon her life. She talked at length about her
academic achievements prior to university and the subsequent “paralysis”
she believed the implant had caused. She believed it had robbed her of her
destinyandherability to expressher feelings. Itwasdifficult toput together
a picture of what had happened since then. Timewas a difficult concept for
Janet: her clothes and surroundings remained unchanged since the 1970s
and her statements regarding dates and times were often vague—“I was
upset in 1982”. After coming home it seemed that Janet had tried to find
employment doing office work but had been unsuccessful in her quest.
Although she had had two brief admissions to hospital, little appeared
to have changed. She continued to live at home with her mother, who
seemed to be her only social contact. She rarely left the house and had no
friends.

Standardised assessments

The KGV psychiatric assessment scale (Krawiecka, Goldberg & Vaughan,
1977), although designed for a more chronic population, has also been
found to be a quick and reliable measure for assessing hallucinations,
delusions and thought disorder in those with less chronic conditions
(Manchanda, Saupe&Hirsch, 1986). Twoyears of regular use later, Iwould
agree wholeheartedly with this. However, as a student using it for the first
time, it is an alarming document, both in size (meaning that it is long) and
content (meaning that it asks questions that you may have never asked
before). The assessment, according to guidelines, takes 30–60 minutes:
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I finally completed it after two 90-minute sessions. I felt clumsy and inept;
my questioning was stilted and laboured. The amount of information that
Janet gave me was overwhelming in both amount and content. I found
it difficult to limit myself to asking questions as the responses promised
such complex detail that I wanted to know more. I presented an assess-
ment tape to my clinical supervisor, who, as tactfully as possible, enquired
if I had in fact been administering the KGV or carrying out the therapy,
as she had been unable to determine this from my tape. The KGV identi-
fied that Janet was feeling depressed: she complained of lack of concen-
tration and inability to “shake it [the low feeling] off”; and she talked
about guilty ideas of reference and blame. She had experienced halluci-
nations every day in the past month, and was also experiencing delu-
sions, indicating that her belief was held, with full conviction, every day.
Having believed that delusions were unshakeable, I also assumed that
people held them with 100% conviction, hence the “fact” that they were
fixed.

Although I had spent a number of years “monitoring” Janet’s medication,
this had consisted of asking her if she had any side effects and breath-
ing a sigh of relief when she said she had none. The LUNSERS (Liverpool
UniversityNeuroleptic Side Effect Rating Scale; Day et al., 1995) helps us to
identify groups of side effects and has since proved to be excellent ammu-
nition when battling to have a person’s medication altered. Janet’s score
was not high but nonetheless it was apparent that she was unhappy with
her medication. She hated the injection and believed the tablets “numbed”
her mind.

Reflections on the assessment process

The assessment process prompted a catastrophic response, not from the
client but within me. I was astounded that I knew so little about a person
whom I had professed to know for so long. It seemed unthinkable that
I had not known the details of her experiences and had not asked these
questions in the time I had known her. It seemed that I had let her down
and done her a great disservice. I had never categorised myself as the best
clinician in the world but I believed that I was a reasonable one. This now
felt shaky to say the least. At this point I felt I had two options, I could
either give up the job and open the fantasy coffee shop that we talk about
in ourdarkdays ordecide that this trainingwasnot formeafter all—what’s
wrongwith just givingdepots anyway? I chose neither, but itwas adifficult
time requiringmassive tolerance and patience frommy colleagues, clinical
supervisor and family.
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Initial case formulation

Avery basic cognitive formulation links a person’smood and behaviour to
theway that he or she interprets or thinks about an event. Using this simple
model we can understand that a person who believes that hearing voices
is a sign of madness and impending incarceration is likely to feel anxious,
andmayhide away as a result. Thiswould contrastwith a person believing
the experience of hearingvoicesmeans that hehas special powerswhomay
feel quite elated andmay want to spread the word of his newly found gift.

Formulating can be done at different levels of complexity. Amore detailed
cognitive formulation examines why the person is interpreting events in
a particular way. Following a cognitive model it is proposed that early
experiences determine the manner in which the person sees himself in the
world. These core beliefs then colour the person’s view of events from
there on, and such interpretations will influence the person’s moods and
behaviour.

Previously I had trained using Schneider’s first rank symptoms of
schizophrenia to “help me”, and had spent my early years in nursing try-
ing to reasonwhy all the people I evermetwho had been given a diagnosis
of schizophrenia seemed to have so little in common. Formulation, as op-
posed todiagnosis, seemed just asbafflingatfirst butdid seemtooffermore
to my clients and to me. The experience of psychosis is overwhelming to
both the client (Romme & Escher, 2000) and the therapist. The formulation
provides an opportunity to understand and normalise psychotic experi-
ences. I shared a client’s formulation with her recently and she announced
at the end of the session: “It’s no wonder I’m like this”.

Without a formulation the therapist can be likened to a General engaged in
battle without planned tactics to guide him in the deployment of his troops
and in the timing of his offensive. (Blackburn & Davidson, 1990).

This therapist had seemingly never timed “her offensive” before—hours
were spent pouring over the inference of words. Was it that Janet believed
she was special or was it that she believed she had not succeeded? As a
true novice I was unable to generalise the approach I had been taught.
That the formulation is actually a hypothesis did not reduce my desire to
“get it right first time”. I saw it as a static conclusive statement rather than
a flexible starting point and was determined to gain an understanding of
Janet’s viewpoint and develop the formulation. This was not only to help
me to make sense of her problems and guide my intervention but also to
protect me from being overwhelmed by the labyrinthine constructs of her
experiences.



38 COGNITIVE BEHAVIOUR THERAPY FOR PSYCHOSIS

Janet’s childhood had been characterised by being “set apart”. Her social
position in the village was elevated by her parents’ jobs. Her detached
house overlooking the village was unique and her attendance at boarding
school appeared to contribute to the development of two beliefs: that she
was different and that academic achievement was important.

Janet was brought up in a family that placed great emphasis on academic
and financial success. She enjoyed the school regime and had faith in the
school motto “Work hard, pray hard, play hard”. Her university years
were characterised by a shifting of boundaries. She was living with other
students without any routine and had struggled with an emotional re-
lationship, feeling that it was “distracting her from her work”. She was
involved with an art group and involved in drama, living with artists in
the early 1970s but then started to have difficulties with her studies, was
unable to concentrate and was gripped with “intellectual paranoia”. She
must have felt confused and bemused as this was not her perceived des-
tiny. Her family had “mapped out” that she should finish university and
go into business with her sister. It was all planned. What was happening?

It appears that the stress surrounding these critical incidents may have
contributed to her first episode, although Janet did not recognize how
stressed she was. As a result of her emerging psychosis she was removed
from university and returned home. Following her return she discovered
that her family reacted differently to her. They appeared awkward in her
presence and the comfortable, close relationship she had with her siblings
now felt strained. Janet retreated to her bedroom on the very few occasions
that they visited.

Iwonderedwhether Janet’s belief that she had an implant served two func-
tions. It could be seen that by externalising blame for her perceived failures
(i.e. it is the fault of the implant) Janet feels less personally responsible for
her perceived inadequacy. How could she possibly have succeeded with
an implant in her head? Secondly, her delusional beliefs appear congruent
with her beliefs about the world and about herself, that she is different and
special.

Her auditory hallucinations echoed her schema in that the voices she heard
told her she was worthless. Sharing the entire formulation with Janet did
not seem appropriate as it was at odds with her own explanation, and to
have divulged this viewpoint might have jeopardised our relationship.

Formulation of Janet’s problems
� Early experiences
Elevated social position in home village
Emphasis on academic success from parents
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� Dysfunctional beliefs and assumptions
I am different/special
Emotions detract from achievement
Success is about academic and professional accomplishment
Unless I am a complete success I am a failure

� Critical incidents
Perceived rejection by peers at university
Struggling to keep up with work
Distracted from academic work
Fails exams

� Negative automatic thoughts
There is something wrong with me
I have an implant controlling me
“You are a waste of space” (voice)
“You know nothing” (voice)

� Maintaining factors
Isolation
Defensive function of delusion
Continued emphasis on academic achievement

� Behaviour—Avoidance/withdrawal
� Feelings—Depression/anger/paranoia
� Physiological—Poor sleep/anxiety/unable to concentrate.

Course of therapy

I had had the notion that when I carried out cognitive behaviour therapy it
would be in a serene environment; a quiet pale-green roomwith a carefully
placedpot plant and coffee percolator bubbling in the background. Iwould
be calm and knowledgeable and the client would be attentive and willing.
This couldn’t have been further from reality.

Medication management

After years of visiting Janet it was important to me that the benefits of this
new style of interventionwere evident to her. I wanted to provide her with
some hope that things could be better and to show her that I was taking
her concerns seriously.

She had let me know she was unhappy with her medication and
this seemed to be a straightforward and achievable first step for my
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intervention. Having assured the team that I wouldmonitor any newmed-
ication and that compliance would not be an issue as her mother admin-
istered oral medication, she was given an atypical neuroleptic. Janet was
delighted about this and reported feeling “less subdued”. I felt relieved:
hopefully I was making a difference.

Normalising

For many people the experience of psychosis is worsened by the fear that
they see themselves as “mad, a lunatic, a nutter”. They are subject to the
media portrayal ofmental illness and fear the arrival of the “knifewielding
maniac” that lies dormant within them. Many people diagnosed as hav-
ing “schizophrenia” have little idea of what this actually means, clutch-
ing onto beliefs that it has something to do with “a split personality or
two minds”. Along with that belief is the fear of the implications of mad-
ness. What is going to happen to them; when will the alter ego emerge;
will they be carted off to the mental hospital; and will the key be thrown
away?

The cognitive model would predict that such an interpretation of events
would be related to feelings of anxiety and general stress. Needless to say,
the stress-vulnerability model (Zubin & Spring, 1977) links stress to re-
lapse and further symptoms of psychosis. This adds to the importance of
reducing the fear that is linked to the interpretation of psychotic symp-
toms. The aim of a “normalising rationale” (talking about those people
who, when they are subjected to stressful situations, experience a dif-
ferent reality) is to lessen the fear surrounding a person’s experience
by linking those experiences to common/expected phenomena (Nelson,
1997).

To facilitate the normalising process Janet and I looked at the cultural
context of her “psychotic” experiences (Kingdon & Turkington, 1994). As
part of this we discussed how, in other cultures, the experience of hearing
voices was not always perceived as a sign of “mental illness” and could be
seen as having a spiritual link. This evidently had some impact on Janet as
at the end of the session she announced, “Just think, if I lived in India, I’d
be a priestess”. The impact of the cultural interpretation of symptoms on
social status had been felt.

The cognitive model views delusions as being at the end of the spectrum
of a normal misinterpretation. After learning about this framework it was
interesting to find that, once understood, the basic principles of CBT per-
meated into the whole of my life. I became overaware of the cognitive
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distortions I made, the negative thoughts that leapt into mymind, and the
selective attention I had to certain facets of my experiences. How many
times have I spoken to a less than happy friend and suddenly thought
“What’s wrong with her, she must be annoyed with me”, or sat anxiously
in a meeting, certain that everyone thought I was stupid. At night in the
dark I often get scared, convinced I am being followed, and often have a
need to check the empty back seat of the car. It is often helpful to share
some of these everyday experiences with a client. The rationale is that by
normalising thinking errors, such as the process of jumping to conclusions,
the person feels less weird. Although I feel it is important to normalise the
client’s experiences, this must not be done at the expense of detracting
from their experience. The distress related to a delusional belief cannot
be compared with that related to the misinterpretation of the actions of a
friend.

Stress-vulnerability model

As therapy proceeded we moved on to the stress-vulnerability model
and the antecedents to her first episode. The stress-vulnerability model
is an effective way to reach a shared understanding of what may have
contributed to a person’s experience. Janet appreciated the attempts to
make sense of her situation. She found that by exploring events sur-
rounding her first episode she was able to see the stress she had expe-
rienced prior to her “breakdown.” This personalised view was important
in helping Janet to become actively involved in a collaborative therapeutic
approach.

Treating coexisting depression

Janet had scored highly on the Beck Depression Inventory (Beck & Greer,
1987) suggesting her depression was of a moderate to severe level. One
feature of her depression was sleep disturbance. Janet was going to bed at
8 p.m. and rising at 3 a.m. Interestingly, her paranoia was worse at 6 a.m.

Itwas difficult for Janet to identify theway inwhich she couldmake her life
worth while. To her, happiness equated to success and she believed many
“non-academic” activities to be pointless. She perceived her previous em-
ployment as an insurance salesperson as a demeaning activity. In contrast,
she would tell me on a regular basis that she had achieved ten “O” levels
(basic school examinations) and four “A” levels (advanced examinations).
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At this point I felt it was important to reframe Janet’s sense of worthless-
ness. I tried to encourage her to keep a diary of her activities throughout
the day, dividing them into things she enjoyed doing and those that gave
her some sense of achievement. This was a difficult task for Janet (and
me) because whenever she enjoyed doing something she minimised its
worth. She constantly comparedwhat shewas achievingwithwhat she be-
lieved she should be achieving at this stage in her life. She enjoyed reading,
but she was only able to read for short periods of time owing to problems
with concentration.Anypleasure that could have been gainedwas negated
by her belief that she should be able to do more.

In an attempt to normalise Janet’s dismissive thoughts about her achieve-
ments I used the analogy that study skills are talents that need constant
practice. Many people find it difficult to return to successful study after
taking time out: I was a perfect example of that! Telling Janet of my fear of
taking exams after a 15-year gap seemed to give her hope. She seemed to
realise that her lack of concentration did not indicate that shewas generally
inept and therefore a complete failure.

To improve her concentration and subsequent pleasure from reading, we
gradually introduced articles of increasing length for her to read. Janet
chose articles of interest and read them one section at a time. Although
she tackled this, she was still concerned that she was not able to remember
everything. I thought itwas important tonormalise this:mostpeopledonot
remember all they have read. I discussed my methodology of underlining
important sentences and writing copious notes as a memory aide. This
worked. Her anxieties about her concentration went down and she started
to read again.

Janet needed other interests apart from reading to fill her days. In the
past she had enjoyed painting and visiting art galleries and yet these were
no longer part of her life. This was a difficult issue to tackle since there
were no cultural opportunities of this kind nearby. In a desperate attempt
to expose Janet to the outside world and increase her pleasurable activi-
ties, we arranged to go further afield and found a number of art galleries
in neighbouring towns. At the same time she thought it might be inter-
esting to see if there were any television programmes about art, so we
scoured the television guides for programmes about art and literature. As
a result, Janet started to watch the TV with her mother until 9.30 p.m.
Because she was going to bed later she started sleeping till 4 or 5 a.m.
which reduced the length of time she spent alone in her bedroom in the
morning.

Janet and I visited localmuseums and art galleries; it had the effect (forme)
of stepping into her shoes and falling into her world . . . headfirst. She had
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been apart from this world for so long that all our activities were tinged
with comments such as:

“So, this is how they park cars now”, “People seem very strange tome”, “ I
stayed in the 70s”, “It is all very foreign tome”.Although Janet experienced
some increase in activity and pleasure as a result of this approach, she often
stated that she could not carry out the tasks she wanted to because of her
implant. She believed that her implant was 100,000 times stronger than her
brain and overpowered her own wishes. To me it seemed that Janet used
the power of the implant as a reason for not trying anything new and as
a rationale for inactivity. Did this mean that I should be challenging her
belief in the implant? I was worried about what would happen if she no
longer had an external reason for her problems. Janet, however, stated that
she would like to be “free again”. It was at this point of the therapy that
I developed a similar desire as Janet’s to be “free again”: not from the im-
plant, but from this intervention. The familiar appeared useless tome and I
did not feel confident or competent with cognitive behaviour therapy. I felt
I would never be able to talk to a client in a meaningful way again. I was
terrified ofworkingwith entrenched beliefs and read and re-read the litera-
ture, reassuringmyself that I was following a recognised procedure.When
thepressure is increased, reverting to the familiar becomes an easier option.

Delusional beliefs

One particular aspect of cognitive therapy that I found intriguing was
asking the client to rate conviction in his or her delusional beliefs. I had
always assumed that thosewithdelusionswere absolutely 100%convinced
of their beliefs and it never occurred to me otherwise. Using this approach
I found that Janet had some doubt about her implant, though she was 90%
sure it existed and was controlling her.

The next stage of my intervention was to explore the evidence that Janet
was using to support the existence of her implant. Janet must have some
evidence, but surely therewasmore evidence that no such implant existed.
We started to collect data for and against her explanation of the implant.On
further exploration I discovered that Janet believed that the implant had
beenput into her headby“telekinesis”. Thiswas an interesting explanation
but when I asked about how this worked, it was apparent that Janet did
not have all the answers. It was obvious to me that neither Janet nor I
would be able to explore the evidence for the implant being inserted by
telekinesis if we had limited knowledge of the subject. I therefore set a
task for both of us to find out more, and we spent the next few weeks
studying the paranormal (Carroll, 1994). It is interesting to note that as we
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started to delve into worlds with which we were unfamiliar, a strange
phenomenon occurred: our own certainty of “truths” started to crumble.
Prior to my reading, I had a vague notion of what telekinesis was; and
Janet had thought she had some idea of what it involved. However, in all
of our research we could find nothing on the use of telekinesis as a method
of implanting material into the human body.

CBT uses Socratic questioning as a means of exploring a person’s interpre-
tations and conclusions about events, but there appears to be very little
literature on how this translates into practice, although there are refer-
ences indicating that it should be ‘Colombo style’ (reflecting the naı̈ve
style of questioning used by the TV cop in the dirty raincoat) as opposed
to Sherlock Holmes’s interrogatory approach. I was soon to discover the
difference. Janet and I had a discussion about the implant:

Me: How do you think the implant was put in your head?
Janet: I don’t know.
Me: Have you ever had any operations on your head?
Janet: No.
Me: Have you any scars on your head?
Janet: No.
Me: Do you have any evidence to prove it is in there?
Janet: I thought I did.
Me: (becoming more excited and pressured in my speech): So, you have no
evidence?

Janet: (pausing longer and becoming more timid): I don’t appear to, no.

I later discovered that this was not a good example of Socratic questioning.
I submitted this tape to my supervisor, feeling I had done rather well. I
knew the response was not as I expected when she struggled to think of
a positive comment at the start of the next session. As she tried to put it
tactfully, the principle of this style of questioning is not to beat the client
into submission, admitting she is wrong, but to explore the explanations
that may be available and debate the likelihood of each. The therapist
should have a genuine interest in trying to understand how the person has
reached his or her conclusion. Unlikemy initial attempt, the tone should be
inquisitive and questioning.We decided to run the session again under the
guise that itwould be good to have a résumé. The session startedwith Janet
asking, “So, are we going to argue about the implant again?”. It seemed
she hadn’t felt that we were exploring her belief at all—more that I was
trying to impose my own conclusions.

The re-run of the session was significantly different. The main evidence
Janet had for the existence of the implant was a 20-year-old X-ray that
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“showed it was there”. Not only that, but Janet had actually kept the origi-
nal X-ray.What an opportunity to explore the evidence! As Janet produced
this precious photograph, I feltmy stomach turn. There in front ofme, quite
plain to see, was something in her skull that did have the appearance of
an object with wires coming from it. Perhaps she was right all along and
did have something implanted in her skull. I could definitely see how she
had made the assumption. What should I do now? I couldn’t possibly tell
her I agreed with her, could I? I kept quiet hoping she wouldn’t ask my
opinion. “Do you think it looks like an implant?”, she asked.

Agreeing that this objectdid in fact look like an implantwasprobablyoneof
themost significantmoments in the therapy. Janet felt understood and val-
idated and this no doubt helped the therapeutic relationship enormously.
Of course it dawned on me that there must have been some evidence that
Janet had developed a belief in the implant, and it was naı̈ve of me to think
that we would find nothing. I had to help Janet to explore whether or not
she may have jumped to a conclusion (a typical cognitive error). Just be-
cause there was something on the X-ray that looked like an implant, did not
mean that it necessarily was an implant.

When we looked for further explanations of what the object may be, we
found that Janet had originally been told that the X-ray showed ‘a pineal
body’. Neither of us knew exactly what a pineal body was or how likely
it was that it would be evident on an X-ray. Once again I set the task to
find out more. We searched through medical texts and talked to medical
colleagues and foundout a considerable amount about this harmlessgland.
It was indeed an alternative explanation for the object on the X-ray. As
we found out more it was evident that Janet’s belief in the implant was
starting to shift. I thought it would be wise to take a similar approach to
thebrain implant theory as I hadwith the theoryof thepineal gland. If brain
implants did exist then they should be mentioned in scientific texts. After
an extensive search Janet was surprised that she could find no mention of
them at all.

One of the fears I had about working with people in this way was that
it would unearth painful thoughts and feelings for them and I would be
unable to help them to deal with these. It was my formulation that Janet’s
core belief of being special was maintained by her view that she had the
gift of space flight. Without this I worried that she may have to confront
her ordinariness. Whether Janet was ‘subconsciously’ aware of this I will
never know, but her decision to change the focus of the sessions could be
viewed as having a self-protective function. Janet decided she no longer
wanted to explore her beliefs about the implant and her special powers
and instead asked if we could concentrate on her voices.
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Working with voices

Before delving into any therapeutic intervention with Janet’s voices I felt it
was important to find out more. Did she recognise the voices? What were
they saying to her? Could their occurrence be predicted? After completing
a ‘voice diary’, I realised that Janet heard one male voice that was worse in
the morning when she was alone in her bedroom. The voice, identified as
her sister, was generally offensive, saying she “was a waste of time” and
“knew nothing”. Her usual response was to get angry and shout back at
her. She was keen to point out that her sister was wrong and was lying.
Iwonderedwhat itwouldmean to Janet if thevoicewas correct. Theanswer
was final: she believed shewould be better off dead than be awaste of time
and know nothing.

Various cognitive-behavioural approaches to dealing with auditory hallu-
cinations are described in the literature: modifying the voices themselves
(Haddock, Bentall & Slade, 1996; Tarrier, 1992), exploring the content of
voices in relation to their personal experiences and core beliefs or schema
(Fowler, Garety & Kuipers, 1995; Brabban & Turkington, 2001) and ex-
ploring the attributions the person makes about his or her symptoms
(Chadwick & Birchwood, 1994; Morrison, 2001). In the modification of
positive symptoms (Tarrier, 1992) the existing coping strategies of clients
are examined anddeveloped to help them to copewith their hallucinations
(this is referred to as Coping Strategy Enhancement). Fowler, Garety and
Kuipers (1995) believed that it is important to tackle the voices as though
they are types of automatic thoughts, examining evidence for and against
what they are saying. Finally, Chadwick and Birchwood (1994) and
Morrison (2001) emphasised the importance of looking at the individuals’
attributions about their voices as they believed it was what individuals
made of their symptoms that determined whether they became distressed
or not.

As a starting point with Janet I spent time exploring her beliefs about
the origins of her voices, where they came from and what this meant.
Janet believed that her sister was communicating via telepathy but did
not understand why she would be doing so. While exploring this further,
I presented a number of possible alternative reasons to explain why she
may hear voices. She was interested to look at the literature describing
experiences of people who heard voices but who did not have a diagnosis
of mental illness (Romme & Escher, 2000). We also re-examined the stress-
vulnerability model (Zubin & Spring, 1977) and looked at the possibility
of her voices being a reaction to stress. Although Janet was not swayed by
this bio-psychosocial explanation, she recognised that her voices seemed
to arise in times of stress but not when she was relaxed.
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To pursue the origin of Janet’s voices further, we tried “Coping Strategy
Enhancement”, which I saw as having two functions. Firstly, if Janet could
control her voices to some extent, then she should feel less distressed.
Secondly, if she found she had some control over her symptoms, then that
would be further evidence that the voices were not externally generated.
Janet used re-attributional statements such as “I’m not a waster” when the
voices started.We had identified that her hallucinations tended to occur in
the early hours of themorningwhen she sat alone in her bedroom listening
to her radio. To avoid this trigger Janet started to switch off her radio, come
out of her room and make tea for her and her mother. It seemed that her
mother was usually awake at this time, so we agreed that they should
talk together thereby avoiding any inner focus. This proved to be a very
effective strategy: not only did Janet’s voices diminish, but hermother was
delighted to have the cup of tea.

Janet was still insistent that it was her sister whowas talking to her. Rather
than spendmore time on this attribution I changedmy focus to explore the
content of the voices. I asked Janet to rate howmuch she believedwhat the
voice (her sister)was saying. Iwas surprised tohear that shedidnot believe
that she was a waste of time at all. She did think, however, that her sister
believed this. Her evidence was that on her sister’s rare visits, Janet per-
ceived a “psychological barrier” between them. She found her sister polite
but unsympathetic. Although I accepted that Janet’s sister could present in
thisway, I questionedwhether thiswas actual proof that she believed Janet
to beworthless. Perhaps shewasunsure how to conversewith Janet, orwas
worried about upsetting her by saying the wrong thing. We also explored
how Jane’s own behaviour could impact on others’ reaction to her. Janet
took these alternatives on board and agreed to see whether her sister’s
reaction would be different if she initiated a conversation. She concluded
that she might have mis-attributed her sister’s behaviour as evidence that
she disliked her.

By the end of therapy it was evident that Janet understood the stress-
vulnerability model, and although she could see how this linked to her
first episode she was not quite so convinced of any ongoing relevance.
Moreover, there were definite improvements in her quality of life; her
sleep pattern was more regular and during her waking hours she seemed
to be getting more enjoyment from her activities. She was now visiting
galleries and museums and, when she was at home, had started to pur-
sue a former interest in painting. As for her symptoms, the KGV showed
that the severity of her hallucinations and delusions had reduced signif-
icantly, and her score on the Beck Depression Inventory reflected that
her symptoms had reduced and were now more indicative of a mild
depression.
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At the endofmy therapeutic pursuits I approached Janet to seewhether she
would be happy for me to publish her case. Part of the deal was obviously
that she would be able to read my description of her case, and I must
admit that this caused a few anxieties, particularly as I knew I would be
mentioning that some of her symptomsmight be acting as defences against
feelings of worthlessness. I avoided the subject of what I would be saying
until Janet allayed my misery: “Lets face it, I enjoy the space flight, what
else have I got to do all day? If I didn’t have that to look forward to, I think
my life would be very miserable indeed.”

SOME AFTERTHOUGHTS

Although it appeared that Janet had changed within the course of therapy
the most significant impact had been on myself. Although I had believed I
was to learn a new set of skills when I started my course, I quickly realised
that it was a lot more than that. To work in this way required a complete
change in attitudes and values to “severe mental illness” and these took
much longer to accommodate than practical skills. I felt as though my en-
tireworking practicewas deconstructed during this process and it tookme
some time to return order to the chaos of my life. Possibly as an attempt
to find some certainty I adopted the psychological framework with evan-
gelical zeal. I was sure that this approach was the ‘Holy Grail’ yet at this
point in my training I had neither the understanding nor the experience to
back this up. This is a lonely position to be in—and an annoying one for
colleagues to experience. I was able to see the limitations of the approaches
theywere using but could not avoid highlighting their inadequacies. In ret-
rospect I realise they were being quite tolerant of my preaching, but from
my perspective I was feeling dislocated and removed from the safety of
the familiar. On reflection this is probably what Janet was experiencing at
some level as I challenged her state of knowing and asked her to enter an
arena of uncertainty.

As time went by my confidence grew and I felt more secure with my new
set of beliefs and skills; however, I quickly learned that this was only the
start. I realise thatwhat I have learned ismerely one perspective explaining
psychosis. Although I now have a psychological understanding of mental
illness I appreciate that there aremanymodels that canbeused to formulate
this experience. I no longer see uncertainty as an unhealthy state of mind,
but see it as a requirement for further development. The journey continues.



Chapter 3

MANAGING VOICES

Case 3 (Pat): Lars Hansen

From an early age I have been fascinated by human behaviour and al-
ways harboured a strong desire to understand more about the underlying
reasons for normal and abnormal responses. As a young medical student
I naively believed that psychiatry was psychotherapy—the reason why I
chose to studymedicine. Iwas soon to learn otherwise! But after recovering
from the initial disappointment, over the next few years I began to believe
that my newly acquired biological knowledge could serve my quest for a
fuller understanding of the human soul. In themid-1990s as I ventured out
into the junior psychiatric posts, I realised tomyhorror that the trenchwar-
farebetween thebiological and thepsychological fractionofpsychiatrywas
still flourishing, with neither camp being any less dogmatic than the other.
Every opportunity was exploited to ridicule and belittle the “enemy’s”
attempts to explain its comprehension of the world . . .with the utterly pre-
dictable result that no winner, but two losers, appeared: the psychiatrists
and, more importantly, the patients’ well-being that was supposed to be
our main objective.

In this climate an inexperienced clinician was not sure where to turn for
assistance. It was therefore thoroughly refreshing to discover that a new,
rapidly developing branch of psychology provided a more integrated per-
spective of how the mind functions, and indeed dysfunctions. Cognitive
Behaviour Therapy (CBT) shed new light on everyday life experiences in
the ward-round and in the outpatient clinic that simply made straightfor-
ward sense to both myself and the patients. And “oh, relief”, without dis-
regarding that other measures could have an additive or even synergistic
effect. It was possible in a non-dismissive and respectful way to organ-
ise the patients thoughts into more understandable structures—a process
which sometimes in itself seems therapeutic; “by switching the light in a
dark room . . . the beast is still there, but at least you know who you are
fighting” as one patient said following an outline of the formulation.

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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As CBT in its nature is collaborative it also challenges the therapist and
improves interpersonal skills immensely. The guided discovery and nor-
malisation approach sometimesmake it appropriate to tell thepatient some
well-chosen personal experiences. Never are timing and human intuition
more of the essence than in these situations. The demands on the therapist
are huge, but so are the rewards, and it is difficult to imagine encounters
being more giving than when new insight is gained for both parties. That
appliesmaybe evenmore so to therapy for psychotic patients—an area that
psychotherapists have been fighting shy of for decades. Evidence is emerg-
ing that psychotic patients can benefit significantly from discussing their
experiences with others. Many of these particularly vulnerable patients
have spent years holding back their innermost thoughts and interpreta-
tions of their experiences out of fear of upsetting their relatives . . . and out
of fear that the doctor automatically will increase their medication. Many
patients find it, not surprisingly, greatly relieving finally to have somebody
to talk to about their experiences—experiences that tend to get more and
moredistorted the longer theyarenotbouncedoff someoneelse.Weare still
not clear about the exact mechanisms that are working in the therapy and
as long as that is the case, and probably even after that, it is advisable for
the therapist to be guided by the proverbial Rogerian triad of Warmth–
Empathy–Genuineness.

THE ROLE OF SUPERVISION AND TEACHING

After years of self-study and supervision from more or less well-qualified
supervisors I was fortunate enough to be accepted at the newly established
Diploma Course in CBT at Southampton University year 2000–01. The
course consisted of three teaching modules: axis I disorders, personality
disorders and finally psychotic disorders. I was at this stage doing my
specialist registrar training in general adult psychiatry in the area and was
therefore able to be granted one day’s study leave each week for the 30
weeks of the course.

To my surprise the knowledge that I had from psychodynamic experience
stoodme in good stead, especiallywith regards to therapeutic relationship,
engagement and containment. On the other hand, it took my supervisor
lots of energy to convinceme that itwas all right to loosenup, use examples
from your personal life (without flooding the therapeutic alliance) and not
shy away from normalising seemingly extreme experiences. Thus, it was
not without trepidation that I commenced therapy with my first psychotic
patient after the first of three terms of the course. In spite of having spent
significant amounts of time with psychotic patients in my training in the
hospital, this was a qualitatively different experience. Somewhere in the
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back of my mind was a feeling that this was dangerous for the patient.
Was there any truth in the old dictums about psychotherapy not being
suitable for these vulnerable people? This latent fear certainly did flare up
when a young, male patient that I had known as an outpatient for more
than a year prior to his CBT started to cut himself and not turn up for
appointments. This seemed to coincide with the keen therapist collecting
painful childhood material to complete the formulation. The supervision
was very helpful by advising me to make a “tactical withdrawal” and
simply befriend him for a while to keep the relationship going. There is
little doubt that if things had carried on theway they did the patientwould
either have disappeared or harmed himself seriously. He showed me that
I had overstepped his safety distance and that he could not cope with it.

As mentioned, the course was divided into three modules and those of
us who had chosen to specialise in psychosis had to wait until the last
module to get the teaching course. This meant that we theoretically had a
relatively poor base to start off with, which obviously put extra pressure
on the supervisor over the first months. During this period the supervisor
and the other trainee in the group were especially indispensable. As soon
as the teaching got underway pieces in the jig-sawwould little by little fall
into place, while understanding on a grander scale had to wait until the
final written assignment was completed at the end of the course.

Minor adjustments on this new course are understandably needed but this
course and similar settings are clearly the way forward to create more
therapists in a service that is crying out for more, relatively short-term
therapy availability provided in an evidence-based manner.

PAT

Pat was referred from the community mental health team for treatment-
resistant auditory hallucinations. The hallucinations were assessed by her
psychiatrist to have a serious effect on the patient’s quality of life.

Personal history

Pat was a 62-year-old white woman. She had never been married, did
not have children. and lived with her younger brother. She had no formal
qualification and was semi-retired from a job as a cook in a rest home. She
described herself as a non-practising Christian.

She was born in Southampton with no known complications at delivery.
She developed well as a small child, but was extremely scared of the dark
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and refused to sleep on her own until the age of 9 or 10. She described her-
self as “generally, a very nervous child”. She grew up in the same house as
her mother’s sister and her family, and therefore had a very close relation-
ship with her two cousins, Moira and Shelley. She hated school and felt
that teachers thought: “She is daft.” She said, “I felt everything I did was
wrong.” She left school at 15 with no formal qualifications. Soon after leav-
ing school she started working in a laundry, and worked there for 25 years
only interrupted by twoyears of sickness around the time of her first break-
down in 1958. Looking for new challenges and better pay, she found a job
as a cook in a mental health day centre in 1981. She worked there for ten
years before she moved to her present job as a cook/care assistant in a rest
home. After a period of poor physical andmental health in thewinter prior
to starting therapy, she decided with the agreement of the rest home man-
agement to semi-retire and onlyworkwhen required.When she started the
therapy she was unable to work as “the voices stress me out”. She enjoyed
her work and the contact with carers and clients and was therefore very
unhappy about this. Through her working life she has had long spells of
unemployment due to poor psychiatric health, e.g. eight years during the
1970s.

Psychosexual development

She had only had one long relationship, lasting 20 years. He died 15 years
ago. She had not had a relationship since and stated that she did not miss
the company of men but emphasised with laughter that she was not afraid
of them.

Family history

She was eldest of four siblings; she had three younger brothers. A female
cousin spent several years in Knowle Hospital in the 1960s (reason un-
known) and her father suffered from alcoholism. He died in 1984 aged 66
fromstomach cancer, but the patient claimed “I tooknonotice”.Heworked
as a driver until retirement at 60. The patient did not feel close to her father
even though she “did notmind him”. She later disclosed that hewas drink-
ing day and night, but denied that he was violent or had similar problems
to her own.

Her mother died in 1996 aged 81 from cancer of the uterus. Pat was dev-
astated and felt that she herself may have been partly responsible because
she felt that she should have alerted the doctor at an earlier stage. Pat was
very close to her mother and has often dreamt about her after her death.
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The mother was described as caring and loving . . . “We could talk about
everything . . . I would never leave our mum for any man in the world.”
Sheworked intermittently as a canteen assistant but took time off regularly
to look after Pat.

Her three brotherswere, respectively 54, 53 and 43 years old. She had regu-
lar contactwith all threebut theydidnot talk about “emotional things”. The
older two brothers were in their 50s and were both married with children
while the younger brother lived with her in their childhood home. About
the two older brothers: “They come every Sunday, leave some money
and then they are off.” The youngest brother was working full time but
was known to have an alcohol problem. She had daily contact with the
two cousins she grew up with, Moira and Shelley. They lived nearby and
provide good support for one another.

Past psychiatric history

1958 First episode of schizophrenia, hospitalised for one year.
1969 Schizophrenia, local Mental Hospital, self-discharged after a few

hours.
1976 Schizophrenia, Psychiatric Unit, self-discharged after 10 days.
1997 Schizophrenia, Psychiatric Unit, self-discharged after a week. Ad-

mission precipitated by mother’s death and severe skin infection of
the arm (leading to high temperature).

Past medical history

She had been remarkably well until December of the year prior to therapy
when she developed a pulmonary embolus. She was fully recovered. She
also had some chronic back pain.

Medication

She took Olanzapine (antipsychotic) 10 mg daily since September 2000
and had a number of other antipsychotics in the past. Her adherence to
medication was good.

Social history

She lived with a brother in rented accommodation, the same two-
bedroomed house in which they were born. She received weekly benefits
and her rent was paid. Until recently she also received a considerable
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amount of money from her work at the rest home. She had no debts. She
smoked ten cigarettes daily and said she used to drink too much alcohol
when she was in her twenties (“It calmed me down”) but drank very little
now.

Premorbid personality

She describes herself as always having been anxious. She had a keen
interest in other people and especially loved the company of her family.
She enjoyed bingo and gossiping with neighbours and cousins.

Forensic history

None.

Mental state presentation

She came across as a lively, friendly, English lady who was slightly short
of breath, but well kept. Her speech was unremarkable but she was very
talkative. Her mood was assessed initially to be low and anxious. Subjec-
tively she claimed to be feeling “fine, but anxious”. She was considered to
be at low risk of self-harm or harm to others. Her thoughts were normal in
form but focused on understanding the origin of the voices. She believed
that the voices were started by the “Robsons” who had been living next
door for two generations. She also maintained that the doctors were with-
holding the truth from her. In the past she had had visual hallucinations
in the form of seeing ghosts around the house, but this had not happened
over the last years.

The auditory hallucinations consisted for the time being of three female
voices: those ofMoira and Shelleywerewell known to her as theywere the
voices of her cousins; the third was the voice of Jenny, who claimed to be a
psychiatrist. The voices talked to her (second person) and about her (third
person). Usually the content was friendly and gave her advice on different
issues; e.g. “go and play bingo . . . it is time for Pat to do the vacuum-
cleaning”. She was convinced that the voices had an external source. The
abusive voices from the past had not been heard for years. She believed
that the voices were omniscient but not omnipotent.
� Cognitive State: She was assessed to be of normal intelligence with no
evidence of dementia.
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� Insight: She was compliant withmedication and believed she had amen-
tal illness, but did not accept that the voices could be emanating from
her own mind.

Initial assessment

She presented with the following complaint: “Voices are driving me
mad . . . the Robsons have gone, now it is just Moira, Shelley and Jenny’s
voice. They are all friendly, but I would like to get rid of them . . . do you
think I everwill? After all these years of searchingwill I ever find the truth?
Will I ever be normal?” There were someminor discrepancies between her
explanation and the information gathered from case notes and other health
professionals, e.g. in her work history she did not talk about the periods
of unemployment; and the family doctor that she believed had been her
doctor since childhood was younger than she was. An attempt to write
her experiences down in diary form failed as “the voices went dead quiet
every time I tried to write anything down” (paradoxical intention).

Rating scales were discussed in supervision and the following three were
decided upon: the Health of the Nation Outcome Scale (HoNOS; Wing,
Curtiss&Beevor, 1996), the Psychosis Rating Scale (Haddock et al., 1999)—
auditory hallucinations (AHRS); and delusion rating scales (DRS). The
ratings were carried out in session III:

� HoNOS: overall score, 12 points, mainly on depressed mood, physical
health, and problems with hallucinations and activities.

� AHRS: 24 points, mainly on frequency, duration, beliefs about origin,
distress, disruption and lack of control.

� DRS: 5 points, scored on conviction and duration.

Formulation
� Formative experiences: Nervous child, scared of the dark. Felt ostracised
by other children. Father an alcoholic. Felt an academic failure. Felt close
to the rest of family. Experienced first breakdown at 19.

� Core beliefs: “Nothing will ever change . . . I‘ll never find the truth.”
Self–self: “I’m stupid and mad . . . I’ll never be normal.”
Self–others: “Mostpeoplearehelpful andstrongerandbrighter thanme.”
Others–self: “People that do not know me think I’m weird . . .my family
likes me.”

� Rules for living: Others cannot be fully trusted. Avoidance. People will
not help me find the truth.
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� Onset: Poor physical health. Sleep deprivation. Stress. Brother drinking.
Increased isolation.

� Maintaining cycle

Thoughts Feelings

“I’m strange”
“Voices will take over”

“I’m going mad”
“People think I’m strange”

Despondent
Desperate

Angry, anxious

Tense
Shaky

Behaviour Physical signs

Cannot go out
Employs coping mechanisms

To ensure that the formulation that was performed in collaboration with
the patient was not seen as solely focusing on negative aspects, we de-
cided to add another category to the three traditional “P’s” of “Predispos-
ing,” “Precipitating” and “Perpetuating” (Table 3.1). We called this cate-
gory “Strengths Factors”—i.e. coping strategies that she recognised could
decrease the voices in intensity and frequency.

� Talking to her cousins.
� Seeing the doctor (including the GP, psychiatrist and therapist).
� Living an active life style (going to work, playing bingo, inviting people
for tea and visiting family).

� Taking the tablets.
� Helping other people.
� Thinking about other things.
� Going to sleep.
� Talking on the phone.
� Write down what the voices are saying.

The ABC model (Ellis, 1962) was introduced later (see Chadwick,
Birchwood & Trower, 1996). The voices (A) were viewed as activating
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Table 3.1 The three P’s

Biological Psychological Social

Predisposing
factors

Intermittent
alcohol abuse;
possible genetic
predisposition

Anxious, father
alcoholic; scared
of darkness; felt
ridiculed at
school

Poor academic
achievements;
“teachers
thought I was
stupid”; fearful
of strangers

Precipitating
factors

Alcohol, physical
illness, sleep
deprivation.

Depression, family
members on
holiday; death
of mother;
stress.

Social isolation;
inactive
lifestyle; fears
about losing job

Perpetuating
factors

Physical illness;
chronic pain.

Brother drinking;
anxious
personality

Not going out; not
seeing other
people

events; B was the belief or personal interpretation; and C was the be-
havioural or emotional consequence of the belief (Table 3.2).

Treatment plan

The treatment plan was developed in collaboration with the patient and
discussed at length in supervision. The following stages were chosen.

Engagement stage

Initially the therapist would state clearly what the therapy was about
(safe, collaborative method of looking at the causes of distress) and what

Table 3.2 The ABC model

A B C

Second and third person
voices. (See Mental
State)

“Voices are driving me
mad.” “I‘ll never find
the truth.” “The
doctors will not tell
me the truth.” “I‘ll
never be normal.”
“Voices are in control
of my life.”

“Sad, depressed. Makes
me feel the odd one
out.” Desperate, “they
will never shut up”.
Isolating herself, does
not go out.



58 COGNITIVE BEHAVIOUR THERAPY FOR PSYCHOSIS

the therapy was not about (medication, hospitalisation, sectioning, etc).
Throughout the therapy the use of Socratic questioning would be empha-
sised. Attempts would be made to empathise with the patient’s unique
perspective and feeling of distress and show flexibility at all times, letting
the focus of therapy be guided by the patient’s wishes. A vulnerability-
stress model was to be used such that the patient could understand that
vulnerability is a dynamic concept that can be influenced by many factors
such as life events, coping mechanisms, physical illness, etc. The therapist
would emphasise that he did not have all the answers but useful explana-
tions could be developed in cooperation.While the therapist may not have
experienced exactly what the patient had experienced (A), he was will-
ing to look in detail at the patient’s human response to these experiences
(B and C). An important part of the engagement process would have
already taken place during the assessment period.

ABC model

Slowly and thoroughly moving the patient through the model, through
Socratic questioning, and clarifying the link between the emotional distress
she is experiencing and the beliefs she is holding about the voices, the
model was to be used to give the patient a way of organising her confusing
experiences:
� Patient to give a rating of the intensity of distress (e.g. 0–10).
� Assess C and divide it into emotional and behavioural aspects.
� Thereafter allow patient to give her own explanation to what events
the A factors occurred to cause C. Ensure that the factual events are
not “contaminated” by judgements and interpretations. Feed back to the
patient that the A–C connection is acknowledged by the therapist.

� Finally assesspatient’s belief, evaluations and images.Communicate that
a personal meaning is lacking in the A–C model. Give a simple example
to facilitate understanding.

Goal-setting

Realistic goals for therapy were discussed with the patient using the
distressing consequences (C) of the voices to fuel the motivation for
change. Four potential options for lowering the level of distress were to be
discussed:

(a) escaping from the voices
(b) tolerating them
(c) persuading them to stop
(d) changing her persistent beliefs about them.
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Options (a) to (c) had in this casebeen triedunsuccessfully for over 40years,
therefore it was agreed that option (d) seemed worth trying.

Normalisation

It was agreed to try to develop a “normalising” rationale (Kingdon &
Turkington, 1991) with the patient in order to de-catastrophise her experi-
ences. The patient was to be given a leaflet on voices (Kingdon, 1997) for
the following reasons: to underline the fact that she is not the only person
in the world suffering from this problem (i.e. emphasising universality:
Yalom, 1970), that people can experience voices in a whole range of dif-
ferent circumstances (stressful events, hyperventilation, torture, hunger,
thirst, going off to sleep, etc.) and to provide her with written material
about coping mechanisms. One aim would be to “chip away” at self-
stigmabyputtingher experiences ona continuumwithnormal experiences
(Kingdon & Turkington, 1994). This would allow comparison of voices to
a dream-like state, “dreaming awake”, “as if part of the brain is still asleep
while the rest of you is fully awake”.

Critical collaborative analysis

Her voices were to be discussed and it was to be established whether or
not anyone else was able to hear them. This might possibly be tested out
in the company of more people when a good working alliance has been
obtained. She would be asked if she thinks that others may be lying when
they deny hearing her voices. If necessary, tape recording of the voices
at home could be suggested to help to resolve the issue of whether the
voices were internal or external in origin. She could discuss why the voices
were directed especially at her and how this is practically possible. Finally,
inquiry could be made about whether the patient believes that the voices
could be the product of her own mind, perhaps as the result of stress she
had experienced and vulnerability.

Challenging beliefs about voices

Gentle, Socratic testing of beliefs about voices to weigh up evidence for
and against statements would be used. An assessment would be made of
how the beliefs occurred—through inferences, cognitive distortions (e.g.
dichotomous thinking, selective inference, emotional reasoning, etc.), re-
viewing antecedents and slowly moving on to challenging her beliefs.
Identification would be made of misattributions and attempts made to
re-attribute with the use of appropriate homework tasks.
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Developing alternative explanations

Here it is of crucial importance to let the patient develop her own alterna-
tives to her previousmaladaptive assumptions about the voices, preferably
looking for alternative explanations that are alreadypresent in the patient’s
mind. These explanationsmight be temporarily or permanentlyweakened
either by external factors or by dysfunctional thinking patterns. If the pa-
tient is not forthcoming with alternative explanations, new ideas can be
constructed in cooperation with the therapist. Certain seeds might have
been sown earlier in the therapy, and these can now be used as building
blocks (from leaflets and previous discussions). It would, furthermore, be
important to tailor-make the therapy to the patient’s relatively limited in-
tellectual capacity by using understandable examples from everyday life
and refraining from the use of complicated expressions.

Implementation of treatment plan

Engagement stage

This fundamental part of the treatment process had already been started
during the initial history-taking in the development of a strong working
alliance that could cope with the challenges of the therapy. This patient
proved to be extremely easy to engage. Shewas immediately friendly, gen-
uinely warm and talkative. Throughout therapy she turned up promptly
and the risk of acting outwas assessed to be negligible. From the beginning
Pat was very willing to talk about the voices that she described as friendly.
She would, however, like to get rid of them because she felt that they were
becoming a disturbance. She also expressed an interest to get to “the bot-
tom of things” after all these years. Paraphrasing was used extensively at
this stage in order for the patient—and the therapist—to feel understood.

She gave a lot of information and it felt useful to organise this into the ABC
model. This helped both of us to structure our discussions. The patient
asked at an early stage if the therapist had ever experienced voices. When
the answer was no, it did not appear to cause any major rift in the alliance.
The therapist explained that he was personally familiar with human feel-
ings of lowmood andhadprofessional experience of treating peoplewith a
similar condition to hers with its consequent feeling of despair. Pat seemed
reassured by that.

ABC model

Pat complained of not understanding how her distress (C) could be related
to her beliefs and thoughts (B) and not to the voices (A) because “they are
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real”. It was made clear that the therapy did not dismiss her protestation
that the voices were causing distress, but merely that her personal inter-
pretation of the voices contributed to her feeling low and inability to go
out. As this seemed to be a very central area in the therapy with which the
patient had serious difficulties reconciling herself, several examples were
used to clarify the importance of B. For example, a man and awoman lie in
bed at night and hear a noise downstairs (A). He believes the noise could
be due to a burglar (B) and gets very scared (C). His wife knows something
he does not know; she forgot to let the cat out earlier and she now believes
that the noise is caused by the cat going through the cat-flap (B). She just
turns over and sleeps on (C).

The patient was invited to make her own examples with limited success.
The model was, however, used as a homework task and the patient did
on one occasion (Session 10) manage to write down the A and the C. She
would only verbally account for B. She had written down under A that
the voices had said that “all doctors know the answer but they will not
tell me” (meaning the truth about the origin of the voices). As C she had
written down “angry, want to hit him (GP) and disappointed”. Through
Socratic questioning the conclusion was reached that her understanding
of the voices was going through a kind of “personal filter” which caused
her more anguish than if the voices had been “left to their own devices”—
a defining moment in the therapy was reached! It was mentioned by the
patient that the filter may be working for both input and output.

This discovery followed directly from a discussion about how she had no-
ticed that she seemed to remember childhood memories differently from
her siblings. She felt that people sometimes experienced her as different
because her thoughts also travelled through the samefilter before being ex-
pressed verbally. The link between the personal filter and B was made. It
was, however, noteworthy that this insight had evaporated at the following
session where A again seemed glued to C without anything in between!
It was a stark reminder of how insight can fluctuate from day to day. The
same is the case for intensity of distress but the two parameters do not
necessary fluctuate in a synchronisedmanner. Pat’s distress was scored on
a scale from 0 to 10 onmany occasions and fluctuated significantly, but the
trend was downwards over the therapy as a whole.

Goal-setting

1. At our first meeting the patient was already clear about her objective
with the therapy: “Get rid of the voices,” and she soon talked about
finding their origin. This was guided into amore realistic goal of searching
for a better understanding of the voices. It was discussed with the patient
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that a better understanding of the voices in some instances could lead
to a reduction in their frequency and intensity.

2. Pat also wanted to get better to enable her to return to work.
3. She wanted to be able to go out more and deal with shopping, socializing,
etc.

During an attempt to prioritise the goals the patient was adamant that if
the voices decreased she would automatically achieve goals 2 and 3.

Although clinically low in mood at the onset of therapy, Pat expressed no
wish to deal with her depression and remained convinced that the voices
were the cause of her problems.We talked about having to take one step at
a time in order to achieve her final goal of getting to grips with the voices.
As this seemed difficult to grasp we drew a staircase on the board in order
to illustrate the process more graphically. The patient accepted this and
said: “You have to crawl before you can walk.” Following this discussion
we talked about the four possible ways of coping with voices (see above).
In spite of relating this technique directly to the ABC model the patient
clearly struggled with taking it in. She did, however, accept that she had
tried to persuade them to stop unsuccessfully—for 44 years. She was also
clear about not being able to put up with the voices for the rest of her life.
We talked about the possibility of using frustrations as a source of energy
to pursue her goals. She nodded pensively and gave an example of how,
for years, she had hated the wallpaper in her house and then one weekend
redecorated for 48 consecutive hours: “I had had enough . . . and it really
looked good afterwards.”

Normalisation approach

This approach was used extensively throughout the therapy rather than
at a specific point. It seemed to be important, as one of the patient’s core
beliefs was that she felt herself to be “the odd one out”. Especially during
Sessions 3 and 4 we talked about ordinary people’s experiences and how
little is known about what normal thoughts actually are. She was given
examples of when other people can experience unusual things as voices
or delusions: during wars, sleep deprivation (just as she had experienced
an increase in voices when she lacked sleep), taking drugs and during
extreme loneliness. In this context we discussed the stress-vulnerability
model (Zubin & Spring, 1977) again. Pat was not used to intellectual pur-
suits and did not grasp the graphical implication of the stress-vulnerability
model that we drew on the board. She could nevertheless easily relate to
the fact that her situationworsenedwhen she felt stressed.We talked about
her threshold for stress being perhaps lower than other people’s threshold
because of early experiences, or because she was born with an “anxious
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streak”. Following on from this discussion we drew continua on the board
illustrating that her experiences had connections to everyday events. To
make the concept of a continuum more understandable, a temperature
range was drawn from the coldest to the hottest that she had experienced,
which gave her the idea of different degrees of intensity. This exercise was
specifically aimed at her dichotomous thinking “I am weird, other people
are normal”. She seemed to engage very well with this approach. She ex-
plained her inability to go out when she felt bad by saying: “It is as if they
are all looking at me . . . as if they can see I’m mad and been in psychiatric
hospitals.” Therefore de-stigmatisation seemed crucial and the normalisa-
tion approach was seen as a powerful tool in changing her understanding
of self and others. Shewas the given the leaflet (Kingdon, 1997) as planned,
but this was probably more useful as a guide to the therapist than as infor-
mation for the patient. She attended the first few sessions with her cousin,
Moira, and it was hoped that together they could talk about the content
of the leaflet. When we returned to the leaflet at a later stage (Moira was
no longer attending), Pat was quite dismissive. She said that she had un-
derstood that she was not the only one hearing voices but that she could
not see much point in the other issues brought up by the leaflet. She told
me that she had once seen a programme on television about voices but had
turned it off because it bored her. The suggestions for coping mechanisms
did not interest her, as her goal was to find the origin of the voices: “One
day I’ll meet them in the street.”

We then discussed all the strange things that happen in our minds when
we sleep, and Pat gave many examples of what she was dreaming: “I keep
dreaming about my mother, she says weird things and storms around the
house to see if I have done the cleaning. She is also keen forme to look after
my baby brother.” She told these stories with an air of humorous distance.
We discussed the possibility that part of her brain was still dreaming even
after the rest of her had wakened up. She smiled subtly and said: “It’s
possible, I am always tired . . . never fully awake.”

Critical collaborative analysis

During Session 7 the patient mentioned that the voices had been partic-
ularly active and seemed to continue into the session, which was highly
unusual for her. She was asked if she thought that the therapist could also
hear the voices, to which she responded with a smile: “I’m not sure . . . I
think so.” I told her that I could not hear the voices but that we could call
in a third person if she so wished. She nodded and said that that would do
no harm. A young medical student doing his placement in psychiatry was
asked to come into the office and listen in silence for a couple of minutes.
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As the student was unable to hear anything unusual Pat smiled and said:
“With young ears like that?” Pat was therefore gently introduced to the
idea that the voices apparently could not be heard by anybody else. She
seemed slightly sceptical about this fact and mentioned that her GP might
be able to hear something.However, she did not believe hewould lie to her
and promised to ask him directly again. She had taken a comment he had
mademore than 30 years ago (“Look for the answer, Pat, and you will find
it”) to mean that he knew more than he said he did. We talked about the
statement and its possible interpretations and came to the conclusion that
he might have meant something entirely different. As Pat had believed
her version for years this was difficult to accept and it was agreed that
she should approach the GP at their next meeting and ask him what he
originally had meant.

Pat declined to borrow one of our tape recorders to tape her voices at
home as she found that too difficult technically. We did, however, manage
to listen to a tape together fromSession 7 (the only sessionwhere the voices
were present) but found no evidence for the voices being audible to others.
She accepted this, but was unable to explain why. She was also at a loss to
explain why the voices in that case seemed to be directed especially at her.
She claimed that she had never thought about this before.

She had thought extensively about how the voices could reach her. Her
explanation was not consistent and would change from session to session,
even from minute to minute. She was wavering between different expla-
nations:

1. “They implanted a microphone in my tummy when I was in the
hospital.”

2. “Dr Tyrer (consultant psychiatrist in our hospital in the 1970s) is in-
volved with this.”

3. “It has something to do with the Royal South Hants (hospital she was
admitted to) . . . that is where it all started.”

4. “They come from the television . . . even when it is not on.”
5. “I thought theywere inmymattress, so I cut it open (back in 1958) . . . but
they were not there.”

None of these ideaswas heldwith strong conviction but shewas, however,
adamant that the voices could not be a product of her mind: “How should
that be possible . . . they sound like real people.” After an entire session
discussing these matters Pat agreed that some of the voices had a conspic-
uous similarity to her own thoughts: “Dr. N’s daughter is going to have a
child; will it be a boy or a girl?”, “Come on Pat, go and play bingo . . . you
will enjoy it.” The last sentence was especially highlighted as this could
represent a part of her mind that wanted to play but Pat felt bad about it
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Table 3.3 Statement: “Voices are real”

Evidence FOR Evidence AGAINST

1. They seem real. 1. They respond to tablets.
2. Become worse when I’m ill.
3. Continued even when the Robsons were away in
Birmingham.

4. Get better when I socialise.
5. Get better when I see doctor.
6. Worse when mother died.
7. Changes in intensity when my mood changes.
8. Never found any evidence of speakers or chips in the
mattress or behind wallpaper.

and therefore disowned the urge. Pat had previously explained that she
loved bingo but it was too expensive for her. She accepted that possibility.

Challenging Beliefs about Voices

From Session 6 and onwards the first more systematic challenges took
place. We discussed in a Socratic manner the evidence for and against the
voices being real. In order to make it more tangible Table 3.3 was written
up on the board.

As previously mentioned, the Robsons were the family next door who had
lived there throughout her life. Mr and Mrs Robson died 5–10 years ago
but their daughter remained. There were indications that this lady might
have been mentally unwell herself and Pat had paradoxically provided
substantial support for her. Pat’s original hallucinations were the voices of
the Robsons that she believed to be evil. She felt it was strange that they
could keep talking even though she had seen them go off to Birmingham
in their car. Even years previously, she had found this fact peculiar. She
stated without prompting that the experience had for a short time made
her doubt the “realness” of the voices.

Many timeswe returned to theABCmodel tounderline that the ideas about
the voices were not facts but beliefs—her personal interpretations. One of
the items that changedmost during the course of the therapywas her belief
about the control of the voices, and homework tasks were set with the pur-
pose of giving her the feeling that she had a certain control over them (e.g.
attempt to turn voices on by calling them; try to turn them off by phoning
Moira, go to bingo, etc). The patient was unable to write this down but re-
portedorally that the taskshadbeen carriedout successfully.Other increas-
ing and decreasing strategies were carried out to build up her feeling of
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being in control (Chadwick&Birchwood, 1994), andother homework tasks
were set, such as filling in a sheet detailing the ABC model, but the voices
went “dead quiet on me” whenever she attempted to write them down.

Over the later years Pat had not felt compelled to do as the voices told
her. That had, however, been the case when she was young and her only
explanationwas: “I guess Imust be getting used to them.”We talked about
how circumstances seemed to play an important role in the intensity of the
voices. She agreed and gave examples of this (mother’s death, physical
illness), but was unable to explain why the voices should be so heavily
influenced by external circumstances.

Developing alternative explanations

Pat came up with numerous explanations to the origin of the voices (see
above) but none of these was strongly held. The possibility that the voices
could be a product of her own mind—especially when stressed—were at
best responded to with “Hmmm. . . I don’t know”, and at worst, “No, they
are real, I’ll meet them some day.” After the evidence for and against “the
voices are real” were written down, she kept coming back to the fact she
had been searching for so many years for a meaning to these experiences
and that it could not possibly just be her own thoughts. It was as if it was
almost a physically painful process for her to have to consider letting go of
assumptions she had held for so long, but she conceded that it would be a
lot less scary if the voices just turned out to be products of her own mind.

We also summarised the evidence that was collected throughout the ther-
apy but she did not embrace the suggestions wholeheartedly. It was felt
important that she was at least aware that trusted people could hold views
that differed from hers. In Session 14 a new approach was developed,
drawing a diagram showing a small red area indicating activity in Broca’s
area of the brain (the “speech centre”). It was explained that this area is ac-
tive when people hear voices when nobody seems to be around. We went
through the list of “evidence” against the voices being real (response to
medication, increase when she is ill, etc.) and asked her after every exam-
ple if it fitted with the new theory. This clearly had a very profound effect
on her and she remained thoughtful for a long time as if pieces in the jig-
saw were falling into place. She did, however, finally dismiss the idea and
said—as if to convince herself—“No, they are real.”

Achievements

Although Pat did not describe a change in her underlying beliefs, she
improved immensely during the course of the therapy that had lasted for
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21 sessions. Her rating scales all showed significantly better outcome and
the overall clinical impression was much improved. Her scores after three
months were:

HoNOS: 3 (from 12), improvement on hallucinations and delusions,
physical illness, depressed mood and activities of daily living.

AHRS: 14 (from 24), improvement on controllability, distress, inter-
ruption, beliefs of origin and loudness.

DRS: 3 (from 5), improvement on conviction and distress.

It must, however, be taken into consideration that when we first met in
February shewas recovering from a seriousmedical condition (pulmonary
embolus).Her previous history showed that serious physical illness almost
inevitably had led to an increase in the voices. As she recovered physically
over the springperiod thiswas consideredan important contributing factor
to her good progress in therapy.

Another contributing factor was this lady’s ability to relate to other people
in a warm and trusting manner. Her old notes (dating back to the 1950s)
time and again mentioned her pleasant personality. She quite obviously
enjoyed the company of others and her sense of humour was well devel-
oped. She relished the chance to talk her problem through in depth with
someone else. Her compliance with medication was never in doubt and
she turned up promptly for every appointment. Long before the therapy
started, she had clearly developed her own coping strategies which had
improved her situation markedly since her early breakdowns. As she had
relied on these strategies and explanations for her experiences, it proved
difficult to change her underlying beliefs.

Looking at her initial goals (which did not change during the therapy)
her goals about going back to work and being able to go out more were
achieved. The voices were still present but were by now causing her con-
siderably less distress.

CONCLUSION

It was my impression throughout the therapy that much of the devel-
opment of the therapy was dependent on ‘non-specific factors’ between
the two of us—humour, responsiveness, warmth, empathy and genuine-
ness (Rogers, 1959). There is now some evidence that other approaches—
such as befriending, where the above-mentioned qualities can be applied,
at least in the shorter term—can have an equally positive influence on
schizophrenic patients (Sensky et al., 2000). Regarding genuineness, a
lesson was learned when the patient asked me in Session 10 who the
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“top-man” was (she believed that the top-man in the psychiatric services
would hold the answers to her questions). I had an idea of her intentions
but chose to play ignorant to avoid being side-tracked, and therefore an-
swered: “I don’t really know”. Her reaction was brisk and she said with a
knowing demeanour: “O, yes, you do . . . you just won’t tell me.” Momen-
tarily our relationship had suffered an unnecessary blow.

Clinicalworkmustbe tailored towards thepatient inquestion. InSession14
I drew a picture of the brain to introduce her to the idea that part of the
brain becomes hyperactive when the voices are active. To my surprise Pat
was unaware of where the brain was situated anatomically. The situation
was rectified by a little immediate education and the demonstration was
extremely helpful, but it also taught me that all our efforts may be lost if
we fail to meet the patients where they are. That certainly does not mean
that we cannot eventually bring them away from their initial position, but
we have to be careful about the way we address them and make sure we
are speaking the same language.

The practical experience of doing therapy cannot be overestimated. It is
near impossible to guess how your patient will react to certain approaches
before they are tried out in practice. Themore clinicalworkwedo, themore
skilledwewill become at picking up common trends in responses, but that
should never lead to complacency—it would be a dangerous illusion to
believe that we can predict human behaviour with any certainty.



Chapter 4

CASE EXPERIENCE FROM
A REHABILITATION SERVICE

Case 4 (Helena): Isabel Clarke

I trained as a clinical psychologist in my mid-forties, having spent a long
time in mental-health-related voluntary work while bringing up my fam-
ily and doing an Open University degree in Psychology. I first became
interested in psychosis as a Samaritan, and developed an approach based
on helping someone who came to me in that capacity in the 1970s, to
distinguish between her psychotic and ordinary style of thinking and ex-
periencing, in order to reduce her distress and help her adaptation. I noted
then thedifferent quality of experiencing shedescribedwhen thepsychosis
took over, and this is a theme I have followed up.

During my training and in my early years of practice, 1989–1990s, I fol-
lowed developments in CBT for psychosis closely through conferences
and workshops, and developed my own practice, rather tentatively and
in isolation. I have since been joined by other colleagues enthusiastic and
knowledgeable in CBT for psychosis, and so find myself in a thriving de-
partment. While still working in isolation, as well as the different quality
of experience, I was struck by the positive aspects of psychotic experience
reported by some (but not all) my clients. By relating these observed fea-
tures to research and writings, such as the body of Schizotypy research
(e.g. Claridge, 1997) and the books of Peter Chadwick (e.g. 1997), I de-
veloped my own position on psychosis, and its relationship to the more
generally valued state of spiritual experience in an edited volume (Clarke,
2001). These ideas are only partially relevant to the current case, where
the psychosis is rooted in the experience of childhood abuse, and it is my
observation that in such cases there is no positive aspect to the psychotic
experience.

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.



70 COGNITIVE BEHAVIOUR THERAPY FOR PSYCHOSIS

FEATURES, CONTEXT, AND APPROACH TO THERAPY

I work in a psychiatric rehabilitation service, catering for peoplewith long-
term problems, who need extra support in order to maximise their inde-
pendence. My work as a therapist is therefore part of the input of a multi-
disciplinary team, and this case illustrates this way of delivering CBT for
psychosis. Individual therapy is a relatively small part of my contribution
to the service. Indeed, my initial face to face contact with Helena came
about through her membership of a Voices group I was facilitating, along
with one of the nurses in the team. Iwas already familiarwith her situation,
as I had been involved in offering consultation over several years. Once
individual therapy started, liaisonwith the teamwas central to the process.
The ways of approaching symptoms that I negotiate with the individual
are then shared with the keyworker, with permission, and so employed by
the team.

Another feature of this case is that breakdown occurred in middle life,
and involved the reactivation of childhood trauma. The most usual course
of psychosis involves breakdown at the early life transitions of leaving
home, or, in the case of women, entering committed relationship or having
children. Helena had passed all these life stages, albeit restricted by ago-
raphobia and depression. She had brought up two children, gone through
three marriages (the third was remarriage of her first husband), before
threats to her latest marriage resulted in psychotic breakdown. A feature
of her troubles was severe hopelessness, leading to impulses to suicide,
which have made the transition from hospital to the community hard to
achieve.

This example is therefore, perhaps, untypical and my approach to CBT for
psychosis is also non-standard. I belong to a small, but growing, band of
therapists who see great potential in the Interacting Cognitive Subsystems
model as applied to therapy for psychosis. The theory was first applied
clinically to depression (Teasdale & Barnard, 1993). Barnard (in press) has
more recently developed the theory to embrace psychosis. The first pub-
lished work that applies ICS to psychosis comes from Andrew Gumley’s
team in Stirling (Gumley, White & Power 1999). They report on having
used it to good effect in their trial of relapse prevention, and are currently
developing it for early intervention.My own approach is slightly different,
and I have outlined it in an extended comment on Gumley’s paper in the
same journal (Clarke, 2002). In a more detailed paper, I have illustrated
with a clinical example the application of this theory to cognitive therapy
forpersonalitydisorders (Clarke, 1999). This chapterwill be anopportunity
to illustrate what I believe is the considerable potential of this approach
in the treatment of psychosis. Following this introduction, I will launch
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into my chapter with an account of Helena’s situation and history up to
the point when I became involved. I will then introduce the Interacting
Cognitive Subsystems model, as a preliminary to giving an account of the
therapy that is currently ongoing.

HELENA

Helena was born in 1949 to a family with two brothers and a sister. Her
father was in the army, so the family moved around a lot. She was always
underconfident, and more attached to her father than to her mother. How-
ever, when she was raped at the age of 8, while waiting for him to come
out of his place of work, she felt unable to tell him or anyone else. Whether
because of this, or because of the constant moving around, she was a loner
at school, and left at 14 without qualifications to do various factory and
cleaning jobs. At 16 she married her boyfriend, Neil, and soon became a
mother, having a son when she was 17 and a daughter at 20. The role of
wife andmother has always been very important to Helena, and she threw
herself into it. However, the relationship uponwhich the role was founded
was definitely abusive. Her husband had an alcohol problem, and under-
mined her constantly mentally and emotionally, as well as attacking her
physically when drunk.

Existing outside a relationship has always appeared highly problematic to
Helena, and she only divorced Neil when an alternative relationship pre-
sented itself, after ten years of marriage. This second marriage also lasted
ten years, and her second divorce in 1985 coincided with the death of her
father. These events appear to have plunged her into depression, necessi-
tating psychiatric admission, but with no hint of psychotic symptoms at
that time. Following her divorce, she remarried Neil, andmovedwith him
to Southampton in 1990. She was admitted to hospital here in 1993, fol-
lowing an overdose, and reported ideas about being constantly watched,
and the TV talking about her. There was a period of outpatient follow-up
and intermittent admissions, followed by a long admission in 1996. By this
time, the marriage had deteriorated; Neil had another relationship, and
Helena reacted with suicidal despair that failed to shift with all possible
combinations of medication, ECT, etc. that could be devised.

She was transferred to the Rehabilitation Ward to assist the transfer back
into the community. I was involved on a supportive and consultation level
at that time.Her suicidal impulseswere reinforcedbyabusivevoices telling
her to kill herself, and progress was impeded by the difficulties of getting
any sort of resolution of the relationship with Neil. On the one hand, he
was behaving abusively towards her and was openly unfaithful. On the
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other, once she resolved todivorcehim, hewouldmakepromises to reform.
When she had relented, he would return to his former ways. Eventually
she managed to disentangle herself from this impasse when he filed for
divorce in 1998. This paved the way for discharge to a 24-hour staffed
hostel in the community, and a successful period of community living.

During this period she was able to engage in a number of activities, and
to keep herself safe. This success led to plans to move on to a group home,
whichwere effectively scupperedby the reappearanceofNeil, andpossibly
the fear of more independence. She was readmitted to the Rehabilitation
Ward, and had been there for two years. The first discharge plan was to
follow her wish to relocate to the part of the country where many of her
family were living, but this proved impractical. A brief relationship with
a fellow patient lifted her mood, but its ending plunged her once more to
the depths, with relentless auditory hallucinations urging suicide, and the
consequent difficulty of moving towards community placement. It was at
about this time that I became more closely involved.

Initial contact and voices group

Helena’s keyworker initially asked me to do some work with her, focused
on her dependence on particular relationships. From that initial contact
it was clear that Helena had the capacity to make good use of cognitive
therapy, as she was well able to identify key cognitions. In a short session,
we identified that she felt herself to be worthless, and only felt good when
someone else was treating her as special. She was receptive to the idea that
she needed towork on treating herself well and gently. Aswewere starting
up a Voices Group at that time, and voices were a major problem for her,
I used the bit of rapport building achieved in the first session to coax her
into joining the group.

The voices groups I run in the Rehabilitation Service are based on the
Romme and Escher approach (1993) and are very gentle, with an empha-
sis on encouraging people to share what meanings they really give to the
voices (and other symptoms), as a basis for working towards less distress-
ing ways of making sense of them. This is because people in this service
have usually learned, over long contact with the hospital, what they are
expected to say, and what responses will best serve their ends in terms
of hastening discharge and avoiding extra medication. I am not necessar-
ily suggesting that acceptance of the medical model is a front for a “real”
opinion about voices in such cases, as I am of the opinion that there is
no problem for most people in holding simultaneously two contradictory
explanations of something. For instance, it is perfectly possible to hold the
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medical model opinion of voices and symptoms at the same time as enter-
taining other, incompatible, explanations for psychotic symptoms. In the
presence of psychosis, explanatory systems and meaning-making become
generally more fluid, and people will often “toggle” backwards and for-
wards betweenquite distinct positions according towhether the individual
is operating more from the shared reality, or from their private, psychotic
reality (see further in Clarke, 2001). Part of the focus of the group is in
raising awareness of these two possibilities, and encouraging the ability to
move into the more adapted, i.e. the less distressing, of the two. Reducing
the state of arousal is frequently enough to achieve this.

InHelena’s case,we established in the course of the group that high arousal
and a powerful experience of the voices did indeed go together, and that
simple relaxation breathing, and other calming occupations, were helpful
coping strategies. When we came to the point in the group of starting to
uncover the idiosyncratic meanings of people’s voices, we had something
of a breakthrough in her case. She reported that the voice, which she said
was the devil, screamed at her to kill herself. She could not identify the
voice, but when I asked whether she could recall hearing anyone scream
like that, she said yes—she had screamed like that when she was raped, at
the age of 8. This enabled us to suggest that instead of being the voice of
the devil, this was really the part of her that had never managed to cope
with that terrifying and punishing event in the distant past.

The therapy: An Interacting Cognitive
Subsystems approach

A full exposition of the Interacting Cognitive Subsystems model can
be found elsewhere (Teasdale & Barnard, 1993). In summary, ICS is an
information-processing model, based on experimental evidence for dif-
ferent forms of coding information; for instance, immediate and sensory
based, verbal and logically based, or a more holistic, meaning-based cod-
ing. These and other distinct codes form the basis for nine postulated
subsystems: three are sensory and proprioceptive; two involve higher or-
der pattern recognition; two concern the production of response; and two
are yet higher order, meaning-based systems on which I will now focus—
the propositional and the implicational. Memory is an integral part of the
operation of a subsystem, and each stores information in its own mem-
ory, using the code particular to that subsystem. Thus, the logical, proposi-
tionalmemory isverbally coded,whereas the implicationalmemory,which
recordsmeaning at amore generic level, is encoded in a rich variety of sen-
sory modalities, and is therefore more immediate and vivid.
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Another area illuminated by the research into short-term memory and
human-computer interaction on which the theory is based (Barnard, in
press) is the need for a transformation process in the interchange of in-
formation between one subsystem/coding and another. This interchange
of information is constrained by the limitation of the processing capacity.
Thus connections aremademore immediatelywithin a particularmemory
store than between the data stored in different memory stores and coded
differently. This provides a parsimonious explanation for the memory’s
ability to connect rapidly vividmemories of events of similar personal sig-
nificance. An example in Helena’s case is the way in which threatening
events in current life (dissolution of her marriage) reawakened memories
of the trauma of the rape, in the form of the voice. As the memory was
derived from the implicational memory store, it was not mediated by the
logical awareness that the event occurred a long time ago, or that her own
terror and the malevolent intent of her attacker had become jumbled to-
gether in a fashion reminiscent of dream logic. Access to propositional
memory would be needed to clarify and disentangle the experience.

The other feature of Interacting Cognitive Subsystems that is central to the
current argument is the immediate connection between the implicational
and body state subsystems,which can signal level of arousal, and themuch
more indirect route bywhich information about arousal reaches the propo-
sitional subsystem. Good functioning in a human being is characterised by
ease of communication between propositional and implicational levels. A
state of high arousal disrupts this ease of communication. Such a state oc-
curs where the implicational subsystem picks up a sense of threat to the
self,which is passed to the body state subsystemwhich gets the body ready
to meet the threat. In this mode of operation, thinking becomes focused on
threat, and the implicational subsystem is not open to new information,
or sophisticated appraisal from the propositional subsystem. Where this
type of threat becomes habitual, habitual loops of communication between
propositional and implicational subsystems develop, which effectively ex-
clude new learning, and which CBT calls schemas. The unpleasant states
of arousal accompanying this situation are characteristically avoided, or
circumvented in some way. One individual will respond to the emotional
overload by withdrawing, and so become depressed; another will become
anxious and panicky; a third will drink or take drugs; and yet another
will translate all feelings into anger, and so place the problem with “them,
out there”. In this way, the aversive states of arousal are translated into
various forms of psychopathology or deviance, and the communication
between the subsystems is further disrupted. As already noted, Helena’s
voices were worse when she was in a stressed state, and bringing down
arousal was an effective coping strategy for her.
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I suggest that psychosis represents a more serious instability in the sys-
tem, in association with variation in arousal levels, and therefore disrup-
tion of the usual exchange of information between the subsystems. Cru-
cially, the centrally important communication between the propositional
and implicational levels no longer functions smoothly. Barnard (in press)
has expounded this process in some detail, where he describes it as fol-
lows: “exchanges between two levels of meaning become asynchronous”.
He explains how this leads to the characteristic symptoms of psychosis.
This idea of asynchrony can help one to see how it is that Helena might
have had no access to the logical explanation of her voice, and therefore
felt powerless in the face of it. I would add to Barnard’s exposition that,
in my experience, it is the implicational subsystem which becomes domi-
nant in these circumstances, with its monopoly on meaning, which infects
everything with that supernatural sense of meaningfulness characteristic
of psychotic experience, and aptly described by Peter Chadwick (1997) as
“the meaning feeling”.

Application to therapy

Acentral featureofCBT is theneed tobeable to share a clear, easilygrasped,
rationale with the person with whom you are working, and obviously
the exposition of the Interacting Cognitive Subsystemsmodel given above
does not match that description! However, it does lead to some very
simple and user-friendly ideas that have been central to Helena’s therapy.
In summary, if the desynchrony between propositional and implicational
levels, mediated by high arousal, is at the root of at least the psychotic
symptom part of the problem, getting these to work together is at the heart
of the solution. The ideas of shared and non-shared reality, the ability to
hold two ideas at once, and the role of state of arousal in mediating access
to the more “rational” explanation, as introduced above, all relate directly
to this model. Fundamentally, being in the world is seen as a balancing act
rather than a given. In most mental health problems the balance becomes
tipped, but in psychosis it becomes dangerously destabilised. Recognising
the need to keep the balance and exploring effective ways of achieving this
become central to the therapy. Teasdale and others have spent some years
developing the approach ofmindfulness, as away of consciously attaining
this balance, for application to the treatment of depression (see Teasdale
et al., 2000, for a multicentre research study applying mindfulness to the
prevention of relapse in depression). Linehan (1993) makes it central to her
Dialectical BehaviourTherapy approach to borderlinepersonality disorder
and adaptations of mindfulness were used in this therapy, both with the
Voices group, and in individual work with Helena.
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Formulation

The following formulation was shared with the multidisciplinary team,
who were struggling with Helena’s continuing impulses to commit sui-
cide and the problems of working towards discharge. They found it par-
ticularly difficult to cope with her constant talk of her voices and the urge
to commit suicide, and the team was split into those who advocated for
her, and those who had essentially lost patience. The meeting, which took
place five sessions into theweekly therapy, served to increase tolerance and
understanding, and so to reunite the team effort. In summary, I identified
Helena’s core beliefs as self-unacceptability and shame, reinforced by the
rape experience. These led to assumptions about her worth being depen-
dent on caring for others, and her survival dependent on others seeing her
as worth taking care of. Because of these assumptions, role and relation-
ships had been partially protective against the core beliefs for most of her
life, but with the loss of both, the psychotic voice urging her to kill herself
joined the earlier symptoms of depression and agoraphobia. The “devil”
screaming that she should kill herself can be seen as re-experience of the
rape, reactivated from implicational memory, combining the screaming of
the terrified child with the contempt, hatred and violence shown towards
her by her attacker, with a liberal helping of “the meaning feeling”—the
characteristic implicational supernatural glow which led her to identify
the voice as the devil.

Helena’s assumptions about her survival being conditional on others’ care-
taking, coupled with the genuine terror of the experience, led her to abdi-
cate responsibility for her safety. My suggested team aims that arose from
this formulation were therefore prefaced by the need to reinforce her abil-
ity to take such responsibility, which meant the tolerance of some level of
risk. I also suggested that staff should limit time spent talking about the
voices and balance it with distraction towards positive activity, as building
a sense of esteem and efficacy in the present was the way forward. This
had the double advantage of helping staff to feel more useful as they en-
gaged her in general conversation and games rather than listening to an
essentially repetitive recital which had left them feeling very helpless.

Since then, the team have been successfully helping Helena towards more
independence. Ward staff have supported her in a graduated programme
which has brought her to the point where she can go out on her own, and
resist suicidal urges. She has been encouraged, through initial reluctance,
to attend the day hospital as a prelude to discharge. The allocation of
an acceptable council flat and the beginnings of a new relationship are
external factorswhich helpedHelena to orientate herself more towards the
future.
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Individual therapy

This has consisted in a mixture of sharing the formulation in easily assimi-
lable portions, and suggesting practical and imaginal exercises to increase
Helena’s ability to challenge long-held beliefs and ways of doing things in
the present—and so to increase the flow of free communication between
propositional and implicational subsystems. I have seen her for 16 sessions
so far. The work is ongoing, and there is a strong sense of two steps for-
ward, one and a half to two steps backwards about the therapy. However,
I am also liaisingwith her keyworker and the team and, altogether, Helena
does seem to be edging towards discharge.

An important aspect of the formulation, as shared with Helena, was help-
ing her to disentangle the respective influences of what we called “feeling
thinking” and “thinking thinking”, in other words, the dominance of ei-
ther the implicational or the propositional subsystem in ICS terms. The
struggle with the voices produced automatic thoughts about worthless-
ness, the urge to suicide, and a reluctance to lift her head and look at other
people because of her sense of shame and ugliness. We tracked how these
ways of thinking led her back into the past; to the shame of the rape, and
to her marriage where her husband constantly criticised her and called
her ugly. She was able to recognise in the session that, for instance, her
husband was not a trustworthy authority on anything, so why should she
be influenced by his opinion; that the rape had not been her fault, so she
had no need to feel ashamed, and that at least part of her wanted to live
and make a home in the new flat, rather than dying. The difficulty was
that she easily found herself overwhelmed by “feeling thinking” between
sessions. Barnard’s concept of “asynchrony” between subsystems can help
us to understand this common phenomenon when working with CBT for
psychosis (and indeed for other conditions). The individual can accept the
logic of the challenge to thoughts or voices in the session, and come up
with good challenges spontaneously, but the power of the voices and psy-
chotic thinking is not so easily shaken off in daily life. To deal with this
problem, I wrote things down for her, both on paper and on cue cards so
that she could remind herself when things were difficult, and also shared
these summaries with her keyworker, so that others could help to keep her
on track. She was gradually able to make more consistent use of breath-
ing, distraction and thought, challenging herself to distance herself from
the voices, and so become less suicidal and be trusted in the community
on her own. Whenever a new challenge came along, like the reality of
discharge, there was a tendency for the voices to come back strongly.

Once she had mastered breathing and distraction, we tried some mind-
fulness exercises to help her to stay in the present. She found that
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concentrating on the complicated knobs on the stereo helped to bring
her mind back from past laden, “feeling thinking”. The key of her new
flat served to remind her of a hopeful future. She is also learning to label
judgements as judgements rather than as facts (Linehan, 1993), and so de-
tach from the feelings of shame and ugliness that cut her off from others.
Again, thinking toomuch about the future brings to her mind the idea that
itwill all gowrong, as it has so often in the past. Bringing herself back to the
present through the exercise ofmindfulness is a goodway of counteracting
this particular implicational subsystem pull.

As the therapy is ongoing, I cannot say more on outcome. I am not sure
whether the outcome measures I have used (CORE and HAD) will be sen-
sitive to any progress we have made when we do conclude the therapy.
In any case, the therapy has been only one part of a true team effort, in-
cluding dedicated ward staff, medical staff and staff at the day hospital
Helena is currently attending—soon to be joined by community support
staff when she is discharged. My hope is for a practical outcome in terms
of a reasonably stable community placement, and that any setbacks and
returns to hospital, which are to be expected in the light of the history of
the last few years, will only be minor and short term.

POSTSCRIPT

I amrevising this a fewmonths later, and so far thenews is good.Helenahas
managed to remain in her flat without serious crisis, despite the relation-
ship proving frequently more stressful than supportive. She has demon-
strated an ability to use the strategies we have devised to help her through
the difficult times, and consequently we have moved from weekly or fort-
nightly to six-weekly appointments in a gradual process of terminating the
therapy. I am also in touchwith the team supporting her in the community.



Chapter 5

IDENTIFYING THE ‘‘AGENT MICE’’

Case 5 (Kathy): Paul Murray

This is a case study using a brief, manualised CBT intervention targeted on
improving insight and generalised symptomatology in schizophrenia. The
intervention comprises six structured sessions of psycho-education using
a CBT model lasting approximately one hour. The case described was one
of the patients with whom I worked when I became involved in the ran-
domised community field study (Turkington et al., 2002) of the Insight
into Schizophrenia programme which was compared with treatment as
usual. I had qualified as a RegisteredMental Nurse in Preston, Lancashire,
in 1983 and have worked in acute psychiatry and, latterly, rehabilitation
since then in Hertfordshire, Cleveland, Oxford and Southampton. My last
NHS postwas in a hospital hostel which is part of the rehabilitation service
in Southampton before I came to work for Innovex (UK) Ltd. as a nurse
adviser delivering the Insight Programme in Southampton and the Isle of
Wight, initially as part of the randomised community field study and now
in the dissemination of the programme.

This case study is an example of the structure of this brief intervention,
although, due to the unpredictable nature of schizophrenia, it is impossible
and inappropriate to be rigid. The titles given to each session are ones that
are suggested to the client to be included on the agenda.

KATHY

Kathywas referred tome by an occupational therapistworking in the com-
munitywho toldme thatKathywasbecomingmore isolatedandcomplain-
ing of worsening symptoms that included auditory and visual hallucina-
tions. This was the only community support she was receiving at the time.

Kathy is a 42-year-old ladywho had been diagnosedwith schizophrenia in
1978. Despite six admissions to her local acute psychiatric ward between

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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1975 and 1986 and trying a number of medication regimes, she had re-
mained treatment resistant. There had been a number of incidences when
she had contemplated self-harm but no serious attempts had been made.
Her medication at the commencement of the intervention was Olanzapine
20 mg nocte and Temazepam 20 mg nocte.

Session 1: Engagement and developing
alternative explanations

The first thing that I noticed upon entering Kathy’s house was the number
of cats that she possessed. There must have been at least half a dozen of
different breeds roaming about the house. As I began the session, the cats
began climbing all over me, trying to take the pen frommy hand. This was
becoming a distraction so I asked Kathy if it was possible to use a room
where the cats would not disturb us. Unfortunately Kathy was unable
to feel comfortable without the cats, so they became a permanent fixture
during our sessions.

An agenda was set that started with discussing her diagnosis, explor-
ing critical incidents and developing an agreed problem list. Kathy stated
that she had been given a diagnosis of schizophrenia a number of years
ago but could not remember anyone explaining to her what this actually
meant.Whenaskedwhat she thought this illnesswas, she associated itwith
“violent mad people” and did not see how this was relevant to her. When
we started to look at literature that described the symptoms of schizophre-
nia in such terms as “difficulty in solving problems, making plans and re-
membering things”, shewas able to identifywith some of these symptoms.

We began to explore her history by drawing a time-line and adding inci-
dents and memories as she talked through her life. Recollections of child-
hood were sketchy but she described being bullied at school and being
made to sit at the back of the class where she was unable to see the black-
board due to poor eyesight, and her father’s unwillingness to get her some
glasses. Evenings were the time when she was at her most anxious as a
child; she could remember lying in bed waiting for her father to return
hoping he would be in a “drunk sleepy mood” rather than a “drunk nasty
mood”when beatings were common. At 16 she decided that leaving home
would be the best option and she recalled long periods of being on her
own in a flat, feeling miserable and lonely.

After meeting and marrying the first man who paid her some attention
Kathy then started to describe a chain of events that included her husband
being shot, a car accident, motorbike accident, a couple of burglaries and
her second husband leaving to live with her best friend. When we started
to document the emergence of her new or worsening symptoms, Kathy
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noticed that they were generally at the times when these critical incidents
occurred. Kathy detailed a number of symptoms that included auditory
and visual hallucinations, paranoia and thought disorder. However she
identified her main problem as “French agent mice” with liquorice hats
who had been developed for spying purposes by the CIA. They visited her
late in the evening and beamed information fromher brain back to theCIA.
Shewas100%convincedof this.Homeworkwas set andKathywas initially
unenthusiastic but agreed to look at the literature about schizophrenia and
feedback her thoughts.

Session 2: Developing alternative explanations
and formulation

The session began with a review of the homework. Kathy had read the
leaflets anddecided that therewere quite a few symptomsof schizophrenia
that she did not know about and it might have helped had these been
explained when she first became ill. The cats remained a nuisance, but
Kathy explained that they kept the agent mice away from her in the corner
of the room.

One of the items on the agenda was to look at how others might get symp-
tomssimilar toKathy’s, andnormalising techniqueswereused to introduce
her to the stress-vulnerability model. It was at this point, when we linked
this to the time-line chart, that Kathy stated that she had never thought
about it thatwayandbegan to link critical incidentswith the onset of symp-
toms. However this did not account for the French agent mice as they had
appeared shortly after she was prescribed her first antipsychotic and in a
periodof relative calm.Amini-formulationwas agreedwithKathy that she
probably had a vulnerability to stress, as she remembered that her mother
had been admitted to hospital with “nerve problems”; her grandmother
had had similar symptoms; and most of her symptoms had emerged at
times of stress. It was obvious, however, that it was going to be difficult to
move the formulation forward unless the issuewith the agentmicewas ad-
dressed. Homework was set in the form of a diary and she happily agreed
to document the time, place and thoughts she was having when the agent
mice appeared.

Session 3: Symptom management

The review of the diary set as homework showed that the agent mice
always appeared in the evening between 10 p.m. and 11:30 p.m. The mice
always stayed in the corner of the room—she presumed that this was due
to the cats keeping them there—and she often had a whispering voice or a
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mechanical sound in her head when the mice arrived. We began to discuss
the first time she saw the mice and heard the voices. Kathy remembered
that she quickly got into a routine of taking all her medication at night
due to the sedation she experienced. Shewould then go up to her bedroom
to take her tablets at 10 p.m. and return downstairs for her last cup of tea
and cigarette of the evening. She can remember getting very sleepy and, for
a few seconds, thought she saw four mice sitting in the corner of the room.
She thought that this could be some sort of explanation for the noises
in her head. If these mice were taking information from her mind, that
would account for the mechanical sound. It was noticeable that the carpet
she had in the room had a patterned effect, so it was not difficult to see
that, when sedated, the small whirls of pattern could resemble small mice.
We then tried to develop some alternative explanations that might fit her
circumstances at the time she developedher current explanation.Using the
stress-vulnerability model and her time-line she agreed that stress looked
as though it played a part somewhere in her symptoms, although she was
still convinced that themicewere real.We explored the possibility of trying
to touch the mice as homework (something she had never attempted). She
was a little anxious about this until I suggested that if she would try to
touch the mice. I would try to contact the CIA as my homework and ask
them if they had ever developed an agent mouse. Kathy agreed to this and
said she would try. Some weeks earlier I had been looking at the CIA site
on the Internet and knew that there was an e-mail address, so we agreed
that it was worth a try.

Session 4: Adherence

This session is usually dedicated to issues surrounding medication unless
the client wishes otherwise. However, there are few patients who have no
issues regarding their medication. Kathy decided that she would like to
know how antipsychotic medication works, and this was included in the
agenda along with review of homework.

Fortunately the CIA responded to my e-mail, stating that they had never
developed such a project. (I did send an attachment stating why I was
asking just in case they got the wrong ideas.) Kathy found that the e-mail
introduced more doubts about her original explanation. When she had at-
tempted as her homework to try to touch themice they “just disappeared”.
A rating of her beliefs at this point showed that she believed that there was
a 70% chance that the mice were real and a 40% that they was due to the
symptoms of her illness.

The dopamine hypothesis was used as a basis for understanding how
antipsychotics might work and Kathy found it easy to comprehend. She
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recalled incidents where her symptoms hadworsened as she becamemore
worried about things, and her ability to cope with situations was reduced
when shewas not takingmedication. Shewas happywith her currentmed-
ication except that she found that theweight gain hadmade it difficult to go
out without feeling self-conscious. We agreed that this was something we
could consider in the next session. Homework was negotiated and Kathy
agreed to try to remember the uncomfortable thoughts she experienced
when she left the house.

Session 5: How I see myself and others

As Kathy put on more weight she reached the point of leaving the house
only if it was essential, could not be avoided or could not be done by
someone else. The thoughts she remembered were of people laughing at
her and thinking that shewas ugly.Wewere able to look at how some of the
beliefs she held had developed and again try to develop some alternative
explanations for what people might think about her and why they might
be laughing.

PM: Why do you think these people are laughing at you?
C: Because I am fat.
PM: So what does being fat mean about a person?
C: That they are lazy.
PM: Anything else?
C: That they are ugly.
PM: Are you lazy?
C: No, I work hard on keeping my house nice.
PM: So are all fat people lazy?
C: No.
PM: So, what else may people think when they see a fat person?
C: That they could be pregnant . . .

Using this technique we were able to generate a number of alternative
explanations that Kathy wrote down on a card. Her homework was to
read through the card when she experienced negative thoughts while out
of the house. A rating scale was agreed between us to assess the effect of
the rational responses.

Session 6: Relapse prevention

The agenda for the last session was set at relapse prevention and a com-
prehensive document was put together detailing triggers, key contacts
and coping mechanisms. Kathy had found that the rational responses had
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allowed her to go out and work through the period of intrusive thoughts.
This allowed her to complete her shopping instead of dashing home. She
was thrilled with this and although her anxiety was rated as high, she was
able to complete the tasks she had set herself.

As a way of reinforcing the relapse prevention plan we extended Kathy’s
time-line into the future and she tried to predict stressful events that may
occur in the next few years. The most anxiety-provoking event that Kathy
could envisage was that she was moving house in three months’ time to
be nearer her parents and was able to predict that her symptoms would
probably worsen at that time. Kathywas encouraged tomake a list of all of
the things that could go wrong and developed a set of strategies that she
would employ if those things happened. This included such possibilities
as “What if the delivery men don’t show up?” and “What if I have a bad
attack the night before?” She concluded that having such a plan would
probably help her to worry less and help to minimise the effect of such a
stressful event in her life.

We concluded with an assessment of the effect of the intervention. The be-
lief that the mice were the cause of her symptoms had shifted to 2/10 and
that the stress-vulnerabilitymodel as an alternativewas 8/10. An indepen-
dent assessment one year later showed that significant auditory and visual
hallucinations still remained, although the mice no longer appeared. The
house move occurred without incident and Kathy was able go out with a
greatly reduced level of anxiety.

CONCLUSION

This chapter has described a brief intervention with a patient with long-
standing, distressing and disabling symptoms. The intervention, which
was based predominantly on the development of a stress-vulnerability for-
mulation, normalising symptoms and reality testing, was very acceptable
to the patientwho seems to have gained some benefit. Further intervention
might have led to increased gains but it is gratifying to see that even such
a short intervention can have a therapeutic effect.



Chapter 6

DEVELOPING A DIALOGUE
WITH VOICES

Case 6 (Nicky): David Kingdon

My introduction to cognitive behaviour therapy came from reading Aaron
Beck’s work as a trainee psychiatrist in the late 1970s. Previously I had
read about a range of psychotherapies fromnon-directive therapy (Rogers,
1977), briefpsychodynamicpsychotherapy (Malan, 1979) and transactional
analysis (Berne, 1968) and found them very illuminating. However, Beck’s
explanationsof emotionaldisordersandwayofworkingwith themseemed
to draw these together in a coherent and intuitively very satisfying way.
I worked on a project led by Dr Peter Tyrer investigating treatment strate-
gies, including CBT, in neurotic disorder (Tyrer et al., 1988) and adapted
these techniques for use in psychosis (Kingdon & Turkington, 1991). The
importance of understanding how problems developed and how they
could be understood was central to this and Laing (Laing & Esterson,
1970) and Foudraine (1971), among others, were influential exponents of
this. When I met Nicky, I had been using these techniques for many years
but nevertheless her individual presentationwas unique and, over the past
two years, very challenging. Managing the risks inherent in her symptoms
and the distress she experiencedwas difficult but eventually seems to have
been productive.

NICKY

Nicky and I first met when she was an inpatient of a psychiatric colleague.
As part of a reorganisation of services, her care was now to be my respon-
sibility. My colleague expressed his concern for Nicky’s very distressing
and persistent symptoms, i.e. very unpleasant voices and depression. She
had also been physically very ill, which complicated her medication man-
agement. This, in any event, had not proved very successful against the
symptoms she had.

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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Nicky was then 33 and had been given alternative diagnoses of, initially,
depressive psychosis, then later, with the persistence of the voices,
schizodepressive illness. These symptomshaddevelopedwhenshewas25.

Background

She was born in a local country town. Her early childhood was generally
happy. However, at 13 years of age, she took an overdose of medication
because of feeling low; she “hated school”,was being bullied and truanting
and also rebelling against her parents. She attended school until she was
16 and passed four GCSEs (basic school examinations). She then did hotel
and factory work for 11 years until eventually having to stop because of
her illness.

Her family history was unsettled but she generally got on well with her
family. Her father, now in his eighties, is well. Although she saw him
as being very strict, dominant and religious, she was nevertheless his
favourite. Nicky and her mother, now in her mid-seventies, got on well;
she was also on good terms with her sisters (one younger and two older)
and brothers (one older and one younger). There was no family history of
psychosis although one aunt became depressed on a number of occasions,
requiring hospital admission.

She has had two significant longer-term relationships: the first, at age 19—
(for two years), met with parental disapproval and eventually broke up;
the second was from the age of 23 to David, who she married. She had
one termination of pregnancy at 17 years of age, miscarriages at ages 24
and 25, and one daughter aged 5 at the time we first met. The termination
of pregnancy was because she feared adverse family reaction. She did not
discuss this with them and she now regrets the termination occurring.

Development of illness

She became depressedwith the birth of her daughter and presentedwithin
weeks after childbirth to her general practitioner, and thence for psychi-
atric assessment. The birth had been difficult but the pregnancy had been
wanted. However, since the birth, she had developed suicidal feelings and
ideas of worthlessness and had contemplated taking an overdose of an-
tidepressants. Unfortunately her mother had also been seriously ill four
months previously, removing one potential source of support. Nicky had
become preoccupied with germs and cleaning. She was admitted to a
mother and baby unit and treated with ten electroconvulsive treatments.
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During this time she described visual hallucinations—shadows of “them”
(vague malevolent figures)—and auditory hallucinations telling her that
shewasbad.Shemadeapartial recoverybutwas soonreadmitted.Pharma-
cotherapy included lithium carbonate (a mood stabiliser), clomipramine
(an antidepressant) and thioridazine (an antipsychotic drug). At the time,
shewrote: “I’ve been veryworried about germs again, if I go home I’ll hear
them growing again. I’ve lost count of the number of times I’d sit on the
kitchen floor and watch them grow” and of the voice: “He made me burn
my hand and take tablets—I feel like I was out of control.”

Over the subsequent years, the voices frequently returned although for
brief periods she was completely free of them. The voices were frequently
of a baby, mainly in the evenings, asking ‘why?’, pleading and crying,
telling her to cut or otherwise harm herself. On other occasions, the voices
were of an older man, critical of her, but could also be muffled or laughing
whenhermoodwas higher. A theme that emergedwas that she felt that the
termination of pregnancy was wrong. On occasions, she took overdoses in
response to the voices or to stop them.At times, hermoodwould lift but the
voices persisted; usually, however, she would become depressed and then
the voices would begin. She also developed ideas of persecution: that peo-
plewere against her, wanting to keep her or get her into hospital, and some
ideas of reference from passers-by and people on TV whom she thought
were laughing at her. This seriously affected her motivation and drive.

Medication

She was treated with a variety of medication at increasingly high doses.
These included various antidepressants including the monoamine oxi-
dase inhibitor, phenelzine, and antipsychotics, including newer atypical
drugs. Unfortunately she also had serious physical problems, myocardi-
tis (inflammation of the heart muscle) and hepatitis (inflammation of the
liver), treated in a specialist unit in London. A cause for thiswas not found,
although the possibility that it may have beenmedication related was con-
sidered. She also developed irritable bowel syndrome. Clozapine, a drug
used in resistant psychosis, was considered but not administered because
of these physical complications.

Psychological intervention

Initially, the psychiatrists managing her care thought that psychotherapy,
especially for her feelings about the termination, was contraindicated. One
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entry in her notes says that this should not be attempted “until 6 months
stability on medication, providing she is motivated and can then be as-
sessed”. However, on consultation with a psychotherapist, it was agreed
that such an approach was worth considering and was started relatively
early in the course of her illness, initially using dynamic psychotherapy.
Nicky accepted this for a number of months but complained that it was
persistently “dragging things up from the past” and this was eventually
discontinued after a further admission to hospital. Marital therapy was
offered to Nicky and her husband, but not accepted. She was later of-
fered psychological intervention using CBT with voices and participated
in some individual work with a trainee under supervision and “learned
ways to lower voices giving greater control”, but she ended this therapy
when readmitted to hospital.

We met after she was admitted to hospital, initially floridly psychotic, dis-
inhibited and thought disordered. Over the yearsmedication had, at times,
helped to stabilise her symptoms but she continued to have persistent and
distressing hallucinations that were derogatory in nature, calling her a
prostitute and telling her to harm herself. She had responded to themwith
overdoses of medication and occasionally with superficial lacerations to
her wrists.

As her psychiatrist, I saw her regularly over a period of two to three years
as an outpatient and in ward rounds for relatively brief sessions (rarely
more than 30 minutes). Over a period of six months, she discussed her un-
derstanding of the voices and their development. She talked about how she
had become pregnant and had had the pregnancy terminated. Her father
had been appalled at this and hadmade accusations against her, similar in
nature to the content of the voices. She herself felt guilty and was unable
to discuss the conception of the child, which had resulted from a some-
what coercive relationship with a boyfriend. She would hear the voice of
her terminated offspring “Christopher” and the devil, and also see visions
of it saying it looked like its father. She seriously contemplated harming
her husband and son. Voices commanded her to drown herself and she
attempted suicide by using a plastic bag on the ward, but fortunately was
rescued by nursing staff. Unfortunately, although initially supportive, her
husband’s reaction had reduced to telling her to pull herself together. He
would become very critical of her care and immediately predict the worst
possible outcomes as soon as she developed symptoms, especially hallu-
cinations.

She had delusions of guilt about “killing her baby” and fears of showing
love to her daughter as the other baby would be jealous. At this stage she
had very limited insight and needed detention under the Mental Health
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Act, for which I, as her psychiatrist, had to take responsibility. She did
recognise, however, that shewas unwell and the apparent conflict between
being both therapist and psychiatrist never seemed to intrude on our rela-
tionship. It must have affected it, but possibly for the better.

Her voices would say that I was trying to poison her—presumably related
to the medication I was prescribing—but she said she “doesn’t believe
them”. On a number of occasions, she asked if I could read her thoughts.
We explored this through discussion of why she thought this might be
happening. Was it because I was sometimes able to empathise with what
she was feeling, or discuss some of the things the voices were saying? We
therefore looked at how I might be able to do this, through recognising
patterns that the voices showed and recognising non-verbal indications of
low mood.

She would visually hallucinate, seeing blood running down the walls, but
could readily accept that thiswas her imagination. Reality testing, by going
to the wall and feeling for damp or looking together for the blood, could
have been used but her insight was such that this was unnecessary.

Workwith the voices involved initially developing a sharedunderstanding
of the phenomena—usually at theweeklyward round, althoughwith only
a nurse and junior doctor present:

DK: What did they sound like? Were they like speech—loud and
forceful?

N: Yes.
DK: Did anyone else hear them?
N: No.
DK: Why do you think that is?
N: Because it is part of my illness.
DK: OK—What do they say?
N: Horrible things.
DK: Why do you think they do that?
N: Because I’m bad.
DK: So what can you have done that is so bad, to suffer like this?
N: I’m a bad mother, I killed my baby.
DK: Let’s take one at a time . . . are you really a bad mother?

We would explore this area sensitively and objectively; she had always
cared for her daughter with tenderness and love and done all she could
for her. So, on the termination:

DK: Let’s talk about how you got pregnant first.



90 COGNITIVE BEHAVIOUR THERAPY FOR PSYCHOSIS

And this was discussed—young and vulnerable, frightened of the
consequences.

DK: If a young girl came and told you this story, how would you
respond?

N: I’d feel I just wanted to help and support her.
DK: Would you blame her?
N: Not at all . . .
DK: So, why blame yourself? And just because the voices say these

things, why do you believe them?

Thisdiscussionwas repeated twoor three times fromdifferentperspectives
but alwayswith theaimof reducing the self-blameanddeveloping strength
in refuting the voices. She began to describe “starting to argue back with
the voices about suicide”. She talked about the voices as being the devil:
“I’ve seen him as an animal like an evil dragon” but “I know the devil is
the darker side of my personality that makes me suicidal”.

She returned home on leave as her mood improved, but there was a slight
deterioration. Her husband’s pressure on her—“You’ve been in for six
weeks and you aren’t better”—caused her distress. She fluctuated over
the next few months and required further admission because of concern
about the voices telling her to harm herself. However, her understanding
of the voices was improving; her medication, which had been high but not
particularly effective, was reduced substantially; and she started to discuss
key issues in her life. She made the decision to separate from her husband
but neither wanted to leave the home.

She was receiving support from a clinical psychologist, to whom she had
been referred for further exploration of key personal issues, and a com-
munity psychiatric nurse. She was also given tremendous support by her
sister. She proceeded to divorce her husband, negotiated the matrimo-
nial settlement, and bought a house. She then got a job—two nights per
week—in a nursing home. She became increasingly angry, to the extent of
getting nightmares, about her husband. From being relatively unassertive,
she generally became more assertive. She then developed asthma requir-
ing admission to hospital but learned how to manage it effectively with
medication.

The psychiatric medication that she had been given became a discussion
point: although taking an antidepressant made sense, she couldn’t see
the point of the antipsychotic despite discussions how, in most people,
it can reduce the likelihood of relapse. So she stopped it, agreeing to
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restart if the voices reasserted themselves as they had now virtually
disappeared.

Single life with a young daughter still had its pressures, and isolation was
one of them. She felt that “nobody wants me”. Her job was causing her
some stress because it involved working two nights a week, and this was
disturbing her sleep. She also started attending a voluntary job and was
criticised unfairly by her supervisor in front of a number of others precipi-
tating critical voices. She restartedmedication with the onset of symptoms
but theywere quite persistent. The voices had been telling her that shewas
useless and to hang herself or gas herself with exhaust fumes, and also to
harmothers. However, she started “asking the voices to prove themselves”
and this was shown to be helpful to the extent that she described a “stand
up row with the voices” and said “I lost my temper with them”. On this
occasion, she did not catastrophise about the voices in the same way, nor
was her husband there to do so as, unfortunately, had occurred previously.
She had begun to understand that the voices related to the termination
experience and was able to discuss their content: “I’m not going to listen,
I reason with them.” She could weigh up evidence about the accuracy of
the content, and consider arguments against the “propositions” that the
voices made, i.e. that she was evil and should harm herself. She slowly de-
veloped a dialogue with them. As her fear of the voices decreased and her
mood improved, so their content became less negative and their frequency
and intensity reduced.

Her relationship with her ex-husband, who has continued to have contact
with her daughter, was difficult at first but has improved. She initially had
difficulty talkingwith others but now is able to bemuchmore spontaneous
when meeting people. She has made friends from work and now works
during the day.We are tomeet again in a fewmonths’ time but she has dis-
chargedher community nurse and is dischargingmegradually. She’s spent
all but three days out of hospital in the last 18 months in contrast to the
pattern in the previous seven years.

SUMMARY

Nickypresentedwithdepressive symptomsanddistressinghallucinations.
Vulnerability factors included the termination of pregnancy in her teens
and the distancing and difficulties with the relationship with her parents.
Precipitation of her symptoms occurred when she gave birth and a per-
petuating factor was the range of critical comments from her husband.
We spent time understanding her symptoms, working on the negative
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statements that the voices made and her difficulties with assertiveness.
Explicit exposition of beliefs about herself were handled very carefully—
e.g. “the voices say I’m a bad mother and that I’m evil”—was examined
as a hypothesis and negative perceptions balanced rapidly within that
session by use of guided discovery to elicit positive counter-balancing
arguments. She eventually developed her own—currently successful—
way of handling her voices and they have now remitted.



Chapter 7

TACKLING DRUG-RELATED
PSYCHOSIS AND ISOLATION

Case 7 (Damien): David Kingdon

DAMIEN

Damien was born in 1970 in Southampton. His parents divorced when he
was 10 and he has been estranged from his father since. He had two older
brothers, onewith learningdisabilitieswho lived in a residential home, and
another in the army. He had quite a fraught relationship with his mother
and his great-aunt, who live nearby. He described his early years as happy,
but by the age of 13 he was truanting and was expelled from school when
he was 15, although he still gained three “O” levels at the age of 16 after
spending some time in care, in a children’s home. He then obtained work
short-term with a building site for a few months.

He began to abuse drugs, particularly hallucinogenics, from that age. He
was convicted of charges of burglary, motoring offences, stealing cars,
drug-related offences and actual bodily harm from the age of 16: he tried
to rob a post office brandishing a fake knife at the age of 22.

Psychiatric history

At the age of 17 hewas assessed as having signs of psychosis by a duty psy-
chiatrist in an accident and emergency department, but he left the building
before further action was taken. At 21 he was admitted and a diagnosis of
schizophreniawasmade.He responded tomedication butwas said to have
been left with residual negative symptoms and soon dropped out of treat-
ment.At 25 hewas re-referred in a floridly psychotic state: “angry, volatile”
and described as “easily becoming threatening, grimacing and with in-
congruous laughter”, “rapid speech—thought disorder and idiosyncratic
use of words”. He was admitted to a secure mental health unit after the
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involvement of police who were using CS gas and riot shields. In the unit
he assaulted two nurses and was reported by another patient as having
threatened to stab his consultant.

His mother was noted to take a highly critical stance with him and those
workingwith him.Hewas eventually dischargedwith registration on a su-
pervision register subject to a supervised discharge order under theMental
Health Act. (This order requires him to accept follow-up by mental health
team members, but it cannot force him to take medication.) He rapidly
began to use amphetamines again and indulge in minor criminal activity
such that he received summonses about minor thefts. He was transferred
to my care at about this time and his predominant problems, confirmed
by his mother, appeared to arise from his amphetamine abuse. He refused
further medication, orally or as depot injection, and despite regular vis-
its at home, was often difficult to talk to and generally hostile. He began
to describe ideas of reference from the television and other people. His
behaviour became increasingly disruptive and he became markedly para-
noid and thought disordered. In the end, he briefly agreed to admission to
hospital voluntarily, but then left and had to be returned compulsorily.

Progress

He believed that all doctors were conspiring against him and that patients
talked about himwhen he left the room (which, in the latter case, was quite
accurate but not as frequent as he assumed). He believed that the ward
was part of the army and that genetic secrets were held there. He made
seemingly pseudophilosophical statements, e.g. “words are a problem not
feelings”, which may have referred to his difficulty in communicating be-
cause of thought disorder. He talked of being abducted, again accurately,
although not usually expressed in those terms.

It became clear after admission that amphetamines may have complicated
his presentation but were not responsible for it. His thought disorder re-
mained despite confinement to the ward. Urine screening confirmed that
he was not taking amphetamines or other illicit substances. He accepted
medication andwasprescribed increasing amountswithminimal response
of his thought disorder but significant sedation and akathisia. Gradually,
over a period of 8 to 9 months, he became more settled, but well before his
symptoms had abated, he was keen to leave the ward. This was eventually
agreed, on a trial basis, with very regular support from an assertive out-
reach team member, as care coordinator who had training in the manage-
ment of substancemisuse, andwithwhomhe fortunately got on verywell.
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Outpatient care

As an outpatient, times were difficult with concerns about excessive noise
from his TV, and occasional abusive debates with neighbours. He also
continued to have problems with the police through minor incidents of
theft. Although these went to court, conditions of treatment and probation
had usually resulted. He was much less thought disordered and having
much less medication. He tolerated discussions of his misdemeanours
without leaving abruptly. He professed to be using cannabis occasionally
but no other illicit substances, with some lapses when “friends” come to
stay.

Psychological intervention

Much of the assistance offered was initially in discussion, along motiva-
tional interviewing lines, of his substance misuse and adherence to med-
ication regimes through a negotiated process similar to that described by
Barrowclough and colleagues (2001). This was unsuccessful whenDamien
was an outpatient initially, but was continued when he was on the wards,
and this has resulted in continued compliance for the 18months that he has
again been an outpatient. His thought disorder interfered with communi-
cation and his impulsivity led to frequent rapid termination of discussions
in the early days, but a negotiating, collaborative stance seemed to pro-
gressively allow a therapeutic alliance to build.

Discussion of his ideas of reference and paranoia was focused on reality
testing: “Who do you think is talking about you?”; “Well, isn’t that reason-
able if you’ve just been stamping about the room?”; “So, it also occurswhen
you go to the shops?”; “Why do you think people might be so interested
in you?”

His isolation has been one of his key problems, and has led to his involve-
ment in relationships where he was exploited for money or accommoda-
tion, and this continued to be an issue for us and his care coordinator.

Formulation

Work centred initially on making connections between the use of illicit
drugs and his mental state and social condition; then on psychotropic
medication relevance; and finally on his loneliness and its consequences.
Development of a collaborative, negotiating relationship—modelled by
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PSYCHOLOGICAL

(relevant core beliefs)

“I’m OK”
“You’re not OK”

THOUGHTS

Current problems

Generally disordered

Voices—erratic and intrusive

SOCIAL

Significant isolation
Good social supports
Ambivalent relationship
with mother

PHYSICAL

Medication side-effects:
          sedation and akathisia

BEHAVIOUR

“Antisocial”

Hostile

Isolated and isolating

EMOTIONS

Anger

Depression at times

Predisposing
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Parents divorce

Father ?alcohol problems

Precipitating

(Stressors)

Amphetamine abuse

Perpetuating

Relationship with mother

Continuing drug misuse

Erratic taking of medication

Paranoia—including
delusions of reference

Figure 7.1 Making sense of Damien’s problems by diagrammatic formulation

the therapist and care coordinator and persisted with—gradually reduced
the number of times he stormed out on discussions or failed to attend.

Work proceeded with his mother who was very concerned about him but
had difficulty allowing him independence. This work involved debating
tactics with her on how best to help him, having established with her
that we understood that this was her intention. Persuasion to use a non-
confrontational versus confrontational stance had some success, but incon-
sistently. A specific team member was eventually found who could spent
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regular time with her eliciting her concerns and working with them and
this has proved invaluable.

Damien had key issues to do with loneliness and, at times, depression
at the ‘waste’ of ten years of his life. However his ability to socialise was
only gradually developing and led readily to relationshipswhichdamaged
rather than supported him.He hasmade substantial progress over the past
couple of years but work continued to sustain this improvement and build
on it.

SUMMARY

Damien has presented significant problems of isolation, hostility and psy-
chosis precipitated by amphetamine abuse against a chaotic and disrupted
family background. Conventional CBT using regular sessions, socialising
to a cognitive model, homework, etc., have not been possible. Adopting a
cognitive-behavioural approach to his symptoms and circumstances, how-
ever, has allowed us to negotiate, collaborate and gradually understand
and formulate his psychotic symptoms (see Figure 7.1) which have ame-
liorated such that he has been amenable to community support. Family
work and support for his mother has been an indispensable component of
this.





Chapter 8

‘‘TRAUMATIC PSYCHOSIS’’:
A FORMULATION-BASED APPROACH

Case 8 (Sarah): Pauline Callcott and Douglas Turkington

Kingdon and Turkington (1998) suggest four therapeutic subgroups
relating to schizophrenia. They emphasise the complicated nature of the
phenomenology and have therefore argued for the existence of separate
syndromes within the schizophrenia spectrum. These subgroups not only
provide a broad spectrum for understanding and normalising individual
symptoms; they also help to provide a framework for Cognitive Behaviour
Therapy interventions. One of the subgroups relates to psychosis which
occurs after trauma. Mueser and colleagues (1998) noted high levels of
Post Traumatic Stress Disorder (PTSD) symptoms among individuals with
severe mental illness. Ninety-eight per cent of those with a diagnosis of
serious mental illness had a history of trauma, with 48% of these meet-
ing criteria for PTSD. Romme and Escher (1989) found that 70% of voice
hearers develop their hallucinations following a traumatic event.

Honig et al. (1998) compared the form and content of chronic auditory
hallucinations in three cohorts (patients with schizophrenia, patients with
dissociative disorder, and non-patient voice hearers). They found that, in
most patients, either a traumatic event or an event that activated the mem-
ory of an earlier trauma preceded the onset of auditory hallucinations, and
that the disability incurred by hearing voices was associated with the re-
activation of previous trauma and abuse. Whether the trauma can be seen
as a factor in experience that may have made an individual vulnerable to
stress and led to the development of schizophrenia, or whether it is seen
as a factor to be treated as a separate diagnosis, it would make sense to
develop a formulation approach that will increase understanding and, in
keeping with a CBT approach, aid collaboration and reduce symptoms.

There is evidence from other studies that CBT provides symptomatic relief
(Kingdon&Turkington, 1991; Tarrier et al., 1993, 1998; Kuipers et al., 1997),

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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but this has not yet been clearly demonstrated in the case of “traumatic
psychosis”. This chapter describes a single case of CBT and the progress
made using cognitive models borrowed from Smucker (1998) and Ehlers
and Clark (2000) that assisted in guiding the progress of a formulation
approach to therapy.

Prior to describing the process of cognitive therapy that Dr Turkington
and I adopted for this case, I (P. C.) will describe my own background.
I trained as a Registered Mental Nurse in the mid-1980s and developed
an interest in behaviour therapy and the therapeutic relationship with pa-
tients. On qualification I worked first of all in a day unit for psychiatric
patients and then as a ward manager of an acute psychiatric unit. A social
worker introduced me to Feeling Good—The New Mood Therapy by David
Burns (1980) and using that book I worked with one depressed patient
over a course of several sessions employing the techniques described and
with both of us reading the book together. I later became involved in au-
diotaping my sessions with clients via a cognitive therapy training clinic
which predated the Newcastle cognitive therapy course. I worked as a
community mental health nurse in a primary care setting while complet-
ing the cognitive therapy course and sawmainly patients with a diagnosis
of anxiety disorders or depression. My training was therefore Beckian,
with an emphasis on intensive supervision and academicmilestones (Beck
et al., 1967). On completion of the course in 1997 I worked as a Clinical
Coordinator in a Community Mental Health Team and was able to apply
some skills gained in treating patients with a diagnosis of schizophrenia.
I initially used formulation-based approaches for depression and anxiety
in assisting formulations based on problems and symptoms rather than
traditional CBT designed for the treatment of psychosis. I incorporated a
normalising rational for understanding CBT for psychosis based on the
work of Kingdon and Turkington (1998). I have continued, while working
at the Newcastle Cognitive Therapy Centre over the last year, to have su-
pervision for my psychosis work as a clinical pychologist. I have further
developedmyknowledge of, and experience ofworkingwith, CBTmodels
of PTSD with a range of clients with various symptom profiles relating to
PTSD.

SARAH

Sarah is a 45-year-old woman with a six-year history of psychosis and a
total of 12 admissions to hospital in Edinburgh andNewcastle. Her admis-
sionswere for acute psychotic episodes, the last being in January 2001. Her
treatment consisted of trifluperazine, 4 mg twice daily, and procyclidine,
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5 mg twice daily, regular outpatient appointments and fortnightly visits
from a CPN.

Sarah hadmoved fromEdinburgh inMay 2000 to livewith her 28-year-old
son in council accommodation. She had moved to get away from the city,
in which her violent ex-husband was a taxi driver. She left a mother and
brother in Edinburgh and although she kept regular phone contact had not
returned there since hermove. She had a son from her first marriagewhich
she described as happy but “they were married too young” (both 17).

When I began to see Sarah she described a high level of daily distress.
She heard voices saying “I’m going to kill you” and “I will find you” on
a daily basis, and sometimes up to 15 times a day. She described having
catastrophic images of violent incidents that might happen, such as seeing
her son being attacked by her ex-husband, or real incidents such as when
she had been verbally threatened with the image of her ex-husband’s face
appearing unexpectedly. With these images the associated worry was that
“it might happen” and the belief that he was still pursuing her. Her usual
coping strategy was distraction and trying to push the thought or image
away. This resulted in heightened awareness, scanning of the environ-
ment for potential dangers and a heightened level of tension and a startle
response.

The excessive ruminations often resulted in vivid images of violent inci-
dents that might occur. Specifically these would involve her ex-husband
acting on threats he had made to her son or other members of the family,
the images of which became graphic and very disturbing. If distraction
and thought/image suppression didn’t work, which seldom did, Sarah
was unable to sleep and with lack of sleep came generalised paranoia and
other psychotic symptoms leading to admission to hospital.

The first goal of engagement with Sarah was to develop a shared under-
standing of her symptoms. Her physical and emotional reaction to the
voices could be linked using a thought–behaviour–emotion and physical
sensation framework. Sarah’s catastrophic appraisal of intrusive voices or
imageswas often “He is out to getme” or “I’m goingmad again”. Over the
12 sessions we worked at this first appraisal of these phenomena. Sarah
had been admitted to hospital just before therapy commenced and we
began to look at the hypothesis that her appraisal of her symptoms as a
sign of madness only served to increase arousal and maintains a cycle of
symptoms.

Initially Sarah was able to see a pattern, but was cautious about mak-
ing any changes to this existing pattern because of her understandable
fear of breakdown and readmission. We were fortunate in that Sarah had
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maintained good links with the hospital-based team, and although her
paranoia had extended to them in the past she currently saw them as a
useful safety net on which to fall back should her psychosis return. From
this leadweused thebackgroundof a stress-vulnerabilitymodel todevelop
an understanding of how the first incident of psychosis developed. This
is vital in the development of a shared formulation derived from the an-
tecedents of psychosis.

I asked Sarah to describe in detail the events leading up to her first psy-
chotic episode. Sarah had been in bed after fracturing a couple of ribs in
a fall at work. She was taking painkillers and was worried about her son
because of threats her husband had made towards him. She had also been
sleep deprived, which may have heightened her vulnerability (Oswald,
1974). Her husband had an ongoing dispute with neighbours, which was
currently reaching a peak. Sarah heard the mumble of menacing voices
and at first put it down to her dressing gown zip rasping on the door.

We were therefore able to develop an initial trigger for the psychotic phe-
nomena. Once physiologically aroused by the fear, because of what was
happening coupled with ongoing stress, Sarah was able to see how the
symptoms could be perpetuated. A normalising rationale explains symp-
toms as understandable in light of experiences and this allowed Sarah to
seewhy she could become ill at that particular time. Examples of psychosis
occurring as a result of physical and mental stress assisted in explaining
thisprocess. Symptommanagement focused initiallyonprovidinga frame-
work for understanding what might be maintaining and perpetuating the
voices and other symptoms, and later on exploringwhat current strategies
were useful and what might be maintaining symptoms.

A baseline recording revealed 3–5 occurrences a day of voices or images.
Sarah was asked to rate her level of distress on a scale of 1–10 associated
with the thought or image. We did not focus on the content of the voice
as this could usually be traced to a threat by her husband in the past.
The charts (Figure 8.1) show the link, monitored by daily diaries between
emotions and voices. There were peaks in fear, paranoia and feeling down
at times of increased voices. The period between 16 and 23 May was a
particularly difficult time for Sarah with marked links between increased
voices, paranoia and fear. We used the session to challenge what Sarah
made of the voices and how much that changed the strength of belief in
the logical process that Sarah used to dispute the voices. This was phrased
as “although logic tells me that he is unlikely to follow me to Newcastle, I
still believe he will”.

We began testing the hypothesis that Sarah’s symptoms could be explained
by an understanding based on a model of post-traumatic stress. Initial
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ratings showed that Sarah scored highly on a list of post-traumatic symp-
toms. As well as hearing her abuser’s voice, she had intrusive images of
traumatic past events—for example, of when her ex-husband had attacked
her or her son, or more often when he threatened to do so. These images
were not always of real events but were often vivid images that appeared to
be actual events.

Behaviours that were sometimes effective included distraction and avoid-
ance. Sarah kept herself busy seeing friends, knitting, etc., and often took
to her bed or avoided going out when distress was high. She stopped her
son talking about the past although he often wanted to do so as he was
trying to come to terms with a difficult time in his life. It soon became ap-
parent that avoidance of social contact was based on negative experiences
when she went out and the fear of triggering symptoms. One example of
this was when she saw someone wearing a coat like her ex-husband’s; this
could lead to increased anxiety, andmenacing voices attributed to an exter-
nal source. If reasoning was ineffective, catastrophic thoughts and images
ensued of what might happen if her husband turned up.

Sarah accepted the explanation that her hypervigilance and heightened
startle response might lead to her noticing and perhaps misinterpreting
clues in her environment. As a good example of this, she would look up
and think that she noticed his image in the mirror behind her. She would
not try to disprove what she saw but would let this develop in her imag-
ination as an extremely frightening perception. Attempts not to think of
the thoughts, images and voices had therefore a minimal effect and might
evenbe increasing the likelihood that theywould recur.Coupledwithwith-
drawal and avoidance, Sarah was able to see how the symptoms might be
perpetuated. Ehlers and Clark’s (2000) model of chronic PTSD specifies
three maintaining factors: excessive negative appraisals of the trauma; the
nature of the trauma (which explains the re-experiencing of symptoms);
the patient’s appraisals which drive a series of dysfunctional behaviours
and cognitive strategies (such as thought suppression, rumination, distrac-
tion). These are intended to reduce the sense of current threat, butmaintain
the problem by preventing change in trauma memory and appraisals and
lead to an increase in symptoms.

A distinction was drawn between behaviour that Sarah felt maintained
her stability, such as medication, contact with hospital services, and how
they interfaced with the maintaining symptoms such as keeping to the
same routine, no trips away and socialwithdrawal if feeling stressed. Sarah
stated that theuse of logic at the initial stages of voice hearinghadgivenher
the “inner strength” tonipanxiety symptoms in thebud.This, however, did
not always work. To test the emerging hypothesis that avoidance might be
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Figure 8.1 Charts of emotions and voices.
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Figure 8.1 (continued).

maintaining symptoms, we agreed that if Sarah could talk in greater depth
about the images and thoughts in the session this should dissipate some of
the fear associated with the image/voice. This is in keeping with the CBT
rationale for PTSD treatment, based on habituation principles (Richards &
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Lovell, 1999). “Hotspots”—peak levels of fear—mayneed further exposure
if habituation is to occur.

Ehlers and Clark (2000) described three goals of therapy. First, personal
negative appraisals are identified and changed. Therapeutic techniques
include reliving of the event to identify emotional “hot spots” and asso-
ciated meanings, Socratic questioning, behavioural experiments and im-
agery modification. Second, the trauma memory is elaborated through
imaginal reliving and the patient learns to discriminate triggers of re-
experiencing symptoms fromwhatwasactuallyhappeningduring trauma.
Third, the patient is encouraged to drop maintaining behaviours and cog-
nitive strategies. The therapy involves relating past, and imagined, events
in the first person and building up detail as it progresses in order to unpack
the meaning of events and to habituate to the fear triggered by thoughts of
the event. Tapes were made of these sessions and Sarah was asked to play
them between sessions using a subjective unit of distress scale in order to
monitor her distress at listening to the detail. Various incidents kept in
diary form were explored during the session, with the distortions noted.
Triggers to the voices provided incidents with which to test this hypothe-
sis. For example, Sarah was asked to explore the image of her ex-husband
in the mirror instead of her normal strategy of pushing the image out of
her mind with the usual consequence of the fear of it returning. Sarah was
asked to stay with the image and describe it in detail. She was able to see
the distortions in the image. It was headless with its face contorted—in
other words, a disembodied image of a head rather than a photofit image
of her ex-husband. Fear dissipated with this realisation and, consequently,
instead of avoiding mirrors and windows in the dark, Sarah was able to
carry on with her normal activities.

A further strategy of resisting avoidance was applied to voices and catas-
trophic thoughts associated with the voices. Letting them have their say
and then resisting any self-criticism, or calling herself “stupid” for having
the voices, changed the meaning of having voices. In line with a devel-
oping formulation we were able to identify that, because of the years of
living daily in an abusivemarriage, Sarah had developed the predominant
conditional assumption that “in order to survive I must stay in control”.
The sheer impact of additional stress as the result of a dispute with neigh-
bours, coupled with the physical consequences of broken ribs, had tipped
the balance so that Sarah was no longer in control. A pattern developed
that maintained this lack of control. Sarah’s diagnosis of psychosis further
lowered her confidence in her own abilities to control the symptoms and
maintained the symptoms.

Sarah’s engagement in psychiatric services, however, served as a basis for
being able to work with what might appear to be a frightening process.
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She knew that she could be admitted if talking about her fears in depth
increased her distress. By developing a questioning stance (“let’s stand
back and see what happens”) rather than trying to maintain control by
pushing out thoughts and images, Sarah was able to test the assumption
that ‘in order to survive I must stay in control’.

Sarah has recently been readmitted to hospital, and this could be explained
within the formulation. Causative triggers—e.g. her son moving a girl-
friend into her flat, and intervening in a neighbour’s argument—brought
back memories of violent incidents. On the day of admission to hospital
Sarah had seen a car outside which looked like her ex-husband’s. She saw
a man sitting in it writing and, although she tried to resist checking, she
continued to look. The voices returned, which she was not able to label as
worrieswith the recurrent appraisal: ‘I’mgoingmad again, it’s never going
to stop.” This increased physiological arousal caused her mood to dip and
Sarah consequently overdosedonprocyclidine and trifluperazine. She con-
tacted the local psychiatric emergency team and was admitted to hospital.

The procyclidine overdose resulted in extreme confusion. She was sub-
sequently embarrassed by her behaviour in the local hospital where she
had to be restrained and medicated as she had been searching lockers and
trying to serve in the hospital shop. This confused phase was replaced by
paranoia. She was relieved to be told of the effects of a procyclidine over-
dose, and can see how the catastrophic thinking around the recurrence of
intrusive thoughts and images as ‘voices’, and thus a sign of madness, had
led to her wishing to end her life. We are now working on the hypothesis
that this catastrophic appraisal of intrusive thought, as a ‘voice’, might be
locking her into a diagnosis of serious mental illness that is restricting her
own sense of control over her life. A period of paranoia and the confusion
following the procyclidine overdose have led to an increase in antipsy-
chotic medication as well as the addition of an antidepressant. This sits
uneasily with developing a hypothesis that tests the label of psychosis, but
is notwholly inconsistent asmedication has value in ‘buffering’ at stressful
times. However, we have returned to the same starting point as our first
session. This meant looking at developing an individual formulation for
Sarah that makes sense, allowing for engagement in psychiatric services
that support her in making new appraisals of her symptoms.

Symptom profiles

� Dysfunctional Assumptions Scale (Weissman & Beck, 1978): In March,
theDASscoreof 88 indicateda scorebelowclinicaldepression levels. This
did not change significantly when repeated in July. There were higher
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scores for the need for approval and love that may relate to the impact
on Sarah of a traumatising relationship or her predisposition to develop
such a relationship.

� Impact of Events Scale (Horowitz, Wilner & Alvarez, 1979): FromMarch
to July there were changes on the symptom profiles from these events
occurring often too rarely, and not at all. The main shifts on the 15-item
scale indicated a reduction in symptoms of PTSD and a reduction in
avoidance strategies.

� Beck Depression Inventory (Beck & Greer, 1987): At the beginning of
treatment this was 32; in July, it measured 14.

CONCLUSIONS

Factors that provide a rationale for formulation-driven CBT include the
evidence of thematic links between early psychosocial stressors and the
content of psychotic symptoms (Raune, Kuipers & Bebbington, 1999).
Similarly, the content of psychotic symptoms and the process of their
development, rather than merely the fact of their existence, seem crucial
for understanding the patient. Individual case formulation facilitates en-
gagement, guides interventions and heals alliance ruptures (Moorhead &
Turkington, 2000). Indeed, it has recently been advocated that unless a
therapist is able to show a clear linkage between personal experience,
schema and psychotic symptom emergence, the accuracy of the formu-
lation is questionable (Brabban & Turkington, 2001). Understandability of
psychotic symptoms, both in their content and in their development and
maintenance, has implications for change. If understanding can be reached
the patient will becomemore active in the change process and is less likely
to blame himself or herself for the problem.

Models drawn from CBT of trauma, including Smucker (1999), served as a
useful frameworkwithSarah.Timespentdevelopinga formulationaround
stress-vulnerabilityasa factor indevelopingpsychosis, engaged thepatient
enough for her to be prepared to take risks. Pacing of sessions, allowing
longer time for exposure to trauma, prevented avoidance during the ses-
sion. CBT (as an add-on to existing services), assisted collaboration and
simple behavioural experiments created a change in Sarah’s symptoms,
and symptom profiles over the course of therapy allowed the patient to
see the gains she was making.



Chapter 9

COMMUNICATIONS FROM
MY PARENTS

Case 9 (Carole): Ronald Siddle

I was initially trained as a psychiatric nurse. I left school at 15 having
just sat my GCE “O” levels and was persuaded by a friend to apply to
the local psychiatric hospital as a cadet nurse. After two years of working
in the various departments of the hospital I started training as a student
nurse. Towards the end of the RMN training I applied for the shortened
post-registration RGN course and was able to finish that training in about
a year and a half. Swiftly returning to the safety of psychiatry I spent a
year or so as a staff nurse before getting a relief charge nurse post. When
I was allocated to a ward full time I tried to do what I could with the
patients. Unfortunately it was an uphill struggle with schizophrenia and
institutionalisation making psychological work difficult. Of course at that
time (1980s) even though there was some evidence of effective therapeutic
strategies, I did not know them, and was in any case trying to influence
things at a more basic level. The ideal wards to work on in the psychiatric
hospital where I worked, were the admission wards, and eventually I was
allocated to one of these. Though the management was still necessary, the
patients were less chronic and I tried to develop my counselling skills.
I had not even heard of CBT, but attended a few short (non-accredited)
counselling courses and tried to help the patients. I was a casualty of the
nurses’ clinical grading structure and left the system, which I thought was
spoiled by nepotism and managers.

I began working in the department of clinical psychology as a nurse be-
haviour therapist. My initial training was in-house from the clinical psy-
chologists and the other nurse behaviour therapists. The focus was upon
problem behaviours and there was an emphasis upon working with staff
to eliminate troublesome behaviours in the longer stay patients of the hos-
pital. I became frustrated at this manipulation of staff and patients and

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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wanted to do something more direct. I also realised the importance of
thoughts to my actions and knew that I had to find out more about the
Cognitive Behaviour Therapy (CBT) that was being mentioned. Our de-
partment was fortunate that two of the clinical psychologists were train-
ing to be supervisors on the CBT training course at the cognitive therapy
centre at Newcastle, and was able to learn about CBT from them. I then
attended a certificate course in theory and practice of counselling with the
intention of ensuring that my interpersonal skills were adequate. I knew
from the outset that I did not want to be a counsellor since I did not believe
that patients had the inherent ability to solve their own problems, and I
also knew that people needed help and training to challenge their thoughts
andbeliefs. Consequently, I almost failed the course by submitting a tape in
which I was doing far more than reflecting and summarising. I persuaded
my manager that I ought to try for the CBT course at Newcastle, and she
agreed thinking (I believe) that I would never be accepted.

I did get a place on the course andwas allocatedDouglas Turkington asmy
supervisor. Though we did not discuss schizophrenia we got on well and
I enjoyed the course, although the days were long. I was simultaneously
doing an OU course in child psychology, which was helpful, though it
added to the stresses of the assignments.

After the required period of supervised practice I applied and was accred-
ited. During that period I had beenworking initially in a CommunityMen-
tal Health Team and then on a research studyworkingwith schizophrenia.
This was the Wellcome funded RCT (Sensky et al., 2000) and I was super-
vised during this time by the editor (D.T.) and a clinical psychologist who
was also involved in the study. I maintained an interest in working with
non-psychotic patients for my one session a week, which was spent in the
Community Mental Health Centre that had seconded me to the study.

As the Wellcome funded trial was drawing to a close, I went to a confer-
ence in Maastricht where I met one of the grantholders, Gill Haddock, for
the SoCRATES study (Lewis et al., in press). She asked me if I would be
interested in working on a trial investigating CBT in early schizophrenia.
I saw this as an opportunity to enhance my skills as well as a personal
opportunity to do a Ph.D. and move to the south (Manchester). When I
was interviewed and offered the job at a higher grade than I was applying
for, I could hardly believe my luck. This was because I was asked also to
undertake a managerial and supervisory role in addition to the therapy.
These enhanced roles allowedme additional opportunities to acquire new
skills and develop my existing ones. It was a busy time, but rewarding.

As the SoCRATES study was coming to an end I started looking for a job.
The short-term contracts of university employment were a little stressful,
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and I wanted a period of stability. To not have to beg for rooms, and to
be a fully fledged member of a department, I applied to the hospitals in
which I had enjoyed working while doing the SoCRATES study and was
fortunate enough to find a position in the Clinical Psychology department
as a Cognitive Behaviour Therapist. My current role is for three sessions
per week to be with patients from primary care teams in two GP surgeries.
I get a research day and the remainder is spent workingwith patients from
the adult mental health speciality. These patients have various problems,
though many who find their way to my list have schizophrenia or other
psychotic illnesses.

CAROLE

Carole was referred to the psychology service by her psychiatrist. The
referral letter told of a woman with a schizophrenia diagnosis who heard
the voices of her mother and father talking to her. Carole believed that the
voices she heard were actually caused by her parents despite the death
of her father. The psychiatrist had begun to challenge these ideas, though
she thought that CBT would be of help with the lady. In particular, the
psychiatrist hoped that Carole could learn to cope with her voices better.
The psychiatrist described Carole as having “remarkable insight” and a
well-preserved personality.

Session 1

The aim of the first session was to engage Carole in a collaborative in-
vestigation of her difficulties. There was a focus upon establishing a clear
problem list from Carole’s perspective (as opposed to a comprehensive
symptom list) and Iwanted to clarify and, if appropriate, shape upCarole’s
aims in therapy. Often patients have a desire to make the voices disappear,
though this is unlikely to happen since voices are, as far as is reasonably
established, attributions of thoughts as if they were external perceptions.
Given that it is unlikely that CBT or any therapy could or would wish
to eliminate cognitions, it is better to attempt to shift attributions for the
voices from “communications frommyparents” as in Carole’s case, to “my
brain playing tricks again”, or some such attribution of cause.

Carole volunteered that her voices started when she was 13 years of
age. They continued to trouble her for four or five years and stopped for
some time, only to resume four or five years ago. She had been troubled
by the voices ever since, and reported getting extremely depressed as a
consequence.
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In asking a few relevant demographic questions it was confirmed that
Carole had a diagnosis of schizophrenia (and was comfortable with the
label), and was prescribed the following medications:

Clopenthixol 200 mg IM weekly
Trifluoperazine 20 mg BD
Chlorpromazine as required.

Carole reported that her medications were effective in that they helped her
to calmdown and contributed to the voices being less persecutory. Around
the time that her depotmedicationwasdue,Carole reported that her voices
got worse and afterwards they got better. She had been an inpatient in the
past, had nine siblings and her father had had a history of what Carole
believed was manic-depressive psychosis.

If she did not have the voices Carole believed that she would be less de-
pressed and life would be much better. The voices were assessed. The
male voice appeared to come from behind her, very close but outside of
her head. It was of normal volume but was capable of shouting, and spoke
BBCEnglishwith a “plum in themouth” accent. Typically this voicewould
be heard one or two hours before going to bed. It would try to control her,
telling her to do harmful things to herself, and sometimes she obeyed the
voice.At first Carole thought that this voicewas a spirit, thoughher current
causal attribution was that this was a chemical imbalance.

At this point, because of concerns about her safety, and a clear indication
that Carole would be less depressed if she was not troubled by the voice,
it was decided to try to introduce some doubt into the validity of the voice
as well as trying to increase her coping skills. Initially an experimental
approach was suggested which allowed her to hurt herself, though in a
safer manner. She was asked, as a homework assignment, to try to crush
an ice cube in her hand when the temptation to harm herself was great.
This would perhaps satisfy her need to hurt herself, and would not cause
any serious damage.

The hallucinationswere discussed in amatter-of-fact manner, and normal-
ising examples were included to help Carole to recognise that voices occur
in other people and that anyone could develop such symptoms should
they be subject to enough stress. Subvocalising as a coping strategy for
voices was described as this helps to shift attributions towards the expla-
nation that the “brain is playing tricks”, in preference to the “real per-
ceptions” explanation. In doing this explanation a slight digression into
the differences between “top down” and “bottom up” cognitive process-
ing were discussed. The rationale for this short course in basic cognitive
psychology is that by realising that her expectations may affect her subse-
quent perceptions (real and otherwise) she will be more likely eventually
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to realise that her brain has a capacity for error, especially when under
stress.

Indiscussing thenatureofCarole’sproblemsshevolunteeredaparticularly
traumatic event which she associated with the recommencement of her
voices. I later found out that Carole had experienced voices from the age
of 13, though they had stopped for a time. Ten years earlier, while she
was living in India, Carole was having some domestic troubles. She had
separated from her husband, but he had returned to the family home and
kidnapped the children. Fromthatpoint onwardsCarolehadbeen troubled
by the voices. The point of asking about the onset of her symptoms in the
midst of a series of queries about the nature of the voices was that it was
hoped that Carole would recognise that this clearly stressful event had
brought about the start of the voices. This fact would later be alluded to,
in altering attributions of cause regarding the voices.

I assessed that Carole was intelligent, articulate and psychologically
minded. Accordingly, although this would not usually be done so soon
in therapy, and in view of her dangerous response to the voices, I thought
it worth while to spend a little time in this first session trying to introduce
doubt into the validity of the voices. I tried to summarise what we had dis-
cussed, and in summarising the information about the voices I encouraged
a bit of guided discovery. This was intended to enhance the possibility that
she would doubt the voices’ validity and thus not act upon them in a self-
injurious manner. Carole was asked howmany times she had been threat-
ened by the voices over the past years. She estimated that this would be
in excess of 500 instances. She was asked if the voices themselves had ever
actually harmed her. Carole realised that, despite over 500 threats, there
had not been a single instance of actual threat from the voices, other than as
a consequence of her acting on instructions from them. Shewas asked how
her symptoms varied with medication, and this was summarised as: the
voices are not removed with medication but are certainly more frequent
without it. Carole was informed in a matter of fact way that, under stress
and on occasions even without stress, the human brain makes errors. She
was informed of the research which shows that under stress it was normal
to hear voices, and shewas reminded that her voices beganduring a period
of acute stress. To try to extend the gains made, Carole was asked if she
thought that others would be able to hear the voices. She had noticed that
others didn’t seem to respond as if they heard the voices, and was willing
to try a homework assignment involving an attempt to record the voices
onto a cassette tape when she was next troubled by them. The other home-
work experiments that Carole was to embark upon were an evaluation of
the impact of singing along to a Bob Marley song when the voices were
bad, and using the crushed ice cube technique if she felt the need to harm
herself.
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Carole found the session helpful. Itwouldnormally not be sensible to set so
many homework experiments, but she was keen and could see a rationale
for each.

Session 2

Carole had found the homeworkhelpful.Her voices hadbeen really badon
the Sunday after the first session, and she hadbeen sure that theywere loud
enough to show up on the tape. When they did not show up on the tape,
she at first feared that she was going mad, but then realised that they were
unlikely to show up. This helped her to shift her causal attributions such
that she became 100% sure that the voices were from her brain (while pre-
viously she revealed that shewas only 30% sure that the brainwas at fault).

The ice cube experiment worked well. When, on Sunday, the voices had
been bad she took two ice cubes and crushed them in her hands. It had
been painful, and she had then taken another two, and done the same
thing again. Fortunately this intervention at a time of crisis had prevented
Carole fromharmingherself any further.Again onSundayCarole had tried
subvocalising as opposed to her usual strategy of shouting at the voices.
Because she had a passion for Bob Marley songs, this subvocalising of his
songs served as a distracter as well as interrupting the voices. When the
voices were at their peak the subvocalising was not of help, but when the
voiceswere less intense the subvocalising diminished themby 70%. Carole
was really upbeat about the value of the experiments.

Building upon these coping strategies a list of rational responses (RRs)was
generated in the session. The RRs were designed to help to shift Carole’s
attributions of the voices when they troubled her. The kind of things that
were discussed, and written on a card for Carole to carry, are shown in
Figure 9.1.

The voices did not show up on tape

Subvocalising helped

The ice cubes helped

I can (and have) resisted the voices in the past

Despite years of threats and abuse these voices haven’t actually harmed me

Figure 9.1 Rational response card given to Carol.
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During the development of the rational responses, the possible similarity
betweenher thoughts and the contents of the voiceswere discussed. Carole
added somedetails about the onset of her voices. She haddeveloped voices
from the age of 13 years. At that time she was living with her mother who
she believed tried to kill her by pushing her head under water in the sink.
These voices then disappeared when she met and married her husband,
only to return when he kidnapped the children.

In order to ensure that the main problem experienced by Carole was fully
investigated, a cognitive assessment of the voices was carried out using
the semi-structured interview developed by Chadwick and Birchwood
(1994).

Carole revealed during this assessment that she heard two regular voices
and occasionally the voice of a stranger. These voices, which appeared to
come through her ears, have used her name andwere attributed to external
factors. These attributions arose from the content of the voices. Her dad’s
voice reassured her that he still loved her and that she ought not to
worry about her mum, though her mum’s voice was extremely critical.
Mum’s voice typically said things such as “should have drowned her at
birth . . . she’sworthless, etc.”.Mum’svoicealso toldCarole to cutherwrists
and end the fairly long-standing relationship that she had developed with
Paul, a new male friend. Carole identified that, if we were to get rid of
her voices completely, she might miss the voice of her dad. Getting ready
for bed was a typical antecedent for the onset of her voices. When they
came on she felt either calm if it was her dad’s voice or tormented if it
was her mum’s. She would typically fret, and become uneasy, adjusting
her clothing and fidgeting. Though she tried to ignore the voices and to
stop them talking, she had been unsuccessful on the whole. Carole ended
up listening to the voices because she not only felt that she had to, but
also because she wanted to. Carole believed the voices to be powerful;
they stopped her from doing some things such as having a bath and were
trying to harm her by making her distressed.

The homework for Session 2 was to take the rational response card home
and to read it at bedtime when the voices were present. She was also
asked to test the notion identified during the development of the rational
responses, which is that the content of her voices are similar to her own
thoughts in many instances. Carole expected a lot of similarity between
the thoughts and voice content.

Carole found the session to be helpful and, particularly, that her thoughts
may have a lot to do with her voices. Despite the discussion about some
upsetting incidents Carole had not found our discussions to be anxiety
provoking, and she was keen to continue in therapy.
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Session 3

In reviewing the Session 2 homework Carole found that in 75% of en-
tries there was a similarity between the content of the voices and her own
thoughts. Even in the 25% of cases where there was no direct similarity,
Carole was able to see that the differences related to merely a difference
in topic under consideration, rather than a completely different opinion to
her own. This helped to support the notion that her brain was doing this
to her, rather than some external person, regardless of how real the voices
sounded.

Carole also found the rational responses helpful. In fact she made herself
two copies of the card so that she could leave one in her handbag, have
one in the bedroom, and the original. She read the cards when she was
concerned that the voices were threatening to hurt her, and found that the
most helpful was the response about the voices never actually harming her
despite many threats.

Carole revealed that since the second session she had beendoing all sorts of
things that shewould not normally do. This had includedgoing swimming
and having friends around. Inspired by the progress she had been making
Carole had decided to try to get rid of some of her “emotional baggage”,
and was eventually going to get a divorce from her husband.

To try to enhance Carole’s understanding of her symptoms and, in the pro-
cess, to help her to see the additional benefits of medication (as a stress
reducer if for no other purpose) the stress-vulnerability hypothesis was
discussed. The rationale was that if Carole understood that many people
experience hallucinationswhen subject to sufficient stress—and, of course,
she recognised that she had been subject to stress—it was hoped that she
would be even more sure that her voices were caused by her brain mak-
ing errors, rather than her parents giving her instructions via some as yet
unknown mechanism.

At Carole’s request a rational response tape was created with the voice
of the therapist outlining the statements and adding some supplemen-
tary information. Carole was keen to have this tape and wanted to edit it
by adding a sample of her favourite Bob Marley songs so that she could
simultaneously have rational responses, subvocalisation, and, of course, a
bit of distraction and pleasure. Carole had identified during this session
that bath times were especially worrying, with the voices often becoming
really bad when she tried to bathe. She was asked to take the tape on a
Walkman personal tape-recorder into the bathroom and, instead of having
an anxious and hurried bath, listen to the tape and try to enjoy a relaxing
languid bath. Anticipating this to be difficult, it was discussed that even if
this was not possible she ought to remind herself of the RRs and remain
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in the room to prove to herself that she could resist the voices even in this
difficult scenario.

Session 4

Fourweekshadnowpassed sincewefirstmet.Carole reported that shewas
unwell physicallywith an abscess, thoughher voicesweremuchbetter and
attributedmuch of the benefit to the homework tasks. She had tried having
a bath while listening to the rational response tape and some Bob Marley
music. There had been only one voice, which called out her name, but
nothing else. She had tried to summon the voices without any success, and
thishadhelpedher to feel as thoughshehadameasureof control over them.

Since Carole was feeling so much better she was a little reluctant to go
much further with therapy. We agreed to spend the remainder of Session 4
discussing “staying well” strategies. A staying well plan, a minor crisis
plan, and a crisis plan were discussed.

Staying well plan

Firstly, Carole was asked about the symptoms she felt before the onset of
the voices. A list of typical early warning symptoms was discussed and
Carole identified 19 of these which had preceded the auditory hallucina-
tions that had become so troublesome for her. She also identified that of
these 19 symptoms she was only suffering from one at the moment.

Carole was asked to state the aspects of the CBT that had been the most
helpful for her. She picked out the ice cubes, trying to record the voices
and subvocalisation. A staying well plan was developed to try to help her
to minimise the likelihood of further relapses. This plan involved encour-
aging Carole to continue with her medication and keep doctors’ appoint-
ments. She should try to keep busy, mixing her activities between essential
tasks, activities that would give her a sense of achievement, and tasks that
would give her some pleasure. Carole identified that shemay need tomin-
imise stressors, which included “allowing her” to avoid people whom she
knewwould upset her. The need to monitor early warning symptoms was
discussed, and Carole agreed to do herself some “self-therapy” on a fort-
nightly basis. During these “self-therapy” sessions Carole was to monitor
her early warning signs and review what has happened during the fort-
night. She was asked to imagine the questions that I would have asked
her, had I been present, and Carole was able to anticipate my style of ques-
tioning after these four sessions. A personalised checklist of early warning
signs was written out for Carole so that she simply needed to check the
list to see if any of her symptoms had been evident during the fortnight.
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Carole agreed to share the details of her plans with the health and mental
health professionals involved in her care.

Minor crisis plan

IfCarole observed that her earlywarning checklist hadmore than two ticks,
indicating that two symptoms had emerged, or if she had a recurrence of
frequent hallucinations, she was to implement this minor crisis plan.

The first thing on the plan was to ensure that Carole had carried out the
requirements of the staying well plan. Assuming that these actions had
been carried out, Carole was to consider taking the “as required” dose of
chlorpromazine that hadbeenprescribed for her byher psychiatrist. Carole
was also to begin implementing the CBT techniques that she had found
so helpful. She thought that she would derive benefit from listening to the
rational response tape, beginning to use subvocalisation if troubled by the
voices, and use the ice cubes if the voices were upsetting her to the point
that shewanted to harm herself. In relation to her activity schedule, Carole
agreed that if she was suffering a bit of a crisis it would be helpful for her
to increase the amount of pleasurable activities she did, rather than her
natural tendency to reduce them. Carole also thought it would be helpful
for her to talk to someone about her problems at this point, rather than
keep them to herself.

Crisis plan

In theevent thatCarolehadasignificant increase inher earlywarningsigns,
or the strategies discussed earlierwerenot successfulwithin aweek,Carole
had a crisis plan. This plan involved establishing that the actions detailed
earlier in the other plans were carried out. It was also decided at this point
that expert assistance might be required. Carole agreed, therefore, to con-
tact her keyworker in the first instance or, if thatwas not possible, she had a
list of people she could contact who knew of her difficulties and the plans.
In themeantime, to try to increase her doubting of the validity of the voices,
Carole was to try once again to record the voices onto a cassette tape.

Carole agreed to implement these plans and was given a booster appoint-
ment a month later.

Session 5

Carole had experienced a fewvoices during the interveningmonth, though
not many. Her attributions had shifted and she reported being much more
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relaxed. Even when the voices were present Carole was able to resist them
and get into the bath. She was pleased that she had withstood her voices
and that her discomfort had not been bad enough tomake herwant her “as
required” medication. When she had been checking her early warning list
she had discovered a couple of symptoms, but she had been able to tackle
these with ease and had shared her plans with her friends and mental
health workers.

At the conclusion of this session Carole preferred no additional appoint-
ments, but was happy for me to retain her notes for 18 months in case she
had a further setback that she could not cope with.

Nine months later I was asked by Carole’s keyworker to resume involve-
ment. Carole had experienced a recurrence of her psychotic symptoms,
which she was unable to deal with herself.

Session 6

Carole’s mother had died unexpectedly and the voices had been terri-
ble. Though they were telling her to harm herself she had not been cut-
ting herself. Other changes to Carole’s regimen included a change in
medication. Since we had first met and she was prescribed chlorpro-
mazine, Trifluoperazine and Clopenthixol, Carole’s medication had al-
tered. She had subsequently been prescribed Amisulpiride, though was
now prescribed Risperidone. Though Carole was not taking any anticon-
vulsant medication when she first attended for therapy, some had been
prescribed in the intervening months. Subsequently the anticonvulsant
medication had also been altered and Carole had subsequently and “in-
explicably” started to wake during the night having wet the bed. Carole
was very embarrassed about this and had resorted to an attempt at avoid-
ing sleeping as a strategy to minimise the incontinence. The studies of the
1970s relating to sleep deprivation and hallucinationswere recounted, and
I empathised with Carole. She began to realise that it was possible that her
incontinence was caused by epilepsy, though she ought also to get herself
checked by her GP in case she had some kind of urinary infection.

At Carole’s request we went over some of the evidence relating to the
voices, which we had discussed earlier in therapy. She had recently tried,
without success, to record the voices and was still resisting the voices with
the aid of ice cubes when was told to hurt herself. Carole still used subvo-
calisation as a means of reducing the intensity of the voices.

At the endof the sessionCarolewas50%sure thathervoiceswereproduced
by her own brain playing tricks on her. Although this was less than her
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belief at Session 4 or 5 it is an improvement on the intensity of her belief
when she came into the room for Session 6.

Carole agreed to go to see her GP and to resume her plans; in particular
she was keen to begin listening to her Bob Marley tapes again. She took
away the session tape and when she got home was keen to listen again to
the things we had discussed.

Session 7

When seen at follow-up, Carole reported that her voices had completely
disappeared, as hadher anxiety symptoms, and she had regained her sense
of humour. The incontinence of urine which had so distressed her had
been attributed to a side effect of the risperidone, and she had resumed
chlorpromazine. The incontinence cleared up immediately.

Shehadpurchasedaportable tape-recorder andwas listening to the session
tape and rational response tape on a regular basis, andwas keeping herself
busy. Carole had resumed swimming, was playing squash on a regular ba-
sis and doing some voluntary work. She was keen to have the “insurance”
of follow-up CBT sessions, and these were arranged at six-monthly inter-
vals. Carole was assured that she could have a telephone session or cancel
the session if she wished, and also that she could bring the appointment
forward if she felt that was necessary.

DISCUSSION

This case involved an intelligent and articulatewoman,who had a number
of awful experiences in her childhood. These experiences helped to shape
her beliefs about herself, and when stressed she would hear voices criticis-
ing her, whichwould say the same kinds of things about her as she thought
herself. Therapy was brief and focused upon challenging the attributions
that shemade regarding the hallucinations that she experienced. Despite a
swift abatement of symptoms, Carole experienced a setback perhaps due
to the changes inmedication, though no doubt exacerbated by the death of
her mother. It is also worth recognising that the cognitive behavior thera-
pist is unlikely to be aware of all of the factors in a patient’s situation. In this
instance epilepsy had been diagnosed and treated, and significant changes
inmedication hadoccurred. By retainingCarole’s notes and “planning” for
a setback she was helped to get back on track sooner thanmight otherwise
have been the case.
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Carole was shown the initial draft of this case study to ensure that she
was giving informed consent, and because I thought it might help her
to understand what the therapist was thinking of, when conducting CBT
with her. She found it helpful to read the case study and was pleased to
realise that she presented as articulate. Carole found the parts of the case
study about the evidence regarding the voices especially useful, as was the
discussion about the ice cube intervention. She had no reservations about
the case study being published since she could see that her identity had
been disguised by changes to biographical details that were not especially
relevant to the case.





Chapter 10

TWO EXAMPLES OF PARANOIA

Cases 10 (Mary) and 11 (Karen): Nick Maguire

I trained as a clinical psychologist at Southampton University, qualifying
in 1999. My particular interest during training was the treatment of psy-
chosis using Cognitive Behaviour Therapy (CBT), supervised by Professor
Paul Chadwick.My thesis extended this interest, firstlywithin a theoretical
paper describing cognitive and evolutionary aspects of paranoia, and sec-
ondly an experiment to empirically investigate the theoretical and clinical
observations that there are two distinct forms of paranoid thinking.

I am currently working as a locality team psychologist, dealing with peo-
ple with severe and enduring mental health problems, i.e. psychosis and
personality disorder, all within a CBT framework, although I recently un-
dertook the Dialectical Behaviour Therapy course formore specialist work
with personality disorders. I am also currently extending the CBT model
to the treatment of those with homelessness and alcohol/substance abuse
problems. This project is being evaluated, and some results should soon
be available.

Two case studies presented here were treated using CBT, and are also in-
teresting in that they presented only one psychotic symptom—paranoia—
representing paranoid thinking in the absence of a diagnosis of psychosis.
Paranoid ideation is most commonly associated with diagnoses of psy-
chotic disorders, e.g. paranoid schizophrenia. Indeed, it is considered one
of theprimaryfirst rank symptomsof suchdisorders inbothDSM-IV (APA,
1993) and ICD-10 (WHO, 1990) classificatory systems. However, there is a
body of empirical research that places paranoia on a continuumwith non-
clinical populations (Fenigstein, 1996, 1997) In addition, another position
evidenced by empirical research indicates that it is useful to consider psy-
chotic symptoms of paranoia, voices and delusional beliefs individually,
rather than purely as indicators of an overarching syndrome (e.g. Bentall,
1990; Chadwick & Trower, 1996).

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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Paranoia and delusions: Process and product

Thinking psychologically about psychotic symptoms, a useful distinc-
tion can be made between paranoid thinking (characterised by partic-
ular cognitive distortions) and delusional ideation. The former can be
considered to be a perceptual process, involving attending to stimuli
salient to the individual because they are threatening. Delusions are con-
sidered as the explanatory hypotheses developed by the individual to
account for the strange perceptions. This conceptualisation is a develop-
ment of that proposed by Maher (1988), and stresses the evolutionary use
of cognitive distortions such as selective abstraction that are associated
with paranoia (see Gilbert, 1998). Paranoia is therefore the cognitive pro-
cess of continued attention to threatening stimuli, and delusional beliefs
are the product of this continued attention. Both cases were treated ac-
cording to this simple model describing the relationship between para-
noia and delusions. The treatment that follows is therefore cognitive
behavioural.

Both of the people presented hear receiveddiagnoses associatedwith para-
noia and delusions. However, paranoid thinking was the only clear symp-
tom of psychosis manifested, as it is arguable whether their beliefs were
delusional. The beliefs formed to account for the paranoid perceptions—
although involving some degree of malevolence—were not inconsistent
with cultural possibilities, i.e. they were conceivable. They both illustrate
the usefulness of the distinction outlined above, in terms of the conceptu-
alisation of the perceptual abnormalities, the maintaining factors in terms
of selective abstraction, and the explanations developed to account for the
perceptions. In addition, core or schematic beliefs were implicated in both
formulations in terms of the aetiology of the perceptions.

There are, therefore, several interesting conceptual points highlighted by
these two cases. The first is, as discussed, the presence of paranoia (in terms
of cognitive processes) in the absence of other first-rank symptoms of psy-
chosis. The second, related, point illustrates the difficulties in defining
“delusional” beliefs. Aswill be seen, the beliefs formed by the two individ-
uals not only made sense in terms of their particular set of life experiences,
but theywereplausible inferences. This reflects an emerging literature chal-
lenging a discontinuity between “normal” and “delusional” beliefs. This
is along two dimensions: that investigating delusional thinking in the nor-
mal population (Peters, Joseph&Garety, 1999; Verdoux et al., 1998) and the
criticism of the construct of delusional thinking in psychotic populations
(Peralta & Cuesta, 1998). The third point concerns treatment. Both cases
illustrated the importance of “metacognition”, i.e. the ability to reflect on
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what one is thinking, and this will be discussed inmore detail with respect
to the cases themselves.

Both cases have been anonymised in terms of their names and details.

MARY

Mary was a 62-year-old lady, married to her second husband. She was
referred by her consultant psychiatrist because she believed that her hus-
band was being unfaithful to her, and that he was at some point going to
throw her out of the house. This was causing her a great deal of anxiety,
and putting a strain on their relationship, as she sometimes became angry
and abusive towards him. Although these beliefs could have been well
founded, the psychiatrist and community nurses believed that this was
not the case, having interviewed both Mary and her husband.

There was some query over her memory, and the question of early onset
dementia had been raised. There was, however, no evidence of this other
than the husband’s perception that Mary was becoming slightly more
forgetful.

Her treatment at the time of assessment consisted of Sulpiride, designed to
reduce her levels of anxiety and paranoia. She was receiving regular out-
patient appointments with a consultant psychiatrist in addition to weekly
support from community psychiatric nurses (CPNs).

Initial assessment

The first three sessions were spent gathering information about Mary’s
perception about her situation and her husband’s perspective. The first
two sessions were spent with Mary alone; the third was a joint session
with her husband. Mary presented as a smartly dressed older woman,
with a pleasant, calm manner. She was well spoken and quite articulate.
She had a firm view of the problems that she faced, and described them
with no apparent affect.

Background and history

Mary had had a difficult childhood. She was chronically neglected by
her parents, her father having been alcoholic and her mother “cold”. Her
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mother apparently had an affair when shewas young, andMary described
having been sent to live with her aunts before she was 8 years old. They
apparently did not want her, and sent her back to her mother. She then
described having taken on many of the household chores throughout her
childhood. When her parents separated at around this time, she and her
mother spent much of their time moving from place to place looking for
work and lodgings. As a result, Mary grew up fearing insecurity and
vulnerability.

Mary left home at the age of 17 to get married to her first husband. While
they were married he had a number of affairs, he physically and emotion-
ally abused her, and was financially irresponsible, again making her feel
vulnerable and insecure. He developed a depressive illness towards the
end of their marriage, necessitating some time in a psychiatric hospital.
She separated from her first husband when she was 48, and met her sec-
ond five years later. She described this man as rather controlling at times,
but extremely caring and loving.

Development of the problem

Mary’s difficulties appeared to have started about a year before her pre-
sentation to the services. She initially painted a rather confused picture,
involving her husband and his daughter. She had at some time believed
that her husband was going to evict her from the house that they shared,
which he had bought. She no longer believed this so strongly, but was con-
vinced that the daughter would throw her out of the house if her father
died. This, she reported, was because the daughter was resentful of Mary
replacing the daughter’s own mother who had passed away. Mary had a
number of overheard and third party conversations that seemed to back
this up, involving comments made by the daughter and some confusion
about whether her name was on the deeds of the house. The husband re-
ported that this had been dealt with by a solicitor in the presence of Mary,
and that there was no impropriety or confusion. He appeared to have gone
to some lengths to make Mary feel secure within their marriage, but was
becoming worn out with his efforts andMary’s apparent refusal to believe
what he said. Alone,Mary also reported that she believed that her husband
was having an affair. Particularly anxiety provoking were her reports of
mobile phone calls that went dead when she answered them, and money
disappearing out of her purse inexplicably. This, she assumed, was her
husband taking money to spend on his mistress.

The Sulpiride somewhat reduced the general affect associated with her
beliefs, although they still peaked occasionally, resulting in distressing
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rows between Mary and her husband. Her conviction in the beliefs, how-
ever, was not affected by the medication, and remained high at around
80–90%.

Formulation

When initially formulating this case, it was important to hold open the pos-
sibility that many of Mary’s fears concerning her husband could actually
be true. Indeed, there was a variation in opinion on behalf of the mental
health professionals involved over time as to whether the beliefs could be
true or not. Certainly Mary’s husband did have a slightly confrontational
style, and was described as controlling by Mary and health professionals
alike. However, it became increasingly apparent, particularly during the
joint assessment sessions, thatMary’s husband hadmade strenuous efforts
to allay her fears, and appeared to be extremely supportive.

In terms of predisposing factors, Mary’s early experience of vulnerability
and not having a safe, stable home was implicated. Mary’s worst image of
herself was as a homeless “bag lady”, wandering the streets. It is theorised
that this vulnerability was encoded at a significant stage in her life, and
formed part of her core beliefs about herself and the world. Thus most of
her life was spent trying to avoid the confirmation of such beliefs.

In terms of onset, a set of circumstances prevailed setting the condi-
tions for her having to face these fears. When faced with perceptions
of the possibility that this prediction may come true, she became ex-
tremely anxious and hypervigilant for confirmatory evidence. This also
served as a maintaining factor, in that Mary only attended to informa-
tion that confirmed her beliefs, discounting evidence that may have been
disconfirmatory (the process of selective abstraction). There were a num-
ber of stimuli that did not fit Mary’s expectations (and therefore neces-
sitated explanation), i.e. strange telephone calls and money disappearing
from her purse. It is possibly these “abnormal perceptual phenomena” on
whichMary fixed, forming her “delusional” inferences of infidelity around
them.

An initially unanswered question in this case was that concerning Mary’s
cognitive state. The issue of early onset dementia was raised by the Com-
munity Mental Health Nurses, although the only evidence cited appeared
to be occasional lapses inmemory. Thismemory loss could, of course, have
contributed to the information available to her when forming explanatory
hypotheses around the abnormal perceptual phenomena. She may have
been more likely to remember affectively charged events than those that
did not raise affect, i.e. those events that confirmed her fears.
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Action plan

1. Enable her to consider her experiences in terms of beliefs, rather than
facts.

2. Validate the affect around her beliefs and how she came to these beliefs
in terms of her early experience.

3. Make the link between her perceptions, her beliefs and her affect explicit
(within the ABC framework). Formulate the role of core (schematic)
beliefs and maintaining factors diagrammatically.

4. Treat these beliefs as hypotheses and draw up alternative hypotheses to
explain her perceptions.

5. Seek evidence to confirm or disconfirm these hypotheses (behavioural
experiments).

Intervention

The first step in the intervention was particularly tricky with Mary, as it
was important not to invalidate her fears about her husband’s infidelity.
Two techniques were particularly important here. The first was to validate
her affect, i.e. to express an understanding of the emotions surrounding the
events. The second was to implicitly link that to her previous experience.

T: So what seems to be happening now?
M: Well, George’s daughter obviously wants the house to herself. That’s
why she said that. She can get all the money then, leaving me with
nothing.

T: How did you feel when you heard that?
M: Sick. Really bad. Worried. And angry.
T: I can understand that. Itmust have beenmade evenworse given your
experiences with your mum—is that right?

M: Yes. That was a frightening time. Not knowing where we were going
to end up that night.

M: George keeps stealing money frommy purse. I don’t knowwhy he’s
doing it.Heonlyneeds toaskand I’dgive it tohim. Idon’tunderstand
why he needs to steal.

T: Any ideas as to what’s going on there?
M: It must be because he’s spending it on some other woman.
T: What does George say about this?
M: Oh, he denies it, of course.
T: Right. So money seems to be disappearing from your purse, and you
believe that George is taking it?

M: Yes.
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T: And your explanation for that is that he must be spending it on
another woman, otherwise he’d tell you. Is that right?

M: Yes.
T: Does this situation remind you of any of your early experiences?
M: Oh yes. We were always running short of money when I was a child.
And my first husband was always having affairs. We never had any
money then, either.

T: Do you remember any feelings of insecurity around those times?
M: Of course!
T: So is it possible that your memories of those experiences have stayed
with you, and that as a result you may pay particular attention to
things that are happening now that look the same?

M: Maybe. I hadn’t really thought about it like that.

Here a link is being made between Mary’s current experience and her
schematic beliefs. This serves the dual purpose of providing a rationale for
what she believes, and also why she believes it, relieving her of possible
stigma around her beliefs. The subtext is that it is entirely understandable
how Mary has come to believe what she has, and it does not necessarily
mean that she is “mad”.

Psychometric testing

In order to test the hypothesis that Mary’s cognitive state may have deteri-
orated and that paranoia may be associated with this (Ballard et al., 1991),
the CAMDEX test (Roth et al., 1986) was used. This part of the inter-
vention/assessment was designed to rule out global dementia, and also
to test for specific cognitive strengths and weaknesses. It had the advan-
tage of having specific short- and long-term memory subscales. The test
results revealed no indication of global cognitive underperformance that
may have been indicative of deterioration. However, her short-termmem-
ory was below the normal range, backing up anecdotal evidence that she
sometimes forgot events that had happened recently.

This test was explained to Mary in terms of needing to test cognitive func-
tions such as memory. The results were shared with Mary in the session
following that of the test.

Hypothesis generation

It was important to concentrate on one very tangible idea in the first
instance, rather than try to address all of the ideas and inferences drawn
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by Mary. Therefore, when drawing up alternative hypotheses, we dealt
with the issue of the disappearingmoney. It was intended at this stage that
any doubt raised in her mind might then be exploited to generate other
hypotheses for other anxiety-provoking beliefs.

As a result of the results of the psychometric test a new hypothesis to
explain Mary’s perceptions was developed. We raised the possibility that
she had spent the money in her purse and had then forgotten about it.
Mary was obviously initially sceptical, but agreed to hold it as a “working
hypothesis”. This was aided by formulating the two inferences within the
ABC framework:

A B C

Money disappears Husband must be Worry, anxiety, fear,
from purse. stealing it. vulnerability.

Forgot I spent it. No problem.

Evidence gathering

It was important for Mary to convince herself that this second hypothesis
couldbevalid.We therefore set ahomework task tomonitor anyevents that
she forgot about, enlisting the help of her husband with this. This was set
up as a genuine enquiry, with one possible outcome that she remembered
everything.

After the second week of gathering evidence, Mary came back to therapy
with an interesting finding. She described how in the previous week she
had gone to pay a bill using her cheque book. However, when she came
to write the cheque, she found that she had already paid the bill as the
cheque stub was already completed in her hand, although she had no
recollection of this. This incident opened up a discussion about what other
thingsMary could have forgotten, and the explanations that she developed
to account for this. This, in turn, precipitated a shift inMary’s thinking over
the subsequent two or three sessions, in which she reinterpreted many of
her previous experiences in the light of the new information. Her affect
associated with these beliefs fell as her conviction in the alternative beliefs
rose. The other beliefs associated with her safety and vulnerability also
disappeared at this time. This evidence, together with the findings of the
cognitive tests was enough to convince Mary that many, if not all of her
beliefs about her husband’s infidelity, were unfounded, which relieved her
greatly.
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Outcome

Two forms of measure were used to assess the outcome of this case: nor-
mative and idiosyncratic. The normative measure used was the Hospital
Anxiety and Depression Scale (Zigmond & Snaith, 1983). Before and after
results from these measures indicated that anxiety had reduced from 10 to
0, and depression from 6 to 0. Her conviction associatedwith her belief that
her husbandwas being unfaithful fell from 80% early in the intervention to
0 afterwards, andher perception of associated anxiety fell from80% to 20%.

KAREN

Karen was referred by her consultant psychiatrist because of paranoia and
ideas of referencewhich he thoughtweremildly or bordering onpsychotic.
She was reluctant to take antipsychotic medication, and was thought by
her psychiatrist to be able to make use of a CBT approach.

Initial assessment

Karenpresentedas anextremelyarticulate andwell-dressed lady inher late
forties. She did not appear at all anxious about the assessment procedure,
and was keen to explore a psychological approach.

Background and history

Karen had a relatively stable upbringing as a child and adolescent. Shewas
well educated, withMA degrees in theology and education. She described
having been driven to complete these degrees in order to address feminist
issues. Shewas also artistic and imaginative, with an appreciation for liter-
ature and art. Karen described herself as an independent, strong woman,
but also very caring. These attributes she traced to her mother.

At the time of therapy, she was separated, but not divorced from her hus-
band. She described her current relationship with him as amicable and
supportive. Karen also had one daughter, who was about to leave to go to
university.

Development of the problem

There were a number of critical times and incidents implicated in Karen’s
difficulties. Firstly, her husband had emotionally abandoned her when she
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was pregnant with her daughter, which precipitated their separation. She
thought that he was probably depressed at the time. More importantly to
Karen, in 1987 she had had an operation in which the anaesthetic had not
been properly administered. This had resulted in a terrifying, painful expe-
rience of being paralysed, but fully conscious and aware of pain at the time
of the operation. The hospital concerned had never admitted responsibility
or apologised, which Karen felt deeply bitter about.

Lastly, and most salient, Karen had experienced an episode of actual per-
secution, related to her having reported an employer to the police for sus-
pected abuse. Shortly after this, her car was attacked by a man known to
associate with her ex-employer. Themanwas also seen lurking around her
newplace ofwork a fewweeks later. Interestingly, this piece of information
did not come to light until several weeks after the assessment period, until
we had started to talk about beliefs around persecution. This incident was
around the same time as the anaesthetic accident.

Karen traced the beginning of her fears back to a year or so after the dif-
ficult time around 1987. She first started to notice and feel anxious about
“rough-looking” men, cues being tattoos, earrings and shaven heads. She
also began to notice foreign-looking people, particularly Chinese. The anx-
iety associated with these stimuli was severe enough for her to avoid
crowded or busy places altogether, and much of her time was spent think-
ing about issues such as personal safety, drug rings and organised crime.
These thoughts caused her a great deal of anxiety, and affected her social
functioning.

Formulation

We formulated Karen’s difficulties within a cognitive-behavioural frame-
work, again focusing on the understandable conclusions to which she had
arrived, given the experiences that she had suffered. We diagrammatically
identified the important factors in the generation of persecutory ideas.
Thesewere: (1)her imaginativeandcreativedisposition,which contributed
to her inclination to create scenarios in her mind from the most skeletal of
stimuli; (2) her experience of the anaesthetic accident, which, as well as be-
ing extremely traumatic, confounded her core beliefs of herself as strong,
independent and not at all vulnerable; and (3) her experience of having ac-
tually been persecuted by an “unknown” agent, ensuring that she became
vigilant for other possible sources of threat.

Her experiences of actual threat set Karen on a “conclusion-driven search”;
i.e. she selectively abstracted stimuli that appealed to her sense of threat.
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The most salient stimuli for Karen were people who appeared “different”,
i.e. those who were not Caucasian. There were, of course, many people
from ethnic minorities in her hometown, but Karen fixed on those from
Chinese origin, having read a report about a Chinese organised crime syn-
dicate, the Triads. It seemed to Karen that there were increasing numbers
of people of this sort, and that at times they followed her, or signalled
to each other that she should be followed or harmed. Her resulting avoid-
ance of these situations ensured that these beliefswere never disconfirmed.
She also had many stimuli about which she could form these ideas. The
beliefs that she formed, identified within an ABC framework, were as
follows:

“They’re going to harm someone.”
“They are part of an underworld subculture.”

These beliefs were anxiety-provoking in themselves, but by using down-
ward chaining (i.e. askingwhat a particular beliefmeans), Karen identified
further beliefs and evaluations that caused her feelings of helplessness.
These were:

“Education must be lacking.”
“As an educationalist, I should be able to do something about it.”
“I can’t.”

This process of identifying thoughts is represented in Table 10.1.

Therefore, not only were the perceptions anxiety-provoking, but the un-
derlying interpersonal negative evaluations (identified using downward
chaining) resulted in a feeling of hopelessness. In terms of a maintaining
factor, she appeared extremely conscious of her surroundings, and noticed

Table 10.1 Thought identification process

Antecedent event Belief Consequence

See Chinese person Inferences They’re different Anxiety,
They’re going to harm
someone

hopelessness

They are part of a
subculture

Education must be
lacking

I should be able to do
something about it

I can’t

Evaluation I must be inadequate
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the slightest strange or bizarre behaviours, which are of course not uncom-
mon in a large city centre.

Action plan

1. Conceptualise relationship between thoughts, feelings and behaviour
within an ABC model (Chadwick, Birchwood & Trower, 1996), pay-
ing particular attention to considering thoughts as beliefs rather than
facts.

2. Normalise her experience of paranoia in terms of her previous experi-
ence, thereby reducing affect surrounding this experience.

3. Formulate the role of core (schematic) beliefs and maintaining factors
diagrammatically.

4. Treat these beliefs as hypotheses and draw up alternative hypotheses to
explain her perceptions.

5. Seek evidence to confirm or disconfirm these hypotheses (behavioural
experiments).

Intervention

The first part of the intervention focused on this formulation and psycho-
educational aspects of paranoia. We discussed the functional nature of
continued attention to threat and how, for humans in unpredictable sit-
uations, it was necessary for survival. This, together with the idea that
given her experiences it was understandable that she was hypervigilant
for threat, relieved Karen greatly. She revealed that she had been told by
a psychiatrist that she “was paranoid”, which worried and angered her.
She equated this with a psychotic diagnosis, increasing her anxiety about
her state, and angering her because she was at that time convinced of her
beliefs. The idea that paranoia was in some senses adaptive, and on a con-
tinuum, reduced her anxieties about treatment. Karen easily understood
the model, and readily worked with it in specific situations. However, she
initially did not generalise this new understanding to all situations, and
those beliefs around threatening stimuli remained fixed. In addition to the
psycho-educational aspects of the intervention, Karenwas asked to start to
capture the data each time she experienced feelings of anxiety in the vicin-
ity of strangers, and to catch the thoughts that preceded these feelings.

It was extremely important for Karen to be able to generate alternative
explanations for her beliefs, and account for her apparently strange per-
ceptions. To this end, specific examples of disturbing experiences were
generated, and her beliefs about what she thought was going on were
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Table 10.2

Antecedent event Belief Consequence

See man across
street looking
at her

Inferences: 1. They’re doing it
deliberately to
ruffle me (80%)

Anxiety, anger

2. It’s a coincidence
(50%)

made explicit. In addition, her conviction was rated 0 to 100%. She was
then asked to generate alternative explanations, and again rate the con-
viction. An example of this, using the ABC framework, is represented in
Table 10.2.

Shewas then asked to consider the evidence for eachbelief,which of course
wasdifficult for her as therewasno concrete evidential base. This search for
“evidence” raised doubt in her mind, and indeed she found the statement
‘What’s the evidence?’ extremely useful when considering her thoughts.
Eachnew threatening experiencewas framedaccording to thismodel, until
she was able to do it herself.

As homework she used the ABC framework to describe other thoughts
and evidence, and by the eighth treatment session, was starting to formu-
late her continued attention to strange men as a downward spiral. Thus
her metacognition was developing, and she was starting to be able to de-
scribe how she was thinking. After this, Karen seemed to make a sud-
den shift in her thinking, and was more able and willing to challenge her
anxiety-provoking beliefs about being watched. This also generalised to
other beliefs about difficult incidents around her home, such as a car being
abandoned outside her house.

Lastly, she was able to reformulate her anxieties in terms of her previ-
ous experiences (i.e. the anaesthetic accident, her previous employer), and
fully understand the impact of those experiences. It seemed that only
after she had started to convince herself that her beliefs were just that,
i.e. beliefs, could she re-examine her experiences this new light. Before this
happened, the formulation, although collaboratively generated, remained
rather abstract.

We tackled Karen’s reduced social functioning by using the problem-
solving method to identify activities that she would enjoy and would not
be too onerous or difficult to begin. She highlighted rambling as an interest
inwhich she used to participate, and that would be easy to restart. The first
stepwas to use the Internet to find local rambling clubs.We acknowledged
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that this could be an avoidant strategy, in that she was staying away from
crowded situations that provided stimuli for her particular beliefs. There-
fore, we set tasks that would necessitate her going to the “worst” place for
stimuli of that type, which was the local shopping centre. This exposure
programme was done in stages.

Outcome

Karen made extremely good progress, to the extent that her reported
anxiety reduced significantly, and her social functioning increased to her
premorbid levels. Her conviction in the beliefs that there were people fol-
lowing her fell from 80% to 0. She reported that she very much liked the
cognitive model, and expressed an interest on working further, particu-
larly around the traumatic experiences surrounding her anaesthetic acci-
dent. She wanted to work on this with a private therapist outside of her
hometown, soweused the listing of accredited therapists to highlight some
possibilities.

SUMMARY

These two cases represent the cognitive behavioural treatment of paranoid
thinking in the absence of any other psychotic symptoms. They illustrate
the usefulness of the conceptualisation of paranoia as a cognitive process
characterised by continued attention to threatening stimuli and selective
abstraction, which may or may not result in the formation of delusional
beliefs. Both cases alsoprovide someevidence for the considerationofdelu-
sional beliefs as continuous with “normal” ones (Peters, Joseph & Garety,
1999) and the usefulness of separating the process of paranoid cognitive
processes from the resultant beliefs.



Chapter 11

MANAGING EXPECTATIONS

Case 12 (Jane): Jeremy Pelton

The following case involved work with both Jane, a patient with a 16-year
history of mental health problems, and her parents. I met her while I was
training in CBT for psychosis. I had first entered the mental health arena
as a nursing assistant in 1980. This was a summer job to see me over my
university years. After finishing university and not being able to find an-
other job I continued on as a nursing assistant for nearly two years untilmy
then nursing officer gave me a prod in the direction of my RMN training.
I trained at Cherry Knowle Hospital in Sunderland, qualifying in 1986.
For the first three years I worked in acute admissions and day hospital,
working mainly with anxiety and depression. In 1990 I then moved into
the community as a CPN and worked within a rehabilitation team, with a
caseload of patients with schizophrenia who had been discharged into the
community. It was during this time that I developed an interest in PSI and
CBT, completing a PSI course in Sheffield and Hazel Nelson’s CBT course
in London. I then went on to formalise my CBT training at Manchester
University with Gillian Haddock, Christine Barrowclough and Nick Tar-
rier. I developed an interest in early interventions in psychosis and enjoyed
working within a CBT framework with patients and their families.

In 1999 I became involved in the Insight into Schizophrenia study as a
research therapist where I received training and clinical supervision as
part of that project. I am currently a nursemanager setting up new sites for
the Insight project, doing reviews of established sites, supervising, training
and organising accreditation.

JANE

Jane is a 30-year-old woman currently on a depot injection, a mood sta-
biliser, an antidepressant, oral neuroleptics as required, and anticholiner-
gic medication prescribed by the consultant psychiatrist. Prior to her last

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.



138 COGNITIVE BEHAVIOUR THERAPY FOR PSYCHOSIS

admission Jane had beenmaintained in the community by her parents and
the consultant psychiatrist, and there had been brief interventions by both
social workers and community psychiatric nurses. Following her last ad-
mission after a particularly severe relapse it was decided to refer Jane to
the EnduringMental Health Service. She has beenwith this service for two
and a half years and it has always been an objective of her care plan to in-
troduce her to CBT as both her consultant and her community psychiatric
nurse considered it would be beneficial.

Presenting problems

Janewas in hospital from July 1994 to September 1995,whichwas the last in
a number of relapses (see personal history) that ended in a lengthy hospital
stay. On admission Jane had been very paranoid generally to young chil-
dren and football supporters and specifically to her parents. On discharge
Jane was referred to the community psychiatric nurse (CPN) department,
andwas allocated to a keyworker. Although itwas felt that Jane’s improve-
ment was being maintained by the medication, it was felt that there was
still an amount of distress in her life and that her social functioning was
suffering as a result. Jane presented with both delusional and hallucina-
tory symptoms, and at an outpatients review cognitive approaches were
considered to help to alleviate the distress and modify the symptoms. In
January Jane commenced cognitive-behaviour therapyand theprocess and
the format were negotiated with her. Jane was very keen to try this new
approach and a consent form was signed covering taping, confidentiality
and supervision.

Psychometric assessment

Three psychometric tools were used to assess Jane. Firstly, the mod-
ified KGV Scale (Krawiecka, Goldberg & Vaughan, 1977) highlighted
the severity of any psychological phenomena present. This is a 14-point
assessment tool, six areas being elicited by questioning and eight by
observation. Secondly, the Social Functioning Scale (SFS: Birchwood et al.,
1990) examined Jane’s social capability and highlighted any areas of
concern. Finally, the Liverpool University Neuroleptic Side Effect Rating
Scale (LUNSERS; Day et al., 1995) is a self-report scale for side effects of
neuroleptic medication.

KGV Scale

Jane scored highly in four sections: depression, anxiety, hallucinations and
delusions (Table 11.1). During the assessment interview it became clear
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Table 11.1 KGV results

Session 1 Session 15

Anxiety 4 2
Depressed mood 3 2
Suicidality 1 0
Elevated mood 1 0
Hallucinations 3 1
Delusions 4 2
Flattened affect 1 0
Incongruous affect 0 0
Overactivity 0 0
Psychomotor retardation 0 0
Incoherence and irrelevance 0 0
Poverty of speech 1 0
Abnormal movements 0 0
Cooperation 1 0

Total 19 7

that her affective symptoms were secondary to her delusions and halluci-
nations,whichwere initiated and exacerbated by stress.Her hallucinations
were reported to be only evident on a minority of days in the month and
usually followed a degree of sleep deprivation. The suicidal ideation al-
though episodically presentwas assessed as aminor risk as Jane confirmed
neither an intent nor a plan. Her short periods of elation appeared to be
related to her schizo-affective disorder and again seemed to be linked to
environmental stress.

Social Functioning Scale

Jane lived in a group home and scored highly in the Social Withdrawal
section but also in the Relationships section as she had a tight circle of
friendswithin the home. She had a number of social activities available but
due to her negative symptoms and the anxiety caused by her delusions she
was unable to access them without being accompanied by a care worker
and being motivated to do so. She was capable of being independent but
lacked the confidence to function at her optimum ability due to her low
self-esteem. Jane has never worked as she has been in the mental health
services since she left school.

LUNSERS

Jane scored very highly on this Side Effect Rating Scale.However, on exam-
ination some of the side effects could be attributed to her thyroid disorder
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and themedication being administered to correct it. Other side effectswere
synonymous with anxiety and depression and they would be observed to
see if they lessened as her symptoms were alleviated. It was also observed
that she wasn’t taking her anticholinergic medication as prescribed, and
once she increased her compliance this score decreased. Finally, there were
a number of side effects that she took for granted and was prepared to put
up with in contrast to her psychotic symptoms.

Personal history

Jane is the younger of two daughters. Her fatherwas a successful business-
man in shipbuilding, and although now semi-retired travels the country
attendingmeetings andproblem-solving.Hermotherneverworked. Jane’s
sister was always a high achiever and Jane often felt she was struggling
to keep up with her family’s expectations. Jane described a fairly happy
childhood until her teenage years. Her parents were both very caring and
she felt she had a good relationship with them. She was never very happy
at school and missed a lot of primary school through sickness, tonsillitis
and recurring chest infections. She always had friends at school and until
the age of 15 was often the centre of attention and seen as the organiser.

Jane viewed her mid-teens as a time of change. Within a short period of
time she went from being “one of the gang” to being cast as an outsider.
It is uncertain what triggered this and how much of it was down to mis-
interpretation by Jane. She tried desperately to be liked even to a point
of ridiculing herself. A number of conditional and unconditional assump-
tions were activated at this period of her life.

Jane’s first admission to a psychiatric hospital came in 1984 at just 17 years
old. At first her problems were mainly psychosomatic and Jane was seen
to be hypochondriacal. She often complained of pains in her chest and
thought shewas going to die. She became verywithdrawn and lost contact
with her school friends. Eventually she had to leave school after a series of
panic attacks and was referred to the psychiatric services for assessment
and treatment. It was only prior to her first admission that Jane exhibited
psychotic symptomswhen she became very paranoid and thought that her
parents were trying to poison her. She consequently stopped eating and
on admission to hospital was tube and drip fed.

She was diagnosed as having schizophrenia at 18 and this was eventually
modified to schizo-affective later in her illness. She spent most of 1985–89
in and out of hospital before having her longest period of remission to date.
During this time out of hospital she lost the weight that she had gained
while shewas ill and became quite successful at golf, winning trophies and
local championships. Her last admission was in 1994.
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Since her discharge in 1995 Jane’s biggest achievement was to leave home
and tomove into a group home. Shewas spending four nights at the group
home with the residents, then returned home for the other three to spend
time with her family. She was reluctant to cut all ties with her parental
home as she still regarded this as a place of safety. There was, however,
a problem at the group home: one resident was quite dominant and Jane
viewed this as being reminiscent of childhood.

Jane tended to take changevery slowlyandwaswaryof toomanynewchal-
lenges, as this has often been a trigger for past relapses. It was sometimes
hard to distinguish between her negative symptoms and her avoidance
due to anxiety.

Jane still had personality traits of hypochondriasis and was hypervigilant
to both somatic and psychological symptoms, often catastrophising and
fearing theworst. Shewas recently diagnosed as having thyroid problems,
which accounted for some of her biological and psychological symptoms.
Jane’s cognitive formulation is presented in Figure 11.1.

Current thinking, affect and behaviour

Cognitions

Jane often complained of the following thoughts:

� There’s something wrong with me, I’m a “weirdo”
� People are after me
� People look and laugh at me
� Something’s going to happen to me
� Nobody likes me
� I am going to die
� I am going to relapse.

Affect

Jane often complained of both depression and anxiety, and at times talked
about being “afraid for her life”. She also described being “emotionless”
and unable to cry.

Behaviour

As a consequence of Jane’s thoughts and feeling she often withdrew and
avoided situations which fuelled her anxiety. At home she would close
the blinds and stay away from the windows to avoid anyone seeing her.
Her drinking had increased as a copingmechanism and she complained of
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Early experiences
• Over-achieving brother—
Five years older
(now living in America)

• Strict father; Jane remembers
resenting him

• Missed a lot of school due to
physical illness

• 13 years old: name calling
(content unknown) and
bullying

• 16 years old: trip to London
(drink spiked)

• 17 years old: possible abuse
Dysfunctional assumptions
and delusions
• I have to please people or I will
get hurt

• If things go wrong it’s my fault
• If I don’t meet other people’s
standards I am a failure

Critical incidents
• Thyroid problems
• Leaving home: Group home
• Father-like figure at sheltered
accommodation

Negative automatic thoughts
• There’s something wrong with
me: “weirdo”

• People are after me
• People look and laugh at me
• Something’s going to happen
to me

• Nobody likes me
• “I am going to die”
• “I am going to relapse”
Behaviour
• Withdrawal
• Avoidance
• Closes blinds/stays away from
windows

• ↑Drinking
• ↑Lethargy
• ↓Motivation
Emotion
• Depression
• Anxiety
• “Emotionless”
• Frightened
Physiological
• ↓Sleep
• ↑Appetite
• Anxiety type symptoms

Figure 11.1 Cognitive formulation.

lethargy and a general lack of motivation. Her parents always highlighted
this as her main problem.

Themes

While completing the above assessments and the cognitive formulation a
number of themes became evident:

� Resentment—initially success of sister and firmness of father, and then
being “under control” of father-like figure in group home.

� Rejection—by father and friends at time of need.
� Acceptance—the need to be accepted by the above.
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� Failure—to meet her own and her families expectations.
� Blame—blaming herself for events prior to her first episode of psychosis.
� Responsibility—for the events prior to his first episode of psychosis.

Dysfunctional assumptions

Jane’s dysfunctional assumptions all stemmed from the themes abovewith
a strong emphasis on responsibility, failure and blame. This has been
hypothesised to stem from her early childhood experiences with both her
family and her school friends.

Problem list

During the assessment Jane highlighted the following problem list in
descending priority:
� Feeling frightened and stressed
� Poor sleep pattern
� Inability to sit in parents’ sitting room with blinds open
� Unable to lead “normal” life—e.g. going to town centre, shopping, etc.
� Worry of further relapse.

Aims and course of therapy

The aims of therapy were as follows:
� To establish a good rapport conducive to working collaboratively.
� To introduce a cognitive therapy model.
� To introduce a stress-vulnerability model and relate to Jane’s symptoms.
� To introduce a normalising rationale.
� To teach Jane cognitive behaviour techniques to help to alleviate her high
level of anxiety and build her confidence thereby increasing her quality
of life.

� To reach a mutual understanding regarding the influence of events dur-
ing her childhood upon her beliefs about herself and the world (condi-
tional and unconditional schema).

� To use Socratic questioning to challenge and explore areas peripheral to
her delusions.

� To look at evidence to support her delusions and then identify and test
out alternative explanations.

� To use cognitive techniques to treat symptoms of depression which are
predicted to arise as the delusional belief falters.

� To introduce relapse prevention and promote a blueprint for future use.



144 COGNITIVE BEHAVIOUR THERAPY FOR PSYCHOSIS

Course of treatment

At the time of writing Jane has been seen on 15 occasions, of which three
were for assessment. Janewas seen on aweekly basis with sessions usually
lasting between 45 to 60 minutes.

From the start of therapy it was essential to ensure that a good rapport was
established. This is seen as of paramount importancewhen using cognitive
behaviour therapywith this client group (Fowler, Garety &Kuipers, 1995).
It was also vital to ensure that the therapy stylewas neither confrontational
nor totally compliantwith Jane’s viewof theworld (Kingdon&Turkington,
1994).

The fact that Jane had been known prior to the commencement of this
therapy was an advantage in establishing the therapeutic relationship. It
was, however, initially awkward at timeswhen setting the newparameters
of the relationship and the structure of the sessions. This was completely
new to Jane and she tested these parameters throughout the initial settings.
Therapeutically the structure and the nature of the cognitive behaviour
techniques allowed Jane to open up and disclose, and probably more was
learned about her in the three assessment sessions than in the previous two
and a half years.

Jane had a good deal of insight into her symptoms and freely discussed
her previous psychotic episodes. She felt that she could recognise her early
warning signs, but if they were not caught quickly relapse was fast and
insight soon went.

In the early sessions Jane was introduced to the stress-vulnerability model
(Zubin & Spring, 1977). It was explained that certain individuals were
more vulnerable to stress than others, and that this determined their stress
threshold. Once this threshold is breached the person is more suscepti-
ble to her symptoms and possible relapse. This was put across using the
analogy of a bucket being filled with water and overflowing, with the
water representing stressors and the bucket representing an individual’s
capacity to contain the stress (each person having a different sized bucket).
Jane was able to identify a number of stressful life events or stressors that
could have contributed to her “illness”. As homework for that session she
agreed to create a life chart highlighting the stressful events mentioned
above, putting them in chronological order and hopefully adding others.

The result of this homework was a very revealing life map which cov-
ered Jane’s childhood, her period prior to her “breakdown” and a psychi-
atric history to the present day. With Socratic questioning Jane disclosed
three events that she had never talked about before. Firstly, a period of
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name-calling at school that originated from a cartoon character; secondly,
a weekend in London when she had her drink spiked; and, finally, when
a care worker had made sexual suggestions and advances to her. Jane un-
derstandably found this very difficult to talk about, but following the ses-
sion she expressed relief at having aired them. She curiously rated the
name-calling as the most stressful and upsetting, and it was assumed that
this somehow linked into her schema and had exacerbated her symptoms.
Unfortunatelyafterdiscussing this eventovera fewsessions Jane requested
that we leave it to a future session, but to date the discussion has not been
resumed (see Further treatment below).

This seemed to be a suitable point at which to introduce Jane to Beck’s
four-factor cognitive model (Beck et al., 1979) and to use some exam-
ples from her assessment and homework to personalise the model to her.
Jane soon became socialised to the model and was able to distinguish
between thoughts and feelings and how they may affect her behaviour.
She spent two weeks completing a modified daily record of dysfunctional
thoughts and the homeworkwas used to generate themes for the following
session.

Beck (1967) wrote about the importance of having an explanation of the
symptoms of anxiety and depression, and described this as fundamen-
tal to the application of cognitive therapy in these conditions. Kingdon
and Turkington (1991) reported the success of the same “normalising”
strategies when working with schizophrenia. Nelson (1997) also reported
on the importance of lessening the impact and distress of delusions and
hallucinations prior to treatment. One of Jane’s highlighted problems
was her lack of sleep, and on assessment this could be linked to the
above stress vulnerability and her psychotic symptoms, as illustrated in
Figure 11.2.

Jane’s increase in psychotic symptoms could then be normalised through
discussion of the effects of sleep deprivation (Oswald, 1984) and this
initially reduced the associated anxiety. The situations that caused the ini-
tial stress could then be explored using the cognitive model. Jane kept a
diary of such situations and recorded the associated thoughts and feel-
ings. During the following sessions various alternatives were generated
and evidence for and against debated. At first Jane found it difficult to
comprehend the alternatives without seeing them in black and white, so
these were written on flash cards. Jane was encouraged to keep a daily
diary so that if she could rationalise her anxieties if she had a bad night
and hence promote a good night’s sleep.

Jane was also encouraged to develop a list of her stressful events (see
Table 11.2) prioritising them on levels of anxiety (marked out of ten). This
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STRESSOR/CONFRONTATION

HEIGHTENED ANXIETY

LITTLE OR NO SLEEP

INCREASE IN PSYCHOTIC SYMPTOMS

Figure 11.2 Stress-vulnerability diagram.

would enable her to visualise the problems and allow a care plan to be
negotiated. One of Jane’s strengths was her interest in, and ability to do,
homework/tasks set in the sessions and it allowed her to report on events
in detail.

The list in Table 11.2 was discussed and it was decided to work from the
bottom up. Jane would use her keyworker from the group home, her com-
munity support worker and her family to help her to tackle the bottom
four events. She would feed back to the therapy sessions, commenting on
progress, thoughts and feelings associated with the situations and coping
strategies used when confronting these anxieties.

Table 11.2 Prioritised list of stressful events

No. Situation Rating

1. Sitting in parents’ sitting room with blinds open 10/10
2. Using public transport 8/10
3. Being in a situation where there is a bad atmosphere 8/10
4. Bad news, such as serious world events or tragedy 8/10
5. Meeting people who are not known 7/10
6. Going to the city centre 6/10
7. Going among is a lot of people 6/10
8. Going out of the front door 4/10
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One of Jane’s other highlighted problems was her constant fear of relapse.
This was linked to constant hypervigilance on her part and being able
to catastrophise on the first sign of any symptom. To help Jane with this
fear, the session revisited the rationale of normalisation and educated Jane
on the variable course of her “illness” and coping strategies to prevent
catastrophisation. Jane’s insight was highlighted as a positive attribute,
and the importance of a relapse blueprint was stressed. This blueprint was
designed collaboratively and included:
� earlywarning signs:Nelson (1997) discusses the importance of therapists
encouraging the recognition and labelling of symptoms;

� associated coping strategies: Tarrier (1992) advocates the use of coping
strategy enhancement, patients’ own coping strategies were enhanced
and used if appropriate, if none were present—or if those were present
but not functional, new strategies would be taught;

� anactionplan for Jane to implement: Birchwood,Toddand Jackson (1998)
highlight thepotential therapeutic valueof self-monitoringby thepatient
and allowing him or her to facilitate control and prevention.

Jane also thought it would be a good idea to share this action planwith her
parents and the staff of the group home. Once this network was in place
Jane feltmore comfortablewith the possibility of relapse and, again, seeing
the plan in black and white acted both as reassurance and as a prompt for
necessary action.

One other area that was covered in therapywas that of her negative symp-
toms and her activity schedule. Jane was encouraged to report on her
weekly tasks as homework, highlighting activities that she enjoyed and
those that she found a chore. Gaps in the week were also emphasised and
short- and long-termgoals collaborativelydrawnup.A realistic actionplan
was negotiated and a safety net of a back-up planwas put in place to lower
Jane’s anxieties. Jane incorporated her list of anxieties into her weekly pro-
gramme hence providing a timetable for her carers to work with.

Difficulties encountered

There have been surprisingly few difficulties during therapy sessions. Ini-
tially it was felt that Jane was perhaps being too eager to please, and this
might be clouding issues. However, once she settled into the sessions this
soon resolved. One of themain problems had been an overbearing resident
who appeared to be trying to sabotage any improvement in Jane. This was
often an item that Jane placed on the agenda and will need addressing in
the future when she is more confident and more efficient coping strategies
are in place.
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Outcome so far

As can seen in Table 11.1 in the psychometric assessment section, there
has been a positive outcome so far. Jane’s anxiety and depression have
lowered considerably and this can most likely be linked to the reduction
in her hallucinations and delusions. Her hallucinations are hardly evident
at present and when they do occur the associated distress has reduced
considerably. Her delusions are still evident but none of them is held with
full conviction. Again the associated distress has lowered. Both Jane and
her parents feel that she is better than she has been for a long time. She
is functioning at a level where she reports doing things for the first time
since she became “ill”.

Further treatment

Future sessionswill continue along current themes. Jane continues towork
with her stressful events and confrontation and although finding it easier
to apply the cognitive model she still requires time to deal with some of
the more difficult issues. One area that appears to be dormant at present
is the schema work surrounding her three early experiences. In particular,
there is work to done with the name-calling and the cognitions and beliefs
around that time. Jane continues to be aware that they are there, but as of
yet is reluctant to accept them on the agenda.

Evaluation

After only 15 sessions Jane had shown considerable gains. Several factors
seem to have influenced this result:

� Jane was able to accept the stress-vulnerability model, which was used
to explain the exacerbation of her psychotic symptoms. In particular she
was pleased to be able to normalise the way she had felt and that this
had been recognised and appreciated.

� Jane accepted the rationale of cognitive behaviour therapy and has since
been able to identify specific thoughts and associated emotions and put
theory into practice.

� The collaborative nature of cognitive behaviour therapywas particularly
useful to her. Having an opportunity to feedback on sessions allowed
her to have some say in the structure and to flag up pertinent points to
herself in the process. Jane felt that she benefited from the structure that
the sessions provided and has indicated that she would like to continue
with cognitive work in the future. She seemed to be able to pick up on
the logical nature by which these theories were hypothesised and tested
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out and was always keen to participate. Jane was an intelligent woman
and it seems that since leaving school this was the first time that she had
been “challenged”.

� It has been difficult to assess the appropriate level to work at, at what
stage, whether to work with negative automatic thoughts or to jump
ahead andwork with schemawhich appeared so central to the delusion.
In contrastwithanxietyanddepression,which seemed to followanatural
progression, working with psychosis needed a more open approach and
the therapist’s plans can often go ‘out the window’ depending on the
patient’s priority.

� The enthusiasmwhich Jane exhibited greatly facilitated the therapy. The
learning process was, however, on both sides and the therapeutic re-
lationship was probably at its most effective.

WORKWITH JANE’S FAMILY

Jane’s family consists of three focal people: father, mother and Jane. There
is another sister but she has married and settled in America. Dad is a
semi-retired shipbuilding consultant, mother is a housewife and Jane has
a 14-year psychiatric career. Both parents are in their early sixties and Jane
is 31.

Reason for referral

Jane’s family was referred for intervention by their community psychiatric
nurse because of a dilemma in Jane’s ongoing rehabilitation programme.
Jane had been out of hospital for two and a half years, and the last two
years had been split between sheltered accommodation and her parents’
home. Jane’s parents had opposing views on the next step; father thought
it should be independent livingwhilemotherworried about losing contact
with her daughter.

Provisional hypothesis and rationale for procedures used

When the above case was discussed it was felt that Jane’s family would
be suitable for family work as there was a high degree of contact between
the patient and her parents (>35 hours) and there appeared to be a certain
amount of high expressed emotion. It was agreed that assessment should
begin with a view to offering a number of family sessions on completion.
Depending on the outcome of the assessment, differing amounts of ed-
ucation, stress management and goal-setting would be negotiated. The
aim of the family work would be to lower any distress within the family,
offer education to cover any deficits in knowledge and attitude towards
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schizophrenia and begin to lower contact between Jane and her parents
(for further details, see Barrowclough & Tarrier, 1992: Falloon et al., 1993:
Leff & Vaughn, 1985 ).

Assessment (formal and informal) and formulation

Jane and her parents were assessed formally using a number of psy-
chometric tests (see Table 11.1) and informally through observation and
interview. Four psychometric tools were used to assess Jane’s parents:
the Relative Assessment Interview (Barrowclough & Tarrier, 1992), the
Knowledge About Schizophrenia Interview, the General Health Ques-
tionnaire (Goldberg & Williams, 1988) and the Family Questionnaire
(Barrowclough & Tarrier, 1992).

Relative Assessment Interview

Following the assessment of both parents the information obtained was
formulated into six areas (see Table 11.3). The RAI showed that there was
high contact between Jane and her parents, in particular her mother. There
was a certain amount of irritability in the family but this was usually be-
tween Jane and her father and was mainly centred around Jane not doing
much. Her father would “nag” her into doing an activity and Jane would
often become irritable after being coerced into something she didn’t want
to do. Her father’s critical approach was in contrast to the emotional over-
involvement of the mother who, on her admission, tends to “smother”
Jane. It appears that quite a few of the family’s problems surround this
stress and conflict and their coping strategies.

Knowledge About Schizophrenia Interview

Both of Jane’s parents scored highly on the above scale, and showed a
good awareness of her diagnosis, her medication/side-effects, associated
symptomsandprognosis.However, I felt that therewas a certain lack of ap-
plication of this knowledge and that although they understood about neg-
ative symptoms they still attributed Jane’s lack of motivation and lethargy
to laziness and personality (even though there was no evidence of these
prior to her illness).

General Health Questionnaire

Jane had just recently had a minor relapse and although she was kept out
of hospital it meant that she was with her parents for a longer period of
time. This reflected in both of their GHQs as they both scored quite highly
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Table 11.3 Summary of the parent’s problems, needs and strengths
(as obtained from the interviews, GHQ and FQ Assessments)

Understanding the illness
• Good understanding of positive symptoms
• Good knowledge/understanding of medication
• Scored well on diagnosis and prognosis
• Showed a good understanding of Jane’s negative symptoms (but ? application)
Distress and situations triggering distress
• Confrontation with Jane over laziness/sitting around doing nothing
• Jane turning up at parent’s house unannounced after confrontation at group
home

• Jane’s restlessness while at parents
• Jane’s attention-seeking behaviour
• ? Onset of relapse—hypervigilance and catastrophisation
• What’s happening at group home?
Coping strategies
• Able to identify areas of concern and approach appropriate agencies for help
• Ability to talk over problems between themselves
• Both parents are active members of carers groups
• Regular contact with mental health services
Restrictions to lifestyles
• Haven’t seen daughter in America since 1995. Poor access to grandchildren
• Unable to go on holiday either with Jane or without her
• Often stay in at night rather than go out if Jane is around
• Social life not as good as has it has been in the past
• Have moved house in the past due to Jane’s beliefs
• Stopped going out with friends—“put all energies into Jane”
Dissatisfactions with Jane’s behaviour
• Smoking—although Jane smokes in her room she leaves the door open
• Appearance—unwashed and hair unkempt
• Poor motivation and sitting around doing nothing
• Turning up at the house unannounced
• Pacing around the house/agitation
• Irritable—lack of sleep
Strengths
• Caring supportive family
• Always there when Jane needs them
• Good insight into mental illness—aware of who to contact when help is needed
• Interest in mental illness—involvement in voluntary agencies

and were shown to be more stressed than usual and unable to function at
their optimum ability.

Family Questionnaire

Anumber of behaviourswere highlighted in the FQ, though it was evident
from the questionnaires that Jane’s parents seemed to believe that they
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were copingwith these. However, through interview it transpires that they
have completely differing views on how these behaviours should be dealt
with, and this can lead to conflict not only with Jane but also between
themselves.

The formation of an appropriate family intervention
treatment strategy

Following the above comprehensive assessment and the subsequent for-
mulation, the family were invited to a feedback session to discuss the out-
come of the session and the possibility of negotiating further sessions.
Following discussion with both Jane and her parents it was decided that
she would not be present at the initial sessions but would join the ses-
sions at strategic points throughout the therapy. The family work would
hence consist of patient-focused sessions, parent-focused sessions and
feedback/planning sessions involving both parties.

Session 1: Feedback and future planning

The family were welcomed to the session and thanked for the time during
the assessment. The co-therapist was introduced and his role, compared
to the main therapists, was explained. The nature of the family work was
reinforced by discussing the boundaries, expectations and goals of both
the parents and the therapists:

� Lower stress/distress
� Create hope
� Non-confrontational approaches
� Enhance and modify coping strategies
� Patient-focused and parent-focused interventions.

Formal feedback and areas of concern from assessment were discussed
with the parents with particular attention to the following areas:

� Understanding the illness
� Distress and situations triggering distress
� Coping strategies
� Restrictions to lifestyles
� Dissatisfaction with behaviour
� Strengths.

The family was invited to feedback and offer any other concerns, and a
problem list was negotiated and areas of work highlighted.
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Problem List
1. Jane’s lack of motivation/laziness
2. Fear of relapse/consequence of relapse
3. Lack of time and space for parents
4. Frustration/annoyance at Jane’s behaviour
5. Reduce the distress both in Jane’s life but also the parents.

The family and therapists then negotiated the way forward, and it was
agreed to hold weekly sessions at first, followed by fortnightly and even-
tually monthly sessions. The frequency would be reviewed on a regular
basis and altered to suit the needs of the family. Initially the sessionswould
first focus on education, the sessions would then turn towards stress man-
agement, and the later sessions would be on goal-setting. The family was
informed that there would be time at the beginning and the end of each
session for feedback on process and progress. The collaborative nature of
the family work was discussed and again the focus reinforced.

Homework was set for the next session and the family was supplied with
some literature on schizophrenia. They were requested to read it by the
next session and highlight anything that they didn’t understand or felt
was particularly relevant to them.

Management proposals

Following the first session the therapists planned the following:
� The next session would focus on education, with particular reference to
negative symptoms. Any concerns highlighted by the family would also
be discussed.

� The therapists would use the stress-vulnerability model to link educa-
tion to stress management, and self-monitoring of stressors would be
introduced.

� Jane would become involved with the sessions at this point: firstly, to
discuss negative symptoms from her perspective; secondly, to link her
symptoms to the stress-vulnerability model; and finally to begin to dis-
cuss the stressors within the family environment.

� Sessions would then focus on problem-solving and coping strategies
around the above stressors, functional coping strategies would be en-
hanced while dysfunctional coping strategies would be modified.

� Jane would also be involved at the start of goal-setting, and activity
scheduling would be used as both a patient-focused as well as a family
focused strategy. The aim was to involve Jane in a more active weekly
programme of activities, and to enable the parents to structure some
valuable time for themselves.
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Session 2: Education (1)

The aim of this session was to cover the literature that I had given the fam-
ily and discuss any concerns. Unfortunately Jane had decided to hand her
notice in to the sheltered accommodation and since things had been a
little fraught within the family the homework from last week had not
been completed. However it gave us ample opportunity to discuss the
implications of Jane’s actions and how the parents were reacting. It was
interesting to notice how the mother and father differed here; mother’s
reactionwas of instant relief while father’s was of bitter disappointment—
reinforcing the high expectations and failure that Jane often commented
on. The father’s goalwas to plan for Jane’s independence so that shewould
be catered for if any thing happened to either of her parents. Jane’s mother,
however, was happy to keep her at home where she knew she was all
right. These differences were highlighted by the therapists and following
discussion with the family it was decided to put them on the agenda for a
later session lookingat goal-setting.The latterpart of the session focusedon
negative symptoms. We discussed some of Jane’s behaviours with which
the parents were dissatisfied and looked at possible causes. The mother
thought that it was possibly due to the illness, but the father, although
showing a good understanding of negative symptoms, put it down to his
daughter being “damn lazy”. As the father became quite agitated and
defensive when we were discussing Jane’s behaviour and different coping
strategies, we therefore agreed to defer any further discussion to the next
session after the family had had another chance to read the literature.

Session 3: Education (2) and introduction to stress management

When we reviewed the previous week the parents seemed to be happier
with events and felt that Jane had settled back at home, and since her de-
cision to leave the sheltered accommodation she had become less agitated
and distressed. The family had had a chance to read and discuss the liter-
ature this time and had highlighted any areas of concern. Two items that
they highlighted were the role of the new atypical neuroleptic medication
with schizophrenia and again negative symptoms. We agreed to split the
session into two, the first part looking at education and the above two
topics, the second part introducing stress vulnerability and its role within
both the family and in schizophrenia. The family was more receptive in
this session and it was hypothesised by the therapists that this is likely to
be due to the growing therapeutic relationship/rapport.

The family queried why their daughter was not on the new atypical med-
ication as they were written about very favourably in the literature. A
number of reasons were explored with the family, with both parties gener-
ating alternatives. Themost reasonable appeared to be that if the consultant
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psychiatrist felt that a patient was stable on one medication, there may be
reluctance to ‘rock the boat’ by introducing another. Itwas agreed that their
concerns shouldbe addressed at thenext care programmeapproach review
when the consultant would be present.Whenwe looked at discussing neg-
ative symptoms again, the father was more receptive this week than in the
previous session. We worked a more visual four-factor model;

Negative symptoms

Side-effects (All four interact) Depression

Personality

The above model was accepted by the father, especially when it was ex-
plained that the negative symptoms can exaggerate aspects of his per-
sonality and that these may be further clouded by depression and the
tranquillising effects of the medication.

When introducing the stress-vulnerability model to the family it was done
in a diagrammatic form (see Figure 11.2). The rationale was given via a
handout and the way that stressors/conflicts can affect functional and
dysfunctional families was shown Table 11.2. An overview of coping strat-
egy enhancement was also explained using a handout. The family was
very receptive to the stress-vulnerability model and could relate it to both
Jane and her immediate environment. (The handouts are available from
the author on request.)

Finally the concept of keeping stress diaries was discussed and offered as a
homework task for that week. It was explained that the entries could then
be used towards future agenda items and work with coping strategies, as
mentioned above (see Table 11.4).

Session 4: Stress management and introduction to goal-setting

The fourth session began with an overview of the week, which again
appeared to have gone quite well with Jane settling in at home and looking
like she was continuing to make an effort. The family had highlighted two
concerns on their stress diaries, these being Jane’s sleep pattern and her
diet.

Both events had happened in the last week and had ended upwith conflict
among the family. The parents were worried about her sleep pattern and
diet and thought that theymaybe signsof an imminent relapse. Both events
could be normalised and a rationale was discussed with the parents. The



156 COGNITIVE BEHAVIOUR THERAPY FOR PSYCHOSIS

Table 11.4 Example of a stress diary

Date/time Event Feeling/s

Monday Jane prepared a meal for herself and
then left the mess for her mother to
clear up. Father ends up having a go
at Jane.

Stress/frustration

two events may have been linked with relapse in the past, but if there
was no supporting evidence surrounding them other reasons need to be
explored. It was explained to the family that one of the future sessions
would be covering relapse prevention and relapse blueprints, and early
warning signs would be discussed then.

The rest of the session was negotiated with the family and on their re-
quest Jane was invited into the session for the last 30 minutes. This was
recognised as not being ideal as work was still to be completed on stress
management. However, Jane’s individual work was running faster than
the family work, and she was looking at activity scheduling to see how it
would fit in with the family. It was acknowledged by the therapists that
sessions would not always go to schedule and that this opportunity could
be taken to introduce goal-setting and activity-scheduling. It was stressed
that it would be beneficial to backtrack and cover any unfinished business
in future sessions. Jane had agreed to activity-scheduling in her individual
sessions but needed to work with her parents to devise a blueprint should
the daily plan fall by the wayside. The parents and Jane generated some
alternative solutions to the problem and the pros and cons were consid-
ered before agreeing on the most suitable. The family agreed to try it over
the next week as homework, and feedback at the next session. The parents
would also continue to complete the stress diary for future use.

Future sessions

Immediate future sessions will continue with stress management. There
will always be a need to return to education occasionally but mainly it will
be heading forward towards goal-setting. Jane’s activity-scheduling will
continue to be encouraged andworkwill go ahead on her individual work
withher therapist and supportworker. Theparentswill also be encouraged
to start to plan their own activities when appropriate support networks
are in place with Jane. Reassurance and support will have to be available
and incidents evaluated as and when necessary. Finally, the family work
will examine relapse and the fears around it, early warning signs will be
highlighted and a relapse blueprint will be drawn up between Jane, her
parents and the mental health services.
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Evaluation/critical review

Thefirst few sessionswith Jane’s family seemed too good to be true as there
seemed nothing to really work on, and on the surface everything seemed
“rosy”. However, once this surface was scratched and the family felt that
they could “let down their guard” the sessions started to generate some
good therapeutic issues. At first the father appeared defensive and at times
got quite agitated when he felt that his coping skills and approaches were
being questioned—even though both the therapist and the co-therapist
went out of their way at times to be diplomatic. However, during the third
sessionhis attitudeappeared to changeandhe started towarmto the family
work. It was hypothesised that the change was brought about by the work
on negative symptoms and stress vulnerability, and as this proved to be
very new to him he felt that he was getting something out of the sessions.

Even though only four sessions had been completed, a certain amount of
groundhadbeencovered, the familyhadeventuallyengaged, andcommon
goals had been highlighted and agreed upon. The family did have a very
caring attitude towards their daughter and were keen to make sure that
she received what was best for her. The family showed that they were
survivors. Mother and father have just celebrated 40 years of marriage,
and the fact that they have coped with Jane one way or other over the last
14 years is a credit to their perseverance and commitment. With the right
support the initial goals are achievable and the levels of distress/stress
within the family will visibly decrease. The problem in the future will be
down to resources and the provision of suitable sheltered accommodation
for Jane. Both Jane and her parents recognise the need for staff support,
at least in the short term. If her individual coping strategies improve and
she learns to deal with stressors/conflict effectively, the future does look
brighter and her father might get some way towards his wish!





Chapter 12

COGNITIVE BEHAVIOUR THERAPY
FOR PSYCHOSIS IN CONDITIONS
OF HIGH SECURITY

Cases 13 (Malcolm) and 14 (Colin): Andy Benn

This chapter* presents two case studies involving the use of cognitive be-
haviour therapy with patients detained in conditions of high security. The
aim of this chapter is to examine the feasibility of applying cognitive be-
haviour therapy in this setting. While clinical trials have demonstrated the
utility of cognitive behaviour therapy in various settings (see Chapter 16),
there are no published clinical trials of this work in conditions of high
security and few case studies (Ewers, Leadley & Kinderman, 2000). The
chapter also highlights the useful contribution that cognitive behaviour
therapy canmake to risk reduction in situations where there are clear links
between offending and psychosis. Readers are referred elsewhere for a
more general discussion of prevalence, triggers, and determinants of of-
fending and psychosis (Hodgins, 2000). The service aims for this setting
will be outlined, alongside a discussion of key issues in engaging people
with psychosis in this particular setting.

I currently work as a Clinical Psychologist at Rampton Hospital, part of
the Forensic Directorate of Nottinghamshire Health Care Trust, and I first
became interested in cognitive behaviour therapy for psychosis when I
worked there as an Assistant Psychologist in 1987. I investigated coping
with auditory hallucinations in a forensic psychiatric population for an
M.Sc. thesis completed in 1990. My work at Rampton hospital continued
up until I joined the SoCRATES project in 1996 (Lewis et al., in press) as
a therapist. I returned to work at Rampton Hospital in 1998 to contribute
to the introduction of psychosocial interventions in a multi-site initiative.

*The views expressed in this chapter do not represent the views of Rampton Hospital or
Nottinghamshire Health Care NHS Trust.

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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From 2002 I will have additional responsibility for the development of
psychosocial interventions in theMentalHealthDirectorate at the hospital.

SERVICE SETTING

There are three high-security hospitals (high secure psychiatric services)
in England: Ashworth, Broadmoor, and Rampton. These hospitals have
been described as “a service for patients with the most severe psychiatric
illness, and who are potentially or actually dangerous” (Kaye, 2001, p. 2).
Despite historical and contemporary arguments for the closure of the Spe-
cial Hospitals (see Gunn & Maden, 1999, for a summary), the need for
high secure psychiatric services is not in dispute. Maden and colleagues
(1995) comment that “whilst medium secure units occupy a central role
in any comprehensive psychiatric service, they are not a replacement for
maximum secure hospitals”. These services care for approximately 1,250
patients directed there from courts, transferred from prisons and also from
medium security psychiatric facilities. The question of how to organise
and provide high secure psychiatric services has driven reforms in man-
agement, care, and security over the past 30 years. Kaye (2001) summarises
efforts to modernise and integrate high security hospitals into mainstream
forensic services.

Patients admitted to high security hospitals must have a legally defined
“mental disorder”, represent “a grave and immediate danger” to them-
selvesor others, andbeunmanageable in conditionsof less security.Almost
all patients admitted to high security are detained under sections of the
Mental Health Act (1983), the remainder under criminal law acts. Multi-
professional panels ensure that referrals meet the strict admission criteria
prior to accepting transfers from prison and medium secure services.

Key service tasks

High-security psychiatric services perform several broad functions simul-
taneously. The services containmentally disordered offenders who cannot
be managed in less secure facilities. Within the services additional high
support wards exist to provide care to patients who cannot be managed
within other areas of the high secure environment. Alongside the con-
tainment function the services aim over the long term to reduce risk of
harm to both the public and the patients themselves, and to improve pa-
tients’ mental health and social functioning. These goals are met by mul-
tidisciplinary teams operating individual care plans, and services offering
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a variety of offence and mental health focused interventions on an in-
dividual or group basis. Within the services interventions are therefore
focused broadly on risk behaviour (e.g. aggression, violence, self-injury,
and suicide/para-suicidal behaviour), mental health problems (e.g. psy-
chosis, affective disorders) and social functioning (e.g. social isolation
and social inclusion, communication, and interpersonal problem-solving).
Remission of symptoms is not required for transfer to conditions of less se-
curity (Maden et al., 1995), merely the reduction of risk from being “grave
and immediate”.

This chapter concerns cognitive behaviour therapy for psychosis in cases
where themanagementofpatients’mentalhealthproblems is central to risk
management. Cognitive behaviour interventions for delusions are relevant
to high secure service provision “with the aim of reducing the likelihood
of them [the delusions] being acted upon” (Ewers, Leadley & Kinderman,
2000). Attempts to analyse the relationship between psychosis and offend-
ing have proved difficult (Juniger, 2001; Taylor, Garety & Buchaman, 1994)
though direct relationships between symptoms and offending appear to
be more common in violent non-sexual offences than in sexual offences
(Smith & Taylor, 1999; Taylor, Less & Williams, 1998). Any relationship
between psychotic symptoms and offending needs to be identified on an
individual basis during assessment in order that appropriate intervention
can be agreed upon. In practice, a clear link between psychotic symptoms
and offending adds the need for risk reduction to the existing clinical need
to reduce distress associated with symptoms. However, in cases where
these symptoms are not distressing (see Case 13: Malcolm), alternative
motivators need to be identified to encourage the patient to engage with
mental health professionals in order to address symptoms.

Although compliance with medication is an issue among high-security
hospital patients (and relevant to both cases described below), as it is
with people with psychosis and chronic illnesses in general (McPhillips &
Sensky, 1998; Swinton & Ahmed, 1999), the focus for this chapter is on the
psychological management of psychosis.

Challenges to engagement

Patient engagement within high secure psychiatric services in general is
central to security in high secure hospitals. The identification and man-
agement of risk through “the professional relationships between staff and
patients and the differing elements of the treatment programmes” is re-
ferred to as relational security (Kinsley, 1998). Strong working alliances
between staff and patients with schizophrenia are associated with better
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outcomes (Frank & Gunderson, 1990; Gehrs & Goering, 1994). Support-
ive interpersonal skills, including empathic listening, the ability to explore
meaning in symptoms and responding to patients’ concerns, are central
to engagement (Gehrs & Goering, 1994). Gentle persistence with attempts
to engage patients, warmth, appropriate humour, and a willingness to
explore patient misinterpretations of therapist behaviour are also helpful
(Kingdon & Turkington, 1994; Kingdon, 1998). Kingdon warned against
attempting to do too much in each session and to ensure that patients
discuss their own issues in order to build up the working relationship.
Useful advice concerning the engagement of mentally disordered offend-
ers is available elsewhere (including guidelines on motivating offenders
with mental health problems, Gresswell & Kruppa, 1994). Before stating
the case vignettes, this chapter will explore some of the more common ob-
stacles that I have encountered in engaging patients with psychosis in a
high secure setting.

RESPONSES TO AND PERCEPTIONS OF DETENTION

Many patients initially react with frustration and anger to their involuntar-
ily detention. Those emotions can periodically re-emerge often in response
to slowprogress through thehospital towardsdischarge.Additionally, per-
ceived “setbacks” may include failure to gain discharge at Mental Health
ReviewTribunals, or risk assessments from their ownClinical Teamor out-
side agencies that conclude that there is a continuing need for detention
in a high secure setting. A similar situation may arise during the waiting
time for transfer to medium secure services despite acceptance for those
services.

Admission to high secure psychiatric services can carry with it the ad-
ditional implication of “long-term” detention, giving rise to feelings of
hopelessness and helplessness. Court Orders for detention in high secure
psychiatric facilities (under Section 37 of the Mental Health Act), together
with discharge dependent on endorsement by the Home Office Mental
Health Unit (Section 41), can carry the “Without Limit of Time” tag from
the courts, depending on the particular offence and patient. Furthermore,
prior knowledge of high-security hospitals, of former patients, or of the
various inquiries into conditions or abusive care may prime new patients
to fear the environment in which they are to be detained, the other patients
they may meet, or the care or “treatment” they will receive. Poor under-
standing or acceptance of the need for detention can generate feelings of
injustice at the detention and a sense of “unfairness”. These factors, com-
binedwith poor anger control, confrontative and violent coping styles, can
trigger disagreements with staff, and at times result in violent behaviour.
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Hodgins (2000) has reviewed further the prevention and management of
violence by people with mental health problems in secure settings.

POOR INSIGHT INTOMENTAL HEALTH PROBLEMS

When the above issues arise in combination with poor insight into mental
health problems (persecutory beliefs, for example), patients may misin-
terpret their detention as an attack or confirmation of an attack against
them that is unjustified. Consequent anger and violence may be directed
against staff and other patients, should they be viewed as agents in the
detention process. The blame for detention may be lodged along contem-
porary cultural lines according to individual patient beliefs. Hence blame
has been attributed to: partners, children, parents and extended family;
friends, neighbours, and unknown people; at Government generally or
particular individuals; Civil or Military Intelligence; Foreign or Interna-
tional organisations; supernatural beings (God, Devil, devils, spirits and
so forth) and alien beings. The conviction of unjust detention can continue
evenwhen positive psychotic symptoms are no longer active or distressing
(see above).

MINIMISATION AND POOR INSIGHT INTO RISK

Cognitive distortionsminimising risk and overconfidence about their abil-
ity to survive without symptom, social functioning or offence relapses are
common among this population. These distortions need to be addressed in
order that “theymay be taught to recognize risky situations and that a con-
crete plan for dealing with those situations be devised” (Bloom, Mueser &
Muller-Isberner, 2000).

Patients with psychosis may have difficulty tolerating the affect associated
with remorse, or indeed be emotionally blunt as part of their negative
symptoms.Affect associatedwith remorsemaybe experienced as aversive,
and avoided as a potential stressor that might trigger symptoms. Such
presentations can be difficult to distinguish from lack of concern for the
consequences of past action. Ensuring active efforts to identify andmanage
stressors and risk situations helps to confirm that the patient regards risk
management and reduction as an internal goal.

Patients may have difficulty reconciling their actions while “ill” with their
usual self. One patient toldme, “Itwasmewho killed him, but itwasn’tme,
if you seewhat I mean”. These attitudes are similar to cognitive distortions
blaming alcohol, drug abuse, and anger/rage for offending. The oversim-
plified rationale, “I killed because Iwas ill”, cannot be accepted as evidence
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of adequate understanding of the relationship between the patients’ men-
tal health problems and offending. Such explanations omit key variables
and factors linking the “mental illness” or symptoms with the offence. In-
terventions based on theoretical models of schizophrenia (Nuechterlien &
Dawson, 1984) and symptoms (Fowler,Garety&Kuipers, 1995;Haddock&
Slade, 1996;Kingdon&Turkington, 1994) aim to educate andenablepeople
with psychosis to identify, understand, and cope with their mental health
problems. Offence-focused work with patients enables them to manage
the risk factors associated with their offending. The importance of pa-
tients understanding their mental health problems and offending cannot
be underestimated. Actively coping with stressors, symptoms, emotions,
unhelpful thinking, building and maintaining supportive social relation-
ships, skills in interpersonal problem-solving and communicating and co-
operating with psychiatric services (including medication adherence), are
the foundation for effective risk management. Problems with these issues
are cited as obstacles to discharge or to transfer to conditions of lesser
security (Maden et al., 1995).

Most patients want to leave or be discharged from Rampton. Motivation
to present as “problem free”, or denial of symptoms, can be high. In the
main, this can be understood in terms of a desire to be free combined with
the belief that discharge is largely based on the presentation of symptoms.
This is not the case (Maden et al., 1995) but is understandable since the
presence of a “mental disorder” within the terms of the Mental Health Act
(1983) is required for detention. Providing information and educational
approaches are helpful in clarifying this misunderstanding.

Differentiating genuine change in level of risk from continuing high risk
is fraught with difficulty. Patients can become skilled in “knowing what
to say” (see Orr, 1998, for a humorous example of ‘Ten Tribunal Tips’).
Decisions and clinical judgements about changes in level of risk cannot rely
solely on patient self-report. Patients’ insistence and judgements that they
are not in need of treatment in high security require careful evaluation
by Clinical Teams. Observations of behaviour across a range of settings
contribute to clinical decision-making about risk. Patients’ responses to
increasing levels of freedom and responsibility are tested within high se-
curity to ensure the stability of any change. Patients have the opportunity
todemonstrateproblem-free behaviourwhenwith single escorts, onparole
within the hospital grounds, and on escorted trips out of high security.

SKILL ATROPHY

However, for some patients particularly in the “pre-discharge” areas, the
need for treatment in conditions of high security is indeed questionable.
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Many patients who are detained in high security have already been ac-
cepted for transfer to, or are awaiting assessment or acceptance from,
medium security services (Maden et al., 1995). Here, then, the issue is to
maintain their motivation to prevent the atrophy of the verymental health
and offence related risk management skills that have contributed to the
reduction of the risks they present.

Skill atrophy is a common problem where skill rehearsal opportunities
are limited. Discussion of hypothetical risk-laden situations is a useful
strategy to maintain risk management skills. Skill maintenance exercises
can be completed periodically. Exercise sheets outlining a realistic prob-
lem situation, or symptom profile based on known vulnerabilities, stres-
sors and risk situation, are drawn up by the Clinical Team. Patients are
asked to think through how they would deal with the situation and pre-
pare for a meeting with a member of the Clinical Team. In this meeting,
the patient’s planned response to the hypothetical events are identified
and discussed. Well-planned and realistic descriptions of coping, com-
bined with competent rehearsal of skills in role-play vignettes, are en-
couraged and reinforced by the Clinical Team. Expressions of uncertainty
about how to tackle the situation, poor planning, unrealistic descriptions
of coping, and less competent rehearsal of skills are noted, so that fur-
ther skill-building and rehearsal can be undertaken. An example of such
a skill maintenance intervention is given later in the chapter (Case 14:
Colin).

ASSESSMENT

A key aim of assessment is to understand the various factors contributing
to the offence in sufficient detail to decide on interventions to reduce and
manage the risks presented.A functional analysis of behaviour helps to un-
derstand the purpose of the offending in context. For many of the patients
with whom I have worked, violent offending has occurred in the context
of attempts to escape or avoid harm, persecution and torment, often with
fatal consequences. In one of the case vignettes described below (Colin) the
index offence resulted in death, motivated by persecutory delusions and
an attempt to prevent further harm.

SUITABILITY OF COGNITIVE BEHAVIOUR THERAPY
FOR PSYCHOSIS IN CONDITIONS OF HIGH SECURITY

The literature on cognitive behaviour therapy for psychosis in forensic set-
tings is meagre (Ewers, Leadley & Kinderman, 2000). However, there are
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two ways in which cognitive behaviour interventions are relevant to the
management of psychosis in conditions of high security. Such interven-
tions are relevant to both improving mental health and reducing risk of
offending (where there is a link between a patient’s psychosis and his or
her offending).

Cognitive behaviour therapies have been shown to be beneficial in the
treatment of chronic positive symptoms of psychosis, and intelligence and
symptom severity do not appear to be associated with outcome (Garety,
Fowler&Kuipers, 2000). Cognitive behaviour therapies have been demon-
strated as beneficial in the treatment of patients resistant to conventional
antipsychotic medication (Sensky et al., 2000). Provisional evidence from
Italy suggests that the outcome of depression in people with a diagnosis
of schizophrenia taking atypical antipsychotic medication is improved us-
ing combined cognitive behaviour therapy and social skills compared to
combined individual supportive therapy and atypical antipsychotic med-
ication (Pinto et al., 1999).

Where psychosis is linked to offending, in such a way that the offence is
unlikely to have occurred had psychosis not been present, then psychosis
is amediating variable in risk of re-offending (Smith & Taylor, 1999). How-
ever, there are many patients who have a history of violent offending prior
to the onset of psychosis, many of them with co-morbid substance mis-
use problems. In such cases the focus of intervention by necessity includes
reducing violent behaviour, improving coping skills, managing psychosis
and substance abuse. Given the above, it should not be surprising that cog-
nitive behaviour therapies are viewed as useful and are being employed
in conditions of high security.

Both cases in this chapter involvepatientsprescribedatypical antipsychotic
medication. Recent evidence (Dalal et al., 1999; Swinton & Ahmed, 1999)
suggests that atypical antipsychotics are beneficial in many instances of
‘medication-resistant’ schizophrenia and can lead to more speedy trans-
fer from high security. My own work with Malcolm and Colin took place
in the context of close multi-professional working.

MALCOLM

Malcolm is a 34-year-old man with a diagnosis of paranoid schizophre-
nia. He was admitted into high secure psychiatric care as a transfer
from medium secure psychiatric care following absconsions and hostage-
taking. His admission to medium security had been made by Court
Order following a conviction for attempted murder. Assessment revealed
a complex persecutory belief system (Delusions Rating Scale (DRS) = 18;
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Haddock et al., 1999) and a separate grandiose belief system (DRS = 17).
WhileMalcolm reported distresswhen thinking about unseen adversaries,
there was no evidence of subjective distress about being specially chosen.
Similarly, Malcolm’s omnipotent and benevolent auditory hallucinations
(Auditory Hallucinations Rating Scale (AHRS) = 14; Haddock et al., 1999)
were not experienced by him as distressing. Malcolm had a history of
depression and suicidal ideation. His current self-esteem, measured us-
ing the Culture-Free Self-Esteem Inventory (Battle, 1980) was rated as
“low” (18, 25th percentile; Bartram, Lindley & Foster, 1991). He believed
his “voice” was that of an “alien mentor-protector” who had promised
him imminent rescue from his secure care. His psychological formulation
involved low self-esteem, auditory hallucinations reflecting a wish to be
free, and a compensatory grandiose belief of being an “intergalactic cho-
sen one”. He was certain he would be rescued and trusted implicitly in his
“voice”.

Multidisciplinary risk assessment concluded that Malcolm was at
increased risk of suicide and/or hostage-taking in a bid to escape. Two
clinical hypotheses were apparent. Firstly, since his hopes of rescue were
delusional therewas thepossibility thathewouldbedisappointed,perhaps
experience low mood, and think his situation hopeless once the deadline
for his rescue passed. Alternatively, it was possible that he might make an
attempt to escape, perhaps taking a hostage in an attempt to secure his
release. Themultidisciplinary plan included: regular reviews of his mental
statewith the nursing team; individualworkwith his namednurse focused
on increasing his self-esteem; and cognitive behaviour therapy targeting
his auditory hallucinations and grandiose delusions.

Intervention with positive symptoms

With the working assumption that auditory hallucinations can be concep-
tualised as misattributed inner-speech, Malcolm was asked to compare
what his “voice” said with his current concerns (Birchwood& Iqbal, 1998).
His comparisons highlighted themes of desire for freedom and promise of
rescue, low self-esteem and being the “chosen one”, motivation to pursue
powerful goals outside of secure psychiatric care, and that he was above
containment by virtue of his “status”. This comparison process is shown
in Table 12.1.

Malcolm’s current concerns (wanting to be free, believing himself to be
worthless and to have lost everything, and having urgent goals outside of
Rampton Hospital) were understandable in the context of his detention.
Discussion of the similarities between themes in his positive symptoms
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Table 12.1 A Comparison of Malcolm’s “Voice” and beliefs

Themes in positive symptoms Own thoughts

Rescue from confinement I want to be free

Being specially chosen I’m worth nothing, I’ve lost everything

Status precludes confinement I can’t be held here, I’m above these earthly
matters

I have lots of wives in Europe I need to find my wives urgently

(the content of his “voice” and beliefs) and his own thoughts highlighted
several key issues. Malcolm commented that he was puzzled by think-
ing himself worthless and all he had ever gained and achieved had been
lost, and at the same time feeling excited because he had special status in
the universe. He said these two were “like extreme opposites, very differ-
ent . . . I don’t understand, but that’s how it feels”. Secondly, he noted that
he wanted to be free from the confinement of high security and that what
his “voice” told him was akin to having his wish fulfilled. He said that
his imminent departure from Rampton Hospital by “tele-transportation”
gave him great hope for his future. Finally, Malcolm told me of a quest he
had to find up to 14 wives he had married a few years previously while
in Spain. He acknowledged that this was unusual but urgently wanted to
return to Spain to recommence his search for records and confirmation of
his many marriages. Malcolm attached great importance to this goal and
said it was “unfair” for him to be prevented from pursuing his search.

Three areas of work were agreed with Malcolm during the lead up to his
anticipated “tele-transportation”. Our shared understanding of his situa-
tion highlighted the need to address his low self-esteem, his understanding
both of his “voice” and inferences made about the “voice”, and his adjust-
ment to his detention.

Reduction of negative self-evaluation

The coexistence of negative self-evaluation and a grandiose belief (of being
specially chosen) was the starting point for developing a shared under-
standing of Malcolm’s problems and potential ways forward. Malcolm’s
Named Nurse worked with him closely to help him to identify unhelp-
ful extremities in his self-evaluations, to find more moderate and realistic
self-appraisals and also to identify sources of rebuilding a more reality
based self-image. The Clinical Team’s formulation was that Malcolm was
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Table 12.2 An ABC analysis of Malcolm’s “Voice”

Antecedents Beliefs and interpretations Consequences

Seeing a calendar,
thinking about being
“inside” and urgently
needing to be
“outside”— feeling
tension

I need to find my wives Voice: “You’ll be
rescued.” “Don’t
worry you’ll be out of
here”—tension
reduction

Voice: “You’ll be
rescued.” “Don’t
worry you’ll be out of
here”—tension
reduction

I’m leaving here soon Search for meaning of
experiences: “Who is
speaking to me? Why
me?”—puzzlement

Search for meaning of
experiences: “Who is
speaking to me? Why
me?”—puzzlement

I have been contacted to be
rescued by an alien, I
must have been
specially chosen

Hope. Elevated sense of
status

reacting to his confinement and loss of his previous life, and that his hallu-
cinations involved compensatory themes that enabled him to feel hopeful
and special.

Understanding and making inferences about “voices”

Three issues were relevant here: understanding his experience as a “voice”
hearer; the process of making inferences about his experience; and the
meaning of the content of the “voice”. The stress-vulnerability model was
introduced to the client. Malcolm understood and accepted the idea that
stress could trigger a range of psychological problems, and he recounted
a previous period of depression brought on by job loss and a relationship
break up. An ABC analysis was completed for particular instances when
Malcolm experienced his “voice”. A sample of this analysis is shown in
Table 12.2.

As the deadline for rescue approached and the exploration of his experi-
ences, interpretations and alternative interpretation of those experiences
continued, I enquired of Malcolm how he would feel, what he might think
and what he might do if he remained in the hospital after his expected de-
parture date. Reality-testing exercises require that possible outcomes and
interpretation of what the outcomes mean are agreed upon in advance.
Malcolm and I generated a list of possible outcomes and agreed that either
he would still be in Rampton after his deadline or he would not be. Since
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Malcolm fully anticipated leaving, he said there was no need to make an
appointment to see me the following week. I urged him to agree to an
appointment for the following week so that we could continue our work
should he still remain at the hospital. He agreed to a further appointment
with the rationale that if he was still in the hospital the following week he
would be greatly disappointed and would probably want to talk about his
feelings.

The following explanations for why he may remain in Rampton past
his “rescue” deadline were generated: his rescuer had abandoned him;
his rescuer had been interrupted; there had been a breakdown of the
“tele-transportation” system; the “voice” was something different to how
he had been viewing it and his hopes for rescue had been in vain.
Malcolm, who was frank about how disappointed he would be, agreed
that he may get extremely low in mood but thought it unlikely that he
would become suicidal. He told me he was unsure about which expla-
nation would best fit if he was not rescued. His “voice” had been oc-
curring less frequently in recent weeks and he had been increasingly
relying upon his own beliefs and hopes rather than the reassurance of his
“voice”.

Given Malcolm’s previous absconsions from medium security, I asked
about whether he had contemplated trying to escape from high security.
He toldme that he had thought about escape, but that as far as he knew his
only remaining chance of getting out of Rampton Hospital were with help
from his rescuer, via a discharge by a Mental Health Review Tribunal, or
transfer by order of his doctor. Ward staff continued to monitor his ward
behaviour and proximity to female staff in vigilance for potential hostage-
taking during this period.

With these methods in mind, I asked Malcolm to consider how he would
normally cope with disappointment. We identified how he had previously
prepared for important occasions that he very much wanted to happen,
but did not take place. Malcolm recalled two important occasions in which
he had previously coped with great disappointment (being turned down
for a date, failing to gain a desired job). We collaboratively evaluated the
methods he had used to moderate the impact of these events, and these
formed the basis of the strategy to prepare himself for the potential dis-
appointment as a consequence of not being rescued. The list included the
following:

1. Remindinghimself that there are establishedmeansof leaving thehospi-
tal (i.e. discharge byMental Health Review Tribunal, recommendations
by his Clinical Team) and that his “rescuer” is not his sole hope.
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2. Acceptance of disappointment as a natural consequence of failing to
have expectations met and not a “catastrophe”.

3. Accepting that not all wishes come true.
4. Reminding himself how he survived past disappointments, learned
from his experiences and tried again more successfully later in time.

These points were put on a discreet card that he taped on the inside of his
door to remind himself of his skills in coping with disappointment. The
rationale for Item 1 was to encourage Malcolm’s reliance on reality-based
ways of being discharged from high security, which he had mentioned
during our discussion about “ways out of Rampton”.

Adjusting to detention in a high-security psychiatric hospital

A psycho-education approach was taken with the issue of adjustment.
Malcolm’s experience of admission to high security was discussed. His
fears about being attacked and livingwith a group ofmenwho themselves
hadmental health problemswere explored.Malcolm had few expectations
of what he would need to do while at the hospital. He asked how long he
would be at the hospital, but accepted that it was difficult to be precise
about a time scale, given that the average length of stay is approximately
seven years. He was informed that the broad aims of the hospital were to
improve mental health and social functioning, and to reduce the risk of
re-offending.

Outcomes

Malcolm made no attempt to escape when the deadline for his “rescue”
passed. He did feel disappointed about remaining in Rampton but com-
mented that his Clinical Team had prepared him well for his “non-event”.
He reported that since he had been the only person expecting him to leave,
he was aware that “something is not right” in his thinking about his situ-
ation. He had used his self-help list for coping with disappointment on a
regular basis and said that hehadhalf expectednot to be “tele-transported”
out of the hospital. Reassessment of his positive symptoms suggested a
shift in his auditory hallucinations (AHRS = 9) with marked changes in
his belief about the origin of the “voice”, and the disruption to his daily
life. While Malcolm’s grandiose belief rating had diminished (DRS = 6),
his persecutory beliefs did not appear to have changed (DRS= 19). He did
not report experiencing a shift towards lowmood, nor having thoughts on
harming himself. His self-esteem work with his Named Nurse appeared
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to have successfully challenged his ideas about having “lost everything”.
He spoke vividly of past achievements and the importance of reminding
himself about these, andwas also able to list several personal qualities that
he valued and anticipated would help him to cope while he remained in
Rampton Hospital. Malcolm’s mental state improved during the period
described and a potential increase in the risks he posed to himself and oth-
ers wasmanaged successfully. However, his persecutory beliefs remained.
These were not the focus of intervention during the period described and
are subject toongoingwork.Changes inhispersecutorybeliefs are required
before Malcolm’s risk is likely to diminish sufficiently for him to be trans-
ferred to conditions of less security. His engagement with cognitive be-
haviour therapy, his ability to entertain possible interpretations other than
his own, andhis openness about his thinkingprocesses appear to bodewell
for his progress with understanding and coping with his mental health
problems.

COLIN

Colin had been in Rampton Hospital for nine years before I met him. His
index offence was one of manslaughter—the killing of his landlord. Colin
had no previous offence history. He had emigrated to the United Kingdom
four years prior to his index offence, primarilymotivatedbybetter employ-
ment prospects. Although he found employment he was socially isolated
and experienced periods of low mood that went untreated due to his re-
luctance to seek help. Six months prior to the index offence, Colin began
to feel physically unwell, which he associated with milk stored in the re-
frigerator he shared with his landlord and other lodgers. Colin developed
the delusion that his landlord was poisoning the milk. After confronting
his landlord with the allegation that he was putting poison into the milk,
a fight ensued, in which he overcame his landlord and killed him. Despite
assertive treatment with antipsychotic medication over a period of nine
years, Colin’s belief that he had beenpoisoned continued. Thismedication-
resistant delusionwas regarded as a key risk factor preventing transfer to a
medium security hospital. Several times during his detention at Rampton
Hospital Colin had expressed the belief that he was again being poisoned.
Careful management of staff explanations in a supportive atmosphere had
prevented potential assaults against staff. In particular, the clinical teams
view was that the absence of racist comments had ensured that Colin did
not form the belief that staff were against him. However, his continuing
beliefs about his former landlord andperiodic suspicions that hospital staff
were attempting to poison him maintained the Clinical Team’s view that
Colin continued to pose a grave and immediate danger to others.
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Assessment

A therapeutic relationship was quickly established with Colin. He was
particularly interested in discussing his beliefs and commented that while
many staff had previously asked him about his offence and beliefs, no
one had asked him how he had obtained his beliefs or enquired about the
foundations of his beliefs. It appears that he had been repeatedly assessed,
treated with antipsychotic medication, but exploration of the basis for his
beliefs had not occurred.

Colin revealed key details of his history, including being subjected to racist
commentsperiodically byhis landlord.Adiscussionbetweenhimanda co-
lodger had reinforcedColin’s suspicions about the landlord—the co-lodger
had essentially agreed that Colin was being poisoned by their landlord.
Colin’s central beliefs were agreed on and subsequently rated using the
DRS (DRS = 14).

Formulation

In the leadup to the index offence, Colinwas experiencing a series of physi-
cal symptoms including nausea, excessive perspiration and headaches. He
was socially isolated and had no close confidants with whom to discuss
his concerns and worries. When he attempted to discuss his suspicions
about being poisonedwith a co-lodger, his co-lodger essentially confirmed
his suspicions. Colin had formed an understandable contextual belief that
his landlord was against him by ruminating on the meaning of his land-
lord’s racist comments. This formulation was developed with reference to
Maher’s (1988, pp. 15–33) hypotheses concerning the origin of some delu-
sional beliefs as a consequence of misinterpretation of undiagnosed med-
ical problems and cognitive biases in psychosis (Bentall & Kinderman,
1998). Colin had an undiagnosedmilk sensitivity and the sensations he in-
terpreted as evidence of poisoning appeared to be symptoms of an allergic
reaction to milk.

Intervention

The intervention process sought to identify the evidence that Colin used to
support his beliefs and to search for disconfirmatory evidence. Colin’s par-
ticular delusional beliefs appear to have been maintained partly by being
his best explanation of his experiences and also the absence of any viable
alternative explanation for his nausea. Colin was asked what puzzled him
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about the chain of events leading to his offence, and these were explored.
He identified the following issues:

� what did his landlord have to gain by poisoning him?
� his landlord was “mean” and rarely spent money unnecessarily
� his landlord often complained about lodgers staying for only a short time
and preferred long-term lodgers like Colin.

I encouraged Colin to view his uncertainties as valid and needing to be
fitted into his understanding of his experiences. Reviewing the source of
support for his beliefs (comments by his co-lodger) highlighted further un-
certainties. Colin did not generally regard his co-lodger as reliable. Hewas
an alcoholic, would steal from others in their accommodation, and at other
times would make accusations against other co-lodgers about things he
had lost or possibly sold. Discussion and careful weighing of the evidence
led to a diminution in Colin’s certainty of his beliefs about his landlord
(DRS = 4). The incorporation of Colin’s milk sensitivity into the formula-
tion gave him a plausible alternative explanation to being poisoned. His
avoidance of milk-based products while he was at Rampton Hospital was
discussed, and Colin expressed surprise as to why he had not previously
made a connection between his sensitivity to milk and his belief that his
landlord had poisoned him.

Progress

Colin remained stable over the remaining time that hewas detained in con-
ditions of high security. During the period he awaited transfer to medium
secure services, I continued working with him to ensure consolidation
of his recent improvements. Primarily the aims were threefold. Firstly, I
wanted to ensure that he was self-monitoring for early warning signs of
his mental health problems returning. Secondly, Colin needed to demon-
strate that he was able to communicate clearly to staff any changes in his
mental health status. Finally, Colin was required to demonstrate that he
could manage minor fluctuations in his mental health when support was
unavailable. I hold the working assumption that multiple coping strate-
gies for tackling problem situations increase patients’ opportunities for
successfully managing those situations.

Given the stability of Colin’s mental health, the Clinical Team agreed that
a series of analogue exercises involving changes in mental health would
highlight skills deficits in terms of self-monitoring, communication with
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staff, and coping skills. An example of such an exercise with a specific
problem is given in Box 12.1.

Using analogue exercises to maintain skills

Box 12.1 Staying Well Exercise

Dear Colin

Please read through the following exercise and think about what you
could do to tackle the problems described. Make some notes for a dis-
cussion and make an appointment with one of your Ward Nurses to
discuss and practise dealing with the situation.

Imagine yourself feeling sad compared to usual. You’ve noticed yourself not
wanting to get up in the morning and not talking with other Patients and
Staff. You noticed Staff laughing in the office and think they were laughing at
you. While you’ve been sitting quietly with others you’ve listened out for other
people “taking the mickey” and are worrying about what people are saying
about you.

It may help to make notes on the following:

1. Why this might be a problem that needs action?
2. What you would say to yourself to help cope with the situation?
3. Who would you talk to and what you might say to them?
4. What other action you might need to take?

1. Why might this be a problem that needs action?

Colin spotted that the situation that he chose for his exercise was related to
his own symptoms. He said that if the situation happened to him hewould
need to do something because “I might be going down hill again”. Colin
was prompted to bemore specific about what he was using as a signal that
his mental health problemswere deteriorating. He identified “feeling sad”
as a key signal that a problem was present. Further, he said that he had
hurt people previously when his symptoms were active, so he needed to
act quickly to help to ensure that he did not act on any persecutory beliefs.
He did not spontaneously recognise that his paranoidworries might make
him feel fearful of other people. This was noted, agreed as an important
topic, and dealt with later (see section 4 below).
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2. What you would say to yourself to help cope with the situation?

Colin identified that his usual reaction to worries was to catastrophise, or
“think the worst”. Helpfully, he said he thought he could counter some of
his worries, including “it’s all starting up again”, “this is going to be bad”,
and “I need to get a knife so I feel safe”. He talked through how he would
counter-balance such worries by reminding himself of more realistic inter-
pretations of emerging symptoms. These included, “I’ve noticed the wor-
ries quickly so I can get help before they get any worse”, and “I can cope
with ups and downs, I’m not alone, staff and my friends can support me”.
With prompting he was able to recall alternative safety behaviours from
a list he had previously generated. These behaviours included suggesting
time out of workshops when sharp tools were available and enlisting sup-
port from a trusted patient friend. Role-play rehearsal involved inviting a
patient friend to a game of draughts “to take my mind off things”. During
this role-play exerciseColinwas asked toweigh the pros and cons of asking
for support to help to distract him fromhis problems versus asking for help
to copewith thoseproblems.Hewas able to identify adifferent patientwho
could either help to distract him from problems or help him to engage in
coping efforts. Colin’s comment about not wanting to “feel like a complete
idiot” highlighted a need to review his critical self-evaluations, the role of
these in his self-esteem and his mood. These issues were addressed in a
later meeting.

3. Who would you talk to and what you might say to them?

Colin had already identified the need to speak to any nurse to outline his
situation. A discussion clarified that he would need to convey that he was
concerned about his symptoms returning. Colin recognised that he may
need to speak to a nurse urgently because, in the past, he had become
extremely paranoid within a few days of initial worries about what others
were thinking about him. Role-play rehearsal concerned assertively asking
for time with a nurse. He was required to respond to potential problems
in asking for help. These included being asked not to interrupt a Clinical
Team discussion in the office about another patient, being asked if the
query could wait until after lunch-time, and being offered discretionary
medication by staff without any discussion of possible causes of the recent
low mood and worries about being talked about.

4. What other action you might need to take?

Colin was uncertain about any other approaches he could take to help
to manage the hypothetical situation. Colin’s approach to tackling his
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hypothetical problem (described above) was praised as realistic and man-
ageable and he was also praised for particular skills shown during his
role-plays. A note made earlier in the exercise suggested that he had not
initially recognised the possibility that hemay feel fearful of attack.Hewas
asked to identify how he might feel if he had worries about others talking
about him or laughing about him. He said he may be “scared of attack”
in this situation, and possibly feel “uptight and tense”. Subsequently he
suggested that he could use a relaxation tape (which he had previously
found beneficial) to reduce his tension. Colin was asked to go through
his relaxation exercises and re-read his self-help materials. He was asked
to complete an entry in his ABC diary to practise identifying key beliefs,
images, automatic thoughts and consequences, particularly emotions and
actions. He was also asked to re-read his list of early warning signs to
remind himself of which signs and symptoms to monitor.

Skill maintenance and rehearsal exercises can also be used for other symp-
toms, triggers forangerandviolence,dependingon the individualpatient’s
need. The exercises above are particularly helpful during periods of posi-
tive mental health functioning when the patient may use self-monitoring
skills less or become complacent about the need for active coping. The
patient’s response to such exercises can help to gauge the progress or effi-
cacy of his or her coping skills or indicate need for further skills building.
Additionally, such exercises can identify both Clinical Team and patient
overconfidence in coping skills that are not supported by evidence of ef-
fectiveness. Though the demand on the patient is high, the outcome for in-
tervention and riskmanagement is helpful. The exercises also offer patients
an opportunity to show a grasp of coping skills relevant to the manage-
ment of their mental health and risk to others within the limited confines
of their environment.

Outcome

Colin made no subsequent allegations of poisoning by staff. In subsequent
assessments by the Clinical Team, Colin explained what he had learned
about his misinterpretation of his physical symptoms and conveyed his
revised beliefs about the activities of his landlord. He experienced a pe-
riod of lowmood associated with expressions of remorse for having killed
his landlord. This was regarded by the Clinical Team as a normal and un-
derstandable reaction to the development of insight into his illness and
acceptance that he had killed his landlord in the mistaken belief that he
had been poisoned by him.Within 14months of the conclusion of our ther-
apeutic work on his delusional beliefs, he had been accepted into medium
secure care.
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DISCUSSION

In the long term, patientswith a legal classification ofmental illness (under
the Mental Health Act 1983) fare better with regard to re-offending than
patients with a legal classification of psychopathic disorder (Steels et al,
1998). However, actuarial risk assessments contribute little in comparison
to judgements about risk made on the basis of more detailed formula-
tions of the relationship between mental health problems, social function-
ing and risk. Assessments made during cognitive behaviour therapy are
able to contribute to risk management by identifying stressors and fac-
tors that increase risk, and, during intervention, by using methods that
can improve the management of those risks. Effective self-management
and coping skills and interventions facilitated by staff are required for suc-
cessful risk management. Clinical data from cognitive behaviour therapy
case-work can provide compelling evidence supporting changes (or lack of
change) in the level of risk that patients present. Realistic accounts of previ-
ously misinterpreted events provide more certainty about genuine insight
than accounts which merely conclude “I was ill then”. Patients who report
minor temporary increases in the severity of their problem, or a distur-
bance caused by potentially remitting symptoms, allow a more confident
assessment of risk by the Clinical Team than the unlikely and unrealistic
generalisation “I’m cured now, I don’t have any problems”. Regular and
demonstrable self-monitoring with credible diary entries suggests that the
patient is taking the management of his or her mental health problems se-
riously regardless of whether the patient is motivated by fear of symptoms
anddistress returningor by thedesire to secure release. Rehearsal of coping
with symptoms and social stressors augurs well for problem recognition,
improved coping skills and generalisation of coping across settings.

Providing ready access to psychosocial interventions remains problematic
(Tarrier et al., 1998). High secure psychiatric services face similar issues to
community services inmaking effective interventions for enduringmental
health problems more widely available. However, attempts to overcome
these obstacles are in progress (Carton, 1999). Two medium secure units
and one high secure unit are currently engaged in training staff in assess-
ment, formulation, and coping strategies enhancement using the stress-
vulnerability heuristic (Nuechterlien & Dawson, 1984) model as a guiding
framework. The focus for intervention concerns the reduction of personal
vulnerability factors, improving coping with environmental stressors, and
increasing the use of personal protectors and environmental support. Skill
development is being achieved through training, supervision, and reflec-
tion on theory and practice. Several of the first graduates who completed
training now contribute to training and supervision on the course. Benefits
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to patients, in terms of their care plans beingmore clearly focused on either
improving mental health or social functioning, are becoming evident.

Although the evidence base for the efficacy of cognitive behaviour therapy
for psychosis in secure settings is extremely poor, combining interventions
shown to be of value in community settings with individual formulation
permits the development of feasible interventions within conditions of
high security. The assumption that the risk of offending can be reduced by
treating mental health problems is not new. Psychosocial interventions for
psychosis have an increasingly impressive outcome data set, and it would
be worth while researching the efficacy of cognitive behaviour therapy
combined with atypical antipsychotic medication in a high secure setting.
However, the institutional context involving a wide range of treatment
services, the coexistence of offending, substance abuse problems, and dual
diagnoses would require a complicated research design. Individualised
formulation-basedapproaches to cognitive behaviour therapy inpsychosis
have advantages over the protocol-based approaches commonly used in
research trials (Bentall & Haddock, 2000). Individualised approaches are
constructed on the basis of client history and presenting difficulties, and
are necessarily less time-limited. Research-oriented treatment protocols
may limit the focus of interventions (for example, to positive psychotic
symptoms) and neglect other key issues relevant to the case formulation
(acceptance of responsibility for offending, for example). The treatment of
medication-resistant schizophrenia with atypical antipsychotics has been
evaluated in conditions of high secure psychiatric settings with promis-
ing outcomes. The study of longer-term outcomes is problematic andmost
intervention trials have only a modest follow-up period. Tracking indi-
viduals through the different levels of security and ensuring that relevant
interventions are available should improve outcomes still further. A long-
term study of the impact of psychosocial interventions on a range of re-
offending, mental health, and social functioning outcomes is required.
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Chapter 13

TRAINING IN CBT FOR PSYCHOSIS

David Kingdon and Jeremy Pelton

Over the past few years, opportunities for training have increased in the
UK froma situationwheremanymental health professionalsworkingwith
schizophrenia had little or no access to courses that allowed them to de-
velop a psychological angle to their work. Previously there were a number
of books and articles being published on the broad range of psychosocial
interventions and,more specifically, cognitive behaviour therapy, but there
was no opportunity to develop skills unless you worked alongside the
specialist practitioners and researchers within the area. The established
courses for CBT in London, Newcastle and Oxford provided training in
the therapy for depression and anxiety disorders, but limited instruction
to those interested in working with schizophrenia. That has changed and
these courses, and new ones developing since, now include modules on
managing psychosis, although these still provide a limited focus on psy-
chosis, albeit within a very valuable overall introduction to CBT.

SPECIALIST CBT COURSES

New specialist courses have also developed, for example, as multidisci-
plinary Masters Degrees in CBT for patients with severe mental illness in
Manchester and Southampton Universities. These are two-year courses,
with the first year focusing on CBT and the second year on research and
development. Students first learn the general model of CBT in Module
1 before specialising in techniques in working with patients with severe
mental illness in Module 2 and the families and severe mental illness in
Module 3. The courses were first established in 1997 and 2000 respec-
tively, but are limited in availability of places and appropriate local clinical
supervisors, and also by travelling for many potential trainees. Fund-
ing can also be an obstacle, although many local funding organisations

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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(UK Workforce Confederations and their predecessors) have been sup-
portive when approached with a good case.

PSYCHOSOCIAL INTERVENTION COURSES

‘Thorn’ courses and other courses in psychosocial interventions (e.g. in
Sheffield) are more available around the UK, but these have generally
recruited nurses and occupational therapists rather than other professions.
These courses were originally set up in the early 1990s with a remit that
was initially case management and family work, but the original courses
at London and Manchester began to include CBT in the early-1990s and
courses established since (e.g. in Nottingham,Hackney, Bournemouth and
Gloucester) have followed this pattern (see further details in Chapter 14).
CBT training on these courses has been structured in different ways but
has usually included the elements shown in Table 13.1.

Understanding what it is like to have a psychotic illness

Introduction to this area is well described by O’Carroll (Chapter 14). Users
of services have often been involved to convey their experiences of their
mental health problems and the response from services. Exercises which
can be particularly effective are those developed by people from the hear-
ing voices networks, such as getting two trainees to talk to each other
while another whispers or speaks loudly in one of their ears. This can
help to get across the experience of distraction and the emotions evoked,
especially where the speech is unpleasant in content. An exercise used
in normalising psychosis can be to list the number of ways that one per-
son could “drive someone else mad”: e.g. stop them sleeping, give them
amphetamines, deceive them in various ways (see Kingdon & Turkington,
1994, for further examples). This assists trainees inunderstanding themany
ways thatpsychotic symptomscanbeevokedand themanystatements that
people experiencing strange phenomena use to explain them. It also helps

Table 13.1 Sample topics for a basic course for CBT for psychosis

Topics covered
� Understanding what it is like to have a psychotic illness.
� Psychopathology of schizophrenia and other psychotic illnesses.
� Evidence base for CBT in severe mental illness.
� Training in CBT assessment.
�Working with hallucinations and delusions.
�Working with negative symptoms and thought disorder.
� Co-morbid conditions, e.g. depression, substance misuse, personality disorder,
suicide, hostility.



TRAINING IN CBT FOR PSYCHOSIS 185

them begin to think throughwhat it must be like to have frightening things
happening to you which you have difficulty explaining, and the powerful
effect of finding an explanation—even if it is the wrong one.

Psychopathology of schizophrenia and other psychotic illnesses

Knowledge of the phenomena experiencedwith psychotic illnesses is often
lacking, even in experiencedmental healthworkers. Theymay be aware of
voices, but not the range and types of delusions—and again, not just
passivity, delusions of reference or thought interference: primary and
secondary. Negative symptoms are also frequently misunderstood. The
influences on them are many, e.g. medication, positive symptoms and de-
pression, and the cognitive deficits that have been demonstrated are useful
to understand in planning therapy.

Evidence base for CBT in severe mental illness

Critical evaluation of the evidence is important to understand what is,
and is not, established in a rapidly evolving area (see Chapter 16 on
Implementation).

Training in CBT assessment

CBT assessment, especially in this area, is based on an effective men-
tal health assessment. Generic assessments identify needs, the presenting
problem, history of that problem, personal history,medical and psychiatric
history, social circumstances and relevant demographic details. A mental
state examination determining the presentation of the person’s psycholog-
ical problems supplements this. There may be different ways of describing
elements of the assessment but essentially the same core items will be
noted. A cognitive assessment builds on this, identifying relevant cogni-
tions, behaviours and emotions and the relationship between them.

Training in use of relevant rating instruments

The Thorn courses have used the KGV scale (Krawiecka, Goldberg &
Vaughan, 1977) as a broad symptom measure for psychosis and supple-
mented this with the Social Behaviour Scale (Birchwood et al., 1990). More
specific instruments for assessing hallucinations and delusions are avail-
able, ofwhichPSYRATS (Haddocket al., 2001) is agoodexample. It assesses
the dimensional nature of hallucinations and delusions—e.g. distress, pre-
occupations, disruption, attributions—which is valuable in focusing thera-
peutic strategies. There is also a case to bemade for the use of the Health of
theNationOutcome Scales (Wing, Curtis & Beevor, 1996) which combine a
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range of important areas, e.g. social functioning, risk and symptomatology,
in one brief scale and which is soon to become part of NHS mental health
information requirements (minimum dataset) in the UK.

Working with hallucinations and delusions

Necessary skills in this area are described in the introduction. TheABC for-
mulation can be a valuableway of enabling trainees to identify antecedents
and link to relevant beliefs and consequences. Role-play, video interviews
and, particularly, case discussion are useful training methods.

Working with negative symptoms and thought disorder

Negative symptoms are sometimes neglected but there is increasing evi-
dence that they respond differentially to CBT compared to control groups.
Taking the pressure off patients seems to be particularly important, com-
bined with carer work, and again case discussion and supervision are im-
portant in getting this across in practice. Unfortunately the length of time
available to workwith negative symptoms on courses maymean that little
progress is seen in the time available, even though the appropriate tech-
niques are used. It took 18 months for such differential effects to emerge
in our own study (Sensky et al., 2000).

Co-morbid conditions, e.g. depression, substance misuse, personality
disorder, suicide, hostility

All these areas commonly present with patients and some discussion on
the ways of proceeding are necessary. CBT for patients with depression
and suicidality can proceed whether they have psychosis or not, and gen-
erally the same techniques can be used—working with faulty cognitions,
assumptionsandself-esteem.Similarly, somebasicmotivational interview-
ing techniques can be used for substancemisuse, and even an introduction
to Dialectical Behaviour Therapymay be relevant and possible, dependent
on the teaching skills available. However, co-morbid areas inevitably in-
volve greater levels of expertise, and itwould be very ambitious to expect a
Thorn trainee to pick these up solely within a relatively brief CBTmodule.

The Insight into Schizophrenia programme has been developed by a
multi-professional group (Turkington et al., 2002) with funding from a
pharmaceutical company (Pfizer) to make CBT and psycho-education
available on a more widespread basis. A brief intervention using written
materials has been developed with nurses trained in essentially the
elements described for the Thorn courses above. Its format is described in
Table 13.2.
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Table 13.2 The Insight into Schizophrenia programme

Role of the Insight into Schizophrenia Nurse:
� co-ordinates the programme, enrols patients and carers and collects data
� counsels patients and carers and provides CBT
� introduces the Insight educational materials
� identifies training needs in conjunction with the unit
� delivers tailored training within the CMHT
Patients receive six sessions of CBT with the ISN:
� The ISN and patient together review a selection of the leaflets, which might be
given to the patient to keep.
Carer counselling sessions with the ISN:
� The carer receives three sessions of CBT with the ISN.
� A selection of leaflets is reviewed by the ISN and carer together, and the carer
might be offered the books to keep.

PATIENT SESSIONS
Session 1 Engaging/developing explanations
� Aim: To develop a range of explanations
� Leaflet 1: About your treatment
engagement
� collaboration
� understanding of diagnosis/symptoms/treatment
� unconditional positive regard
� jargon free/non patronising
� generating a problem list
stress vulnerability
� genetic/developmental/environmental
� individual threshold
� ambient stress
� life events/critical incidents
� raising the threshold
Session 2 Case formulation
� Aim: To develop a formulation linking critical incidents, schemas and psychotic
symptoms

� Leaflet 3: Leisure time and relationships
Session 3 Symptom management
� Aim: To develop a clear focus on the management of one psychotic symptom
� Leaflet 2: Self-care and lifestyle
� Leaflet 5: Managing your symptoms
Session 4 Adherence
� Aim: The patient will develop an understanding of their attitude towards
medication

� Leaflet 1: About your treatment
� Leaflet 4: Drug and alcohol advice

continues overleaf
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Table 13.2 (continued)

Session 5 Core belief/attitude changes
� Aim: Patient will be clear about main core beliefs/attitudes and will have
started to make one of them functional

� Leaflet 3: Leisure time and relationships
Session 6 Relapse prevention
� Aim: To collaboratively develop a relapse prevention plan
� Leaflet 2: Self-care and lifestyle

CARER SESSIONS
Session 1
� Aim: To engage with carer, start developing alternative explanations and
problem list

� Leaflet 1: A positive outcome—working together
� Leaflet 5: About schizophrenia and similar illnesses
Session 2 Formulation, stress management and coping strategies
� Aim: To share a formulation and explore stress management and coping
strategies

� Leaflet 3: Continuing medication—how you can help
� Leaflet 4: Coping with schizophrenia
Session 3 Goal-setting, problem-solving and relapse prevention
� Aim: To highlight a main problem and look at goal-setting and problem-solving.
To produce a relapse blueprint/action plan

� Leaflet 1: A positive outcome—working together
� Leaflet 2: Hospital admission and difficult situations
� Leaflet 3: Continuing medication—how you can help
Programme materials
� A series of five leaflets for patients and five leaflets for carers
� Designed with advice from a panel of clinicians, users and help groups
� Offers advice/information to patients and carers on ways of coping
� Contains useful addresses/phone numbers for self help groups

PATIENT LEAFLETS
Leaflet 1
� Symptoms
� Drug treatments
� Non-drug treatments
� Side effects
Leaflet 2
� Reducing risk of relapse
� Healthy eating
� Relaxation
� Patient leaflets
Leaflet 3
� Establishing a daily routine
� Others’ reactions to the illness
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Table 13.2 (continued)

Leaflet 4
�Why take medication?
� Avoiding street drugs
� Patient leaflets
Leaflet 5
� Recognising symptoms
�Why attend therapy?
� Avoiding symptom triggers

Insight into schizophrenia is supported by an educational grant from Pfizer Ltd.

TRAINING IN COGNITIVE BEHAVIOUR APPROACHES
FOR INPATIENTS

The developments that have occurred in CBT over the past decade have
been predominantly with outpatients (although many studies have en-
listed patients while they have been acute inpatients). Developing thera-
peutic skills in inpatient staff is very important as so many patients spend
weeks or months of their time in such settings when they are at the height
of their illness. There has been major concern at the state of wards and
that users express that they do not feel listened to. In 1999, John Allen,
at the time a nurse tutor, and I developed a staff training initiative to try
to begin to address some of these issues (Allen & Kingdon, 1998). Staff
from inpatient wards in Nottingham were offered the choice of one of
three training days. They were given a basic introduction to CBT with
specific discussion of its application to psychosis and their views on this.
There then followed use of videos of patient interviews and participation
in role-plays to use techniques for working with hallucinations and delu-
sions. The aim of the workshop was to introduce CBT to staff such that
they would be able to understand the potential for its use and consider
it in the future. Supervision was then established on the three inpatient
ward sites for ten sessions run by Thorn-trained nurses (supervised in turn
by DK).

The training day was well attended by a total of 36 nursing and occupa-
tional therapy staff. The written, anonymous evaluation was positive with
the workshop being described as relevant and practical. The supervision
was more problematic: about half of the original group participated, but
few came to more than three to five sessions. Evaluation suggested that
there were problems getting time to attend (although funding for agency
staffing to replace that time was available to nurses in charge of wards).
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Although regular sessions with patients on the wards were not envisaged,
discussion of how it might be valuable in their approach to patients was—
but this was probably not conveyed well.

Lessons learned from theworkshopswere thatmany staffwere very fearful
of opening a “can of worms”, and that stabilising rather than exploring
and discussing difficulties was reinforced by senior staff. They anticipated
increasedpatient aggression to others or harm topatients themselves. They
alsoexpressed thebelief that their basic traininghadnotgiven themskills to
deal with emotional problems. With some justification, many also felt that
they did not have time and were too easily pulled away from discussions
with patients. There were some professional issues, including the question
of who should perform CBT—psychologists or nurse therapists? There
were also concerns about senior staff feeling underskilled and sometimes
blocking access to supervision and support.

As general professional tuition begins to provide training in CBT, inpatient
staffwill begin touse this approachonwards.However, until the timepres-
sures are addressed, it is clear that this will prove problematic although
it may be possible to change attitudes to discussing important emotional
issues as fears are found to be groundless. There is little evidence that such
discussion inevitably opens “cans of worms” which cause increased dis-
tress and aggravation. More frequently patients say that they feel listened
to, distress is alleviated and cooperation is developed. The one proviso is
that CBT involves collaboration not confrontation, and when patients do
become distressed, it must be realised that drawing back is more appro-
priate than driving onwards regardless.

CONCLUSION

Practical professional training, such as that offered by the Thorn pro-
gramme (Gournay & Birley, 1998), enables mental health nurses and other
keyworkers to become fully and actively involved in the management of
schizophrenia and to improve outcome. In time, high-quality training in
evidence-based techniques is overcoming a reluctance common among
nursing staff to fully acknowledge the diagnosis of schizophrenia, and has
the potential to prevent the use of inappropriate interventions. Moreover,
training gives mental health professionals the confidence and enthusiasm
to become fully involved in the management of patients with schizophre-
nia (Gamble, 1995).



Chapter 14

MODELLING THE MODEL:
TRAINING PEOPLE TO USE
PSYCHOSOCIAL INTERVENTIONS

Madeline O’Carroll

There is now a strong evidence base for the efficacy of psychosocial inter-
ventions for people with serious mental illness (see Chapter 15). Users of
mental health services often ask for alternatives to medication, and policy
initiatives such as the National Service Framework for Mental Health
(Department of Health, 1999) also encourage their use. In addition, there is
nowagood rangeofmanualsproviding instructionon theuseof these tech-
niques (see Introduction). The challenge for those providing professional
education and training is to translate and transform the clinical material
in order to provide effective learning experiences.

Two key themes have emerged frommywork as a lecturer and supervisor
in psychosocial interventions. Firstly, it seems essential that the staff in
effect “model themodel”when teaching students. Secondly, there has been
an evolving awareness that the course is perhaps less about exploring the
beliefs of patients, service users and carers andmore about uncovering the
attitudes of the staff who are working with them. This fits with the view
of the users movement which “has always said . . .mental health care is to
do with issues of attitudes” (Rose, 2001).

In this chapter I will provide a brief introduction to the Thorn Initiative.
I will then consider how aspects of a clinical modelmay be used to provide
both content anda structure for training inpsychosocial interventions,with
particular emphasis on working with individuals.

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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THORN INITIATIVE

The Thorn Initiative began training mental health staff in 1992 at sites in
London and Manchester with a grant from the Sir Jules Thorn Charitable
Trust. Following the success of thefirst courses the intentionwas todevelop
training at other sites. Although there are variations in the academic level,
structure and organisation of “Thorn” courses they nonetheless share cer-
tain key characteristics. The views of users and carers are central to both
the clinical work and course development and delivery.

The courses are part time and students usually attend college for one study
day per week. Students have to identify a minimum of four individual
patients/service users and two families with whom they will work over a
period of 12 months. All courses cover three broad areas:

� Case management: this includes policy and legislation and how services
are organised and care is delivered

� Psychological interventions for psychosis: delivered on an individual
basis

� Familywork: offered to families and carers of peoplewith schizophrenia.

Both the individual work and the work with families are derived from
cognitive behaviour models. In addition, the work of Leff and colleagues
(e.g. Leff & Vaughn, 1985) and the concept of expressed emotion is central
to working with families.

USING A COGNITIVE BEHAVIOUR FRAMEWORK

Although the Thorn course does not aim to provide training in cognitive
behaviour therapy, nonetheless it does draw extensively on this model.
The principles of cognitive behaviour theory and therapy are taught on the
course by practising therapists and follow the format described byHawton
and colleagues (1989). The course team was also aware that the study day
provided a number of opportunities for modelling some of the skills. This
enables a mirroring between the clinical and educational experience that
can aid learning. There is also a repetition as the samematerial is presented
in different ways. Clearly the relationship between the student and the
lecturer/trainer is not the same as the relationship between the service
user/patient and practitioner. However there are enough similarities to
make the case for educators modelling characteristics or techniques that
are deemed to be essential to good clinical practice.

The Cognitive Therapy Checklist has been used to assess the clinical skills
of mental health nurses working with people with serious mental ill-
ness (Devane et al., 1998), and incorporates two sets of skills: general
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and specific. The five general skills are: agenda-setting, feedback, inter-
personal effectiveness, understanding and collaboration. The second set is
more specific to cognitive behaviour approaches and includes focusing on
key cognitions and guided discovery.

Although some of the general skills may be used in a number of thera-
peutic models, collaboration and feedback are more common to cognitive
behaviour approaches. At the centre of all work with patients and service
users is the therapeutic alliance which in cognitive behaviour approaches
is viewed as a collaboration. Devane and colleagues (1998) found that the
community mental health nurses in their study were rated poorly on col-
laboration. For nurses, and probably doctors, it is likely that neither their
initial training nor the roles in which they are currently employed include
or encourage such an approach, and it will take some students time to
develop the ability to work collaboratively.

Two of the skills—agenda-setting and feedback—can easily be incorpo-
rated into the study day. Although the timetable is generally set at the
beginning of the course, it is nonetheless important to be flexible and re-
spond to students’ requests, for example, to reviewmaterial that may have
already been covered or to include additional related material. The lec-
turer’s ability to respond to and manage these requests can be a useful
learning experience for students.

Feedback can be sought and given in various ways. At the outset of the
course the students identify the ground rules by which the group will
operate. These are likely to shape how feedback is given. In addition, when
students practise clinical skills or bring in audiotapes of their clinical work,
it can be helpful if they identify the item(s) on which they would like feed-
back. Another example is asking students to evaluate the study day using
a format such as “least and best”. With this they are asked to make a state-
ment reflecting what they liked least and best about the day. Thus the
feedback can be quite broad and may relate to aspects of the environment,
such as not liking the chairs, and can also provide useful information to
the lecturers about the content or teaching strategies. Sometimes it is inter-
esting for the group (and the lecturer) to hear that a particular approach
will be commented on as being least liked by some students while others
report it was the part they liked best. This helps to illustrate the idea that
there are always multiple perspectives.

BELIEFS ABOUT PEOPLE WITHMENTAL ILLNESS

As noted above, the Cognitive Therapy Checklist is used to assess clin-
ical skills. The general skills may also be used to structure some of the
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educational experience and provide some of the course content. However,
themainmodel for individualworkwithpatients andserviceusersbroadly
follows the sequence outlined by Nelson (1997) and includes engage-
ment, coping strategies, psycho-education andmodification of beliefs. The
teaching is timetabled and taught in the same order.

ENGAGEMENT

One of the difficulties for students already working in a professional
capacity as they learn new skills can be the thought that much of their
previous practice by implication must have been wrong. Not only is this
incorrect as students come with a range of skills and have a wealth of
experience to draw on, but perhaps more importantly it can be quite de-
moralising. It is helpful to ask students to produce an inventory of their
skills and experience to clarify what they can access both individually and
as a group.

Students are asked to develop collaborative relationships, and often this
will be with people already on their caseload. It needs to be acknowledged
that it is quite difficult to change approach within an existing relationship.
One of the barriers to this may be the beliefs held by staff (often these
are shared by the team as a whole) regarding working with a particular
individual. The course team ask the students to adopt or adhere to two
basic assumptions when working with people who are having distressing
experiences or symptoms:

1. Patients and service users are honest.
2. They are trying to cope with their experiences (Fox & Conroy, 2000;
Newell, 1994).

The discussion that follows students being asked what they think about
these assumptions is usually very lively. The initial response tends to be a
list of examples drawn from their own practice illustrating the opposite.
Gamble (2000) raises the issue of staff attitudes towards people with men-
tal illness and acknowledges that few of us are immune from adopting a
judging or critical approach, at least at times.

A large part of the work of mental health practitioners involves observing
patients butwe shouldbemindful thatGoffman’s critique (1961) of the asy-
lumsmay still be valid, and take care not to view all behaviour fromwithin
a pathological framework. Adopting a perspective that sees individuals as
trying to cope is one way of trying to challenge this view. In this respect
students are continually asked to thinkhowparticular behaviours that staff
or carers view as problematic might actually be part of the person’s way of
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coping. They also need to check this with the individual, but it is a useful
framework for students to use.

PSYCHO-EDUCATION

There are a number of components to Nelson’s work (1997) on promoting
insight. The first involves eliciting the patient’s views onmental illness and
schizophrenia, and a similar approach is adopted in relation to students.
Early in the course they are asked first to identify their personal beliefs
regarding the causes of schizophrenia (they are not asked to share this
with the group). Next the group as a whole are asked to brainstorm every-
thing they have heard, or has been suggested, as a cause of schizophrenia.
This generally covers a range of explanatory models, including biological,
psychological, social and spiritual. The stress-vulnerability model is then
offered as a framework for understanding how any of us can move from
being well to unwell. This is followed by a discussion on how the factors
identified by the students can be incorporatedwithin a stress-vulnerability
model.

Nelson (1997) says that, depending on the patient’s response, it may be
necessary to spend time destigmatisingmental illness. An educational set-
ting provides a useful space in which to reflect on how our experiences as
mental health practitioners have shaped our beliefs about mental illness.
Although training inmental healthmay help to assuage our personal fears
about madness, the process of training is quite likely to result in stereo-
typed beliefs about “the mentally ill patient”. The asylum system made
patients and staff “creatures of each other” but the difference between the
twogroupswas institutionalised (Hinshelwood, 1998). Psychiatry, too, and
in particular the use of diagnostic classification systems, has been in part
responsible for perpetuating the view that phenomena such as delusions
are abnormal. More recently this dichotomous approach has been super-
seded by the view that experiences can be seen as being on a continuum
(Craig, 2000). Nonetheless, although many recently qualified staff will not
have trained within an asylum themselves, they are likely to have been
either taught by staff or work alongside colleagues who were. There is a
risk that the negative beliefs regarding patients may have been imported
from the hospital to the community.

It is common in designing teaching and learning strategies to ask questions
in order to allow students to explore issues (Ramsden, 1992). However, the
way inwhich the questions are framed can inadvertently serve to reinforce
rather than challenge existing stereotypedperceptions of peoplewithmen-
tal health problems. For example, asking the students “How would you
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think, feel or behave in this situation?” often results in quite a different set
of responses than asking “Howwould a personwith amental health prob-
lem think, feel or behave in this situation?”. By approaching issues from a
more personal perspective there is less of a tendency to make stereotyped
responses. This approach can be used to address many questions from
identifying the difficulties of accessing health services to considering why
someone might not complete a course of prescribed medication.

Under the broad umbrella of psycho-education the next stage of the clin-
ical work involves using a normalising rationale (Kingdon & Turkington,
1991). This follows on from the discussion earlier that phenomena such
as hearing voices and having (what to some may appear to be) unusual
beliefs are within the normal range of human experience. However, the
practitioner can only put this view forward if it is one that is genuinely
held. To this extent it is important that the students can recognise some of
these experiences within themselves, again to challenge the notion that it
is only “others” who have these experiences. Nelson (1997) and Gamble
(2000) recommend asking practitioners and students to identify occasions
when they might have had experiences such as hearing a voice or held
beliefs that might be similar to the people with whom they are working.
It is probably necessary to establish this view among practitioners initially
before it can actually be seen as “normal”.

CONCLUSION

While accrediting bodies will determine the content of academic courses,
the method of delivery tends to be less prescribed. However it is impor-
tant that there is consistency between clinical practice and teaching and
learning, even though the nature of the relationships are not the same. To
this extent lecturers should use the study day to model the techniques and
skills.

In relation to attitudes Gamble (2000) acknowledges that staff working
with peoplewith seriousmental health problems are as likely to respond as
negatively as carers. Stereotyped beliefs about mental illness would seem
to the norm, with mental health staff holding their own particular set of
beliefs. As Nelson (1997) notes, socialisation and education can result in a
new set of beliefs but they overlie the old beliefs, they do not erase them.
Courses based in higher education are well placed to transform attitudes
in a way that skills training are not (Harvey & Knight, 1996). The issue of
the beliefs held by mental health practitioners about people with mental
health problems requires further exploration.



Chapter 15

CLINICAL SUPERVISION

David Kingdon and Jeremy Pelton

Supervision is fundamental to developing skills in CBT, especially for pa-
tients with psychoses because of the need to adjust techniques learned in
training to the realities of everyday clinical practice and to a very vari-
able group of patients. Its goal has been described asmodifying in-therapy
behaviours by support and training. It can particularly enable the ther-
apists to step back and review and reflect on their practice to learn and
prepare for the next session. It is complementary and at least as important
as workshops and lectures.

The natural consequence of the development of the courses for CBT and
schizophrenia mentioned previously has been the need for good effective
clinical supervision. Clinical supervision should be seen as the cornerstone
of the therapist’s practice and although generic supervision is often read-
ily available in Trusts there is a distinct void for CBT with schizophrenia.
Receiving the appropriate clinical supervision is imperative to the continu-
ingdevelopment of the therapist and the safety of the therapyoffered.Once
the above courses were beginning to be established the problem for men-
tal health professionals attending them was the limited access to clinical
supervision on completion—clinical supervision is often provided during
the course, but once complete there is an onus on the therapists to find
their own supervisor.

Supervision can occur in group and individual settings by more experi-
enced therapists or peers and is certainly a two-way process. Who should
be your supervisor? Often little choice exists with few members of staff
ready, available or sufficiently experienced to assist, but where options
exist, choosing may well be more on personal grounds than for profes-
sional reasons. Supervision can feel a very personal process, exposing one-
self and one’s practice to the gaze of someone else may mean that a good
personal relationship takes precedence over expertise and teaching ability.
Issues such as gender, race/culture and power—adirect linemanagermay

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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not be the ideal supervisor—can influence this and certainly influence the
supervisory relationship. Feeling comfortable in the relationship is impor-
tant, but ensuring that the supervisor has the necessary experience and
skills can save time being wasted for both. The needs of a student new to
the area and of a more experienced clinician developing skills in this new
area will lead to different arrangements, needs and interactions. Where
experienced supervisors are not available, peer supervision is certainly
not to be undervalued and, in a number of areas, we have seen therapists
collaboratively develop their skills to a high standard through such mu-
tual support and learning. It can also support supervisionwith experienced
supervisors.

The raw material for supervision are process notes, tapes, and verbal re-
ports and each is valuable.Notes help to prompt and, as a supervisor, notes
of supervisory sessions are essential aide-mémoires for future sessions. Such
notes can usefully include some verbatim commentary as this further illu-
minates the supervisory process.

Most supervision occurs in face-to-face interviews and this is certainly the
ideal, but sometimes distance has meant that we have used telephones—
one-to-one and using conference phones—and even correspondence.
Supplemented with tapes of interviews this can be of some value, but
the contribution of non-verbal communication, the writing down of for-
mulations, or simple diagrams illustrating key points or looking at leaflets
or research papers, becomes noticeably absent and can be difficult to com-
pensate for—although fax, e-mail and post can help. The use of video
technology may help as it becomes widely available, but unfortunately
rarely seems to be sited in the areas where long-distance supervision is
necessary, and neither is the availability of broad band transmission to
webcams—but once it is more available, its potential will be well worth
exploring.

Group supervision has advantages in providing multiple views, pool-
ing knowledge, cost-effectiveness and emotional support, but lacks the
individual attention of one-to-one supervision. Groups may serve more
talkative members better than those who are less assertive.

What are the tasks of supervision? Carroll (1996) has described them gen-
erally as being:

� Creating a learning relationship.
� Teaching. This involves informal rather than formal teaching generally,
using modelling of behaviours and techniques used in role-play. It may
also be helpful to recommend relevant reading.



CLINICAL SUPERVISION 199

� Counselling. This is more controversial but involves helping supervisees
to learn from their own reactions to and thoughts about patients. Where
personal issues arise, as can be expected from work with patients, it
may be possible to deal with relatively small matters in supervision
but if not, giving advice to seek alternative interventions would usu-
ally be appropriate. If the supervisees are becoming too distressed or
over-involved, it may even be appropriate to advise them to withdraw
from such therapeutic endeavours until they are ready to return.

� Consulting. This involves helping the supervisees to develop a solid
but flexible formulation based on a full assessment, and then work out
strategies for change and relevant cognitive interventions.

� Evaluating. This refers to both supervisors and supervisees. This may
be part of training and asking the trainees to evaluate themselves first
makes a sometimes difficult job more collaborative. Monitoring of the
supervision periodically and at completion is also an essential learning
experience for supervisors.

� Monitoring professional/ethical issues. Circumstances, such as with a sui-
cidal patient, can lead to professional and ethical issues about when to
alert others, etc., and a supervisor’s overview and support are invalu-
able. Unfortunately there are also times when personal or sexual issues
arise between a therapist and a patient where the protection of a super-
visor may be necessary for either, and a supervisor certainly needs to be
aware of such possibilities and be ready to act if necessary.

General clinical supervision principles as so far described adapt well to
a CBT context, but there is perhaps an advantage in basing supervision,
itself, on aCBTmodel. So, setting agendas,monitoring automatic thoughts,
and tackling assumptions are as relevant to supervision as to therapy and
allow modelling of these techniques to occur in the supervision session.
Clinical supervision often models the therapy session itself. The super-
visor runs a time-focused session with an agenda that is collaboratively
negotiated between the therapist and the supervisor. The session often
starts with a review of the last clinical supervision and how the therapist
has progressed since. Any actions from the last session should be revis-
ited and evaluated and if necessary put onto the agenda. The agenda is
then set with case studies, problem areas and session difficulties all being
possible inclusions. The session then focuses on the agendawith the thera-
pist and the supervisor working through specific examples and generating
possible solutions/modifications. Developing a collaborative style where
feedback is elicited, and which is regularly evaluated, is appropriate in
these contexts. Presenting a full assessment from which a formulation can
be drawn is an essential process. At the end of the session the supervisor
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should evaluate/review the supervision andappropriate negotiated action
plans, together with a date and time, should be set for the next time they
meet.

The supervisor can also take the analogy a step further by utilising the
cognitive therapy scale as a checklist during supervision as all the points
have a value. During the supervision session the supervisor should be
collaborative, use Socratic questioning (to elicit the way forward from the
therapist and not provide all the answers himself), ask for feedback and
check for understanding.

Padesky (1996) discusses the format of clinical supervision in CBT and lists
five questions that can form the backbone of the session.

1. Is there a cognitivemodel for understanding and treating this patient’s problem?
The therapist needs to be aware of the different models of CBT and how
they help both him and the patient to understand the surrounding prob-
lem. The model can be drawn diagrammatically, allowing a powerful
visual image to be shared with the patient.

2. Is the cognitive model for formulation and treatment being followed?
The supervisor questions the therapist on the process of therapy and
aligns it alongside the model for formulation and treatment. Does the
formulation accurately portray the patient’s circumstances and experi-
ences and has the treatment been driven from the related hypothesis?

3. Does the therapist have the knowledge and skill to implement the cognitive
therapy treatment properly?
The therapist needs to be honest enough to highlight any deficits in their
expertise and be able to approach the right person to help develop their
approaches for the future.

4. Is the therapeutic response following expected patterns?
Again the supervisor and therapist examine the process of therapy. Is it
following the expected progress as predicted by the formulation? How
does the original hypothesis match up to the current stage in therapy?

5. What in the client formulation/therapy relationship/therapist response might
be interfering with success?
If there are problems with the progress in Question 4, the supervisor
and therapist can examine a number of avenues, as follows:
� Does the therapist need to re-evaluate the original formulation and
possibly look at another hypothesis?

� Is there any thing in the therapist/patient relationship that may
be interfering with the process of therapy—transference/counter-
transference?

� Does theprocess of therapyneedexamining—pacingof sessions, pitch
of therapy, patient “buy-in” and understanding of the model?
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CONCLUSION

Clinical supervision isunderestimated invalue, little training in this subject
is offered, and it is often something picked up as you go along. It is too
important for such a haphazard approach. There is an increasing body of
knowledge about how to provide it most effectively. Clinical supervision
should be a constructive and supportive process benefiting the patient, the
therapist and the supervisor who can learn from each therapeutic contact,
even by proxy, more about the application of CBT to psychosis.





Chapter 16

HOW DOES IMPLEMENTATION
HAPPEN?

David Kingdon

So far, a variety of practitioners with a range of cases and training have
described their experience of using CBT, but how can this training and
experience be made more widely available? The widespread use of new
evidence-based practices, like CBT of psychosis, develops through diffu-
sion, dissemination and specific implementation initiatives (Koerner et al.,
2001). Usually diffusion occurs through publication in scientific journals,
conference presentations, etc., but this leads, at best, to very gradual incor-
poration into routine clinical practice. The exception is where the audience
is open and seeking information, has minimal search costs for it, and staff
are strongly motivated and highly reinforced by what they learn and their
experiences. In the USA, this has been the case with the uptake of dialecti-
cal behaviour therapy (DBT) and to some extent this has also occurredwith
CBT for psychosis in theUK. Suicides, the repeated experience of treatment
failure, and recurrent ineffective admissionshas, according toKoerner et al.
(2001), fuelled a groundswell of demand for training and implementation
ofDBT.Although it has a limited evidence base, thewidespreadperception
of success in using these techniques has led to its spread. CBT for psychosis
has had a major impact in the UK and Scandinavia but less so elsewhere
despite its much stronger basis in evidence (see later). Some of this may be
due to the need for time for the significance of the studies to penetrate, but
there is also the need to develop “product champions” and development
proposals to access resources. Koerner also cites the importance of having
an RCT published in the journal Archives of General Psychiatry (e.g. Sensky
et al., 2000), as being influential because it is where decision-makers look,
not only in theUSAbut elsewhere. Itmayalsobe that the clinical impact has
a less direct effect on patients’ symptoms and quality of life, and possibly
admission rates but not as dramatically as has occurred with DBT.

A Case Study Guide to Cognitive Behaviour Therapy of Psychosis. Edited by
David Kingdon and Douglas Turkington. C© 2002 John Wiley & Sons, Ltd.
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Diffusion spreads interest but availability of high-quality training pro-
grammes with quantified outcomes are needed. UK developments in this
area have been described (see Chapters 13 and 14). However developing
opportunities to provide training for services as a whole, or teams within
them, can be an appropriate route to disseminate good practice. Assistance
in this is available from many of the groups who have published outcome
studies and treatment manuals and from those running training courses
(e.g. Thorn trainers).

With a team or service-based approach, pre-training consultation is impor-
tant to inform and build consensus within the mental health service. This
needs to be matched with needs assessment, costs, etc., and the initiator
of the training request has to be able to sell the “product” with assistance
from those offering the training. They also need to be persuasive—citing
outcomes, relevance and personal meaning to individual patients, e.g. in-
dividual savings with specific patients or, more likely, improvement in
quality of life. Usually the initiator has little time in which to do this. The
individual training organiser will need to spend time on site to focus inter-
est, sometimes even rein in enthusiasmuntil the organisation is committed
and ready to move forward. With on-site training, effective methods need
to incorporate follow-up—e.g. 5 days training, 6 months practice, then 2–5
days of further training and presentation by participants of the case(s)with
which they have worked. There also needs to be careful attention to super-
vision arrangements during the training period and after.Who canprovide
it locally? What will it cost? in time and financial resources? How can that
be put in place?

Obstacles to implementation of training schemes include the perception
that “we can’t” get involved because of lack of resources—financial and
personnel—setting constraints on moving training forward. In contrast an
approach that “you must”, set by external managers or government, can
lead to resistance, even rebellion, whereas an approach based on persua-
sion that high-fidelity training will be in everyone’s best interests is more
likely to be successful (andmodels the essence of a CBT approach). Assess-
ing the contingencies that compete with people’s time—initiators, partici-
pants and trainers (who usually have a “day job” as well)—can improve
the successful implementation of a programme. Training as a team can
lead to continuing development with support and understanding from
the whole team. “Developing a learning environment” sounds good. In
practice, it means changing attitudes, valuing training time, and provid-
ing training resources—books, manuals, videos, self-help materials, etc.
Involving decision-makers early is also very important. Contingencies on
performance, e.g. inclusion in appraisals, lead to actual use. Where pri-
vate practice is relevant, different reimbursement rates for evidence-based
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practice may be paid or, alternatively, promotion and increased grades
and subsequent remuneration may be individual advantages to partici-
pating in training. This can be viewed as a disadvantage to managers, but
planning ahead to use skills effectively and retain staff can lead to the
best of bothworlds—highlymotivated and appreciative staff who provide
better service for clients within a budget that is less affected by the need
to cover sickness and extra costs for exceptional but very expensive out-
of-service placements. These latter may be more likely to be prevented by
staff who are experienced and confident in their abilitieswith patientswho
appreciate the time and understanding that they are receiving.

So, how can cognitive behaviour therapy be made available to all those
patients with psychosis that may be able to benefit from it? Inevitably
resources are an issue, both for financial reasons and for trained personnel,
but anyone whowaits for resources to be made available will wait forever,
or at least until someone with a more proactive approach comes along. In
any service, enlisting the support of managers, training departments and
clinical staff is critical (Tarrier et al., 1999).Assembling evidence is essential,
and it is necessary to present it in a relevant way, taking national guidance
into account.

WHO IMPLEMENTS?

Although the endpoint of any implementation strategy is for individual
therapists to use CBT directly with patients, there are a number of groups
whoneed to be involved tomake this happen, and each grouphas different
needs and issues.

Nationally

Evidence in support of CBT for severe mental illness from government in
England goes back to the Clinical Standards Advisory Group report (1994)
which advocated it as part of a service for patients with schizophrenia.
The Review of Psychotherapy (NHS Executive, 1996) and accompanying
supporting evidence onWhatWorks? (Roth et al., 1988) similarly provided
endorsement. In the National Service Framework (Department of Health,
1999), psychosocial interventions are given strong encouragement: “For
schizophrenia there is growing evidence of effectiveness for psychologi-
cal therapies including some cognitive approaches” (p. 46). Also, perfor-
mance assessment of Standard 4, dealing with severe mental illness, will
be “assessed by access to psychological therapies” (p. 66).
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Professional groups

Professional organisations have also been supportive. The British Psycho-
logical Society has recently published a favourable review of the area (BPS,
2000). The development of techniques which fully utilise and build on the
training of clinical psychologists, both CBT for psychosis and DBT, has led
to a considerable increase in enthusiasm for working in the area of severe
mental illness and the return of many to the practice. The late 1980s and
early 1990s were a time when there had been a serious drift away, with
the exception of a small number of stalwarts who remained working in
rehabilitation services. Most have embraced the new developments and
welcomed the increased interest, particularly among trainees, in the new
developments.

Nurses have similarly been developing skills through Thorn (Gournay &
Birley, 1998) and similar courses, and basic professional training in many
areas is now incorporating CBT. The turmoil in which training has been
over the past decade, and the severe shortages of qualified nurses, has
seriously impaired development of practice, but support from training
bodies has been forthcoming. There is a gradual movement away from
generic community nurse courses to more specific postgraduate training
which meets needs better.

The Royal College of Psychiatrists has also given invaluable support
through, for example, providing a platform for presentation of results at
workshops and scientific meetings, and inclusion of mandatory training
in CBT for psychiatrists. This is despite CBT for psychosis apparently un-
dermining some fundamental psychiatric assumptions, e.g. that delusions
are not amenable to reason, and that an illness with demonstrable bio-
logical abnormalities can respond to psychological methods. In fact, what
seemed to us to be fundamental and highly controversial has emerged not
to hold in theUK,Australasia and Scandinavia. These do, however, remain
issues in the USA and other parts of the world where CBT for psychosis
has yet to make a substantial impact. However, the American Psychiatric
Association published guidelines for the treatment of schizophrenia in
1998, and concluded:

Several controlled and uncontrolled studies have extended Beck’s cognitive
therapy to schizophrenia, with encouraging clinical results, including reduc-
tion or removal of delusions and hallucinations.While cognitive therapy and
remediation techniques appear promising, there have been nowell-designed
controlled studies demonstrating their efficacy. Furthermore, the techniques
are still undergoing modification. At this stage of development, they are not
recommended for routine clinical use. (APA, 1998)
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Some positive consideration is occurring and interest is certainly growing
with studies appearing as far away as Malaysia and China, although fur-
ther developments (see evidence below) have yet to be incorporated in the
US guidance.

Psychiatrists in the UK seem to have readily accepted that so-called delu-
sions may have underlying meaning and are understandable. Conse-
quently, working with them may assist in changing them. It may be that
the impact of Laing (e.g. Laing & Esterson, 1970) paved the way. His work
has had a wide general circulation among the general public and psychi-
atrists, and provided examples of patients where their symptoms seemed
understandable in the context in which they lived. The social psychiatry
school has also been strong such that links between social circumstances
and schizophrenia were now accepted by psychiatrists. The shift to accep-
tance of the way such beliefs were perceived was relevant and has not
been difficult for most. CBT has established a solid reputation as an effec-
tive and flexible method of working with patients who have a variety of
mental health problems in conjunction with medication. The number of
psychiatrists using CBT in a formal way is small, but many now refer or
use some of the principles (see below in relation to cognitive behaviour
approaches).

Acceptance has been easiest where stress-vulnerability models of mental
illness (Zubin& Spring, 1977; Tyrer & Steinberg, 1998) are assumed.Where
a biological model has been dominant, acceptance of psychosocial inter-
ventions has been more difficult. Our usual response has been to give the
analogy of physiotherapy in stroke:

The use of cognitive-behaviour therapy in schizophrenia may seem to be
counterintuitive: How can a disorder for which evidence of brain dysfunc-
tion exists, respond to a treatment based on listening and talking? Perhaps,
the most useful analogy is to the use of physiotherapy and other forms of re-
habilitation after a cerebrovascular accident. Physiotherapy [probably] does
not change the underlying brain dysfunction but can make a major contri-
bution to overcoming the handicaps caused. Similarly cognitive-behaviour
therapy may not change underlying functional abnormalities but may as-
sist in coping and adjustment. The objection is sometimes raised that
psychological treatments were clearly demonstrated to be ineffective in
schizophrenia in the early 1980s in controlled trials . . . [However] . . . new ev-
idence [now exists] . . . on recent adaptations of cognitive behaviour therapy
to schizophrenia. (Kingdon, 2000)

Professional issues have nevertheless sometimes impinged on smooth
implementation. Rivalry between psychiatrists, nurses and clinical psy-
chologists may be an issue—the former defending a biological model
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against all comers—which can mean they fail to refer appropriate patients
or fail to support and sometimes stymie the development of services.
Withpsychologists, professional isolationismor elitismcan interferewhere
work with teams and psychiatrists with complex patient problems is es-
sential.Waiting for patients to attend an office anddischarging them if they
do not, means that many of the patients who could benefit fail to receive
a service. Motivation and paranoia are key issues that can stop patients
attending services. Safety issues do need to be considered carefully but
should not block progress. Looking at integrating brief interventions may
be necessary in the future. Certainly supervision and peer group support
are essential to developing services. The integration of nurses with basic
training (e.g. Thorn) has sometimes been too slow, and rather than being
allies may be viewed as competitors.

Senior clinical staff in nursing, psychology or psychiatry may not wish to
be involved personally or cannot free the time, but they can be invaluable
allies. They will refer patients and can valuably support developments
in the variety of forums, formal and informal, that exist from corridor
conversations with managers to more explicit support from senior staff or
withinmanagement committees. As clinical or medical directors, themore
complete a case you can provide, the more help they can give.

Every service has staff with skills to understand the concepts behind CBT.
Most of these staff, in our experience, have been only too delighted to
become involved in training (see previous section), and many find the ap-
proach resonates with their current clinical practice but adds a dimension
that substantially and very noticeably improves effectiveness and job satis-
faction. Enlisting staff has not been found to be a problem, and competency
levels were discussed in the section on training. However, finding the time
to use the skills developed can be an issue, as different levels of CBT need
to be considered:

� Specialised therapeutic input—advanced CBT
� Less specialised input—basic CBT
� A cognitive behaviour approach.

Each is valid and essential to consider for each service. A cognitive
behaviour approach can:

� be therapeutic in its own right
� assist in patient management, e.g. of medication and social interventions
(“compliance”/adherence)

� enable patients to accept more formal CBT and assist in them getting
benefit from it.
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Does such a piecemeal approach lead to inferior quality? We would argue
it does not, as developing these levels of care is the most efficient way of
using limited resources.

Levelsof formal recognitionof trainingandaccreditationareavailable from
workshopcertificates toThornDiplomas,Diplomas andMasters courses in
CBT, accreditation bynational organisations such as theBritishAssociation
ofBehaviouralCognitivePsychotherapy (BABCP)or internationally, by the
AcademyofCognitiveTherapy (ACT).Details are availableon thewebsites
of the organisations. The ACT, for example, requires 40 hours’ training to
have been completed including, ideally, ten in supervised teaching, and a
tape of a therapy session and a case study validated by them.

Users and carers

Nationally, the National Schizophrenia Fellowship, ‘Rethink’, MIND and
other voluntaryorganisationshave expressed support for thedevelopment
of CBT in severe mental health problems. User and carer groups can be
supportive, locally. The Hearing Voices Network in the UK and Holland
(but not yet widespread elsewhere) has had a major impact on the way
“voices” are perceived and,where necessary,managed by the patientswith
support from others. User groups generally favour non-pharmacological
interventions (Rose, 2001) but there is little industrial support—either PR
ormarketing—and therefore prospects ofmaking these forms of treatment
available on a widespread basis are limited. One important example is of
the Insight CBT programme as funded in several UK sites by Pfizer.

Funding or commissioning groups

Involving potential funders or commissioners of services at an early stage
in proposals for any major developments is most likely to ensure their
support for, and even commitment to, the implementation of CBT. Even
with smaller projects, their influence on the use of the funding they provide
can be critical to success. Commissioners and funders will often look to
see a reconfiguration of existing services and as this continues to occur so
opportunities for such developments emerge. Their concern is to see value-
for-money and they need to demonstrate this to those who monitor them,
e.g. the Regional Offices in the UK. Their priorities are to balance budgets,
improve services and meet government objectives. The information given
above about CBT in national priorities may be known to them, but if not it
can be brought to their attention.
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Provider managers

Provider organisations, e.g. NHS Trusts, will need to free up or increase
resources for CBT implementation and cases need to be developed with
them to do this. This may possibly be through drawing together consortia
of organisations, if that is most economicway or if it relates geographically
to areas covered by funding bodies, e.g. the Workforce Confederations or
State/HealthAuthorities.Managersof serviceshave responsibilities for the
quality of services and financial viability. Their commitment to working in
mental health services is often overlooked by clinical or research staff and
yet they are usually strongly dedicated to the development of services and
allies not enemies. Improvement in the quality of services is a requirement
of clinical governance in the UK and accrediting bodies elsewhere. If the
evidence supports such developments, managers are under an obligation
to implement them.

Resources are limited, so development bids need to be realistic. If some-
thing can be obtained at no, or minimal extra cost, it will be favoured but
will also be more likely to attract new resources. This usually means stop-
ping doing something else or doing it less or more efficiently—an option
that does not need to be permanent but can provide temporary funding as
a pilot project. Such projects that are well evaluated can be invaluable. If
word gets back tomanagers that patients are benefiting—especially if they
can attest to this themselves—support and even workforce or financial re-
sources often follow. Demonstrating that patients benefit and clinical staff
approve is important to any service development proposal that could take
the following form.

DEVELOPING A SERVICE DEVELOPMENT PROPOSAL

The formats for service development proposals differ between organisa-
tions, but the central structure tends tobe the samealthough it is essential to
adapt it to local circumstances. Components (see Table 16.1) could include
the following.

Assessment of local need

Discuss with provider organisations’ audit departments, local university
departments and Department of Public Health (at health authority) or
equivalent if any exercise to assess the number of patientswith schizophre-
nia and related psychoses, e.g. schizoaffective/delusional disorder, has
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Table 16.1 Service development proposal

Developing services
1. Assess local need:

� Number of patients with schizophrenia or related psychoses
For which of these will a service be relevant?

� Number of available sessions of:
Skilled therapist time
– for therapy
– for training
– for support and supervision
Trained therapist time
– for therapy
– for training
– for support and supervision
Basic cognitive behaviour approach

� Number of patients seen already by therapists

2. Assess the local support informally:
� psychology department
� psychiatrists
� local mental health teams
� inpatient nurses
� users and carers
� general practitioners
� commissioners of services
� managers of services
� local training/educational purchasing organisations (e.g. Workforce
Confederation)

3. If the local support is not strong, develop an educational strategy focused on individual
groups

4. If the local support is strong, develop a case of need:
� assemble evidence
research
clinical—use local work to demonstrate effectiveness

� develop an incremental plan for developing a service: training and practice
e.g. places on CBT courses

� negotiate costs with Trust/Provider management to develop a shared plan.

been done in the area and/or those in contact with services. If, as is
usually the case, it has not, you can produce useful information by check-
ing whether your Trust has any system of gathering such information,
e.g. through a mental health computer information system or case regis-
ter. Where this does not exist, you can proceed in some of the following
ways:

� Gather a list of patients registered with depot injection and Clozapine
clinics, where these exist.
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� Obtain a list of patients with admissions with a diagnosis of above
categories from patient administration systems that produce nationally
required information returns.

� Contact a hospital and, possibly, other pharmacies who may hold lists
of value, e.g. of patients on atypical antipsychotics such as Risperi-
done, Olanzapine, Quetiapine, Amisulpiride and Zotepine—or where
Clozapine or depot clinics do not exist, hospital pharmacists may be able
to assist with a list of such patients.

� Care Programme Approach (Kingdon, 1994) or similar registers may be
useful in providing lists of patients with severe mental illness, many of
whom will have psychosis.

� GP registers can also be useful but are not as readily available and rarely
cover the geographical area that services do. Some GPs may have devel-
oped their own lists of long-term patients or can assist using medication
data.

� Patients who have not been admitted or are solely in the care of GPs are
most likely to bemissed.Any service that you are able to set up is unlikely
to target patients solely in the care of theirGPfirst, but outpatientsmaybe
good candidates for referral. There are many with persisting symptoms
who could benefit (Sensky et al., 2000).

� Lists of patientswhoare being seen regularly in outpatients shouldbeob-
tainable from computerised outpatient management systems by consul-
tant. If consultants are supporting your proposal, they may be prepared
to indicate on such lists which patients have the above psychoses.

For whom is CBT relevant?

Studies demonstrating the successful use of CBT in the schizophrenia
group of psychoses have included in and outpatients with positive and
negative symptoms, early and later in their course, between 16 and 65.
They have excluded patients who are too thought disordered to use rating
scales with and who have a primary diagnosis of drug or alcohol misuse
(although Barrowclough and colleagues have presented promising find-
ings in this dual diagnosis group). Although some services have stressed
that they are for patients with “persistent positive symptoms”, the evi-
dence is increasing that patients with negative symptoms, e.g. affective
blunting, may benefit most.

On this basis, a case of need should distinguish which patients meet and
do not meet these criteria as far as information allows—or should simply
state these exclusions.
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Forensic settings

There is currently very little evidence of effectiveness in forensic settings al-
though these techniques are being used with patients with resistant symp-
toms in these settings (see Benn, above). The author has presented his
experience (Kingdon, 1999) of being the responsible medical officer for a
local long-stay forensic ward over a two-year period in Nottingham using
a cognitive-behaviour approach with patients whose reasons for admis-
sion included sexual assault or exposure, arson, homicidal threats, seri-
ous aggressive/antisocial behaviour, danger to self: wandering, deliberate
self-harm, neglect, threatening behaviour to children, incomplete/failure
of response to Clozapine, and non-concordance with medication regimes.
Over that period, patientsweredischargedwhohad symptoms suchas that
“. . . JohnTravolta . . . keeps interferingwithme . . . ”, “. . . I amhaving aheart
attack . . . ” “. . . I’m dead . . . ”, “. . . the police are after me . . . ”, “. . . sexual
interference from others . . . abusive voices” and “. . . I’m being poisoned
through the taps . . . ” to supported accommodation and their own flats. Of
those remaining on the ward, CBT had some success with patients with
abusive voices, grandiose compensation, beliefs that they were “. . . Bruce
Lee . . . ” and drug-induced hallucinations: “medication stops me breath-
ing” but notwith a persistent ruminatorwhose central concernwas that he
wanted “. . . no medication . . . no section”. One patient worsened. He had
delusional beliefs about “. . . heaven . . . ” but initiallypresentedasmute and
severelyneglected (havingbeen inhospital for 5–6years after a relationship
break-up). He responded to gentle conversation about possible futures for
him, started talking, shaved and eventually started going out.However, at-
tempts to reform a relationshipwith his girlfriend, andmother of his child,
failed. He was caught for theft, became hostile on the ward and was re-
turned to the acute forensicward.Onepatientwhohadmade repeated seri-
ous suicide attempts unfortunately succeeded during the two-year period.

The experience of working with nursing staff and patients in this set-
ting was instructive. Patience, persistence and dealing with issues of
engagement were necessary. Attitudes changed slowly but when they
changed, becamevery supportive and facilitatedworkwithpatientswithin
an effective ward milieu. Joint interviews with nursing staff and patients
were useful at modelling new approaches. Training was initiated and
participated in by some. Risk assessment and management was facili-
tated as patients seemed more ready to disclose delusional beliefs and
command hallucinations. Safety considerations took priority but a gentle,
non-confrontational approach reduced hostility onmany occasions. Use of
medication reduced substantially as nurses successfully developed ways
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of analysing situations in terms of provoking factors and psychological
measures to deal with them, instead of just having the availability of “as
required” medication. Further exploration of the use of CBT in forensic
settings—medium and high secure units—is being planned.

Therapist time

How many therapists are needed? Or, more specifically, what number of
sessions of highly skilled therapist time is required for therapy, for training
and for support and supervision? Similarly, how much trained therapist
time is required for therapy, for training and for support and supervision?
Finally, how can a basic cognitive behaviour approach to patients by all
clinical staff be developed?

Most services develop incrementally, so that numbers of therapists needed
becomes apparent as time progresses. Essential to a development case is
an estimate of current numbers of patients being seen in each category and
time being used. Most research studies using fully trained skilled thera-
pists have provided 20 session courses, but for many patients continuing
contact after the initial course often seems clinically indicated although, for
some patients, 20 ismore than enough. Indeedwe have recently shown the
effectiveness of six sessions in producing demonstrable (though not neces-
sarily sufficient) improvement (Turkington et al., 2002). The number of
patients that any therapist can work with at one time will vary, but 15–17
sessions per week is probably the maximum. Supervision and training for
themselves and of others, with liaison, administration, travelling, etc., can
readily account for the remainder of the working week.

However, for many patients, weekly sessions are too much and a session
every two or four weeks is enough. Much of the work may also deal with
issues of depression, anxiety, self-esteem or psycho-education rather than
psychotic symptoms that can be exhausting work.

Groupwork

The value of groupwork is being established (see Chadwick et al., 2000).
This may be more economic and can mobilise therapeutic factors that are
notpresent in individualwork.However, it is by its nature less individually
focused and may not be as therapeutic. It is also acceptable to a limited
numberofpatients, andselection is oftenan issuewith thevarietyofpatient
needs that may be presented. Groups for patients hearing voices have
been published (Wykes, Parr & Landall, 1999) and are also used for those
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with paranoia (Chadwick, personal communication). Their relationship to
individual therapy needs further evaluation. Does the group obviate the
need for individual work in some patients, or does it enhance such work,
or shorten the time required? If so, can we predict the types of patients for
which this form of therapy is most suitable?

Hearing voices groups that are run by the users themselves, or are facili-
tated by staff, have been developed in many areas. They meet the needs of
many patients from their own testimony and support and encouragement
for them seems self-evidently a good thing. Unfortunately, the amount of
research evidence on their effects is still very limited and this may impede
their further spread and development. Some groups vary in their level of
membership and general level of activity, as can be expected from volun-
tary enterprises of this sort. Where users want support frommental health
staff, it would seem beneficial to give it, as we are unaware of any evidence
of harm (or adverse side effects).

Family work

The relevance of family work to the CBT of psychosis is commonly raised.
In most cases, working with the family is part of a care programme ap-
proach and is strongly conducive to patient recovery (see “Jane” above).
Work on expressed emotion is fully consistent with work on negative
symptoms—managing expectations and reducing the pressure patients
perceive. Rigidly working with patients to the exclusion of the family is
guaranteed to lead to undermining of the therapeutic relationship and
work being undertaken. It then seems logical to develop shared formu-
lations with family and patient. The time involved is perhaps less than
that described by proponents of family work (e.g. Barrowclough & Tarrier,
1992). Our brief intervention study (Turkington et al., 2002) offered
three sessions to the families. Integrated family and individualwork seems
most economic in our experience, but skills for workingwith families need
to be disseminated (as occurs in the Thorn courses).

Evidence for effectiveness of Thorn and CBT courses is referred to under
training (Devane et al., 1998). An often unspoken fear of managers is that
staff will be trained at their expense and leave for a better job elsewhere,
or expect to be regraded. This certainly happens but can, of course, benefit
servicesaswell asdisadvantage them.There is averyclear case for ensuring
that such training is incorporated into career plans for the individual and
servicedevelopmentplans for the organisation. There is toomuchevidence
that Thorn-trained staff have completed courses and their skills have then
been ignored, to thedetrimentofpatientswhohavenotbenefited fromtheir
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enhanced skills and the frustration of staff. Arranging for the allocation
of cases to be more appropriate for their skills would seem reasonable to
expect, but selecting caseloads ismoredifficultwherepressure to allocate is
intense. However, consideration of whether effectiveness of intervention
might reduce demands on services could influence this, although such
reduction in demands has not yet been directly demonstrated.

Assess and building local support

This can be done informally through local psychology departments, psy-
chiatrists, localmental health teams, inpatient nurses, user and carers, gen-
eral practitioners, and managers and commissioners of services. Training
agencies, such as the local Workforce Confederation in the NHS, will also
have a view.

If local support is not strong, it is more sensible to develop an educational
strategy focused on individual groups by, for example, organising visits
from speakers with expertise and experience in CBT of psychosis to local
educational forums, or running workshops. Change may occur incremen-
tally where there are examples of patients benefiting from contact with
clinicians using CBT, although this may mean that just one or two people
will develop such skills butdemonstrate thevalue toothers of gaining these
skills in the future. Obtaining places on CBT courses (especially those fo-
cusing on SMI), Thorn (or equivalent) and in-service workshops/lectures
can start the process moving with the development of individual CBT
nurse/psychologistposts focusedonpsychosis. There is alwaysadangerof
isolation in such posts, but local centres (e.g. Newcastle and Southampton
in the UK) can be a focus for peer support and supervision.

When local support is strong or growing, it is appropriate to develop a
full case of need. This involves assembling evidence, developing training
plans and negotiating costs with trainers and training funding bodies.

Evidence of effectiveness

The Cochrane Collaboration reviewed evidence in 1998 and their conclu-
sion then was that:

The results of well-conducted and reported ongoing trials are eagerly
awaited.Currently for thosewith schizophreniawilling to receiveCBT, access
to this treatment approach is associated with a substantially reduced risk of
relapse . . . [it is a] scarce commodity . . . how effective [is it] when . . . applied
by less experienced practitioners. ( Jones et al., 1998)
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Table 16.2 Randomised controlled trials of cognitive behavior therapy for
psychosis

Authors No. Comparison groups Outcome

Drury et al.
(1996)

40 Individual and
group CBT
compared to
structured
activities and
informal support.

Reduction in delusional
conviction: 9 month CT.
Fewer positive symptoms:
95% compared to 44%
reported no or only minor
positive symptoms on
PAS. Recovery time
reduced by 25–30%.

Lecompte, &
Pelc (1996)

64 CBT & treatment as
usual.

Length of admissions
dropped in first year from
53.3 to 30.2 days CBT; 48.9
to 43.4 days in control.

Kuipers et al.
(1997)

60 CBT vs. treatment
as usual.

BPRS fell by 25% compared
to no change in control at
9 and 18 months.

Kemp et al.
(1996)

47 “Compliance
therapy” vs.
non-specific
counselling: 4–6
sessions.

Significant improvements in
attitudes to medication
and insight. More effective
and no more expensive:
therefore, more
cost-effective at 6, 12 and
18 months (Healey et al.,
1998).

Tarrier et al.
(1998)

87 Coping strategy/
problem
solving/relapse
prevention vs.
control
supportive
therapy vs.
treatment as
usual.

Three months: significantly
more CBT patients
showed improvement of
50% or more in symptoms
(18 of 33; 4 of 36; 3 of 28).
Routine care—more
exacerbations and time in
hospital.

Sensky et al.
(2000)

90 CBT vs. befriending
(see text)

Significant differences in
positive and negative
symptoms at 18 months.

Table 16.1 summarises the studies that the Cochrane Collaboration re-
viewed, and twomore recent ones awaited by them. One further article by
authors involved in the original review has appeared to be of relevance,
assessing the contribution of these studies positively (Adams, Wilson &
Bagnall, 2000) and two further reviews appeared in theAmerican literature
(Dickerson, 2000; Rector & Beck, 2001).
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The studybySenskyandcolleagues (2000), inparticular, provides evidence
for effectiveness in patients whose symptoms have not fully responded
to conventional neuroleptic medication. This controlled study compared
a group of 90 patients, who received cognitive behaviour therapy, with a
similar group,who received a “befriending” control intervention. Thiswas
intended to control for time and included the general therapeutic support
that is available in any such intervention. Nurses trained in their delivery
with patients who were randomly allocated to them for either treatment
gave both interventions. Raters were independent and blind to treatment
allocation. The interventions were given over nine months and averaged
45minutes every twoweeks. At the end of therapy, both groups hadmade
impressive gains in positive and negative symptoms. The effects of CBT
remained present nine months after the end of therapy but receded in the
befriendinggroup such that statistically significantdifferences emerged for
both positive and negative symptoms. In the CBT group, 63% had made
more than 50% improvement in symptomatology compared to 39% of the
befriending group.

There have also been studies on cognitive remediation, which focuses on,
for example, concentration, attention and social skills development, but
these are reviewed elsewhere (Hodel & Brenner, 1998). Similarly an initial
studybyHogartyandcolleagues (1997)describing“personal therapy”—an
individual psychotherapeutic interventionwith some similarities toCBT—
has shown it to be effective with patients with schizophrenia living with
families, but not living alone. There is also published evidence of the
effectiveness of a brief six-session intervention which may be relevant to a
broader group of staff (Turkington et al., 2002).

The objection is sometimes raised that psychological treatments were
clearly demonstrated to be ineffective in schizophrenia in the early 1980s
in controlled trials such as that by Gunderson et al. (1984) but these were
using very different models of therapy from those espoused today and
described in this casebook.

Effectiveness of research in routine clinical practice

There are important effectiveness differences between research studies and
practice, although the CBT studies have tried to allow for these as far as
possible.

1. Selection of patients

Selection of patients for clinical trials is distorted by the essential need for
patients to consent to participate in such a trial with the extra time and
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trouble for patients involved of meeting raters, the “risk” to them of re-
ceiving an ineffective control treatment, and an aversion, in principle, of
involvement in research. It is probable that patients who aremore severely
ill are less likely to participate in studies, or to drop out of them, and so
their results may have limited application. In practice, the studies cited
below have been quite wide-ranging in their recruitment, and treatment
and follow-up has been assertively offered in patients’ homeswhere neces-
sary. Exclusion criteria can also have effects, e.g. patients with dual diag-
nosis, especially of substancemisuse, have been excluded from the studies
cited below although many of the patients were abusing cannabis or am-
phetamines to some degree. Pilot studies in this group using motivational
interviewing followedbyCBThave, however, been successfully completed
(Barrowclough et al., 2001).

2. Therapist quality

Training and supervision in research studies canbe expected to be of higher
quality and the therapists themselves are likely to have prior experience
andskills above thoseexpected inusualpractice.This inevitablyalsoaffects
how studies can be interpretedwhere staffwith less skill, time and commit-
ment are involved. The Insight into Schizophrenia study (Turkington et al.,
2002) has attempted to address this concern by developing a brief inter-
vention delivered by a range of nurses recruited directly from inpatient
and community services with a basic, two-week training.

3. Relevance of outcome measures

Finally the outcome measures used may not be as relevant, e.g. symptom
scores may not be as meaningful as social change or reductions in admis-
sion rates, and evidence on these is still quite limited.

Developing a training plan

Having assembled information on need, therapist time and supporting
evidence, an estimate can be made of the number of therapists required
from the information given above—i.e. How many sessions are required
immediately tomeet demand?; Howmany on a continuing basis for newly
presenting patients? In practice, however, developments take time, are
incremental, usually commence with a workshop or two, and some staff
are given the time and resources for training. However, it is useful to try
to plot, for planning purposes, the number of staff that require training
to advanced levels or need to be recruited with this level of training; the
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number that require it at a more basic level; and the number that would
benefit from a broad cognitive-behaviour training.

When such a plan is developed, theremay be an obvious route for funding,
again usually incrementally, but often there still needs to be consultation
with professional groups, management teams, service planning commit-
tees and funding bodies with a gradual process of refinement (and usually
reduction) of the proposals. A long-term strategy—over 3 to 5 years—can
allow for flexibility but enduring, collaborativepersistence, as inCBT itself,
has a good chance of producing good outcomes in the end.

CONCLUSIONS

ImplementationofCBT inpsychosis canmeanpushing against opendoors,
but even where this is the case, enlisting support and planning carefully
is least likely to waste resources—financial, personnel or time. Where the
door seems closed, even locked, itmay take time tofind thekey, but gradual
enlisting of support through information and examples of clinical success
can make progress even where resistance seems strongest. We have cer-
tainly found it to be worth the trouble, and hope you do too.
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