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Background
People with psychotic disorders account for most acute admis-
sions to psychiatric wards. Psychological therapies are a treat-
ment adjunct to standard medication and nursing care, but the
evidence base for such therapies within in-patient settings is
unclear.

Aims
To conduct a systematic scoping review of the current evidence
base for psychological therapies for psychosis delivered within
acute in-patient settings (PROSPERO: CRD42015025623).

Method
All study designs, and therapymodels, were eligible for inclusion
in the review. We searched PubMed, PsycINFO, EThOS,
ProQuest, conference abstracts and trial registries.

Results
We found 65 studies that met criteria for inclusion in the review,
21 of which were randomised controlled trials (RCTs). The
majority of studies evaluated cognitive–behavioural interven-
tions. Quality was variable across all study types. The RCTs were
mostly small (n<25 in the treatment arm), and many had meth-
odological limitations including poorly described randomisation
methods, inadequate allocation concealment and non-masked

outcome assessments. We found studies used a wide range of
different outcomemeasures, and relatively few studies reported
affective symptoms or recovery-based outcomes. Many studies
described adaptations to treatment delivery within in-patient
settings, including increased frequency of sessions, briefer
interventions and use of single-session formats.

Conclusions
Based on these findings, there is a clear need to improve
methodological rigour within in-patient research. Interpretation
of the current evidence base is challenging given the wide range
of different therapies, outcomemeasures andmodels of delivery
described in the literature.

Declaration of interest
None.

Keywords
Cognitive–behavioural therapies; inpatient treatment; outcome
studies; psychosocial interventions; psychotic disorders; rando-
mised control trial.

Copyright and usage
© The Royal College of Psychiatrists 2018.

Psychiatric in-patient care is a scarce and expensive resource in
healthcare systems across the world. Admission to hospital is
usually a last resort for the most acutely unwell patients, and conse-
quently the majority of in-patients have a psychosis diagnosis.1

Patient satisfaction with the care they experience during an in-
patient admission is generally low.2,3 A common source of dissatis-
faction with acute in-patient care is the lack of access to psycho-
logical therapies, as an adjunct to medication.4 Good practice
guidelines for in-patient wards recommend access to evidence-
based psychological therapies.5 However, it is not clear what consti-
tutes an evidence-based in-patient psychological therapy.
International treatment guidelines for schizophrenia recommend
cognitive–behavioural therapy (CBT) for psychosis.6–8 However,
these recommendations are largely based on trials conducted in
community settings. At the time of writing the protocol for the cur-
rent review, no systematic reviews or meta-analyses focusing solely
on psychological interventions for psychosis within in-patient set-
tings had been either published or registered on the PROSPERO
database. The aim of the current paper was therefore intended
mainly as a ‘scoping’ review. This kind of review is used to find
out the potential size and scope of the available research literature,
and may include ongoing or planned research.9 Scoping reviews are
particularly relevant to areas of healthcare where it is not clear
whether the evidence exists to answer a more precise question,
such as the effectiveness of a particular therapy within a particular
setting. The aim of this review was therefore to explore and map
out the evidence base for psychological therapies for psychosis
within acute in-patient settings.

Method

A review protocol was written and registered in the public domain
before searching and data extraction began (PROSPERO
Registration: CRD42015025623). Five review questions were set in
advance:

(a) What is the current state of the evidence base for psychological
therapies for psychosis within acute psychiatric in-patient
settings?

(b) What study designs are used to evaluate psychological therapies
for psychosis within acute in-patient settings?

(c) How are psychological therapies for psychosis within acute psy-
chiatric in-patient settings evaluated, and what are considered
to be the key outcome measures?

(d) What healthcare professionals are involved in delivering psy-
chological therapies for psychosis, and in which roles (for
example sole therapist, group cofacilitator, clinical supervisor)?

(e) How are psychological therapies for psychosis adapted for use
within acute psychiatric in-patient settings?

We included only studies published in English, with no date restric-
tions on searches. Searches were initially run in September 2015,
and updated in December 2016. We planned to include a wide
range of different study types to address the main review question
pertaining to the current state of the evidence base. We anticipated
that there would be relatively few eligible randomised controlled
trials (RCTs), and the majority of studies would be small-scale,
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uncontrolled, non-randomised studies. Eligible studies therefore
included RCTs, uncontrolled studies, observational studies, case
studies, study protocols and qualitative studies. We searched for
studies on psychological therapies for psychotic symptoms within
acute psychiatric in-patient care (adult wards only).

We defined inclusion based on the care setting, rather than
solely the diagnosis of patients, on the basis that acute care is not
diagnosis-specific in most countries, and not all patients receiving
in-patient care may yet have an established diagnosis. We defined
acute psychiatric care as including triage/acute assessment wards,
general acute wards and psychiatric intensive care units. Non-acute
in-patient care settings were excluded (for example rehabilitation
wards, specialist units, residential therapy units). Non-in-patient
acute services were also excluded (for example day hospitals, crisis/
home treatment teams).

We included any psychological intervention/therapy aimed at
alleviating distress or impairment to functioning arising from
psychotic symptoms (such as voices, delusions) or aimed at emo-
tional difficulties commonly associated with psychotic symptoms
(such as anxiety, depression). This therefore excluded compliance
therapy, and any intervention focused primarily on improving
psychiatric ‘insight’. We included individual, family and group
therapies, delivered by any healthcare professional, of any length,
frequency or duration, but not purely staff-based interventions,
therapeutic community or milieu therapy. We included any therap-
ies started within the acute in-patient setting, whether or not the
therapies continued post-discharge.

We includedCBT-based psychological therapies, broadlydefined
as a talking therapy based on an underlying theoretical model of the
relationship between thoughts, emotions and behaviours. So-called
third-wave cognitive therapies including mindfulness, acceptance
and commitment therapy, meta-cognitive therapy, dialectical–
behavioural therapy and compassion-focused therapy were included
and classified as subtypes of CBT. Non-CBT-based therapies such as
psychodynamic therapy were also included. Cognitive-remediation
therapywas excludedon the basis that it is aimedprimarily at remedi-
ating cognitive deficits rather than emotional difficulties associated
with psychotic symptoms (likewise any intervention such as social
skills training that is focused primarily on the remediation of func-
tioning). Arts therapies including art, drama and movement
therapy were also excluded. Studies with any, or no control condi-
tions, were included. The search strategy and search terms for each
resource is available online in Supplementary Table 1 available at
https://doi.org/10.1192/bjp.2018.106.

Eligible studies were identified by the primary (P.J.) and second-
ary (K.H.) reviewer. In the first stage, P.J. independently screened all
titles and abstracts identified from searches to determine which met
the inclusion criteria. In the second stage, P.J. and K.H. both inde-
pendently screened full-text articles for inclusion or exclusion, with
discrepancies resolved by discussion. For included studies, we
linked multiple reports from the same study, so that each study
(rather than each report) was the unit of interest in the review.
A standard data-extraction template was used to record relevant
information from each included study. Data for each study were
extracted by either P.J. or K.H., with each reviewer cross-checking
each of the other reviewer’s forms to ensure consistency and accur-
acy of data extraction.

In keeping with the range of this ‘scoping’ review, the quality of
eligible studies was assessed using the Mixed Methods Appraisal
Tool (MMAT).10 The MMAT is designed to assess quantitative,
qualitative and mixed-methods studies using a single integrated
tool. The initial stage involved assessing each study according to
two standard screening questions (is there a clear research question,
and do the data collected address this question). Further assessment
with the MMAT was not feasible or appropriate for studies that

failed the screening questions, or which did not report any outcomes
(whether quantitative or qualitative). The second stage involved
assessment under one of five categories, depending on the type of
study, each with four assessment criteria. A summary score was cal-
culated by dividing the number of criteria definitely met (i.e. scored
as a ‘yes’) divided by four, and expressed as a percentage. Quality
scores therefore ranged from 0, 25, 50, 75 to 100%. We additionally
assessed the RCTs using the Cochrane Risk of Bias criteria.11

Results

As shown in Fig. 1, we identified 65 studies for inclusion in the review.
We used the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) guidelines in summarising the search
results (see Supplementary Table 2 for the PRISMA checklist).12

Fourteen of the 65 studies were linked to at least one other record
(for example Drury et al13 was published as three peer-reviewed
journal articles as well as a PhD thesis). In this case, where at least
one of the records was a peer-reviewed journal article, this was
taken as the ‘primary’ reference. In the case of RCTs, which often
published acute-phase and follow-up data in separate journal articles,
the paper that had been published first was designated as the primary
paper. However, the data extraction form was completed using all
relevant information across all linked studies. Overall, 58 out of the
65 studies had a peer-reviewed journal article designated as the
primary paper. Of the remaining studies, four were published solely
as book chapters, one was published as a PhD thesis and we could
not find any subsequent published journal articles14 and the remain-
ing two existed only as trial registry records – one of these had not yet
been published in a peer-reviewed journal because the trial was still
ongoing,15 and the other reported results on the trial registry
website but we could find no evidence of subsequent publication in
a peer-reviewed journal.16

Review question 1: current state of evidence base

Sixty-five studies were included in the review (see online
Supplementary Table 3). Overall, 40% of studies failed the initial
MMAT screening stage (26/65). Of the remaining 60% (n = 39)
which were assessed further, 21.5% (n = 14) were rated as high
quality, 20% (n = 13) were medium quality and 18.5% (n = 12)
were low quality. We broadly categorised therapies into CBT, and
non-CBT models, with subtypes of therapy noted where appropri-
ate. Overall, we found there were slightly more CBT studies (n =
35) than non-CBT therapies (n = 28). We took a broad definition
of therapy models, but even so were unable to categorise two
studies into a recognisable therapy model (Dichos therapy17 and
computer-facilitated therapy18).

Among the CBT studies, there was a noticeable increase in so-
called third-wave cognitive therapies in recent years, with 12
studies categorised as either mindfulness, compassion-focused, or
acceptance and commitment therapy. The majority of the non-
CBT studies were psychodynamic (n = 17). A clear difference
emerged between countries in their dominant therapy models.
For the UK studies, over 75% were CBT based (16/20). However,
the reverse was true for the USA studies, with 62% of studies
being non-CBT based (16/26). For other countries (which were pre-
dominantly European), CBT and non-CBT studies were more
evenly balanced (11 CBT and 8 non-CBT). The first CBT studies
did not emerge until the 1980s, but they represent the majority of
studies included in the review published since 2000.

In order to provide a broad overview of the main findings of the
studies in the review, relevant studies were identified according to
four criteria. These were (a) the stated aim of the study was
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described as evaluating efficacy/effectiveness; (b) the study reported
at least one outcome measure; (c) the study stated which was the
primary outcomemeasure, where multiple outcomes were reported;
and (d) the study passed MMAT screening stage. Twelve studies in
total met all these criteria and are summarised in Table 1, in chrono-
logical order.14,19–29 No exclusions were made based on study
quality, therefore the findings should be interpreted with appropri-
ate caution, and in the context of the associated MMAT quality
scores (see Supplementary Table 3).

Review question 2: types of study design (including
quality assessment)

As expected, a full range of study designs were included in the
review, from single case studies to large-scale RCTs. RCTS were
more likely to describe CBT, rather than non-CBT interventions
and the converse was true for non-RCTs. Service evaluation, case
series/studies and qualitative studies were more evenly matched
between CBT and non-CBT models. Quality assessment scores
were variable across different categories of study designs. For the
RCTs (n = 21), there was evidence of an improvement in quality

over time, as all studies published pre-2000 were rated as low–
medium quality (0–50%), but post-2000 included at least five
studies rated as high quality (75–100%). This probably reflects
improvements in trial reporting guidelines arising from the first
publication of the CONSORT statement in the 1990s,30 and its
subsequent adoption by most major journals.

In addition to the MMAT, we also assessed RCTs using the
Cochrane Risk of Bias (see online Supplementary Table 4). Overall,
the risk of bias was lower for attrition and reporting bias, with
most RCTs reporting <20% loss to follow-up at trial end-point, and
appropriately reporting prespecified trial outcomes. However, ran-
domisation methods, allocation concealment and masking were
causes for concern (Fig. 2). Only two of the RCTs clearly stated
using the ‘gold standard’ of an independent randomisation service
with randomly varying block sizes, with a large number of studies
not specifying the randomisation method at all (n = 10). A minority
of studies mentioned masking of outcome assessors, and masking of
the in-patient and/or community teams potentially involved in treat-
ment decisions. Size of trials was also a concern – out of the 19 RCTs
with published results, over half (n = 10) had fewer than 25 people in
the treatment arm. Finally, most of the RCTs used treatment as usual

Full-text articles excluded
(n = 192)

- Not interventional study
(n = 119)

- Not acute setting (n = 48)
- Not psychosis intervention

(n = 22)

- CRT, arts therapies or
compliance therapy (n = 3)
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Full-text articles
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(n = 294)

Additional records identified
through other sources

(n = 28) 

Records identified through
database searching
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(n = 9242)

Records after duplicates removed
(n = 9242)

Fig. 1 PRISMA flowchart.
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Table 1 Summary of main findings (efficacy studies with primary outcomes only)

Author (year), study design
and country Treatment type and participants, n Control condition(s) and participants, n Primary outcome measure Main findings

Bookhammer et al (1966)19

Non-RCT, USA
Rosen’s direct analysis, n = 14 TAU, n = 37 Binary outcome of improved/unimproved

as rated by treating clinician at 5-year
follow-up

No difference in rates of improvement between the
direct analysis and TAU groups

Serok and Zemet (1983)20

Non-RCT, Israel
Gestalt group therapy, n = 16 TAU, n = 15 Neuropsychological reality perception test Gestalt group showed evidence of improvement in

perception of self and others
Beutler (1984)21

RCT, USA
(1) Behavioural/task (BT), expressive experiential

(EE), process oriented (PO). Number of
participants in each group not stated (total
n = 176 including controls)

TAU Composite symptom measure (including
symptom checklist, nurse assessment
and group facilitator ratings)

Compared to TAU group: no change in BT group,
deterioration in EE group; improvement in PO group

Cholet (1984)14

RCT, USA
Humanistic-existential (HE) psychotherapy

n = 20
Equivalent time as in treatment condition

spent with college student, n = 20
Behavioural adjustment scale (staff rated) No difference between groups on mood, cooperation

or communication subscale but significant
improvement on social contact scale in HE group
compared with control

Cole and Greene (1988)22

Service evaluation, USA
Unstructured psychodynamic group

n = 20 (repeated measures design – all patients
did both groups)

Structured occupational therapy group,
n = 20 (repeated measures design –all
patients did both groups)

Patient self-report of which group they
preferred

Patients preferred the occupational therapy group to
the psychodynamic group

Bach and Hayes (2002)23

RCT, USA
Acceptance and commitment therapy (ACT), n = 40 Enhanced TAU, n = 40 Readmission to hospital at 4-month post-

discharge
Readmission to hospital was significantly lower in the

ACT group (20%) compared with the enhanced TAU
group (40%)

Hauff et al (2002)24

Non-RCT, Norway
Specialist therapy ward with individual

psychotherapy + psychodynamic milieu, n = 25
Standard care on acute ward, n = 71 Global mental health status at 7-year

follow-up
No difference between outcomes for patients treated

on the specialist therapy ward compared with the
standard care ward

Lewis et al (2002)25

RCT, UK
CBT, n = 101 Supportive counselling, n = 106

TAU, n = 102
Psychotic symptoms at 70-day follow-up All patients improved significantly over time, with a

trend to faster improvement in the CBT group
Startup et al (2004)26

RCT, UK
CBT, n = 47 TAU, n = 43 Psychotic symptoms at 12-month follow-

up
The CBT group showed significantly greater

improvement compared with the TAU group
Veltro et al (2006)27

Non-RCT, Italy
Group CBT as part of ward routine care, n = 352 Ward routine care before introduction of

CBT programme (pre–post design),
n = 150

Total readmissions up to 4-year follow-up The readmission rate was significantly lower in the 4
years following the introduction of CBT (24%)
compared with the year before its introduction
(38%)

Klingberg et al (2010)28

RCT, Germany
Cognitive behaviourally oriented service (CBOS) –

individual, group and family sessions, n = 84
Individual supportive treatment – individual

and group sessions based on practical
and non-directive emotional support,
n = 85

Mean time to relapse (defined by
deterioration on psychotic symptom
rating scale)

Mean time to relapse was significantly longer in the
CBOS group (168 days) compared with the control
group (157 days)

Moritz et al (2011)29

RCT, Germany
Meta-cognitive therapy (MCT), n = 24 Cogpak (computerised cognitive-

remediation therapy), n = 24
Delusions severity at end of treatment Significantly greater decline in delusion severity in the

MCT group compared with control group

RCT, randomised controlled trial; TAU, treatment as usual; CBT, cognitive–behavioural therapy.

Review
of

psychologicaltherapies
for

in-patients
w
ith

psychosis

493
https://doi.org/10.1192/bjp.2018.106 Published online by Cam

bridge U
niversity Press

https://doi.org/10.1192/bjp.2018.106


(TAU) (or ‘enhanced’ TAU in the Gaudiano and Gaudiano &
Herbert trials)15,31 as the control arm (n = 11), and therefore did
not control for non-specific therapy factors such as time and atten-
tion from a warm, empathic therapist. A minority of trials did use
an active control arm. One of the largest trials had a strong design
in this respect, and included both a supportive counselling and
TAU condition, with over 100 participants in each arm.25

Review question 3: evaluation and outcome measures

Most of the studies included in the review reported collecting some
kind of outcome measure (n = 48). We categorised the outcome
measures used into five main categories (psychotic symptoms,
affective symptoms, general/clinical functioning, recovery, and
readmission/relapse). The results are summarised in Table 2.
Where outcome measures were reported, these were usually
focused on assessing psychotic symptoms and/or general function-
ing. There were relatively few studies that reported assessing affect-
ive symptoms, such as depression or anxiety. Only 3 of the 65
studies used self-report recovery measures. Even though they were
not usually the primary outcome measure, many studies reported
readmission/relapse data. The timing of outcome assessments was
variable, and usually included a combination of different time
points (for example baseline, discharge and 6-month follow-up).
The assessment schedule was not specified in two studies. For the
remaining 46 studies, 32 reported data at baseline, 12 reported out-
comes session-by-session, 4 at mid-therapy and 26 at discharge/end
of therapy. Twenty-one studies reported follow-up data beyond the
end of therapy. The longest follow-up point was 6 months or less for
10 studies, and longer than 6 months for the remaining 11 studies.

Review question 4: delivery of therapies

The most common mode of delivery was group therapy (n = 27),
followed by individual therapy (n = 19). There was a notable differ-
ence in the types of trial design between group and individual treat-
ment modalities. The majority of the studies describing individual
therapies were RCTs (12/19), compared with 3 of 27 of the group
therapy studies.

As anticipated, a variety of staff groups were involved with deli-
vering psychological therapies within in-patient settings, including
psychologists, psychiatrists, nurses, occupational therapists, social
workers, family therapists, CBT therapists and clinical trainees

from different disciplines. It was notable, however, that almost a
third of the studies included in the review failed to specify the pro-
fessional group delivering the intervention. This limits the interpret-
ation and replicability of such studies. The primary, or sole,
therapist was described as a clinical psychologist in the majority
of studies where the profession was specified (n = 14).

Training, supervision and checks on treatment fidelity were
generally poorly described or entirely absent. Over 50% of studies
included in the review gave no details about training and supervi-
sion of therapists. For the 21 RCTs in the review, only a third of
studies (n = 7) clearly reported that the staff delivering the interven-
tion were both trained and supervised. An additional third reported
either staff training or supervision, but not both. The final third gave
no details on either. The majority of RCTs gave no details on check-
ing treatment fidelity. Only eight studies reported fidelity checks –
this was usually done by an independent rater reviewing a sample
of audiotapes of therapy sessions (n = 6), but the use of direct obser-
vation (n = 1) and videotapes (n = 1) was also reported.

Review question 5: adaptations to facilitate delivery
within acute settings

After an initial review of the included studies, we identified and
categorised studies according to five main adaptations. These
were (a) increased frequency of sessions (≥2 sessions a week),
(b) briefer interventions (≤5 sessions), (c) shorter sessions (<50
min standard length of sessions), (d) use of single-session format
(i.e. each session is stand-alone, although therapy may include
more than one session) and (e) continuing therapy post-discharge.

Themost common adaptation was an increased frequency of ses-
sions. An increased frequency of sessions sometimes reflected an
attempt to deliver a larger number of sessions within a shorter
period of time to fit the typical length of an in-patient admission.
Other studies aimed to deliver a smaller number of sessions, but
still had an increased frequency of sessions to fit in with short
lengths of admissions.23,31 Only a quarter of studies reported
briefer interventions (15/65), with five or fewer planned sessions.
This is perhaps surprising given concerns that acute admissions are
short, and so there is limited time to provide psychological therapies.
However, the number of planned sessions, or the average number of
sessions delivered per patient, was often not stated and we were
unable to extract this information for many studies. We found that

Random sequence allocation (selection bias)

Allocation concealment (selection bias)

Masking of participants and personnel (performance bias)

Masking of outcome assessment (detection bias)

Incomplete outcome data (attrition bias)

Selective reporting (reporting bias)

Other bias

Low risk of bias Unclear risk of bias High risk of bias

0% 25% 50% 75% 100%

Fig. 2 Risk of bias summary for randomised controlled trials presented as percentages across included studies (n = 19).
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the use of the standard therapy ‘hour’ (i.e. around 50 min) was in fact
the most commonly reported length of session (41/65).

Over a third of studies reported using a single-session format
(24/65). This may be particularly helpful in settings when length
of admission is unpredictable, and discharges may occur unexpect-
edly in the middle of treatment. Single-session formats may be par-
ticularly useful in groups, in meeting the needs of people who may
attend only one session, but also in allowing people to flexibly ‘drop
in’ over the course of an admission. In relation to group interven-
tions, the use of single-session formats is of course closely linked
to whether the group is open (people can join and leave at any
session) or closed (people can join only at the beginning and are
encouraged to stay for the full course). We found that open
groups were the most common format reported (n = 17), with
only two studies explicitly reporting a closed group format.32,33 It
was not always clear whether group formats were open or closed.
There was some reference to continuing therapy post-discharge in
13 studies. This was sometimes to allow people to complete a set
number of sessions, for a group34 or individual intervention.23

Some studies offered booster sessions post-discharge, but take-up
of these was generally low.25,35

Discussion

We conducted a systematic scoping review of psychological therap-
ies for psychosis within acute in-patient settings. We found that
there were a broad range of therapies in the published literature,
delivered in many different ways, by different groups of profes-
sionals, and evaluated using a wide range of approaches. This

makes a coherent synthesis of current evidence challenging.
Quality was varied across different study types and over time, but
we found significant methodological weaknesses in many studies,
including in RCTs. Such a high degree of heterogeneity surely pro-
vides a challenge to any quantitative synthesis of findings by means
of a meta-analysis. Reporting of diagnosis or symptom profile is also
inconsistent in the literature – and indeed, in practice often there is
no clear diagnosis for in-patients. For this reason the present review
took the pragmatic step of selecting studies on the basis of setting
(acute in-patient) and type of psychological therapy (such as CBT
for psychosis). We would recommend that all future in-patient
research on psychological therapy for psychosis reports diagnostic
information on participants where available, in addition to
symptom profiles using established assessment tools.

Evaluating therapies within in-patient settings is undoubtedly
challenging. It is not possible, or indeed ethical, to control or keep
constant all other elements of treatment each person is receiving,
such as medication, nursing care or occupational therapy.
Attributing change, whether it be improvement or deterioration,
to any single component of treatment is therefore not normally pos-
sible. There is also the problem of accounting for ‘natural’ recovery
after a mental health crisis. The added value of any psychological
intervention should therefore always be carefully assessed.

Outcome assessment

The present study focused on patient outcomes – as opposed for
example to change in ward milieu or in staff well-being. Direct
patient outcomes can relate to well-being during admission (for
example psychotic symptoms, length of admission), or after (such

Table 2 Summary of outcomemeasures for those studies reporting any kind of outcome (n = 48 studies including 21 randomised controlled trials (RCT))

DOMAIN (number of studies including each scale in parentheses)a
Included (number that are RCTs

in parentheses), n

Yes No

Psychotic symptoms 21 (16) 27 (5)
Unpublished scales (n = 4)
Positive and Negative Syndrome Scale (n = 7)
Psychotic Symptom Rating Scales (n = 5)
Brief Psychiatric Rating Scale (n = 5)
Psychiatric Assessment Scale (n = 2)
Scale for the Assessment of Positive Symptoms/Scale for the Assessment of Negative Symptoms (n = 2)
Structured Auditory Hallucinations Interview (n = 1)

Affective symptoms 7 (2) 41 (19)
Unpublished Scales (n = 3)
Beck Anxiety Inventory/Beck Depression Inventory (n = 2)
Hospital and Anxiety Depression Scale (n = 1)
Depression, Anxiety & Stress Scales (n = 1)
Hamilton Depression Inventory (n = 1)

General/clinical functioning 14 (7) 34 (14)
Global Assessment of Functioning (n = 3)
Health Sickness Rating Scale (n = 1)
Global Assessment Scale (n = 3)
Activities of Daily Living (n = 1)
Clinical Outcomes in Routine Evaluation (34 or 10 item) (n = 2)
Clinical Global Impression Scale (n = 1)
Social Functioning Scale (n = 3)
Nurses’ Observation Scale for Inpatient Evaluation (n = 1)
Outcome Questionnaire-45 (n = 1)

Recovery 3 (1) 45 (20)
Self-rating of goals (n = 1)
Mental Health Confidence Scale (n = 2)
Questionnaire about the Process of Recovery (n = 1)

Readmission/relapse
Readmission 13 (10) 35 (11)
Relapse (defined other than just readmission for example exacerbation in symptoms) 6 (4) 42(17)

a. Some studies included more than one scale within the same domain.
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as subsequent relapse or readmission rates), or both. The studies
reviewed included a wide range of primary and secondary outcomes
and assessment tools, making it difficult to draw conclusions. The
field may therefore benefit from the development of an agreed stan-
dardised set of outcomes, known as ‘core outcome sets’ (COSs).
A COS can be used as the minimum to be reported for any study
or trial and makes it easier to combine and compare the results of
studies, over time and from different countries. The urgent need
for a COS in psychosis can be no better demonstrated than by the
findings of a recent review of schizophrenia intervention trials
(both drug and psychological therapy trials) that found 2194 differ-
ent scales were used to measure outcomes, with every fifth study
introducing a new rating instrument.36 We would encourage devel-
opment of COSs for in-patient research that address core outcomes
both during and post-admission.

Therapy delivery

Only 3 of 27 evaluations of group therapies used an RCT design,
which may reflect methodological challenges in evaluating in-
patient groups – in-patient group therapies are normally open to
everyone on a ward, for ethical and practical reasons, and there is
also increased risk of treatment ‘contamination’ between conditions
on in-patient wards where patients are in close proximity. One
potential solution is to use a cluster randomised design, where indi-
vidual wards are randomised to a particular intervention, rather
than individual patients, although there are often important differ-
ences between wards (for example catchment area, therapeutic
milieu) and larger sample sizes are needed, which is often a
barrier to conducting this kind of study in routine clinical practice.37

Adapting therapy protocols for in-patient settings

The majority of studies reported having adapted psychological
therapy for delivery within in-patient settings. Commonly this
meant offering traditional numbers of sessions but more frequently,
or offering fewer sessions or developing a single-session format. We
would recommend that future research describe more clearly the
process of adapting therapies and protocols: for example, giving a
clear rationale for the need to adapt a therapy; a clear rationale
for the chosen adaptations; a clear statement about if and how the
adaptations were piloted (such as a small case series); being clear
about the degree of patient consultation and participation through-
out the process. Furthermore, future research might examine,
perhaps through mixed methods, the impact of the specific adapta-
tions made.

Strengths and limitations

As this review was planned as a scoping review, we designed the strat-
egy accordingly, and published our search strategy and review ques-
tions in advance on the PROSPERO database. A particular strength
of this review is that we searched for literature from a wide variety
of sources, including those not readily available (such as non-digitised
book chapters, unpublished PhD theses). However, work not pub-
lished in academic journals has not been subject to the same degree
of peer review or scrutiny, and therefore should be interpreted with
caution. We also attempted to search for studies underway as well
as completed, by searching trial registries for planned or ongoing
research, and by contacting experts in the field. However, despite
increasing calls for all trials to be pre-registered on a public registry,
compliance is still variable. Therefore, we cannot exclude the possibil-
ity that there is work underway that we would not have found from
registry searches. There were some challenges in defining acute
care for the purposes of this review, as care settings vary from
country to country, and over time within the same country. We

therefore adopted a liberal definition of acute care, and erred on
the side of being over-, rather than underinclusive. In circum-
stances where the care setting was unclear or did not easily fit
into standard categories of in-patient care, we focused on assessing
the eligibility of the intervention itself, and included interventions
that seemed feasible to deliver within an average 30-day admis-
sion. However, difficulties in defining key terms in the search strat-
egy may have led to relevant studies being excluded, or less
relevant studies being included in the final review.

Implications for practice

As this was a scoping review rather than a formal attempt to synthe-
sise efficacy data, we cannot draw any firm conclusions in terms of
what psychological interventions are most efficacious within acute
in-patient settings. However, from the efficacy studies summarised
in Table 1 there appears to be some promising evidence for the role
of CBT-based approaches in reducing psychotic symptoms and
reducing risk of relapse over the short-term. A systematic approach
is now clearly needed to develop the evidence base for in-patient
psychological interventions, and to progress from promising pilot
studies to larger, well-designed RCTs in line with guidelines for
developing complex interventions.38 The nature of in-patient care
has undoubtedly changed over the more than 60 years covered by
this review; for example, in UK settings, there has been a move
towards shorter acute admissions and an increasing proportion of
involuntary admissions.1 This not only poses new challenges for
in-patient therapies in terms of developing briefer interventions,
which can be effectively integrated within a larger care pathway,
including community and crisis services, but also highlights oppor-
tunities for acute care to be a time to engage patients in psycho-
logical therapies that may outlast the admission. Qualitative
research (including pre-trial assessment) also has a role to play,
for example in optimising use of interventions within RCTs and
in informing future choice of interventions.39 COSs are required
to establish common, minimum outcomes both during and post-
admission, and the process of adapting therapies for in-patient set-
tings needs greater methodological rigour and clarity.

Pamela Jacobsen, Clinical Psychologist and NIHR Research Fellow, Department of
Psychology, Institute of Psychiatry, Psychology and Neuroscience, King’s College
London, UK; Kathleen Hodkinson, Assistant Professor, Department of Psychology,
Webster Vienna Private University, Austria; Emmanuelle Peters, Reader of Clinical
Psychology, Department of Psychology, Institute of Psychiatry, Psychology and
Neuroscience, King’s College London and South London and Maudsley NHS Foundation
Trust, UK; Paul Chadwick, Professor of Clinical Psychology and DClinPsy Programme
Director, Department of Psychology, Institute of Psychiatry, Psychology and
Neuroscience, King’s College London, UK

Correspondence: Pamela Jacobsen, Department of Psychology (PO 77), Institute of
Psychiatry, Psychology & Neuroscience, King’s College London, London SE5 8AF, UK.
Email: pamela.jacobsen@kcl.ac.uk

First received 25 Jan 2018, final revision 19 Mar 2018, accepted 10 May 2018

Funding

This paper presents independent research funded by the National Institute for Health Research
(NIHR). P.J. is supported by a NIHR Doctoral Research Fellowship (DRF-2014-07-003). The views
expressed are those of the authors and not necessarily those of the NHS, the NIHR or the
Department of Health.

Supplementary material

Supplementary material is available online at https://doi.org/10.1192/bjp.2018.106.

References

1 NHS Benchmarking Network. Work Programme Report, 2016/17. NHS
Benchmarking Network, 2016.

Jacobsen et al

496
https://doi.org/10.1192/bjp.2018.106 Published online by Cambridge University Press

mailto:pamela.jacobsen@kcl.ac.uk
https://doi.org/10.1192/bjp.2018.106
https://doi.org/10.1192/bjp.2018.106
https://doi.org/10.1192/bjp.2018.106


2 Csipke E, Flach C, McCrone P, Rose D, Tilley J, Wykes T, et al. Inpatient care 50
years after the process of deinstitutionalisation. Soc Psych Psych Epid 2014;
49: 665–71.

3 Csipke E, Williams P, Rose D, Koeser L, McCrone P, Wykes T, et al. Following the
Francis report: investigating patient experience of mental health in-patient
care. Br J Psychiatry 2016; 209: 35–9.

4 Wood L, Alsawy S. Patient experiences of psychiatric inpatient care: a sys-
tematic review of qualitative evidence. J Psychiatr Intensive Care 2016; 12:
35–43.

5 Royal College of Psychiatrists. AIMS-AT: Accreditation for Inpatient Mental
Health Services – Standards for Assessment/Triage Services. Royal College of
Psychiatrists, 2014.

6 National Institute for Health and Care Excellence. Psychosis and Schizophrenia
in Adults: Prevention and Management. NICE, 2014.

7 Galletly C, Castle D, Dark F, Humberstone V, Jablensky A, Killackey E, et al. Royal
Australian and New Zealand College of Psychiatrists clinical practice guidelines
for the management of schizophrenia and related disorders. Aust N Z J
Psychiatry 2016; 50: 410–72.

8 Dixon LB, Dickerson F, Bellack AS, Bennett M, Dickinson D, Goldberg RW, et al.
The 2009 schizophrenia PORT psychosocial treatment recommendations and
summary statements. Schizophr Bull 2010; 36: 48–70.

9 Grant MJ, Booth A. A typology of reviews: an analysis of 14 review types and
associated methodologies. Health Info Libr J 2009; 26: 91–108.

10 Pluye P. Critical appraisal tools for assessing the methodological quality of
qualitative, quantitative and mixed methods studies included in systematic
mixed studies reviews. J Eval Clin Pract 2013; 19: 722.

11 Higgins JPT, Altman DG, Gøtzsche PC, Jüni P, Moher D, Oxman AD, et al. The
Cochrane Collaboration’s tool for assessing risk of bias in randomised trials.
BMJ 2011; 343: d5928.

12 Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting items for sys-
tematic reviews and meta-analyses: the PRISMA statement. BMJ 2009; 339:
b2535.

13 Drury V, Birchwood M, Cochrane R, MacMillan F. Cognitive therapy and
recovery from acute psychosis: a controlled trial: II. Impact on recovery time.
Br J Psychiatry 1996; 169: 602–7.

14 Cholet ME. Outcome of humanistic-existential therapy on inpatient and hos-
pital discharged schizophrenics. Diss Abstr Int 1984; 44: 2889–90.

15 Gaudiano BA. Researching the Effectiveness of Acceptance-Based Coping
During Hospitalization (REACH). Clinical Trials Registry, 2015 (https://clinical-
trials.gov/ct2/show/NCT02336581?term=gaudiano&rank=2).

16 Boden MT. Acceptance and Commitment Therapy for the Inpatient Treatment
of Psychosis (ACT-IP). Clinical Trials Registry, 2013 (https://clinicaltrials.gov/
ct2/show/NCT01981356?term=ACT-IP&rank=1).

17 Aviera A. “Dichos” therapy group: a therapeutic use of Spanish language pro-
verbs with hospitalized Spanish-speaking psychiatric patients. Cultur Divers
Ment Health 1996; 2: 73–87.

18 Ahmed M, Bayog F, Boisvert CM. Computer-facilitated therapy for inpatients
with schizophrenia. Psychiatr Serv 1997; 48: 1334–5.

19 Bookhammer RS, Meyers RW, Schober CC, Piotrowski ZA. A Five-year clinical
follow-up study of schizophrenics treated by rosen’s “direct analysis” com-
pared with controls. Am J Psychiatry 1966; 123: 602–4.

20 Serok S, Zemet RM. An experiment of Gestalt group therapy with hospitalized
schizophrenics. Psychotherapy Theory Res Pract 1983; 20: 417–24.

21 Beutler LE. Comparative effects of group psychotherapies in a short-term
inpatient setting. Psychiatry 1984; 47: 66.

22 Cole MB, Greene LR. A preference for activity: a comparative study of psy-
chotherapy groups vs. occupational therapy groups for psychotic and border-
line inpatients. Occup Ther Ment Health 1988; 8: 53–67.

23 Bach P, Hayes SC. The use of acceptance and commitment therapy to prevent
the rehospitalization of psychotic patients: a randomized controlled trial.
J Consult Clin Psych 2002; 70: 1129–39.

24 Hauff E, Varvin S, Laake P, Melle I, Vaglum P, Friis S. Inpatient psychotherapy
compared with usual care for patients who have schizophrenic psychoses.
Psychiatr Serv 2002; 53: 471–3.

25 Lewis S, Tarrier N, Haddock G, Bentall R, Kinderman P, Kingdon D, et al.
Randomised controlled trial of cognitive-behavioural therapy in early schizo-
phrenia: acute-phase outcomes. Br J Psychiatry 2002; 181: S91–7.

26 Startup M, Jackson M, Bendix S. North Wales randomized controlled trial of
cognitive behaviour therapy for acute schizophrenia spectrum disorders:
Outcomes at 6 and 12 months. Psychol Med 2004; 34: 413–22.

27 Veltro F, Falloon I, Vendittelli N, Oricchio I, Scinto A, Gigantesco A, et al.
Effectiveness of cognitive-behavioural group therapy for inpatients. Clin Pract
Epidemiol Ment Health 2006; 2: 16.

28 Klingberg S, Wittorf A, Fischer A, Jakob-Deters K, Buchkremer G, Wiedemann G.
Evaluation of a cognitive behaviourally oriented service for relapse prevention
in schizophrenia. Acta Psychiat Scand 2010; 121: 340–50.

29 Moritz S, Veckenstedt R, Randjbar S, Vitzthum F, Woodward TS. Antipsychotic
treatment beyond antipsychotics: metacognitive intervention for schizophre-
nia patients improves delusional symptoms. Psychol Med 2011; 41: 1823–32.

30 Begg C, Cho M, Eastwood S, Horton R, Moher D, Olkin I, et al. Improving the
quality of reporting of randomized controlled trials. The CONSORT statement.
JAMA 1996; 276; 637–9.

31 Gaudiano BA, Herbert JD. Acute treatment of inpatients with psychotic symp-
toms using Acceptance and Commitment Therapy: pilot results. Behav Res
Ther 2006; 44: 415–37.

32 Cooper P. Using writing as therapy: finding identity. Br J Occup Ther 2014; 77:
619–22.

33 Owen M, Sellwood W, Kan S, Murray J, Sarsam M. Group CBT for psychosis: a
longitudinal, controlled trial with in-patients. Behav Res Ther 2015; 65: 76–85.

34 Bechdolf A, Knost B, Kuntermann C, Schiller S, Klosterkötter J, Hambrecht M,
et al. A randomized comparison of group cognitive-behavioural therapy and
group psychoeducation in patients with schizophrenia. Acta Psychiatr Scand
2004; 110: 21–8.

35 Haddock G, Tarrier N, Morrison A, Hopkins R, Drake R, Lewis S. A pilot study
evaluating the effectiveness of individual inpatient cognitive-behavioural
therapy in early psychosis. Soc Psych Psych Epid 1999; 34: 254–8.

36 Miyar J, Adams CE. Content and quality of 10000 controlled trials in schizo-
phrenia over 60 years. Schizophr Bull 2013; 39: 226–9.

37 Torgerson DJ. Contamination in trials: is cluster randomisation the answer?
BMJ 2001; 322: 355–7.

38 Medical Research Council. Developing and Evaluating Complex Interventions:
New Guidance. MRC, 2006 (https://mrc.ukri.org/documents/pdf/complex-
interventions-guidance/).

39 O’Cathain A, Thomas KJ, Drabble SJ, Rudolph A, Hewison J. What can qualitative
research do for randomised controlled trials? A systematic mapping review.
BMJ Open 2013; 3; pii:e002889.

Review of psychological therapies for in-patients with psychosis

497
https://doi.org/10.1192/bjp.2018.106 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.2018.106

	A systematic scoping review of psychological therapies for psychosis within acute psychiatric in-patient settings
	Method
	Results
	Review question 1: current state of evidence base
	Review question 2: types of study design (including quality assessment)
	Review question 3: evaluation and outcome measures
	Review question 4: delivery of therapies
	Review question 5: adaptations to facilitate delivery within acute settings

	Discussion
	Outcome assessment
	Therapy delivery
	Adapting therapy protocols for in-patient settings
	Strengths and limitations
	Implications for practice

	Funding
	Supplementary material
	References


