
BackgroundBackground Socialproblem-solvingSocialproblem-solving

therapymaybe relevant inthe treatmenttherapymaybe relevant in the treatment

of personalitydisorder, althoughof personalitydisorder, although

assessments of its effectiveness areassessments of its effectiveness are

uncommon.uncommon.

AimsAims To determine the effectiveness ofTo determine the effectiveness of

a problem-solving intervention for adultsa problem-solving intervention for adults

with personalitydisorder inthewith personalitydisorder inthe

communityunderconditions resemblingcommunityunder conditions resembling

routine clinicalpractice.routine clinicalpractice.

MethodMethod Participantswere randomlyParticipantswere randomly

allocated to brief psychoeducationplus16allocated to brief psychoeducationplus16

problem-solving group sessions (problem-solving group sessions (nn¼87) or87) or

towaiting-listcontrol (towaiting-listcontrol (nn=89).Primary=89).Primary

outcomewas comparison of scores ontheoutcomewas comparison of scores onthe

Social Problem Solving Inventory and theSocial Problem Solving Inventory and the

Social Functioning QuestionnaireSocial Functioning Questionnaire

between intervention and control arms atbetween intervention and control arms at

the conclusion oftreatment, on average atthe conclusion oftreatment, on average at

24 weeks after randomisation.24 weeks after randomisation.

ResultsResults In intention-to-treat analysis,In intention-to-treat analysis,

those allocated to intervention showedthose allocated to intervention showed

significantly better problem-solvingsignificantly better problem-solving skillsskills

((PP550.001), higheroverall social function-0.001), higheroverall social function-

ing (ing (PP¼0.031) and lower angerexpression0.031) and lower angerexpression

((PP¼0.039) comparedwith controls.No0.039) comparedwith controls.No

significantdifferenceswere foundonuseofsignificantdifferenceswere foundonuse of

services during the interventionperiod.services during the interventionperiod.

ConclusionsConclusions Problem-solvingplusProblem-solvingplus

psychoeducationhaspotential as apsychoeducationhas potential as a

preliminaryintervention for adultswithpreliminary intervention for adultswith

personalitydisorder.personalitydisorder.

Declaration of interestDeclaration of interest None.None.

Social problem-solving therapy aims toSocial problem-solving therapy aims to

improve social competence by teachingimprove social competence by teaching

how to discover solutions to problems inhow to discover solutions to problems in

living (D’Zurilla & Nezu, 1999). Socialliving (D’Zurilla & Nezu, 1999). Social

dysfunction is a major problem for peopledysfunction is a major problem for people

with personality disorder (Vaillant, 1987;with personality disorder (Vaillant, 1987;

Benjamin, 1993; SkodolBenjamin, 1993; Skodol et alet al, 2005), and, 2005), and

such therapy has potential to alleviate thissuch therapy has potential to alleviate this

aspect of the disorder. This approach offersaspect of the disorder. This approach offers

several advantages; it can be offered eitherseveral advantages; it can be offered either

as a brief intervention or as a preparationas a brief intervention or as a preparation

for more intensive work, and delivery infor more intensive work, and delivery in

groups allows relatively large numbersgroups allows relatively large numbers

access to treatment, which is important inaccess to treatment, which is important in

view of the high prevalence of personalityview of the high prevalence of personality

disorder. Although problem-solvingdisorder. Although problem-solving

interventions have been evaluated for self-interventions have been evaluated for self-

harm (Salkovskisharm (Salkovskis et alet al, 1990), outcome, 1990), outcome

studies of treatments for adults withstudies of treatments for adults with

personality disorder are uncommonpersonality disorder are uncommon

(McMurran(McMurran et alet al, 2001; Blum, 2001; Blum et alet al,,

2002). This trial (National Research Regis-2002). This trial (National Research Regis-

ter M0007108501) evaluates, in conditionster M0007108501) evaluates, in conditions

near routine practice, the effectivenessnear routine practice, the effectiveness

of a skills-based intervention augmentedof a skills-based intervention augmented

by brief psychoeducation in an attemptby brief psychoeducation in an attempt

to minimise attrition and promoteto minimise attrition and promote

engagement.engagement.

METHODMETHOD

Trial designTrial design

Problem-solving therapy concentrates onProblem-solving therapy concentrates on

counteracting impulsivity, defining pro-counteracting impulsivity, defining pro-

blems, generating solutions, encouragingblems, generating solutions, encouraging

consequential thinking and developingconsequential thinking and developing

means–end action planning (D’Zurilla &means–end action planning (D’Zurilla &

Nezu, 1999). The intervention studied hereNezu, 1999). The intervention studied here

is an extension of a particular problem-is an extension of a particular problem-

solving programme (Stop & Think!) thatsolving programme (Stop & Think!) that

has been shown to produce significanthas been shown to produce significant

improvements on self-assessed problem-improvements on self-assessed problem-

solving ability in a secure settingsolving ability in a secure setting

(McMurran(McMurran et al,et al, 1999, 2001). In this1999, 2001). In this

community setting where attritioncommunity setting where attrition

rates are considerable (Skodolrates are considerable (Skodol et alet al,,

1983; Gunderson1983; Gunderson et alet al, 1989), group, 1989), group

sessions were preceded by brief individualsessions were preceded by brief individual

psychoeducation (Banerjeepsychoeducation (Banerjee et alet al, 2006) to, 2006) to

inform patients about their diagnoses, toinform patients about their diagnoses, to

prioritise problems identified by the person-prioritise problems identified by the person-

ality assessment, to clarify links betweenality assessment, to clarify links between

diagnosis and social problem-solving diffi-diagnosis and social problem-solving diffi-

culties, and hence to highlight the relevanceculties, and hence to highlight the relevance

of the treatment to follow and encourageof the treatment to follow and encourage

engagement.engagement.

The study was a pilot, as it was the firstThe study was a pilot, as it was the first

time that this therapeutic combination hadtime that this therapeutic combination had

been tested for personality disorder in thebeen tested for personality disorder in the

community. The design was shaped by thecommunity. The design was shaped by the

practical clinical trial model (Hotopfpractical clinical trial model (Hotopf et alet al,,

1999) while conforming to as many of the1999) while conforming to as many of the

CONSORT (Consolidated Standards ofCONSORT (Consolidated Standards of

Reporting TrialsReporting Trials; Begg; Begg et alet al, 1996), 1996)

guidelines as possible.guidelines as possible.

The study was approved by regionalThe study was approved by regional

and local research ethics committees andand local research ethics committees and

conducted across five sites in the Eastconducted across five sites in the East

Midlands region of England, encompassingMidlands region of England, encompassing

four counties and a mix of urban and ruralfour counties and a mix of urban and rural

settings (total catchment area 11 937 kmsettings (total catchment area 11 937 km22;;

total population 2.41 million). Localtotal population 2.41 million). Local

services were asked to identify potentialservices were asked to identify potential

volunteers, who were then given writtenvolunteers, who were then given written

information about the trial. All volunteersinformation about the trial. All volunteers

were offered assessment unless there waswere offered assessment unless there was

previous indication that any of theprevious indication that any of the

inclusion criteria would not be met. Theinclusion criteria would not be met. The

inclusion criteria comprised: presence ofinclusion criteria comprised: presence of

at least one DSM–IV (American Psychiatricat least one DSM–IV (American Psychiatric

Association, 1994) personality disorder,Association, 1994) personality disorder,

absence of a major functional psychosis,absence of a major functional psychosis,

and age between 18 and 65 years. Literacyand age between 18 and 65 years. Literacy

and cognitive functioning sufficient to copeand cognitive functioning sufficient to cope

with assessment and allow engagement withwith assessment and allow engagement with

the intervention was established through dis-the intervention was established through dis-

cussion with the referrer before accepting acussion with the referrer before accepting a

nomination. There was no preferential selec-nomination. There was no preferential selec-

tion of individuals who appeared highlytion of individuals who appeared highly

motivated. All participants provided writ-motivated. All participants provided writ-

ten informed consent and received no pay-ten informed consent and received no pay-

ment for taking part, although travellingment for taking part, although travelling

expenses were reimbursed.expenses were reimbursed.

Diagnosis of DSM–IV personality dis-Diagnosis of DSM–IV personality dis-

order based on the interview version oforder based on the interview version of

the International Personality Disorder Ex-the International Personality Disorder Ex-

amination (IPDE; World Health Organiza-amination (IPDE; World Health Organiza-

tion, 1995). Interviews were carried outtion, 1995). Interviews were carried out

by one of six clinicians who were experi-by one of six clinicians who were experi-

enced in working with people with person-enced in working with people with person-

ality disorder and trained in the use of theality disorder and trained in the use of the

IPDE. Interrater reliability was checked byIPDE. Interrater reliability was checked by

one of the authors, who observed 16 ran-one of the authors, who observed 16 ran-

domly selected assessments and scoreddomly selected assessments and scored

responses independently. Demographicresponses independently. Demographic

and historical data were obtained fromand historical data were obtained from

reviews of participants’ records.reviews of participants’ records.
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RandomisationRandomisation

Randomisation was to one of two condi-Randomisation was to one of two condi-

tions: intervention, in which participantstions: intervention, in which participants

were offered problem-solving therapy pluswere offered problem-solving therapy plus

psychoeducation in addition to their usualpsychoeducation in addition to their usual

treatment; or waiting-list control, in whichtreatment; or waiting-list control, in which

participants received only their usual treat-participants received only their usual treat-

ment. Randomly permutated blocks basedment. Randomly permutated blocks based

on computer-generated random numberson computer-generated random numbers

were provided by an independent statisti-were provided by an independent statisti-

cian. Block size was not revealed to anycian. Block size was not revealed to any

research or clinical staff. Allocation codesresearch or clinical staff. Allocation codes

were pre-sealed into identical, sequentiallywere pre-sealed into identical, sequentially

numbered, opaque envelopes which werenumbered, opaque envelopes which were

opened in sequence by research staff withopened in sequence by research staff with

the person responsible for recruitment (thethe person responsible for recruitment (the

trial coordinator), masked to allocations.trial coordinator), masked to allocations.

A sealed summary of participants’ namesA sealed summary of participants’ names

and allocations was retained by an impar-and allocations was retained by an impar-

tial custodian until the end of the trial. Astial custodian until the end of the trial. As

an aid to recruitment, all those allocatedan aid to recruitment, all those allocated

to the control condition were offered theto the control condition were offered the

intervention directly after the correspond-intervention directly after the correspond-

ing intervention-arm therapy group hading intervention-arm therapy group had

concluded.concluded.

Delivery of the interventionDelivery of the intervention

Participants initially attended an individualParticipants initially attended an individual

psychoeducation programme, typicallypsychoeducation programme, typically

three 1-h sessions, where they learnedthree 1-h sessions, where they learned

about personality disorder and the natureabout personality disorder and the nature

of their own diagnosis as derived from theirof their own diagnosis as derived from their

IPDE assessment. This was followed by 16IPDE assessment. This was followed by 16

weekly group-based problem-solvingweekly group-based problem-solving

sessions, each lasting approximately 2 h.sessions, each lasting approximately 2 h.

Groups started with no more than eightGroups started with no more than eight

members, with men and women in separatemembers, with men and women in separate

groups. Depending on individual needgroups. Depending on individual need

and staff availability, additional supportand staff availability, additional support

sessions were available to some participantssessions were available to some participants

on request. These focused solely on pro-on request. These focused solely on pro-

gress with problem-solving steps, and weregress with problem-solving steps, and were

fortnightly or less frequent.fortnightly or less frequent.

At each site, and for each gender, inter-At each site, and for each gender, inter-

vention and waiting-list conditions werevention and waiting-list conditions were

managed as a pair. Each treatment groupmanaged as a pair. Each treatment group

was facilitated by two qualified mentalwas facilitated by two qualified mental

health professionals experienced in work-health professionals experienced in work-

ing with adults with personality disordering with adults with personality disorder

and seconded from their usual posts withinand seconded from their usual posts within

the participating National Health Servicethe participating National Health Service

(NHS) trusts. Of a total of 21 facilitators,(NHS) trusts. Of a total of 21 facilitators,

8 were psychologists and 11 were com-8 were psychologists and 11 were com-

munity psychiatric nurses. No facilitatormunity psychiatric nurses. No facilitator

had previous experience with Stop &had previous experience with Stop &

Think! and each attended a 2-day trainingThink! and each attended a 2-day training

course. Therapy adherence was checkedcourse. Therapy adherence was checked

by supervision and inspection of facilita-by supervision and inspection of facilita-

tors’ logs of group and individual sessions.tors’ logs of group and individual sessions.

Outcome measuresOutcome measures
Primary outcome measures were scores onPrimary outcome measures were scores on

two self-report instruments assessing socialtwo self-report instruments assessing social

problem-solving ability and overall socialproblem-solving ability and overall social

functioning. The Social Problem Solvingfunctioning. The Social Problem Solving

Inventory – RevisedInventory – Revised (SPSI–R; D’Zurilla(SPSI–R; D’Zurilla

et alet al,, 2002) has five sub-scales (Positive2002) has five sub-scales (Positive

Problem Orientation, Negative ProblemProblem Orientation, Negative Problem

Orientation, Rational Problem Solving,Orientation, Rational Problem Solving,

Impulsivity/Carelessness Style and Avoid-Impulsivity/Carelessness Style and Avoid-

ance Style) and also gives a total score inance Style) and also gives a total score in

the range 0 to 20, with higher values indi-the range 0 to 20, with higher values indi-

cating greater problem-solving ability. Thecating greater problem-solving ability. The

Social Functioning QuestionnaireSocial Functioning Questionnaire (SFQ;(SFQ;

TyrerTyrer et alet al, 2005) contains eight items relat-, 2005) contains eight items relat-

ing to difficulties completing tasks, finan-ing to difficulties completing tasks, finan-

cial problems, problems with closecial problems, problems with close

relationships and sex life, relations with re-relationships and sex life, relations with re-

latives, feelings of loneliness and isolation,latives, feelings of loneliness and isolation,

and enjoyment of spare time. Respondersand enjoyment of spare time. Responders

rate the extent to which they have experi-rate the extent to which they have experi-

enced problems in each area over the pastenced problems in each area over the past

2 weeks. Scores range from 0 to 24, higher2 weeks. Scores range from 0 to 24, higher

values indicating greater social dysfunction.values indicating greater social dysfunction.

Secondary outcome measures wereSecondary outcome measures were

scores on four additional self-report instru-scores on four additional self-report instru-

ments measuring anger, impulsiveness,ments measuring anger, impulsiveness,

shame and dissociation – the State–Traitshame and dissociation – the State–Trait

Anger Expression Inventory – 2Anger Expression Inventory – 2 (STAXI–2;(STAXI–2;

Spielberger, 1999), the Barratt Impulsive-Spielberger, 1999), the Barratt Impulsive-

ness Scaleness Scale (BIS; Patton(BIS; Patton et alet al, 1995), the Ex-, 1995), the Ex-

perience of Shame Scaleperience of Shame Scale (ESS; Andrews(ESS; Andrews etet

alal, 2002) and the Dissociative Experiences, 2002) and the Dissociative Experiences

ScaleScale (DES; Bernstein & Putnam, 1986).(DES; Bernstein & Putnam, 1986).

All these instruments have well-establishedAll these instruments have well-established

validity and reliability.validity and reliability.

Participants allocated to the inter-Participants allocated to the inter-

vention arm were asked to complete allvention arm were asked to complete all

six psychometric measures at baseline (i.e.six psychometric measures at baseline (i.e.

before commencing group work) and againbefore commencing group work) and again

at end point (defined as the time at whichat end point (defined as the time at which

each treatment group concluded). Elapsedeach treatment group concluded). Elapsed

time from baseline to end point varied astime from baseline to end point varied as

therapy groups did not always completetherapy groups did not always complete

their allocated quota of 16 sessions at thetheir allocated quota of 16 sessions at the

same time, and it was judged that assess-same time, and it was judged that assess-

ments should be made only after comple-ments should be made only after comple-

tion, not at a uniform time. Although thetion, not at a uniform time. Although the

mean period to end point was 24 weeks,mean period to end point was 24 weeks,

this ranged from 21 to 28 weeks, and in-this ranged from 21 to 28 weeks, and in-

cluded some groups that terminated earlycluded some groups that terminated early

or started late and were influenced by prac-or started late and were influenced by prac-

tical factors such as school and public holi-tical factors such as school and public holi-

days. Participants allocated to the controldays. Participants allocated to the control

arm were asked to complete the SPSI–Rarm were asked to complete the SPSI–R

and the SFQ measures immediately follow-and the SFQ measures immediately follow-

ing randomisation (baseline) and to com-ing randomisation (baseline) and to com-

plete all six measures as they reached theplete all six measures as they reached the

end of their time on the waiting list (endend of their time on the waiting list (end

point). Use of services was recorded forpoint). Use of services was recorded for

each participant, over the period duringeach participant, over the period during

which the intervention arm received treat-which the intervention arm received treat-

ment. Details of in-patient admissions, acci-ment. Details of in-patient admissions, acci-

dent and emergency department visits, anddent and emergency department visits, and

contacts with mental health staff werecontacts with mental health staff were

obtained by inspecting hospital recordsobtained by inspecting hospital records

and health service databases.and health service databases.

Calculation of sample sizeCalculation of sample size

Assuming equal numbers of participants inAssuming equal numbers of participants in

intervention and control arms, a totalintervention and control arms, a total

sample size of 128 was calculated for ansample size of 128 was calculated for an

effect size of 0.50, an alpha level of 0.05effect size of 0.50, an alpha level of 0.05

and a power of 0.80 (GPOWER Software;and a power of 0.80 (GPOWER Software;

Faul & Erdinger, 1992).Faul & Erdinger, 1992).

Statistical analysisStatistical analysis

Basic statistical analyses were performedBasic statistical analyses were performed

using the Statistical Package for the Socialusing the Statistical Package for the Social

Sciences software for Windows (versionSciences software for Windows (version

12.0). Analyses of covariance (ANCOVAs)12.0). Analyses of covariance (ANCOVAs)

and bootstrapping were conducted inand bootstrapping were conducted in

R 2.2.1 (R Development Core Team,R 2.2.1 (R Development Core Team,

2005). A significance criterion of2005). A significance criterion of PP550.050.05

and two-tailed tests were used throughout.and two-tailed tests were used throughout.

Categorical comparisons were made usingCategorical comparisons were made using

chi-square tests with Yates’s correction.chi-square tests with Yates’s correction.

The planned primary outcome analysesThe planned primary outcome analyses

were by intention-to-treatwere by intention-to-treat, i.e. analysed by, i.e. analysed by

randomisation arm irrespective of atten-randomisation arm irrespective of atten-

dance or treatment compliance. Missingdance or treatment compliance. Missing

end-point data were replaced using last-end-point data were replaced using last-

observation-carried-forward (LOCF) base-observation-carried-forward (LOCF) base-

line data on a case-by-case basis whereline data on a case-by-case basis where

available. No other method of imputationavailable. No other method of imputation

was deployed. Intervention and controlwas deployed. Intervention and control

arms’ end-point outcome measure scoresarms’ end-point outcome measure scores

were compared using ANCOVA with base-were compared using ANCOVA with base-

line values as the covariate. Where the re-line values as the covariate. Where the re-

gression of end point on baseline scoresgression of end point on baseline scores

was statistically significantly different bywas statistically significantly different by

group, we estimated a model incorporatinggroup, we estimated a model incorporating

separate slopes and report interactionseparate slopes and report interaction

significance as well as the main effect forsignificance as well as the main effect for

randomisation group. For secondaryrandomisation group. For secondary

psychometric measures, the two allocationpsychometric measures, the two allocation

conditions were compared at end pointconditions were compared at end point

using one-way analysis of variance,using one-way analysis of variance,

or Mann–Whitney tests where scoreor Mann–Whitney tests where score

distributions were clearly not Gaussian.distributions were clearly not Gaussian.

For measures of service use, compari-For measures of service use, compari-

sons were made in two ways: on observedsons were made in two ways: on observed

rates over the time period (from randomis-rates over the time period (from randomis-

ation to end point) over which the inter-ation to end point) over which the inter-

vention arm received treatment andvention arm received treatment and

changes in rates from baseline reportedchanges in rates from baseline reported

with bootstrapped 95% confidence inter-with bootstrapped 95% confidence inter-

vals; and by comparing mean survival timesvals; and by comparing mean survival times

until next episode, calculated usinguntil next episode, calculated using
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Kaplan–Meier survival analysis, forKaplan–Meier survival analysis, for

accident and emergency department visitsaccident and emergency department visits

and in-patient admissions.and in-patient admissions.

RESULTSRESULTS

Recruitment and allocationRecruitment and allocation

Referrals were sought between SeptemberReferrals were sought between September

2002 and March 2004. Of 464 individuals2002 and March 2004. Of 464 individuals

identified as potentially suitable, 126 (59identified as potentially suitable, 126 (59

men; 67 women) chose not to volunteer,men; 67 women) chose not to volunteer,

and 21 were screened out for reasons thatand 21 were screened out for reasons that

included evidence of functional psychosis,included evidence of functional psychosis,

not understanding that the interventionnot understanding that the intervention

involved group work, expectation thatinvolved group work, expectation that

groups would be run out of hours, and in-groups would be run out of hours, and in-

sufficient literacy or cognitive functioning.sufficient literacy or cognitive functioning.

Of the 317 who volunteered, 255 attendedOf the 317 who volunteered, 255 attended

for assessment, of whom 14 did not meetfor assessment, of whom 14 did not meet

the criteria for personality disorderthe criteria for personality disorder

(Fig. 1). Of the 241 volunteers (117 men;(Fig. 1). Of the 241 volunteers (117 men;

124 women) meeting the inclusion criteria,124 women) meeting the inclusion criteria,

176 entered the trial and were randomly176 entered the trial and were randomly

allocated to intervention (allocated to intervention (nn¼87) or to87) or to

waiting-list control (waiting-list control (nn¼89). Those89). Those

allocated to intervention were offered parti-allocated to intervention were offered parti-

cipation in one of the 13 treatment groupscipation in one of the 13 treatment groups

running between March 2003 andrunning between March 2003 and

December 2004. Rates of recruitment wereDecember 2004. Rates of recruitment were

not uniform between sites, however; innot uniform between sites, however; in

cases where slow recruitment was delayingcases where slow recruitment was delaying

the allocation process unreasonably, athe allocation process unreasonably, a

decision was made on ethical grounds todecision was made on ethical grounds to

offer the affected volunteers the inter-offer the affected volunteers the inter-

vention without further delay. A totalvention without further delay. A total

of 65 individuals were assigned to non-of 65 individuals were assigned to non-

randomised treatment for this reason; theirrandomised treatment for this reason; their

outcome is not reported here.outcome is not reported here.

Reliability of IPDE diagnosisReliability of IPDE diagnosis

Interviewer–observer agreement from 16Interviewer–observer agreement from 16

double-rated interviews was calculated ondouble-rated interviews was calculated on

33�3 tables; Cohen’s kappa ranged from3 tables; Cohen’s kappa ranged from

0.69 to 0.88 (mean 0.83, s.d.0.69 to 0.88 (mean 0.83, s.d.¼0.05). There0.05). There

was no disagreement in the assignment ofwas no disagreement in the assignment of

research diagnosis of personality disorderresearch diagnosis of personality disorder

in any of these cases.in any of these cases.

Result of allocationResult of allocation

The two allocation groups appeared well-The two allocation groups appeared well-

matched on baseline characteristics, Axismatched on baseline characteristics, Axis

II diagnosis and rates of contact with ser-II diagnosis and rates of contact with ser-

vices in the 6 months before entering thevices in the 6 months before entering the

trial (Table 1). However, those in the inter-trial (Table 1). However, those in the inter-

vention arm were significantly more likelyvention arm were significantly more likely

than the control group to have beenthan the control group to have been

admitted to hospital at some time in theiradmitted to hospital at some time in their

life (49.4%life (49.4% vv. 33.7%;. 33.7%; ww22
(1)(1)¼3.85,3.85,

PP¼0.049) but were not significantly more0.049) but were not significantly more

likely to have been admitted to psychiatriclikely to have been admitted to psychiatric

hospital in the previous 6 months (16.1%hospital in the previous 6 months (16.1%

vv. 7.9%;. 7.9%; ww22
(1)(1)¼2.10,2.10, PP¼0.147).0.147).

We attempted to define ‘treatment asWe attempted to define ‘treatment as

usual’ for those 89 individuals allocated asusual’ for those 89 individuals allocated as

controls, by examining their records whilecontrols, by examining their records while

they remained on the waiting list. Over thisthey remained on the waiting list. Over this

period, 42 (47%) had no recorded contactperiod, 42 (47%) had no recorded contact

with any mental health professional,with any mental health professional,

although 1 individual was supported by aalthough 1 individual was supported by a

probation officer. Of 47 who did have con-probation officer. Of 47 who did have con-

tact with mental health services, 32 visitedtact with mental health services, 32 visited

a psychiatrist, 25 received home-baseda psychiatrist, 25 received home-based

support from a community nurse, 3support from a community nurse, 3

attended a day hospital and 10 had at leastattended a day hospital and 10 had at least

2 sessions with a psychologist or substance2 sessions with a psychologist or substance

misuse therapist.misuse therapist.

Allocation concealmentAllocation concealment

In an attempt to test the degree to which theIn an attempt to test the degree to which the

trial coordinator had remained masked totrial coordinator had remained masked to

the allocation process, a randomly selectedthe allocation process, a randomly selected

list of 86 names was prepared just beforelist of 86 names was prepared just before

the end of the trial. The coordinator wasthe end of the trial. The coordinator was

asked to decide the randomisation of each.asked to decide the randomisation of each.

When checked against the list held by theWhen checked against the list held by the

impartial custodian, the allocation wasimpartial custodian, the allocation was

correct for 53.5% of cases, indicating thatcorrect for 53.5% of cases, indicating that

guessing allocation was no better thanguessing allocation was no better than

chance.chance.

Outcome on primaryOutcome on primary
outcome measuresoutcome measures

End-point means include LOCF substitu-End-point means include LOCF substitu-

tion, and the intention-to-treat analysistion, and the intention-to-treat analysis

required 20 SPSI–R and 16 SFQ baselinerequired 20 SPSI–R and 16 SFQ baseline

scores to substitute for missing end-pointscores to substitute for missing end-point

data. Table 2 shows the group parametersdata. Table 2 shows the group parameters

and tests of group differences. The numberand tests of group differences. The number

for the baseline is lower than that for thefor the baseline is lower than that for the

end point, as some participants did notend point, as some participants did not

complete the measures at baseline butcomplete the measures at baseline but

agreed to do so at end point. Theagreed to do so at end point. The

ANCOVA of SPSI–R data showed a statis-ANCOVA of SPSI–R data showed a statis-

tically significant difference in the regres-tically significant difference in the regres-

sion of end point scores on baseline scoression of end point scores on baseline scores

between the groups (slopes: interventionbetween the groups (slopes: intervention
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Fig. 1Fig. 1 Participant flow through the trial. Although suitable, 65 volunteers were not randomised becauseParticipant flow through the trial. Although suitable, 65 volunteers were not randomised because

of slow recruitment, leading to unethical delay in offering treatment. PD, personality disorder.of slow recruitment, leading to unethical delay in offering treatment. PD, personality disorder.
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¼0.61; control0.61; control¼0.93;0.93; PP¼0.02), indicating0.02), indicating

that those who scored lowest on thethat those who scored lowest on the

SPSI–RSPSI–R at baseline in the intervention groupat baseline in the intervention group

improved markedly more than those withimproved markedly more than those with

similar impairments in the control group,similar impairments in the control group,

and there was a highly significant simpleand there was a highly significant simple

effect of treatment as well (effect of treatment as well (tt¼4.4,4.4,

PP550.001). For SFQ scores, there was no0.001). For SFQ scores, there was no

significant difference in slopes between thesignificant difference in slopes between the

groups (groups (PP¼0.62), but there was again a0.62), but there was again a

significant simple effect of group (significant simple effect of group (tt¼1.06,1.06,

PP¼0.031). In summary, those allocated to0.031). In summary, those allocated to

the intervention condition had significantlythe intervention condition had significantly

better social problem-solving skills and sig-better social problem-solving skills and sig-

nificantly higher overall social functioningnificantly higher overall social functioning

at end point in comparison with those allo-at end point in comparison with those allo-

cated to the waiting-list control conditioncated to the waiting-list control condition

(Table 2).(Table 2).

Correlation between SFQ and SPSI–RCorrelation between SFQ and SPSI–R

scores was moderate and significantscores was moderate and significant

(Pearson’s(Pearson’s rr¼770.49,0.49, PP550.001) at baseline,0.001) at baseline,

and similar at end point. To explore for theand similar at end point. To explore for the

possibility that outcome was dependent onpossibility that outcome was dependent on

geographical site, the ANCOVA was re-geographical site, the ANCOVA was re-

peated with site as an additional fixedpeated with site as an additional fixed

factor (five categories). No significantfactor (five categories). No significant

group-by-site interaction was detected forgroup-by-site interaction was detected for

either SPSI–R scores (either SPSI–R scores (FF¼0.62,0.62, PP¼0.65) or0.65) or

SFQ scores (SFQ scores (FF¼0.88,0.88, PP¼0.48).0.48).

This analysis was repeated for eachThis analysis was repeated for each

SPSI–R sub-scale. Adjusted mean differ-SPSI–R sub-scale. Adjusted mean differ-

ences between intervention and controlences between intervention and control

conditions reached statistical significanceconditions reached statistical significance

((PP550.05) for all five scales. Effect size0.05) for all five scales. Effect size

ranged from +0.31 to +0.71.ranged from +0.31 to +0.71.

Outcome on secondaryOutcome on secondary
outcome measuresoutcome measures

Intention-to-treat comparisons on second-Intention-to-treat comparisons on second-

ary psychometric outcome measures alsoary psychometric outcome measures also

are given in Table 2. No significant differ-are given in Table 2. No significant differ-

ence was detected between interventionence was detected between intervention

and control arms on impulsiveness (BIS),and control arms on impulsiveness (BIS),

dissociation (DES) or shame (ESS) scores.dissociation (DES) or shame (ESS) scores.

One-way analysis of variance of data fromOne-way analysis of variance of data from

the STAXI–2 instrument indicated that thethe STAXI–2 instrument indicated that the

intervention arm scored significantly lowerintervention arm scored significantly lower

on overall anger expression (on overall anger expression (PP¼0.039) in0.039) in

comparison with the controls.comparison with the controls.

Outcome on service use measuresOutcome on service use measures

Rates of service use were calculated as theRates of service use were calculated as the

mean contacts per 30 days over the timemean contacts per 30 days over the time

period of interest. Compared with theperiod of interest. Compared with the

control group at end point, those in thecontrol group at end point, those in the

intervention arm had a greater mean rateintervention arm had a greater mean rate

of contact with a psychiatrist (0.17of contact with a psychiatrist (0.17 vv..

0.15 visits per month) but a lower mean0.15 visits per month) but a lower mean

rate of contact with other mental healthrate of contact with other mental health

staff (0.57staff (0.57 vv. 0.89 visits per month), with. 0.89 visits per month), with

all mental health staff (0.74all mental health staff (0.74 vv.1.04 visits.1.04 visits

per month), with accident and emergencyper month), with accident and emergency

departments for self-harm (0.03departments for self-harm (0.03 vv. 0.07 vis-. 0.07 vis-

its per month), with accident and emer-its per month), with accident and emer-

gency departments for any reason (0.09gency departments for any reason (0.09 vv..

0.13 visits per month), and for in-patient0.13 visits per month), and for in-patient

admissions (0.02admissions (0.02 vv. 0.13 visits per month).. 0.13 visits per month).

None of these differences was significant.None of these differences was significant.

Mean survival times until next episodeMean survival times until next episode

were not significantly different betweenwere not significantly different between

arms for visits to accident and emergencyarms for visits to accident and emergency

departments (log-rank statistic 0.80,departments (log-rank statistic 0.80,

PP¼0.37) or for in-patient0.37) or for in-patient admissions (log-admissions (log-

rank statistic 1.51,rank statistic 1.51, PP¼0.22).0.22).

Attendance and attritionAttendance and attrition

Of the 87 individuals randomised to interven-Of the 87 individuals randomised to interven-

tion, 11 (13%) never attended (Fig. 1). Alltion, 11 (13%) never attended (Fig. 1). All

but one of those who did attend completedbut one of those who did attend completed

the psychoeducation component. There werethe psychoeducation component. There were

42 (48%) completers who were still attend-42 (48%) completers who were still attend-

ing at the penultimate or final group session,ing at the penultimate or final group session,

and 33 (38%) non-completers who droppedand 33 (38%) non-completers who dropped

out of treatment before the penultimateout of treatment before the penultimate

310310

Table1Table1 Baseline characteristics and Axis II diagnoses of participantsBaseline characteristics and Axis II diagnoses of participants

Baseline characteristicBaseline characteristic InterventionIntervention

((nn=87)=87)

ControlControl

((nn=89)=89)

Age in years, mean (s.d.)Age in years, mean (s.d.) 36.2 (9.69)36.2 (9.69) 36.2 (9.31)36.2 (9.31)

MaleMale 42 (48%)42 (48%) 44 (49%)44 (49%)

Married or living with partnerMarried or living with partner 29 (33%)29 (33%) 21 (24%)21 (24%)

Education beyond secondary levelEducation beyond secondary level 16 (18%)16 (18%) 15 (17%)15 (17%)

Currently unemployedCurrently unemployed 69 (80%)69 (80%) 62 (70%)62 (70%)

Criminal conviction, everCriminal conviction, ever 28 (32%)28 (32%) 37 (42%)37 (42%)

Notes record information suggestingNotes record information suggesting11

Alcohol misuse, everAlcohol misuse, ever 29 (33%)29 (33%) 31 (35%)31 (35%)

Substance or drugmisuse, everSubstance or drugmisuse, ever 21 (24%)21 (24%) 24 (27%)24 (27%)

Self-harm, everSelf-harm, ever 69 (79%)69 (79%) 60 (67%)60 (67%)

Psychiatric hospital admission, everPsychiatric hospital admission, ever 43 (49%)43 (49%) 30 (34%)30 (34%)

Compulsory admission, everCompulsory admission, ever 12 (14%)12 (14%) 5 (6%)5 (6%)

Use of services in previous 6 monthsUse of services in previous 6 months

A&E visit (any reason), anyA&E visit (any reason), any 25 (29%)25 (29%) 24 (27%)24 (27%)

A&E visit (self-harm), anyA&E visit (self-harm), any 10 (12%)10 (12%) 15 (17%)15 (17%)

Psychiatric hospital admission, anyPsychiatric hospital admission, any 14 (16%)14 (16%) 7 (8%)7 (8%)

Psychiatrist, mean contacts/month (s.d.)Psychiatrist, mean contacts/month (s.d.) 0.21 (0.30)0.21 (0.30) 0.27 (0.44)0.27 (0.44)

Other mental health staff, mean contacts/month (s.d.)Other mental health staff, mean contacts/month (s.d.) 0.63 (1.09)0.63 (1.09) 0.83 (1.81)0.83 (1.81)

Axis II diagnosisAxis II diagnosis22

With one personality disorderWith one personality disorder 37 (43%)37 (43%) 38 (43%)38 (43%)

With personality disorder in one clusterWith personality disorder in one cluster 46 (53%)46 (53%) 43 (48%)43 (48%)

With personality disorder in two ormore clustersWith personality disorder in two ormore clusters 23 (26%)23 (26%) 27 (30%)27 (30%)

Recorded personality disorders (code)Recorded personality disorders (code)22

Paranoid (301.0)Paranoid (301.0) 7 (8%)7 (8%) 15 (17%)15 (17%)

Schizoid (301.20)Schizoid (301.20) 1 (1%)1 (1%) 1 (1%)1 (1%)

Schizotypal (301.22)Schizotypal (301.22) 00 1 (1%)1 (1%)

Antisocial (301.7)Antisocial (301.7) 13 (15%)13 (15%) 11 (12%)11 (12%)

Borderline (301.83)Borderline (301.83) 37 (43%)37 (43%) 32 (36%)32 (36%)

Histrionic (301.5)Histrionic (301.5) 2 (2%)2 (2%) 2 (2%)2 (2%)

Narcissistic (301.81)Narcissistic (301.81) 00 3 (3%)3 (3%)

Avoidant (301.82)Avoidant (301.82) 40 (46%)40 (46%) 31 (35%)31 (35%)

Dependent (301.6)Dependent (301.6) 3 (3%)3 (3%) 5 (6%)5 (6%)

Obsessive^compulsive (301.4)Obsessive^compulsive (301.4) 9 (10%)9 (10%) 16 (18%)16 (18%)

Not otherwise specified (301.9)Not otherwise specified (301.9) 18 (21%)18 (21%) 19 (21%)19 (21%)

A&E, accident and emergency department.A&E, accident and emergency department.
1. Case notes were available for 80 of the treatment group and 75 of the control group.1. Case notes were available for 80 of the treatment group and 75 of the control group.
2. Percentages calculated excluding personality disorders not otherwise specified; total number of diagnoses exceeds2. Percentages calculated excluding personality disorders not otherwise specified; total number of diagnoses exceeds
total number of individuals, because of comorbidity.total number of individuals, because of comorbidity.
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group session; the latter group comprised 18group session; the latter group comprised 18

(21%) who discontinued after fewer than five(21%) who discontinued after fewer than five

group sessions and 15 (17%) who attended atgroup sessions and 15 (17%) who attended at

least five sessions.least five sessions.

Regular attendance was encouraged,Regular attendance was encouraged,

although commitment to attend everyalthough commitment to attend every

group session was not an entry criterion.group session was not an entry criterion.

Participants knew that exclusion wouldParticipants knew that exclusion would

only occur on the third consecutive missedonly occur on the third consecutive missed

session, which implied a minimum accepta-session, which implied a minimum accepta-

ble attendance rate of 6 out of 16 groupble attendance rate of 6 out of 16 group

sessions. Mean number of sessions attendedsessions. Mean number of sessions attended

was 12.1 for the intervention overall andwas 12.1 for the intervention overall and

9.1 for group sessions alone. Of the inter-9.1 for group sessions alone. Of the inter-

vention group, 50% were still attending atvention group, 50% were still attending at

the 11th group session. We were unablethe 11th group session. We were unable

to follow up each individual who discontin-to follow up each individual who discontin-

ued early, but the feedback that was avail-ued early, but the feedback that was avail-

able suggested that some participantsable suggested that some participants

discontinued for negative reasons such asdiscontinued for negative reasons such as

not liking anything about the programmenot liking anything about the programme

((nn¼2) or feeling conflict with other group2) or feeling conflict with other group

members (members (nn¼3), some for positive reasons3), some for positive reasons

such as starting employment (such as starting employment (nn¼2),2),

commencing dynamic psychotherapycommencing dynamic psychotherapy

((nn¼5) or feeling they had gained as much5) or feeling they had gained as much

as they could from the programme; andas they could from the programme; and

some for neutral reasons such as movingsome for neutral reasons such as moving

to another area (to another area (nn¼3).3).

In an attempt to discern factors that mightIn an attempt to discern factors that might

predict attrition, we first calculated the totalpredict attrition, we first calculated the total

number of sessions available to each partici-number of sessions available to each partici-

pant, to allow for the fact that 5 of the 13pant, to allow for the fact that 5 of the 13

treatment groups did not run for the full 16treatment groups did not run for the full 16

weeks. We then compared those who at-weeks. We then compared those who at-

tended less than 50% of available sessionstended less than 50% of available sessions

((nn¼34) with those who attended at least34) with those who attended at least

50% of sessions (50% of sessions (nn¼53) on Axis II diagnosis,53) on Axis II diagnosis,

service use history, attendance at the initial as-service use history, attendance at the initial as-

sessment and baseline psychometric scores.sessment and baseline psychometric scores.

Members of the high-attrition subgroup wereMembers of the high-attrition subgroup were

more likely to have a forensic historymore likely to have a forensic history

((ww22
(1)(1)¼9.51;9.51; PP¼0.002), to have personality0.002), to have personality

disorder in more than one clusterdisorder in more than one cluster

((ww22
(1)(1)¼5.05;5.05; PP¼0.025), to have personality0.025), to have personality

disorder in cluster B (disorder in cluster B (ww22
(1)(1)¼3.88,3.88, PP¼0.049),0.049),

and to have greater impulsivity scores at base-and to have greater impulsivity scores at base-

line (line (tt=2.62;=2.62; PP¼0.011) than those attending0.011) than those attending

more than 50% of sessions. The poormore than 50% of sessions. The poor

attenders were also less likely to haveattenders were also less likely to have

attended the first IPDE assessmentattended the first IPDE assessment

appointment offered (appointment offered (ww22
(1)(1)¼3.70,3.70, PP¼0.054).0.054).

The two subgroups were not significantlyThe two subgroups were not significantly

different by site or distance travelled to thedifferent by site or distance travelled to the

group venue.group venue.

DISCUSSIONDISCUSSION

This study sought to assess effectiveness forThis study sought to assess effectiveness for

a relatively simple problem-solvinga relatively simple problem-solving

approach for those with personality dis-approach for those with personality dis-

order in a community setting. The designorder in a community setting. The design

focused on a pragmatic delivery of a servicefocused on a pragmatic delivery of a service

allowing the intervention to be evaluatedallowing the intervention to be evaluated

realistically with staff and facilities repre-realistically with staff and facilities repre-

sentative of local community settings, andsentative of local community settings, and

we recruited a sample who were, on aver-we recruited a sample who were, on aver-

age, quite disabled in terms of their baselineage, quite disabled in terms of their baseline

SFQ scores.SFQ scores.

We identified three important studyWe identified three important study

limitations. First, individuals assigned tolimitations. First, individuals assigned to

the waiting list were subsequently offeredthe waiting list were subsequently offered

the intervention, which effectively removedthe intervention, which effectively removed

the possibility of longer-term follow-upthe possibility of longer-term follow-up

comparisons. Second, outcome was basedcomparisons. Second, outcome was based

on measurements at just two time pointson measurements at just two time points

(baseline and end point), so it was hard to(baseline and end point), so it was hard to

detect biased scores that can arise whendetect biased scores that can arise when

participants complete questionnaires in aparticipants complete questionnaires in a

very optimistic or very pessimistic mood.very optimistic or very pessimistic mood.

Having an additional mid-treatment mea-Having an additional mid-treatment mea-

surement would have addressed trend oversurement would have addressed trend over

time and helped detect such anomalies.time and helped detect such anomalies.

Third, intention-to-treat analysis is likely toThird, intention-to-treat analysis is likely to

give a reduced estimate of treatment effectgive a reduced estimate of treatment effect

when adherence is rather low, as it is for thiswhen adherence is rather low, as it is for this

client group and was the case in this study.client group and was the case in this study.

Those assigned to the intervention con-Those assigned to the intervention con-

dition showed significant improvement indition showed significant improvement in

self-assessed social problem-solving ability,self-assessed social problem-solving ability,

in social functioning, and also in angerin social functioning, and also in anger

expression when compared with controls.expression when compared with controls.

Although the change in social functioningAlthough the change in social functioning

as measured by the SFQ appears small,as measured by the SFQ appears small,

the SFQ has been found to be a very stablethe SFQ has been found to be a very stable

measure and a mean change in one point ismeasure and a mean change in one point is

generally clinically as well as statisticallygenerally clinically as well as statistically

significant; in previous studies with a typesignificant; in previous studies with a type

of population similar to that studied here,of population similar to that studied here,

the total change has been only around onethe total change has been only around one

mean point (Tyrer & Simmonds, 2003).mean point (Tyrer & Simmonds, 2003).

That the other self-report measures showedThat the other self-report measures showed

no significant change with the interventionno significant change with the intervention

suggests that changes were specific for thesuggests that changes were specific for the

intervention and not just self-report bias.intervention and not just self-report bias.

No significant improvement was seenNo significant improvement was seen

when comparing measures of service usewhen comparing measures of service use

between intervention and control condi-between intervention and control condi-

tions, but this might reasonably be antici-tions, but this might reasonably be antici-

pated since such measures were made onlypated since such measures were made only

over the time of the intervention and notover the time of the intervention and not

beyond. Whether or not the interventionbeyond. Whether or not the intervention

can have an impact on behaviour over acan have an impact on behaviour over a

longer time requires further study.longer time requires further study.

Attrition can be considerable whenAttrition can be considerable when

treating this diagnostic group. In border-treating this diagnostic group. In border-

line personality disorder, for example,line personality disorder, for example,

GundersonGunderson et alet al (1989) described a drop-(1989) described a drop-

out rate of 60% at 6 months in one in-out rate of 60% at 6 months in one in-

patient trial, Skodolpatient trial, Skodol et alet al (1983) reported(1983) reported

a 40% discontinuance within 3 monthsa 40% discontinuance within 3 months

for out-patients, and Waldinger &for out-patients, and Waldinger &

Gunderson (1984) obtained a mean rateGunderson (1984) obtained a mean rate

of 47% at 6 months in a survey of privateof 47% at 6 months in a survey of private

psychotherapy practices. Specialist daypsychotherapy practices. Specialist day

hospitals tend to show lower rates (e.g.hospitals tend to show lower rates (e.g.

38%, Karterud38%, Karterud et alet al, 1992; 13%, Bateman, 1992; 13%, Bateman

&& Fonagy, 1999). The rates ofFonagy, 1999). The rates of

non-non-engagement and attrition for theengagement and attrition for the

current trial were expected to be high, ascurrent trial were expected to be high, as

initial screening was minimal and noinitial screening was minimal and no

attempt was made to exclude individualsattempt was made to exclude individuals

with a poor attendance record. Further-with a poor attendance record. Further-

more, most of the intervention was inmore, most of the intervention was in

groups for interests of economy, evengroups for interests of economy, even

though anecdotally some participants hadthough anecdotally some participants had

indicated a preference for individual treat-indicated a preference for individual treat-

ment. Our 48% overall completion ratement. Our 48% overall completion rate

appears reasonable in view of these circum-appears reasonable in view of these circum-

stances. Since rate of drop-out varies withstances. Since rate of drop-out varies with

the definition of attrition employed, wethe definition of attrition employed, we

followed Thormahlenfollowed Thormahlen et alet al (2003) and(2003) and

separated those assessed as suitable butseparated those assessed as suitable but

who did not engage (i.e. non-engagers)who did not engage (i.e. non-engagers)

from those who engaged but did not com-from those who engaged but did not com-

plete (i.e. non-completers), who again wereplete (i.e. non-completers), who again were

separated by whether they dropped outseparated by whether they dropped out

early or late. In our trial 13% were non-early or late. In our trial 13% were non-

engagers, 21% were early non-completersengagers, 21% were early non-completers

(attending fewer than 5 group sessions)(attending fewer than 5 group sessions)

and 17% were late non-completers.and 17% were late non-completers.

Furthermore, 50% were still attending atFurthermore, 50% were still attending at

the 11th group session, whereas somethe 11th group session, whereas some

American studies have suggested that 50%American studies have suggested that 50%

of psychotherapy out-patients terminateof psychotherapy out-patients terminate

their treatment by the 8th session (Garfield,their treatment by the 8th session (Garfield,

1986).1986).

Previous work has identified young agePrevious work has identified young age

(Smith(Smith et alet al, 1995) and pre-treatment hosti-, 1995) and pre-treatment hosti-

lity (Skodollity (Skodol et alet al, 1983; Gunderson, 1983; Gunderson et alet al,,

1989) as predicting non-completion of1989) as predicting non-completion of

dynamic psychotherapy for people withdynamic psychotherapy for people with

borderline personality disorder. We foundborderline personality disorder. We found

non-completion was predicted by forensicnon-completion was predicted by forensic

history, greater impulsivity and greaterhistory, greater impulsivity and greater

severity of personality disorder. We alsoseverity of personality disorder. We also

observed that those with avoidant per-observed that those with avoidant per-

sonality disorder were not particularly poorsonality disorder were not particularly poor

attenders; the combination of individualattenders; the combination of individual

(psychoeducation) and group (problem-(psychoeducation) and group (problem-

solving) work may be beneficial for suchsolving) work may be beneficial for such

clients.clients.

This trial is a considerable advance,This trial is a considerable advance,

since few existing studies evaluatesince few existing studies evaluate

problem-solving interventions for adultsproblem-solving interventions for adults

with personality disorder. However, it iswith personality disorder. However, it is

unlikely that any 20-week interventionunlikely that any 20-week intervention

would deliver a ‘cure’ for a condition that,would deliver a ‘cure’ for a condition that,

by definition, is very long-standing, and itby definition, is very long-standing, and it

would be unrealistic to expect significantwould be unrealistic to expect significant
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and enduring changes in personality orand enduring changes in personality or

behaviour in such a short time period.behaviour in such a short time period.

The more relevant and realistic question,The more relevant and realistic question,

in view of the lack of resources and trainedin view of the lack of resources and trained

personnel to deliver effective treatments topersonnel to deliver effective treatments to

a large group of disabled individuals, isa large group of disabled individuals, is

whether this or similar approaches can re-whether this or similar approaches can re-

duce distress associated with this disorder.duce distress associated with this disorder.

These results are a useful beginning,These results are a useful beginning,

although we acknowledge that it is a pilot.although we acknowledge that it is a pilot.

Further carefully constructed randomisedFurther carefully constructed randomised

controlled trials are now required tocontrolled trials are now required to

confirm these initial encouraging results.confirm these initial encouraging results.
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