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Abstract

Scope: This thesis reviews and extends on research demonstrating that the
combination of psychotic and substance use disorder presents treatment services and
providers with a unique set of complexities. Treatment challenges in relation to
engagement, alliance and retention are explored. A critical review of the relevant
literature as well as manuscript prepared describing the study arising from this review

IS provided.

Purpose: The purpose of the current study is to better understand the experience of
the treating psychologist when working with individuals with co-existing substance

use and psychosis, with the aim of improving future therapeutic relationships.

Methodology: The study employed a qualitative methodology with an Interpretative
Phenomenological Approach (IPA). We recruited psychologists working on an
ongoing research trial, the Healthy Lifestyles Program (HLP), and conducted an in-
depth qualitative analysis of their attitudes and impression of delivering face-to-face
and telephone-based treatment to people with psychosis and nicotine dependence.
Results: Six psychologists were involved in the study, describing their experience of
providing the HLP treatment to this population. Several themes emerged and
according to IPA were categorised into superordinate and subordinate themes. The
superordinate themes which emerged as central to the experience of HLP therapists
included: the complex and unusual experience of working with people with psychotic
iliness, the importance of considering each client as an individual, and the many

layers of interaction between therapist and client.

Conclusions: The current study highlights some important professional

considerations for psychologists working with people experiencing psychotic illness.
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Psychologists in our study expressed that alliance was a critical component of the
likelihood of a successful therapeutic relationship and outcome. Our study
substantiated what has been found in previous research; that stigmatising beliefs may
act to hamper the relationship when working with this group. Although, psychologists
expressed that they were mostly able to overcome this and establish a good working
relationship, alliance, and connection, despite the complexities and challenges
inherent in a psychotic population by the very nature of their symptoms and clinical
presentation. Also, psychologists endorsed the potential for integrating a strong
relationship, with a structured evidence-based treatment package, potentially utilising
alternative treatment modalities (e.g. telephone) to traditional in-person approaches,
although some concerns were raised about how this could be achieved. Along with
this, psychologists in the current study indicated that processes of transference and
counter transference are important clinical considerations for a psychologist

developing relationships within this population.

Implications: The importance of appropriate training, reflective practice, clinical
experience and ongoing supervision when working with people with psychosis and
nicotine dependence is implicated. Further work is also required to determine the
client perceptions of treatment offered within the HLP and other treatment programs
for people with psychosis, along with both client’s and therapist’s impressions and

experiences of treatment delivered via the telephone.
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Enhancing Psychotherapy for People with Psychosis and Substance Use by

Understanding the Experiences and Attitudes of the Psychologist

Psychotic disorders are considered the most debilitating of mental disorders (Jobe & Harrow,
2010). Those diagnosed with a psychotic disorder are consistently found to have poorer
quality of life, higher burden of disease and reduced life expectancy (Gureje,

Herrman, Harvey, Morgan & Jablensky, 2002; Goldner et al., 2002; Jobe & Harrow, 2010).
Despite considerable development in evidence based treatments, it remains difficult to
engage people with psychotic disorders in therapy and there is a trend for early
discontinuation of treatment and poor treatment response (Nose, Barbui, Gray & Tansella,
2003). Co-morbidity of substance use in psychotic clients may extenuate barriers to
treatment, linked with poorer treatment retention, engagement and response (Lambert et al.,
2005 and Meier, Barrowclough & Dronmal, 2005).

The identified barriers to effective treatment delivery are weighted heavily on factors
relative to the client, due primarily to a focus in research on client perspectives in treatment,
with less investigation into the role of the therapist (Ackerman & Hilsenroth, 2003). While
we know that the therapeutic relationship is critical to the outcome of therapy (Horvath &
Symonds, 1991; Horvath, 1994; Horvath, Del Re, Fluckiger & Symonds, 2011 and Lambert
& Barley, 2001), the influence of the therapist’s attitudes, orientation and expectations is not
as well understood (Horvath & Bedi, 2002). Current discussion about the therapeutic
relationship has moved toward understanding how factors combine and interrelate to produce
an outcome (Norcross and Lambert, 2011). It is suggested that exploring and understanding
the synergy between the client, the therapist and the treatment outcome provides the most
meaningful clinical information (Norcross, 2011; Norcross & Wampold, 2011). The purpose

of this review is to explore various elements relevant to the treating clinician’s capacity to
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develop the therapeutic relationship and deliver treatment to people with a psychotic and
substance use disorders.

The client, the therapist and the treatment

Without doubt, factors relative to the client, the therapist and the treatment method
will influence the outcome of therapy (Norcross, 2011; Norcorss & Lambert 2011 and
Norcross & Wampold, 2011). In the past, research has tended to rival these components, as
if in a competition for importance and most significant contribution to treatment success (or
failure). Norcross & Lambert (2011) summarised the results of a task force commissioned
by the American Psychological Association, aimed at promoting rapprochement between
advocates of evidence based treatment and supporters of the primacy of the therapeutic
relationship. The outcome of this review promoted the significance of the therapy
relationship, as well as endorsing that therapy must be adaptive to client characteristics and at
the same time be integrated with evidence based treatment. They suggest that it is only
through this integration that we can endeavor to provide the most efficacious psychological
support to clients. This may be particularly important when working with complex clients
groups such as people with psychosis, where unique relational aspects to treatment exist
(Servais & Saunders, 2007) and there continues to be a struggle to develop and deliver

evidence based treatments (Nose, Barbui, Gray & Tansella, 2003).

Psychosis and the therapeutic relationship

The nature of psychotic symptoms may mean that from the outset there are additional
challenges to the development of a sound alliance. Wright, Turkington, Kingdon & Basco
(2009), outlined 15 primary client factors which may interfere with the therapeutic
relationship, these included; paranoia, hostility, catatonia, hallucination, lack of insight,

somatic delusions, hopelessness, low energy, grandiosity, impulsivity, social withdrawal,
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thought disturbance, cognitive impairment, substance misuse and pre-existing relationship
difficulties. As the majority (if not all) of these symptoms and behaviours form part of the
defining or secondary features of most psychotic disorders, the establishment of a strong
working relationship may be especially challenging within this population. It is important to
note that even in the less acute phases of illness, many of these symptoms (particularly
‘negative symptoms’ like cognitive impairment, hopelessness, low energy and social
withdrawal), will be ongoing for clients and will require understanding and facilitation in

treatment, in order to reduce this barrier to alliance.

Substance use, psychosis and the therapeutic relationship

Alliance may also be particularly important in treatment for people with substance
misuse and psychiatric comorbidity (Petry & Bickel, 1999). In a large review of substance
use treatment literature, Meier, Barrowclough & Dronmal, 2005, found that early alliance is
a consistent predictor of engagement, retention and treatment response for substance users
currently in treatment, with client factors such as motivation, treatment readiness and positive
previous treatment experiences, impacting on alliance. Specifically examining alliance in
co-existing psychosis and substance use, Barrowclough, Meier, Beardmore & Emerlsy,
(2010), found that symptom severity and substance use measures were both unrelated to
alliance. This is in contrast to earlier research, indicating that opioid use increases difficulty
in retaining clients with comorbid psychiatric illness (Petry & Bickel, 1999). Given the
limited and inconsistent information about factors contributing to alliance in people with
coexisting substance use and psychosis substance using populations, as well as the frequency
of comorbidity and the potential for both to impact negatively on the development of sound
alliance, further investigation into factors contributing to alliance is required.

Therapeutic alliance and outcome
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Development of a sound therapeutic relationship is a critical component of treatment
success (Martin, Garske, and Davis, 2000 and Lambert & Barley, 2001). Therapeutic
alliance, which refers to the “collaborative and affective bond between therapist and client”
(Martin, Garske & Davis, 2000; pg 441), is consistently found to be strongly related to
therapy outcome, across different clinical populations and treatment orientations (Barber et
al., 2000; Castonguay, Constantino, Holtforth, 2006; Horvath & Symonds, 1991, Lambert &

Barley, 2000; Meier, Barrowclough & Donmall, 2005).

In a recent meta-analysis, Martin, Garske, and Davis (2000) examined 79 studies
exploring alliance and outcome. They reported the association between the therapeutic
alliance and outcome is moderate (r =. 22) and is consistent and independent of outcome
measure used and type of treatment. The authors also concluded that the strength of the
alliance is predictive of outcome.

Using a similar sample of studies, Lambert and Barley (2001) conducted a large
review of psychotherapy outcome literature; including research controlled trials and meta-
analytic reviews, and again concluded a reliable relationship between alliance and outcome.
They deduced that common factors such as; empathy, regard, warmth and the therapeutic
relationship account for about 30% of client improvement. There are some important
limitations to this review when considering the importance of alliance for people with
psychosis and co-existing substance use. It should be acknowledged that the majority of
studies reviewed by Lambert & Barley examined the role of alliance in the treatment of
mental illness such as depression, anxiety, or eating disorders. Also, the authors did not
report the actual statistical associations, so results cannot be directly compared to previous or
future research. Furthermore, a criticism of this early research was the failure to account for
individual variability within the clients and therapists participating in the study (Baldwin,

Wampold, & Imel, 2007).
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Baldwin, Wampold, & Imel (2007), investigated the relationship between therapeutic
alliance and treatment outcome in a more systematic and sophisticated manner than
conducted previously. The researchers used multilevel modelling to map the path between
variability within the client and variability within therapists (according to self rated working
alliance). Their results indicated that only the therapist’s variability in alliance scores
predicted outcome, such that those with consistently higher working alliance scores across
patients, produced better treatment outcomes. The authors concluded that a client
experiencing a poor relationship with his/her therapist would likely have achieved a better
outcome with a therapist who generally forms better alliances. This research utilised a large
database of therapeutic relationships (331 clients seen by 80 therapists); treatment was
conducted in natural clinical settings, and alliance was measured with an empirically
validated tool (the client-rated Working Alliance Inventory; WAI; Horvath & Greenberg,
1989). The results provide further and more conclusive support for the critical importance of
alliance and the key role of the therapist in developing the therapeutic relationship. Client
diagnoses were not considered in this study, so again relevance to specific populations cannot
be discerned.

Further developing our understanding of alliance, researchers have begun
investigating the specific characteristics associated with the development of the therapeutic
relationship. There is consensus that both technical and relational aspects contribute to the
development of the alliance (Horvath, 1994; Horvath & Symonds, 1991; Martin, Garske &
Davis, 2000; Hillard, Henry & Strupp, 2000), although technical factors have been
significantly favoured in terms of research focus. This is possibly because these factors are
easiest to measure directly. Research is also weighted heavily on factors relative to the client
and how they contribute to alliance, with much less investigation into the role of the therapist

(Constantino, Castonguay & Schut et al, 2001 and Ackerman & Hilsenroth, 2003).
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In an attempt to rectify this, Ackerman and Hilsenroth conducted a systematic
literature review of therapists’ personal attributes and in session activities, and how they
influence the therapeutic alliance (Ackerman & Hilsenroth, 2001, 2003). In the initial
review, the authors explored factors contributing to poor alliance, followed later by
investigation of positive factors contributing to alliance. Each review was conducted with the
same methodological approach, using extensive search methods (electronic search through
PsycLIT search engine as well a manual search for relevant references in the articles from the
initial search and manual review of recent studies published in key journals), and a focus of
specific search criteria “the relationship between therapist personal attributes of technical
activity and alliance” (Ackerman & Hilsenroth, 2001, 2003). The reviewers indicated that
therapist characteristics as perceived by the client, such as being flexible, open, honest,
respectful, trustworthy, confident, warm and interested, contribute positively to alliance.
While therapist characteristics such as being critical or distant, will contribute to a poor
alliance (Ackerman and Hilsenroth, 2001). In both studies the authors found little variation
in positive or negative outcome according to treatment orientation. A limitation of this
research is the measurement of alliance at specific time points. This is a common problem
with alliance research, and does not account for the dynamic and evolving client/therapist
relationship. Along with this, their research did not consider the differences across clinical
populations. There are known differences in the attitudes and perceptions of health
professionals across clinical groups (Jorm, Kurten, Jacomb, Christenson & Henderson, 1999;
Naeem et al, 2006 and Nordt, Rossler & Lauber, 2006) and this may have important and
unobserved implications for the generalisability of findings, for example, to people with

psychosis.

As there is little agreement about how best to measure alliance, all studies reviewed to

date have attempted to quantify factors contributing to alliance, using a variety of structured
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guestionnaires or the labelling of specific factors. This quantification of measurement of
alliance continues to limit this field of research, although indicating the strength of the
relationship between alliance and outcome, it fails to provide an understanding of the
complexity and depth of the client and therapist interaction (Goldfried & Davila, 2005).
While the importance of considering unique factors is acknowledged, exploring alliance as a
mutual ongoing process, whereby a number of factors interrelate would provide more
meaningful clinical information (Goldfried & Davila, 2005). Practically, this may mean that
research needs to move toward qualitative analysis of the therapeutic relationship in order to
better understand the complexity of the experience and the relationship. Another important
implication is that examining alliance at discrete time points (as is required for quantitative
analysis) may result in failure to recognise both the complex and evolving nature of alliance.
A qualitative or extensive longitudinal approach may better account for this, providing a
richer analysis of alliance as relationships develop across time. Further a sample, which
allows consideration of the role of alliance specific to clinical populations, will provide

important clinical information and improve capacity for tailoring treatment provision.

The psychological relationship

The role of alliance in treatment outcome, although important across multiple fields of
health care provision, is considered most crucial to the role psychologist (Orlinsky,
Ronnestad, Willutski, 2004). Largely, research investigating the role of alliance explores
psychotherapeutic relationships and outcome (e.g. Ackerman & Hilsenroth, 2001, 2003)
reflecting a focus on the psychologist. As it is considered intrinsic that the psychologist have
a capacity for engaging, empathising and collaborating with the client, it is particularly

relevant to continue to explore alliance within this field.

Barriers to alliance and treatment development for schizophrenia
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Professional stigma and schizophrenia. In conjunction with the numerous symptoms and
behaviors’ associated with psychosis which are considered barriers to alliance, therapist
attitudes may also influence treatment seeking and prevent a strong therapeutic relationship
(Jorm, et al, 1999; Caldwell & Jorm, 2001; Nordt, Rossler & Lauber, 2006 and Servais &
Saunders, 2007). It is suggested that increased stigma associated with psychotic disorders is
a potential barrier to the development of alliance, in relation to the self-stigma experienced by
the client (Corrigan, 2004) and also the stigmatising attitudes of the treating professional
(Jorm, et al., 1999; Caldwell & Jorm, 2001; Nordt, Rossler & Lauber, 2006 and Servais &
Saunders, 2007). This is a relatively new area of empirical research requiring further and
much deeper exploration before it is clearly understood, particularly in relation to the

psychologist.

Australian researcher Anthony Jorm and his colleagues conducted several surveys
investigating the beliefs of mental health professionals and the general public in relation to
treatment prognosis and experience of discrimination for people with depression or
schizophrenia (Jorm, Korten, Jacomb, Christenson, Rogers & Pollit 1997a; 1997b; 1997c;
1997, Jorm et al., 1999, Caldwell & Jorm, 2001). These extensive research studies examined
the beliefs of 702 clinical psychologists, 1580 psychiatrists, 1495 general practitioners and
980 mental health nurses. The authors found that professionals generally held poorer
attitudes and expectancies in relation to treatment response and long term prognosis than the
general public, for individuals suffering from psychosis. This was less pronounced for
clinical psychologists, yet all health professionals were more likely than others to believe that
people with schizophrenia would be discriminated against. The authors did not investigate
specific attitudes or beliefs, or how attitudes and expectations may interfere with the delivery

and outcome of treatment.
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Similar trends have also been demonstrated cross culturally (Naeem et al, 2006 and
Nordt, Rossler & Lauber, 2006). Nordt, Rossler & Lauber (2006), investigated professional
attitudes and stigmatization in employees of psychiatric inpatient and outpatient facilities
across Switzerland. The authors compared the knowledge and attitudes of 1073 mental
health professionals with 1737 members of the general public. Nordt and his colleagues
found that health professionals were less likely to accept social restrictions (e.g, restrictions
on the right to vote) for people with a mental illness than the general population, yet they
held more stigmatising attitudes in relation to social functioning (such as capacity to engage
in employment). Along with this, the authors found that professionals demonstrated
increased feelings of social distance from people with schizophrenia, in comparison to those
with other mental illnesses. Social distance is the proximity one desires between oneself and
another person in a social situation (Baumann, 200 and Marie & Miles, 2008). Low social
distance has been described as contributing to feelings of commonality, or belonging to a
group, based on the idea of shared experiences, whereas, high social distance implies that the
person is separate, a stranger, or an outsider (Baumann, 2007). As social distance is a key
component of the process of stigmatisation (Marie & Miles, 2008), this is both relevant and
concerning. The study did not report independently on the attitudes of psychologists, but
rather grouped psychologists with a broad range of other health professionals working in the
field of mental health, including; general practitioners, psychiatrists vocational workers,
social workers and physiotherapists.

Specifically examining the attitudes of clinical psychologists, Servais & Saunders
(2007) found that psychologists harbor more negative attitudes toward people with psychosis
in comparison with other client groups. Surveying 306 psychologists, they examined
perceived effectiveness of treatment, understandability of client group, safety in presence of

client, client worthiness, desirability to work with clients and similarity of themselves (to
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specific client groups). Compared across clinical groups (moderate depression, borderline
features and schizophrenia) as well a non-clinical sample, they found significant differences
in attitudes and perceptions across groups. Most pronounced differences included difficulty
with identification and feelings of social distance, from people with borderline features and
schizophrenia. The authors also found that psychologists viewed themselves as least
effective in relation to working with people with schizophrenia and most dissimilar from

people with schizophrenia.

What these studies imply is that although health professionals, including
psychologists, are generally expected to have more positive attitudes toward people with a
mental illness, this seems not to be the case. In fact, in certain clinical populations such as
psychotic disorders, research reflects poorer attitudes and increased stigmatization (e.g.
Servais & Saunders, 2006). This somewhat unexpected finding may be considered in the
context of Social Contact Theory (Allport, 1954), which for many years has guided our
understanding of the processes of stigmatization. Social Contact Theory stipulates that
under appropriate conditions interpersonal contact reduces prejudice between majority and
minority group members, proposing that communication between groups allows

understanding and appreciation and hence diminished stigma (Allport, 1954).

In the context of this theory, we would expect that health professionals, in comparison
to the general public, with their increased experience, contact and knowledge of people with
psychosis, ought to harbour less stigmatising attitudes. Allport states that in order for a
reduction in stigmatising beliefs to occur, equal status, common goals, and relationship
potential reconceptualisation is required, perhaps highlighting why there are difficulties noted
by professionals in working with people with mental health problems. The studies reported
above did not give an indication of the amount of contact the health professionals had

working with people with psychosis. Due to the relatively small number of people who
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experience psychotic illness it is possible that many of the professionals investigated had a
limited experience in the field, particularly specific contact with clients. Another possibility
is that professionals who had experienced contact or provided treatment for people with
psychotic disorders did not experience the “reconceptualisation” required for reduced stigma,
which would have been made all the more difficult by the very nature of the symptoms of
psychosis. Servais and Saunders (2007) suggest that current diagnostic characteristics lead
psychologists to focus on negative evaluations. They contend that what may occur to
maintain stigma is that a clinical process of problem identification and symptom
identification (such as risk assessment for likelihood of harm to self and others) may result in
the confirmation rather than disconfirmation of negative attitudes (Servais & Saunders,
2007). In addition to this, psychologists consistently reported social distance and difficulty
personally identifying with people with psychotic disorders, both key elements of the

reconceptualisation process required for a reduction in stigma.

In order to address stigma and its relationship with alliance, future research should
aim to develop a deeper understanding of how and where stigma exists amongst professionals
who provide treatment to people with psychosis, particularly psychologists and how this is
influenced by the experience of working with this client group. Through better
understanding the experience of the psychologist, we can gain a more accurate understanding
of how stigma influences the therapeutic relationship and how it can be overcome to improve

the provision of treatment.

Attitudes, alliance and telephone therapy for people with psychotic disorders

Due to the persistent difficulty in engaging and retaining clients with psychotic
disorders in treatment (Nose, Barbui, Tansella & Gray, 2003), different ways of reaching

those in need should also be considered. Telephone therapy is an emerging means for the
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delivery of psychological treatment (Mohr, Siddique, Ho, Duffecy, Jinh, & Fokuo, 2010;
VandenBos & Williams, 2000) and many benefits of incorporating multi-media technology
into psychotherapy practices have been identified. These include; greater cost-effectiveness
and time efficiency; increased likelihood of clients disclosing sensitive information due to
greater anonymity and increased access to treatment for geographically remote or isolated
clients (Emmelkamp, 2005). Despite this, there is some suggestion that doubts about the
capacity to develop a strong therapeutic alliance with clients over the telephone may
contribute to reluctance in extending this field of research (Newman, 2003). As well, risks
that have been identified as associated with telephone therapy may perpetuate concern
amongst clinicians about the safety and appropriateness of this form of treatment delivery,
particularly in relation to clients with severe or complex presentations such as with people

with psychosis.

Initial investigations into the risks and benefits of psychotherapy by telephone,
identified some concerns in relation to safety, efficacy and ethical obligations (Hass,
Bendeict & Kobos, 1996). Hass and his colleagues conducted a review of existing literature
exploring telephone therapy as an adjunct to treatment as well as sole treatment. From their
review, the authors concluded that the efficacy of past treatments has been poorly reported
and cannot provide conclusive evidence of benefit. It is unclear how many studies the
authors reviewed or if a systematic search of the literature was made. Also, the focus of the
study included psychotherapy provided in a national “pay-per-call therapy service”,
conducted in the late eighties and early nineties across America. The legitimacy of treatment
and its delivery in this manner, remains in question and this method of research does not
really allow for a thorough investigation of benefit by modality. The authors identified
certain risks associated with telephone treatment, specifically; increased potential for

violation of client privacy and decreased opportunity for responding to clients in a crisis
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situation. However, these risks were stated without any evidence of appropriate comparison
with traditional modes of treatment and any substantiation of increased risk.

Despite the limitations of this research review, the ideas raised reflect what appears to
be the general view at the time, that is, that not enough is known about telephone therapy to
merit its use, particularly with high risk clinical populations, such as those experiencing a
psychotic disorder. Recent research has analysed the efficacy of telephone treatment in a
much more transparent and systematic manner and found conclusive evidence of benefit in
certain populations (Tutty, Spangler, Poppleton, Ludman, & Simon, 2010; Rollman et al.,
2005; Roy-Byrne et al., 2005 & 2010). There is substantial evidence that telephone delivered
psychotherapy can improve symptoms of depression (Tutty, Spangler, Poppleton, Ludman, &
Simon, 2010) and anxiety (Rollman et al., 2005; Roy-Byrne et al., 2005 & 2010). To date
there remains little investigation into the treatment of psychotic illness. It may be that some
of the difficulties in establishing therapeutic alliance between people with psychosis and their
therapist such as concerns about safety in presence of the client, as well as identification with
the client may be addressed though increased use of this modality, although further
investigation is required.

Day & Schneider (2002) conducted a comparison of a specific psychotherapy
(cognitive behavioural therapy, CBT) across modalities of treatment. Three modes of
treatment delivery including; face-to-face, telephone and video were compared in relation to
therapeutic alliance (using a previously validated measure; the VVanderbilt Psychotherapeutic
Process Scale [VPPS]; Strupp, Hartley & Blackwood, 1974) as well as treatment outcome
(measured by symptom change, satisfaction level & problem resolution). In a sample of 80
participants who were clients presenting at a community support centre with range of
difficulties (mild to average severity of symptoms), the authors found no difference in

treatment outcome across the modalities. In relation to alliance, they found better alliance for
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the telephone and video treatment condition, which in a sub-analysis, was accounted for by
increased client participation in treatment. Interestingly, the telephone group were still
required to attend the community centre in order to increase control over the research design.
This means that some of the more accepted benefits of telephone delivery, such as ease of
reaching remote and rural clients, affordability and convenience, were yet to show influence
on treatment outcome. These results clearly support development and increased
consideration of distance technology in psychotherapeutic practice. As the sample did not
account for specific diagnosis and was represented largely by participants with less severe
problems, results may not be applicable to more complex client groups.

Tutty and colleagues (2005) examined the benefit of telephone therapy for people
experiencing depression. Six hundred participants were assigned to treatment either via
telephone, face-to-face case management, or “treatment as usual”. Their outcome measure
did not include any specific measurement of reduction in symptoms, but reflected client
satisfaction with treatment. Participants were asked about their satisfaction and preference
for treatment and 64% stated that they preferred the telephone treatment. This gives some
indication that clients are receptive to and satisfied with telephone treatment, building
confidence in use of telephone treatment despite lack of comparison with other modalities of
treatment. Through use of a more commonly accepted measure of efficacy (such as symptom
reduction or improved quality of life), as well as comparison with other modes of treatment
delivery, this research may have been more effective in promoting the benefits of telephone
therapy.

Following from this, Mohr and his colleagues (2002) compared the efficacy two
psychological treatments delivered via the telephone to people with multiple sclerosis and co
morbid depression. One hundred and twenty participants were assigned to three treatment

groups; telephone administered cognitive behavioural therapy (CBT), telephone administered
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supportive counselling and no treatment. Both telephone treatments produced significantly
greater change than the control treatment. This suggests that telephone therapy is of benefit
to this client group independent of the type of therapy used. Again, this study did not
compare the benefits of telephone treatment in comparison to face- to —face or other
modalities making it somewhat less influential in promoting its use.

In addition to this study, Mohr and colleagues (2010) later conducted a large review
of studies examining different treatment modalities and found that treatment via the
telephone and internet can be effective across several areas of mental health. However, they
reported that the evidence base for efficacy is small, particularly outside of field of mood
disorders (Mohr et al, 2010). With relevance to depression, it is proposed that telephone
based treatment can be more cost effective, improve treatment adherence and more readily
engage clients who are reluctant or unable to attend clinical settings (Mohr et al., 2010).

Research examining the use of telephone treatments for people with a psychotic
disorder is very limited and generally focuses on telephoning as an adjunct to treatment
(Mohr et al, 2010). A large randomised control trial examined the use of telephone therapy
as a component of treatment for people experiencing their first psychotic episode (Peterson et
al., 2005). Results indicated that the telephone integrated treatment improved clinical
outcomes, both in the short and long term, whilst also improving treatment adherence
(Peterson et al, 2005). Two smaller studies examined the use of teleprompting to assist with
psychotropic medication compliance, also yielding positive outcomes (Beebe, 2001; Frangou
et al., 2005). To our knowledge these are the only studies to examine the use of telephone
interventions for individuals with a psychotic disorder. It is proposed that this is a significant
gap in the literature, as people with psychosis are known to be amongst the poorest compliers

to treatment and the most difficult to engage in regular psychotherapy (Nose, Barbui, Gray &
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Tansella, 2003). Extending the evidence base for telephone treatment within this population
may assist to reduce barriers for effective treatment.

Although telephone counselling now appears to be a more accepted (and sometimes
preferred) mode of treatment for clients (Reese, Collie, Connolly, Daniel, 2005), little is
known about the psychologists’ corresponding attitudes and opinion. This is a problem, as
ultimately it is the treating professional who decides on a course (and modality) of treatment,
once a client presents for assistance. What is known seems to reflect uncertainty, reluctance
and lack of support for this modality (Newman, 2004), which is clearly indicated in the lack
of research in this field. No studies have directly examined the psychologist’s perception of
the benefit of phone treatments, however it has been noted that psychologists are initially
uncomfortable with the idea of using technology for therapy (Newman, 2004).

Studies examining attitudes toward a broad range of innovative non face-to-face
treatments, demonstrate that psychologists are reluctant to use technologies, due to concern
they may interfere with the therapeutic relationship or increase attrition rates (Newman,
2004, Cook & Doyle, 2002; Emmelkamp, 2005). As therapeutic alliance is crucial to
psychological treatment and is known to be a consistent predictor of therapeutic benefit
(Ackerman & Hilsenroth, 2003, Crits-Christop & Connolly, 1999, Horvath and Symonds,
1991, Constantino, Castonguay & Schut, 2002; Marziali & Alexander, 1991, Martin, Garske,
& Davis, 2000; Waddington, 2002) it is understandable that this perception promotes
reluctance and apprehension amongst professionals. It is important to further explore these
concerns, particularly in relation to working with people with psychosis via the telephone,
where it appears unease may be most pronounced. Along with this, it is within this client
group that telephone treatment could have considerable benefit given its potential for
addressing some of the known barriers to treatment access for people with psychosis. These

include: client reluctance or difficulty attending face to face appointments and client fear of
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stigmatisation related to accessing mental health services (Appel & Oldak, 2007).
Progressing this field of research and understanding psychologists’ attitudes and perceptions
will assist us to ensure that treatment innovation is not hindered by misguided negative
beliefs and the potential benefits in relation to treatment reach and accessibility can be fully
realised and understood.

Provision of treatment using a structured manual

It is often disputed that the results of research treatment programs fail to have “real
world” significance and a capacity for being replicated in clinical settings (List, 2006).
Along with this, the structured and manualised nature of treatment in most research trials is
identified by psychologists as limiting and a challenge for the therapeutic relationship (Addis
& Krasnow, 2000). On the other hand, others endorse the use of manual based treatment in a
belief that they help to promote evidence-based practice (EBP) (Addis & Krasnow, 2000).
Professional attitudes seem to reflect what has been a longstanding theme in the literature that
the therapeutic relationship and use of EBP stand in opposition (Norcross & Lambert, 2011).
As we move toward an integrated focus between the therapeutic relationship and the
provision of EBP, it is important to further consider psychologists’ attitudes, experience and
perceptions of this type of treatment delivery.

Addis and Krasnow (2000) surveyed eight hundred and ninety one practicing
psychologists across Australia, regarding their attitude toward the use of treatment manuals.
Psychologists were practicing in various therapeutic orientations, with a range of clinical
experience. There was a strong endorsement of the notion that manualised treatment
impinges on the development of the therapeutic relationship, despite promoting empirically
supported intervention. This is the only study to our knowledge to examine psychologists’
attitudes toward manualised treatment and while it has implications for research

interventions, it does not explore the range of experiences and attitudes associated with
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working within a research program. Also, because the survey was designed to examine
specific attitudes it is difficult to gain a thorough understanding of the how attitudes and
perceptions interact. Furthermore, a weakness of this research is the poor response rate
(30%) and small number of participants with experience working within manual based
treatment may mean that the results may not generalise well in clinical setting and may not
adequately reflect attitudes of those with experience in such treatments. Further examination
of how attitudes vary according to the context of treatment delivery, will broaden the scope
of understanding the psychologists’ experience and capacity to deliver treatment and how this
interacts with alliance.
Healthy Lifestyles Program for people experiencing Psychotic IlIness and Nicotine
Dependence

The Healthy Lifestyles Program (HLP) is a health behaviour intervention targeting
cardiovascular risk in individuals with a psychotic disorder and comorbid substance use
problems, in this case, nicotine dependence (Baker et al., 2011). Treatment within the HLP
involves psychologists providing a structured, manual-guided intervention, designed around
principles of motivational interviewing and cognitive behavioural therapy, as well as
monitored provision of nicotine replacement therapy. Participants in the program are
randomly assigned to one of two conditions; face-to-face treatment or a telephone-based
control condition. HLP aims to compare the relative efficacy of the treatments in reducing
cigarette smoking, improving diet and exercise, and in doing so, reduce the participant’s
overall cardiovascular risk profile (Baker et al., 2011). This extensive research program
offers an avenue for exploring many of the factors highlighted as relevant to the development
of treatment provision and therapeutic alliance when working with people with psychosis and
substance use problems. HLP provides the opportunity to recruit psychologists who have

had significant experience working with people with psychosis, allowing for a thorough
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exploration of their attitudes and perceptions. Along with this, it facilitates the comparison of
therapists’ experiences of different modalities of treatment delivery, due to the face-to-face
and telephone treatment designs. HLP being a research-based intervention, utilising a
structured treatment manual, will also allow for the exploration of psychologists’ experiences
in this context; one that may potentially affect the development of a good therapeutic
relationship. In particular, the HLP research project enables an exploration of how
psychologists perceive the integration of evidence-based practice with the development of a
strong therapeutic relationship.

Examining psychologists’ perceptions of a broad range of contributors to the
therapeutic relationship will enhance and integrate our understanding of providing treatment
of psychosis. Specifically, exploring the psychologists’ perceptions of working with this
client group and their awareness of stigmatising attitudes or other barriers to alliance, as well
as their attitudes toward aspects of treatment delivery, will enhance and broaden our
understanding of treatment provision. As suggested by Norcross and Lambert (2011),
research must move toward identifying and understanding all elements of an effective
relationship and how these combine into an ‘evidence based relationship’. It is through
understanding, identifying and calling professionals to reflection that we can move toward
addressing the poor treatment response and ongoing relationship development required to

improve outcomes for those experiencing a psychotic illness.

The importance of a qualitative approach

There is little agreement about how best to measure alliance, and the majority of
research in this area has attempted to quantify factors contributing to alliance using a variety
of structured questionnaires or the labelling of specific factors. Although this approach has

enabled a strong relationship between alliance and outcome to be established, continuing to
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quantify alliance is a limitation of existing research, as it fails to provide an understanding of
the complexity and depth of the client and therapist interaction (Goldfried & Davila, 2005).
While the importance of considering unique factors is acknowledged, exploring alliance as a
mutual ongoing process, whereby a number of factors interact, would provide more
meaningful clinical information (Goldfried & Davila, 2005). Practically, this may mean that
research needs to move toward qualitative analysis of the therapeutic relationship in order to
better understand the complexity of the experience and the relationship. Another important
implication is that examining alliance at discrete time points (as is required for quantitative
analysis) may result in failure to recognise both the complex and evolving nature of alliance.
A qualitative approach therefore may better account for this, providing a richer analysis of

alliance as its development is recalled or monitored across time.

IPA

IPA is the most common qualitative approach used in psychology (Biggerstaff & Thompson,
2008). Although historically established in health psychological research, IPA is emerging as
a respected method for psychological research across several fields of psychology
(Biggerstaff & Thompson, 2008). Influenced by phenomenology, IPA acknowledges both the
existence of individual differences in ways of thinking, as well as the impact of human
interaction and wider contextual factors (e.g. culture, environment) upon the individuals’
views of the world and meanings that they ascribe to their experiences (Shaw, 2001; Smith,
1995). This approach contrasts with other qualitative methods, e.g. discourse analysis, which
focus on the role of language used by people to describe their experience. Thus IPA is
considered especially suited to studies that aim to relate findings to psychosocial theories that

dominate current thinking within the healthcare professions (Biggerstaff & Thompson, 2008).
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As a qualitative method IPA is differentiated by a focus on the researcher's reflexive
involvement in the research process (Smith & Osborn, 2004). That is, the researcher has the
capacity and is in fact required to explore and interpret meaning from what has been said.
This is in contrast to other methods (e.g. discourse analysis, Potter, 1996), where the role of
language in describing the person’s experience is intrinsic. Given the clinical nature of our
investigation and the researchers experience in understanding and interpreting the meaning
and cognitions and her ongoing involvement in the field of interest, IPA is particularly

suitable.
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Abstract

Research has consistently indicated that the combination of psychotic and substance use
disorders presents treatment services and providers with a unique set of complexities, which
compound the well-documented challenges of treatment engagement, alliance, retention and
outcome associated with either of these conditions in isolation. The current study is among
the first to focus specifically on issues related to the formation of alliance among this
important clinical group. We recruited psychologists working on an ongoing research trial,
the Healthy Lifestyles Program (HLP) and conducted an in-depth qualitative analysis of their
attitudes and impression of delivering face-to-face and telephone-based treatment to people
with psychosis and nicotine dependence. Utilising Interpretative Phenomenological
Analysis, a number of themes central to the experience of HLP therapists were identified,
namely: the complex and unusual experience of working with people with psychotic illness,
the importance of considering each client as an individual, and the many layers of interaction
between therapist and client. Due to the unique aspects of working with people with
psychosis and nicotine dependence the importance of regular clinical supervision to target

these issues is emphasized.



Running head: PSYCHOLOGISTS WORKING WITH PSYCHOSIS AND NICOTINE DEPENDENCE 24

Introduction
Psychotic disorders are considered the most debilitating of mental disorders (Jobe & Harrow,
2010). Those diagnosed with a psychotic disorder are consistently found to have poorer
quality of life, higher burden of disease and reduced life expectancy relative to both the
general population and people with other mental health problems (Gureje, Herrman, Harvey,
Morgan & Jablensky, 2002; Goldner et al., 2002; Jobe & Harrow, 2010). Despite
considerable development in evidence-based treatments for psychosis, it remains difficult to
engage people with psychotic disorders in therapy and there is a trend for early
discontinuation of treatment and poor treatment response (Nose, Barbui, Gray & Tansella,
2003). Comorbidity of substance use in psychotic clients is known to extenuate barriers to
treatment, linked with increased ambivalence for treatment, poorer treatment response and

outcome (Lambert et al., 2005 and Williams & Farrell, 2006).

Traditionally, it was thought that only client factors, such as motivation, impacted on
engagement in treatment. What has now become clear is that both client and service factors
are important, and equally contribute to treatment outcomes (Fiorentine, Nakashima &
Anglin, 1999). For example, Fiorentine and colleagues (1999) revealed that the predictors of
treatment engagement that accounted for the most variation in treatment engagement and
outcome were the perceived helpfulness of the treatment and additional services along with
the client-therapist relationship. These factors outweighed the influence of individual client
characteristics. More recent research has confirmed these earlier findings, with the
development of a sound therapeutic relationship, or therapeutic alliance, being consistently
identified as a critical component of treatment success, regardless of mental disorder or
therapeutic orientation (Martin, Garske, and Davis, 2000; Lambert & Barley, 2001;

Castonguay, Constantino, Holtforth, 2006). In a large review of psychotherapy outcome
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literature for depression, anxiety and eating disorders, Lambert and Barley (2001) reported
that empathy, regard, warmth and the therapeutic relationship accounted for about 30% of
client improvement across a range of randomized controlled trials and meta analyses.

Psychosis, substance use and the therapeutic relationship

Researchers have proposed three key factors will contribute to the development of a
good therapeutic relationship, and only one of these relates specifically to the client and their
pre-treatment characteristics (DeRubeis, Brotman et al. 2005). Psychotic symptomatology
presents unique challenges to the development of a sound therapeutic relationship. Wright,
Turkington, Kingdon & Basco (2009), outlined 15 primary client factors which may interfere
with the therapeutic relationship; paranoia, hostility, catatonia, hallucination, lack of insight,
somatic delusions, hopelessness, low energy, grandiosity, impulsivity, social withdrawal,
thought disturbance, cognitive impairment, substance misuse and pre-existing relationship
difficulties. As the majority (if not all) of these symptoms and behaviours form part of the
defining or secondary features of most psychotic disorders, the establishment of a strong
working relationship may be especially difficult. It is thus surprising that little research has
directly examined the impact of psychotic symptoms on the therapeutic relationship.

Alliance may also be particularly important in treatment for people with substance
misuse and psychiatric comorbidity (Petry & Bickel, 1999). In a large review of substance
use treatment literature, Meier, Barrowclough & Dronmal, (2005), found that early alliance is
a consistent predictor of engagement, retention and treatment response for substance users
currently in treatment, with client factors such as motivation, treatment readiness and positive
previous treatment experiences, impacting on alliance. Specifically examining alliance in
co-existing psychosis and substance use, Barrowclough, Meier, Beardmore & Emerlsy,
(2010), found that symptom severity and substance use measures were both unrelated to

alliance. This is in contrast to earlier research, indicating that opioid use increases difficulty
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in retaining clients with comorbid psychiatric illness (Petry & Bickel, 1999). Given the
limited and inconsistent information about factors contributing to alliance in people with
coexisting substance use and psychosis substance using populations, as well as the frequency
of comorbidity and the potential for both to impact negatively on the development of sound
alliance, further investigation into factors contributing to alliance is required.

Client factors aside, therapist behaviours and attitudes are thought to influence client
engagement and collaboration (Ackerman & Hilsenroth, 2003). In one of the only studies to
examine therapeutic alliance from the therapist’s perspective, Ackerman and Hilsenroth
(2001, 2003) conducted a systematic review of therapists’ personal attributes and in-session
activities, and how they influenced the therapeutic alliance. The results indicated that
therapist characteristics such as being flexible, respectful, trustworthy, confident, warm and
interested, contributed positively to alliance (Ackerman & Hilsenroth, 2003), whilst those
such as being rigid, anxious, critical or distant, contributed to poor alliance (Ackerman and
Hilsenroth, 2001). Equally, the manner in which techniques and strategies are employed by
therapists during the course of treatment will also impact on the formation of a good
therapeutic bond. For example, too much structure, inappropriate self-disclosure and
excessive use of silence or interpretation have been associated with poorer therapeutic
alliance (Ackerman and Hilsenroth, 2001), with techniques such as exploration, noting past
therapy success, facilitating affect expression and attending to the client’s experience
consistently related to better therapeutic alliance (Ackerman and Hilsenroth, 2003).
However, little other research has directly examined the formation of alliance from the
therapist’s perspective, and even less has focused on the impact of psychosis on the
therapist’s attitudes and beliefs.

Thirdly, the therapeutic relationship is also thought to be heavily influenced by the

transaction between client and therapist during the treatment process, and that the match
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between client and therapist factors will interact to produce stronger or weaker alliance in the
therapy setting. Such interactions are thought to include the expectations and attitudes each
possesses about the other and the treatment process (Ackerman and Hilsenroth, 2003).
Although much is known about the impact of client-related factors on this process, and the
particular difficulties psychotic symptoms bring to the therapeutic setting, much less
agreement and evidence is available from the therapist’s perspective, and virtually no
research exists in relation to treating people with psychotic disorders.

Surveys of mental health professionals suggest that increased stigma exists in relation
to people with psychotic disorders (Nordt, Rossler & Lauber, 2006), and that this may in turn
pose a potential barrier to the development of alliance. For example, in a large scale survey
of 702 clinical psychologists, 1580 psychiatrists, 1495 general practitioners and 980 mental
health nurses, poorer attitudes and expectancies were held for treatment response and long-
term prognosis for individuals experiencing psychosis relative to depression (Jorm et al.,
1999). Specifically examining the attitudes of clinical psychologists, Servais & Saunders
(2007) found that psychologists harbor more negative attitudes toward people with psychosis
in comparison to other client groups. Across clinical groups (moderate depression,
borderline features and schizophrenia) and a non-clinical sample, difficulties with
identification and feelings of social distance were particularly expressed for people with
borderline features and schizophrenia, and psychologists viewed themselves as least effective
in working with people with schizophrenia and most dissimilar from this clinical group than
all others (Servais & Saunders, 2007).

What these studies imply is that, for people with psychotic disorders, poorer attitudes
and increased stigmatization are experienced by their treating health professionals. This is
somewhat unexpected, given Social Contact Theory (Allport, 1954) where we would expect

that health professionals, with their increased experience, contact and knowledge of people
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with psychosis, ought to harbour less stigmatising attitudes. In order to address stigma and
its relationship with alliance, future research should aim to develop a deeper understanding of
how and where stigma exists amongst professionals who provide treatment to people with
psychosis, particularly psychologists, and how this is influenced by the experience of
working with this client group. Through better understanding the experience of the
psychologist, we can gain a more accurate understanding of how stigma influences the
therapeutic relationship and how it can be overcome to improve the provision of treatment

and the treatment outcomes of this important clinical population.

Healthy Lifestyles Program for people experiencing Psychotic IlIness and Nicotine
Dependence

The Healthy Lifestyles Program (HLP) is a health behaviour intervention targeting
cardiovascular risk in individuals with a psychotic disorder and comorbid substance use
problems, in this case, nicotine dependence (Baker et al., 2011). Treatment within the HLP
involves psychologists providing a structured, manual-guided intervention, designed around
principles of motivational interviewing and cognitive behavioural therapy, as well as
monitored provision of nicotine replacement therapy. Participants in the program are
randomly assigned to one of two conditions; face-to-face treatment or a telephone-based
control condition. HLP aims to compare the relative efficacy of the treatments in reducing
cigarette smoking, improving diet and exercise, and in doing so, reduce the participant’s
overall cardiovascular risk profile (Baker et al., 2011). This extensive research program
offers an avenue for exploring many of the factors highlighted as relevant to the development
of treatment provision and therapeutic alliance when working with people with psychosis and
substance use problems. HLP provides the opportunity to recruit psychologists who have
had significant experience working with people with psychosis, allowing for a thorough

exploration of their attitudes and perceptions. Along with this, it facilitates the comparison of
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therapists’ experiences of different modalities of treatment delivery, due to the face-to-face
and telephone treatment designs. HLP being a research-based intervention, utilising a
structured treatment manual, will also allow for the exploration of psychologists’ experiences
in this context; one that may potentially affect the development of a good therapeutic
relationship. In particular, the HLP research project enables an exploration of how
psychologists perceive the integration of evidence-based practice with the development of a
strong therapeutic relationship.

The role of alliance in treatment outcome, although important across multiple fields of
health care provision, is considered most crucial to the role of the psychologist (Orlinsky,
Ronnestad, Willutski, 2004). As it is considered intrinsic that the psychologist have a
capacity for engaging, empathizing and collaborating with the client, it is particularly

relevant to continue to explore alliance within this field.

The importance of a qualitative approach

There is little agreement about how best to measure alliance, and the majority of
research in this area has attempted to quantify factors contributing to alliance using a variety
of structured questionnaires or the labelling of specific factors. Although this approach has
enabled a strong relationship between alliance and outcome to be established, continuing to
quantify alliance is a limitation of existing research, as it fails to provide an understanding of
the complexity and depth of the client and therapist interaction (Goldfried & Davila, 2005).
While the importance of considering unique factors is acknowledged, exploring alliance as a
mutual ongoing process, whereby a number of factors interact, would provide more
meaningful clinical information (Goldfried & Davila, 2005). Practically, this may mean that
research needs to move toward qualitative analysis of the therapeutic relationship in order to
better understand the complexity of the experience and the relationship. Another important

implication is that examining alliance at discrete time points (as is required for quantitative
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analysis) may result in failure to recognise both the complex and evolving nature of alliance.
A qualitative approach therefore may better account for this, providing a richer analysis of

alliance as its development is recalled or monitored across time.

Accordingly, the current study will take a qualitative approach in examining
psychologists’ perceptions of a broad range of contributors to the therapeutic relationship.
Specifically, we aim to explore the psychologists’ perceptions of working with clients with
psychotic disorders in the context of the HLP research project, including the presence of
potentially stigmatising attitudes or other barriers to alliance, and their attitudes toward
aspects of treatment delivery. It is hoped that the result of this study will enhance and
broaden our understanding of treatment provision both in the context of a research trial such

as HLP and for people with psychotic disorders.
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Method

HLP

Detailed methods for the HLP have been reported elsewhere (Baker et al., 2011). Of

relevance to the current study, two treatment arms were delivered to participants.

Session one (face-to-face delivery). All participants received session one in face-to-
face format, of approximately one hour’s duration, conducted in research clinics associated
with the HLP. The session comprised formal feedback to participants about their smoking
status and other risk factors for cardiovascular disease. A case formulation regarding
cardiovascular risk was developed in collaboration with the participant, using a motivational
interviewing approach to facilitate consideration of changes in unhealthy behaviours
associated with cardiovascular risk. At the conclusion of this session, participants were
randomized to receive sixteen further sessions over nine months, delivered either face-to-face

as per session one, or over the telephone (control).

Nicotine replacement therapy (NRT). All participants, regardless of treatment
group, received free NRT to assist with cravings and withdrawal symptoms related to any
smoking cessation attempts. Following the delivery of session one, participants received
four weeks’ supply of NRT to take with them, regardless of treatment allocation. The

remaining NRT was provided to participants at weeks four, eight and fifteen.

Sessions 2-17 (face-to-face delivery). In addition to session one, this active
treatment condition involved seven weekly, three fortnightly and six monthly treatment
sessions, of one hour’s duration, delivered face-to-face in research clinics associated with the
HLP. The focus of each session, although manual guided, was designed to be flexibly

implemented, with participants able to concentrate on smoking cessation, physical activity or
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diet and nutrition as they preferred. Contingency reinforcement was integrated within these
sessions, and focused on smoking cessation. Motivational interviewing and cognitive

behaviour therapy were employed throughout.

Session 2-17 (control, telephone-based delivery). Following randomization,
participants in this minimal treatment (control) condition received telephone calls of
approximately 10 minutes’ duration, at the same intervals as the face-to-face condition (seven
weekly, three fortnightly and six monthly). This condition was designed to control for the
number of therapist contacts in the face-to-face condition. The content of these sessions
included formal monitoring of smoking and NRT use, nicotine withdrawal symptoms,
psychotic symptoms, mood, and diet and exercise activities. In place of telephone-based
sessions at sessions four and eight, participants attended in —person sessions at the HLP

research clinics for provision of NRT and formal monitoring.

The Current Study

The current study focussed on the therapists who delivered the HLP treatment

(either in-person or via the telephone).

Participants

Participants were six psychologists (five females, one male) who had been providing
therapeutic interventions on the HLP. All participants were provisionally or fully registered
psychologists with a range of both clinical and research experience. The psychologists were
from the four participating research sites of the HLP research project (Newcastle, Central
Coast, Sydney (New South Wales) and Melbourne (Victoria), Australia) and represented

diverse cultural and linguistic backgrounds.
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Purposive sampling was employed, as is generally recommended within the
qualitative approach utilised for the current study (Smith & Osborne, 2003), to ensure that the
phenomenon of interest could be thoroughly explored. Participants’ involvement in HLP
treatment provision ensured they were psychologists who were experienced in providing
therapy to people with a psychotic disorder and comorbid substance use (nicotine
dependence), as well as different modalities of treatment provision (telephone and face-to-

face, in a research and a clinical context).

Design

The study employed a qualitative methodology utilizing Interpretative

Phenomenological Analysis (IPA) .

Influenced by phenomenology, IPA acknowledges both the existence of individual
differences in ways of thinking, as well as the impact of human interaction and wider
contextual factors (e.g. culture, environment) upon the individuals’ views of the world and
meanings that they ascribe to their experiences (Shaw, 2001; Smith, 1995). IPA was judged
to be the best approach for analyzing the present data as we were interested not only in
individual constructs and perceptions, but also on the shared meanings of experience of the
therapists (Chapman & Smith, 2002; Larkin,Watts & Clifton, 2006). Furthermore, given we
were exploring novel areas of research, the exploratory style of IPA allowed for a deeper and

unrestricted study of the psychologists’ experiences.

Procedure

HLP therapists were invited to participate in the study via an emailed information
sheet detailing the broad aim and requirements of the study. Therapists were informed that
the aim of the study was to explore their experiences and attitudes toward different modalities

of treatment for people with psychosis. Also, they were notified that participation would
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involve a one-to-one semi-structured interview (which would be recorded) of approximately
lhour duration. Informed consent was requested for participation and participation was
voluntary and not a requirement of their work on the HLP. The therapist’s decision to
participate in no way affected their employment within the research program or participating
organisations, and the current study was conducted separately to the ongoing HLP research

project.

Consenting participants were telephoned at an arranged time to complete their
individual interview. All interviews were recorded using a digital recording system. To
ensure consistency and reduce variability in the data collection, all interviews were conducted
by the same interviewer (AS), who is a provisionally registered psychologist with clinical and
research experience. Ethical approval was obtained from the Hunter New England Human

Research Ethics Committee (08/12/17/5.10).

Data collection

Data were collected through a semi-structured interview. Interviews and analysis
were conducted until data saturation, the point at which no new information or themes are
observed in the data, was reached. This occurs in the analysis when it becomes evident that
themes or concepts are re-occurring in the data. Smith, (1995) suggests that when adopting
IPA, the optimal number for this to occur would be six-eight participants. For the current
study, it was determined by all raters and co-raters that data saturation had been reached after

the sixth interview.

In accordance with IPA, it is recommended that the experience of participants be
examined and interpreted in naturally occurring settings (Smith, Flowers & Larkin, 2009).

Thus, interviews were via telephone in the participants’ office of work. To ensure privacy
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and remove any potential for distraction, a therapy room within the office was booked for the
interviewer.

The interview was flexibly guided by a broad list of questions and prompts (see Table
1) aimed at exploring a range of experiences. The interviewer used this schedule to find a
balance between providing the structure for relevant issues to be discussed, while allowing
the participant to freely express their experiences. The interview was a reflexive process and
the interviewer (AS) used clinical skills of active and reflective listening, probing, and
advanced empathy to assist her to thoroughly and accurately explore the participants’

experience.

Insert Table 1 about here

Interviews were conducted until data saturation was reached, that is, until no new
themes emerged from an interview, and this occurred at the sixth interview. Data saturation
implied that sufficient depth of information had been obtained and all themes were likely to
have emerged in the data (Pope, Ziebland & Mays, 2000). Each interview was guided by the
themes that had emerged from the previous interviews, as well as the interviewer listening for
and probing for any novel themes. The interviewer gradually became aware of saturation, as
participants were no longer adding new information. This was verified in the first stage of
analysis, occurring after each interview, which involved the clustering and comparison of
themes between each of the previous interviews. The interviewer regularly consulted with a
researcher independent from the data collection process (FK-L) to corroborate the point at
which data saturation occurred, including a detailed discussion of the analysis and themes

emergent from each interview.



Running head: PSYCHOLOGISTS WORKING WITH PSYCHOSIS AND NICOTINE DEPENDENCE 36

Analytic strategy

The data were analysed using IPA, using the procedures outlined by Smith and
Osborn, (2003). The aim was to create a comprehensive account of themes, which held
significance for each of the individuals interviewed and the group as a whole. IPA is a
cyclical process, and the researcher proceeded through several key iterative stages to analyse
the data. The first stage was to engage with the text via a verbatim transcript developed by
the interviewer (AS) after each completed interview. The interviewer read the transcription
several times, making notes in relation to the cognitions of the participant and /or interviewer.
Preliminary themes were identified and clustered into themes. This was completed for each
interview, prior to commencing the next. Following completion of each interview the
interviewer also re-read the previous interviews to consider emerging concepts from the

interviewees.

The final stage of analysis was to link themes from each participant’s experience
together, and to ascribe meaning to those themes. The themes from all interviews were
drawn together into a master list that reflected the group as a whole. A comparative process
was then undertaken to identify ordinate themes. At this stage, the interviewer referred back
to each participant’s original transcript to ensure accurate meaning was derived. This was
done by reviewing each theme and identifying and recording quotations from each transcript,
reflective of this theme. Themes were then prioritised on the basis of their prevalence within
the data, the richness of the particular passages that highlighted the themes, and how the

theme assisted in clarifying and explaining the experience of the participants.

Procedure for trustworthiness and credibility in analysis
The researcher had previously worked as a HLP therapist and was a provisional

psychologist undergoing training as a clinical psychologist. This benefited her to be easily
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immersed in the therapist’s subjective experience, as well as provided her with the skills to
explore, reflect on and interpret participant responses and the meanings they may hold, a
process labelled in IPA as “reflexivity” (Finlay and Gough, 2003; Skultans, 1998). As the
analysis was contingent upon the interpretations of the primary researcher, her experience is
likely to have influenced the interview and interpretation of the data, therefore it was
especially important to aware of and transparent about any personal biases by acknowledging
and exploring her role. Attention was paid to self-reflection when asking questions and
interpreting responses. In addition, the 1%, 4™ and 6" interviews were independently co-rated
by the supervising researcher (FK-L), a chief investigator on the HLP, and the first four
interviews reviewed by an independent expert who had not been involved in the HLP to date
(MJ). A journal for self-reflection during transcription and interpretation was also used to
assist with this process. The interviewer and co-rater each agreed on appropriateness of
connections made between text and themes, appropriate clustering, representation of the
original content within emergent ordinate themes, and the point at which data saturation

occurred.
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Results

Overview of Themes

Participants generally described their experiences of working with people with
psychosis as an intricate interaction between themselves, the client and the treatment. Most
participants emphasized the positive, yet challenging, experience of working with this client
group. They each described their growth as therapists with this client group, regardless of
previous experience with the target population and as a practicing therapist. Participants also
described how working intensively with the target group influenced their experience of and
capacity for developing the treatment relationship. The individuality of each client was also
something that all participants experienced, and highlighted, as an important aspect of their
work.

From the detailed process of analysis, three ordinate themes emerged. For two of
these themes, two subordinate themes were also identified, which were salient in describing

the meaning associated with each theme for participants, as outlined in Table 2.

Insert Table 2 about here

Complex and unusual experience of working with people with psychotic illness

The complex and unusual nature of working with people with psychotic illness was a
prominent theme for each of the participants. Although most participants expressed that their
experience had been positive on the whole, each recalled stories of the complexity and
unusual nature of their work. These recollections were related to their perceived experience

of the client and also their own broader experience of providing therapy to this group. The
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perception was varied among participants. For some it contributed to their interest and
motivation, whilst for others the experience was described as being challenging and, at times,
confronting. Some also described a transition or development in their understanding and
response to the unusual nature of psychotic illness, with increasing experience of the
population throughout the HLP. They spoke about initially being confronted and
overwhelmed; yet with time and therapeutic contact, their experience developed more into
feelings of confidence and intrigue.

The challenging and confronting experience. There was a prevailing sense that
participants continued to struggle with their understanding of psychotic symptoms, despite
experience with the population:

I certainly don’t think that I have got my head around, or many people have
got their head around, the real essence of psychosis, but I don’t think...it's very
difficult for people who haven’t experienced it, or even anyone, I guess, t0
really comprehend. (Participant, P, 1)
The expression ‘I certainly don’t think that I have got my head around...” would reflect a
sense of confusion in regard to P1s real understanding of what it is like to experience a
psychotic disorder, despite significant experience working with this population. By
identifying that not °...many people have got their head around...” psychosis, an attempt is
being made to justify this inability, perhaps to further explain the difficulties participants
generally expressed in establishing true and accurate empathy with their clients with
psychosis. This sense of bewilderment was particularly apparent when P1 described his
initial experiences of working within this population:

I think when | first started working | was kind of like, wide open-mouthed
about the extraordinary experiences these people have. (P1)
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The confronting nature of their work resulted in personal struggles to maintain
confidence:

I remember getting very, very personally upset about their stories, you know,
obviously not in front of them, but you know after, after doing my research
and stuff, just...worrying and thinking and sort of feeling scared to go and do
home visits...what would happen and all those sorts of things. (P6)

The emotional challenge faced by P6 was not to be overwhelmed by the real life
experiences of her clients with psychosis, which tended to include significant trauma, social
isolation, poor functional ability, and little hope for the future, but at the same time develop
empathy for the client’s current situation. Given the unpredictable nature of psychotic
symptoms, the described difficulties empathizing with their client’s symptoms and life
situation, and the ways in which mental illness (and schizophrenia) is often portrayed in the
media (e.g. violence, aggression), it is somewhat understandable that initial reactions to
working with psychotic populations might include fear and hesitation, as indicated by the
participant above. Again, the challenge for participant therapists working on the HLP trial
was the (implied) pressure to identify, engage and retain these clients in treatment, potentially
presenting the HLP therapists with a particularly unique clinical situation to navigate their
way through.

Complexity of illness is intriguing and motivating. Participants also described the
development or change in their perceptions and experience of working with people with
psychotic disorders, such that the challenging and unusual nature of illness later contributed
to motivation and interest:

| often look at working with people with psychosis as a bit of a window into
all parts of human experience, which maybe we don’t like to think about...it's
more difficult to think about, so I always think of it as a unique experience.
Every time I sit down with someone, it’s a privilege in some ways, as these are

experiences that you, not all, not everyone has the privilege to be a party too.
(P1)
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| find it really interesting to see the range of symptoms they do experience and
then to also then see their recovery, and | acknowledge that there are quite a
lot of challenges to working with people who are acutely unwell...but it, it's
not something that makes it too hard for me. I find it really rewarding and
particularly satisfying even working through some of the difficult times. (P6)
Despite P1s and P6s continued view that this is a challenging and complex client
group, in time an element of intrigue and satisfaction is derived from this aspect of their
work. As participants continued in their work they began to feel more comfortable and
confident:
| think because I have been doing this for a while and I’ve seen um,
extremes...from acutely disturbed clients in seclusion, through to community
clients, I suppose I’'m quite comfortable really and pretty, you know, open-
minded and...nothing is going to shock me. (P6)
As P6 explained, with time and exposure, it seems that therapists became somewhat
inoculated against the disbelief, upset and astonishment reported in the early stages of
working with people with psychosis that influenced their perceptions of the therapeutic
relationship. The feeling that ‘...nothing is going to shock me’ implies that this experience

will potentially generalise to wider populations, and suggests a perception that working with

people with psychosis is to work at the hardest end of the mental health spectrum.

Each client is an individual

All participants expressed that they viewed the clients they worked with as
individuals. There was a sense that it was important to consider clients as unique, different
from each other and separate from their diagnosis or symptoms. Participants talked about the
importance of individual case conceptualisation in tailoring treatments as well as how hearing
and understanding the individual’s ‘story’ contributed to the development of the therapeutic

relationship:
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It was quite a lengthy assessment process and | think that gives you so much
information...about the client that you can get a thread of a story, about their
life, to a degree. (P5)

In recalling the initial ‘lengthy’ assessment process, P5 highlighted the importance of
tailoring interventions to the individual, based on an in-depth understanding of their personal
story. It may also be that this assessment process, which explored psychotic symptoms and
experiences in detail, also served as an “inoculation” for participant therapists, exposing them

early on in their relationship with clients to the “shocking” experiences they initially

reported, and doing this prior to the treatment phase formally commencing.

Participants identified a shared reluctance to label the client as psychotic or make
generalisations about them based on their diagnosis:
When they’re not acutely psychotic, I don’t really focus on that, I see them
more as a person, you know, each of their own particular quirks and things, |
don’t really label it as psychotic in my mind. (P2)
I don’t feel that I can make generalisations about everyone as a whole,
because all the different patients that | have come across have presented their
own challenges, as just, being... yeah, different. (P4)
The importance of the individual ‘as a person’ encourages P2 and P4 not to generalize and
instead to marvel in the uniqueness of each person. The capacity for seeing the client as an
individual becomes an important contributor, and indicator, to how well therapists were able
to form a therapeutic and empathic connection:

For me it's all about...that each individual client is different, you know, getting
to know them individually and...working on connecting with them. (P3)

The layers of interaction between therapist and client
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The importance of the interaction between the therapist and the client was elucidated
by participants. Many explored their feelings in relation to engagement, motivation and
confidence in therapy, through considering the processes of transference and counter-
transference. The primary importance of alliance was suggested and participants expressed
concern and anxiety about aspects of treatment they considered may challenge their alliance
with the client.

Participants also identified a struggle with wanting to promote evidence-based
practice, yet be flexible and continue to develop and maintain alliance with the client.
Similarly they expressed concern that telephone therapy may interfere with their capacity to
engage and develop rapport.

Transference and counter-transference. Participants detailed the experience of
counter-transference, which occurred between clients and themselves, and how this
influenced their personal emotions and engagement. Participants talked about the difficulty
they had with not personalising or ‘taking on’ their client’s struggle:

It depended on how he presented as well, so if he was having a good day per
se, it made me feel like | was getting somewhere and making progress with
him, but on days when he was hostile and aggressive towards me...it made me
feel unsure of what I um, it made me question my abilities to a certain extent.
(P4)

He's just always insisting that it is too hard and he would quite eloquently
express all the terrible things that happened in life, and really, I think, hit the
nail on the head, quite often about the difficulties he had faced...not having a
kind of model in life...he was adopted and also apparently, so it seems, treated
very badly...and the impossibility really of his situation. It did occur to
me...‘cause I always try to work out what annoys or frustrates me...that he was
kind of presenting me with a bleak picture, which was kind of confronting for

me, and you know, what do you do..., his best outcome is relatively modest.
(P1)
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These therapists, when challenged by clients’ lack of progress or engagement, found
this to be confronting to the point that it made them question their ability as clinicians,
therefore possibly fuelling potential difficulties in the therapeutic relationship.

Transference was also identified in relation to the therapist presenting as comfortable
and confident:

There is a risk that if you're disorganised, or things aren’t working, that the
client will see that and potentially lose confidence in you....you know they
need to feel confident in you, even though | guess the role of the therapist is to
guide, you’re not doing the work for them, but yes they have to have a certain
level of confidence in you that you can assist them. (P5)

Consequently, P5 identified the need for clients to have confidence in her as a
clinician, over-and-above the treatment she was delivering. Perhaps this is a function of
treatment being manualized, structured and pre-programmed as it was in the HLP research
trial. In this context, it may have been especially important for clients to look to their
therapists to make them feel like individuals, and be committed to tailoring this one-size-fits-
all treatment to their particular needs. This may have also assisted the development of
rapport and the therapeutic relationship, and facilitated disclosure and connection to the
therapeutic process. It is through this developing inter-confidence that the personal capacity
of the therapist to assist the client is developed:

I think because | am quite comfortable, a lot of my barriers are down and I,
maybe, I don’t know, maybe that's noticeable to the client and it makes them
feel at ease or comfortable, because | am not worried about what they're going
to say. (P6)

Primacy of Connection. Through much of their discussion, participants identified
the primary importance of maintaining an alliance and connection with the client, which was

viewed as being critical to treatment. Participants spoke about the anxiety they experienced

when they felt that they were not being client-directed or facilitating strong rapport. There
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seemed to be an underlying concern that some aspects of treatment were ‘risky’ in terms of

maintaining the relationship:

Looking at their strengths and ah, not judging them and being where they are,
I think that is really important, connecting with them, I think that’s really,
really important. | think if not anything else, if you can connect with them,
um, then there’s that relationship built, then they do take that away with them
when they’re not in the session. (P3)

It’s more than just like an educational intervention, it's more about the
connection, the human experience. (P3)

In relation to this, participants spoke about their struggles with implementing
evidence-based interventions in a manner that promoted alliance with the client. Most
expressed a level of anxiety about following an evidence-based, pre-programmed, agenda;

despite seeing it as important. A flexible approach was suggested as crucial to successfully

implementing a more structured treatment:

Yeah that’s been difficult as well, trying to use the manual in the best way for
the client, rather than just sticking to it like a robot... I guess more of a
person-centred approach and that’s sort of been hard for me, to put my agenda
aside of helping people in a person-centred way, umm as opposed to keeping
the fidelity. (P2)

Similarly, participants expressed concern about the capacity for developing rapport

over the telephone:

I think it’s less personal, you know, I don’t know, I wouldn’t personally prefer
it... if they come in and you meet with someone, I suppose it warms them up,
if they walk into the building...you look at them, you know all that is all part of
it. (P2)

I don’t know, but you know, without face-to-face contact, I think that, you
know, there is just a difference in the way that you can relate to people and
that people will open up so many different avenues, if you are sitting face-to-
face with someone. (P6)
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Despite the group endorsing the many advantages of this modality of treatment and
reporting that they felt many clients had benefitted significantly from this there was some
uncertainty about the use of telephone therapy, and it was used with reluctance, primarily due
to concerns relating to rapport.

Contradictorily within the expression of concern about telephone treatment, there was
an element of support. Participants who spoke about concern in relation to establishing
rapport over the telephone, also were able to describe advantages of telephone treatment such
as the capacity for creating an engagement with clients with psychosis, who would not
otherwise participate in treatment (for example when working with hostile, isolated or

extremely paranoid clients):

A bit of a disadvantage that you can’t sort of see, um, their face, you can’t
pick up on all the non-verbals, to be able to hear a lot more of their message
and build a lot more rapport with them...but then again it’s not such a
disadvantage in that I wouldn’t recommend it, I think that, not just in this
program but in other programs, the advantages do outweigh the disadvantages,
of phone therapy. (P3)
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Discussion

Our study examined the experiences and attitudes of the psychologist, in relation to a
range of factors with the potential for enhancing or impinging on treatment of people with
psychotic and substance use disorders. Several qualitative themes emerged relevant to the
treatment relationship, which may have important implications for considering how
psychologists reflect on their practice and continue to develop a capacity to relate and deliver

treatment to this clinical group.

Main findings and Interpretations

We found that the psychologists’ experience of working with people with a psychotic
disorder is one of complexity, described by the professional as both unusual and intriguing.
Psychologists expressed that the complexity of illness and the often intriguing nature of
symptoms can be challenging in terms of relating with the client. This is in line with the
available literature, which indicates that professionals may have more difficulty identifying
with a psychotic population (Servais & Saunders, 2007) and experience decreased feelings of
commonality or shared experience as a result (Nordt, Rossler & Lauber, 2006). Extending on
this, we also found that psychologists perceive that delivering treatment to this group is in
many ways unique from their other treatment relationships and certainly dissimilar to more
general life experiences. Servais & Saunders (2007) agree that such experiences are also
likely to contribute to feelings of difference and dis-identification as was identified in their
study. Our findings further suggest that psychologists may have difficulty conceptualising
and relating to clients in this clinical population, potentially diminishing their capacity for
accurate empathy and the development of sound alliance. As alliance is fundamental to
treatment and highly predictive of treatment outcome (Castonguay, Constantino & Holtforth,
2006), it is important to continue to raise awareness of this potential barrier to treatment and

relationship development within this population, and to regularly address these issues in
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clinical supervision and professional development of therapists working with psychotic
populations. The primary researcher acknowledges a professional perspective of alliance as a
fundamental component of treatment and was guided by her experiences clinically with this
client group.

Another important finding emerged from our results, and indicated that the capacity
for change existed in the psychologist’s interpretation and perception of working with people
with psychosis as a function of increasing experience with this population. Congruent with
Allport’s (1954) Social Learning Theory, we found that psychologists indicated an improved
capacity for identifying with clients and a more positive experience of intrigue and interest
(rather that concern or fear) as their experience within this population developed. Confidence
and familiarity emerged as important components of this experience. As per Allport (1954),
dissimilarity and uncertainty contribute to stigma, with contact and familiarity required to
alleviate the stigma. As anticipated from our review of the literature and understanding of
social contact theory, psychologists described that with greater exposure and contact with a
psychotic population, they felt more comfortable and confident, and related examples of
decreasing stigma over the course of their career. Although not specifically mentioned by the
study participants, it is possible that the weekly clinical supervision offered throughout the
HLP, which focussed on presenting cases and troubleshooting difficult clinical issues
identified by the HLP therapists, may have also facilitated the process of destigmatization.
Although the interviewer (AS) was in the early stages of her career she was aware that she
felt personally comfortable and confident in working with this client group. As this was
somewhat divergent from the ideas expressed by some less experienced participants she

aimed to be particularly to the expression of stigmatising beliefs, difficulties and challenges.
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The study results also revealed several themes that were not unique to working with
psychotic populations, and could be applied to any therapeutic work with any population.
For example, participant therapists described a process of self-examination and blame when
clients did not progress through treatment in the intended or desired manner. It may have
been more a function of working on a research trial that contributed to this tendency among
therapist participants rather than working with clients with psychosis. Therapists may have
felt more inclined to blame themselves for things not progressing in an ideal way due to a
perception that, at least for HLP, the treatment was evidence-based, shown in pilot research
to be efficacious, pre-planned and developed by a panel of “experts” in this area. Therapists,
upon reading the summarized research results related to the pilot of HLP, may have felt that,
when treatment did not proceed according to plan, the only thing left to question may have
been their ability to implement the treatment protocol. In reality, there is a broad range of
responses to treatment reported in the research literature, including alternative outcomes to
treatment success. Perhaps therapists in the HLP trial at least, placed undue pressure on
themselves to achieve (or assist clients to achieve) success, which, when coupled with the
challenges of a psychotic population, may have meant that therapeutic relationships were

somewhat more difficult to establish and maintain.

The study results also identified the critical importance of perceiving and treating the
client as an individual. Psychologists viewed that the individuality of the client is critical in
the development of the relationship and must be integrated with evidence-based treatments.
This was a somewhat unexpected finding, in light of previous research indicating that
psychologists may harbour stereotypical attitudes when working with psychotic populations
and therefore find it difficult to individually conceptualise the client (Servais & Saunders,

2007, Nordt, Rossler & Lauber, 2007). Although this was clearly present in the initial stages
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of working with clients with psychosis, therapists in the HLP trial found ways to overcome
this bias, and to develop meaningful therapeutic relationships with their clients, probably
because they had committed to working on the HLP, and were somewhat “forced” to find an
acceptable way of working with the group. Given that the psychologists in this study were
participating in a structured research trial, where adherence to treatment was being
monitored, anxiety about adapting the treatment to suit the individual may have been stronger
and may have contributed to the saliency of this theme. This finding may also reflect
professional response to recent guidelines about evidence-based practice (Norcross, 2011;
Norcross & Wampold, 2011). A move towards highlighting the importance of individual
tailoring of treatments (Norcross & Wamplod, 2011) and integration of “best available
research, clinical expertise and patient characteristics” (Norcross, 2011) is one that appears to
be upheld by the professional attitudes expressed within our study. Our findings support the
relevance of promoting individual conceptualisation of clients in guiding treatment provision,
particularly when working with clients experiencing psychotic illness, and that this can
realistically be achieved even when working to a structured, pre-programmed evidence-based
treatment package.

We also found that psychologists experience many levels of interaction between
themselves and their clients, which they perceive are critical to relationship and treatment.
This, too, is consistent with research by Norcross (2011) and the notion that many factors,
such as treatment type, individual client factors, factors relative to the therapist and other
relationship factors, are relevant to the treatment relationship. Interestingly, our study
revealed that psychologists’ consideration of these factors was often expressed as, or
reflected, a consideration of transference and counter-transference processes. As
psychologists involved in this study were delivering a cognitive and behavioural-based

treatment, this reflective practice was somewhat unexpected (given that transference is
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historically associated with psychodynamic approaches to treatment). As the interviewer’s
theoretical orientation was based primarily within a Cognitive Behavioural Therapy
framework, these concepts were novel to her and required careful consideration and
exploration, when interviewing participants and when analysing the data. In the current study,
the role of transference and counter-transference in therapy was expressed as particularly
important when working with psychotic disorders in relation to confidence and motivation in
treatment. Possibly it is the severity and chronic nature of psychotic disorders, as well as the
complexity of factors requiring consideration in treatment of this population, which results in
personal struggles in a therapist to maintain confidence and motivation, and could potentially
be transferred to the client and damage the relationship. Similarly, the negative symptoms
characteristic of many psychotic disorders, including lack of motivation, confidence and
feelings of hopelessness, could also (and did) counter-transfer to the therapist, providing an
additional challenge to alliance.. These findings support research indicating that transference
(and counter-transference) is a key component of the therapeutic relationship and one that is
now considered by therapists working with a range of therapeutic orientations (Cartwright,
2011). Future research into the impact of transference and counter-transference on alliance
when working with people with psychotic disorders may be important in developing our

understanding of alliance for this population.

Our findings also imply direct support for the importance of alliance (or a connection)
in treatment. Psychologists expressed the primary importance of alliance when working with
this client population. Consistent with our review of the literature, it was viewed that a sound
therapeutic relationship is a critical component of treatment success (Martin, Garske, and
Davis, 2000 and Lambert & Barley, 2001). Psychologists in our study perceived that alliance
was a critical component of the likelihood of a successful therapeutic relationship and

outcome, which is in line with previous literature (Castonguay, Constantino, Holtforth, 2006;
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Meier, Barrowclough & Donmall, 2005). Our participants felt that they were able to
establish a good working relationship, alliance, and connection with many study participants,
despite the complexities and challenges inherent in a psychotic population by the very nature
of their symptoms and clinical presentation. This finding adds to the accumulating evidence
for the importance of alliance when working with people experience psychotic illness.

In relation to alliance, an important component of this theme that emerged from our
study was the notion that treatment via the telephone is perceived as less successful in terms
of maintaining rapport and developing alliance. Our results are consistent with previous
investigations into psychologists’ attitudes (e.g. Newman, 2004), reflecting a reluctance and
concern about telephone-based treatment. Within our study, as the telephone treatment was
designed as a brief monitoring control intervention (10 minutes’ duration), concerns
regarding alliance may have been related to the content of this treatment condition, rather
than necessarily the mode of treatment delivery. This aside, despite some concern about the
capacity for alliance psychologists expressed that they were also aware of the potential
benefits of telephone treatment, such as improved capacity to engage clients who may not
otherwise participate in treatment that required in-person attendance at a clinic. Further
research is required to investigate the benefit of telephone treatment within this population.
The results from our study suggest that professional attitudes regarding the potential for
developing alliance over the telephone may need to be addressed in order to facilitate the
uptake of this treatment modality. As well, further research investigating the efficacy of
telephone treatments, with a direct comparison of modality, for people with psychotic and
coexisting substance use disorders, will help to extend our understanding of the potential of

this modality.

Limitations
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The study has several limitations that should be considered when evaluating the
present conclusions and implications. Although rigorous standards for interpreting and
analysing the qualitative data were applied, the researchers’ experiences and subjectivity may
have affected results. The interviewer (AS) was a psychologist working within the field of
psychotic disorders, who has had some previous professional contact with participants.
Therefore it is possible that her subjective experience may have unintentionally guided
participant responses or influenced interpretation of the data at times. Although validity
checks were included in the analysis phase as a precaution against this potential bias, we

cannot be certain that this experience did not affect the data collection phase of the study.

In addition to this, although this study attempted to explore psychologists’ attitudes
toward telephone treatments, the sample of participants interviewed had only limited
experience of this modality, and this was confined to the HLP trial. It is thus difficult to
ascertain if the experiences were relevant to the particular treatment delivered by
participating HLP psychologists, or can be considered as more generally reflective of
telephone treatment for psychosis. Further, we do not currently have data on the treatment
outcomes of HLP trial participants with psychosis to determine whether alliance or telephone

treatment affected a person’s treatment response.

Future Directions and Clinical implications

The current study highlights some important professional considerations for
psychologists working with people experiencing psychotic illness. Specifically, the
difficulties in developing alliance with people with co-existing psychotic and substance use
disorder reported by psychologists (particularly in the early stages of their career), highlights
the importance of appropriate training, reflective practice and clinical experience and

ongoing supervision when working within this field. Experience and clinical exposure may
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be especially relevant to working with people with psychosis, as contact and familiarity
appear to be important in developing the psychologist’s capacity to overcome stigmatising
beliefs and develop a strong therapeutic relationship. As well, the impact of transference and
counter-transference processes has important implications for reflective practice and the
psychologist’s confidence and motivation in treatment of people with psychotic disorders.
Despite the complexities and identified challenges inherent in working with psychotic
populations, it seems that developing meaningful therapeutic relationships are possible, even
in the context of active symptoms, and that therapist and client can work together on a
structured evidence-based treatment package, potentially utilising alternative treatment
modalities (e.g. telephone) to traditional in-person approaches. Further work is also
required to determine the client perceptions of treatment offered within the HLP and other
treatment programs for people with psychosis, along with their impressions and experiences

of treatment delivered via the telephone.
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Table 1

Tables

Interview Schedule Utilised in the Current Study

Interview Theme

Question/Prompts

Working with people with psychosis

Telephone delivery of treatment

Structured treatment

How would you describe your experience

of working with people with psychosis?

What do you think of providing treatment

to this client group?

How do you feel about your work?

How does working with this population
compare to working with other clinical

populations? Prompt feelings and thoughts,

What do you think of providing therapy

over the telephone?

Can you describe what you feel are the
strengths and weakness of this modality for

treatment delivery?

What is your experience of working within

61
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a research program like?

How do you feel about providing therapy

in this way?
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Table 2
Superordinate and Corresponding Subordinate Themes Describing the Therapist’s
Experiences of Providing Therapy to People with a Psychotic Disorder and in Different

Treatment Modalities.

Superordinate Subordinate

Complex and unusual experience of
working with people with psychotic
illness

The challenging and confronting
experience

Complexity of illness is intriguing and

motivating

Each client is an individual

Layers of Interaction between therapist
and client

Transference of engagement, motivations
and confidence

Primacy of connection

Note. Superordinate themes reflected experiences expressed by all participants. Although

these themes have unique and important meaning, they are also interrelated.
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Appendix B. Extended Methodology
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Extended Methodology

Design

The study employed a qualitative methodology utilizing Interpretative

Phenomenological Analysis (IPA) .

Influenced by phenomenology, IPA acknowledges both the existence of individual
differences in ways of thinking, as well as the impact of human interaction and wider
contextual factors (e.g. culture, environment) upon the individuals’ views of the world and
meanings that they ascribe to their experiences (Shaw, 2001; Smith, 1995). IPA was judged
to be the best approach for analyzing the present data as we were interested not only in
individual constructs and perceptions, but also on the shared meanings of experience of the
therapists (Chapman & Smith, 2002; Larkin,Watts & Clifton, 2006). Furthermore, given we
were exploring novel areas of research, the exploratory style of IPA allowed for a deeper and

unrestricted study of the psychologists’ experiences.

Procedure

HLP therapists were invited to participate in the study via an emailed information
sheet detailing the broad aim and requirements of the study. Therapists were informed that
the aim of the study was to explore their experiences and attitudes toward different modalities
of treatment for people with psychosis. Also, they were notified that participation would
involve a one-to-one semi-structured interview (which would be recorded) of approximately
lhour duration. Informed consent was requested for participation and participation was
voluntary and not a requirement of their work on the HLP. The therapist’s decision to
participate in no way affected their employment within the research program or participating
organisations, and the current study was conducted separately to the ongoing HLP research

project.



Running head: PSYCHOLOGISTS WORKING WITH PSYCHOSIS AND NICOTINE DEPENDENCE 96

Consenting participants were telephoned at an arranged time to complete their
individual interview. All interviews were recorded using a digital recording system. To
ensure consistency and reduce variability in the data collection, all interviews were conducted
by the same interviewer (AS), who is a provisionally registered psychologist with clinical and
research experience. Ethical approval was obtained from the Hunter New England Human

Research Ethics Committee (08/12/17/5.10).

HLP

Detailed methods for the HLP have been reported elsewhere (Baker et al., 2011), see
Appendix E for figure summarising HLP study design. Of relevance to the current study,

two treatment arms were delivered to participants.

Session one (face-to-face delivery). All participants received session one in face-to-
face format, of approximately one hours’ duration, conducted in research clinics associated
with the HLP. The session comprised formal feedback to participants about their smoking
status and other risk factors for cardiovascular disease. A case formulation regarding
cardiovascular risk was developed in collaboration with the participant, using a motivational
interviewing approach to facilitate consideration of changes in unhealthy behaviours
associated with cardiovascular risk. At the conclusion of this session, participants
randomized to receive sixteen further sessions over nine months, delivered either face-to-face

as per session one, or over the telephone (control).

Nicotine replacement therapy (NRT). All participants, regardless of treatment
group, received free NRT to assist with cravings and withdrawal symptoms related to any
smoking cessation attempts. Following the delivery of session one, participants received
four weeks’ supply of NRT to take with them, regardless of treatment allocation. The

remaining NRT was provided to participants at weeks four, eight and fifteen.
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Sessions two-seventeen (face-to-face delivery). In addition to session one, this
active treatment condition involved seven weekly, three fortnightly and six monthly
treatment sessions, of one hours’ duration, delivered face-to-face in research clinics
associated with the HLP. The focus of each session, although manual guided, was designed
to be flexibly implemented, with participants able to concentrate on smoking cessation,
physical activity or diet and nutrition as they preferred. Contingency reinforcement was
integrated within these sessions, and focused on smoking cessation. Motivational

interviewing and cognitive behaviour therapy were employed throughout.

Session two-seventeen (control, telephone-based delivery). Following
randomization, participants in this minimal treatment (control) condition received telephone
calls of approximately 10 minutes’ duration, at the same intervals as the face-to-face
condition (seven weekly, three fortnightly and six monthly). This condition was designed to
control for the num of therapist contacts in the face-to-face condition. The content of these
sessions included formal monitoring of smoking and NRT use, nicotine withdrawal
symptoms, psychotic symptoms, mood, and diet and exercise activities. In place of
telephone-based sessions at sessions four and eight, participants attended in —person session

at the HLP research clinics for provision of NRT and formal monitoring.

The Current Study

The current study focussed on the therapists who delivered the HLP treatment

(either in-person or via the telephone).

Participants

Participants were six psychologists who have been providing therapeutic intervention

on the HLP program. Five female and one male psychologist participated. All participants
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were provisionally or fully registered psychologists with a range of both clinical and research
experience. Participants were from the four participating research sites (Newcastle, Central

Coast, Sydney and Melbourne) with diverse cultural and linguistic backgrounds.

Purposive sampling was employed, as is generally recommended within this approach
(Smith & Osborne, 2003), to ensure that the phenomenon of interest could be thoroughly
explored. Participants’ involvement in HLP treatment provision ensured they were
psychologists who had experienced providing therapy to people with a psychotic disorder, as
well as different modalities of treatment provision as described above. Ethical approval was

obtained from the Hunter New England Human Research Ethics Committee, (08/12/17/5.10).

Procedure

HLP therapists were invited to participate in the study via an emailed information
sheet detailing the broad aim and requirements of the study (See Appendix B, Information
Sheet). Therapists were informed that the aim of the study was to explore therapist’s
experiences and attitudes toward different modalities of treatment for people with psychosis.
Also, they were notified that participation would involve a one-to-one semi-structured
interview (which would be recorded) of approximately 1hour duration. Informed consent
was requested for participation and all therapists were informed that participation was
voluntary and is not a requirement of their work on the HLP (See Appendix B, Consent
form). They were told that their decision to participate or not, would in no way affect their

employment within the research program or participating organisations.

Participants who agreed to participate were phoned at an arranged time to complete
their interview. All interviews were recorded using a digital recording system. To ensure

consistency and reduce variability in the data collection all interviews were conducted by the
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same interviewer, who is a provisionally registered psychologist with clinical and research

experience.

Data collection

Data was collected through a semi-structured interview. As it recommended that the
experience of participants be examined and interpreted in naturally occurring settings (Smith,
Flowers, Larkin, 2009), interviews were via telephone in the participant’s office of work. To
ensure privacy and remove any potential for distraction, a therapy room within the office of
both interviewer and interviewee was booked.

The interview was flexibly guided by a broad list of questions and prompts (See
Appendix D. Interview schedule) aimed at exploring a range of experiences and attitudes. It
was considered important to develop a schedule in advance in order to consider outcomes of
the interview, as well as anticipate difficulties that may arise (Smith and Osborn, 2003). The
interviewer used the prepared schedule to find a balance between providing the structure for
relevant issues to be discussed, while allowing the participant to freely express their
experiences and co-determine the interaction. Specifically, issues in relation to treatment
expectations and experience of working with people with psychosis were be explored. Along
with this the interview explored therapists’ attitudes toward providing face- to- face in
comparison to telephone interventions, as well as the experience of treatment provision
within a research program. Interviewing techniques outlined by Smith & Osborn (2003)
were observed, including: taking time to speak slowly and allow thoughtful response;
allowing and using silence; using minimal probes and prompts; asking one question at a time;

and observing and monitoring the effect of the interview on the interviewer.

Interviews were conducted until was data saturation was reached to determine a

sample size of six. Data saturation means that sufficient depth of information had been
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obtained and all themes were likely to have emerged in the data (Pope, Ziebland & Mays,
2000). The interviewer gradually became aware of saturation, as participants were no longer
adding new information.

Analytic strategy

IPA is a cyclical process and the researcher proceeded through several key iterative

stages to analyse the data (for a detailed description of the Analytic process see Appendix E,
Detailed procedure for Interpretative Phenomenological Analysis). The fist stage was to
encounter with the text. The researcher recorded a verbatim transcription of each interview,
following its completion. The researcher read the transcription several times, making notes
in relation to the thoughts and feelings of the participant and /or interviewer, as well as
emerging psychological themes. Preliminary themes were identified, grouping themes
together as clusters and tabulating themes in a summary table. This was completed for each
interview, prior to commencing the next. Following completion of each interview the

researcher also re-read previous interviews to compare and consider themes.

The final stage of analysis was to link themes from each participants experience
together and interpret meaning. The themes from all interviews were drawn together into a
master list of themes, reflected by the group as a whole. A comparative process was then
undertaken to identify superordinate and subordinate themes. Superordinate themes were
major themes, identified by all participants and subordinate themes describe the different
meanings and cognitions associated with those themes (Smith, . At this stage, the researcher
compared back to each participant’s interview to ensure accurate meaning was derived. This
was done by reviewing each theme and identifying and recording quotations from each
participant’s transcript, which reflect this theme. Themes were then prioritised on the basis

of their prevalence within the data, the richness of the particular passages that highlight the
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themes as well as how the theme will assist to clarify and explain the experience of the

participants.

Procedure for trustworthiness and credibility in analysis

The researcher also worked as a HLP therapist and was a provisional psychologist
undergoing training as a clinical psychologist. This benefited her to be easily immersed in the
therapist’s subjective experience as well as provided her with the skills to explore, reflect on
and interpret participant responses. As her experience is likely to have influenced the
interview and interpretation of the data, it was especially important to aware of and
transparent about any biases. Attention was paid to self-reflection when asking questions and
interpreting responses. In addition, the 1%, 4™ and 6th interview was co-rated by the
supervising researcher and the first four interviews reviewed by an independent expert, who
has not been involved in the HLP to date. A journal for self-reflection during transcription
and interpretation was also used to assist with this.
More detailed description of the analytical process in the Manuscript...how did
themes emerge (not simply responses to direct questions), how were we sure that
data saturation was reached, and more detail on your role as a clinical psychologist

in the analysis (kind of a reflective section on your role, what you brought, etc.) - to
determine credibility of the analysis. Then address these issues in the discussion.
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Appendix C. HLP Study Design
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Appendix D. Interview Schedule
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Interview Schedule- Psychologists Experiences of Working with People with Psychosis

Working with people with psychosis

e How would you describe your experience of working with people with psychosis
e What do you think of providing treatment to this clients group?

e How do you feel about your work?

e How does working with this population compare to working with other clinical

populations? Prompt feelings and thoughts,

Telephone Delivery of treatment

e What do you think of providing therapy over the telephone?
e Can you describe what you feel are the strengths and weakness of this modality for

treatment delivery?

Structured Treatment

e What is your experience of working within a research program like?

e How do you feel about providing therapy in this way?
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Appendix E. Detailed Procedure Undertaken for Interpretative Phenomenological

Analysis
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Detailed Procedure Undertaken for Interpretative Phenomenological Analysis

107

1. Verbatim transcription of the interview was recorded; this may have included pauses,

laughing, tone, minimal prompts and other expression.

Text from verbatim transcription was converted into a table with three columns for
initial analysis. Columns were labelled: Transcription , Notes and Psychological
Themes.

Transcription was then thoroughly read for the first time making any notes/reflections
about the text in column two- ‘Notes’. The Notes column summarised thoughts and
made any initial formulations about the meaning of text.

Transcription was then read for a second time, writing down statements in the third
column- “Psychological Themes” to reflect the psychological meaning of the
text/notes and any themes reflective of the meaning of the text. The label or
psychological theme was a sentence or word reflective of textual meaning. During
this stage, the analysers focussed ensuring that every line of text was represented
somewhere and all themes accurately reflected meaning.

In a separate document, a chronological list of the psychological themes was created,
identified in the order in which they occurred in the transcript. All themes were

included.

. A new document was created which contained a table with two columns and several

rows. Themes were then grouped together into similar concepts and entered into
individual cells of the table.
Once all psychological themes were in one cell of the Table, each cell was labelled

by considering the meaning of themes included in that cell.
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10.

11.

12.

Steps 1-7 were completed for each interview prior to commencing the subsequent
interview.

Each interview was allocated a colour (e.g. Purple). The Step 5 table was cut up into
individual cells (label and related psychological themes) and each cell was pasted
onto the colour allocated to that interview.

Psychological themes (individual cells) across interviews were then considered, with
each colour describing psychological themes expressed by individual participants.
Similar Psychological themes were grouped across participants. During this process
the analyser repeatedly referred back to the original text to ensure accurate
representation of the label/psychological themes and to consider meaning behind the
theme. Labels were not always retained in their original form.

These groups of themes, which were compiled into a separate envelope for each were
retained as superordinate themes. Each person must have contributed to an envelope
in order for it to be retained as a superordinate theme. Participants may have
expressed different perspectives (e.g. Positive and negative) on the same theme, but
in order for a theme to be retained as a superordinates theme, it must contain a
contribution/perspective from each participant.

Following this a process of ‘textual grounding’ occurred. An excel spreadsheet
containing the following: a column for the superordinate theme, a column for the
participant number, and a column for a text quotation was created. For each
superordinate theme, the participant number and the actual text (quotation/s from the
transcript) related to that superordinate theme was recorded. This was completed for
all interviews and all superordinate themes.

A copy of the original interview transcript was then referred to and each superordinate

theme allocated a specifying colour. Text reflecting each theme was then highlighted
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in this colour. This was completed for all interviews for each superordinate theme

sequentially.

13. A table was then created labelling superordinate and corresponding subordinate

themes.
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Appendix F. Table for Analysis of Themes: Textual Grounding Process
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