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Who gets evidence-based therapy for psychosis following a psychiatric hospital admission? 

Follow-up data from an inpatient randomised controlled trial 

Abstract 

 

A major barrier to clinicians referring service users with psychosis for psychological therapies is the 

belief that they will not engage. We investigated therapy receipt after discharge, in a sample of 

service users who had already demonstrated willingness to engage in psychological therapy during an 

inpatient admission.  Only one-third of service users (33%; 16/48) received at least 1 session of 

evidence-based therapy at 6-month follow-up after discharge. Therapy receipt was more common for 

service users with i) lower delusional distress at discharge, ii) Black and Minority Ethnic (BME) 

background, and iii) discharged to an Early Intervention (EI) service.  

 

Keywords: Psychosis; Psychotherapy; Community Health Services 
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1. Introduction  

In the United Kingdom (UK), treatment guidelines for schizophrenia recommend two psychological 

therapies; Cognitive Behavioural Therapy for psychosis (CBTp), and Family Interventions (FI)  

(2014).  However, access to these therapies is severely limited, with on average only 1 in 4 eligible 

service users being offered psychological treatment (Colling et al., 2017; Haddock et al., 2014; 

Healthcare Quality Improvement Partnership (HQIP), 2018).  Increasing access to CBTp and FI can 

be partly addressed by training more therapists and improving referral pathways (Johns et al., 2019).  

Attitudes and beliefs of clinicians, who act as gatekeepers in deciding who gets referred for therapy, 

also play a key role.  For example, Kingdon and Kirschen (2006) found that only 50% of potentially 

eligible service users with schizophrenia were referred for CBTp, even in a service where it was 

readily available.  Clinicians in the study reported that the most common reason for not referring a 

service user for therapy was the belief that they would not engage.  There may be several underlying 

reasons why clinicians judge someone liable to not engage; such as believing that service users 

symptoms are too severe for them to benefit (Switzer and Harper, 2019), or lack ‘insight’ into their 

difficulties (Lecomte et al., 2018). 

Therefore, in this study we aim to determine what predicts therapy receipt for service users with a 

diagnosis of schizophrenia, who have already demonstrated they are willing and able to engage in 

therapy?  We investigated this novel question in 50 service users who had received psychological 

therapy as part of a randomised controlled trial (RCT) during their inpatient admission, who were then 

followed up at 6-months after discharge. This is a highly unique data set given the scarcity of service 

users who have received psychological therapy provision during an acute inpatient admission 

(Jacobsen and Tan, 2020; Staniszewska et al., 2019).  Our hypotheses were as follows: 

1) Service users with higher symptom-related (delusional) distress at discharge, would be less 

likely to receive NICE-adherent therapy, as they may be more likely to be judged as ‘too 

unwell’ to benefit (Switzer and Harper, 2019).   

2) Service users from a black and minority ethnic background (BME) would be less likely to 

receive therapy compared to non-BME service users, given that BME populations face health 

inequalities in access to therapy (Colling et al., 2017).  

3) Service users discharged to an Early Intervention (EI) service would be more likely to receive 

therapy compared to service users discharged to non-EI services, given the particular 

emphasis on psychosocial interventions within national EI service standards 

(www.rcpsych.ac.uk/eipn), and in line with previous audit findings (Colling et al., 2017). 
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2. Method  

 

Data were collected as part of the amBITION trial (Jacobsen et al., 2020). Participants all reported 

positive psychotic symptoms in the context of a schizophrenia-spectrum or mood-disorder diagnosis 

(F20-39; ICD-10, World Health Organization (2010) and were interested in having a brief talking 

therapy during their admission (for trial protocol see Jacobsen et al. (2016)).  Fifty participants were 

recruited to the trial, and follow-up data on receipt of psychological therapy at 6-month follow-up was 

available for 48 participants (2 participants were lost to follow-up).  All data were collected from 

electronic health records, except for symptom-related distress which was collected via self-report 

questionnaire at discharge from hospital.  The trial was conducted in a psychiatric hospital in an urban 

area. 

Independent (predictor) variables:- 

1) Symptom-Related (delusional) Distress: Distress severity associated with the person’s most 

concerning delusional belief.  A self-report scale was used which asked respondents to rate their 

distress associated with their belief on a scale from 0-10, with higher scores indicating greater 

distress. These scales were designed for use in previous inpatient trials of brief psychological 

therapies (Bach and Hayes, 2002; Gaudiano and Herbert, 2006) and were found to be easy for 

participants to complete, and sensitive to change over time. 

2) BME status: Dummy variable indicating 1 for “yes” (i.e., BME), and 0 for “no” (i.e. non-BME). 

3) Discharge to an EI service: Dummy variable indicating 1 for “yes” (i.e., discharged to EI 

service), and 0 for “no” (i.e., discharged to non-EI service). 

Dependent (outcome) variable:- 

1) Therapy receipt: Dummy variable indicating 1 for “received ≥1 session of CBTp and/or FI at 

6-month follow-up”, and 0 for “did not receive ≥1 session of CBTp and/or FI at 6-month follow-

up”.   

Data were analysed using SPSS (v. 24). A logistic regression model was used to calculate the odds 

ratio and 95% confidence interval (95% CI) which represents the probability of receiving therapy in 

participants with certain characteristics as defined above. We further calculated Bayes factors using a 

standard formula (http://pcl.missouri.edu/bf-reg) to determine if our models were underpowered to 

detect an association or if the models indicated a true null result (Dienes, 2014). 
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3. Results  

At 6-month follow-up, 33% (16/48) of the participants had received ≥1 session of CBTp and/or FI, and 

67% (32/48) had not (see Table 1, supplementary material for demographic and clinical 

characteristics).  Out of the 16 participants who received therapy, 10 received CBTp only, 5 received 

FI only, and 1 received both CBTp and FI.  Due to small numbers, we did not break down the outcome 

variable of overall therapy receipt by therapy type in the analysis.  See Table 2 (supplementary 

material) for summary statistics. 

Hypothesis 1: Symptom-Related (Delusional) Distress.  On average, service users who received therapy 

at 6-month follow-up (N=15) reported lower delusional distress at discharge (mean=2.73, standard 

deviation (SD)=3.79) compared to those who did receive therapy (N=30; mean=4.67, SD=2.99).  Data 

were missing for 3 participants (1 did not experience delusions, and 2 did not complete the measure at 

discharge). The unadjusted odds ratio (OR) and 95% confidence interval were 0.83 (95% CI: 0.67 to 

1.01, p=0.07), after adjustment for age and sex the OR barely changed to 0.80 (95% CI: 0.63 to 1.02, 

p=0.07). The direction of association was in line with our hypothesis, such that those with higher 

delusional distress were less likely to receive therapy, however the estimate was imprecise and crossed 

the null. Bayes factor (1.22, R2= 0.17) is in favour of the alternative hypothesis, indicating that our 

model was underpowered to detect an association. 

Hypothesis 2: BME Status. 36% (12/33) of people from BME-backgrounds received therapy at 6-

month follow-up, compared to 27% (4/15) from non-BME backgrounds. The unadjusted OR was 1.57 

(95% CI: 0.41 to 6.04, p=0.52), after adjustment for age and sex the OR attenuated to 1.25 (95% CI: 

0.29 to 5.40, p=0.76). The direction of the association indicates that people from a BME background 

had slightly higher odds of receiving therapy at follow-up compared to non-BME participants, however 

the estimate was imprecise and crossed the null. This finding was in the opposite direction to our 

hypothesis. Bayes factor (1.40, R2=0.14) is in favour of the null hypothesis, indicating that this is a true 

null association. 

Hypothesis 3: Early Intervention (EI) Status. A larger proportion of people discharged to EI services 

(50%; 9/18) compared to non-EI services (23%; 7/30) received therapy at 6-month follow-up. The 

unadjusted OR was 3.29 (95% CI: 0.94 to 11.50, p=0.06), after adjustment for age and sex the OR 

attenuated to 2.80 (0.56 to 14.06, p=0.21). The direction of the association indicated that participants 

who were discharged to an EI service had a greater odds of receiving therapy at follow-up compared 

to people discharged to a non-EI service, however the estimate was imprecise and crossed the null. 
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Bayes factor (1.49, R2=0.17) is in favour of the alternative hypothesis, indicating that our model was 

underpowered to detect an association. 

 

4. Discussion  

Our findings showed that only one-third of service users, who had already demonstrated willingness 

to engage in a psychological therapy during an inpatient admission, received NICE-recommended 

therapy 6-months after discharge.  We calculated Bayes factors to determine if our models represented 

a true null result or if they were underpowered to detect an association (Dienes, 2014). Bayes factors 

indicated that two of our models were underpowered to detect an association (delusional distress and 

EI status). Therefore, we have chosen to focus on the direction of the association, rather than statistical 

significance (Sterne and Davey Smith, 2001), which both indicated that people with lower delusional 

distress, and those discharged to an EI team, were more likely to receive therapy. According to the 

Bayes factors analysis, the BME model was a true null result, showing that BME status is not a 

predictor, in this population, of receipt of therapy.  This is in contrast to previous findings from a larger 

sample of service users with schizophrenia (Colling et al., 2017). This warrants further study in other 

samples, as health inequalities arising from ethnic minority status are well-documented in mental health 

care (Bhui et al., 2003; Oduola et al., 2019). 

Strengths of this study include the use of electronic health records to verify therapy receipt, which is 

more accurate than service user/clinician self-report.  We defined therapy receipt conservatively as 

receiving at ≥1 session; however, a limitation of this approach was that this does not differentiate 

between service users who had just started therapy, and those who may have begun therapy and 

dropped out.  After adjustment for two major confounders, age and sex, the direction of the 

associations did not change. However residual confounding remains a potential source of bias in our 

study. 

In this sample, 46/48 (96%) service users were still under the care of secondary care community mental 

health services (including both EI and non-EI teams) at 6-month follow-up.  Therefore, it is not 

plausible that the low rate of therapy receipt can be attributed primarily to participants being discharged 

from secondary care, moving out of area, or disengaging from services. Previous large-scale audits of 

provision of NICE-recommended therapy for psychosis have also shown that low rates of therapy 

receipt do not in fact arise from large numbers of service users declining the offer of therapy.  Haddock 

et al. (2014) found that there was a gap of only 0.5% between the proportion of service users offered 

NICE-adherent therapy, and the proportion who accepted the offer and received therapy (6.9% vs. 
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6.4% respectively).  The glaringly obvious gap was between the proportion of service users who should 

be offered psychological therapies based on the NICE guidelines (100%) and the proportion who were 

actually offered it (6.9%).   We recommend that future initiatives to increase access to NICE-

recommended psychological therapies for psychosis include a focus on the post-discharge period.  This 

is because this is a high-risk period for re-admission (Durbin et al., 2007) and other adverse events, 

including suicide (Riblet et al., 2017). This high-risk period however could also offer a good window 

of opportunity to engage service users in psychological therapy in the community, particularly if 

engagement in therapy was a successful part of their inpatient care plan. 

In conclusion, it is concerning that the majority of service users, who had demonstrated willingness to 

engage in psychological therapy, still did not receive NICE-recommended therapy after discharge.  

Routine provision in non-EI community mental health teams, which provide care for service users with 

chronic and complex difficulties, was particularly low in our sample (23%).  Further research should 

focus on understanding facilitators and barriers to increasing access to psychological therapies post-

discharge.  For example, it is not yet known whether referrals instigated by the ward team are most 

effective in ensuring therapy is offered post-discharge in the community, or whether more robust 

measures are required in community teams to ensure thorough review and care planning post-discharge 

for service users. 
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