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Efficacy and Effectiveness of Cognitive Analytic Therapy:
A Review of the Outcome Evidence

Despite the popularity of Cognitive Analytic Therapy (CAT), the evidence-base is
limited in comparison with some other psychotherapies. No review has been
previously undertaken to evaluate the nascent evidence-base and guide future
research. Reviewing 21 papers revealed that the evidence-base for CAT has largely
bypassed the rigours of efficacy trials. A between-studies effect size of 0.81 across
nine studies indicates promising effectiveness across diagnostic conditions.
However, there is a need to conduct larger-scale research, in line with established

frameworks, to develop a coherent, robust and relevant knowledge-base.

Group Cognitive Analytic Therapy for Female Survivors of
Childhood Sexual Abuse: A practice-based study

A practice-based study was conducted to investigate the effectiveness of 24-
session group Cognitive Analytic Therapy (GCAT) for adult female survivors of
childhood sexual abuse (CSA). Validated measures of psychological functioning
were administered at assessment, start and completion of GCAT. Statistically
significant improvements were observed for intention-to-treat and ‘completer’
samples. ‘Completer’ analysis indicated an uncontrolled pre/post treatment effect
size of 0.34. Reliable and clinically significant improvements in global functioning
were achieved by 8% (n=8) of ‘completers’. Given the severity of distress
experienced by this sample and previous contact with mental health services,
GCAT as an adjunct to secondary mental health clinical care, appears to be a
promising intervention for adult female survivors of CSA. Clinical, organisational
and theoretical implications are discussed and future directions for research

identified.
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Efficacy and Effectiveness of Cognitive Analytic Therapy:

A Review of the Outcome Evidence

Purpose. Despite the popularity of Cognitive Analytic Therapy (CAT) in clinical
practice, this review represents the first to evaluate the range and quality of CAT

outcome studies.

Methods. A search of PsychInfo, Medline, CINAHL and Cochrane databases from
1960 to 2011 was conducted to identify efficacy and effectiveness studies
reporting CAT outcomes. An existing validated research quality checklist was used
to appraise the quality of CAT disorder-specific evidence, using the 'hourglass'

model to inform findings.

Results. A total of 21 papers met inclusion criteria, including three randomised
control trials. Whilst the CAT evidence-base is predominated by small-scale,
effectiveness studies with complex and severe populations, an overall uncontrolled
effect size of 0.81 across nine CAT outcome studies was found. CAT outcomes are
largely equivocal to other approaches, although studies fail to take account of

common factors known to influence outcome.

Conclusions. CAT appears to be a promising intervention for a range of
difficulties; however, the CAT model lacks an as yet credible evidence-base,
appearing to have largely bypassed the rigorous, controlled stage of the ‘hourglass
model’. There is a need for further research in line with established frameworks of

psychotherapy development.



Practitioner Points
* CAT shows promising utility for treating complex and severe mental health
difficulties.
* (Co-ordinated large-scale studies should be conducted, drawing on
established frameworks of evidence-base development.
* Common factors (e.g. alliance, therapist competence) should be considered

in the design of future CAT studies.



A Review of CAT Outcome Evidence

Cognitive Analytic Therapy (CAT) was developed as a time-limited, integrative
psychotherapy (Ryle, 1995) and has rapidly grown in popularity as a treatment for
a diverse range of psychological difficulties (Denman, 2001). The approach has an
emerging evidence-base (Margison, 2000) and is included in the NICE guidelines
for Eating Disorders (NICE, 2004) and Borderline Personality Disorder (NICE,
2009). Yet critics have highlighted the limitations of the extant outcome evidence-
base for CAT in comparison to some other psychotherapies (Llewelyn, 2003) and
questioned whether the popularity of CAT in clinical practice has superceded the
formation of a sufficiently credible and robust evidence-base (Marriott & Kellett,
2009). To this end, the current review aims to critique the nascent CAT outcome
evidence-base, in order to appraise the range and quality of CAT evidence across

diagnostic categories and suggest avenues for future research.

Developing a robust & relevant evidence-base

Effective psychological practice should be based on the “best available research
with clinical expertise in the context of patient characteristics, culture, and
preferences” (American Psychological Association, 2006, p.280). Yet determining
the "best available research” is a complex endeavour, requiring the critical
evaluation and assimilation of diverse sources of information (Barkham, Stiles,
Lambert & Mellor-Clark, 2010). Numerous authors (e.g., Donnenberg, Lyons &
Howard, 1999; Roth & Fonagy, 2005; Weston, Novotny & Thompson-Brenner,
2004) have commented on the tension between efficacy research, i.e. investigating
whether “a particular intervention has a specific, measurable effect ” (Barkham &
Mellor-Clark, 2003, p.320) under controlled conditions and effectiveness research

i.e. exploring the relevance of treatments in routine clinical practice, with
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heterogeneous populations and service settings (Seligman, 1995). Traditionally,
efficacy research has been associated with “evidence-based practice” (EBP;
American Psychological Association, 2006) and effectiveness research with
“practice-based evidence” (PBE; Barkham & Margison, 2007).

Randomised controlled trials (RCTs) prioritising internal validity and
traditionally adopted in efficacy trials, have been considered the 'gold standard' for
empirically supported treatments (Chambless & Ollendick, 2001), yet the
appropriateness of this paradigm for psychotherapy research has been
significantly challenged (e.g., Guthrie, 2000). It has been advocated that developing
arobust and relevant psychotherapy knowledge-base requires both effectiveness
and efficacy studies (Barkham et al., 2010; Bower & Gilbody, 2010; Gilbody &
Whitty, 2002). However, coherently integrating evidence across paradigms
represents a significant challenge.

Various frameworks have been presented that attempt to address this
challenge (e.g. Barkham & Mellor-Clark, 2003; Parry & Richardson, 1996). A widely
accepted model of linking EBP and PBE is the three-stage ‘hourglass’ model
(Salkovskis, 1995; Figure 1). This model proposes a three-stage cyclical process:
stage 1, an emerging therapy is initially tested in experimental settings on a small
number of patients; stage 2, findings from stage 1 stimulate empirical testing in
larger efficacy studies, including RCTs, with stringent criteria enhancing internal
validity to isolate mechanisms of interest; stage 3, efficacy results are then
transported into effectiveness research in clinical practice to assess the external
validity of findings. The results of which stimulate further questions to be refined
in small-scale experimental studies (stage 1); and so the process begins anew. In

this way coherent research strategies are promoted and findings from efficacy and



A Review of CAT Outcome Evidence

effectiveness research complement each other to advance the development of

effective psychological therapies.

Figure 1; diagrammatic representation of hourglass model adapted from Salkovskis

(1995)

— —

N\

Stage 1: Innovation

* Single case descriptions

* Identifying individuals/groups who do
not benefit from treatment

* Single case experimental designs

* (Case series

Stage 2: Rigour

* Randomised Controlled Trials

Stage 3: Generalisation

*  Field Trials

/ *  Effectiveness Studies
* (linical Audits
* Service Evaluations

In addition to the tension surrounding EBP and PBE there is ongoing debate
in the literature about components of psychological therapies that actually effect
change. A major thrust of recent outcome research has put forward the position
that outcomes are largely due to trans-theoretical “common factors” (Lambert,
2005), such as the therapeutic alliance (Horvath & Symonds, 1991). This is in
contrast to a “specific factors” paradigm that maintains that targeted interventions
and techniques, specific to a model, uniquely explain variance in outcome above
and beyond that explained by common factors (Imel & Wampold, 2008). In line

with this, different models have been developed to treat different disorders, as
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reflected in published guidelines for clinical practice (e.g. NICE guidelines).
Although exploring this debate in more detail is beyond the remit of this review, it
is worth bearing in mind that to date, CAT has only developed a specific targeted
model to guide intervention for patients presenting with Borderline Personality

Disorder; the Multiple Self-States Model (Ryle, 1997).

Cognitive Analytic Therapy: theory & practice

CAT integrates psychoanalytic and cognitive-behavioural models to offer a time-
limited (usually either 16 or 24 sessions), relational approach to facilitating
therapeutic change (see Kerr, 2005; Ryle & Kerr, 2002). Theoretically, CAT draws
on personal construct theory (Kelly, 1956) and object relations theory (Ogden,
1983; Ryle, 1985), asserting that mental representations of self, others and the
world are developmentally formed by early social, reciprocal interactions with
significant others (Ryle & Kerr, 2002).

These internalised early object relations are termed ‘reciprocal roles’ (RRs)
and become 'psychological lenses' through which individuals anticipate and react
to intra- and inter-personal relationships. Target Problem Procedures (TPPs;
commonly termed ‘traps’, ‘snags’ and ‘dilemmas’, Ryle & Kerr, 2002) are repetitive
sequences, directed towards an aim (Denman, 2001) that dictate interactions with
others and patterns of self-care that confirm and perpetuate maladaptive RRs
despite damaging outcomes.

[

In practice, CAT focuses on “3 R's”: ‘reformulation’, ‘recognition’ and
‘revision’. Early assessment sessions prioritise active and collaborative

reformulation to develop a shared understanding of the developmental origins and

perpetuating factors for patterns of psychological difficulties and distress (Ryle,
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1995). This is shared with the patient via a reformulation letter that is followed in
subsequent sessions with a sequential diagrammatic reformulation (SDR; Ryle &
Kerr, 2002). These two reformulation activities form the foundation for patient
self-monitoring and 'recognition’ of when they are in (or about the enter) the RR
and TPPs identified in the SDR. Change in CAT arises from experiencing a non-
collusive therapeutic relationship and raising self-awareness of maladaptive
patterns to actively ‘revise’ and ‘exit’ TPPs and develop ‘healthier’ RRs. ‘Exits’ in
CAT may be multi-modal (e.g. exposure, cognitive challenge, compassion, etc.) as
indicated by patients’ presenting difficulties. CAT also emphasises the therapeutic
value of endings, and therapist and patient exchange ‘goodbye letters’ (e.g. Rayner,
2011) in the final session. Follow-up sessions are negotiated between client and
therapist, but usually range from one session at three-month follow-up to four

sessions offered over a six-month period.

Method

A literature search was conducted to identify CAT outcome research published
between 1960 and 2011 in order to capture any outcome literature reflecting
precursors to CAT in its modern form. Studies were identified by searching
PsycInfo, Medline, CINAHL and the Cochrane library using the search term
“cognitive analytic*” (see Appendix iii for example output of search term).
Although the search consisted of only a single search term, this captured literature
where at least one of the terms was present in the title/abstract/article (e.g. the
search term captured papers containing “cognitive-analytic therapy”). In addition,
active CAT researchers were contacted and asked if they were aware of any CAT
research in press pertinent to the aims of this review. These searches generated

249 papers (excluding duplicates).
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Inclusion/Exclusion criteria

Studies were included based on the following criteria: 1) CAT delivered as an
intervention, either in individual or group format, 2) use of psychometrically
sound outcome measures, 3) at least pre-post scores available, 4) written in
English, 5) accepted for publication in a peer-reviewed journal and 6) reporting

independent datasets (see Figure 2).

Figure 2; Diagram of search strategy

249
references

111 excluded references screened

) for publication type &
non-English language

138
references

31 excluded articles screened
) for content relevance by title

107

references

) 80 excluded articles screened
for content relevance by abstract

27
references

6 excluded studies not meeting
) inclusion/exclusion criteria

21 eligible
articles for inclusion
in the review
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From the 249 papers, nine were excluded as they were not written in the English
language, 93 because they were books or book reviews, four because they were
unpublished theses and five Cochrane protocols. The title and abstracts of the
remaining 138 papers were examined and a further 30 papers excluded from the
review on the basis that CAT was not described. One paper was a correction and
appended to the relevant study. The remaining 107 papers were retrieved for a
more detailed evaluation. A further 80 papers were excluded on the basis that they
were theoretical comments rather than outcome research, outcome was construed
more broadly than quantitative change on standardised psychometric measures
(e.g. engagement rates, Ougrin, Ng& Low, 2008), or studies reported process
issues, or employed qualitative methodologies. Twenty-seven CAT outcome
studies reported collecting pre-post outcomes on validated measures, however the
authors of four papers! did not respond to requests for the outcome data alluded
to in the paper. A paper detailing a case study included in another paper?, and data
from an RCT duplicated in a subsequent study? were excluded from the review.

Therefore, a total of 21 papers were eligible for inclusion.

Eligible papers were evaluated using an extant checklist (Downs & Black, 1998;
see Appendix iv for copy), developed for rating the methodological quality of
randomised and non-randomised healthcare outcome studies. The checklist
provides an overall quality score (range 0-32) and subscale scores evaluating i)
whether sufficient information was provided to allow the reader to make an
unbiased assessment of the findings (reporting subscale; range 0-11), ii)

generalisability of findings (external validity subscale; range 0-3), iii) what

1 Bennett, Parry, & Ryle, 2006; Kerr, 2001; Sochos, 2005; Withers, 2008
2 Bennett & Parry, 1998
3 Chanen et al. 2008
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measurement or intervention biases may have confounded findings (internal
reliability subscale; range 0-7) and iv) which selection biases could have
confounded findings (internal validity subscale; range 0-6). One further question
relates to the sample size and thus the power (range 0-5) that the study had to
detect a ‘true’ result. The checklist has been shown to have good psychometric
properties. Downs and Black (1998) report a mean score of 14 (SD=6.39) for
controlled studies and 11.7 (SD=4.64) for non-randomised studies.

A Clinical Psychologist independent of this study rated three papers. An
intraclass correlation coefficient of 0.98 (95% C.1.=0.67 to 1.00) demonstrated
excellent inter-rater reliability between raters’ total quality rating scores (Field,

2005).

Data Analysis

Where study data permitted, a measure of uncontrolled effect size was calculated
by dividing the mean change score achieved pre/post-CAT by the mean pre-CAT
standard deviation (Barkham, Gilbert, Connell, Marshall & Twigg, 2005; Westbrook
& Kirk, 2005). For studies reporting multiple outcomes, the analysis utilised the
Brief Symptom Inventory (BSI; Derogatis & Melisaratos, 1983) or Symptom
Checklist 90 Revised (SCL-90-R; Derogatis, Richels & Rock, 1976), as this was the
most consistent measure employed across studies. If a measure of global
functioning was not reported, the author selected the most widely used and
validated measure. It was possible to calculate effect sizes in this way for nine CAT

outcome studies.

10
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Results

The 21 studies that met the inclusion criteria for the review are summarised in
Table 1, which includes total quality rating scores. Studies are grouped according
to methodology consistent with each stage of the ‘hourglass’ model (Salkovskis,

1995; see Figure 1).

11
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Table 1; CAT outcome studies grouped by methodological approach consistent with stages of the ‘hourglass’ model (Salkovskis, 1995)

Author(s) Number of Sample Comparison Condition Design Standardised Score?
sessions (Completers outcome measures
(Completers sample size)
sample size)
STAGE 1
Case Description
Ryle & Beard 26-sessions Borderline Personality Uncontrolled [1P-1274 10t
(1993) (N=1) Disorder (pre-post) SCL-90R>
DESe
Adult
Bennett (1994) 16-sessions (N=1)  Depression, Anxiety Uncontrolled BDI-IT7 6t
(pre-post) SCL90R
Adult [1P-127
Graham & 5-sessions (N=1) Dissociative psychosis Uncontrolled DES 6t
Thavasothy (pre-post) 4%
(1995) Adult

a Total Downs and Black (1998) quality rating score
T Author’s rating score; * Independent rater’s score

4 Inventory of interpersonal problems-127 (Horowitz, Rosenberg, Baer, Ureno, & Villesenor, 1988)
5 Symptom Checklist 90 Revised (Derogatis, Richels, & Rock, 1976)

6 Dissociative Experiences Scale (Berstein & Putnam, 1986)

7 Beck Depression Inventory-II (Beck, Steer, & Brown, 1995)

2JUdPIAg 2WO02INQ LV) JO MIIAY V
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Table 1 continued
Yeates et al. 11-sessions (N=1)  Acquired Brain Injury

(2008)
Adult

Single Case Experimental Designs (SCED)

Kellett (2005) 24-sessions Dissociative Identity
(N=1) Disorder
Adult
Kellett (2007) 24-sessions (N=1) Histrionic Personality
Disorder
Adult

8 Beck Anxiety Inventory (Beck, Epstein, Brown, & Steer, 1988)

9 Hospital Anxiety and Depression Scale (Zigmond & Snaith, 1983)

10 State-Trait Anger Expression Inventory (Spielberger, 1999)

11 Dyadic Adjustment Scale (Spanier, 1976)

12 Brief Symptom Inventory (Derogatis, 1993)

13 Inventory of Interpersonal Problems-32 (Barkham, Hardy, & Startup, 1996)

14 Dissociative Experiences Scale (Carlson & Putnam, 1993)

15 State Scale of Dissociation (Kriiger & Mace, 2002)

16 Personality Structure Questionnaire (Pollock, Broadbent, Clarke, Dorrian, & Ryle, 2001)
17 Young Schema Questionnaire-Short Version(Young, 1998)

Uncontrolled
(pre-post)

SCED

SCED

BAI8
HADS®
STAXI-210
DAS11

BSI12
BDI-II
[1P-3213
DES-I114
SSD1s
PSQ1e

BSI
BDI
[1P-32
PSQ
YSQ-SV17

12t

13f

15f

2JUdPIAg 2WO02INQ LV) JO MIIAY V
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Table 1 continued

Kellett and 16-sessions
Totterdell (in (N=1)
press)

Kellett (in press) 24-sessions
(N=1)

STAGE 2

Randomised Controlled Trials (RCT)

Treasure et al. 20-sessions

(1995) (N=10);
Adult,

Fosbury, Bosley, 16-sessions

Ryle, Sonksen& (n=10);
Judd (1997)

18 Romantic Jealousy Questionnaire (Pines, 1992)

Morbid Jealousy

Adult

Paranoid Personality
Disorder

Adult

Anorexia Nervosa or
Bulimia Nervosa

Diabetes

Adult

19 Prestwich Jealousy Scale (Beckett, Tarrier, Intili & Beech, 1992)
20 Morgan and Russell Scale (Morgan & Russell, 1975)

16 sessions CBT SCED
(N=1)

Hermeneutic SCED

20 sessions Educational RCT
Behavioural Treatment
(n=10)

Diabetes RCT
Specialist Nurse Education
(DSNE)

14-18 sessions (n=16)

BSI
BDI-II
[1P-32
RjQ18
PJQ19

BSI
BDI-II
[IP-32
PSQ

MRS?20

[1P-127

13f

16t

20t

23t

2JUdPIAg 2WO02INQ LV) JO MIIAY V
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Table 1 continued

Dare, Eisler, 13-sessions Anorexia Nervosa or
Russell, (n=22) Anorexia Nervosa/
Treasure& Dodge Bulimia Nervosa
(2001)

Adult

Chanen et al. 13-sessions Borderline Personality
(2009) (n=41) Disorder

Adolescents (aged Adolescents (aged 15-18)
15-18);

25-sessions Focal
Psychodynamic
Psychotherapy (n=21)

14-sessions
Family Therapy (n=22)

11-sessions ‘Routine’
treatment as usual (n=19)

11-sessions, Good Clinical

Care
(n=37)

15-sessions Historical
Treatment as Usual
(n=32)

RCT

Quasi-experimental
design

MRS

YSR21/YASR
SOFAS?22

20t
21%

24t

2JUdPIAg 2W02INQ LV) JO MIIAY V
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Table 1 continued

Practice-based studies of effectiveness

Brockman, 12 sessions
Poynton, Ryle & (N=30)
Watson (1987)

Duignan & 4 individual

Mitzman (1994) sessions and 12-
sessions Group
CAT (n=7)

Clarke & Llewelyn  16-sessions (N=6)
(1994)

Clarke & Pearson  16-sessions (N=4)
(2000)

12-sessions Interpretive
Therapy (n=18)

Depression, Anxiety

Adult

Personality Disorders, 12-sessions individual CAT
Depression, Panic (n=30; Brockman et al,,
Disorder, Psychosis 1987)

Adult

Female Survivors of
Childhood Sexual Abuse

Adult

Male Survivors of
Childhood Sexual Abuse

(BPD & NPD28)

Adult

Uncontrolled

Uncontrolled

Uncontrolled,
pre/post

Uncontrolled,
pre/post

BDI?23
GHQ-6024
ccIzs

BDI
GHQ-60
ccl

SCL90-R
JBI26
BDI-II
RSES?7

SCL90-R
JBI
BDI-II
RSES

17t

17t

15f

15f

21 Young Adult Self-Report (Achenbach, 1997)

22 Social and Occupational Functioning Assessment Scale (Goldman, Skodol, & Lave, 1992)
23 Beck Depression Inventory (Beck, Ward, Mendelson, Mock, & Erdaugh, 1961)

24 General Health Questionnaire-60 (Goldberg, 1972)

25 Crown Crisp Inventory (Crown & Crisp, 1979)
26 Jehu Belief Inventory (Jehu, 1988)

27 Rosenberg Self Esteem Scale (Rosenberg, 1989)
28 Narcissistic Personality Disorder

2JUdPIAg 2WO02INQ LV) JO MIIAY V
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Table 1 continued

Ryle & Golynkina
(2000)

Wildgoose, Clarke
& Waller (2001)

Birtchnell,
Denman & Okhai
(2004)

Mace, Beeken &
Embleton (2006)

Marriott & Kellett
(2009)

24-sessions
(N=27)

16-sessions (N=5)

16-sessions
(N=32)

16-sessions
(N=17)

Short-term CAT
16-sessions
(n=38)

Medium-term CAT
24-sessions
(n=27)

29 Social Questionnaire (Corney, Clare, & Fry, 1982)

Borderline Personality
Disorder

Adult

Borderline Personality
Disorder

Adult

Not reported.

(classified as common
mental health difficulties)
Adult

Personality Disorders,
Affective Disorders

Adult

Depression, Anxiety,
Phobias, Obsessive
Compulsive Disorder, Post
Traumatic Stress Disorder,
Personality Disorders

Adult

Brief Psychodynamic
Therapy (n=17)

Short-term CBT
16-sessions
(n=38)

Medium-term CBT
20-sessions
(n=27)

30 Dissociation Questionnaire (Vanderlinden, Dyck, Vandereycken, Vertommen, & Verkes, 1993)
31 Person’s Relating to Others Questionnaire (Birtchnell & Evans, 2004)
32 Clinical Outcomes in Routine Evaluation (Evans et al., 2002)

33 General Health Questionnaire-12 (Goldberg & Williams, 1988)

Uncontrolled,
pre-post

Uncontrolled,
pre-post

Uncontrolled,
pre-post

Uncontrolled,
pre-post

Uncontrolled,
pre-post

BDI
SCL90-R
[1P-127
SQ29

PSQ
DIS-Q30
SCL-90-R
11P-127

PROQ231
CORE?32

GHQ-1233

BSI

BDI-II
[1P-32

191

18f

11t

13f
11#

17t

2JUdPIAg 2WO02INQ LV) JO MIIAY V
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Table 1 continued

Short-term PCT
9-sessions
(n=38)

Medium-term PCT
17-sessions (n=25)

2JUPIAY WI02INQ LVD JO MIIASY V



A Review of CAT Outcome Evidence

Of the 21 identified studies, the majority (95%, n=20) were conducted in the
United Kingdom and were predominated by small n, uncontrolled PBE
methodologies. There have been three RCTs, four SCED and one quasi-
experimental study comparing results from a RCT with treatment as usual.

‘Personality Disorder’is by far the most common condition, being the
primary recorded diagnosis in eight outcome studies (38%). The study by
Birtchnell, Denman and Okhai (2004) did not record any diagnostic characteristics
of the sample. As the study was conducted in a psychotherapy department in

routine practice it was classified as treating common mental health difficulties.

Quality appraisal of included studies

All CAT RCTs (M=21, range 20-23) scored above the mean quality rating for
controlled trials (Downs & Black, 1998; M=14, SD=6.39). On average, case
descriptions (M=8, range 4-12) scored below the mean rating for non-randomised
studies (Downs & Black, 1998; M=11.7, SD=4.64). All CAT SCED studies (M=14,
range 12-16) and effectiveness studies reporting outcomes from routine clinical
practice (M=16; range 11-19) scored above average for non-randomised designs,
suggesting that overall the published CAT evidence to date is of relatively high

quality.

Table 1 suggests that there has not been coherent, chronological progression of
CAT outcome research through the ‘hourglass’ framework (Salkovskis, 1995). This
review, therefore, now goes on to evaluate the quality and range of studies

contributing to the cumulative evidence-base for CAT as an effective intervention

19
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according to diagnostic groupings. Mean sub-scale and total score for studies

clustered according to treatment focus are presented in Appendix v.

Personality Disorder (PD)

The range and quality of outcome evidence for CAT and PD varies considerably.
Overall, a lack of controlled trials severely limits the internal validity of evidence
for CAT and PD. Furthermore, it is difficult to assess the external validity of
findings due to generally inadequate reporting of patient and service
characteristics. The vast majority of outcome evidence for CAT comprises of
studies of patients diagnosed with Borderline Personality Disorder (BPD), with

two SCEDs exploring the utility of CAT with other PD presentations.

Borderline Personality Disorder (BPD)

The published data consistently suggests that CAT can produce good outcomes for
patients with BPD. An early, uncontrolled case description provided preliminary
evidence that 26-sessions of CAT can be effective for BPD in routine clinical
practice (Ryle and Beard, 1993), and further small-scale, uncontrolled studies
substantiate this finding (Duignan & Mitzman, 1994; Ryle and Golynkina’s, 2000;
Wildgoose et al,, 2001).

Ryle and Golynkina’s (2000) study demonstrated that following 24-sessions
of CAT, 52% (n=14) of BPD patients ‘improved’, 22% (n=6) achieved some level of
change, and 26% (n=7) did not demonstrate clinical change. However, it is difficult
to attribute any change directly to CAT, as outcome measures were only completed
prior to assessment and at 6-month follow-up. Furthermore, promising outcomes
may be due to other factors not adequately measured, such as therapist effects

(Crits-Christoph, Baranackie, Kurcias & Beck, 1991). The allocation process is
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poorly detailed; more severe cases may have been allocated to the more
experienced clinicians. Although the study attempted to evaluate the quality of
CAT delivered, a more robust method to measure therapists’ competence would
have enhanced the methodology (e.g. Bennett & Parry, 2004). The study did,
however, explore factors associated with outcome and found that poorer outcome
in CAT was associated with severity of BPD symptoms, unemployment, alcohol
misuse and self-injurious behaviour. At 18-months follow-up, two-thirds of the
sample completed outcome measures, indicating some evidence of continuing
gains in this selected group.

A further small-scale naturalistic study evaluating the effectiveness of 16-
sessions of CAT on dissociation, personality fragmentation, global distress and
interpersonal functioning (Wildgoose et al,, 2001) revealed that at 9-month follow-
up all participants (n=5) demonstrated a reduction in severity of BPD, to the extent
that four patients were considered ‘recovered’. Although three patients achieved
some measure of clinically significant change (Jacobson & Truax, 1991), one
patient demonstrated statistically significant deterioration on outcome measures
and another’s scores appeared unaffected by CAT. No clear factors were isolated to
explain the differences in outcome, although Wildgoose et al. (2001) considered
that the severity of patients’ difficulties and brevity of the intervention limited the
potential for change.

In a further uncontrolled study combining individual and group CAT,
Duignan and Mitzman (1994) reported promising outcomes. Statistically
significant change across a range of outcome measures was observed between
start of intervention and 1-month follow-up for all patients completing CAT (n=7),
although no rates of reliable and clinically significant change were reported. The

authors conclude that a combination of individual and brief group CAT in routine
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practice can be an effective treatment for those experiencing severe disturbances.
The study has high external validity, but it is difficult to extrapolate the unique
effect of either individual or group intervention from this sample. Furthermore,
participants were selected on their willingness to undertake group therapy, which
may have feasibly influenced clinical outcomes and certainly introduces selection
bias.

To date, the highest quality evidence for CAT and BPD comes from an RCT
conducted by Chanen et al. (2008). The authors compared CAT (n=41) with
manualised ‘good clinical care’ (n=37), a specially designed intervention informed
by problem-solving principles and Cognitive-Behavioural Therapy (CBT) for
adolescents experiencing prodromal BPD. Patients were randomised to
intervention and completed various outcome measures at baseline, 6, 12 and 24-
month follow-up, with 92% (n=72) of participants completing outcomes for at
least three time-points. The authors conclude that “both CAT and GCC are
effective”, (Chanen et al.,, 2008, p.477), although it is difficult to attribute change to
either intervention as they were delivered as an adjunct to the comprehensive
treatment package offered by a reconfigured specialist service. Therefore, Chanen
et al. (2009) expanded on these findings in a quasi-experimental study, comparing
outcomes for the CAT and GCC samples with adolescents who received ‘Historical
Treatment As Usual’ (H-TAU, n=32), prior to service reconfiguration. Results at 2-
year follow-up indicate that all three interventions were successful in reducing
BPD symptomology. CAT had the most marked improvement across all outcomes,
producing the highest improvement in externalising difficulties and parasuicidal
behaviour. CAT also produced a faster rate of improvement in internalising and
externalising difficulties, although the upper bound of the 95% confidence interval

suggests that GCC may achieve a similar rate of change. There was no difference

22



A Review of CAT Outcome Evidence

between conditions in the rate of improvement observed in borderline
psychopathology or parasuicidal behaviour, nor the frequency of access to service
during treatment. Findings have strong external validity as minimal exclusion
criteria were applied and treatments represent clinically representative
interventions. Contemporaneously randomising participants to a ‘treatment-as-
usual’ condition and randomly allocating patients to therapists would have
enhanced the validity of findings.

An earlier controlled study compared CAT with brief psychodynamic
therapy (BPT) delivered by clinicians in training in routine clinical practice (Mace
et al, 2006). Patients (n=17) were allocated to treatment condition following
independent assessment and matched on diagnosis, duration of difficulties,
disability and experience of previous therapy. Again, findings suggest that both
CAT and BPT produced similar statistically significant improvements in mental
health. The validity of attributing change to the interventions was limited, as
measures were only taken at assessment and 3 month follow-up. Clinically
significant change rates were reported, suggesting that BPT appeared to produce
better outcome; only 6 CAT patients achieved clinically significant improvement
compared with 13 of the BPT patients. However, valid comparison between CAT
and BPT are limited given that the CAT group reported significantly higher scores
on the GHQ-12 at assessment. Twice as many patients allocated to CAT were
diagnosed with PD and the ‘dose’ of therapy in each condition was not clear.

Both controlled studies attempted to control for therapist effects as
therapists delivered both interventions, yet only Chanen et al. (2008)
independently evaluated therapist competency, fidelity to the model and

treatment integrity. Neither controlled study, however, reported rates of reliable
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change (Jacobson and Truax, 1991), so findings have not taken into account
inherent measurement error.

Generally, although the accumulated evidence suggests promising utility of
CAT for BPD, most CAT outcome studies for BPD suffer from small sample sizes,
thus limiting the generalisability of findings. Papers are characterised by
insufficient detail of patient or service setting characteristics, making it difficult to
determine the representativeness of the samples or treatment, and therefore the
external validity of findings. Only two studies have compared CAT with another
active treatment, which both reported a lack of superiority of CAT for BPD,
although the study quality makes it difficult to draw valid conclusions between
treatments. Clearly, further controlled trials ensuring valid baseline comparisons
and randomation of patients to treatment group and therapist are required,
without which it is difficult to say with any certainty just how effective CAT is for
BPD. Itis of note that the progression of empirical research regarding CAT for BPD
appears mutually exclusive, with no crossover between studies, comprehensively
failing to follow the hourglass model (Salkovskis, 1995), previously outlined. This
review suggests that interdependence between future efficacy and effectiveness
studies for CAT and BPD should be encouraged (Barkham & Mellor-Clark, 2003)
and outcome evidence should continue to explore for which BPD patients CAT

works, and why.

Histrionic Personality Disorder (HPD)

Kellett (2007) utilised SCED methodology with a patient diagnosed with HPD, who
completed psychometric outcomes at assessment, end of CAT and follow-up.
Idiosyncratic experimental variables, constructed in line with DSM-IV diagnostic

criteria (American Psychological Association, 2000) for HPD, were continually
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measured during baseline (21 days), treatment (182 days) and follow-up (154
days). Change in experimental measures demonstrated that CAT had a significant
improvement on all variables, compared with baseline scores. The results suggest
more than a 40% reduction in the majority of histrionic tendencies during
intervention. Positive identity formation was maintained over follow-up, although
significant deterioration was observed in the patient’s focus on physical
appearance at the point of termination. Clinically significant improvement was
observed on the BDI, BSI and the PSQ on pre-post comparisons. Longer-term
follow-up would have more effectively evaluated the stability of apparent change

over time.

Paranoid Personality Disorder (PPD)

Kellett (in press) reported the efficacy of CAT in a hermeneutic SCED (HSCED) with
a patient diagnosed with PPD and depression. The patient completed daily ratings
of six target variables throughout baseline (42 days), intervention (161 days) and
4-session follow-up (140 days). Summed together, these experimental variables
yielded a general paranoia score. Standardised psychometric outcome measures
were administered at assessment, termination and final follow-up, although no
standardised measure of paranoia was administered. Results indicate a significant
reduction in target ratings of “suspiciousness” and “anxiety”, and a significant
increase in problem-solving ability. Reliable improvement was observed across the
majority of measures, but no reliable change was observed in interpersonal
functioning. Change was maintained over follow-up, and qualitative evidence for
change being attributed to CAT came from the ‘Change Interview’ (Elliott, 2002)

conducted by an independent researcher following the final follow-up session.
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These SCED studies suggest that CAT may be an effective intervention for treating
less prevalent PD presentations. However, a criticism of both studies is that the
baseline was the assessment/reformulation phase and therefore did not constitute
a technically neutral baseline. Unique therapist and patient characteristics in such
studies also limit the extent to which findings can be generalised. Further
evidence is required to build a robust and relevant evidence-base for CAT with

other PD presentations.

Anxiety and Depression

There appears to be a paucity of evidence for CAT with common mental health
problems compared with other psychological approaches (e.g. Cognitive
Behavioural Therapy; NICE, 2004), despite the impetus to evaluate and deliver
non-CBT therapies for anxiety and depression (Care Services Improvement
Partnership Choice & Access Team, 2008; NICE, 2009; DoH, 2011). Overall, CAT
outcome studies for affective disorders displayed poor internal validity, reflecting
the paucity of controlled studies with this clinical population. The external validity
of findings was comprised by the generally inadequate standards of reporting
patient and therapist characteristics.

Bennett's (1994) case description indicated that 16-session CAT had a
positive impact on depression scores, global functioning and interpersonal
difficulties, with change maintained at 3-month follow-up. Yet, case descriptions
suffer from inherent methodological limitations, e.g., a lack of controlled
conditions limit the explanatory relationships that can be inferred, and n=1 sample
size severely restrict the generalisability of findings.

Better evidence accrues from Brockman et al.’s (1987) study, comparing

CAT with ‘interpretative therapy’ (INT; Mann & Goldman, 1982) in routine clinical
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practice. Both therapies were delivered in an outpatient setting by 15 trainee
therapists from varying professional backgrounds, none of whom had received
formal training in either approach. A total of 48 participants were randomly
allocated to each condition (CAT, n=30; INT, n=18) and completed therapy, with
more complex cases being allocated to the more experienced clinicians. CAT and
INT both produced improvement in depression and general mental health scores,
with CAT patients also reporting significant improvement in positive self-attitude.
There was no difference between conditions in patients’ subjective ratings of
change experienced during therapy. Of those returning measures at approximately
1-year follow-up (62%), change appears to have been maintained. It is difficult to
make comparisons between treatments since the CAT condition demonstrated a
higher level of distress at baseline, and this was not taken into account in the
subsequent analysis. No measure of adherence to each model was employed and as
the majority of therapists delivered both interventions, it is possible that there was
cross-contamination between conditions. Furthermore, bias was introduced as an
experienced CAT practitioner provided weekly group supervision for all therapists
in both models. Neither therapy was manualised, which restricts internal validity
and the extent to which valid attributions of change can be inferred.

Marriott and Kellett (2009) provide the strongest evidence for CAT with
common mental health difficulties. The study benchmarked short-term (median
sessions=16; n=38) and medium-term (median sessions=24, n=27) CAT against
short and medium-term CBT and 'person centred therapy' (PCT) in routine clinical
practice. Despite more distressed patients being allocated to CAT, participants
were matched across modalities on a score of global distress at intake and number
of sessions of therapy completed. Results indicate that all modalities were effective

in improving psychological wellbeing across a range of measures, with comparable
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effect sizes to those demonstrated in efficacy studies. The findings suggest that in
short-term therapy, the rates of clients achieving recovery on a measure of global
distress were significantly higher in the CBT service. However, in medium-term
therapy, no differences in rates of clinically significant change were observed
between CAT, CBT and PCT. In the CAT service, those patients receiving more than
16 sessions were more likely to achieve recovery than those receiving short-term
CAT.

Marriott & Kellett’s (2009) study, however, suffers from methodological
limitations inherent within practice-based evidence; no randomisation to modality
or therapist, reliance on self-report measures, and no measure of therapist
competence, diagnostic validity or adherence to the model. Arguably, however,
methodological requirements such as these are necessities derived from efficacy
trials and have less value in PBE where the key aim is to evaluate the utility of
psychotherapy in clinical reality (Stiles, Barkham, Mellor-Clark & Connell, 2008;
Stiles, Barkham, Twigg, Mellor-Clark & Cooper, 2006).

In another PBE study, 16-session CAT was shown to have a significant
improvement on two measures of interpersonal functioning (Birtchnell et al.,
2004). Change was maintained at 3-month follow-up. However, the quality of the
paper was poor, failing to report patient characteristics and validity of the primary
outcome measure, making it impossible to draw plausible and reliable conclusions.

The lack of evidence for CAT with affective disorders may not be surprising
given that CAT practitioners commonly treat those patients experiencing more
complex and severe difficulties (Denman, 2001). Indeed, it is of note that three
studies included in the review found that people presenting with co-morbid
complex difficulties were more likely to be independently allocated to CAT

(Brockman et al., 1987; Mace et al,, 2006; Marriott & Kellett, 2009). When
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controlling for this, 24 sessions of CAT appears to be as effective as CBT for
depression and anxiety (Marriott & Kellett, 2009), although short-term CBT was
shown to be superior to short-term CAT. The evidence to date suggests that CAT
shows promise for treating affective disorders, especially with co-morbid
presentations. It therefore appears timely for efficacy trials to build on findings
from initial PBE, in line with the hourglass model (Salkovskis, 1995). This would
hopefully elucidate the CAT-specific mechanisms of change to guide future

outcomes research and develop effective treatment strategies.

Eating Disorders (ED)

The two papers for CAT with adult patients with Anorexia Nervosa (AN) provide
the highest quality evidence for a diagnostic condition (see Appendix v). The
quality rating scores reflect the relatively high level of internal validity in each
paper. As yet no effectiveness studies have been conducted exploring outcomes of
CAT in routine practice with ED populations.

Treasure et al. (1995) compared manualised CAT (n=14) with 'educational
behavioural treatment' (EBT; n=16). Trained therapists with several years of
clinical experience of treating ED delivered both interventions. No significant
differences in outcomes were observed between the treatments at 1-year follow-
up; both CAT and EBT resulted in an average weight gain of 6.8kg with 30% of
those completing therapy maintaining weight gain. Poorer outcome was predicted
by greater proportion of pre-treatment weight loss. Treasure et al., (1995)
concluded that both outpatient CAT and EBT can be effective for adult onset AN,
although outcomes may be explained by other factors not measured in the study,

e.g. therapist effects, alliance.
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Dare, Eisler, Russell, Treasure and Dodge (2001) conducted a RCT and
found that 'focal psychoanalytic psychotherapy' (FPP) and 'family therapy' (FT)
were significantly superior to routine treatment as usual (TAU). CAT also
demonstrated benefits although the difference did not reach statistical
significance. Randomisation controlled for potential confounding variables; age of
onset, duration of difficulties, co-morbid bulimic symptoms and marital status. Of
the original sample (n=84), 64% completed treatment, with significantly more
non-completers in the TAU condition. No significant differences in engagement
rates were found between conditions. Results at 1-year follow-up showed modest
overall improvement across a range of measures, but specific outcomes are not
reported between treatment conditions. Controlling for initial weight, active
treatment appeared to significantly improve weight gain, as approximately a third
of participants no longer met diagnostic criteria at 1-year follow-up, compared
with 5% of the TAU sample. Intention-to-treat analysis revealed that 32% (n=7) of
the CAT participants achieved a good outcome, compared with 52% (n=11) of
those in FPP and 41% (n=9) in FT. Unlike Treasure et al. (1995), therapy was
delivered by therapists with varying experiences, which may explain some of the
difference between treatment outcomes (Morris, 2001). Four therapists
supervised by an experienced CAT clinician delivered CAT, whereas experienced
therapists delivered FT and FPP. Bell (2001) also notes that the duration of
treatment was not consistent between conditions. This may explain some variance
in outcome between CAT, FPP and FT as some research indicates that dose of
therapy influences outcome (Hansen, Lambert & Forman, 2002).

CAT appears a promising intervention for adults with AN, being cited in the
NICE guidelines for eating disorders (NICE, 2004). Findings suggest that CAT is

superior to TAU and achieves comparable results with EBT at 1-year follow-up, yet
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FPP and FT appear to achieve better outcomes. These results, however, should be
interpreted with caution given the studies limitations. Assessing therapists’
competence and fidelity to the CAT model would have enhanced the quality of both
studies. Furthermore, the studies suffer from small sample sizes, which may have
restricted the power to differentiate between treatments. Longitudinal follow-up
is indicated and future studies of CAT with ED populations would benefit from
using standardised outcome measures, and reporting rates of reliable and
clinically significant change, to enable benchmarking with the wider extant CAT

literature.

Survivors of Childhood Sexual Abuse (CSA)

Two small scale uncontrolled effectiveness studies report outcomes of 16-
session CAT for female (Clarke & Llewelyn, 1994; n=6) and male survivors (Clarke
& Pearson, 2000; n=4) of CSA. Both studies are of comparable quality, suffering
from low internal validity, given that they report routine clinical outcomes.
However, the studies had the highest internal reliability with outcomes collected at
the same time-points and clearly reported attrition rates. The studies also had the
highest external validity subscale score (M=2, 67%; Appendix v) across conditions,
providing important preliminary evidence that CAT may be effective in routine
practice for survivors of CSA demonstrating severe levels of disturbance.

Clarke and Llewelyn (1994) collected self-reported outcomes at pre- and
post-therapy, and at 3-month follow-up. Following CAT, five patients (83%)
demonstrated reliable improvement in global functioning, although only two
scored below the clinical cut-off at termination. Scores also indicated
improvements in depression, self-esteem and reduced self-blaming beliefs and

self-harming behaviour. Broadly, change appeared maintained over 3-month
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follow-up, although there was some indication of mood relapse. Whilst
symptomatic relief was observed, repertory grid methodology demonstrated little
change in how the female sample construed relationships with men. As Ryle
(1999) notes, the use of complementary methodology mitigated over-estimation of
the effectiveness of CAT observed on the standardised outcome measures and
could be a strategy implemented in future CAT research.

Clarke and Pearson (2000) replicated the study with male survivors of CSA.
Participants all reported difficulties consistent with a PD diagnosis. Similarly to
female survivors, all male survivors demonstrated a reduction in self-blaming
beliefs about their early abuse experiences and reduced depression scores.
However, one participant reported deterioration in self-esteem following CAT.
Overall, levels of global distress improved, but two participants with BPD reported
increased psychological distress following termination of therapy. The authors
conclude that the results corroborate previous findings that 16-session CAT is too
brief to effect change for patients with highly complex psychological difficulties
(Mace et al., 2006; Wildgoose et al., 2001).

Taken together, the studies give some weight to an argument that CAT may
be a useful intervention for CSA survivors, although both studies had very small
sample sizes; larger scale, controlled studies are indicated. The evidence-base for
CAT with CSA survivors would benefit from use of clear and established diagnostic
procedures, use of randomisation, longer-term follow-up and benchmarking
findings against outcomes achieved by other psychotherapeutic approaches for

survivors.
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Long-term physical health conditions

The long-term physical health studies had the highest mean reporting sub-scale
score (M=7.50, 68%; Appendix v). However, it is difficult to draw robust
conclusions on the overall quality of the outcome evidence for CAT with difficulties
associated with physical health conditions given the disparate populations and
heterogeneous methodologies; one study is an uncontrolled case description with
poor internal validity and a total quality score of 12, whereas the other is a RCT,
with a higher quality rating of 23, but with a small sample size and hence limited

generalisability.

Acquired Brain Injury (ABI)

CAT, as an adjunct to concurrent cognitive rehabilitation, appeared to be effective
in reliably improving a patient’s levels of anxiety and anger approximately 2-years
post injury, and improving relationship satisfaction (Yeates et al., 2008). No
longer-term follow-up data was presented and therapist competence and model
adherence was not measured. As this was an uncontrolled single case description
no wider valid inferences can be drawn on the utility of CAT for patients with

neurological impairment.

Diabetes

Fosbury et al. (1997) randomly allocated 32 participants with consistently poorly
controlled Type I diabetes to CAT (n=15) or a 'diabetes specialist nurse education'
programme (DSNE; n=17) aiming to improve participants’ diabetes management.
Of the original sample, 81% (n=26) completed measures at 9-month follow-up,
with a greater rate of attrition in the CAT condition (33%; n=5). Those who did not

complete the study were found to score significantly lower on the diabetes
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knowledge questionnaire at intake. Fosbury et al. (1997) attributed the higher CAT
dropout rate to the pre-contracted appointment schedule. At termination, CAT
produced significant change in participants’ knowledge of diabetes, whereas DSNE
was shown to be effective in reducing blood glucose levels. At 9-month follow-up
both conditions achieved significant improvement in glucose levels and diabetes
knowledge. CAT appeared to produce longer lasting change, as those in the DSNE
condition demonstrated a relapsing trend following intervention. CAT also
produced significant change in interpersonal functioning at 9-month follow-up,
with scores in the DSNE condition also approaching significance.

The study had a small sample size, and 18 potential participants refused to
take part, thus limiting the representativeness of the research sample. The lack of a
no-treatment control group means that change cannot be attributed directly to
either intervention. Furthermore, controlling for the frequency of treatment
between conditions would have enhanced the quality of the study. Given these
limitations, there is yet to be convincing evidence that CAT is superior to an

education programme in improving self-care in diabetes self-management.

Overall, CAT may be a useful intervention in physical health settings. Clearly
further, replicative, controlled studies are indicated, which ideally would precede
investigating the relevance of CAT in routine practice for difficulties associated

with long-term physical health conditions.

Dissociative Psychosis
A case description of 5-session CAT in an inpatient setting noted a reduction in the
frequency and severity of dissociative experiences associated with dissociative

psychosis (Graham & Thavasothy, 1995). Scores remained within the non-clinical
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range throughout 2-year follow-up. Although the descriptive data reported in this
paper indicates that CAT may be a promising intervention, the treatment was
poorly described and arguably comprised part of a wider inpatient treatment
package. It is impossible to conclusively attribute observable change to CAT. This
study achieved the lowest overall quality rating score of those included in the

review (M=5, 16%; Appendix v).

Dissociative Identity Disorder (DID)

Kellett (2005) reports outcomes from a SCED with a patient diagnosed with DID.
Seven idiosyncratic experimental measures rated daily throughout baseline (35
days), intervention (175 days) and follow-up (168 days) demonstrated a reduction
in the intensity of state dissociation and increasing awareness of identity shifts
during treatment, compared to baseline. Change was maintained over follow-up,
with continued reduction in depersonalisation. The patient also completed a
battery of outcome measures at assessment, end of CAT and six-month follow-up.
Results indicated reliable and clinically significant improvement in global
functioning, depression and personality integration between assessment and
termination, with a trend indicating continuing integration of personality on the
PSQ (Pollock, Broadbent, Clarke, Dorrian, & Ryle, 2001) during follow-up.
However, the external reliability of findings cannot be inferred from data reported
in the paper and despite the intensity of measurement of the effect of CAT, the
paper achieved a low score on the internal validity subscale of the Downs and
Black (1998) checklist (Appendix v), given the insufficient attention given to

possible confounding variables.
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Morbid Jealousy
Kellett and Totterdell (in press) employed a matched SCED to treat morbid
jealousy with CAT (n=1) and CBT (n=1). Patients completed five daily
experimental measures of jealousy symptoms throughout baseline (CAT=35 days;
CBT=44 days), intervention phase (CAT=98 days; CBT=51 days) and follow-up
phases (84 days for both). Patients’ partners also returned contemporaneous daily
ratings of two target difficulties (level of being controlled and level of perceived
jealousy). Reliable and clinically significant pre-post improvements were
demonstrated in levels of global functioning, depression and interpersonal
difficulties for the CAT patient. Change was maintained in the CAT condition at 3-
month follow-up, compared with evidence of mood relapse in the CBT patient. CAT
produced a greater change in severity of jealousy on the standardised measure,
although the CAT patient had lower jealousy scores at assessment. CAT was also
associated with a significant improvement in idiosyncratic measures of jealousy,
hypervigilance, anxiety and self-esteem. However there was a trend for
improvement during baseline, reducing the confidence with which results can be
attributed to CAT. The partner of the CAT patient did not report any significant
improvements in the patient's jealous feelings or controlling behaviours.
Although the ‘dose’ of therapy was controlled for, the frequency of sessions
was not. Whilst the same therapist delivered both interventions, thus controlling
for therapist effects, no measure of adherence to each model was employed and
cross-contamination may have occurred. Such limitations impact on the internal
validity of findings but represent the reality of conducting practice-based SCED

research.
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Benchmarking

Due to the large number of n=1 studies and poor quality reporting of raw
outcomes, uncontrolled effect sizes could only be calculated for nine studies (41%)
across a range of diagnostic conditions. Figure 3 demonstrates that overall, CAT
generated a large uncontrolled effect size of 0.81 (Cohen, 1988), suggesting that
CAT is an effective intervention. However, the confidence intervals suggest that in
four outcome studies, CAT produced detrimental effects. These four studies all had
very small samples (contributing between 2.50 and 6.14% to the overall
uncontrolled effect size), which result in broader confidence intervals (Lueger &

Barkham, 2011).

Figure 3; forest plot demonstrating uncontrolled effect sizes for CAT outcome
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Discussion

CAT was initially conceptualised as a researchable therapy, relevant to the
public sector (Ryle, 1995), and has increasingly been taken-up in clinical practice
(Margison, 2000). Despite the growing evidence-base (Denman, 2001), critics
have highlighted the paucity of CAT outcome research in comparison with other
psychotherapies (Llewelyn, 2003; Marriott & Kellett, 2009). Evidence is slowly
accumulating regarding the promising utility of CAT across diverse presenting
difficulties, with CAT being cited in the NICE guidelines for Eating Disorders (NICE,
2004) and BPD (NICE, 2009). This review found that despite a promisingly large
uncontrolled effect size of 0.81 attained across outcome studies and diagnostic
categories, in no sole diagnostic group is the quality of evidence for CAT either
compellingly or convincing. The nascent evidence-base is plagued by mutually
exclusive, heterogeneous methodologies that lack sufficient rigour and are of
largely unknown generalisiability, thus making it is difficult to say with any
certainty just how effective CAT is.

Overall, the review found insufficient controlled empirical investigations
and an associated general lack of internal validity. The predomination of practice-
based study designs makes it very difficult to infer any more than tentative causal
relationships between CAT and reported change in outcomes. The strongest
evidence to date comes from a study comparing CAT with ‘good clinical care’ for
emerging BPD in adolescence (Chanen et al.,, 2008; 2009). The study incorporated
randomisation and manualised interventions, and attempted to control for
therapist effects, whilst delivering interventions to a clinically representative

population. Even so, the study design makes it is difficult to establish the unique
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effect of CAT above and beyond general therapeutic contact with a
contemporaneous specialist service.

The few controlled trials to date comparing CAT with other treatments
demonstrated a lack of superiority for CAT. The evidence suggests that CAT is as
effective as ‘good clinical care’ for prodromal BPD (Chanen et al., 2008); short-term
CAT is inferior to CBT for common mental health difficulties, but 24-sessions of
CBT or CAT produce equivocal outcomes (Marriott & Kellett, 2009). Family
therapy and focal psychoanalytic psychotherapy were shown to produce better
outcomes than CAT for adults suffering from AN (Dare et al,, 2001), and CAT
produced similar outcomes to a psychoeducation programme for AN (Treasure et
al,, 1995) and diabetes (Fosbury et al., 1997). These results must, however, be
interpreted with caution given that studies often failed to establish an adequate
baseline or control for differences between treatments delivered to patients.

Furthermore, evidence is accruing that suggests that varying modalities do
achieve broadly similar outcomes (e.g. Roth & Parry, 1997) due to “common
factors” (Lambert, 2005). This review found insufficient recognition within the
CAT outcome literature regarding common factors known to influence outcomes
(e.g. therapist effects, Crits-Christoph, Baranackie, Kurcias & Beck, 1991;
therapeutic alliance, Horvath & Symonds, 1991), despite common factors forming
an aspect of the CCAT measure of model fidelity (Bennett & Parry, 1994). CAT
outcome research would do well to make use of such established tools to
incorporate more consideration of common factors in future studies.

CAT was specifically developed to be appropriate for a range of conditions
(Margison, 2000), yet authors have commented that CAT is often used to treat
patients presenting with complex and severe difficulties (e.g. Denman, 2001). The

current review substantiate this finding in two additional ways; a) CAT outcome
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studies to date have been completed with patients with arguably more severe
difficulties, and b) various studies report that patients with PD were more likely to
be allocated to CAT by independent assessors (Brockman et al., 1987; Mace et al.,
2006; Marriott & Kellett, 2009). This review also highlights the dearth of evidence
of CAT for common mental health difficulties. The current evidence does suggest
that CAT can be useful for treating affective disorders (e.g. Marriott & Kellett,
2009). It therefore appears timely for efficacy trials to build on findings from CAT
PBE, in line with the hourglass model (Salkovskis, 1995), to focus future CAT
research and develop effective treatment strategies for this clinical population.

Moreover, Margison (2000) commented that, “CAT is unusual in being
increasingly widely practised without following the full three-stage model of
development [the hourglass model as advocated by Salkovskis, 1995]” (p.146). A
decade on, there does not appear to have been any further coherent progression of
the CAT evidence base. The development of diagnosis specific CAT evidence
appears disorganised, somewhat disparate and in no sense chronological, whilst
largely bypassing rigorous evaluation. The current state of the CAT evidence base
is too dependent on small-scale and, uncontrolled PBE style studies. Although
clinically representative, the external validity of studies is limited by the general
lack of reporting of patient characteristics and therapist/service characteristics,
making it difficult to assess for whom CAT may be effective and under which
conditions.

[t is vital, however, that this lack of an as yet substantive evidence-base
should not be equated with ineffectiveness of CAT (NICE, 2009). Rather, CAT
outcome research should be viewed as a nascent endeavour. Developing a
coherent and credible evidence-base for CAT requires interdependent EBP and

PBE paradigms prior to integration via meta-analysis (Barkham & Mellor-Clark,
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2003). High quality, co-ordinated large-scale efficacy and effectiveness studies
need to be conducted, which are mapped out according to established frameworks

of evidence-base development (e.g. Salkovskis, 1995), to guide clinical practice.

Theoretical Implications

The original CAT model was based around a broad concept of ‘neurosis’ (Kerr,
2005), offering a general model of development and psychopathology (Ryle & Kerr,
2002). At present, CAT has evolved a model of BPD (Multiple Self-States Model;
Ryle, 1997), based on the theory of early trauma prompting dissociation of
reciprocal roles into separate self-states. Efforts to develop a CAT model for self-
harm (Sheard, Evans, Cash, Hicks, King, Morgan et al,, 2000; Ougrin, Ng & Low,
2008 ;0ugrin, Zundel, Ng, Banarsee, Bottle & Taylor, 2011) and psychosis (Kerr,
Birkett & Chanen, 2003; Ryle & Kerr, 2002) have been made, but these are yet to
be subject to rigorous outcome evaluation. There is a stark lack of CAT conceptual
frameworks for guiding treatment with patients suffering from common mental
health problems. Developing theoretically consistent, disorder-specific models, to
drive future outcome studies that incorporate assessment of “common factors”,

would clearly benefit the CAT evidence-base.

Clinical Implications

CAT shows promising utility for people presenting with a range of personality
disorders (Ryle & Golynkina, 2000; Wildgoose et al,, 2001; Chanen et al., 2009;
Kellett, 2007; Kellett, in press), eating disorders (Dare et al,, 2001; Treasure et al.,
1995), long-term health conditions (Fosbury et al,, 1997; Walsh, Hagan & Gamsu,
2000; Yeates et al,, 2008), difficulties associated with CSA (Clarke & Llewelyn,

1994; Clarke & Pearson, 2000), common mental health problems (Brockman et al,,
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1987; Marriott & Kellett, 2009) and psychotic experiences (Kerr, 2003; Ryle &
Kerr, 2002). However, CAT has not demonstrated superiority to other
psychotherapy approaches in any area. Research suggests that CAT for PD should
be longer than 16-sessions (Mace et al, 2006; Wildgoose et al,, 2001), although no

studies have explicitly explored the dose-response effect for CAT.

Future Research

Developing the CAT evidence-base requires coherence between efficacy,
effectiveness and practice-base studies (Salkovskis, 1995; Barkham & Mellor-
Clark, 2003). Concerted research efforts concerning CAT are indicated, as a lack of
compelling research evidence may preclude future investment in a promising
intervention. Future large-scale pragmatic trials (Goodyer et al, 2011) may offer a
methodology, that fits with the aspiration of CAT, to evaluate outcomes in clinical
practice incorporating longer-term follow-up and benchmarking against other
modalities (Lueger & Barkham, 2010). Studies should routinely report rates of
reliable and clinically significant change. Future research should consider
routinely utilising a measure of clinical competence specifically developed for CAT
(e.g., CCAT; Bennett & Parry, 2004) and consider exploring the optimal ‘dose’ of
CAT for differing diagnoses and patient profiles. Studies need to explore why some
patients drop out or deteriorate during CAT. Future research may use
methodology associated with stage 1 of the hourglass model (Salkovskis, 1995) to
explore factors associated with outcome to refine the theory and practice of CAT
that can be tested in efficacy (stage 2) and effectiveness (stage 3) studies. Given
the popularity of the approach, CAT practice research networks are a distinct

possibility.
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There is a need to isolate the mechanisms of change in CAT. The outcome
data suggests that some CAT-specific tools appear to be associated with sudden
gains (Yeates et al,, 2008; Kellett, in press). Although a review of CAT process
research is beyond the scope of this paper, there is debate within the literature on
the role of the reformulation letter (Hamill, 2008; Shine, 2010; Rayner, 2011) and
SDR (Kellett, 2005) in facilitating change. Building the evidence-base for CAT will

require further exploration of the impact of such CAT-specific tools on outcomes.

Limitations of the review

There is a need to be circumspect about the current findings, due to the small
number of papers included in the present review. Furthermore, the findings
reported may be susceptible to researcher allegiance; two CAT practitioners’
authored/co-authored nine papers. Although the quality-rating checklist
employed was developed to be appropriate across the hierarchy of evidence, it is
grounded within a medical paradigm. Therefore, it is inappropriate to apply some
quality ratings to psychotherapy outcome studies (e.g. participants were ‘blind’ to
the intervention). It is acknowledged that the checklist represented a heuristic
tool, highlighting the need to develop a similar tool to capture the quality of
evidence across diverse paradigms in psychotherapy research. The current state of
the CAT evidence did not permit a meta-analysis due to the small number of

published studies.

Conclusion
CAT has been criticised for being taken up in practice prior to the development of a
sufficiently robust and relevant knowledge-base (Llewelyn, 2003; Marriott &

Kellett, 2009). CAT lacks an as yet credible evidence-base, largely due to bypassing
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the rigours of efficacy trials and poor reporting of patient/service characteristics.
However, an insubstantial and nascent evidence-base should not be equated with
ineffectiveness. The outcome evidence to date does suggest that CAT may to be a
promising intervention, with an uncontrolled effect size of 0.81 found across nine
studies reporting outcomes from a range of diagnostic groups. CAT has not been
shown to produce superior outcomes to other approaches, although confidence in
these findings are restricted by methodological flaws.

The review highlighted a trend for patients presenting with severe and
complex difficulties in routine practice to be allocated to CAT by independent
assessors (Brockman et al,, 1987; Mace et al,, 2006; Marriott & Kellett, 2009).
Denman (2001) notes that CAT practitioners specialise in treating more severe
difficulties, with a parallel process reflected in the range of empirical studies
conducted to date. More attention should be focused the needs of patients with
comment mental health problems. The majority of CAT evidence has accrued from
studies of BPD populations, perhaps reflecting a self-fulfilling prophecy since CAT
has only developed a clearly delineated model of treatment for BPD (Ryle, 1997).
There are some indications that 16-session CAT is not sufficient to effect change
for patients with severe and complex difficulties, although the optimal dose of CAT
remains to be elucidated.

Concerted research efforts should centre on developing co-coordinated
larger-scale CAT efficacy and effectiveness studies, reporting rates of reliable and
clinically significant change, and incorporating consideration of common factors
known to influence outcome and longer term follow-up, with clear foundations in

existing frameworks that guide evidence-base development.
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