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This young man appears to have been naturally of a timorous disposition, and the family in which he was an apprentice, most inhumanly amused themselves in exciting dreadful apprehensions in his mind. One day, the servant maid, dressed herself in men’s clothes and, armed with a pistol, entered the room in which he was alone. Pointing it at his head, she pretended to shoot him. The pistol of course, was not loaded, but its effects were sufficiently injurious. The poor object of this brutish sport no longer possessed the command of his reason. He became extremely violent, and after remaining at home some years, was removed to The Retreat; where he remains in a state of mindless imbecility! Surely, some punishment should await this intellectual murder!

(Samuel Tuke – description of the Retreat 1813 Chap VI)

Whilst the treatment of this young man was yet to be informed by the structured psychological therapies recommended by NICE guidelines for PTSD (NICE, 2005), his treatment was based on the basic principles and values of the Society of Friends (Quakers). After 17 years’ experience and claimed success Samuel Tuke, grandson of its founder William Tuke, described this therapy and the community in which it took place. He named the approach ‘Moral Treatment’ (incorrectly interpreting Pinel’s ‘traitement morale’) and hoped this simple humane approach to the treatment of the insane might act as a model to replace the practice of the day. Samuel Tuke continued to challenge the contemporary mental health system and the abuses within local asylums, culminating in a governmental enquiry and the reform act of 1828.

Moral Treatment (see Borthwick, Holman, Kennard et al., 2001) bears a striking resemblance to the Therapeutic Community of the 20th and 21st centuries. Could TCs be enhanced further by recent developments in psychological therapy for people diagnosed as having a Borderline Personality Disorder, however? Alternatively, might these new techniques merely parallel the technology of the 18th century (leeches, purging, blood letting etc.) of which these founders were rightly suspicious? Would this young man be able to achieve greater improvement in his post-traumatic symptoms and violent outbursts if he were a resident at the Retreat in the year 2006?

One of the developments in service at the Retreat over the last decade has been a programme of therapy combining the theory, language and practise of the TC with that of Dialectical Behaviour Therapy (DBT). DBT (Linehan, 1993) is a novel recombination of elements of structured psychological therapy, aspects of Zen philosophy and learning theory. There is a strong emphasis on ‘skills’ learning to deal more effectively with emotions, with distress (crisis) in particular, and with interactions/relationships with others. There is also an emphasis on maintaining an environment that will preferentially reinforce the use of these new skills, and their ‘generalising’ to outside the community. Like the TC approach, there is a strong emphasis on the supervision and support needs of the staff team, and an identification of any ‘therapy interfering behaviour’ within members of the staff group.

The use of dialectics refers to a stance of continually working with clients towards a synthesis of opposing poles, in particular around the themes of acceptance and change. This dialectic can be illustrated by the statements to the client: “You may not have caused your problems but they are your problems to deal with;” “You are doing your best in therapy but must do more;” and the question to the staff member “What is not being considered here?” This might be considered a more structured form of the familiar TC ‘culture of inquiry’.
The Acorn programme, a Dialectical Behaviour Therapy Community, is a specialist service within a larger parent organisation. The Retreat is a 115-bed charitable independent psychiatric hospital with a statement of purpose derived from Quaker values. Unlike many TCs, the Acorn programme will accept people on psychotropic medication and subject to MHA section/Home Office detention. It is expected that clients will work to their MHA section being lifted within their first four weeks on the programme, and that people on Home Office detention have an alternative placement in which they could choose to be resident at any time. All clients have extensive histories of self-harm and/or self-defeating behaviours and meet criteria for diagnosis of Borderline Personality Disorder (DSM-IV). The majority of clients (80%) have previously documented histories of childhood sexual abuse trauma. Many have additional adult traumatic experiences of rape. 

The Acorn programme is exclusively female with ten residents and six day-clients. All clients are state funded and are drawn from across the UK, Ireland, and Channel Isles. Typically, clients will be resident on the programme for eight months, followed (where possible) by four months reducing day attendance. All clients completing the programme are invited to join the Graduate group, which meets for one afternoon per month in the 12 months after leaving the community. Acorn programme graduates and postgraduates are regularly involved in teaching other professionals and in research projects.

The programme includes morning and evening community meetings, twice-weekly analytic psychotherapy groups, and weekly individual psychological therapy sessions, systemic family therapy sessions and non-verbal therapy groups (Art/Music/Drama). The Dialectical Behaviour Therapy includes twice-weekly skills training groups working through the modules of Mindfulness, Emotion regulation, Interpersonal effectiveness and Distress tolerance.

Acorn outcomes

A number of validated self-report measures are routinely collected on assessment, admission and at three-month intervals to 18 months after leaving the programme. This paper will consider data derived from the CORE-OM – Clinical Outcomes in Routine Evaluation – Outcome Measure (Barkham, Gilbert, Connell et al., 2005). The CORE-OM is a self-report measure comprising 34 items that assess four domains: subjective well-being, psychological symptoms, functioning and risk. The CORE-OM considered here is the mean score, within which these subscales are subsumed.

This paper intends to focus on those particular clients who demonstrated highly significant improvement and those clients who deteriorated (as measured by the CORE-OM) 12 months after completing the Acorn programme. A more comprehensive exploration of outcome data is presented elsewhere (McFetridge et al., in preparation) as clinical outcome was not the primary focus of this study. The data for the CORE-OM on joining the programme and at 12 months follow-up are presented here to identify two subgroups of clients, those who improved significantly and those who deteriorated. All clients who completed at least 12 weeks of the therapy programme and who returned follow-up questionnaires (n=28) were included. 

CORE-OM data for clients who left the programme prematurely (before 12 weeks) were found to be no different on initial assessment to those clients who chose to stay. It can therefore be assumed that clients completing the programme and represented in Fig. 1 are no less severe in their psychological distress than those who dropped out. 
Data for clients at admission and at 12 months follow-up (post-discharge) are shown in Fig. 1 below. The CORE-OM clinical cut-offs of 1.29 and 2.5 (severe) are indicated on the chart. Allowing for the reliability coefficient of the CORE-OM (0.5), if a diagonal line (through 0 to 4) is drawn, any clients below this line demonstrate an improvement at follow-up. Any clients above the diagonal have deteriorated.
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Figure 1: CORE-OM at admission and 12 months follow-up

From the scatterplot of data in Figure 1, it can be seen that the vast majority of clients (75%) are below the virtual diagonal, indicating their general psychological health is improved at the 12 months follow-up as compared to on admission to the programme. In addition, those six clients (22%) on or below the lower horizontal cut-off may be considered to have attained reliable and clinical improvement (Jacobson & Truax, 1991) as they have moved from a level of clinical ‘caseness’ (>1.29) to below the clinical threshold. This would also suggest that the psychological symptoms of these clients are no longer at a level representing a clinical concern. 

Exploring data on or above this diagonal line indicates that there are three clients who remain unchanged (11%) and four clients (14%) who have deteriorated at the 12 months follow-up.

Table 1:
Demographic and admission information for clients who reliably and clinically improved and for clients who deteriorated at 12 months follow-up

	Clients who at 12 months:
	Reliably & clinically improved (n= 6)
	Deteriorated (n= 4)

	Mean age
	32 yrs
	35 yrs

	Marital status
	5 single
	4 single (2 divorced)

	History of trauma
	4
	4

	Diagnosis on referral
	4 BPD
	3 BPD/1 Complex PTSD

	Mean admission length
	45 weeks
	38 weeks


The two subgroups are similar in mean age, marital status, and diagnosis. A slightly greater proportion of those deteriorating had previously documented histories of childhood sexual abuse. This subgroup also appears to have had a shorter average admission to the programme. Closer examination, however, indicated that this admission length discrepancy was largely due to one individual remaining on the programme for 13 weeks before deciding to leave. This client also unfortunately died 18 months later, thought possibly due to suicide.

The potential factors influencing outcome were further explored by examining the staff group beliefs.

Beliefs about outcome within the staff group

A focus group facilitated by one of the authors (JB) aimed to clarify those factors the staff group believed to be associated with either positive or negative clinical outcomes. Five members of staff were present in addition to the moderator, and contributed to the discussion. The focus group was audio-taped, transcribed and subsequently analysed for thematic content (based on Burnard, 1991). The themes reflecting staff beliefs about clinical outcome are represented in Figure 2 and Figure 3 below.
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Figure 2: Staff beliefs about negative clinical outcome
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Figure 3: Staff beliefs about positive clinical outcome

A further question of interest however was whether the elicited staff beliefs are supported by data derived from clients themselves. Two staff beliefs were selected for the purposes of this study, ‘strong belief in/ application of DBT’ and ‘verbalising traumatic experiences’. In order to explore this further, the authors first attempted to operationalise these staff beliefs. 

1. As mindfulness skills are considered central to the practice of DBT (Linehan, 1993), it was assumed that a client’s use of identifiable mindfulness skills would reflect their belief in and application of DBT as a therapy. 

2. It was proposed that evidence of the client’s verbalisation of traumatic experience would have been recorded in the written records of both individual therapy sessions and groups.

What is mindfulness?

Mindfulness means paying attention in a particular way; On purpose, in the present moment, and non-judgementally.

(Kabat-Zinn, 1991)
Whilst Mindfulness has recently become of interest to clinicians and researchers, it has been a part of Zen Buddhist meditation and philosophy for many centuries. Understandably, this has led to some frustration in those who have personally known the value of mindfulness prior to its popular interest, and at its ‘dismantling’ by some non-practising clinicians. 

The common clinical understanding of mindfulness however entails an emotional balance, involving acceptance of internal experiences, affective clarity, an ability to regulate one’s emotions and moods, cognitive flexibility, and a healthy approach to problems.

Linehan (2003) proposed that:
Mindfulness in its totality has to do with the quality of awareness that a person brings to every day living, learning to control your mind rather than letting your mind control you. Mindfulness as a practice directs your attention to only one thing, and that one thing is the moment you are living in. When you recognise the moment, what it looks like, feels like, tastes like, sounds like – you are being mindful. Furthermore, mindfulness is the process of observing, describing, and participating in reality in a non-judgemental manner, in the moment and with effectiveness. At the same time mindfulness is the window of acceptance, freedom, and wisdom.

The process of repeatedly guiding one’s focus back to fully attending to the moment may be a particularly effective method of regulating emotion. It is increasingly recognised that emotion regulation is a fundamental aspect of good mental health, and that problems of dysregulation are associated with some forms of psychopathology, including BPD. The practice of attending fully to present experience and resisting acting on impulses to change feeling states may therefore lead to change. Mindfulness within DBT balances the dialectic of acceptance with change. In order to facilitate the learning of mindfulness Linehan (1993) offers a detailed description of a module comprising numerous component skills, including ‘What’ and ‘How’ skills.

For the present study clients’ use of one ‘What’ skill known as ‘Describe’ was examined. It was hypothesised that clients who have a high frequency of describing their emotions and their experience using factual accounts will also achieve positive clinical outcome as measured by the CORE-OM. Community group evaluations in clients’ final five weeks were analysed for the frequency of:

· their describing an emotion;
· their stating a fact.
Records of community meetings in the final five-week period of those identified clients were examined. The frequencies of the use of the mindfulness skill involved in describing an emotion or fact were tabulated and displayed in Figure 5-4 below.

Unfortunately, due to missing data, it was only possible to examine records for three clients who achieved positive outcome and two clients who deteriorated. Clients who achieved positive outcome at 12 months follow-up are labelled A-C, those who had deteriorated at follow-up are labelled G and H, and a comparison group of those who remained unchanged are labelled D-F.
Figure 4 indicates that there is no evident difference in the use of mindfulness skills between clients with differing outcomes. Those who achieve positive outcome do not have the monopoly on recorded mindful utterances. On the contrary, the highest frequencies of describing fact and emotion were made by the clients with negative outcome. Closer examination of community group records show that the emotions described differ, however, as did the factual content of the communication. Client C (positive outcome) had a high level of descriptive words relating to happiness, joy, a sense of achievement, and she expressed positive feelings about her therapy. It was also documented that she was able to remain grounded in the present, and not let her past intrude. She did not leave community meetings prematurely at any point during her last five weeks within the community. 
Client G (negative outcome) in contrast had a high level of descriptive words relating to anger, resentment and hate. Much of her communication related to issues from the past, and worries about the future, in particular a sense of therapy failing her. Client G prematurely left community meetings on two occasions. Client H, who also had negative outcome, had a tendency to express a high level of helplessness, and hopelessness.
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Figure 4:
Frequency of mindfully describing emotion and fact in community meetings

Unfortunately the rather unsophisticated method of retrospectively categorising utterances as mindful or otherwise (in addition to missing data for community meetings up to five years previous) may have contributed to the failure to find data supporting the hypothesis that clients more skilled in mindfulness are those who achieve the most positive outcome in this therapy programme. It is tempting to conclude that those who express positive emotions and hopes for their therapy achieve positive outcomes; however, clearly there is a danger of confounding factors here. Those for whom therapy has clearly failed to facilitate a reduction in distress may, as they approach leaving, consequently feel and express negativity about this.

Verbalising traumatic experience

The staff team also considered outcomes would be better for those clients who openly spoke about their past traumatic experiences. Brewin (2001) proposed that traumatic memory can be of two distinct forms stored in different representational formats and involving distinct brain areas and pathways. One form of memory, Verbally Accessible Memory (VAM), can interact with ordinary autobiographical memory and can be voluntarily cued and edited. These memories are available to the individual to express verbally to others. However, another form of memory for traumatic experience, Situationally Accessible Memory (SAM), largely contains detailed perceptual information about the event that has received far less conscious processing. These memories may be involuntarily re-experienced as flashbacks by traumatised individuals. There is therefore a distinct difference between ‘bad’ memories and traumatic memories. The individual may choose to think and discuss a bad memory, albeit with less perceptual detail, and feel the recollection to relate to the past.

Brewin (2001) suggested further that traumatic memories are not removed or essentially changed by therapy; but rather a new verbally accessible memory is created which is then preferentially retrieved in response to reminders of the past traumatic experience. There has been some considerable support for this dual representation theory of memory (summarised in Vasterling & Brewin, 2005). 

Therefore, despite the popular advice to traumatised people to ‘Move on’, ‘Put it behind you’ or to think ‘It’s in the past now’, this may be precisely the nature of their difficulty. Perhaps only when these individuals have developed VAM for their overwhelming experiences will they no longer periodically and randomly re-experience and re-enact their past traumas. 

It was hypothesised that those clients with trauma histories who most benefit from the therapeutic community have developed VAM for these experiences; furthermore, that this VAM would be recorded in the clinical notes and group records for these individuals. Written records of VAM would not be evident for those clients who deteriorated. 

Notes of those significantly improved

From individual therapy notes

· “Disagreed with previous diagnosis of BPD, thinks is post-traumatic stress.”
· “Been frightened and angry in response to repeat nightmare (collage of abusive experiences). Discussed in detail.”
· “Disclosed how guilty and ashamed she felt hitting her children in the past, later went on to tell the group she had discussed this occasion in individual session.”
· “Discussed & explored ‘exploding’ when interprets someone hasn’t listened – was what father did too.” 

· “Been thinking a lot about memories of being abused. Does think she has a right to be angry about this.” 
From review of the week group records 

· “Decided to bring my childhood abuse to psychotherapy group. Received reassurance and positive feedback. I’ve never dared to do this … I always thought I could never take the risk.”
· “This place has been more of a family than my real family.” 

· “My problem is that I do not mean to hurt people I care about … I do want them to care but I am so scared of getting hurt.”
· “After (individual therapy) I stepped back into being a three-year-old child. The same old emotions and behaviour made me feel totally ashamed. Discussed my reaction with the group … who reassured me … this was a huge revelation to me ... I had always thought I was defective in this respect.”
Notes of those who deteriorated

From individual therapy notes

· “Made some progress in exploring extensive history of trauma but would benefit from continued work once settled” (from discharge report). 

· “On Monday she flashbacked to (X); we spoke about this as being a traumatic memory, and the need to find another way than her trying to forget it.”
· “Wanting to talk about the content of her trauma. Explained my concern that she is struggling to manage her feelings at present (threw chair then table last night when new client given her sandwich). When son is angry with her – has flashbacks to his father ‘who I really wanted to kill’.
· “Feeling pushed out/ignored by the group as we predicted she might last session. Explored ways to accelerate getting to know new group members, as she really needs to talk about feelings associated with leaving/endings in the group.” 

From review of the week group records 

· “I have left myself numb and tried to support others, I find this easier to do but realise there are lots of issues I still need to face.” 

· “I need to concentrate on how my life could be and not what happened before. The group is not pulling together like it has in the past and this is making it hard for me to bring things to the group.” 

· “(Client) needs to take these steps now and not leave everything until returns home (feedback from clients/staff in review of week community meeting).”
The consulting of clinical notes of clients and relevant group records, although not undertaken blind to their outcome group, does lend some support for the proposed link between trauma processing as a part of the therapy programme and successful outcome. There are certainly examples of metacognitive reflections apparent in the positive change group, which would suggest the development of Verbally Accessible Memories as described by Brewin (2001). This would require some greater individual assessment to be reliably determined. However, there is evidence of clients who achieve sustained clinical change verbalising their traumatic experiences, and repeating this across the contexts of their individual therapy sessions, daily community meetings and weekly large community groups. It might be expected that this opportunity to talk repeatedly about traumatic experience on different occasions and in varying contexts might further facilitate the acquisition of a verbal, adult-based reflective capacity to do so.

Discussion

This study has essentially been a qualitative exploration of factors having a potential association with positive clinical outcome in a TC. In the spirit of Practice-Based Evidence (Lucock, Leach, Iveson et al., 2003) the authors studied ‘real’ and complex clients in their actual therapy (a Therapeutic Community employing DBT), rather than under highly refined research conditions. The research project was in itself a developmental group process within the staff team, the results of which were subsequently discussed with the client group. 

Two small subgroups of clients were identified: those who achieved reliable and clinical change (Jacobson & Truax, 1991) at 12 months follow-up, and those whose mental health had deteriorated further. Two (of numerous) hypotheses concerning clinical outcome, identified in a staff focus group, were explored using data from these subgroups. This data was sought from community group records and individual therapy notes. 

Available data failed to support the first of these hypotheses, that those clients manifestly demonstrating mindfulness skills in their final weeks within the TC would have better outcomes at 12 months follow-up. There was, however, some support for the second hypothesis that those clients who were able to reflect verbally on their past traumatic experience in therapy had better outcome.

The quality and limitations of the data need to be borne in mind when interpreting these results, however. The determination of reliable and clinical outcome versus deterioration at 12 months post-therapy was based on changes in clients’ scores on the CORE-OM. Whilst there is considerable evidence for the validity and reliability of the CORE-OM (Barkham et al., 2005), it might best be described as a measure of distress (and risk), and does not address other areas pertinent to a TC, such as social functioning. 

In hindsight the attempt to assess mindfulness skill by frequency of specific utterances, whilst theoretically appealing, was unlikely in practice to yield reliable data when assessed retrospectively using group records. Clinical and group records were examined from a five-year period and were not uniformly recorded, or even (in the case of group records) available for all clients. This use of retrospective data limits the reliability of any conclusions. Insufficient data were available to determine whether clients more skilled in mindfulness (a core component skill within DBT) had better outcome. A better methodological approach might have been to contact the identified clients on follow-up and enquire about their present use of mindfulness (time spent in daily practice), among other variables. An alternative more rigorous approach would be to conduct a prospective study employing a valid and reliable measure of mindfulness (see Baer, 2006). Additional mindfulness training might be provided to a randomly selected group of clients whilst relaxation training is offered to the other clients and any subsequent differential outcomes assessed. 

An assumption within DBT is that clients cannot fail in therapy, but that therapy can fail them (Linehan, 1993). Perhaps there is an inherent dialectic here, which may be overlooked – the focus on an individual versus on the group in the assessment for, conducting of, or evaluation of therapy. Can an individual’s clinical outcome be meaningfully assessed without also considering the characteristics of the community at the time he/she was a member? It is unlikely a TC would be uniformly efficacious over time with the coming and going of different clients and staff team members. Do TCs consider the potential mix and characteristics of the community when assessing a referred individual? (This would be the norm for a new outpatient group.) On reflection, we are aware that this can sometimes be neglected in our own TC, perhaps due to the focus on the individual within DBT.

A prerequisite for therapeutic work on past traumatic experience is that an individual must feel safe in the present (Herman, 1994). This would indicate that the nature of the community affects the individual’s opportunity to undertake this work. Just as the original traumatic experience occurred within the context of the client’s relationships with others (either directly or indirectly), so will the therapeutic work on these experiences. If the TC is a new group and/or is experiencing significant ‘acting out’ within its membership, it is unlikely that verbal processing of past trauma will be able to occur. 

It would appear that some clients within the present TC were able to find words for their traumatic experiences and discuss this within the community. These clients also achieved significant clinical improvement. Not all the improved group had documented histories of trauma, however (four of the six clients did), although all of those deteriorating had trauma histories. The existence of individual therapy, daily community meetings and weekly review groups provided a structured opportunity to reflect on this work repeatedly with an increasing number of client and staff community members. 

Clearly, the factors contributing to clinical outcome for a TC client are many and varied. It is possible that the most significant of these factors have been overlooked entirely by the present study in an attempt to isolate and measure parts of a complex process. Nonetheless, the wider socioeconomic context within which TCs exist will continue to ask, ‘What works for whom?’ Through a willingness to pursue such a question, and to adapt and improve our TCs, the support for this therapeutic approach is most likely to continue.

Day after day, Day by day, Dust of mind collects: Be sure to wash it away and find your original self.

(Zen saying)
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