
ADHERENCE IN SOCIAL RECOVERY THERAPY 

 

1 
 

Abstract 
 

Background: The SUPEREDEN3 study, a phase II randomised controlled trial, suggests that 

Social Recovery Therapy (SRT) is useful in improving functional outcomes in people with 

first episode psychosis (Fowler et al., 2018). SRT incorporates CBT techniques with case 

management and employment support (Fowler et al., 2013), and therefore has a different 

emphasis to traditional CBT for psychosis, requiring a new adherence tool. 

Aims: This paper describes the SRT adherence checklist and content of the therapy 

delivered in the SUPEREDEN3 trial, outlining the frequency of SRT techniques and 

proportion of participants who received a full therapy dose. It was hypothesised that 

behavioural techniques would be used frequently, consistent with the behavioural emphasis 

of SRT. 

Method: Research therapists completed an adherence checklist after each therapy session, 

endorsing elements of SRT present. Data from 1236 therapy sessions were reviewed to 

determine whether participants received full, partial or no therapy dose.  

Results: Of the 75 participants randomised to receive SRT 57.3% received a full dose; 24% 

a partial dose; and 18.7% received no dose. Behavioural techniques were endorsed in 

50.5% of sessions, with cognitive techniques endorsed in 34.9% of sessions. 

Conclusions: This report describes an adherence checklist which should be used when 

delivering SRT in both research and clinical practice. As hypothesised, behavioural 

techniques were a prominent feature of the SRT delivered in SUPEREDEN3, consistent with 

the behavioural emphasis of the approach. The use of this adherence tool would be 

considered essential for anyone delivering SRT looking to ensure adherence to the model. 

 

Key words: Adherence; Social Recovery Therapy; CBT; Psychosis 

 



ADHERENCE IN SOCIAL RECOVERY THERAPY 

 

2 
 

Introduction 

 

Social Recovery Therapy 

Cognitive behavioural therapy for psychosis (CBTp) is a well-documented and effective 

intervention for treating the positive symptoms of psychosis (Wykes, Steel, Everitt & Tarrier, 

2007; Wykes, 2014; Bighelli et al.,2018). However, there are limited studies focusing on 

interventions for functional outcomes, despite research evidence that such outcomes are 

poor in this client group (Hodgekins et al., 2015). Fowler et al. (2013) propose a specific 

therapeutic intervention called Social Recovery Therapy (SRT) which incorporates CBT 

techniques with case management and employment support in order to improve functional 

outcomes following psychosis. Social recovery can be defined in terms of engagement in 

activities within occupational and interpersonal domains (Hodgekins et al., 2015). This may 

include work, education, valued social activities, and relationships with others.  The SRT 

intervention includes an assessment and a formulation, where the formulation focuses on 

the individual client’s unique barriers to social recovery, including those within the client’s 

wider system. The techniques used within the therapy sessions should be formulation driven 

with a large focus on active behavioural work, where the client and their therapist work 

together to engage in meaningful activity which is guided by the client’s values and 

determined by their own goals. Evidence and experiences from behavioural work are used to 

instil hope and promote positive beliefs about self as the individual works towards achieving 

meaningful change in their lives. The therapist also works with the client’s wider system to 

break down barriers and facilitate change. 

 

Social Recovery Therapy was piloted in the Improving Social Recovery in Early Psychosis 

(ISREP) study and found to be effective in improving hours per week spent engaged in 

structured activity in individuals with non-affective psychosis both immediately post-

intervention (Fowler et al., 2009) and 12 months later (Fowler, Hodgekins & French, 2017). 

The SUPEREDEN3 (Sustaining Positive Engagement and Recovery) study was a larger 
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phase II randomised controlled trial, which aimed to test whether the use of SRT was 

effective in increasing the time spent engaged in structured activity by young people with first 

episode of psychosis with persistent social disability, compared to those in receipt of usual 

Early Intervention for Psychosis service provision. This study found an average improvement 

of 8 hours per week in those who received SRT plus early intervention, compared to early 

intervention alone (Fowler et al., 2018). Thus, the evidence suggests that SRT may be 

useful in improving functional outcomes in people with first episode psychosis. 

 

Adherence and Competence 

In order to effectively interpret the results of therapy trials and to translate the findings of 

research studies into practice, it is important to understand the extent to which the 

interventions being tested were delivered. Moreover, in order to examine which therapeutic 

techniques resulted in positive change for participants, we need to measure the specific 

components of the therapy intervention and the extent to which they were delivered in the 

trial (Fowler, Rollinson & French, 2011). This has traditionally been explored using 

adherence scales. Adherence has been defined as “the extent to which a therapist used 

interventions and approaches prescribed by the treatment manual and avoided the use of 

interventions proscribed by the manual” (Waltz, Addis, Koerner & Jacobson, 1993). This 

differs from the concept of competence which has been defined as “the level of skill shown 

by the therapist in delivering the treatment…the extent to which the therapists conducting the 

interventions took the relevant aspects of the therapeutic context into account and 

responded to these contextual variables appropriately” (Waltz et al., 1993). 

 

Young and Beck (1980) developed the Cognitive Therapy Rating Scale (CTRS), which was 

later revised by Blackburn et al. (2001) producing the Revised Cognitive Therapy Scale 

(CTS-R) as a tool for measuring the competence of therapists delivering CBT. Fowler, 

Rollinson and French (2011) highlight that whilst the Cognitive Therapy Rating Scale (CTRS) 

measures a therapist’s general competency in delivering CBT therapy, it does not capture 
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adherence to CBTp. Startup, Jackson and Pearce (2002) highlight that CBTp has a different 

content to CBT for other non-psychotic conditions, and consequently reported the 

development of a new adherence scale, the Cognitive Therapy for Psychosis Adherence 

Scale (CTPAS).  

 

Rollinson et al. (2008) revised the CTPAS to create an adherence scale which could be used 

within the Psychological Prevention of Relapse in Psychosis (PRP) trial (Garety, Fowler, 

Freeman, Bebbington, Dunn & Kuipers, 2008). The Revised Cognitive Therapy for 

Psychosis Adherence Scale (R-CTPAS) expanded the original tool from 12 to 21 items. 

Rollinson et al. (2008) suggest that formally measuring the fidelity of treatment could 

enhance understanding the mechanisms of change within complex interventions. Indeed, 

analysis of adherence data from the PRP trial concluded that treatment was only effective if 

participants received a full dose of CBTp (Dunn et al., 2012), highlighting the importance of 

routinely assessing treatment adherence in therapy trials in order to understand which 

techniques work for which patients under which conditions (Fowler, Rollinson & French, 

2011). In addition to these findings, Spencer et al. (2018) found a dose-response effect in 

another trial of CBT for psychosis, with more sessions resulting in better outcomes, further 

highlighting the importance of assessing therapy dose effects.   

 

Similarly, using adherence data from the EDIE-II trial of CBT for people with at-risk mental 

states Flach et al. (2015) demonstrated a greater effect of the intervention if both homework 

and a formulation were part of the therapy. This highlights how it is possible to begin to 

understand the impact of different components of therapy. 

 

Measuring Adherence in Social Recovery Therapy 

Whilst the R-CTPAS is a well-validated tool for use in assessing adherence in CBTp, Social 

Recovery Therapy has a different emphasis and thus requires a new adherence checklist. A 

checklist was developed which included all of the different components of the SRT 
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intervention. This paper aims to describe the SRT adherence checklist and to describe the 

content of the therapy delivered in the SUPEREDEN3 trial, both in terms of the frequency of 

different SRT techniques used and the proportion of participants who received a full dose. In 

line with the aims of SRT, it was hypothesised that behavioural techniques would be 

frequently used and that cognitive work would mostly focus on fostering a positive sense of 

self. It was also hypothesised that systemic work (i.e. involving family members and other 

organisations) would be a key feature of the intervention. 

 

Method  

The SUPEREDEN3 trial was a single blind, phase II, randomised controlled trial comparing 

treatment from the early intervention for psychosis service (EIS) plus SRT, with EIS alone. A 

detailed description of the SUPEREDEN3 trial is provided in Fowler et al. (2018).  

 

Participants 

Eligible participants were aged 16-35 years; had non-affective psychosis; had been clients of 

EIS teams in Birmingham, Lancashire, Norfolk and Sussex for 12-30 months; and had low 

levels of structured activity indicating severe social disability (defined as less than 30 hours a 

week engaged in structured activity). In total, 154 participants were recruited into the trial 

across the four sites (Birmingham, Norfolk and Suffolk, Lancashire and Sussex), with 75 

randomised to receive SRT plus EIS and 79 randomised to receive EIS alone. Adherence 

data is available for 74 of the 75 participants randomised to the SRT plus EIS arm. Further 

information about participant demographics is provided in Fowler et al. (2018).  

 

Therapy delivery 

The SRT sessions were delivered by 13 therapists across the four sites of Lancashire, 

Norfolk and Suffolk, Sussex and Birmingham. All therapists were either qualified Clinical 

Psychologists or Cognitive Behavioural Therapists and each provided a recording of at least 

one of their therapy sessions which was rated using the Cognitive Therapy Scale-Revised 
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(CTS-R; James, Blackburn & Reichelt, 2001), from which all therapists were deemed to be 

competent at delivering CBT. Training in the SRT model and intervention was provided 

including regular therapy training days and teleconferences held for all therapists. Weekly 

supervision was provided at each site. All therapy tapes were encrypted for data protection 

purposes. 

 

The Adherence Checklist  

The therapy adherence checklist consisted of the 14 key components of the SRT 

intervention. Table 1 provides a list of the components and their description. The checklist 

was developed by the authors and corresponded to the key components of the therapy as 

detailed in the therapy manual (Fowler et al., 2013).   

 

Insert Table 1 here 

 
  
In addition to the adherence checklist, therapists also completed data about additional 

between-session therapy contacts. This may include contact with family members or other 

services (e.g. education and employment providers or voluntary sector agencies). This data 

was used to provide further information about the systemic elements of the intervention. 

 
Procedure 

For each of the therapy sessions delivered the research therapist completed an adherence 

checklist. All research therapists were encouraged to complete the checklist as soon as 

possible after their session with the participant. This involved the therapist endorsing 

(present/absent) which of the key therapy elements they considered had been present in the 

session, along with providing some notes to demonstrate why they believed this component 

had been delivered. Where individual therapists did not complete the adherence checklists 

themselves, these were rated by two other trial therapists using either clinical notes or 

session notes made by the therapist to determine which components of the SRT intervention 
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had been present. To ensure inter-rater reliability in completing the checklists in this way, 

two trial therapists initially completed this task and compared ratings to ensure they were 

concordant. 

 

All of the adherence checklists were reviewed by at least two additional therapists working 

on the project in order to determine whether an individual participant had received a full dose 

of SRT. This involved looking at all the sessions of therapy a participant had received and 

determining whether the essential key components had been present. The therapists rating 

therapy dose were blind to the clinical outcome of the participant.  In order to have received 

a full dose of therapy, the essential key components were defined as: at least six therapy 

sessions; the presence of an assessment and a formulation; at least two pieces of 

behavioural work where the client went out with the therapist (any behavioural work which 

was conducted as homework tasks or within the clinic room during a therapy session were 

not included in this). For those participants who received a number of the essential key 

therapy components, but who did not meet the criteria outlined above for having received a 

full dose of SRT, a partial dose definition was considered as: at least 6 sessions; an 

assessment; a formulation; some behavioural work which was not meeting the definition for 

a full dose, for example because it was conducted by the participant as a homework task, or 

it was attempted or planned but not necessarily carried out. If participants received less than 

6 sessions and/or any of the other key therapy components were not endorsed by the 

therapist then a rating of no dose was given.     

 

Analyses 

Descriptive statistics were calculated to determine the proportion of sessions in which a 

given therapy technique was present and to describe the proportion of participants who 

received a full, partial or no dose of the intervention.  

 

Results 
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In total, adherence checklists were completed and collated for all of the therapy sessions 

which were received by 74 participants who had been randomised to receive the SRT 

intervention. This totalled 1236 sessions.  

 

The number of SRT sessions received by participants ranged from 0 to 37, with a mean of 

16.49 sessions. Of the 75 participants who were randomised to receive SRT sessions, 43 

(57.3%) received a full dose, 18 (24%) received a partial dose and 14 (18.7%) received no 

dose. Agreement between raters was 100%. Seven (9.3%) participants received less than 5 

SRT sessions. One participant received no sessions and therefore no adherence checklists 

were completed, resulting in adherence data being available for 74 of the 75 participants 

randomised to SRT. 

 

Using the adherence data available for the 1236 SRT sessions received by participants, it 

was calculated that the number of techniques used in an individual therapy session ranged 

from 0 to 12 (Mean = 3.75; SD = 2.13). Frequencies for each of the items on the SRT 

adherence checklist are shown in Table 2. This table also presents frequency data for the 

SRT components for the three dose groups (full, partial and no dose). On average the no 

dose group received 3.64 sessions (SD = 2.47); the partial dose group received 15.5 

sessions (SD = 5.40) and the full dose group received 21.27 sessions (SD = 5.70). 

 

Insert Table 2 here 

 
 
Of the sessions received by participants, 40 (3.2%) were engagement only, and 101 (8.2%) 

were engagement and/or assessment only. 

 

Additional information about between-session therapy contacts was available for 52 

participants (69.3%). Additional contacts with family members, employment/education 

providers or voluntary sector organisations were present for 44/52 participants (84.6%). 
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Where these contacts were present, the number of contacts recorded ranged from 1 to 44 

for a participant, with the length of time recorded for these contacts ranging from 2 to 619 

minutes. 

 

 

Discussion 

This study describes an adherence checklist which can be used when delivering SRT in both 

a research and routine clinical practice context. The adherence data reported in this study 

describes the content of the therapy delivered in the SUPEREDEN3 study, both in terms of 

how often specific techniques were used and the proportion of participants who received a 

full or partial dose of SRT. Whilst the majority of participants received a full dose, there was 

variation in the dose of therapy delivered across participants.  This is not considered to 

reflect the competence of the therapists working on the trial but rather that it is not always 

possible for therapists to deliver the full trial therapy.  

 

As hypothesised, behavioural techniques were a prominent feature of the intervention, being 

present in 624 (50.5%) of the sessions. This is compared with cognitive techniques which 

were present in 431 (34.9%). This is consistent with the underlying behavioural emphasis 

within SRT, where it would be expected that sessions involved more behavioural work, and 

therefore provides an indication of therapists as having been adherent to the model. 

Consistent with the emphasis of SRT on optimism, hopefulness, and building a positive 

sense of self, cognitive work predominantly focused on fostering a positive sense of self.  

 

The adherence data also highlight the systemic focus of the intervention, with 19% of 

sessions (N= 235) being rated as ‘involving other organisations’. The additional between-

session contact data provides additional support, highlighting a high number of contacts with 

family members, work and education providers and voluntary sector organisations. This 

demonstrates that for many participants therapists were engaging in a considerable amount 



ADHERENCE IN SOCIAL RECOVERY THERAPY 

 

10 
 

of additional systemic work outside of the individual therapy sessions, which is again 

consistent with the SRT model and indicates adherence. Unfortunately in the current study 

we were not able to collect the additional contact data for all participants, however, the 

findings suggest that this would be an important indicator of adherence which should also be 

recorded and measured. 

 

The adherence data presented individually for each of the three dose groups (no, partial, full) 

indicate a difference in the delivery of SRT. Those receiving no SRT dose experienced a 

majority of sessions which focused on engagement, assessment, problem list and goal 

development and less focus on the ‘active’ therapy techniques which were present in the 

sessions received by those who received a partial or full dose of SRT. Whilst the partial and 

full dose groups received similar levels of cognitive techniques, it can be seen that the full 

dose group received more behavioural and systemic work, which is consistent with the SRT 

model. 

 

This work has highlighted the need for a specific therapy adherence tool to measure the 

delivery of SRT. Indeed, behavioural work, cognitive work focusing on building a positive 

sense of self, and systemic work are not included on adherence scales for CBTp.  

 

Study Strengths and Limitations 

This study utilised the adherence checklists completed by therapists after sessions had been 

delivered, rather than the rating of a selection of therapy tapes by external raters. This is a 

strength because it both maximised the amount of data available for analysis, and also 

ensured that the vast amount of behavioural work completed outside of therapy rooms was 

captured within the adherence checklist. However, it is also a potential weakness of the 

study as there was no corroboration of therapist ratings and therapists’ ratings of their own 

therapy may be subject to bias.  
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A further strength of this study is that all of the adherence checklists were reviewed by at 

least two research therapists working on the trial, who were blind to the clinical outcome of 

participants, and high levels of agreement were present for therapy dose ratings.  

 

Further Research 

Whilst this analysis of the therapy adherence data has enabled us to answer key questions 

about both how the therapy looked in practice and to what extent participants received a full, 

partial or no dose of the trial therapy, there remain a number of further questions to explore. 

For example, it would be useful to conduct a mediation analysis similar to Dunn et al. (2012) 

to explore whether the intervention had an enhanced effect for those receiving a full dose of 

therapy. It would also be interesting to explore the impact of different presentations on the 

delivery of the therapy. Although all participants in the SUPEREDEN3 study had poor 

functioning, the factors underpinning this were variable (e.g. social anxiety, negative 

symptoms, residual positive symptoms). By analysing the therapy adherence data for 

different subgroups it may be possible to explore whether participants with different 

presentations received SRT with a different focus. Such findings would be useful when 

thinking about implementation of SRT into routine clinical practice. 

 

In addition, it would be useful to conduct a prospective validation test of the adherence scale 

by including it in another intervention study. As such, the scale has been included in the 

PRODIGY RCT (Fowler et al., 2017), a trial of SRT in young people with complex and 

emerging mental health problems, which will enable the scale to be explored in a larger 

sample. 

 

Conclusions 

This work has highlighted the usefulness of a specific therapy adherence tool to measure the 

delivery of SRT. Key features include frequent use of behavioural techniques, cognitive work 

focusing on fostering a positive sense of self, and working with the wider system around the 
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individual. This is a new intervention, requiring a new adherence tool to explore both its 

delivery and impact. The use of this adherence checklist tool would be considered essential 

for anyone delivering SRT and looking to ensure adherence to the model. 

  



ADHERENCE IN SOCIAL RECOVERY THERAPY 

 

13 
 

Acknowledgements 

This article presents independent research funded by the National Institute for Health 

Research (NIHR) under the Programme Grants for Applied Research programme (RP-PG-

0109-10074). We thank all of the trial therapists who worked on this project: Eleanor 

Baggott, Mark Bernard, Ruth Clutterbuck, Gillian Dewhurst, Mike Fitzsimmons, Sam Fraser, 

Charlotte Gregory, Rebecca Ison, Chris Jackson, Christine Lowen, Lulu Preston, Kat Pugh, 

Ruth Turner. We also thank the participants involved in this study and National Health 

Service staff in the early intervention services who supported this project. 

 

Ethical Statements 

Ethics approval was granted by the National Research Ethics Service Committee in the 

Black Country, West Midlands (reference: 12/WM/0097). Authors have abided by the Ethical 

Principles of Psychologists and Code of Conduct as set out by the APA. 

 

Conflict of Interests 

All authors declare that they have no conflict of interest with respect to this publication. 

 

Financial Support 

Funding for the SUPEREDEN3 trial was received from the National Institute for Health 

Research. Professor Max Birchwood, Chief Investigator of SUPEREDEN is part-funded by 

NIHR CLAHRC West Midlands 

 

  



ADHERENCE IN SOCIAL RECOVERY THERAPY 

 

14 
 

 
References 

 

Bighelli, I., Salanti, G., Huhn, M., Schneider‐Thoma, J., Krause, M., Reitmeir, C., Wallis, S.,  

Schwermann, F., Pitschel‐Walz, G., Barbui, C., Furukawa, T. A., & Leucht, S. (2018). 

Psychological interventions to reduce positive symptoms in schizophrenia: systematic review 

and network meta‐analysis. World Psychiatry, 17, 316-329. 

 

Blackburn, I., James, I.A., Milne, D.L., Baker, C., Standart, S., Garland, A., & Reichelt, K. 

(2001). The revised cognitive therapy scale (CTS-R): Psychometric properties. Behavioural 

and Cognitive Psychotherapy, 29, 431-446. 

 

Dunn, G., Fowler, D., Rollinson, R., Freeman, D., Kuipers, E., Smith, B., Steel, C., 

Onwunere, J., Jolley, S., Garety, P., Bebbington, P. (2012). The effective elements of 

cognitive behaviour therapy for psychosis: results of a novel type of subgroup analysis 

based on principal stratification. Psychological Medicine, 42, 1057-1068. 

 

Flach, C., French, P., Dunn, G., Fowler, D., Gumley, A.I., Birchwood, M., Stewart, S.L.K., & 

Morrison, A.P. (2015). Components of therapy as mechanisms of change in cognitive 

therapy for people at risk of psychosis: analysis of the EDIE-2 trial. The British Journal of 

Psychiatry, 207, 123-129. 

 

Fowler, D., French, P., Hodgekins, J., Lower, R., Turner, R., Burton, S., Wilson, J.  (2013). 

CBT to address and prevent social disability in early and emerging psychosis. In: Steel C, 

editor. CBT for Schizophrenia: Evidence-Based Interventions and Future Directions. Oxford: 

John Wiley & Sons Ltd. 

 



ADHERENCE IN SOCIAL RECOVERY THERAPY 

 

15 
 

Fowler, D., French, P., Banerjee, R., Barton, G., Berry, C., Byrne, R., Clarke, T., Fraser, R., 

Gee, B., Greenwood, K., Notley, C., Parker, S., Shepstone, L., Wilson, J., Yung, A. R., & 

Hodgekins, J. (2017). Prevention and treatment of long-term social disability amongst young 

people with emerging severe mental illness with social recovery therapy (The PRODIGY 

Trial): study protocol for a randomised controlled trial. Trials, 18, 315.  

 

Fowler, D., Hodgekins, J., & French, P. (2017). Social recovery therapy in improving activity 

and social outcomes in early psychosis: Current evidence and longer term outcomes. 

Schizophrenia Research. https://doi.org/10.1016/j_schres.2017.10.006 

 

Fowler, D., Hodgekins, J., French, P., Marshall, M., Freemantle, N., McCrone, P., Everard, 

L., Lavis, A., Jones, P.B., Amos, T., Singh, S., Sharma, V., & Birchwood, M. (2018). Social 

recovery therapy in combination with early intervention services for enhancement of social 

recovery in patients with first-episode psychosis (SUPEREDEN3): A single-blind, 

randomised controlled trial. Lancet Psychiatry, 5, 41-50. 

 

Fowler, D., Hodgekins, J., Painter, M., Reilly, T., Crane, C., Macmillan, I., Mugford, M., 

Croudace, T., & Jones, P.B. (2009). Cognitive behaviour therapy for improving social 

recovery in psychosis: a report from the ISREP MRC Trial Platform study (Improving Social 

Recovery in Early Psychosis). Psychological Medicine, 39, 1627-1636. 

 

Fowler, D., Rollinson, R., & French, P. (2011). Adherence and competence assessment in 

studies of CBT for psychosis: current status and future directions. Epidemiology and 

Psychiatric Sciences, 20, 121-126.  

 

Garety, P.A., Fowler, D.G., Freeman, D., Bebbington, P., Dunn, G., & Kuipers, E. (2008). 

Cognitive-behavioural therapy and family intervention for relapse prevention and symptom 



ADHERENCE IN SOCIAL RECOVERY THERAPY 

 

16 
 

reduction in psychosis: randomised controlled trial. The British Journal of Psychiatry, 192, 

412-423. 

 

Hodgekins, J., Birchwood, M., Christopher, R., Marshall, M., Coker, S., Everard, L… Fowler, 

D. (2015). Investigating trajectories of social recovery in individuals with first-episode 

psychosis: a latent class growth analysis. British Journal of Psychiatry, 207, 536-543. 

 

Hodgekins, J. & Fowler, D. (2010). CBT and recovery from psychosis in the ISREP trial: 

Mediating effects of hope and positive beliefs on activity.  Psychiatric Services, 61, 321-324. 

 

James, I.A., Blackburn, I.M., & Reichelt, F.K. (2001). Manual of the Revised Cognitive 

Therapy Scale (CTS-R). 

 

Rollinson, R., Smith, B., Steel, C., Jolley, S., Onwumere, J., Garety, P. A., Kuipers, E., … 

Fowler, D. (2008). Measuring adherence in CBT for psychosis: A psychometric analysis of 

an adherence scale. Behavioural and Cognitive Psychotherapy, 36, 163-178. 

 

Spencer,H. M., McMenamin, M., Emsley, R., Turkington, D., Dunn, G., Morrison, A. P., 

Brabban, A., Hutton, P., & Dudley, R. (2018). Cognitive Behavioral Therapy for 

antipsychotic-free schizophrenia spectrum disorders: Does therapy dose influence outcome? 

Schizophrenia Research, https://doi.org/10.1016/j.schres.2018.07.016. 

 

Startup, M., Jackson, M., & Pearce, E. (2002). Assessing therapist adherence to cognitive-

behaviour therapy for psychosis. Behavioural and Cognitive Psychotherapy, 30, 329-339. 

 

Waltz, J., Addis, M.E., Koerner, K., & Jacobson, N.S. (1993). Testing the integrity of a 

psychotherapy protocol: Assessment of adherence and competence. Journal of Consulting 

and Clinical Psychology, 61, 620-630. 



ADHERENCE IN SOCIAL RECOVERY THERAPY 

 

17 
 

 

Wykes, T. (2014). Cognitive-behaviour therapy and schizophrenia. Evidence Based Mental 

Health, 17, 67-68. 

 

Wykes, T., Steel, C., Everitt, B., & Tarrier, N. (2007). Cognitive behaviour therapy for 

schizophrenia: Effect sizes, clinical models and methodological rigor. Schizophrenia Bulletin, 

34, 523-537. 

 

Young, J., & Beck, A.T. (1980). Cognitive Therapy Scale Rating Manual. Downloadable from 

www.academyofct.org 

 
 
 
  



ADHERENCE IN SOCIAL RECOVERY THERAPY 

 

18 
 

Table 1. Social Recovery Therapy Adherence Components for SuperEden Study 3  
 

Component Description 
 

Engagement Explanation of SRT at start of therapy, agenda setting, 
feedback, compassion, validation, promoting hope. This can 
and should be on-going throughout therapy. Identifying and 
discussing barriers to engagement. Adherent if therapist has 
evidenced explicit engagement strategies, client engages in 
session and agenda is set.  
 

Assessment initial / 
ongoing 

Only the first session will be ticked as an initial session, any 
other assessment sessions will be identified as “on-going”. 
Developing a shared understanding of current difficulties; social, 
behavioural, cognitive and systemic. Behavioural and risk 
assessments included here. Explicit mood/symptom reviews 
should be included here, as well as the gathering of new 
information in later sessions.   
 

Timeline Assessment/discussion of the impact of psychosis on current 
difficulties.  
 

Problem and goals 
list 

Including development, setting and review of. Any additional 
new problems or goals can be identified here even though it’s 
not generated as part of a formal list.  
 

Values based 
assessment 

Values exercise and work around values including motivation to 
change which may not be classed as assessment but work on 
values. Developing values and reflecting back in later sessions 
to values. Thinking about things that are meaningful to the client 
and discussed as values.  
 

Formulation Understanding the onset and current maintenance of social 
recovery problems and other difficulties. Theory practice links 
and conceptual integration. Linking maintenance formulations 
into process and longitudinal factors. Reviewing formulation and 
links or reflecting on changes in maintenance as well as 
reviewing components of specific models. Evidence that client is 
helped to understand how CBT components/interventions are 
related to presenting problems. Change strategies/session 
materials are related to the formulation or underpinned in 
theory-practice links (e.g. providing a rationale for a particular 
intervention, such as behavioural experiment linked to testing 
belief included in formulation).  
 

Psycho education Normalising experiences, symptoms and social withdrawal 
(avoidance) based on information discussed within the 
formulation. Information provided relating to presenting 
problems and coping strategies. Relapse prevention/blueprint 
sessions may also be rated here if psychoeducation is a feature. 
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Cognitive Work Cognitive work as a heading can include identification, 
discussion and change strategies. Possible topics may include 
thoughts/beliefs around unusual 
experiences/symptoms/mood/behaviour, stigma, negative 
thoughts/beliefs about self/others/world, fostering positive sense 
of self and resilience, beliefs re waiting until feel better, more 
confident, less anxious etc. before undertaking new activities. 
Topics listed for endorsement on the checklist were illness 
beliefs; stigma; negative beliefs about self; fostering positive 
sense of self; and beliefs about waiting until feeling better. 
Also included here could be more generic cognitive strategies 
such as thought challenging, evidence for/against exercises, 
developing alternative appraisals, surveys. Guided discovery & 
Socratic dialogue included.  
 

Discussion/ 
strategies re: 
unusual experiences 

Includes both discussion and implementation of strategies 
around unusual experiences. Although if cognitive strategies 
have been implemented “cognitive work” can be ticked as well. 
 

Discussion/ 
strategies re: 
negative symptoms 

Includes both discussion and implementation of strategies 
around negative symptoms/withdrawal. This may include 
discussions around testing expectancies of success/pleasure.   
Although if cognitive strategies have been implemented 
“cognitive work” can be ticked as well. 
 

Behavioural 
Experiment 

Includes behavioural experiments aimed at testing out a 
thought, belief, assumption or prediction. For example 2-way 
experiments, attention shifting, surveys, in-session, in-vivo, 
video feedback etc. Behavioural experiments should be set 
collaboratively with a clear plan. Can be completed in session, 
set as homework or reviewing experiment. 
 

Behavioural 
activation 

Strategies to increase activity levels, with a focus on 
mastery/pleasure including, but not limited to, activity 
scheduling. Linked with values. 
 

Overcoming 
Avoidance 

Examples of overcoming avoidance may include mindfulness, 
relaxation, diffusion, emotional regulation strategies, coping 
strategies, exposure to anxiety provoking situations, trying new 
things (not set as behavioural experiment). 
 

Involving other 
systems/ 
organisations 

This would include case management type work, risk 
management, safeguarding, including family and friends and 
Individual Placement & Support. Communicating, sharing and 
relaying information to others would be included here. Systemic 
work and involvement of others in therapy should be rated here 
also e.g., parents as co-therapists or sharing 
formulation/strategies with others in the system.  
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Table 2. Descriptive statistics for the SRT adherence checklist  
 

Adherence Checklist Item Frequency (%) Endorsed  
Total 

(1236 

sessions) 

No Dose 

(51 

sessions) 

Partial Dose 

(277 

sessions) 

Full Dose 

(908 

sessions) 

Engagement 64.2 82.4 69.0 61.8 

Assessment 49.4 80.4 50.2 47.4 

Timeline 9.5 21.6 11.6 8.3 

Problem List 16.1 25.5 17.0 15.3 

Goals and values-based 

assessment 

27.7 39.2 27.1 27.2 

Formulation 47.7 35.3 43.3 49.7 

Psychoeducation 16.3 5.9 15.5 17.1 

Cognitive work 

 Illness beliefs 

 Stigma 

 Negative beliefs about self 

 Fostering positive sense 

of self 

 Beliefs about waiting until 

better 

34.9 

3.3 

2.4 

13.8 

19.2 

 

8.0 

15.7 

0.0 

2.0 

2.0 

3.9 

 

7.8 

 

38.6 

2.2 

0.4 

16.6 

22.0 

 

6.9 

34.8 

3.9 

3.1 

13.7 

19.2 

 

8.4 

Discussion/strategies re: 

symptoms of psychosis 

15.7 11.8 15.2 16.1 

Discussion/strategies re: 

negative symptoms 

5.3 0.0 4.3 5.9 

Behavioural work 

 Behavioural experiment 

 Behavioural activation 

 Overcoming avoidance 

50.5 

17.8 

31.1 

20.8 

23.5 

2.0 

11.8 

11.8 

37.2 

14.1 

19.5 

15.5 

56.1 

19.8 

35.8 

22.9 

Involving other 

systems/organisations 

19.0 11.8 11.9 21.6 

 
 


