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Abstract

The evidence base for the use of cognitive analytic therapy (CAT) as a short-term,
integrative and relational psychotherapy for anxiety and depression is building. This study
contributes by intensively studying change in two types of quantitative outcomes
(ideographic and nomothetic) over treatment time. The study employed an A/B quasi
experimental single case design method with a 25-year old male patient with a diagnosis of
mixed anxiety and depression in the context of borderline personality disorder (BPD) traits.
Following the 21-day baseline period (A), treatment was delivered over 77 days (B). Scores
on three ideographic measures (self-worth, ability to connect with emotions and interpersonal
connection) were collected daily throughout. Two nomothetic outcome measures (CORE-
OM and IIP-32) were collected at four time points, including a 6-week follow-up. The
intervention was adherent to the CAT model and was competently delivered.
Ideographically, CAT was shown to effectively enable better connection with emotions and
with people and also improved self-worth. However, little change was observed on the two
nomothetic outcomes measures. The study suggests that the CAT intervention was partially
successful. The study is discussed in terms of the potential of integrating single case research
methods into therapy provided for patients with common mental health problems
underpinned by BPD traits. Methodological limitations and clinical implications are

discussed.
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Introduction

‘Personality disorder’ (PD) is a label given to individuals with chronic, narrow and
limiting ways of relating to self and others which then negatively and adversely impacts on
wider functioning (American Psychiatric Association; APA, 2013). Borderline personality
disorder (BPD) is characterised by chronic patterns of highly distressing emotional
experiences that create ongoing impairments to both self-functioning (e.g. unstable self-
image, high self-criticism) and interpersonal functioning (e.g. close relationships being
understood in extremes of idealisation/devaluation and oscillating between over-involvement
and abandonment; APA, 2013). BPD is associated with particularly high levels of
impairment (Few et al., 2013). BPD particularly as a diagnosis attracts controversy (Trull et
al., 2010), within the context of the general debate about the usefulness of diagnostic labels
(Guy et al., 2012).

In terms of outcome, no single psychotherapy has demonstrated clear superiority in
clinical trials across all the PD diagnoses (Bateman & Fonagy, 2000). The National Health
Service (NHS) in the United Kingdom (UK) therefore employ the National Institute for
Health and Clinical Excellence (NICE) guidelines to inform the ingredients rather than
brands of psychotherapies appropriate for intervening with PD patients (Guy et al., 2012).
For example, consistent use of an integrative and collaborative therapeutic approach and
treatment duration always being longer than 3-months (NICE, 2009). In cases of BPD, where
reducing self-harm in females is a priority, then dialectical behaviour therapy (DBT; Linehan,
2013) is recommended as the treatment of choice (NICE, 2009).

Cognitive analytic therapy (CAT) is a psychotherapy that meets the NICE BPD
treatment criteria. CAT is a time-limited, integrative and relational psychotherapy, with the
24-session version of the model typically used in PD presentations (Ryle & Kerr, 2002; Ryle

& Kellett, 2018). This longer version of CAT with PD (8 and 16 session formats are also
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delivered for common mental health problems) is underpinned by a structural model of PD
that focuses on the formulation of multiple self-states (Pollock et al., 2001). Self-states are
created via childhood trauma, maintained through ongoing dissociation and with three levels
of increasing damage to reflective capacity possible (Ryle, 1997). This approach enables the
CAT therapist to name, map and work with separate states in an effort to enable integration
(Ryle & Kellett, 2018). CAT appears to be an acceptable, safe and effective intervention for
BPD, as evidenced by the (admittedly small) number of cohort and randomised controlled
trials completed thus far (Bennett et al., 2006; Chanen et al., 2008; Daly et al., 2010; Kellett
et al., 2013; Ryle & Golynkina, 2000; Wildgoose et al., 2001). There have also been several
studies suggesting CAT is effective in treating anxiety and depression (Brockman et al.,
1987; Kellett et al., 2018). Additionally, when CAT has been compared to CBT, then anxiety
and depression outcomes are matched, despite the childhood adversities of the CAT clients
(Wakefield et al., 2020). Whilst there may be a presenting problem of depression or anxiety,
then BPD traits are often both the underlying and maintaining mechanism of emotional
distress (Zanarini et al., 2004).

A drawback of all the studies listed above is that the methodologies employed to
assess change unfortunately mean that the responsivity of individual patients is obscured by
creating and reporting the average group response to the intervention. Additionally, the
idiosyncratic problems that patients bring to therapy are ignored, as the studies attempt to
measure change through administering nomothetic outcome measures (i.e. psychometrically
validated with community and clinical norms) at specified time points. This does not shed
light on the shape of therapeutic change and also assumes that change, for example, in a
simple pre-post design is always linear. The exclusive use of nomothetic outcome
measurement in capturing change has therefore rightly been critiqued (Hill et al., 2013). A

potential solution to these issues is the application of single case methods, in which the
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responsivity of single patients is intensively studied over time, via the combination of both
nomothetic (i.e. standardised) and ideographic (i.e. individualised and patient-specific)
outcome measures. CAT is particularly well matched to the single case method, as the
therapist names target problems (TPs) and target problem procedures (TPP) that underpin the
presenting problem (Ryle & Kellett, 2018), and therefore TPs can therefore be easily
translated into ideographic outcome measures. During CAT, TPs and TPPs are rated at each
session in terms of recognition and revision. During single case methods, the intensity of this
measurement is increased and also potentially supplemented by reports from others (see
Kellett & Totterdell, 2013 for an example).

Single case methods are therefore a scientifically valid and clinically practicable
alternative to compliment mainstream clinical research methods and is particularly
appropriate for use in evaluating outcomes in routine services, in cases where evidence is
thin, or in unusual clinical presentations (Morley, 2018). The method is defined by the
intensive measurement of ideographic outcomes according to the phase of treatment (more
experimental designs manipulate the introduction and withdrawal of interventions) and
ideographic outcomes are always compared to a baseline as the control phase (Hillard, 1993).
These studies generate practice-based evidence, as the primary level of analysis is the
individual client; this is congruent with the natural focus of psychotherapy (McMillan &
Morley, 2010). Where the ideographic measures always reflect and centre on the concerns of
the patient, nomothetic measure selection may be dictated by clinical governance and audit
structures in routine service settings. These can be supplemented by measures selected by the
clinician to match the presenting problem of the patient.

The current paper is not the first to describe application of such methods to test the
efficacy of CAT for BPD. One single case experimental design (SCED) has previously been

completed of CAT with BPD (Kellett et al., 2020) using an ABAB with extended follow-up
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evaluation of a 48-session (2x24 sessions) intervention. The treatment removal design was
used to test and improve the female patient’s sensitivity to abandonment. Ideographically,
CAT was a partially effective treatment for improving sense of self and reducing self-hate
and reliable change was recorded on the primary BPD nomothetic outcome measure from
baseline to end of initial treatment phase. There have been no single case designs
investigating the effectiveness of CAT with a male patient where borderline traits influence
vulnerability to anxiety and depression. The primary aim of the current paper was to provide
a worked example of how single case methodology combining different forms of quantitative
outcome measurements can be applied and achieved in routine clinical practice to evaluate
the effectiveness of CAT. The secondary aim was to assess the degree of synchronicity
between ideographic and nomothetic outcomes. The study hypothesised that (1)
ideographically, CAT would be effective in reducing the problems the patient brought to
therapy (i.e. specifically, enabling better connecting to emotions and people and increasing
self-worth), (2) there would be a reliable and clinically significant improvement in
nomothetic outcome measures and (3) improvements in nomothetic measures would be
maintained at 6-week follow-up.
Method

Context and Ethics

The participant provided written consent for the study and ethical approval was
granted (ref: 041077). This is consistent with guidance on the ethics of reporting single case
studies (Cooper et al., 2005). The setting was an outpatient clinic in an NHS secondary care
mental health service. The therapist was a male, first-year Trainee Clinical Psychologist who
had weekly clinical supervision with a Clinical Psychologist and CAT Practitioner on their
clinical placement.

Design
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The study design used was a basic A/B design and was therefore quasi experimental
as the intervention was not manipulated (Morley, 2018). The A/B design involved a baseline
phase (‘A’) during which ideographic measures were recorded daily during the assessment of
the patient. No active change methods are used during the baseline. Kellett et al., (2021)
have illustrated that therapist contact and no-therapist contact during the assessment phase of
CAT has little effect on ideographic outcomes and the baselines remain stable. During the
intervention phase (‘B’), the ideographic measures continued to be collected and during this
phase active change methods were used (McMillan & Morley, 2010). The bi-phase design
was employed due to being relatively simple to integrate into routine clinical practice
(Morley, 2018). The baseline (A) duration phase was 21 days (3 weeks) involving three,
weekly assessment sessions. The intervention (B) was 77 days involving 11 weekly therapy
sessions (one assessment session occurred prior to the design of the idographic measures).
All sessions were attended. The treatment phase was initiated via the delivery of a narrative
reformulation letter at session 4, as was the case with previous single-case designs using CAT
(e.g. Kellett et al., 2020).

Participant

The participant (Adam: pseudonym) was a 25-year-old white, heterosexual, single
British male. From the age of 18, Adam had been under the care of his General Practitioner
(GP) due to mental health problems who had given him a diagnosis of ‘mixed anxiety and
depression’. At the time of the study, he was prescribed Paroxetine 40mg and had previously
been prescribed Citalopram, Sertraline, Mirtazapine and Fluoxetine. Adam had received a
short ineffective course of counselling at his local primary care service. Aside from an
assessment with secondary care mental health services at the age of 18, he had no prior
contact with mental health services. Adam reported a history of self-harm through cutting,

bloodletting and punching himself. There was no history of mental health problems in his
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immediate family. Prior to the current intervention, he had been assessed by the crisis team.
The opinion was that there was evidence of BPD traits and that Adam’s self-harming
behaviours and suicidal thoughts would make him inappropriate for primary care mental
health services. He was therefore referred to a secondary care community mental health
service from crisis services. Adam was not formally diagnosed with BPD, though the current
study assessment (clinical interview) identified BPD traits.

Adam was raised in a nuclear family and had five siblings (four sisters and one
brother). He lived with his mother and father and was unemployed claiming welfare benefits.
Although reporting that he could not remember much from his childhood, he recalled finding
school challenging, as he was often bullied. Adam recalled the period from age 15-19 as
chaotic involving numerous mental health crises. He recalled several close members of his
family dying during this time and he was frequently using various illicit substances. When
age 16, his girlfriend at the time was pregnant and had a miscarriage after which the
relationship ended. Adam reported being employed as a security officer at various events
which led him to observing disturbing scenes often involving injury and, on one occasion, a
death. After this he found it difficult to gain and maintain employment. Adam described
having no friends and few hobbies and interests.

In terms of romantic relationships, when Adam was in a long-term relationship, he
described feeling intensely jealous and possessive of his partner. At age 23, Adam was in a
romantic relationship, with the woman being described in an idealising manner (‘perfect in
every way’). He described this relationship being all-consuming and an extremely strong
emotional connection was made that intensified over time. Adam described feeling extremely
jealous with an intense fear of abandonment, which created controlling behaviours. He
recalled deliberately causing arguments in order to test his then partner. During this 6-month

relationship he reported experiencing intense and unmanageable switches to his emotional
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states. Adam described historically rapidly switching from feeling good to extreme despair
often without an external prompt. During this relationship and particularly after arguments,
Adam would self-harm partly in an attempt to cope with the strength and intensity of his
emotions. Eventually, Adam discovered that his partner had been unfaithful and the
relationship was terminated by him. He consequently felt overwhelming feelings of loss and
abandonment and a strong desire to end his own life. Before the current study, Adam noted
that that he had been feeling numb to his emotions for around 6-months and not feeling a
sense of connection or satisfaction from his relationships with others. He also described
feeling worthless, empty and feeling like a complete failure.
Treatment

The 16-session CAT model was agreed during assessment. This was deemed
appropriate as the patient did not meet full BPD diagnostic criteria (APA, 2013). Fifteen
sessions of CAT were delivered due to the time constraints of the placement duration, but did
closely follow the 16-session reformulation, recognition and revision CAT framework (Ryle
& Kerr, 2002). During the reformulation phase (sessions 1-4), the focus was on the
collaborative development of (1) the Target Problems (TPs) for therapy and (2) of a narrative
reformulation where the patient’s history and key relational experiences were explored in
order to identify the origins and patterns underlying the TPs. Three TPs were identified; (1)
‘low self-worth/confidence’, (2) ‘not feeling my emotions’, and (3) ‘not feeling a connection
with others’. Each TP was reformulated to be maintained by a target problem procedure
(TPP; e.g. TP 3 was reformulated as the dilemma; “I am either completely enmeshed with
others or I am completely interpersonally detached ”). Each TPP was described in a
reformulation letter that was presented to the patient at session 4. During the recognition
phase (session 5-11) a sequential diagrammatic reformulation (SDR) was collaboratively

developed that helped develop an awareness and understanding of the patient’s self-states and



CAT SCED: BPD/ANXIETY/DEPRESSION 10

TPPs (Beard, Marlowe & Ryle, 1990). In the revision phase (sessions 12-14), the aim was to
build ‘exits’ to problematic patterns through various change methods (Ryle & Kerr, 2002). In
the current case, distress tolerance and emotional regulation skills were drawn from
Dialectical Behaviour Therapy (DBT; Linehan, 2014) and psychoeducation on emotions was
provided. Figure 1 displays the SDR with exits added during revision (marked with an
asterisk). A key element of CAT is the explicit working with enactments in the therapeutic
relationship (Ryle & Kellett, 2018). Common enactments included the judging-criticised
pattern and swinging between feeling completely connected in the therapeutic alliance or
very misunderstood.

In terms of adherence to the CAT model, the key ingredients of CAT therapy
including a narrative reformulation letter, SDR and a goodbye letter exchanged by client and
therapist (Ryle & Kerr, 2002) were all present. Intervention competency was assessed with
the competence in CAT measure (CCAT; Bennett & Parry, 2004). One session from the
intervention phase (session 10) was recorded and rated by the clinical supervisor. The total
score was 25/40, which was above the competence cut-off of 20/40 (Bennett & Parry, 2004).
Ideographic Measures and Analysis Strategy

The three TPs were translated into three discrete ideographic 0-10 likert scales: item 1
measured self-worth (‘0’ absolutely no self-worth to ‘10’ having confidence in my own
skills), item 2 measured connection to emotions (‘0’ no feelings to ‘10’ understanding my
own emotional experience), and item 3 measured connection to others (‘0’ not feeling
connected to others to 10’ feeling a deep connection to others). Ideographic measures were
collected by the patient on a daily basis across baseline and intervention phases. Three time-
series graphs with linear baseline and intervention trend lines were constructed for visual
inspection of outcome over time. Descriptive statistics of ideographic outcome data were

calculated by phase. Four A/B non-overlap analyses were performed to calculate effect sizes;
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percentage of non-overlapping data (PND), percentage of data points exceeding the median
(PEM), percentage of all non-overlapping data (PAND) analyses (Lenz, 2013) and non-
overlap of all pairs (NAP; Parker & Vannest, 2009). The Scruggs et al. (1986) guidelines
were used for interpreting non-overlap results (<50% = unreliable outcome, 50-70% =
questionable outcome, 70-90% = fair outcome, >90% = highly effective outcome).
Nomothetic Measures and Analysis Strategy

Two nomothetic measures were completed at pre-baseline, post-baseline, post-
intervention and 6-week follow-up. Clinical Outcome for Routine Evaluation — Outcome
Measure (CORE-OM; Barkham et al., 2001) is a measure of general psychological distress.
The CORE-OM has been shown to have good internal reliability (coefficient o = 0.94), and
test re-test reliability (0.90; Evans et al., 2002). Inventory of Interpersonal Problems-32 (IIP-
32; Barkham et al., 1996) measures difficulties with interpersonal relationships. The IIP-32
has good internal reliability (coefficient o = 0.86) and test-retest reliability (0.70; Barkham et
al., 1996). Nomothetic outcomes were analysed via the reliable change index (RCI: a test of
whether change exceeds measurement error) and clinically significant change (CSC: the shift
in outcome scores from a clinical to a non-clinical range; Jacobson et al., 1999). Connell et
al. (2007) identified cut-off score for the CORE-OM to be 10 and the RCI as 6. The clinical
cut-off for [IP-32 is 1.39 (Barkham et al., 1996). Due to there being no reported RCI for the
ITP-32, this was calculated using the formula proposed by Evans et al. (1998). The RCI for

IIP-32 was calculated to be 0.45 (total mean score).

Results
The results are divided into two sections; ideographic outcomes and then nomothetic
outcomes. In terms of the time series graphs of the ideographic outcomes (Figure 2), all three

measures visually displayed high variability and a trend of deterioration through the baseline
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(A) phase (i.e. during the assessment phase, the patient was deteriorating on these outcomes).
However, the Tau-U calculation was non-significant (p > .05) for each ideographic item
indicating there was no statistically significant trends over the baselines that needed to be
accounted for in A/B comparisons. For the intervention phase (B), both the self-worth and
emotions items showed a trend towards clinical improvements. The relationships item neither
improved nor deteriorated in trend through the intervention phase. Table 1 provides the
descriptive statistics for ideographic outcomes during baseline and intervention phases and
the results from the non-overlap analyses. Comparing the means from all three daily
measures indicates an improvement from baseline to intervention phases across all measures.
Standard deviations suggest that there was comparable variability across measures. PEM,
PAND and NAP (in contrast to PND) indicated that CAT was fairly effective in improving
self-worth. PEM indicates that the intervention was highly effective in improving connection
with emotions, whereas PAND and NAP suggested it was fairly effective. In terms of
interpersonal connectedness, PEM suggested that the intervention was highly effective
whereas PAND and NAP suggested it was questionably effective.

Table 2 reports the nomothetic outcomes. CORE-OM scores indicate improvement
from start of baseline to end of intervention. At six-week follow-up, scores indicated distress
increased slightly compared to end of intervention, although this was still less than pre-
baseline. Scores reliably improved across the intervention and a clinically significant change
occurred. At follow-up, scores were above clinical cut-off and were not a reliable
improvement compared to pre-intervention. IIP-32 scores indicate some fluctuation between
pre-baseline, post-baseline and post-intervention time points. A reliable and clinically
significant deterioration was observed between pre- and post-baseline and a reliable
improvement between post-baseline and post-intervention. A relatively stable IIP-32 score

was observed between post-intervention and six-week follow-up. Overall, the linear trend
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line indicates a stable trend through the intervention. The client was below the clinical cut-off
before baseline, post-intervention and follow-up.
Discussion

The primary aim of the current study was to empirically ascertain whether CAT could
be effective for improving the wellbeing of a young man with anxiety and depression in the
context of borderline personality traits, with specific focus on ideographic measurement of
self-worth, connection to emotions and connection to others. The secondary aim was to
assess the degree of synchrony between ideographic and nomothetic outcome measures. The
study was conducted in a routine clinical setting which enhanced the ecological validity of
the findings. All sessions were attended and so suggested an acceptable approach. The high
acceptability of CAT has been attributed to the high levels of early feedback enabled by the
narrative and diagrammatic reformulations (Ryle & Kerr, 2003), with a pan-study dropout
rate of 15% (Hallam et al., 2020).

The nomothetic and ideographic outcomes reported compare with the previously
conducted CAT SCED with BPD that also showed a partially effective intervention (Kellett
et al., 2020). Given the chronicity of borderline traits and the high treatment dropout rate due
to problems forming an effective therapeutic alliance (Yeomans et al., 1994), then acceptable
and partially effective interventions are perhaps an index of a ‘good enough’ outcome. Both
the Kellett et al., (2020) study and the current study show a degree of de-synchrony between
ideographic and nomothetic outcomes, with both studies showing ideographic gains in the
context of relative nomothetic stasis. Clinical audit and governance reporting might therefore
pick up these cases as examples of a stasis outcome nomothetically, and yet the ideographic
outcomes indicate that both patients made progress with the issues brought to therapy.
Nomothetic and ideographic outcome should therefore be considered in equipoise; whether

the personal and granular concerns and goals of the patient are addressed and met and also
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whether the patient changes in clinical status and/or achieves reliable change. More studies of
this kind can then also record the base rate at which de-synchrony between ideographic and
nomothetic outcomes occurs. Ideographic and nomothetic measurement can work in tandem
and do have complimentary characteristics.

In terms of the first hypothesis, that CAT would be effective in creating change to the
TPs (measured through ideographic measures), results from non-overlap analyses were
equivocal. Across all three ideographic measures, one statistical procedure (PND) suggested
that the CAT was not effective, whereas three alternative procedures (PEM, PAND and NAP)
suggested the CAT was effective to varying degrees (from questionably effective to highly
effective). This observed inconsistency may have been due to the PND procedure using only
one extreme data-point from the baseline, whereas the other procedures used (PEM, PAND
and NAP) made use of all the available ideographic data. The typically high levels of
emotional instability observed in BPD are likely to create patterns of instability that the PND
non-overlap statistic in particular finds difficult to control for (Kellett et al., 2020).

In the case of the second and third hypotheses (i.e. CAT would facilitate a reliable and
clinically significant improvements on nomothetic measures that would be maintained over
follow-up time) there was little support. Psychological distress reliably reduced to
community norm levels at post treatment and, although increased slightly at follow-up to
above the clinical cut-off, the reliable improvement was maintained compared to baseline.
Interpersonal difficulties, however, reliably deteriorated after baseline and then returned to
pre-baseline levels at end of treatment. There was no reliable change in interpersonal
difficulties between end of treatment and follow-up. As the patient was on a stable dose of
medication (Paroxetine 40mg) and reported consistent medication adherence,
pharmacotherapy was unlikely to be a confounding variable in the current case in terms of

clinical change.
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These findings are only partly consistent with the Hallam et al., (2020) meta-analysis
which found that CAT was associated with large and significant improvements in global
functioning and depression (maintained at follow-up), with interpersonal difficulties also
significantly improving over follow-up time. The finding that CAT did not reduce 11P-32
scores in a reliable or clinically significant manner may have been due to the patient reporting
very few interpersonal relationships in his daily life, but mainly as a consequence of
interpersonal avoidance (e.g. being unemployed, having few hobbies/interests and no active
friendships). This may have resulted in limited opportunities to practice and embed effective
interpersonal ‘exits’ during and immediately following treatment. However, ideographically
the patient had a better connection to others compared to baseline and so there were
interpersonal gains. Again, this points to the de-synchrony between ideographic and
nomothetic outcomes.

Interestingly, at session four, the patient’s psychological distress reduced whereas his
self-reported interpersonal difficulties reliably deteriorated compared to pre-baseline before
returning to pre-baseline levels after treatment. At session four, a narrative reformulation was
shared, which is the first tool used in CAT to support enhanced self-awareness and relational
insight (Ryle & Kerr, 2002). Patients can experience a range of emotional responses to
receiving a narrative reformulation, from a sense of making experiences/story more ‘real’ to
reconnecting and re-experiencing painful memories (Hamill et al., 2008). The narrative
reformulation may have increased awareness of interpersonal difficulties, so resulting in the
increase in self-reported difficulties at session four.

In terms of the finding that there was little clinically significant improvement at
follow-up compared to baseline on nomothetic measures, there are two possible reasons; (a)
the intervention’s therapeutic effects were primarily due to ‘common factors’ enabled by

positive therapeutic relationship and when the sessions stopped, this effect disappeared and
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(b) the previously acknowledged problems evident when using relatively ‘blunt” nomothetic
measures, including that these measures may not accurately reflect the type of distress the
patient experiences and thus responses to standardised items may provide an
incomplete/incorrect picture of progress (Hill et al., 2013).

There were a number of methodological limitations to the current study. The study
only reports data from a single participant and therefore the generalisability of the results
may be suspect. No formal diagnostic procedures were employed to ascertain the presence of
the borderline traits. Only one session was checked in terms of competency. Although the
baseline (‘A’) phase of the study did not involve any formal ‘change methods’ in terms of
explicit therapy techniques, weekly assessment sessions occurred throughout this phase. It is
therefore possible there was a confounding effect of the ‘Hawthorne effect’ (therapeutic
improvement due entering into a therapeutic relationship; Feinstein et al., 2015) and this may
have primed the patient to respond to the active change methods. The ideographic measures
were designed at session two, rather than in the first assessment session, so any data
regarding TPs before session two was unknown. Although the participant completed follow-
up nomothetic measures, no follow-up ideographic data was collected. The longer-term
impact of the intervention on ideographic outcomes could therefore not be therefore
ascertained. The studies choice of nomothetic outcomes measures would have been
improved with the addition of a borderline specific outcome measure. For example, the
Standardised Assessment of Personality - Abbreviated Scale (SAPAS; Moran, Leese, Lee,
Walters, Thornicroft & Mann, 2003).

A general limitation of the A/B single case design is that changes in the dependent
variable (i.e. ideographic clinical outcomes) may be due to extraneous variables over the
independent variable (i.e. the intervention). Therefore, the use of more experimental designs

such as crossover designs (i.e. ABC), where a CAT phase is compared to for example a
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cognitive therapy treatment phase, would be helpful to conduct (Barlow et al., 2009). Future
A/B designs could also be usefully supplemented with the Change Interview (Elliott et al.,
2001), as this semi-structured interview helps patients to explore changes experienced
through therapy and finds attributions for such changes (Kellett & Hardy, 2014). Such an
interview would be useful for exploring change in cases where there is marked differences
between ideographic and nomothetic outcomes. Randomly sampling sessions from the
reformulation, recognition and revision stages of the CAT model for competency assessment
would ensure a better competency assurance process. Future research on BPD cases would
also benefit from using ideographic and nomothetic measures of dissociation, due to the role
played by ongoing dissociation in maintaining the state-shifting and mood instability (Ryle,
1997). Simple counts of state-shifting would be helpful. Studies could also strive to attain
third-party reports of outcome, particularly related to the well acknowledged clinical risks of
this patient group (Andrewes et al., 2018).

The current study demonstrated that a quasi-experimental single case design
combining both nomothetic and ideographic outcome measures could be successfully used
with a clinically complex case to test the effectiveness of psychotherapeutic treatment
applied. The study showed that CAT was partially effective in reducing psychological
distress in the context of BPD traits and an interesting divergence in ideographic and
nomothetic outcomes occurred. Conclusions made from the current study should take into
consideration the aforementioned limitations identified. Future studies should attempt more
methodologically complex designs. At a minimum, ideographic data should be collected in
the follow-up period to better index the durability of the intervention. Given that CAT is
grounded on a very ideographic and personalised approach to formulation and change within
its overarching and integrative theoretical framework (Ryle & Kerr, 2003), then single case

methods are particularly well matched as an evaluation tool for routine CAT practice.
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Tables

Table 1

Descriptive statistics and non-overlapping analyses for the ideographic outcomes
Daily Measure Baseline Intervention PND PEM PAND NAP

mean (SD) mean (SD)

Self-Worth 0.76 (0.89)  2.19 (0.81) 6.49% 84.42% 82.14% 87.14%
Ability to Connect 114 (142) 2,92 (0.96) 0.00% 96.10% 77.04% 84.29%
with Emotions
Interpersonal 110 (134)  1.74(1.09) 3.90% 100% 59.69% 67.35%
Connection

Notes. SD = Standard Deviation, PND = percentage of non-overlapping data, PEM = percentage of data points exceeding the median,
PAND = percentage of all non-overlapping data, NAP = non-overlap of all pairs. <50% = unreliable outcome, 50-70% = questionable, 70-
90% = fair, >90% = highly effective.

ability to connect with emotions and interpersonal connection

Table 2

Baseline, intervention and follow-up nomothetic outcomes

Measure Pre- Post- Post- Follow- Clinical Clinical Community  Reliable RCSC
Baseline Baseline Intervention up cut-off mean mean (SD) Change from
(SD) Index baseline to
(RCI) follow-up?
CORE-OM 16 13 9 11 10 183 (7.1) 4.8(4.3) 6 No?
(Clinical Score)
Wellbeing 1.5 1.75 1.25 1
Problems 1.92 1.17 0.92 1.17
Functioning 2.17 2 1.33 1.58
Risk 0.17 0 0 0
11P-32 1.31 1.81 1.31 1.40 1.39 1.51 0.98 0.45 No
(Total Mean Score)

RCSC = Reliable and Clinically Significant Change.

2 Reliable and clinically significant change was met from baseline to end of intervention though the patient was above clinical cut-off at follow-up.

Clinical and community norms were taken from the following papers: Connell et al. (2007) for CORE-OM; Barkham et al. (1996) for IIP-32.
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Figure Legends

Figure 1

Sequential Diagrammatic Reformulation

Figure 2

Time-series graphs of daily ideographic measures

Time series plots for ideographic measures.
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