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Scientific summary

Background

Routine meetings between patients and their clinicians are at the heart of community care; however,
patient–clinician interactions are not guided by evidenced-based principles. Against this background,
the DIALOG intervention was developed as a method to make these interactions more effective. This
technology-supported intervention involved clinicians asking patients how satisfied they were with
11 key aspects of their life and treatment. These aspects were mental health, physical health, job situation,
accommodation, leisure activities, relationship with partner/family, friendships, personal safety, medication,
practical help received and meetings with mental health professionals. Using the computer, patients rated their
satisfaction on a scale of 1 to 7 (1= couldn’t be worse, 2= displeased, 3=mostly dissatisfied, 4=mixed,
5=mostly satisfied, 6= pleased and 7= couldn’t be better), and also indicated their needs for additional help
in each area. They then viewed a graphical display of the ratings and could make comparisons with ratings
from previous meetings. This was intended to inform the meeting and make communication more effective.
In a randomised controlled trial testing the effectiveness of this new intervention, it was found that the DIALOG
approach results in improved subjective quality of life, improved treatment satisfaction and fewer unmet needs.

These findings were encouraging, and DIALOG may be considered an attractive intervention for
implementation in the NHS for a number of reasons. First, it is not a specialist programme for a small
number of patients, but a generic method that can be utilised in routine care throughout the NHS. It does
not require the setting up of new services or the restructuring of organisations. It can be implemented at a
relatively low cost, particularly as it would not require extensive training of clinical staff, and could benefit
tens of thousands of patients at the same time. Thus, even small health and social gains for individual
patients would add up to substantial public health benefits, including potential cost savings.

However, the DIALOG intervention as used in the original trial had two major shortcomings: first, the
software was outdated and not very user-friendly. Second, the intervention structured how clinicians
should ask for patients’ evaluations, but did not provide a model for how they should respond to them.
Before DIALOG could be rolled out more widely, these two shortcomings needed to be addressed.

Objectives

The current research programme aimed to improve community mental health care of patients with
schizophrenia or a related disorder through a structured approach to routine meetings in community
mental health teams (CMHTs). Our research questions were:

1. How can the practical procedure of DIALOG be improved, and what is the best way to deliver the
intervention in terms of how the software is designed and which platform is used (desktop computer
vs. tablet vs. smartphone)?

2. How can elements of cognitive–behavioural therapy (CBT) and solution-focused therapy (SFT) be
incorporated into a clinician manual and training programme for a new, more extensive ‘DIALOG+’
intervention?

3. How effective is the new DIALOG+ intervention in improving treatment outcomes for patients with
schizophrenia or a related disorder?

4. How cost-effective is the DIALOG+ intervention?
5. What can we learn from video-recorded data of DIALOG+ sessions?
6. What are patients’ experiences of DIALOG+?
7. What are clinicians’ experiences of DIALOG+?

SCIENTIFIC SUMMARY: PATIENT–CLINICIAN INTERACTION FOR PATIENTS WITH PSYCHOSIS

NIHR Journals Library www.journalslibrary.nihr.ac.uk

ii



Methods

First, we sought to optimise the practical procedure of DIALOG and the accompanying software and
hardware. We analysed video data from the original DIALOG trial to identify potential barriers to the
therapeutic relationship, to make recommendations for effective implementation and to inform an initial
requirements analysis for new DIALOG software. We conducted six focus groups, with 18 patients from
CMHTs, to refine key components of the intervention and gain feedback on mock-ups of the software. We
researched the available software and hardware options for delivering the intervention, and collaborated
with a software development team in realising the final specification.

Simultaneously, we developed a network of three groups of consultants, with expertise in the use of CBT
with patients with psychosis, in delivering training in SFT and in delivering community-based care in NHS
services, respectively, to inform the new, manualised DIALOG+ intervention. We then developed and piloted
a corresponding training programme, and subsequently tested the effectiveness and cost-effectiveness of
DIALOG+ in improving patients’ subjective quality of life in a cluster randomised controlled trial. Forty-nine
clinicians were randomised 1 : 1 to deliver either the DIALOG+ intervention or treatment as usual plus an
active control condition, over a 6-month period, to a total of 179 patients with psychosis in the East London
NHS Foundation Trust. Cluster randomisation ensured that clinicians delivered only one type of intervention,
to all of their participating patients, thereby preventing contamination. Data were collected at baseline and
at 3, 6 and 12 months following randomisation. The primary outcome was subjective quality of life as
measured on the Manchester Short Assessment of Quality of Life (MANSA); secondary outcomes were
also measured.

Finally, we thematically analysed video data of 16 patient–clinician dyads from the DIALOG+ arm of the
trial, assessed their adherence to the manual and conducted focus groups with a convenience sample
of 19 patients and 19 clinicians who experienced DIALOG+, in order to gain their experiences of
the intervention.

A service user reference group consisting of three patients with psychosis and experience of treatment in
a CMHT ensured patient and public involvement in shaping this research. They were involved in piloting
interviews, focus groups and training, and checking materials to be presented to patients participating
in research, such as information sheets and Microsoft PowerPoint® (Microsoft Corporation, Redmond, WA,
USA) presentations. In addition, patients’ involvement in focus groups determining the specification of the
DIALOG application (app) contributed to patient and public involvement. Furthermore, patients’ reports of
their experiences of DIALOG+ following the trial contributed to patient and public involvement, which was
useful in informing further grant applications. The approach to patient and public involvement was to
integrate it fully into the research activities, rather than conduct it as a separate exercise.

Results

An analysis of video data from the original DIALOG trial highlighted the need for revising the response
options of the DIALOG scale, producing recommendations for improving the procedure and developing
the new software for tablet computers. Focus groups with patients identified the favoured design interface
for the new software and recommendations for revising the content of DIALOG, including the response
options. Market research into the available tablet computers suggested that the iOS iPad (Apple Inc.,
Cupertino, CA, USA) offered superior data security and protection, among other advantages.

Consultations with CBT, SFT and community-based experts resulted in a manualised guide for clinicians
being developed for DIALOG+. This manual prescribed that, following the initial DIALOG assessment,
patients and clinicians should review the ratings, making comparisons with previous ratings when
appropriate and, subsequently, choose three topics for further discussion in their meeting. The selection
of topics should be in accordance with an established algorithm. Next, each of these topics should be
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discussed via a four-step approach: (1) understanding, (2) looking forward, (3) exploring options and
(4) agreeing on actions. A brief pilot of the corresponding training programme resulted in a half-day session
for clinicians being divided into a briefer initial training session followed by refresher training, after clinicians
had the opportunity to practise with patients.

The randomised controlled trial of DIALOG+ found that subjective quality of life was significantly higher in
the DIALOG+ group at the 3-month follow-up (effect size: Cohen’s d = 0.34) and as a trend at the 6-month
follow-up (Cohen’s d = 0.29). It was also significantly higher in the DIALOG+ group at the 12-month
follow-up (Cohen’s d = 0.34), 6 months after the intervention had ended. The number of unmet needs
was significantly lower in the DIALOG+ group at 3 and 6 months, reflecting a reduction of needs by 32% at
3 months and by 39% at 6 months. There were also significantly lower levels of general psychopathological
symptoms in the DIALOG+ group at 3 months (effect size: Cohen’s d = 0.55) and 6 months (Cohen’s
d = 0.54). There were no significant differences between treatment groups on any of the other secondary
outcomes at the 3- and 6-month follow-up. At the 12-month follow-up, there were still significantly lower
levels of general psychopathological symptoms in the DIALOG+ group (Cohen’s d = 0.65). Objective social
outcomes were also significantly better in the DIALOG+ group at the 12-month follow-up.

The total mean costs, including the intervention training and equipment over the follow-up period, were
£3279 for the intervention group and £4624 for the control group. Adjusting for baseline, the savings
for the intervention group were £1288, but this difference was not statistically significant (bootstrapped
95% confidence interval –£1318 to £5633). There was a high likelihood (72%) that the intervention was
effective in both improving outcomes and saving costs. Although there was a 27% likelihood of cost
increases and outcome improvements, such a scenario could still indicate cost-effectiveness if the improved
outcomes are valued sufficiently highly to justify the extra costs.

Analyses of video data of DIALOG+ sessions showed inconsistent implementation, with adherence to the
intervention being slightly over half the possible score. A thematic analysis of qualitative data arising from
focus groups with patients (n = 19) yielded the following themes: (1) self-reflection through DIALOG+,
(2) therapeutic self-expression through DIALOG+ and (3) the role of the clinician in DIALOG+. With
clinician groups (n = 19), thematic analysis yielded the following themes: (1) efficiency of DIALOG+,
(2) empowerment, (3) the role of technology and (4) optimising use of DIALOG+.

Difficulties reported with the intervention were addressed by further refining the DIALOG+ manual and
training programme.

Conclusions

The programme developed new software that was well accepted in the trial, and extended DIALOG to
the manualised ‘DIALOG+’ intervention. The findings of the trial showed that DIALOG+ is an effective
intervention, despite inconsistent implementation and that it is likely to save costs. The experiences of
clinicians and patients were largely positive.

The DIALOG+ intervention influences and utilises the existing therapeutic relationship in community mental
health care to initiate positive change and help patients to improve their subjective quality of life. It is an
inexpensive intervention that can be used widely and flexibly and does not require extensive training.
The underlying psychological model is influenced mainly by principles of SFT, but is also fully compatible
with methods of CBT. The DIALOG app, clinician manual and an e-learning version of the training are
now freely available for those who wish to deliver the intervention routinely in CMHTs.

Although services might consider adopting the DIALOG+ intervention at this stage based on the existing
evidence, a definitive trial appears warranted. Such a trial should include sites outside east London and
similar inner-city areas, to test whether or not the suggested effect holds true in different settings
and services.
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Applying the DIALOG+ intervention to patient groups with other mental disorders may also be considered.
It may also be tested outside mental health services and in patients with physical health problems.

Trial registration

This trial is registered as ISRCTN34757603.

Funding

Funding for this study was provided by the Programme Grants for Applied Research programme of the
National Institute for Health Research.

PROGRAMME GRANTS FOR APPLIED RESEARCH 2017 VOL. 5 NO. 6 (SCIENTIFIC SUMMARY)

© Queen’s Printer and Controller of HMSO 2017. This work was produced by Priebe et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

v





Programme Grants for Applied Research

ISSN 2050-4322 (Print)

ISSN 2050-4330 (Online)

This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE) (www.publicationethics.org/).

Editorial contact: nihredit@southampton.ac.uk

The full PGfAR archive is freely available to view online at www.journalslibrary.nihr.ac.uk/pgfar. Print-on-demand copies can be purchased
from the report pages of the NIHR Journals Library website: www.journalslibrary.nihr.ac.uk

Criteria for inclusion in the Programme Grants for Applied Research journal
Reports are published in Programme Grants for Applied Research (PGfAR) if (1) they have resulted from work for the PGfAR programme,
and (2) they are of a sufficiently high scientific quality as assessed by the reviewers and editors.

Programme Grants for Applied Research programme
The Programme Grants for Applied Research (PGfAR) programme, part of the National Institute for Health Research (NIHR), was set up in 2006
to produce independent research findings that will have practical application for the benefit of patients and the NHS in the relatively near
future. The Programme is managed by the NIHR Central Commissioning Facility (CCF) with strategic input from the Programme Director.

The programme is a national response mode funding scheme that aims to provide evidence to improve health outcomes in England through
promotion of health, prevention of ill health, and optimal disease management (including safety and quality), with particular emphasis on
conditions causing significant disease burden.

For more information about the PGfAR programme please visit the website: http://www.nihr.ac.uk/funding/programme-grants-for-
applied-research.htm

This report
The research reported in this issue of the journal was funded by PGfAR as project number RP-PG-0108-10023. The contractual start date was
in April 2010. The final report began editorial review in October 2015 and was accepted for publication in August 2016. As the funder, the
PGfAR programme agreed the research questions and study designs in advance with the investigators. The authors have been wholly
responsible for all data collection, analysis and interpretation, and for writing up their work. The PGfAR editors and production house have
tried to ensure the accuracy of the authors’ report and would like to thank the reviewers for their constructive comments on the final report
document. However, they do not accept liability for damages or losses arising from material published in this report.

This report presents independent research funded by the National Institute for Health Research (NIHR). The views and opinions expressed by
authors in this publication are those of the authors and do not necessarily reflect those of the NHS, the NIHR, CCF, NETSCC, PGfAR or the
Department of Health. If there are verbatim quotations included in this publication the views and opinions expressed by the interviewees are
those of the interviewees and do not necessarily reflect those of the authors, those of the NHS, the NIHR, NETSCC, the PGfAR programme or
the Department of Health.

© Queen’s Printer and Controller of HMSO 2017. This work was produced by Priebe et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This issue may be freely reproduced for the purposes of private research and
study and extracts (or indeed, the full report) may be included in professional journals provided that suitable acknowledgement
is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.

Published by the NIHR Journals Library (www.journalslibrary.nihr.ac.uk), produced by Prepress Projects Ltd, Perth, Scotland
(www.prepress-projects.co.uk).



Programme Grants for Applied Research Editor-in-Chief

Professor Paul Little Professor of Primary Care Research, University of Southampton, UK

NIHR Journals Library Editor-in-Chief

Professor Tom Walley Director, NIHR Evaluation, Trials and Studies and Director of the EME Programme, UK

NIHR Journals Library Editors

Professor Ken Stein Chair of HTA Editorial Board and Professor of Public Health, University of Exeter Medical 
School, UK

Professor Andree Le May Chair of NIHR Journals Library Editorial Group (EME, HS&DR, PGfAR, PHR journals)

Dr Martin Ashton-Key Consultant in Public Health Medicine/Consultant Advisor, NETSCC, UK

Professor Matthias Beck Chair in Public Sector Management and Subject Leader (Management Group),  
Queen’s University Management School, Queen’s University Belfast, UK

Professor Aileen Clarke Professor of Public Health and Health Services Research, Warwick Medical School,  
University of Warwick, UK

Dr Tessa Crilly Director, Crystal Blue Consulting Ltd, UK

Ms Tara Lamont Scientific Advisor, NETSCC, UK

Professor William McGuire Professor of Child Health, Hull York Medical School, University of York, UK

Professor John Norrie Chair in Medical Statistics, University of Edinburgh, UK

Professor John Powell Consultant Clinical Adviser, National Institute for Health and Care Excellence (NICE), UK

Professor James Raftery Professor of Health Technology Assessment, Wessex Institute, Faculty of Medicine, 
University of Southampton, UK

Dr Rob Riemsma Reviews Manager, Kleijnen Systematic Reviews Ltd, UK

Professor Helen Roberts Professor of Child Health Research, UCL Institute of Child Health, UK

Professor Helen Snooks Professor of Health Services Research, Institute of Life Science, College of Medicine, 
Swansea University, UK

Professor Jim Thornton Professor of Obstetrics and Gynaecology, Faculty of Medicine and Health Sciences,  
University of Nottingham, UK

Please visit the website for a list of members of the NIHR Journals Library Board: 
www.journalslibrary.nihr.ac.uk/about/editors

Editorial contact: nihredit@southampton.ac.uk

Professor Geoffrey Meads  Professor of Health Sciences Research, Health and Wellbeing Research Group, 
University of Winchester, UK

Professor Jonathan Ross Professor of Sexual Health and HIV, University Hospital Birmingham, UK

Dr Eugenia Cronin Senior Scientific Advisor, Wessex Institute, UK

Professor Martin Underwood Director, Warwick Clinical Trials Unit, Warwick Medical School,
University of Warwick, UK



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.5
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 100
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 100
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 300
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU (Web PDFs for NIHR Journals Library article summaries \(executive summary, scientific summary, lay summary\). RGB colour space, low-resolution images.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing false
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice




