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Dear Colleague 
 
PSYCHOLOGICAL  INTERVENTIONS 

 
The attached document concisely describes the contributions to all 
fields of healthcare which can be made by various forms of 
psychological interventions, and for which there is a clear evidence 
base.    It complements the findings of the recently launched 
SNAP/PHIS report on liaison psychiatry and psychology services. 
 
In the major programmes we are undertaking in cancer and 
cardiovascular disorder, the ambitions we have for improvement in 
service delivery and quality of outcome are just not realisable without 
psychological interventions at a number of points in the patient 
journey. 

 
There is a strong public preference for psychological interventions 
being available to complement pharmacological interventions for 
mental health problems. 
 
The Health Technology Board for Scotland has reported recently  
that in the prevention of relapse in alcohol dependence, psychological 
interventions are clinically and cost effective for all patients once they 
have undergone detoxification and are newly abstinent.  (Recent 
work sponsored by SE-HD suggests that dealing with health 
problems arising from alcohol  costs NHSScotland at least £96million 
per year). 
 
NHSScotland faces a major task in helping individuals who are living 
with the effects of a chronic health problem.     
 
For some disabling conditions such as chronic fatigue syndrome/ME, 
psychological interventions are one of the few evidence based 
treatments available. 
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I commend this report to a wide audience within NHS Scotland. 
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BRIEFING PAPER ON RECENT PSYCHOLOGICAL RESEARCH 
WHICH IS OF SIGNIFICANCE TO DELIVERY OF HEALTHCARE IN 
SCOTLAND 
 
Foreword by the Chief Medical Officer, Dr Mac Armstrong. 
 
 
It is a well known axiom that patients have problems, not just diseases.  Whether or not there 
are physical aspects to the problem, such as a cancer, there are always social and 
psychological aspects too. 
 
In dealing with these problems, I do not believe it is possible to separate those relating to the 
mind from those relating to the body in the whole care and treatment of patients. 
 
Indeed there are many reasons to suppose that this is highly undesirable. 
 
It is disappointing that the enormous advances made in the treatment of physical health 
problems has sometimes diverted attention from the equally important advances made 
through good sound research in the rational treatment of psychological problems. 
 
I hope that in Scotland we are redressing this imbalance. 
 
The inclusion of the responsibility for the training of clinical psychologists within the remit 
of NHS Education for Scotland, and the proposals for increasing the number of psychologists 
means that more psychologists will be available when needed to contribute to the 
management of patient’s psychological problems as an integral part of their health care. 
 
These skills are needed in all fields of healthcare. 
 
In the major programmes we are undertaking in cancer and cardiovascular disorder, the 
ambitions we have for improvement in service delivery and quality of outcome are just not 
realisable without psychological interventions at a number of points in the patient journey. 
 
The Health Technology Board for Scotland has recently shown that in the prevention of 
relapse in alcohol dependence, psychological interventions should be available to all patients 
once they have undergone detoxification and are newly abstinent because they are clinically 
and cost effective. 
 
In these, as in many other areas, NHS Scotland faces a major task in helping individuals who 
are living with the effects of a chronic health problem.  Here psychology has another key role 
to play, in supporting patients in controlling their own lives and by providing and supporting 
interventions which can make a difference to the individual’s perception of the situation, and 
thus of his or her quality of life.  For some disabling conditions such as chronic fatigue 
syndrome/ME, psychological interventions are one of the few evidence based treatments 
available. 
 
I therefore welcome this briefing paper on recent research in this field.  It complements the 
findings of the recently launched SNAP/PHIS report on liaison psychiatry and psychology 
services.  I commend it to a wide audience within NHS Scotland.  
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Introduction 
 
Psychologists have long made contributions to the Health Service in terms of clinical 
interventions and research.  Although a very small profession within the Health Service, these 
contributions have been significant in that they underpin the work of many different services, 
and not just those provided directly by psychologists. 
 
In the past, the dominant perception has been that psychologists only contribute to mental 
health care.  However, there is evidence of significant contributions within physical health 
care, and a more appropriate model would be one of psychological health care across the 
spectrum, important not just for the nature of services delivered to patients (assessments and 
treatments) but also to the way in which staff deliver these (consultancy and training). 
 
The modern Health Service places great emphasis on evidence-based practice, which has 
always been integral to the work of psychologists.  More recently, standards have been set for 
services based on research evidence (e.g. SIGN Guidelines) and Clinical Governance has 
emphasised the importance of good, well-evaluated practice.  Various standard-setting bodies 
have been established, and it is important that these have the benefit of good advice on 
psychological healthcare, so that it becomes integral to any standards set. 
 
This Briefing Paper contains a digest of some recent work in psychology which indicates 
contributions across the spectrum of health care.  It is by no means exhaustive and does not 
cover all the areas in which psychologists work. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
“Recent Psychological Research of significance to the delivery of Healthcare in Scotland” 
was compiled on behalf of the CMO Psychology Advisory Committee by Daryl Foot. 
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(1) Cancer 
 

There is evidence that oncologists can have difficulties in communicating with 
patients and their relatives which are not resolved by time or experience alone.   
These difficulties contribute to low levels of recognition of potentially remediable 
psychological morbidity in cancer patients.  A study in which a communication skills 
training (CST) course was developed and conducted by a psychologist resulted in 
subjectively reported improvements after the course in many of these areas of 
difficulty, with improvement maintained at three months.  This course has been 
shown to be effective in shifting doctors’ attitudes to be more patient-centred and less 
disease – or doctor-oriented.  Recently published results of a randomised control trial 
offer more objective evidence of the efficacy of such communication skills training.  
This study involved 160 oncologists from 34 UK cancer centres.   Further research is 
ongoing to assess long term follow-up. 

 
 
(2) Heart Disease 
 

Cardiovascular disease is one of the major challenges facing the NHS in Scotland.   
There is far too much of it, it is not diminishing as fast as elsewhere, and with an 
ageing population at least one form of CVD, congestive heart failure, is actually 
becoming more common.   The value of cardiac rehabilitation has been recognised 
almost universally but delivery in Scotland (and the rest of the UK) is patchy and 
often fails to reach the patients who most need it.   A major review has shown that 
rehabilitation that involves a significant psychological component is effective in 
improving quality of life and reducing the risk of subsequent heart disease.   
Psychologists in Scotland (with funding from the Chief Scientists Office) have 
published research that could be implemented now to improve clinical care.   A 
recent study in St Andrews demonstrated the effectiveness of brief counselling for 
patients with myocardial infarction and their spouses, reducing anxiety and 
depression in both, compared with routine care.  Elsewhere, a pain and anxiety 
reduction package has been developed for patients with angina which has been shown 
to be effective. 

 
It is notable that in both these studies psychologists were involved in the development 
of the interventions and the training of the therapists, but other professions delivered 
the therapy.   This indicates the high return that can result from employing clinical 
and health psychologists. 
 
In addition, the recent CHD and Stroke: Strategy for Scotland (2002) highlights the 
need for a prevention approach in terms of lifestyle change, and the use of Managed 
Clinical Networks to improve outcomes for those with established CHD. 
 

 
 
(3) Cardiac Rehabilitation 
 
 As a corollary of the preceding section, attention is drawn to the Scottish 

Intercollegiate Guidelines Network (SIGN) Guideline 57 on Cardiac Rehabilitation.   
This emphasises the important role of psychological factors and approaches, and 
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states that cardiac rehabilitation programmes should include both psychological and 
educational interventions as part of comprehensive rehabilitation.  It also 
recommends that patients with moderate to severe psychological difficulties should 
be treated by staff with specialist training in techniques such as cognitive behavioural 
therapy.  A recent meta-analysis indicates that rehab programmes including 
psychological and/or educational components, resulted in 34% decrease in mortality 
and 29% reduction in recurrence of MI over 1-10 year follow-up.  A CSO funded 
project produced the Heart Manual which was based on modifying health beliefs and  
lifestyle change following an MI.  This home-based approach reduced health care 
usage and improved outcome, and is now in use by approximately 300+ NHS 
purchasers across the UK.  A similar approach is being developed for patients post 
CABG surgery and also for angina. 

 
Psychologists have a strong contribution to make in training and supervising other 
professions in behavioural change which ensures better secondary prevention and 
basic counselling interventions.  Those with moderate to severe psychological 
difficulties require treatment by staff with specialist training, (see SIGN 57 for 
evidence review). 

 
 
(4) Diabetes 
 

Recent Scottish guidelines, such as SIGN (Guideline 55) and the Scottish Diabetes 
Framework, have highlighted the importance of psychological issues for people with 
diabetes across the lifespan.  Problems range from adjustment to the diagnosis, 
adherence to insulin therapy, depression, poor self-management, and anxiety 
disorders.  The diagnosis of psychological problems can be complicated by symptom-
overlap, with diabetes-related symptoms resembling those of psychological disorders, 
so specialised assessment is required using appropriate validated psychological tools.  
The SIGN Guidelines recommend that all people with diabetes should be screened 
for depression and offered appropriate therapy.  Availability of psychologists for 
these services is patchy, but the need for more active monitoring of psychological 
well-being is acknowledged.   Psychologists are well-placed to provide specialist 
assessments/screening of psychopathology, draw on a variety of theoretical and 
treatment models, and can act in a consultancy/training role to share mental health 
information with other members of the multidisciplinary team. 

 
 
(5) Chronic Pain 
 

Chronic Pain presents in many ways: as a syndrome;  in association with other 
diagnoses e.g. arthritis, MS, fibromyalgia or after surgery.   It is not always possible 
to identify a clear cause although significant research on neural plasticity has 
increased understanding of why pain may be present in the absence of findings on 
investigation.  Prevalence is estimated at 10% of the population, a high proportion are 
aged under 50, remain significantly disabled and high users of the NHS and DSS 
benefits. 

 
Continuing pain can lead to high levels of depression, emotional distress, loss of 
physical and social function and reduced quality of life.  Inappropriate health beliefs 
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can lead to anxiety and unhelpful behavioural changes.  Therefore psychological 
treatments play an important role in the treatment and management of chronic pain. 
 
There is clear evidence of effectiveness of a cognitive behavioural model of care.  A 
Meta-analysis and systematic reviews by McQuay (1997) and Morley et al (1999), 
found cognitive behavioural treatments showed significant effect sizes on pain, 
coping and function compared with controls.  Such treatment is best delivered with 
psychologists working within a multi-disciplinary Pain Management Programme or 
as part of a Health psychology service.   There are only four within Scotland 
indicating considerable inequity of access.   This is currently being discussed within 
the Scottish Parliament.   There is significant scope for psychologists to work in 
training other professionals e.g. physiotherapists, in use of cognitive-behavioural 
approaches to pain. 

 
 
(6) Children & Adolescents 
 

A recent advice pamphlet called “Drawing on the Evidence” has been produced by 
the British Psychological Society (BPS) and the Centre for Outcomes Research and 
Evaluation (CORE).   This provides guidance on effective psychological approaches 
and is based on a comprehensive review of the evidence commissioned by the 
National Health Service Executive (NHSE).   It provides advice about evidence-
based psychological treatments for a range of problems and disorders, e.g. conduct, 
attention, anxiety, depression, psychosis, eating, self-harm, as well as coping with 
chronic physical illness and disease.   Good evidence exists for effective 
psychological interventions for many of these, particularly those which employ 
cognitive and behavioural models.   Systemic, psychodynamic psychosocial and 
multi-modal approaches can also have a contribution. 

 
 
(7) Learning Disabilities 
 

The psychological approach of choice for working with people with intellectual 
disabilities has traditionally been a behavioural one, focussing on environmental 
contingencies and their role in maintaining maladaptive behaviour.   In particular, 
these approaches have been used with seriously challenging behaviour. 
 
More recently, regard has also been paid to cognitive aspects such as the pattern of 
beliefs and thinking styles which can determine emotional well-being.   Effective 
psychological therapies are being developed and evaluated which incorporate the 
cognitive as well as behavioural theoretical approaches.   There is an embryonic 
literature which provides promising findings about the use of cognitive behavioural 
approaches for anxiety, depression and interpersonal difficulties in people with 
learning disabilities.  The evolution of psychological work with people with mild to 
moderate learning disabilities includes active efforts to develop appropriate flexible 
and conceptually-driven protocols which can be evaluated, and represents a 
significant development. 
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 (8)  Acquired Brain Injury 
 
 Over the past two decades there has been increasing emphasis placed on community-

based rehabilitation generally and specifically on rehabilitation of problems arising 
from cognitive impairments and change in personality.  These problems are often 
expressed as chaotic thinking, poor planning and organisation, unreasonable and 
antisocial behaviour, and are most common in young adults with little physical 
disability.  It is a particular problem in Scotland given the association between the  
most common causes of traumatic brain injury here (falls and assaults) and alcohol 
and drug abuse.   In the UK, community-based services to treat these problems have 
largely been set up by clinical psychologists who have specialised in neuropsychology 
and who tend also to be Directors of these units.   The reason for this is the necessary 
combination of knowledge of neuropsychology, including assessment, and training in 
models of psychosocial rehabilitation.  These bring together both a theory-driven and 
a practical approach, appropriate for a client group returned to the community and not 
requiring medical treatment.  Research and evaluation are also key components of the 
neuropsychological approach to acquired brain injury. 

 
 
(9) Late Life Depression 
 
 Meeting the needs of an ageing society is one of the main challenges for Scotland at 

the beginning of the 21st Century (Wood & Bain, 2001).  Depression is generally 
considered to be the most common psychiatric disorder amongst older adults.  Rates 
of depression in older people vary depending upon the sample considered although 
levels of depression in community samples are much higher when disability is 
present.  Suicide rates for persons aged 65 years and older are higher than for any 
other age group, and the suicide rate for persons 85 plus is the highest of all 
(Beautrais, 2002).  It is often presumed that depression is a natural consequence of the 
losses experienced by older adults in terms of emotional attachments, physical 
independence and socio-economic hardships.   Consequently mental health problems 
in older people such as depression and anxiety are commonly under-detected and 
under-treated (Laidlaw et al, 2003a: Laidlaw, 2001). 

 
 CBT with its problem-oriented focus upon the symptoms of depression, especially in 

regard to health-related matters, is particularly relevant for late life depression 
(Laidlaw et al, 2003a; Morris & Morris, 1991).   CBT shows promise as a treatment 
for depression in Parkinson’s disease and in post-stroke depression (Laidlaw et al, 
2003a; Laidlaw & Thomson, 1999).   CBT has been the most systematically studied 
psychological treatment for depression in older adults (Karel & Hinrichsen, 2000) and 
has proven efficacy as a treatment for depression in older people (Laidlaw, 2001; 
Karel & Hinrichsen 2000; Gatz et al, 1998; Dick et al, 1996; Koder et al, 1996; 
Scogin & McElreath, 1994).   Gatz et al, (1998) report that CBT meets strict 
American Psychological Association criteria as a probably efficacious treatment.   
CBT also compares favourably with antidepressant treatment: Gerson et at, (1999) 
investigated the effectiveness of pharmacological and psychological treatments for 
depression in older people and concluded “Effective psychological interventions 
constitute a much-needed addition to antidepressant medication for depressed older 
patients.”   In Scotland, psychologists recently reported the outcome of a randomised 
controlled trial of CBT vs GP usual care for late life depression to the Chief Scientist 
Office (Laidlaw et al, 2003b).   CBT alone in comparison to Treatment as usual in 
primary care (generally pharmacotherapy) shows promise as an effective treatment 
alternative to antidepressant medication, as CBT alone demonstrated efficacy as a 
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treatment for depression.   The sample size in this study was too small to produce 
significant differences between the two treatment alternatives.    

 
 
 (10) Personality Disorder 
 
 Individuals with personality disorder are heavy users of mental health services and 

traditional treatment approaches have had limited success.   For people with 
borderline personality disorder, who tend to have very destructive patterns of 
behaviour, including repeated self-harm, structured psychological treatments are 
being developed which appear to be having some success, although studies to date 
have been limited. Three main approaches have been employed, Dialectical 
Behaviour Therapy (DBT), psychodynamic psychotherapy, and cognitive behavioural 
therapy (CBT). 

 
 CBT for personality disorder is a structured individual treatment that is problem-

focused and less intensive in terms of time than the other two approaches.   It has 
been evaluated in studies which have shown it to be effective in reducing self-harm 
and self-destructive behaviours in individuals with antisocial and borderline 
personality disorders, and cost-effective for repeat self-harm.   A UK-wide 
randomised control trial is currently assessing the effectiveness of CBT for borderline 
personality disorder. 

 
 
(11) Alcohol Problems  
 
 It has been acknowledged that psychological approaches are the most effective 

treatments for alcohol problems.   Treatments that have been shown to be effective are 
based on principles of social learning theory, working on the premise that drinking 
behaviour is learned and can be modified using psychological methods of behaviour 
change. 

 
 The recent (HTBS) Health Technology Assessment Advice 3 report (2002)  described 

the following psychosocial interventions as being both clinically and cost effective.   
These are:  Behavioural Self-Control Training, Motivational Enhancement Therapy, 
Marital/Family Therapy and Coping/Social Skills Training.   These treatments have 
all been developed from psychological theory and research, and the Report 
recommends that they be offered as treatment options for the prevention of relapse in 
alcohol dependence.   The Report also stated that evidence for effectiveness of 
pharmacological treatments was obtained from studies in which they were adjunctive 
to psychosocial interventions.   Finally, the Report emphasises the important role of 
clinical psychologists in delivering a high standard of treatment comparable with the 
research studied, and in training and supervising others in this field.  
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