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Preface to the fifth edition

‘What is Clinical Psychology? is a question that we continue to be asked
by a range of people including patients who are referred to see us,
undergraduates and postgraduates considering a career in this field, col-
leagues in other health or social care professions, and interested family
or friends. The aim of this book is to provide a broad but well-informed
outline of the activities that clinical psychologists perform, and also to
give a ‘feel’ of what it is like to practice as a clinical psychologist in dif-
ferent fields.

Clinical psychology is one of the fastest growing health professions
in the United Kingdom and in many countries elsewhere in the world.
The first psychological clinic was only established a little over a hundred
years ago in the USA and the profession of clinical psychology has only
been formally recognized in the UK for some 60 years. Nevertheless, the
size of the profession in this country has more than quadrupled since the
publication of the first edition of this book in 1987. Moreover, the pro-
fession has extended into a wide range of new settings and client groups.
This edition contains new chapters on working with trauma, and clini-
cal psychology and diversity. In addition, given that the last edition was
written more than 7 years ago, we took the decision to approach new
authors to completely rewrite the majority of the existing chapters, while
the remaining chapters have been significantly updated by the previous
authors. We therefore believe that the content of this book represents
a comprehensive and contemporary account of the profession today.
Although many examples are drawn from UK practice, most of the
approaches and theories are shared internationally, and we have been
conscious throughout the book to bear international readers in mind by
providing explanation of UK context where appropriate.

In the 27 years since the first edition of this book was published, there
have been numerous other books published in the field of applied psy-
chology. These books fall into two broad categories: first, those that
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offer a detailed account of theory and practice of a particular special-
ist area of practice, presenting problem or therapeutic modality, and
second, those that have a broader remit and attempt to cover a field
of applied psychology, such as mental health or health psychology,
normally for the purpose of teaching. The specific aim of this book is
somewhat different in that we aim to provide a living account of the
day-to-day activities of clinical psychologists across a wide range of dif-
ferent areas. In doing so, we have tried to convey not just what a clinical
psychologist does but importantly why they do so, by linking in the
underlying psychological models and theories that are applied in their
work. We also aim to look ahead to identify emerging trends and driv-
ers of clinical psychology practice in each area of specialist practice in
the years ahead. This is undoubtedly an ambitious task and could only
ever realistically be achieved by calling on the collective knowledge and
experience of a number of authors, each of whom is a leader in their
particular field.

This book does not need to be read from beginning to end, although
most readers will find it helpful to start with Chapters 1 and 2 before
proceeding further, since these provide the context for contemporary
clinical psychology practice and describe the essential competencies
that provide the foundation for practice with the different populations
and presenting problems described subsequently. At the end of each
chapter there is a list of key references and suggested further reading on
the material covered. These have been chosen to be accessible to non-
specialist readers.

This is the fifth edition of this text, and we are indebted to the editors
of previous editions, Professor John Hall and Dr John Marziller, who
have handed responsibility for this next edition to us. We hope that this
book will be as helpful as the previous editions have been in presenting
the profession clearly and informatively to our readership. Across all five
editions of this book the editors have been fortunate to be able to call
upon clinical psychologists who are at the cutting edge of their specialist
fields to contribute their own particular, up-to-date perspectives, which
we believe is a unique strength of the book. Clinical psychology con-
tinues to be a rewarding and challenging career, which is still evolving.
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There are now opportunities to work in new areas and to use innovative
approaches that were not conceived of, or only aspired to, at the time of
the first edition. We hope that in this book we have conveyed at least a
sense of our excitement and enthusiasm for the profession as it contin-
ues to develop.

We are grateful to all of the authors in the book for their willingness
to contribute and for their dedication. We would like to thank Martin
Baum and Charlotte Green of Oxford University Press for their support
and encouragement through the process.

Oxford SL
July 2013 DIM
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Chapter 1

Introduction: what is clinical
psychology?

David Murphy and Susan Llewelyn

1.1 What is clinical psychology?

Helen’s day begins with a visit to a large secondary school where she is
meeting teachers to discuss Jodie, a 14-year-old girl who is currently sus-
pended from school after violently assaulting another pupil. Last week
Helen met with Jodie and carried out a clinical interview and psycho-
metric assessment, and she hopes that the formulation she has developed
about Jodie’s specific learning difficulties and deficits in social perception
will help the school in developing an effective approach both to manage
her behaviour and to improve Jodie’s engagement with school work.

Chris is sitting in a consulting room in the outpatients department of
a local hospital with Rajiv, a successful 34-year-old advertising executive
who has obsessive compulsive disorder. Rajiv avoided touching the door
handle when he entered the office but Chris is explaining a behavioural
approach that will eventually require Rajiv to touch the outside of doors,
including the toilet door in the hospital, and then resist the urge to wash
his hands. Chris is also collecting data on the outcome of the intervention,
which will be used in a current research project to investigate key compo-
nents of the treatment.

Jana is sitting at Colin’s bedside in a hospital spinal injuries unit; Colin
was involved in a car accident 6 weeks ago which left him paralysed from
the neck down. Jana has been asked to see him as the unit staff are very
concerned about his mood and low motivation to participate in rehabili-
tation. Colin has refused to allow his fiancée to visit him as he believes he
is ‘no longer the man she wanted to marry’ and ‘doesn’t want her pity’.

Alice is carrying out a training session at a nursing home to help the
staff develop the skills to effectively manage challenging behaviour in
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people with dementia whilst continuing to maintain respect and dignity.
A member of staff at the home has recently been reprimanded for shout-
ing at an 80-year-old man who had thrown yoghurt at her during meal
time. Alice is also building a database on effective systemic interventions
for use when disseminating psychological skills to care staff.

Although they are working in very different environments and with
quite different populations, Helen, Chris, Jana, and Alice have one thing
in common, they are all clinical psychologists. Indeed, these four clini-
cal psychologists are fairly representative of the profession in the UK.
Prior to training as a clinical psychologist almost all have undertaken an
undergraduate degree in psychology which confers eligibility for Grad-
uate basis for Chartered Membership (GBC) with the British Psycholgi-
cal Society (BPS), or a joint degree with a sufficient coverage of the core
areas in Psychology to be awarded GBC. However, Chris undertook a
first degree in law and subsequently undertook a conversion diploma
course to obtain GBC, whereas Jana completed her undergraduate psy-
chology course in another European country before coming to the UK,
where she worked first as a health care assistant on an inpatient men-
tal health unit and later as an assistant psychologist before starting her
postgraduate clinical psychology training.

At present in the UK all clinical psychology training programmes are
3-year full-time doctoral courses (D.ClinPsych). They generally consist
of an average of 3 days a week of clinical training on placement and
2 days a week of formal teaching at the university (see Appendix 1 for
further details of training procedures). All programmes include under-
taking a piece of research which forms the basis for a dissertation and
also a shorter service evaluation project. Many other countries have now
established similar training curricula and courses, at either doctoral or
master’s level. Successful completion of the doctoral programme in the
UK gives eligibility to apply to the Health and Social Care Professionals
Council (HCPC) for registration as a clinical psychologist. This registra-
tion is required by law in order to practice as a clinical psychologist, and
indeed ‘Clinical Psychologist’ is one of the seven practitioner psycholo-
gist titles that are protected by UK law, and, as such, non-registered indi-
viduals inappropriately using the titles are liable to criminal prosecution.
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The primary aim of this text is to provide an insight into the nature of
the profession of clinical psychology and what it is like to be a clinical
psychologist. As the preceding four short descriptions illustrate, clini-
cal psychology is an enormously diverse profession. This introductory
chapter will include a general overview of how the profession of clinical
psychology has developed since its beginnings in the early 20th century
and the current state of the profession in the 21st century, and will then
scope out how psychologists work in practice, particularly in the UK’s
NHS. There will also be an overview of the ethical and value base of the
profession, and an examination of the possible impact on practition-
ers themselves. Subsequent chapters each focus on a different setting in
which clinical psychologists work, which we hope will help to provide a
vivid but informed picture of what this work involves.

1.2 The emergence of psychology as a distinct discipline

Psychology as an undergraduate subject is now among the most popular
subjects studied in universities in the UK and elsewhere. There are cur-
rently approximately 70,000 full- or part-time students studying psy-
chology at undergraduate level in UK universities. However, despite its
popularity, psychology is still a relatively young subject. In textbooks it is
quite rare to find references to any work before the 20th century.

The first person to refer to themselves as a ‘psychologist’ was the Ger-
man physicist and physiologist Wilhelm Wundt who had been a student of
the physicist Hermann von Helmholtz. Wundt established the world’s first
experimental psychology laboratory at the University of Lepzig in 1879.

In the UK, experimental psychology evolved as a distinct discipline
in the very early years of the 20th century, initially at University College
London (UCL) where James Sully established a psychological labora-
tory in 1889, about 10 years after Wundt, and then at the University of
Cambridge where a psychological laboratory was established in 1912 by
Charles Spearman who had trained as a physician but who then devel-
oped an interest in psychology. Spearman later served as a consultant
psychologist to the British Army in France during the First World War
and went on to write the first scientific paper describing the condition
known as ‘shell shock.



4

INTRODUCTION: WHAT IS CLINICAL PSYCHOLOGY?

In 1928, a separate Department of Psychology was created within
London University, and Spearman was made Professor of Psychology,
going on to develop the concept of general intelligence for which he is
best remembered.

The first meeting of what was to become the BPS took place at UCL
in 1901, and the Society was formally established in 1906. Although the
Society was formed only from teachers of psychology, of the ten founder
members present at the first meeting five had trained as medical practi-
tioners. Only one was female, Sophie Bryant, the headmistress of North
London Collegiate, an independent girls school.

1.3 Psychology in practice

Psychology was applied in practice very shortly after its establishment
as a distinct academic discipline at the end of the 19th century, although
psychology practice occurred only on a very small scale until the latter
half of the 20th century. Whereas today the dominant areas of psycho-
logical practice are probably within adult mental health and psychologi-
cal therapy, in fact the early application of psychology in practice was
mainly driven by the emergence of psychometrics and also the preventa-
tive principles of the mental hygiene movement in the USA, and focused
predominantly on children rather than adults.

The development of psychology practice came about as a result of the
work of a number of pioneering individuals originating from a wide
range of academic backgrounds, who all became influenced through
various means by the emerging discipline of experimental psychology,
and then developed innovative ways of applying psychological princi-
ples to peoples lives.

One of the first of such individuals was Alfred Binet who graduated
from Law school in France in 1878 and, after studying natural sciences at
the Sorbonne, developed an interest in psychology and educated himself
through reading early textbooks at the National Library in Paris.

A chance meeting on a Paris railway platform in 1891 with Dr Henri
Beaunis, then Director of the Experimental Psychology Laboratory at
the Sorbonne, led to Binet being appointed associate director of the Lab-
oratory. Towards the end of the 19th century, the French Government
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introduced a law requiring all children from the ages of 6 to 14 to receive
state education. In 1901 Binet was asked by the Department of Education
to develop a standard test to identify children who would require addi-
tional educational support. Binet took on the challenge and the result
was the world’s first IQ test, the Binet-Simon Scale. This test was soon
adapted by American psychologists Lewis Terman and Robert Yerkes
who constructed measures that were administered on a very large scale
to prospective recruits to the US Army, thereby firmly establishing the
applied use of psychometrics.

The application of the psychometric method in the UK owes much
to the work of Cyril Burt who graduated in Philosophy from Oxford
in 1906. Although a formal degree course in Psychology was not estab-
lished at Oxford until after the Second World War, Burt developed an
interest in the newly emerging field of Psychometrics fostered by Wil-
liam McDougall who had been appointed as a reader in Mental Philoso-
phy (psychology was generally regarded as a branch of philosophy at the
time).

After graduation, Burt worked with McDougall on a national survey
measuring mental and physical attributes of the general population
(together with Charles Spearman). In the summer of 1908, Burt visited
the University of Wiirzburg, Germany, where he first met the psycholo-
gist Oswald Kiilpe who had been an assistant to Wundt at Lepzig and
further influenced Burt’s interest in psychometrics.

In 1913, Burt took the part-time position of a school psychologist for
the London County Council (LCC), with the responsibility of identify-
ing ‘feeble-minded’ children, in accordance with the Mental Deficiency
Act of 1913. The fact that some of his later work was discredited should
not obscure the significance of his earlier contribution.

The first use of the term ‘clinical psychology’ is widely credited to
Lightner Witmer in the USA, who founded the world’s first psychologi-
cal clinic in 1896 at the University of Pennsylvania. Witmer, whose first
degree had been in economics followed by graduate studies in political
science, had become interested in remediation of educational difficulties
whilst working as a school teacher and where he had assisted a 14-year-
old boy overcome specific language difficulties. He subsequently joined

5
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the experimental psychology laboratory at Pennsylvania as an assistant
to James Cattell, another former student of Wilhelm Wundt, and indeed
Witmer himself also spent a year as a student of Wundt in Lepzig.

Subsequently Clifford Beers founded the mental hygiene movement
in America as a result of witnessing and himself experiencing maltreat-
ment while hospitalized because of depression and paranoia. Starting in
the 1920s, mental hygienists promoted a therapeutic perspective toward
the everyday problems of children with the aim of prevention and early
intervention. The US National Committee was also instrumental in the
establishment of Child Guidance clinics.

In the UK the children’s department at the Tavistock Hospital was
founded in 1926 and was staffed by doctors, social workers, and also
psychologists whose role was ‘the carrying out of psychological tests and
the ascertainment of intelligence quotients’

Shortly afterwards the Notre Dame Centre in Glasgow opened in
1931 and was the first Child Guidance Clinic to be directed by a psy-
chologist, Sister Marie Hilda, and is still operating today. Child guid-
ance clinics provided services for children with a range of problems,
from bed-wetting and stammering to delinquent behaviour. In addition
to conducting psychometric tests, psychologists used play therapy to
understand the nature of the children’s difficulties.

Despite these early steps towards applying psychology in practice, the
discipline of psychology in the UK remained very small until after the
Second World War: the number of members of the BPS stood at only
811 in 1941.

The focus of academic psychology was understandably drawn towards
military issues during this period, particularly selection and support for
the forces. However, in the aftermath of the war the National Health Ser-
vice (NHS) was created and this presented an opportunity for psycholo-
gists to formally establish a new profession: clinical psychology.

1.4 Clinical psychology in the National Health Service

It was only after the war that UK psychologists began working in the
field of adult mental health. An informal ‘Committee of Professional
Psychologists (Mental Health)’ formed within the BPS, and held its first
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meeting in 1943. The inclusion of ‘mental health’ created an explicit link
with the establishment of the National Association for Mental Health
(NAMH), assembled from a merger of the three main national volun-
tary mental health organizations of the time: the Central Association
for Mental Welfare, the National Council for Mental Hygiene, and the
Child Guidance Council (interestingly in 1972 the NAMH was renamed
MIND and remains a major mental health charity today).

The BPS Committee was initially made up of a fairly small group of
educational psychologists, mainly women, and was chaired by Lucy
Fildes. Fildes was another pioneer in the application of psychology for
children’s difficulties: she had initially worked as a researcher at Cam-
bridge under C.S. Myers and later Frederic Bartlett, and subsequently
went on to become the head of psychology at the London Child Guid-
ance Clinic. Much of the administration of the committee was under-
taken by May Davidson. Davidson grew up in South Africa and studied
psychology at UCL. She went on to be appointed as Educational Psychol-
ogist for the City of Oxford in 1946 and later to the Warneford Hospital
where she began working with adults and then to develop pioneering
clinical psychology services. She was subsequently appointed as the First
Consultant Adviser on Clinical Psychology to the Department of Health
and Social Security 1973-1980, for the first time explicitly marking the
involvement of psychologists in national policy making.

In an article written when she was President of the BPS, Davidson
eloquently captured the tension that has always existed between the
scientific foundations of psychology as an academic discipline and the
application of psychology in practice. ‘A psychologist educated in the Brit-
ish academic tradition normally internalizes a demand for certainty and
acquires the expectation that human behaviour will be fully explained.
The student who then obtains training in applied psychology enters a state
of conflict brought about by the ambiguities and uncertainties of practical
work, and colleagues and clients who do not share the value system that
requires scientific explanations of human behaviour’ (Davidson, 1977).
This is a theme that will be returned to elsewhere in this book.

The first ever trainees in clinical psychology in the UK started at the
Maudsley Hospital in 1946 and the course was formalized in 1949 into
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a 13-month postgraduate diploma course awarded by the University of
London. From the outset the course was led by Monte Shapiro who had
come to the UK after completing an undergraduate degree in South Afri-
ca. Clinical work amongst psychologists at the Maudsley Hospital was
initially confined solely to psychometric testing. Indeed, the then head
of the Psychology Department, Hans Eysenck, initially argued against
psychologists taking on any therapeutic role, claiming that therapy was
‘essentially alien’ to a scientific discipline like psychology. There was cer-
tainly no pressure for psychologists to take on therapeutic roles, since
psychotherapy remained the exclusive preserve of medically qualified
psychiatrists who showed no indication that they wished to relinquish
their monopoly.

Nevertheless, Shapiro developed a person-centred clinical approach
based on a hypothesis-testing single case experimental methodology.
Initially, this approach was restricted to assisting in establishing a diag-
nosis, but the conditioning principles identified by Pavlov and others
presented an opportunity to apply the approach to intervention.

Subsequently, Eysenck also began to modify his views after visiting
the University of Pennsylvania in 1949, where clinical psychology was
developing a much more directly therapeutic role (perhaps unsurpris-
ingly since it had been the base for Witmer’s first clinic some 50 years
previously). Indeed, in 1958 Eysenck delivered a lecture at the Royal
Medico-Psychological Association (which later became the Royal Col-
lege of Psychiatry) in which he described the emerging field of behaviour
therapy and argued that psychiatrists should focus on disease processes,
whilst psychologists should modify learned responses. Subsequently,
the application of learning principles to treatment of phobias and other
anxiety disorders was developed by H. Gwynne Jones and Vic Meyer,
two clinical psychologists working at the Maudsley Hospital in London.

Although the Maudsley course was the first formal clinical psychol-
ogy training course, other related courses developed at around the same
time from very different traditions. An adult-focused training course
developed from the existing child-focused course at the Tavistock Clin-
ic, which had been founded in 1920 and was strongly influenced by the
psychodynamic models developed by Sigmund Freud.
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A different approach to clinical psychology was also developing con-
temporaneously at the Crighton Royal Hospital in Scotland where the
psychologist John Raven had been invited to set up a department of psy-
chological research in 1943. This programme was heavily influenced by
humanistic psychology, an approach that rejected much of what it saw as
the reductionism of experimental psychology, valuing instead intuitive
forms of knowledge and the importance of personal relationships and
self-understanding.

From the very beginnings of clinical psychology in the UK, and
indeed in the USA, a number of approaches have therefore influ-
enced the nature of the profession, although the behavioural and later
cognitive-behavioural model emerging from the Maudsley was more
dominant in the UK, whereas the psychodynamic model remained the
dominant influence in the USA. This may help to explain why the cogni-
tive approaches of Aaron Beck (an American psychiatrist) and Albert
Ellis (an American psychologist) became much more quickly and read-
ily adopted into mainstream clinical psychology training in the UK than
in their homeland.

1.5 Subsequent professional developments

Based in the UK, a working group of the BPS Committee of Profes-
sional Psychologists (Mental Health) (CPP-MH) was formed in 1950 of
psychologists working with adults, which then led directly to a highly
significant event on 7 February 1952, when the first Whitley circular
(PTA 10) was published by the Department of Health, and which offi-
cially recognized the existence of clinical psychologists within the NHS.
It specified the minimum qualifications required for employment as
an honours degree in Psychology, and a grading structure—entry level
(£380 per year), basic grade (£520 per year), senior (£810), and top
grade (£1,300).

In September 1957, the Department of Health officially approved
named training courses, three of which were ‘general’ courses (Institute
of Psychiatry, Tavistock Clinic, and the Crichton Royal) in that they
provided training with children and adults, whereas four courses were
in Educational Psychology and provided training with children only.
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The additional ‘probationer’ route to enter the profession, essentially a
supervised apprenticeship with no formal assessment, remained avail-
able throughout the 1970s.

Despite the emergence of clinical psychology as a distinct entity soon
after the birth of the NHS in 1946, a separate Division of Clinical Psy-
chology was not established within the BPS for another 20 years, until
1966. However, the two annual UK professional achievement awards
currently presented by the BPS Division of Clinical Psychology are still
named after the pioneers May Davidson and Monte Shapiro.

The clinical psychology profession continued to develop at a fairly slow
but steady rate through the1970s and 1980s, although through the 1990s
and the first half of the next decade there was a very substantial and
sustained increase in the number of training places (see Figure 1.1), and
thus the profession. Progressively all the training courses evolved into
university-based master’s courses, and eventually into 3-year doctorates.
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Fig. 1.1 Clinical psychology training places in the UK. Data reproduced fro
Psychology Training Clearing House (<http:/Avww.leeds.ac.uk/chpccp/>).
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1.6 Current context of clinical psychology practice

Although the number of clinical psychologists working within the NHS
has increased dramatically since 1998, the numbers are still relatively
small in comparison to the number of people in the general population
who experience psychological difficulties. For instance, based on large-
scale prevalence studies, it is estimated that there are over 6,000,000
individuals currently experiencing depression or anxiety disorders in
England alone. This equates to less than one practising clinical psychol-
ogist for 600 people with common mental health problems, not count-
ing any other type of presenting problems. The New Ways of Working
in Applied Psychology report produced jointly between the Department
of Health and the BPS in 2008 highlighted the need for a mix of skills
within the psychological workforce, and the need to utilize flexible
approaches to service delivery (see also Lavender, 2009).

Then in 2008, the Department of Health in England launched a major
programme of new investment in psychological therapies provision
(Increasing Access to Psychological Services or IAPT) which consisted of
an additional £900 million of funding allocated over 6 years. A key objec-
tive of the programme was to produce 6,000 additional psychological
therapists including clinical psychologists and other mental health pro-
fessionals, trained to deliver formal evidence-based psychological thera-
pies. Another aim was training psychological wellbeing practitioners, via
a 1-year training programme, to deliver low-intensity psychological inter-
ventions such as guided self-help and group-based psycho-educational
programmes under supervision, within a ‘stepped-care approach’ This
stepped-care model was recommended by the National Institute for Health
and Clinical Excellence (NICE) and had two essential principles:

1 The intervention provided must have the best chance of delivering
positive outcomes whilst simultaneously placing the least possible
burden on the patient.

2 There mustbe a system of scheduled review to detect and act on non-
improvement to enable ‘stepping up’ to more intensive treatments;
‘stepping down’ where a less intensive treatment becomes appropri-
ate; and ‘stepping out’ when an alternative treatment or no treatment
become appropriate.

11
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While the IAPT programme is limited to England, similar stepped-
care programmes to expand access to evidence-based psychological
therapies have been developed in other nations within the UK. In par-
ticular the NHS in Scotland has developed a very comprehensive frame-
work across a range of client groups for matching the appropriate level
of intervention to specific psychological difficulties (NHS Education for
Scotland, 2011).

1.7 Current interface between science and practice

The scientific foundations of clinical psychology have developed very
significantly since the early application of psychometrics and classical
conditioning. The impressive development of the profession has resulted
from a dynamic interaction between psychological research and clinical
practice.

Recent examples of such innovation have included work in the field
of post-traumatic stress disorder by Emily Holmes, a clinical psycholo-
gist, who has undertaken research based on cognitive neuroscience
(Holmes et al., 2009). She has developed a novel treatment for the pre-
vention of post-traumatic stress symptoms, building on research that
has demonstrated that the brain has selective resources with limited
capacity, and that new memories consolidate in the brain over a period
of about 6 hours. Holmes reasoned that it might be possible to develop
a ‘cognitive vaccine’ which would selectively compete for resources
required to generate mental images and thereby to disrupt the con-
solidation of flashback memories in the immediate aftermath of a trau-
matic event. Holmes and colleagues showed in an experiment with
normal volunteers that undertaking a visual spatial task, based on the
computer game Tetris, for just 30 minutes after watching a film show-
ing traumatic events led to significantly fewer flashbacks being experi-
enced in the following week. Thus an intervention that was developed
directly from predictions from psychological theory may in the future
be shown to prevent the occurrence of psychological disorders in prac-
tice, and become incorporated into clinical protocols designed to help
people who have experienced traumatic events (see also Chapter 11).
Similarly, other observations and insights from clinical practice may
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be used by clinical psychologists to modify existing theories about the
causes, maintenance, and effective treatment of psychological disor-
ders. For instance, psychologists such as David Fowler, Phillipa Garety,
and Elizabeth Kuipers have conducted influential research questioning
existing psychiatric diagnostic approaches to schizophrenia, instead
developing therapeutic interventions for people experiencing psy-
chosis by modification of distressing symptoms, or by helping people
to change their understandings of these symptoms (see Fowler et al.
(1995) and also Chapter 5).

1.8 Integration within and contribution to mainstream
health care

As this brief historical outline of the profession has shown, clinical psy-
chology is a relative newcomer to health care, creatively finding its place
alongside the giants of medicine and nursing, together with many other
well-established but smaller professions such as occupational therapy,
speech and language therapy,and physiotherapy. Clinical psychology
also claims its own unique contribution as an applied science, draw-
ing on the science of psychology (see Chapter 2 for more discussion of
this issue). In some cases, psychologists have taken on and developed
tasks previously carried out by other groups (testing children or psy-
chotherapy, for example), while in other instances they have become
service innovators (for example devising many original behavioural
treatments and neuropsychological assessements). In most cases clinical
psychologists have worked with others in multi-disciplinary teams, and
have contributed to team work by adding their essential psychological
perspective to the care of patients. Although their early work was often
linked with mental health difficulties, currently psychologists work in
a wide range of health care settings, including paediatrics, palliative
care, spinal injury, burns, and diabetes units, for example, demonstrat-
ing the growing integration of the profession with mainstream services.
Broader developments in health care mean that psychological issues are
nowadays given far more recognition than they were hitherto, opening
numerous avenues for psychologists to make contributions to the wel-
fare of people in distress or pain. Fifty years ago it would have been quite
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rare to meet a clinical psychologist anywhere at all: now psychologists
play an accepted role in most modern health care services and settings.

One question that arises as a consequence of this relatively recent pro-
fessional arrival is, what constitutes psychologists” special contribution,
or ‘unique selling point, amongst all other health care providers? The
issue of professional identity is hotly debated, but most psychologists
would point to their particular ability to provide detailed, theoretical-
ly derived assessments or formulations, and complex evidence-based
treatments for a range of patients, together with a scientific approach
to clinical problems, drawing on advanced clinical research skills. So,
for instance, Helen, Chris, Jana, and Alice (introduced earlier in this
chapter) all apply unique clinical formulations to their patients’ dif-
ficulties and develop personalized treatment plans, but they also seek
to use their skills to further develop the evidence base for use by other
clinical professionals in future. Of course there are also a range of other
branches of applied psychology, such as educational, organizational, and
counselling, and all share many similarities: the core feature of clini-
cal psychology, however, is its focus on working clinically within the
health care context and its use of a range of therapeutic models, together
with a research or evidence-based orientation to clinical problems or
phenomena.

1.9 Ethics and values of the profession

The key professional values of clinical psychologists are contained in the
BPS Code of Ethics and Conduct (2009), comprising the need to meet
standards of respect, competence, responsibility, and integrity. This
means that psychologists ‘value the dignity and worth of all persons,
with sensitivity to the dynamics of perceived authority or influence over
clients, and with particular regard to people’s rights, including those of
privacy and determination’ (p. 10). In practice this means taking scrupu-
lous care to respect confidentiality and always to obtain informed con-
sent for interventions, and to work to advance client autonomy wherever
possible. Psychologists need to be mindful of boundaries which protect
both them and their clients, and to be aware of the impact of their own
beliefs and values on their work. They have to avoid being drawn into
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‘sides’ and to maintain objectivity when possible. Having regular super-
vision is essential here, with the recognition that professional learning
is a life-long requirement. Psychologists must not take on work that is
outside their own sphere of competence, and should aim to work col-
laboratively with others, including staff, carers, and families.

1.10 The impact of becoming a clinical psychologist

Working with psychological issues can be a demanding experience,
especially for trainees when they embark on the career and as they move
from placement to placement, learning new skills with a range of clients
in novel contexts, and managing the anxiety of seemingly repeatedly
being moved back to square one for every new clinical experience, while
at the same time being assessed by stringent university procedures and
requirements. Trainees are expected to take on a variety of new chal-
lenges and responsibilities, including encountering human distress in
a variety of forms, which means that they may have to confront issues
such as mortality, abuse, or trauma, which do not normally form part of
most people’s daily working lives. In addition, some trainees find it hard
to maintain as much contact as they might like with family or friends liv-
ing elsewhere, and time is limited for socializing. Nevertheless, trainees
do progressively attain many transferable skills and gain in confidence as
they master the core competencies, as well as developing their own par-
ticular set of interests in specialist clinical areas. Training programmes
have evolved a variety of approaches to encourage the development of
personal and professional competencies, for example some courses fund
confidential personal learning sessions for trainees, whilst others pro-
vide small groups run by an external facilitator, so that trainees can learn
about themselves within a confidential small group setting. The good
news is that, despite the heavy demands, very few trainees fail to com-
plete their clinical training, and the vast majority, once qualified, con-
tinue to work as clinical psychologists for the rest of their working lives.

Over a career, clinical psychologists can expect to gain competence
and skills in a range of ways of approaching and reducing human dis-
tress. This is a highly fulfilling career, deepening the psychologist’s
understanding of what it means to be human and to confront and survive
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distress. Experienced psychologists often report developing greater
respect for individual differences and increased tolerance towards oth-
ers, as well as having many valued memories of client triumphs. The
demands of work are often considerable, and while financial rewards
and the physical environment are not always as good as many would
(understandably) prefer, nonetheless most psychologists consider their
work to be a privilege, as well as being a source of constant stimulation
and value.
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Chapter 2

Competencies and models
in clinical psychology

Susan Llewelyn and David Murphy

2.1 Introduction

The professional activities of most contemporary clinical psycholo-
gists are underpinned by the reflective scientist practitioner model, an
approach that integrates evidence-based practice with awareness of the
importance of context and an ethical and value base. In applying this
model, psychologists generally employ an iterative cycle of psychologi-
cal competencies (assessment, formulation, intervention, evaluation,
communication/consultation, and, if appropriate, service development)
using interventions that are all to a varying extent based on psychologi-
cal theory and empirical evidence. These competencies are used in order
to understand how to resolve a range of psychological difficulties, in a
variety of clinical settings. Exactly how all of these competencies are
employed varies according to the specific therapeutic model used, and
as applicable to a specific clinical presentation. In addition, the work is
always subject to the psychologist’s own scrutiny and questioning about
the underlying values and purpose of the work, and in whose interests
the work is being carried out.

2.2 Psychologists as reflective scientist practitioners

Although most clinical psychologists aim to integrate the two aspects
of the reflective scientific practitioner model, these are quite distinct
perspectives and there is potentially a tension between the two. The
scientist practitioner model was first articulated as an outcome of the
Boulder Conference, held in 1949, which determined the content of
clinical psychology training in the USA, and was subsequently enor-
mously influential elsewhere. The model assumes that we will find the
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most helpful possible way to help a patient or family if we consistently
apply and refine theories and practices about what works best, support-
ed by evidence. In contrast, the reflective practitioner model, building
on the work of Donald Schon (e.g. Schon, 1983), accepts that there are
always a variety of ways to intervene, that no one position can ever be
‘right, and that what we mean by ‘what works best’ depends on whose
perspective is being taken. Striking a balance between these perspec-
tives provides a fascinating dimension to clinical work, and means that,
although drawing on a common evidence base, no two psychologists
will practice exactly alike.

In practice, the ‘scientist’ aspect of the model refers not only to the
psychologist’s attempt to base his or her professional interventions on
evidence, but also, and in fact more crucially, to his/her aim to approach
each new client, patient, or family like a scientist might approach a
research question. Thus a psychologist will select an intervention based
on a theoretically derived hypothesis, and apply it in a particular case,
which may then be accepted, changed, developed, or rejected depend-
ing on the outcome. So, for example, when asked to help a boy with
nocturnal enuresis (bed wetting) a psychologist will first talk with the
family and develop a hypothesis about what is causing the problem (for
instance, that the boy had never learned to associate the sensation of
bladder fullness with the need to wake up and urinate). At this point the
psychologist might suggest a programme of therapy (for example, using
a bell and pad), implement this with the boy, and assess whether or not
the treatment has had any impact. If it has, this at least partially confirms
the psychologist’s hypothesis, and the therapy will continue until the
problem is resolved. If it has not, the psychologist (using the scientific
method) will seek to develop another hypothesis which may imply the
need for a different type of intervention. For example, the child’s level of
anxiety at school or in the home might be identified as impacting indi-
rectly on his difficulty in developing bladder control, so the next stage of
intervention may focus on anxiety management.

The reflective aspect of the model is an essential part of professional
practice. Psychologists need to be aware of the limits of what they are
offering, and how values and beliefs shape understanding of what should
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be provided; hence reflection is a crucial component of their work. For
example, a focus simply on the child with enuresis might deflect atten-
tion from a wider systemic problem in the family, or could obscure evi-
dence that he is being expected to gain bladder control at an early age
because of a shared cultural belief despite this being beyond his current
ability. Having reflective capacity ensures that psychologists think care-
fully about their work to ensure that they practice in an ethically aware
and culturally sensitive way, and in a way that allows for modification
and development of theory and practice to fit individual circumstances.
Reflection essentially means questioning, and having sensitivity about
professional and clinical issues, and awareness of the values and assump-
tions that underpin all our actions.

Nonetheless, the profession of clinical psychology also affirms certain
overarching values, based on the fundamental acknowledgement that all
people have the same human worth and the right to be treated as unique
individuals. Clinical psychologists therefore aim to treat all people
with dignity and respect, and to work collaboratively in partnership, to
reduce psychological distress, and to enhance and promote psychologi-
cal wellbeing, while being sensitive to the social circumstances within
which people live. Supervision is seen as a life-long process which aids
thought and promotes good professional practice, and as such provides
an invaluable aid to effective reflection.

Asboth scientist and reflective practitioners, psychologists also always
attempt to link theory and practice, and to increase understanding of
how best to intervene. They therefore evaluate the outcomes of interven-
tions so that services offered to similar patients in future will improve
(clinical audit), whilst knowledge about the conditions or therapy will
also increase (clinical research). In addition to benefiting the individual
client, these processes benefit both future clinical services and the devel-
opment of psychological theory more generally.

2.3 Competencies and models within clinical
psychology

During their training, clinical psychologists develop a set of core clinical
competencies. The specific application of these competencies depends
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on the nature of the client group. For example, an assessment with a cli-
ent who has sustained a mild brain injury is more likely to involve paper
and pencil psychometric tests than would an assessment with a client
with a severe learning disability. Furthermore, the nature of assessment
undertaken also reflects the theoretical perspective adopted. For exam-
ple, if a systemic perspective is taken, then the focus is likely to be on
patterns of interaction between family members, whereas a cognitive-
behavioural perspective will require greater focus on an individual’s
negative cognitions. This chapter introduces these issues and thereby
forms the foundation for all the other chapters, in which applications
of a range of competencies and models to specific clinical presentations
are explained.

2.4 The core competencies

Assessment involves gaining an understanding of a person or situation,
as well as of change and stability, and may involve contrasting the indi-
vidual’s performance or results with those of comparable others. Assess-
ment is normally the first step in any psychologist’s work, and forms
the basis of what follows, although assessing the progress and outcome
of any subsequent intervention is also routine. In the UK, the Health
and Care Profession Council’s Standards of Proficiency state that clinical
psychologists should ‘be able to choose and use a broad range of psycho-
logical assessment methods, appropriate to the client, environment and
the type of intervention likely to be required. The Clinical Psychology
Benchmark Statements (Quality Assurance Agency, 2004) provide a
concise statement of the practice and purpose of assessment:

+ the development and use of psychometric tests (including an appre-
ciation of the importance of sound psychometric properties of test
instruments, such as reliability and validity);

+ the application of systematic observation and measurement of
behaviour in both daily life contexts and other settings (for exam-
ple, comparing interaction patterns between a child and her peers
in a nursery, before and after an intervention designed to decrease
expressed hostility towards other children);
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« devising self-monitoring strategies for individual service-users, such
as recording of daily activities or thoughts;

+ the use of formal and informal interviews with clients, carers, and
other professionals.

Carrying out meaningful assessments requires psychologists to devel-
op an effective alliance with clients, families, or carers, and to under-
stand the context of the presenting difficulty. For example, a psychologist
might administer a widely used depression inventory, and a standard-
ized cognitive battery of other tests, when trying to understand the
problems of an elderly man who is becoming increasingly withdrawn
and non-communicative with his family. However, when doing so, the
psychologist will also seek to gain an understanding of his history, and
current family and personal circumstances. Psychologists may also
devise and use one-off, individualized assessment procedures. Working
with a child with a specific but uncommon fear of butterflies, for exam-
ple, might require the development of an individualized scale around
the fear-inducing characteristics of butterflies to assess the child’s pro-
gress. As another example, a psychologist aiming to reduce self-harming
in alearning-disabled man might carry out an observational assessment
of the sheltered accommodation in which the man is living, using a spe-
cific schedule to investigate the unique working patterns of the staft in
that particular unit.

According to the model used, the psychologist will pay particular
attention to the ways in which clients, carers, or families describe them-
selves and their difficulties, and will consider if there are any patterns to
their responses. For example, if employing a cognitive model, the psy-
chologist may seek specific examples of how a young person interprets
her social experiences, and may try to uncover some of her negative
assumptions about herself in relation to peers. However, a psycholo-
gist employing a psychodynamic approach would pay more attention
to the client’s way of seeking to relate personally to the psychologist. If
applying a systemic therapy approach, a psychologist would probably
assess the client together with significant family members or peers, and
observe the nature of the interaction that takes place. No matter which
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model is used, a risk assessment will also be conducted whenever there
is any suggestion that harm is a possibility, or in contexts where the cli-
ent or others may be vulnerable.

Although assessment invariably takes place at the start of an interven-
tion, it is also an on-going process occurring throughout, as the psychol-
ogist seeks to ensure that the intervention is having the desired effect.
Generally an initial assessment will be conducted in a single session,
although some therapeutic approaches also suggest that formal assess-
ment should take place over several sessions so that enough information
can be obtained to produce a reasonably comprehensive formulation.
As new ideas or information emerge during the intervention, it is often
necessary to reassess the difficulty. For example, someone who presents
with depression might reveal after several sessions of therapy that they
have experienced traumatic sexual abuse as a child, which will undoubt-
edly need further exploration, and will probably suggest changes to the
intervention offered.

The assessment phase normally also involves the psychologist inform-
ing the client about the likely course and outcome of the intervention as
well as gaining informed consent (or that of appropriate family mem-
bers or carers).

Formulation is a specific psychological process which brings togeth-
er and integrates information gained during assessment, with relevant
psychological theory and data, in order to provide an individually
derived working model of the causal factors leading to and maintain-
ing the problem. This model can then be used to plan an individualized
approach for intervening. As such it is the cornerstone of professional
practice, and has sometimes been seen as the key distinguishing feature
of clinical psychology.

Different theoretical approaches will of course focus on different pos-
sible causal and maintaining factors, and will draw upon different types
of supporting evidence. But whatever the model used, formulation is
central to any intervention. This ability to ‘access, review, critically eval-
uate, analyse and synthesise data and knowledge from a psychological
perspective is one that is distinct to psychologists’ (Clinical Psychology
Benchmark Statements (Quality Assurance Agency, 2004)). Formulation
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is also probably the most creative aspect of a clinical psychologist’s work.
It is normally carried out in collaboration with the client, and aims to
make sense, for both client and psychologist, of the presenting difficulty.

Formulation is a process distinct from that of diagnosis, which is a pro-
cedure particularly associated with a medical model. However, psychol-
ogists may use diagnostic frameworks in addition to formulation, and
in many ways the two processes can be seen as complementary to one
another. Arriving at a diagnosis essentially involves using one of the two
internationally recognized classification frameworks for mental health
difficulties: the International Classification of Disease (ICD) published by
the World Health Organization, or the Diagnostic and Statistical Manual
(DSM) published by the American Psychiatric Association. This is done
in order to locate an individual’s presentation within a category or group
of similar presentations. Making a diagnosis allows a clinician to draw on
existing evidence about prognosis and likely effective interventions, and
to facilitate communication between clinicians and with third parties, as
well as to make threshold decisions about whether intervention is appro-
priate. Diagnosis is essentially a ‘top-down’ process involving matching
an individual’s presentation to a pre-existing category, whereas psycho-
logical formulation is a ‘bottom-up’ process which involves creating a
unique, tailored model based on the information presented by the client.
Clinical psychologists can, and do, use both approaches in their work;
however, in using a diagnostic framework psychologists are required to
be mindful of the limited reliability and validity of many discrete diag-
nostic categories within mental health, and the potential negative effects
of the use of diagnostic labels in terms of stigmatizing a client and/or
inappropriately locating a problem within one particular individual
within a system (British Psychological Society, 2012).

When developing a formulation, attention is paid to background, pre-
disposing factors which provide the setting, or sensitizing context, for
the problem to develop, any precipitating factors which triggered the
current concern, the presenting problem itself, and the perpetuating fac-
tors that maintain it. Protective factors will also be noted. By contrast,
systemic approaches particularly focus on identifying the client’s unique
narrative, seeking out personal or culturally specific understandings.
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Other issues frequently included in psychological formulations are
accounts of how physiological, behavioural, cognitive, and affective
reactions all interact in maintaining distress. Some approaches to treat-
ment (for example, the cognitive) provide a diagrammatic representa-
tion of the problem which is shared with the client. This diagram will
illustrate the links between previous experience, the formation of dys-
functional assumptions or behaviours, how they were triggered by criti-
cal incidents, how this led to distressing thoughts or imagery, and how
this may then have led to the mental health problem. This is linked to
behaviours (such as avoidance or checking of bodily sensations); physi-
cal reactions (such as increased arousal); cognitions (such as rumination
or focusing on body changes); and affect (such as anxiety or depression).
Some therapeutic approaches (for example, cognitive-analytic therapy
(CAT)) involve providing a written reformulation of the client’s difficul-
ties, which is a short, sympathetically written prose account of when
and why the client’s problems arose, and how the client’s symptoms may
be a dysfunctional but understandable attempt to resolve problems that
unfortunately trap the client into perpetuating the problem. Psychody-
namic formulations will not normally be shared with clients, but will
likewise represent the psychologist’s provisional understanding of the
conflicts experienced by clients, normally in terms of unresolved or
unexpressed wishes or fears, with symptoms conceptualized as symbolic
manifestations of conflict.

The next core competence, intervention, involves using a psychological
model or approach to facilitate some desired change. Intervention will
normally be based on the formulation (which may alter in the light of
developments or new information gained during the subsequent inter-
vention), although some approaches (for example, solution-focused
therapy) do not consider formulation a prerequisite for intervention.
However, for most psychologists, formulation provides an effective
springboard for action. For instance, the formulation of the withdrawn
elderly man already described might suggest that he has become
depressed as a result of growing isolation, as well as his belief that as an
older person he no longer has any value; hence a cognitive-behaviour
therapy (CBT) approach to modifying his self-defeating beliefs might
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be implemented to help him. If a psychodynamic model was considered
more appropriate, the intervention chosen might be life review, allowing
the man to gain a better understanding of his relationships and values,
whereas a systemic model might suggest working with those around
him to develop a more supportive and stimulating environment. Alter-
natively, further assessment might have revealed some cognitive impair-
ment related to an underlying dementia, in which case the intervention
might alter to a discussion with him and his relatives about the likely
prognosis and outcome of his condition, as well as a referral for other
possible treatments or services. Any of these interventions are tests of
the provisional hypotheses contained in the formulation, and are always
subject to modification in the light of experience and new information.

Interventions do not just involve individual clients, but could also
involve the provision of training and support for others, such as staff,
relatives, and carers. An important role for a clinical psychologist is
often the dissemination of psychological knowledge through teaching,
supervision, and consultation. For example, a psychologist may have
been asked to contribute to the therapy of an adolescent with anorexia,
but after assessment and formulation, the psychologist may decide
that the most appropriate form of intervention is to offer supervision
to a dietician who has already made a good relationship with the cli-
ent, and who is eager to implement a psychologically based treatment
programme herself. Likewise, much work with children may be most
effectively carried out by parents or teachers, although with help and
directive guidance from the psychologist.

Duration, model, and mode of intervention vary, according to the
presenting problem and the nature of the intervention provided. Many
clients are seen on a one-to-one basis, whereas others, particularly chil-
dren or people with learning disabilities, may be seen together with their
families or carers. Interventions may be brief, although may be extended
for people with psychotic symptoms, or with a range of complex prob-
lems, or for those with major social and economic difficulties. Infre-
quent although regular contact with those with learning disability and
some types of physical disability, such as spinal cord injury, may last
several years. Another crucial component of intervention is recognizing
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when not to intervene, or when further intervention will not be helpful.
Awareness of this is an important aspect of reflective competence.

Evaluation is a central and integral part of the clinical psychologist’s
work, which takes place both during and after intervention. Both the
effectiveness of any specific intervention and any on-going needs may
be evaluated. Clinical outcomes are normally assessed by using stand-
ardized measures of symptomology, while patient experience and quali-
tative aspects may be assessed using satisfaction questionnaires, or by
interviewing participants. Where the psychologist has administered
psychometric measures or some individually derived measure prior
to treatment, these will normally be repeated on termination, together
with qualitative reports of improvement. In addition to evaluation of
single interventions, whole treatment programmes or services may be
evaluated. Comprehensive service evaluation can encompass several
dimensions including a variety of therapeutic outcomes (as measured
by standardized measures), as well as functions such as treatment fidel-
ity, uptake of the programme by different social demographic groups,
drop-out rates, and accessibility.

A related and also highly important activity is that of research into the
nature of the psychological problem, or the effectiveness of interven-
tions. Research includes investigation of psychological processes and
outcomes (basic research), the development and evaluation of specific
psychological interventions (primary research), and the consolidation
and evaluation of primary research (secondary research). When car-
rying out research, clinical psychologists may also go beyond evalua-
tion or audit of the effectiveness of specific interventions or services, to
an investigation of the operation of underlying psychological issues or
processes, thereby contributing to theoretical development and to new
intervention models.

This aspect of psychologists’ work is critical for the development
of knowledge, although obtaining time and funding may be difficult,
especially in publicly funded services. The establishment of clinical
guidelines and evidence-based treatment manuals has been a highly sig-
nificant outcome of research carried out by clinical psychologists (and
also of course by others). The rapid growth of the profession, referred
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to in Chapter 1, may in part be due to its success in being able to dem-
onstrate its clinical effectiveness, through well-publicized research and
outcome studies. The development of qualitative approaches has fur-
ther enriched the research output provided by psychologists, especially
where it contributes greater understanding of service user perspectives.
Nevertheless, the assumption that clinical work can ever be entirely
based on evidence has also been disputed: a clear instance of the tension
between the reflective and scientist-practitioner aspects of the profes-
sional role already discussed.

Communication/consultation and service delivery are areas of compe-
tence that are central to many aspects of clinical psychologists’ work-
ing lives. Most straightforwardly, this involves writing reports about
work done with clients, their families, and professional staff (such as
general practitioners or community mental health teams). Reports may
be addressed to the referring person or, in more complicated cases, to
a wider set of services. For example, a mother receiving therapy for
depression may in addition have a child receiving help from a family
service, who may also be working with the school. The family may be in
receipt of input from the probation service and have support from social
services in connection with a child protection concern. The mother may
also be receiving occupational therapy and physiotherapy services for
mobility problems. In situations such as these the clinical psycholo-
gist is likely to be involved in on-going communication across health,
social, and educational service boundaries, and any therapeutic input
provided by the psychologist will comprise only a small element of the
team’s response to the presenting difficulties. A key skill is therefore that
of being able to express psychological ideas succinctly, and the ability to
formulate and present psychological reports in ways that make sense to
the wider care network as well as to clients themselves.

At a more complex level, psychologists may use their communication
and organizational skills to facilitate the effective delivery of some aspect
of a specific health care system, for example by facilitating a staff sup-
port group or helping a service to implement a therapeutic programme
for residents. It is therefore important that psychologists feel comfort-
able when communicating with others, both directly (face-to-face) and
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indirectly via all forms of electronic communication. Equally important
is the ability to teach and present information to other staff, as well as
to disseminate research findings through discussion or publication.
Psychological interventions are clearly not the prerogative only of psy-
chologists: many other professional groups also have competence in the
delivery of psychological care. Therefore clinical psychologists need to
be good team players as well as effective individual therapists, and need
to be able to demonstrate sensitively their unique contribution to the
delivery of care. Most clinical psychologists are involved in supervising
others, especially trainee clinical psychologists, so it is vital that they
have the ability to explain what needs doing and why, to a variety of
audiences, and to develop the ability to nurture and facilitate the devel-
opment of skills of others.

Finally, leadership is increasingly recognized as a core competence:
the Clinical Psychology Leadership Development Framework (British
Psychological Society Division of Clinical Psychology, 2010) highlights
the development and application of leadership competencies at all stages
of a clinical psychologist’s career, beginning during post-graduate train-
ing, and becoming more central as the psychologist gains experience
and competence over the years of practice. These issues are considered
throughout in this text, but particularly in Chapter 14.

2.5 Therapeutic models

This chapter now turns to an overview of the main therapeutic models
used by clinical psychologists. The application of each model is differ-
ent depending on the specific context, but the essential components are
outlined here, with specific instances and applications being covered
in subsequent chapters. At a broad level, clinical psychologists tend to
use what is described as a biopsychosocial approach. This means that
all aspects of a person are weighed up and considered, including the
influence of biological factors (such as any physical disease processes,
legal and illegal substance use, and prescribed medication); social fac-
tors (such as employment status, ethnic origin, poverty, social class, and
sexual preference); and the more obvious psychological factors. A wide
range of specific models of psychological therapy exist, but, for the sake
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of clarity, in the rest of this chapter only the major models are outlined,
which will be expanded further with clinical examples in other chapters.

Behavioural approaches

Historically the first major contribution to interventions made by clinical
psychologists, and still widely in use today, is the behavioural approach.
This focuses on modifying current behaviour, via the encouragement
of new learning or modification of existing maladaptive patterns of
behaviour. Using both operant and classical conditioning paradigms,
the psychologist will attempt to understand and alter the cues that elic-
it either dysfunctional or adaptive behaviour. Therapeutic techniques
arising from behaviour theory include functional analysis, selective
reinforcement, shaping, modelling, and extinction. Examples of appli-
cations include using reward schemes to build up pro-social behaviour,
the development of language in people with learning disabilities, and
parent training programmes using selective reinforcement designed to
improve children’s conduct. Aspects of behavioural approaches are also
incorporated in many other psychological interventions, as, for exam-
ple, in dementia care, or as part of rehabilitation programmes for people
with neurological disorders. They may also form part of wider treatment
approaches such as the use of behavioural activation for people present-
ing with depression.

Cognitive-behaviour therapy and cognitive therapy

Developing from an awareness of the limitations of a purely behavioural
approach, the most prominent therapeutic model applied by contempo-
rary clinical psychologists across the lifespan is probably CBT, nowadays
often developed to emphasize primarily the cognitive component, and
known as cognitive therapy (CT). The predominance of this model is
partly explained by the well-established evidence base for treatment, but
also because of the ready applicability of specific cognitive models which
provide a clear framework for intervention and evaluation (Roth and
Fonagy, 2004). Although other professional groups also use CBT and
CT, and clinical psychologists are required to have proficiency in more
than one model of therapy, CBT/CT is the one model in the UK that is
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specified within the Standards of Proficiency for Practitioner Psycholo-
gists (Health and Care Professions Council, 2009) as essential for prac-
tice as a clinical psychologist.

The fundamental assumption of CBT and CT is that psychological
distress is best understood and resolved by addressing the cognitions
(thoughts, meanings, and beliefs) the person has about him/herself and
his/her difficulties. An additional assumption (building on behavioural
models) is that many psychological difficulties have developed via mala-
daptive learning, and that solutions to these may also be understood
and learned. A good therapeutic relationship is seen as an important
foundation for treatment, but not as being therapeutic in and of itself.
Essentially, therapy involves a careful assessment and specification of
how problems arose, and how faulty cognitions as well as inappropri-
ately learned behaviours may be maintaining the problem. This is fol-
lowed by joint examination of the cognitions or inappropriately learned
behaviours, and the development, through homework and experimen-
tation, of alternative, more functional ways of thinking and behaving. A
collaborative stance is central, with an emphasis on problem-solving in
the present, rather than aiming for either profound personality changes
in the client or an understanding of the past.

How this is achieved will vary depending on the developmental stage
and difficulty presented by the client. Normally therapy commences by
carefully noting the history of the client’s symptoms and beliefs, and
assessing their current and earlier life circumstances. This leads to for-
mulation, and re-casting symptoms in terms of the model, which is then
shared with the client (known as socialization to the model). Next is a
series of negotiated challenges to the client’s current ways of thinking and
acting, through guided discussion (often via a process known as Socratic
questioning) during which clients are invited to examine the rational
basis and evidence for and against their beliefs, or by behavioural exper-
imentation, a key aspect of which is generating predictions about a spe-
cific situation and then testing this out (for example by approaching an
avoided object or situation). Gradually the client is encouraged to revise
any inappropriate strategies or beliefs and to develop new less restric-
tive understandings and behaviours. Finally, provision is also made for
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maintaining therapeutic gains after the end of therapy, by anticipating
future challenges and planning for ways of coping with them. Hence
therapists may provide a ‘blueprint’ of therapeutic principles for the cli-
ent to use after termination, as a way of preventing relapse. For children
or young people, the parents may be closely involved in the therapy;
likewise interventions may be carried out in collaboration with carers or
staff when working with people who are living in residential units.

CT, in particular, has developed enormously since its early application
to depression in the 1970s, and there are now a range of models and
therapeutic approaches proposed for most mental health difficulties, in
both adults and children. More attention has recently been paid to pro-
cess issues and how the therapist-client relationship may affect outcome.
Different aspects of a client’s experience, such as imagery, are also now
being included in CT, for example when working with post-traumatic
stress or eating disorders. Upsetting images, which are assumed to be
stored and activated precognitively and therefore are less easily avail-
able for rational examination, are addressed and modified, in addition
to observable behaviours. For further detail of these developments, see
Chapters 7 and 11.

One of the undoubted strengths of the cognitive approach has been the
development of specific models of particular presentations. For exam-
ple, social anxiety, according to the cognitive model, results from a strong
desire to fit in and to convey a particular or favourable impression of one-
self to others, combined with insecurity about one’s ability to do so. When
faced by a social situation, the person believes that other people will notice
their anxiety symptoms, such as sweating, shaking, speaking quickly, or
blushing, and that they will make a fool of themselves, leading to rejec-
tion and ostracism. Self-focusing, combined with a range of behaviours
adopted to cope with the situation, leads to a vicious cycle in which the
anxious person feels as if they are indeed the centre of negative attention,
which leads to higher levels of anxiety and increased self-consciousness.
This is made worse by the person conducting personal ‘post-mortems’
after the event about how they behaved in recent social situations. Thera-
py involves shifting the attention focus from the self to the environment,
and developing more realistic cognitions about self and others.



32 ‘ COMPETENCIES AND MODELS IN CLINICAL PSYCHOLOGY

Psychodynamic therapy

Psychodynamic approaches are used by a number of clinical psycholo-
gists working with both adults and children, although only a small
minority provide classical psychoanalysis (in which clients might be
seen daily, or at least a few times a week, over some years). Hence clients
nowadays are normally seen weekly for a much shorter duration (for
instance, Brief Dynamic Interpersonal Psychotherapy is a 16-session
evidenced-based therapy for depression), and are unlikely to be asked
to lie on a couch, or to recount dreams. The psychodynamic model
assumes the importance of unconscious material and the centrality of
intrapsychic conflict, as well as the importance of interpersonal relation-
ships and attachment patterns. Therapists aim to gain understanding of
the dynamics that underpin symptoms, and to resolve them by helping
the client obtain insight into the unconscious conflicts that have led to
the symptoms. Understanding the therapeutic relationship itself is seen
as a significant vehicle of change and as a method to work through the
meaning of the client’s difficulties. For example, a man presenting with
repeated urges to harm himself might be encouraged to explore his feel-
ings of self-hatred and their origins, as well as any possible angry feel-
ings towards others, including the therapist. This is achieved via analysis
of the ‘transference; i.e. the clients feelings towards the therapist, and
the ‘counter-transference’ which is vice-versa. Another example is a cli-
ent who appears increasingly anxious to please her therapist and who
brings in an expensive gift. The psychologist will seek to understand
this as a strategy, possibly developed earlier in life as a response to the
client feeling unloved, and will help the client explore the fragility of
her self-esteem, with the aim of increasing her self-acceptance. In addi-
tion, psychodynamic therapists aim to understand and control their
own reactions to clients, for example a wish to ‘rescue’ a client, which
may impede therapeutic progress or obscure understanding of similar
unhelpful relationship patterns occurring outside therapy. Therapists
normally encourage clients to stay in touch with painful or challeng-
ing emotions, in order to try to understand their origins, and hence to
more fully address and accept feelings such as loss, grief, or anger. When
working with children, therapists may use objects such as dolls or sand
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trays, applying techniques from play or art therapy to help children to
express and resolve difficult feelings.

In terms of outcome, there is less published research on the efficacy of
psychodynamic therapy, although such evidence certainly exists, particu-
larly for more recent time-limited modifications, for example, brief inter-
personal dynamic psychotherapy (Roth and Fonagy, 2004). Although not
necessarily accepting all aspects of the model, most clinical psychologists
nowadays appreciate the importance of the client-therapist relationship,
and of early attachment patterns, and how addressing difficulties within
therapy, including the exploration of ‘difficult’ emotions within the thera-
peutic relationship, may significantly improve the effectiveness of a range
of treatments.

Systemic and group approaches

While many psychologists work with clients on a one-to-one basis, oth-
ers work with families, or with groups such as residential home staff,
based on the evidence that modifying environments or systems can
sometimes be much more effective in changing behaviour than individ-
ual work. Systemic approaches are based on the theoretical assumption
that people are best understood in a relational context and that distress
often results from dysfunctional interpersonal processes. General sys-
tems theory proposes that systems are hierarchically organized and tend
towards stability; therefore changes at one level will almost inevitably
lead to changes at another. This principle is used to understand and mod-
ify dysfunctional structures and communication patterns. For example,
anorexic symptoms may be seen as a form of communication attempted
by a young girl to pull together a fractured family, or the challenging
behaviour of an elderly woman in a care home may be understood as
resulting from her sense of exclusion from her previous social group fol-
lowing the introduction of a new, more needy resident. Addressing the
family conflict or the working patterns in the care home may well have
more impact than attempting to change the symptomatic ‘patient.

Most systemic therapists nowadays draw on the social construc-
tionist approach, which contends that no one perspective can ever be
‘true’; hence clients are encouraged to recognize multiple perspectives
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and layers of meaning, using techniques such as hypothesizing, posi-
tive psychology, and the construction of new narratives, in order to help
families or individuals to shift away from underlying possibly rigid pat-
terns of thought and behaviour. Marital or family therapy allows the dis-
tress of clients to be addressed in the context where it has arisen, and
where there are likely to be a variety of ways of seeing the same issue,
as, for example, in sexual problems or relationship difficulties. Recently,
innovative therapeutic work has been carried out whereby some forms
of family violence are addressed psychologically, in an attempt to devel-
op alternative, less destructive ways of communicating and relating
between family members.

Clinical psychologists can also make use of group approaches. Evi-
dence suggests that group work can be just as effective as individual
work, and for some difficulties may offer additional therapeutic benefits,
such as the sense of not being the only one with a problem, and enhanced
self-esteem gained from helping others. Some residential units provide
group therapeutic treatment for personality disorder patients, where
intensive groups may be run daily, during which patients are invited to
explore their dysfunctional patterns of relationships in great depth. Out-
patient or community-based groups have been used with a variety of
people ranging from those with chronic pain, to survivors of childhood
abuse, to relatives of people with brain injuries, to parents of children
with learning disabilities. The underpinning theoretical base may differ,
but common benefits for clients include a sense of cohesion, opportuni-
ty for interpersonal learning, and shared experiences. The group or fam-
ily format essentially allows social influence processes to modify how
people think or feel about themselves, as well as offering an alteration in
the underlying system or context that may be promoting or maintaining
individual distress.

Eclectic and integrative approaches

In practice, most clinical psychologists draw simultaneously upon
a number of different approaches to inform their therapeutic work,
as appropriate to the needs of their individual clients. Whilst using a
broadly cognitive approach, for instance, some psychologists also make
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transference-based interpretations of the client’s distress, or will explore
an understanding of childhood dynamics while also encouraging a cli-
ent to address problems directly. For example, a female survivor of child-
hood sexual abuse who finds trusting men difficult might be encouraged
to take small steps towards developing friendships with male colleagues
at work, whilst also recounting her story of trauma to her therapist.
She may thereby be helped to discover both within and outside therapy
that it is possible to be vulnerable and emotionally intimate with other
people without being harmed. While many psychologists work eclecti-
cally without developing any particular underlying integrative model,
specific approaches such as CAT formally integrate the strengths of
both cognitive and psychodynamic approaches. CAT is a time-limited
focused approach which aims to help people to shift existing maladap-
tive patterns in significant ways in a relatively short time, and to give
clients tools, or ways of thinking, that minimize dysfunctional patterns
of relating. Other psychologists use behavioural or cognitive techniques
together with systemic ideas. For example, some innovative approaches
to the treatment of psychotic symptoms are designed both to modify
individual motivation or dysfunctional symptoms in a specific patient,
and to influence the emotional climate in the patient’s family. This has
been demonstrated to significantly influence the rate of relapse.

2.6 Conclusion

This chapter has introduced the basic concepts and tools that inform and
shape the practice of clinical psychologists today. As reflective scientist
practitioners, clinical psychologists aim to extend their knowledge, and
question their work, asking how they can improve it further. Clinical
psychology practice is implemented via the iterative cycle of assessment,
formulation, intervention, and evaluation, complemented by the process
of communicating the impact of their work to others, and encouraging
ways of working that enable more psychologically informed services
to be provided to more clients in future. Working with individual dis-
tress, all models affirm the ethical belief that each individual has equal
worth and that the task of the psychologist is to work collaboratively to
reduce that distress. Although the models outlined in this chapter differ
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from one another in their focus on particular aspects of human func-
tioning, they all acknowledge, to a greater or lesser extent, that people
are unique, and also that they are embedded in social and interpersonal
contexts which have a significant impact on individual experience. How
the competencies and models are adapted to and implemented with dif-
ferent client groups and in different settings is the fascinating challenge
of clinical psychology in practice, and is the subject of other chapters of
this text.
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Chapter 3

Working in primary health care

John Cape and Yvonne Millar

3.1 What is primary health care?

Within most health care systems, a distinction is commonly made
between primary care, secondary care, and tertiary care services. Pri-
mary care services are those that people can access directly, without
needing a referral from a professional. Family doctors or general prac-
titioners (GPs), health visitors, and sexual health clinics are all open
access primary health care services where people can make an appoint-
ment to see a professional directly. Secondary health care services such
as hospital consultants and specialist mental health professionals cannot
be contacted directly in many countries; patients need to be referred by a
health professional, usually the GP. Tertiary services are highly special-
ized services such as specialist cancer centres and adolescent psychiatric
inpatient units, which require a referral from a consultant or other sec-
ondary care service.

In most Western countries, primary health care normally refers to
services based around the GP or family doctor and associated health
professionals, who provide open access care for a very wide range of
problems, and act as gatekeepers to other health services. These char-
acteristics shape the role of clinical psychologists working in primary
health care. Like GPs they have to be generalists—able to respond to a
range of problems. Like GPs they have to assess and determine whether
to treat the problems themselves or to refer on to other services.

Primary health care is part of a local community. The family doctor,
like the vicar and publican, is a key figure in stories and TV dramas
of local community life. Modern primary health care is linked with a
network of local community organizations. Links with local statutory
social care services are essential in order to provide coherent health
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and social care, for example for children in need and older people
with dementia or physical disabilities. Links with key local voluntary
organizations ensure that primary health care can put people in touch
with local befrienders, bereavement services or other visiting and sup-
port services. Psychologists working in primary health care accord-
ingly liaise with local community organizations. There is a significant
overlap between clinical psychology in primary health care and com-
munity psychology.

3.2 Problems presenting in primary health care

Primary health care deals with all ages, from babies to very old people,
for a huge range of health and human problems. People come asking for
help for physical, psychological, and social problems and GPs, in their
training, are encouraged to view all difficulties as having physical, psy-
chological, and social dimensions. Problems range from self-limiting
minor colds and minor anxieties to severe long-term life-threatening
problems such as heart disease and suicidal depression. Even when peo-
ple are seen in a specialist outpatient service, they will usually continue
to see their GP for the same and other problems.

Multiple problems are common in primary health care. For example,
a man comes for a routine GP follow-up appointment to monitor dia-
betes, he has longstanding marital problems of which the GP is aware,
he tells the GP on this occasion that he is depressed, and also has had
a chest infection for 2 weeks. What are the relationships between these
different problems and what should the GP focus on in the 10-minute
consultation? Pragmatically the GP has to make decisions to focus on
certain problems and ignore others, on the limited information avail-
able. Knowing the patient can and will return at a future date means the
GP and patient will have a further opportunity to review and focus on
other problems if needed. This characteristic way of working is shared
by psychologists in primary health care, having to make choices of what
to focus on in the context of greater time constraints than psychologists
in secondary care. But, as for the GP, it is easier for people to return and
see the psychologist at a future date if needed by virtue of the psycholo-
gist being based in primary health care.
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The way people present problems in primary health care often differs
from secondary care. People come feeling unwell, ill, with various physi-
cal, emotional, and social concerns, rather than with a specific, focused
problem. For example, a woman with a 6-month-old baby tells her GP
she feels unwell, keeps getting bladder infections, has back pain, feels
exhausted, her baby never seems to sleep, and that she is worried about
the baby. Over a few appointments, the GP listens to her concerns, inves-
tigates her back pain, and tests her urine for bladder infections, talks to
her about being depressed, and then refers her to a group for women
with post-natal depression run by a psychologist. By the time of the
referral she has begun to talk about herself as having post-natal depres-
sion and this is what she tells the secondary care psychologist. Michael
Balint (1964) described this process many years ago as people present-
ing with unorganized illness, and the family doctor creating organized
illness, implying there might have been alternative ways for the family
doctor and patient to characterize and make sense of the patient’s con-
cerns. Primary health care thereby shapes the ways that problems are
described and classified.

Most health problems are only seen in primary health care, with a
minority being referred on and seen in secondary health care. Only
about 10% of adults with mental health problems are ever seen in sec-
ondary care. The majority of people with mental health problems simply
see their family doctor, primary care nurse, or other primary health care
professional. The role of the clinical psychologist working here is to sup-
port the primary care team in delivering psychological care and treat-
ment to this large number and range of patients.

One might expect that primary care sees just the common, less severe,
less complex problems, with more complex problems being referred on
to secondary care. The reality is rather different. Many individuals and
families with severe and complex problems are seen only in primary
care. They may perceive secondary mental health services negatively
and refuse to attend or may consider them inaccessible in terms of loca-
tion or the requirement to keep regular appointments. Or they may have
received treatment previously in secondary mental health services that
has not been successful and have been discharged. In addition, many
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people with less severe and less complex problems may be seen in sec-
ondary care, largely because they are articulate and request referral.
Primary care also sees a large number of people with longstanding,
chronic health problems. In developed economies, an increasing pro-
portion of health care is devoted to chronic diseases such as diabetes,
arthritis, and coronary heart disease. A developing role for clinical psy-
chologists in primary health care is in establishing and participating in
programmes of care for people with all types of chronic conditions.

3.3 Organization and staffing of primary health care

In many Western countries, primary health care organization gener-
ally centres around a practice of GPs, commonly a group partnership of
2-8 GPs. Whether the practice is a single-handed GP or a group prac-
tice, however, a primary health care team supports the practice, a team
that is larger or smaller depending on the size of the practice. This team
will include primary care nurses, receptionists, and administrative staff.
In addition, a range of other staff (e.g. physiotherapists, welfare rights
workers, social workers) might occasionally come to the practice and
provide services to the practice’s patients.

Clinical psychologists working in primary health care vary in the
extent to which they integrate with the primary health care team. Psy-
chologists who work most of their time in a single practice will be key
members of the primary health care team, whilst psychologists who visit
several general practices will inevitably be more peripheral. Some clini-
cal psychologists liaise closely with certain primary health care team
members but less closely with others; for example, clinical psychologists
working with young children and families in primary care will have fre-
quent contact with health visitors, but less contact with GPs.

Clinical psychologists will not be the only specialist psychological
or mental health staff working in primary health care. Depending on
the country and local health system, one or more psychiatrists, mental
health nurses, mental health social workers, or mental health counsel-
lors may also be seeing patients in the practice, or providing support
to the primary health care team through supervision and consultation.
There may also be staff with abbreviated mental health trainings (with
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titles such as primary care mental health workers, psychological wellbe-
ing practitioners or depression care specialists) providing specific treat-
ments or interventions.

3.4 Who do clinical psychologists see in primary
health care?

Emotional, psychological, and behavioural problems are the most com-
mon problems seen by psychologists. In adults these include depres-
sion, anxiety, panic, phobias, obsessive-compulsive problems, eating
disorders, and difficulties in social, work, family, and intimate relation-
ships. In very young children the most common problems seen by psy-
chologists are sleep, feeding, and behavioural problems, while in older
children anxiety and behavioural problems predominate. Clinical psy-
chologists in primary health care see the full range of severity of men-
tal health problems, but they generally refer people with more severe
mental health problems, such as psychosis, on to secondary care mental
health services.

Physical health problems such as diabetes, arthritis, and coronary
heart disease are less commonly seen by clinical psychologists in British,
European, and Australian primary health care, despite the important
role that they could play in helping with these problems (see also Chap-
ter 12). This is more common in the USA, where clinical psychologists
also frequently provide interventions for smoking and obesity, both
major public health problems for primary health care.

3.5 Assessment and triage

Assessment and triage take place where a psychologist meets a patient
for the first time, finds out about their problems, and advises the patient
and primary care professionals about what best to do. In the assessment
the psychologist tries to build an understanding of the problems—what
are the key problems, their severity, what might have caused them,
what might be maintaining them—while at the same time considering
options for help. If early in the assessment it becomes clear that a sec-
ondary care or educational (school-based) or voluntary sector or other
service would best help the patient, then collecting further information
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is not needed. The time is better spent in discussing with the patient the
reasons why a referral might be in their best interest, and helping them
decide whether this is the option they want to take.

Triage, the process of deciding how and where, if at all, the patient would
bestbe helped, is a key role of clinical psychologists in primary health care.
Psychologists need, from their assessment, to form an opinion quickly as
to whether the problems are likely to improve without intervention or
whether there are treatments or other interventions that are more likely
to help. They need information about the availability of treatments locally,
including social community resources. One of the options that clinical
psychologists will consider will be providing further advice, intervention,
or treatment themselves, but this will be only one option.

In advising patients following assessment, primary care psychologists
are guided by the principles of stepped care and informed choice. The
stepped-care principle is that the least intensive treatment, with fewest
disruptions to the person’s life, should be tried first before more inten-
sive and disruptive treatments, if it has a reasonable chance of success
(Bower and Gilbody, 2005). Thus, a psychologist might suggest the
patient try a self-help approach first, and CBT later if it is not successful.
The principle of informed choice is that patients are given full informa-
tion about different options and are helped to choose between them.

Mr Green was a 38-year-old man who had been feeling progressively more
tired and had been losing enjoyment in life over a few months. Then one
weekend he began to feel extremely anxious about his health, became pre-
occupied with thoughts that he was dying, couldn’t sleep, felt he couldn’t
cope, and by the following week had stopped work. His GP prescribed
anti-depressants and referred him to the clinical psychologist. By the
time Mr Green saw the psychologist a few weeks later he was feeling less
depressed and anxious and had arranged to return to work. He described
a previous time when he had been depressed and off work, and was con-
cerned about getting depressed again in the future. He also talked about
concerns about being single and failed past relationships. The clinical psy-
chologist discussed three options with him: first, a brief CBT intervention
at the GP practice looking at what happened when he got depressed and
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anxious and how he could prevent relapses; second, a referral for group
therapy where he could explore his difficulties with relationships; third, to
read self-help literature for depression and anxiety and to return in future
if he felt depressed and anxious again, and be seen then for treatment. He
selected to do some reading himself and see how he got on, which was also
the minimal needed treatment, as he was slowly improving anyway.

3.6 Education and facilitation of self-help

Educating patients about the nature of problems and guiding them in
self-help is a key role of psychologists in primary health care. Although
also used in secondary care as part of other treatments, in primary health
care this is frequently the sole or initial intervention in a ‘stepped-care’
approach, with more intensive treatment offered later if does not help.
Education and facilitation of self-help may involve a single meeting or
a brief series of two to four meetings. Helping people to understand the
problems that have given rise to concern and distress can enable them
to feel less worried and anxious, and to feel they can deal with problems
that previously have felt unbearable. New ways of understanding prob-
lems can also suggest alternative and more successful ways of dealing
with the problems. These alternatives were not apparent until the prob-
lems were understood in a different way.

Mrs Smith made an appointment to see the psychologist at her local health
centre at the suggestion of her health visitor. Her 2-year-old daughter
would not settle to sleep at night. Whenever she or her partner left her
daughter, the child would cry, so they would stay in her room to reassure
her until she fell asleep. But then she would wake, and they would have
to return. Many times they gave up and brought her to their bed where
she slept undisturbed. The psychologist explained that their attempts to
deal with the problem, by staying in the room when their daughter cried,
meant that she never got used to being on her own or to learn that this was
nothing to be frightened about since her parents would reappear in the
morning. With this new understanding of the problem, Mrs Smith was
able to see a different more helpful way she and her partner could respond
to her daughter not settling at night—allowing the child to cry, returning
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periodically to reassure her they were still there, but then leaving her on
her own. At a visit 4 weeks later, Mrs Smith reported that they had carried
this out, had initially found it hard to leave and to listen to their daughter
crying, but over a few nights she had settled, and, since then, went to sleep
more quickly.

In facilitating self-help, the psychologist’s goal is for patients to learn
alternative strategies for managing problems and to devise plans of
action themselves. The brief intervention ends when the patient has
learned some alternative self-help approaches, rather than when they
are ‘better’, although there will often be initial signs that the patient’s new
approaches are starting to help.

Clinical psychologists frequently make use of a range of books, leaf-
lets, audio, and online computerized self-help materials to help people
become more skilled at helping themselves. Such materials, used by
patients between visits to the psychologist and after they have stopped
seeing the psychologist, extend and reinforce their understanding and
encourage new ways of dealing with their problems.

Education and facilitation of self-help is also well suited to delivery
in groups. Examples of groups led by clinical psychologists in primary
health care are anxiety management groups, and parenting skills groups
for parents who are having difficulty managing a range of behavioural
problems in their children. In such groups, people obtain benefit from
learning from each other in addition to learning from the input of the
psychologist. Groups also help people to feel less isolated and alone with
their problems.

Primary care psychologists have an additional role in providing infor-
mation and education about psychological issues to groups of people
who might be at risk of developing psychological problems. They may
give talks to ante-natal and post-natal groups about post-natal depres-
sion and how to improve parent-child bonding/attachment, or develop
educational materials around suicide for young people, or work with
local voluntary organizations on providing information to older people
on loss and prevention of depression. Or they may advertise and run
groups in community centres targeted at the general public on coping
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with stress or enhancing self-esteem. In these groups, the psychologist’s
role is to prevent psychological problems and promote psychological
health, complementing their usual role with people who already have
psychological problems.

3.7 Brief psychological treatment

Much psychological treatment carried out by clinical psychologists in
primary health care is brief, being abbreviated forms of standard psy-
chological treatments developed and delivered in secondary care (see
Chapters 4 and 5 for example). A brief CBT for adults in primary care is
commonly around 6-8 meetings, while in secondary care standard CBT
is 16-20 meetings. In addition, while in secondary care appointments
usually last 50-60 minutes and are weekly, in primary care they are more
variable, from 15-60 minutes and from weekly to monthly. This is for
two reasons. First, some (but as already noted, not all) problems in pri-
mary care are less severe and less complex and do not need the same
length and intensity of treatment (Clark et al., 1999). Second, the goals
of treatment are more modest: to help people feel more optimistic about
being able to deal with problems and/or to have made some progress
in dealing with some problems. Once these goals have been achieved,
psychologists in primary health care are happy to leave their patients
to continue on their own, with an open door to return in the future if
needed. In secondary care the goals are commonly more ambitious: to
help people substantially overcome problems and often also to help peo-
ple deal with underlying characteristic ways of thinking or relating to
others in order to reduce the possibility of further problems in future.
In primary health care, these more ambitious goals are not routinely
attempted, on the ‘stepped-care’ principle that many people will make
sufficient progress on their own after brief psychological treatment not
to need further more intensive psychological treatment.

3.8 Standard and intermittent treatment

Like GPs, the work of clinical psychologists in primary health care is
not all brief: a proportion also involves longer contact, some over many
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years, as in secondary care settings. Psychologists may see adult patients
for a 16-session standard-length CBT, or for 20-sessions of short-term
psychodynamic psychotherapy. Other briefer approaches may have
been tried first, but when unsuccessful, the psychologist and patient
then agree to try longer psychological therapy. Or it might have become
apparent at assessment that a briefer treatment would not help; hence a
standard (longer) length psychological therapy was agreed at the outset.
The standard psychological therapies carried out in primary care are no
different from those carried out in secondary care, except that it may be
more convenient for the patient to attend at their local GP’s surgery. It
is also usually easier for the primary care psychologist to liaise with the
GP about the patient’s treatment, which can be necessary when the GP
is also prescribing medication such as anti-depressants.

The other way that clinical psychologists see people over longer periods
of time in primary care is in ‘intermittent’ treatment, where people see
the psychologist for a period of time, then there is a gap, then they return
for another meeting or series of meetings. The initiative is left for people
to return when they want, which is possible since primary care is easy to
access. Intermittent treatment is especially useful for people with chronic
problems that can be ameliorated with psychological help and support,
but which will not ‘get better’ Intermittent treatment is also often the only
kind of treatment possible for people who have difficulty, for various rea-
sons, in engaging with and sticking with psychological therapy.

Mr Brown had difficulty in engaging with treatment and was seen in
intermittent treatment over several years. His GP was concerned about
his anger and potential for violence and referred him after he refused to
see the community mental health team. He did, however, agree to see the
clinical psychologist at his GP’s practice. Mr Brown described frequently
losing his temper and was worried that he might harm someone seriously.
He had a criminal past, including violent assaults, and knew what he was
capable of. He had recently become more depressed and angry following
the serious illness of an aunt, who was the one person he felt had been con-
sistently concerned about him. His father had been mostly absent and his
mother abusive. He felt humiliated by a number of childhood experiences
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and was very distressed talking to the psychologist about this. The psy-
chologist asked Mr Brown how it felt to talk, acknowledging that he might
find it hard to come back and talk further about how to deal with his dif-
ficulties. Mr Brown agreed it would be difficult and indeed did not return
for his next appointment. However, 3 months later he got in contact again
and a pattern developed of his attending once or twice, then stopping,
then getting back in contact again some months later. Following the death
of his aunt 4 years later, he made contact in a particularly distressed and
agitated state, thinking of killing himself and frightened of killing others,
and on this occasion attended five appointments before not coming again.
He did not make further contact with the psychologist after this, but the
GP, who continued to see him for treatment of asthma, reported that he
was more settled, had less frequent violent and suicidal thoughts, and was
living with a previous girlfriend and their son.

Clinical psychologists working in primary health care must coordi-
nate their treatment with the GPs and other members of the primary
health care team, discussing with them or keeping track through the
common electronic consultation notes of what each is doing. If there
are issues that a patient wishes to keep confidential, it is possible to do
this, but in general there is a sharing of information to provide the best
help to a patient.

3.9 Working with others

One major element of work in primary health care is the need to work
with other professionals. Rather than always working directly with
patients themselves, the clinical psychologist works with others, through
consultation, training, and supervision, to help them provide better care
to their patients.

The provision of consultation and advice to GPs, primary care nurses,
and other primary health care staff takes many forms. It can involve a GP
or health visitor popping in to the psychologist’s room when the door is
open, having a quick chat in the reception area or over the telephone, or
a pre-arranged time to talk about a patient. The clinical psychologist, in
whatever time is available, listens, asks questions to clarify the primary
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health care team member’s concerns, offers suggestions about how to
better understand the patient, and what they might be able to do next.
To do this, the clinical psychologist needs not only to come to an under-
standing relatively quickly of the patient’s difficulties, but also to have
an understanding of the work and roles of the primary health care team
member and what is, and is not, possible to do in that role. The best way
for the GP or health visitor to address a patient’s problems is not the
same as it is for the clinical psychologist to deal with the same problems.
The GP and health visitor have different roles with patients, with distinct
time constraints and different skills, and the clinical psychologist needs
to think of what would work best for them in the circumstances.

Dr Elliott approached the clinical psychologist about a man who was
coming to see her twice a week on average with various concerns about
his health, including worries about lumps, rashes, irritations, aches, and
pains, which he thought might signify serious illnesses. Dr Elliott would
examine and reassure him, he would go away relieved, but then return a
few days later, sometimes worried about the same symptom, sometimes by
a new one. The clinical psychologist suggested to the GP that she arrange
a regular weekly time to see the patient, tell him he should store up his
worries for recounting then, and that he should not consult her between
these weekly appointments. The psychologist knew of evidence indicating
that such an approach in general practice had previously helped similar
patients, for whom seeking reassurance only relieves anxiety temporarily.
Dr Elliott agreed this plan with the patient and tagged the patient’s com-
puter notes so that the receptionists would know not to make an appoint-
ment with the patient outside the regular weekly time. Over the course
of the following 6 months, Dr Elliott was able to decrease the frequency
of regular appointments from weekly, to fortnightly, to monthly and the
patient reported feeling less anxious about his health.

As well as consultation and advice, clinical psychologists provide clini-
cal supervision to primary health care staft. This may, for example, be
offered to health visitors seeing mothers with post-natal depression, or
to graduate primary care mental health workers providing brief self-
help interventions to adults with depression.
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Teaching and training of primary health care staft by clinical psycholo-
gists usually takes place in one-off workshops or training days. Training
may be for GPs on using patient self-help materials in behavioural man-
agement of anxiety, for health visitors on working with mothers with
post-natal depression, for district nurses on identifying and helping
people who are housebound and depressed, and/or for receptionists on
dealing with anxious and agitated patients. Some psychologists are also
involved in formal training schemes for new GPs and family doctors.

3.10 Developing systems of care

Clinical psychologists in primary health care, as they become more
experienced, commonly take on roles working with general practices
and primary care to develop improved systems of care. This may involve
working with a single general practice to improve the system of care of
that particular practice, or across several general practices or with the
wider community. Examples are:

+ Contributing to the development of a register to monitor the prac-
tice’s adult patients with severe and enduring mental illness.

+ Establishing a programme across several local GP practices for the
practices’ primary care nurses to screen all patients with diabetes,
and to provide those found to be depressed with both self-help mate-
rials and follow-up support.

« Facilitating the setting up of a local self-help group for people with
agoraphobia and related problems, working with a national self-help
organization.

3.11 Audit and research

Clinical psychologists can also contribute to the evaluation of care pro-
vided by primary health care services. Examples are auditing how many
mothers with post-natal depression are receiving the agreed number
of ‘listening visits’ from their health visitor; and checking how many
parents of pre-school children attending day nurseries, who have been
identified by both parents and teachers as having behavioural problems
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at home and school, have been offered the opportunity to talk with a
psychologist about their child’s behaviour problems. When an evalua-
tion indicates that care could be improved, the psychologist will discuss
this with relevant staff.

As most health problems are treated in primary care, research into
how primary care can better identify and treat health problems has the
potential to benefit very large numbers of people. Even when an inter-
vention has just a small effect, or only on a small minority of people, if it
is quick and cheap to provide, then it can have a large population impact.
An example is research concerning the benefits of GPs asking routinely
about alcohol consumption, and giving brief advice to those reporting
above recommended limits.

3.12 Balancing roles—the individual patient
and the population

A common dilemma for all psychologists is how much time to spend
seeing patients directly and how much time to spend in other work
that may indirectly help patients—liaising with other staff, develop-
ing systems, evaluation, and research. Within primary health care
this dilemma is especially acute given the very large numbers of peo-
ple who have psychological problems. Is the psychologist’s time better
spent seeing a few more patients or in possibly helping a larger num-
ber of patients through working with other primary health care pro-
fessionals, or developing better systems of care? The psychologist’s
dilemma reflects a core dilemma of all those working in modern pri-
mary health care, which attempts to offer both personal care to indi-
vidual patients, and care for a designated population of patients (the
population of patients registered with the general practice and its local
community). What should the balance be between responding to indi-
vidual patients” health concerns and developing systems in the practice
and with the local community to improve the health of the practice
population and community as a whole? The challenge for clinical psy-
chologists in primary health care, together with other primary care col-
leagues, is in bringing together a skilled highly personal approach to
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individuals’ concerns and a population-based public health approach to
the problems of a community.
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Chapter 4

Working with children
and young people

Duncan Law

4.1 Introduction

There is no period in a persons life in which there is greater psycho-
logical development than during childhood. Children and young people
are shaped by every interaction they have with the world and the world
has with them; they are constantly changing and developing: physically,
socially, and psychologically. Experiences in childhood will have a pro-
found, and lasting, impact on their psychological health for the rest of
their lives, and in turn will shape the lives of their children, and their
children’s children. It is during childhood that the building blocks of
psychological health and resilience are laid down, and equally where the
roots of psychological distress can take hold. It is for this reason that it
is vital that the skills and knowledge of clinical psychology are applied,
not only to offer interventions when things go wrong, but crucially also
to advise and shape a child’s world to give them the best chance of things
going right. Due to the complex and dynamic nature of the worlds of
children and young people, there are few areas in clinical psychology
where the role of psychologist as applied scientist is more evident and
more applicable. A clinical psychologist’s training equips them with the
scientific knowledge and clinical skills to draw upon a whole range of
sound psychological theory and scientific evidence; to understand, and
then apply solutions to complex issues of emotion and behaviour.

4.2 Wellbeing and psychological resilience

All children experience varying degrees of psychological and emo-
tional distress during the normal turbulence of childhood and ado-
lescence: a baby crying because it is suddenly hungry, a young child’s
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sadness at the loss of a favourite toy, the uncertainty on the first day at
a new school, pain from a scraped knee in the playground, grief from
the death of a beloved pet. Although all of the above examples are likely
to be psychologically distressing, the distress is a normal reaction to
common childhood experiences. Indeed it is through normal stress-
ful experiences that children learn psychological resilience—but they
do not learn this on their own; how children learn to deal with dis-
tress and upset is shaped by the reactions and care they receive from
their caregivers. From the first moments of life, the building blocks
of a baby’s psychological resilience are laid down, moulded by their
attachments and by the quality of care they receive from the adults
around them. For the majority of children these attachments are good
enough—however, for a significant minority, particularly those who
experience abuse and neglect, the relationships and the psychological
environment they experience can have a significant negative impact on
both their psychological development and their physical brain devel-
opment (Perry, 2002).

Sadly, for the small but significant minority of children who receive
poor quality care, there is a role for psychology. In exceptional circum-
stances the quality of care is so poor as to cause significant psychological
harm to the child, to the extent that they are removed from their biologi-
cal parents, as part of a safeguarding plan, and placed in foster care to
prevent further harm. Here psychologists can work with social workers
and foster carers to understand the reactions to care of these looked
after children’ (LAC) and to create an environment that can lead to the
development of trust and the building blocks of better attachment rela-
tionships and, in turn, to better psychological health. By understand-
ing what leads to good quality attachment relationships being formed
between parent and child, and how these are shaped and maintained by
good parenting, psychologists can work with parents, carers, and others
to influence the environments in which children are raised in order to
optimize healthy development.

Around all children are ‘families’ of one form or another. The shape
of these families will vary considerably: from biological families of ori-
gin, through single-parent families, to families reconstituted through
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new partners coming together (same sex or otherwise), foster families,
children’s homes, adoptive families, boarding schools, and communes.
Wherever on the spectrum of family life a child is raised, the family
around a child will have influence on their psychological health, and
it is not the shape of the family but the quality of care that matters.
Around the families are other systems—school, peers, and commu-
nity—which in turn will also have influence on the child. To under-
stand children we must understand them as individuals—their way of
thinking, their psychological strengths and difficulties—but we must
also understand the systems in which they exist. Formulations of chil-
dren’s lives and the problems they might experience must take a broad
systemic view—taking in family, school, and peer relationships, at the
very least—to more fully understand psychological difficulties: what
maintains them, and what resources and possibilities there might be
in the system that could potentially change to have a positive impact
on the child.

We know that the wider context, outside the immediate family, within
which children and young people live, can help or harm their psycho-
logical wellbeing. Communities in which there are high rates of violence
and crime, poverty, unemployment, and substance abuse tend to have
a negative impact on children’s mental health. More stable, integrated
communities, in which the habitants experience better physical health,
tend to have a positive impact on emotional wellbeing. In understand-
ing wellbeing in children, clinical psychologists must also consider the
wider community. This approach draws on the related field of commu-
nity psychology (Orford, 1992) which focuses on the impact community
has on individuals, including their mental health. Community psychol-
ogy should be of interest to clinical psychologists as, if mental ill health
is a consequence of community, then whole community interventions
may prove an effective and efficient way of promoting psychological
wellbeing across communities including children. There is still much
work to be done to understand the complex relationships between com-
munity and children’s psychological wellbeing, and perhaps because of
this complexity, clinical psychologists historically have tended to focus
on smaller parts of the system—families and schools—to create change
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and promote resilience and wellbeing. There are examples of these dif-
ferent layers of intervention in the next section.

4.3 Clinical psychology settings

Clinical psychologists working with children and young people and
the psychological problems they encounter practice across a range of
settings and presenting problems. These areas range from advising on
common childhood problems such as toileting and feeding difficulties
and temper tantrums, through to serious emotional and behavioural
problems including substance misuse, in settings that include LAC
teams, forensic settings, school-based behavioural support services,
paediatrics, neuropsychology, research and academic institutions, as
well as the more traditional Child and Adolescent Mental Health Ser-
vices (CAMHS), across inpatient and outpatient settings. The major-
ity of clinical psychologists working with children in the UK work in
community-based CAMHS. These tend to be arranged into targeted
(tier 2) or specialist (tier 3) services. The former tends to be commis-
sioned to focus on mild to moderate mental health difficulties—e.g. a
child who has developed a phobia around needles that prevents him
keeping up to date with his vaccinations or blood tests, or an adolescent
who has repeated episodes of low mood that are beginning to interfere
with her academic success and social life. Targeted services are often
characterized by clinicians working on their own, often in schools or
GP surgeries, usually with a time- or session-limited model. Special-
ist CAMHS tend to be focused on working with children with mod-
erate to severe difficulties—e.g. a young person who is depressed and
self-harming, or more severe anxiety disorders—although in reality
the distinction between targeted and specialist services, on grounds of
severity, is often blurred.

Specialist CAMHS tend to be located in health centres or hospital
settings. Within these settings psychologists normally work closely with
other members of the multi-disciplinary team—for example, a psychol-
ogist might offer individual work to a teenager with an eating disorder,
alongside a systemic family therapist working with the whole family,
and possibly a nurse specialist who monitors weight and physical health.
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Another example would be offering family interventions for a child with
attention deficit hyperactivity disorder (ADHD), alongside a psychia-
trist prescribing medication. Psychologists in either setting would tend
to offer direct assessment and interventions with young people and their
families, and supervision to other psychologists and professionals in the
team, and consultation and training to other members of the team work-
ing in a variety of settings—typically teachers, social workers, GPs, and
paediatricians.

Across each of these settings, a significant amount of work for a clini-
cal psychologist comprises direct, face-to-face therapy with young peo-
ple, either in individual work or in work with whole families or groups.
Such interventions are often effective; however, the scope of the clinical
psychologist’s roles are not limited to the direct provision of therapy.
There is a move towards the profession adopting a much wider focus
to the application of skills and knowledge, to apply the science of clini-
cal psychology as effectively and broadly as possible. In work with chil-
dren and young people a significant amount of work is undertaken in
indirect interventions with others who have contact with children and
young people: from working with parents, foster carers, and residential
staff in order to create therapeutic environments for young people, to
working with whole school interventions (Stallard and Buck, 2013). On
a bigger scale still, there are whole community approaches to improving
psychological wellbeing—notably the El Sistema movement (Tunstall,
2012) started in Venezuela and now with projects across the globe. In
Scotland the project is know as The Big Noise, and encourages whole
communities to become empowered and take an active role in their lives
and community. The vehicle for this change is music, giving instruments
to children and encouraging them to put on concerts, pulling together
the community and engendering feelings of self-efficacy and wellbe-
ing—with results that should be of great relevance to clinical psycholo-
gists (Scottish Government Social Research, 2011). Finally, there are
also national and global interventions that apply psychological theory
to advise governments and international organizations on health, social,
and economic policy, designed to facilitate good mental health and well-
being in children.
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4.4 Choosing the best interventions

Although most children and young people experience good mental
health, there is a significant proportion who do not. Best estimates of
mental health problems in children and young people suggest that at any
one time in the UK around 10% of 5- to 16-year olds will have a men-
tal health problem (Green et al., 2005) and the prevalence of mental ill
health amongst children seems to be increasing. Over the course of their
life, between a quarter and half of people of all ages are likely to experi-
ence some form of mental ill health (Andrews et al., 2005; McManus
et al., 2009), and the majority of these difficulties will begin before a
person’s 18th birthday (Kessler et al., 2007; Kim-Cohen et al., 2003).

Fundamental to the task of determining the best interventions to
implement is the use of psychological theory to fully understand the
problems encountered, applied within the framework of scientific evi-
dence. Most people consider randomized control trials (RCTs) to con-
stitute the scientific ‘gold standard’ of evidence, which point to the most
efficacious interventions for particular problems in particular contexts
(this is known as evidence-based practice). In addition, evidence gath-
ered from everyday clinical practice through the systematic collection
of clinical outcomes data provides evidence of the effectiveness of inter-
ventions applied in routine clinical practice (this is known as practice-
based evidence). Practice-based evidence has shown that a wide range of
psychological interventions have a positive effect on child mental health
(Wolpert et al., 2012) not just those interventions proven through RCTs.
The best psychological practice should draw on information from both
types of evidence in choosing an intervention.

In children’s services this necessarily includes integrating information
from all aspects of a child’s world to develop a biopsychosocial formu-
lation of the presenting problem that points to possible intervention
options. Take as an example a 13-year-old girl who is experiencing dis-
tressing and worrying thoughts that she cannot explain. These thoughts
started a year or so ago and have begun to impact on her socially: she
has stopped seeing her friends and is generally losing interest in life. We
might say she is anxious and depressed, and if we take a narrow view of
the problem, best scientific evidence might suggest that CBT is the best
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intervention. Indeed it might be, but if we look more closely at the prob-
lem, a more detailed assessment reveals that the problem onset coincid-
ed with the girl starting secondary school. Further exploration through
a cognitive assessment suggests the girl has a learning difficulty, masked
by reasonable verbal abilities. We also hear that both her parents had a
difficult time at school and the memories of their own experiences made
them fearful of speaking to the school even when they noticed she was
struggling in class. The school itself is a sizeable inner-city secondary
school, understaffed, and with large class sizes. Now we understand the
bigger picture we can see a range of possibilities for facilitating change.
Interventions might include helping the parents deal with their own
fears around liaising with school—perhaps by mediating a first meet-
ing between parents and teachers. Alternatively, or alongside, it may be
helpful to liaise with the school’s learning and support team, in order to
help them understand the girl’s difficulties better and to explore what
support they can put in place around her; or, more radically, to consider
amove to a specialist learning disabilities school. Taking a systemic view
we can see how any one of these interventions might change the environ-
ment around the girl and, in turn, begin to have a positive impact on her
mental health. There may be a need for some direct work further down
the line—but equally if the system around the girl changes sufficiently,
there may not be a need for any direct individual therapy with her at all.

Robust scientific psychological knowledge is applicable to all aspects
of child mental health and wellbeing. Through the scientific application
of psychological understanding to the particular context of a young per-
son, clinical psychologists can tailor interventions to fit the unique con-
text and the needs and wishes of the child and family.

The following section focuses on the main presenting problems with
which psychologists tend to work clinically with children and young
people.

Problems with behaviour

All children demonstrate difficult behaviour of one form or another,
but most are easily dealt with by normal good parenting. When these
behaviours become extreme and persistent to the point that they begin
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to have a significantly detrimental effect on the young person and the
people around them, more targeted interventions are required. At the
less serious end are toileting problems and fussy eating, which may
require intervention if they persist beyond toddlerhood—but more
serious are problems of opposition and aggression. Prevalence rates of
oppositional defiant disorders (ODD) and conduct disorders (CD) are
quite high, estimated at between 2% and 10% of children at any one
time, and there tends to be much higher presentation in boys, particu-
larly in the younger age range. Children with severe behavioural prob-
lems account for some of the highest demands on child mental health
and social care services. The routes to behaviour problems are varied
and the behaviour itself is best understood as a symptom of some other
underlying problem—anxiety, developmental difficulties (autistic spec-
trum disorder (ASD) or learning difficulties (LD)), abuse, or ADHD.
The role of the clinical psychologist is to assess and understand the con-
text in which the behaviour problem presents (to formulate), before the
most appropriate intervention can be applied. For example, if a child is
showing very difficult behaviour as a result of ongoing abuse, the best
intervention is to implement a safeguarding strategy to stop the abuse
and keep the child safe.

Where obvious underlying problems have been accounted for and
the behavioural difficulties persist, there is very good evidence that
the best interventions are those that work with the parents directly to
improve their parenting skills and change their behaviour, particu-
larly around positive parenting. These behavioural parent training
approaches have been shown to be much more effective than working
with the child directly on their own (reported in Fonagy et al., in press).
Without intervention, children often go on to develop other associated
difficulties—such as substance misuse and involvement with the crimi-
nal justice system.

Problems with emotions

Emotional problems—anxiety, low mood, and depression, often referred
to as internalizing disorders—are the most common of childhood men-
tal health problems, with estimates that one in three children will suffer
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with a moderate to severe emotional problem before they reach their
18th birthday.

With anxiety there is good evidence for the benefit of psychological
interventions. CBT is a clear front-runner in terms of evidence from
RCTs, showing good effects across a range of different anxiety disorders:
social phobia, separation anxiety, generalized anxiety, obsessive com-
pulsive disorder (OCD), and post-traumatic stress disorder (PTSD).
There is also some evidence for the usefulness of eye movement desen-
sitization reprocessing (EMDR), family-focused interventions, and, to a
lesser extent, child psychotherapy.

For depression, however, the picture for best psychological inter-
vention is more mixed. There is good evidence that CBT can be effec-
tive in both group and individual settings not only as a treatment for
depression but also as a preventative intervention to stop young people
with low mood escalating into full-blown clinical depression. Inter-
personal psychotherapy for adolescents (IPT-A) also shows promis-
ing effects. Family-focused therapies may be helpful in more severe
depression where the young person shows suicidal intent (see Fonagy
et al., in press).

Self-harming behaviour is often (but not exclusively) associated with
emotional problems. There are a range of interventions that show some
effects but no clear treatment of choice. This is possibly due to the mul-
tiple reasons and intents behind self-harming behaviour—from suicide,
to the relief of intolerable psychological distress, to self-punishment.
Once again, psychologists with their particular skills in assessment and
formulation have a vital role in helping young people and those around
them to understand the communication behind the behaviour, and to
point to appropriate interventions that best fit with the particular con-
text for that individual.

Despite the high prevalence of emotional difficulties and the evi-
dence of good outcomes for psychological interventions, the remark-
able fact is that most young people with these difficulties do not access
services for help. There is a clear need for psychologists and others
to find ways of identifying young people with emotional problems,
and work to help them access appropriate interventions. Even when



62 ‘ WORKING WITH CHILDREN AND YOUNG PEOPLE

children do access services, the interventions offered do not work to
improve the wellbeing of all children—even the most efficacious of
psychological interventions for emotional difficulties only significant-
ly improve the lives of about half those children and young people
who receive the therapy. There is clearly a great need for psychologists
to continue to refine and develop interventions through research and
sharing best practice.

Problems with eating

At the more serious end of eating problems are anorexia and bulimia
nervosa. Both are driven by a distorted body image; the former is char-
acterized by restricting calorie intake, often to dangerously low levels,
and the latter by over-eating, often followed by purging through vomit-
ing and/or the excessive use of laxatives (see also Chapter 7). Prevalence
varies greatly across the age range and across ethnic groups and nations.
These problems are most common, and growing, among white West-
ern (Europe and the USA) teenagers, and occur predominantly (90%)
in girls. In both conditions the best intervention with children is fam-
ily therapy—with mixed evidence about whether this is best conducted
whilst the young person is in an inpatient or a community setting. CBT
and other individual-based treatments also show some effectiveness
(see Fonagy et al., in press).

Psychosis

Psychotic problems are extremely rare in pre-adolescents, although
acute anxiety states can often be mistaken for the symptoms of psycho-
sis, particularly in pre-teens. However, from the age of 14, pre-psychotic,
or prodromal states, and first onset psychosis can begin to emerge.
Until recently, medication was seen as the best intervention alongside
psycho-education—but these interventions have poor effectiveness on
their own. As psychological scientists work to understand psychosis
better, more effective psychologically based interventions are emerging,
notably adapted versions of CBT (see Chapter 5). Furthermore, as the
psychological understanding of the roots of psychotic problems and the
complex interplay between environmental (notably abuse and trauma)
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and genetic predisposition improve, the possibility of early interven-
tions is emerging that might avert and protect young people from devel-
oping psychosis (Morrison et al., 2004).

Physical and developmental problems

In addition to understanding and intervening with psychological dif-
ficulties, clinical psychologists working with children have an impor-
tant role to play in the management of the physical and developmental
difficulties that emerge in childhood. The two most common develop-
mental problems that emerge in childhood are LD and ASD, affecting
around 4% and 1% of school-aged children respectively (Glover et al.,
2011). Clinical psychologists have a vital role in identifying, assessing,
and diagnosing LD and ASD. Children and young people with LD and
ASD are far more vulnerable than other children to developing mental
health problems in addition to their developmental difficulties. Psychol-
ogists can work to help understand the nature of developmental prob-
lems, and the complex relationship between developmental and mental
health problems. In this area of work psychologists might advise and
support carers and teachers to understand the nature of the child’s dif-
ficulties and to shape environments to make them more adaptive for the
children. Alongside this, psychologists can work with the young people
themselves to help them cope better with the substantial additional chal-
lenges of childhood that developmental problems bring.

Similarly, children with physical health problems are also much less
likely to have good psychological health, particularly those with long-
term conditions. The application of psychological understanding, in
collaboration with paediatric colleagues, can help to improve the well-
being and mental health of children coping with long-term conditions
and with the often distressing physical treatments they experience.

4.5 Access, engagement, involvement, and outcomes

It is of course clear that psychological interventions are only possible if
children, young people, their families, and carers have access to servic-
es. However, we know that most children with mental health problems
do not access services. The reasons for this are a complex mix of poor
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identification of psychological problems, poor access to settings that
can provide appropriate help and that are acceptable and welcoming
to young people, and the stigma of mental illness that prevents young
people seeking help. Here again there is a need to apply psychological
understanding to overcome these barriers. Over recent years the break-
ing down of taboos around child mental health problems, through its
coverage in children’ television programmes and discussion in schools,
is slowly bringing about some change. Furthermore, models of service
delivery that target limited resources in the most efficient and effective
ways, such as the Choice and Partnership Approach (CAPA) (York and
Kingsbury, 2013), have also been beneficial.

Once children and young people do manage to reach appropri-
ate help, there is a need to work to engage them and their families in
change. Understanding the key elements of the therapy process is vital
to achieve good clinical outcomes. Intervention planning needs to take
into account the wishes and goals of the family. Work with families
needs to be collaborative from the start, combining the expertise of
the family and the therapist in a culture of shared decision-making to
develop a good task alliance, or therapy contract. Getting things right
from the beginning is vital, but so too is ensuring that therapy continues
in the right direction—the effective use of questionnaire-based clinical
feedback tools and outcome measures has been shown to improve clin-
ical outcomes (Bickman, 2008; Law, 2012). Services that have strong
programmes of involvement and participation of young service users at
all levels of the organization are also more likely to provide services that
are accessible and acceptable to young people. In England, for exam-
ple, the Children and Young People’s Improving Access to Psychologi-
cal Therapies (CYP-IAPT) project has taken each of these elements
of good psychological practice in child and adolescent mental health
and developed a model of practice and service delivery based on best
research evidence.

4.6 Early intervention

The key message in really improving the psychological health and well-
being of children is to provide the right intervention, in the right way,
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and at the right time, and the right time is always as early as possible. For
many this will mean a friendly word of encouragement, a comforting
arm, a little more help in the classroom, and someone to listen. If we
can get these small and simple things in place that promote psychologi-
cal resilience and wellbeing, there will be fewer problems over time—
but where problems do develop, the need for good quality child mental
health services remains vital. If left untreated, childhood problems may
persist throughout a person’s life—the younger someone is when the
problem develops, the longer it will cause distress and limit their life
chances. The need for early and effective interventions to reduce the bur-
den of human misery over a lifespan is clearly the most compelling argu-
ment for early intervention. However, in days of economic austerity, the
economic argument is just as persuasive: quite simply, a small amount of
money spent early in a child’s life to prevent problems or to resolve them
when they occur will, over the course of that child’s life, have the poten-
tial to save society millions down the line (Knapp et al., 2011).

It is testament to the nature of children that interventions can have
such a profound and lasting impact on their lives. The most remarkable
thing about children, after all, is not their vulnerability but their capacity
to change and adapt to the world around them and within them. There
are lessons here for those of us who work with children, young people,
and their families: to learn from the children we work with. As clinical
psychologists we must continually develop our practice in the light of
new research and clinical evidence about what works (and what does
not work), adapt to the changing and developing world within which we
operate, and, like children, learn from it, shape it, and improve it.
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Chapter 5

Working with severe mental
health problems

John Hanna and Alison Brabban

5.1 Introduction

It is now widely recognized that clinical psychologists working with
people with severe mental health problems make a vital contribution
to both individual recovery and community mental health services. As
members of multi-disciplinary teams they undertake to work through
some of the most vexing challenges to be found in the field of mental
health. It is a difficult, risk-laden, but extremely rewarding area. The aim
of this chapter is to clarify what clinical psychologists can offer to people
with severe mental health problems, and why their practice is a vital
resource to service users, carers, and multi-disciplinary colleagues.

Reflecting how both services and training have been organized over the
years, this chapter will primarily focus on working-age adults, starting with
early intervention with adolescents and transitioning into services for older
adults, although severe difficulties can arise across the age-range. Severe
mental health problems significantly interfere with social and occupational
functioning, and at times can pose some risk to self and others. Psycholo-
gists have made great strides in the last quarter century in working success-
tully with people presenting with psychosis, mood instability, personality
difficulties, and complex depression and trauma. Any of these mental health
problems can become severe over time, sometimes as a result of under- or
improper treatment, sometimes as a result of the absence of treatment, and
often in the context of persistent social and psychological stressors.

5.2 What are severe mental health problems?

The expression ‘severe mental health problems’ is normally used to
encompass schizophrenia, bipolar disorder, and sometimes personality
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disorder, and is often used synonymously with ‘severe mental illness.
However, many psychologists challenge the concept of ‘mental illness’
as it tends to imply, to the exclusion of other possibilities, a biological
predisposition, an endogenous aetiology, or a brain disease; illness also
separates the ill from the well’ Psychologists have instead found, and
continue to develop, their own language for what they are working with,
as best as possible co-defined with the people involved, and most now
consider psychological distress to exist along a spectrum. Disputing
whether these conditions should be classed as illnesses or not is related
to but also distinct from a much more controversial but widely held per-
spective within clinical psychology, that schizophrenia itself does not
exist as a single construct. This viewpoint does not deny that there are
people with a diagnosis of schizophrenia, or that many people suffer
with unusual experiences such as hearing voices (classed as auditory
hallucinations) or feeling paranoid. The challenge is of the diagnosis
itself and whether it represents a discrete entity. We know it is possible
for a number of people to have a diagnosis of schizophrenia and have
no symptoms in common; for their ‘illnesses’ to have completely dif-
ferent courses; and for them to respond quite differently to treatment.
In short there would be more differences than similarities within the
group, making it questionable as to the usefulness of saying they are all
experiencing a single condition called ‘schizophrenia. Moreover, there
are so many similarities between schizophrenia and bipolar disorder
(and many other psychiatric conditions) that to suggest these are dis-
crete problems is also seen as misleading. For this reason the majority of
clinical psychologists in the UK do not talk about ‘schizophrenia’ (whilst
acknowledging that it is a recognized diagnostic label) but tend to refer
to ‘psychosis’ as an overarching term, as this in fact tends to be the most
common presenting problem.

5.3 What is psychosis?

Psychosis or psychotic symptoms can also be referred to as positive
symptoms, not because they are good, but because they are viewed as
additional, not general, experiences. The term psychosis tends to refer

to two main symptoms or experiences, hallucinations and delusions.
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A hallucination is the perception of something in the absence of a stimu-
lus, most commonly auditory hallucinations, often experienced as hear-
ing a voice, though hallucinations can occur in all senses: visual, tactile,
gustatory, and olfactory. Delusions are the other common psychotic
symptom or experience. Again, there is much debate within clinical
psychology about definitions (and whether delusions are separate enti-
ties from normal beliefs), but traditionally, delusions are seen as beliefs
that are held with extreme conviction despite strong contrary evidence.

5.4 What causes these problems?

Traditionally, severe mental health problems such as schizophrenia and
bipolar disorder have been considered as purely biological in nature.
Consequently, many service users have been given simplistic explana-
tions that their problems are caused by a ‘chemical imbalance in the
brain. Today, however, it is generally accepted that the causes are com-
plex and need to be understood within a biopsychosocial model, rec-
ognizing all component parts, not just the biological. Recent research
has shown that schizophrenia and bipolar disorder can, and very often
do, develop following trauma, especially if that trauma is extreme or
persistent over time, for example childhood abuse (sexual, physical, and
emotional), neglect, bullying, or the death of a parent.

Some people find it difficult to marry evidence that early adversity
is linked to psychosis with evidence that neurotransmitters also play
arole, and see the two theories as mutually exclusive. This is definitely
not the case: since humans are comprised of biological matter, there will
evidently be a physiological correlate related to psychosis (be it electri-
cal brain activity or high or low neurotransmitters levels), as there is for
every emotional state, for example, jealousy, anger, love, and sadness.
Just because correlations exist between biological states and emotions,
this does not mean these states necessarily cause the specified emotion.
If confronted by a vicious, growling dog a person is likely to feel some
level of anxiety. Trying to determine whether the fear is generated by
either the dog or the subsequent adrenaline rush denies the complexity
of the causal interactions. With psychosis, as with all emotional states,
there are undoubtedly biological correlates; however, psychosocial
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factors are also of crucial importance when trying to understand the
origins.

To complicate the picture, we also know that some people are resil-
ient to even persistent trauma without developing longstanding dif-
ficulties, and some develop major mental health difficulties despite
no history of trauma. It is generally accepted that the causes of severe
mental health problems are complex and set within a dynamic, inter-
active biopsychosocial field, emerging in different circumstances
through any and each of the component parts, not just the biological.
Richard Bentall's Madness Explained (2004) provides a comprehensive
research-based and comparative-theoretical account of the all-too-
human difficulties we regularly hear people describing in practice.

Because of the historical dominance of the biological model, it has
only recently become accepted that many psychotic experiences can be
understood in terms of a person’s life. In the past, practitioners were
advised not to talk to service users about their experiences, believing
this was not only a waste of time, but could actually worsen problems.
Work done by the Hearing Voices Movement (Romme and Escher,
1993) and from within clinical psychology has effectively challenged
this position.

Additionally, until quite recently, a clear distinction was assumed
between people who had schizophrenia or psychotic symptoms and
those in the general population who were functioning well. Contem-
porary research has shown that this divide is far from clear. Numerous
surveys have shown that up to 15% of the population will experience
auditory hallucinations (voices and other noises) at some point in their
lives, and yet only about a third of these will be distressed or require
professional help. Interestingly, there does not seem to be any signifi-
cant difference in the quality of the experience; both groups hear similar
things. What is different is how the voice hearer relates to their voices.
Those who cope well with their voices perceive themselves as stronger
than their voices, are not frightened, and tend to engage with, rather
than trying to escape from, them, whereas those who are distressed tend
to see their voices as more powerful, are frightened of them, and per-
ceive the experience as negative. In short, symptoms themselves do not
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necessarily equate to psychological difficulties; it is the way people relate
to their hallucinatory experiences that is significant.

Delusions have also traditionally been perceived as qualitatively dif-
ferent experiences from ‘normal’ thoughts. However, recent studies
comparing beliefs in the general population with delusional beliefs have
failed to find a clear distinction (Peters et al., 1999). It seems that ‘nor-
mal’ beliefs are not so distinct, but are on the same spectrum as delu-
sions. What distinguishes one from the other is not content, but the
degree of preoccupation, the level of conviction, and the amount of dis-
tress that the belief causes.

In summary, psychologists now believe that psychotic phenomena
exist on a continuum with normal experience and are not qualitatively
different. This means that psychological models that are used to make
sense of emotions and behaviours in people with more common mental
health issues can now also be applied and adapted to make sense of what
was previously classed as ‘madness.

5.5 How do mental health services help those
presenting with severe mental health problems?

Service delivery continues to evolve rapidly, but several lasting trends
are worth noting.

Early intervention services

Early intervention teams were established some years ago to identi-
ty and treat emergent or first-episode psychosis, irrespective of the
associated diagnosis. Most people who come into these services are
hearing voices or suffering with paranoid beliefs. Early intervention
teams aim to help people access appropriate help as soon as possible
and to provide an intensive package of care, including psychologi-
cal therapies and psychosocial interventions (focused on issues such
as housing, employment, and relationships), normally over a 3-year
period. These teams have been found to improve clinical outcomes
(Craig et al., 2004), be cost effective (McCrone et al., 2010), and are
valued by both service users and carers alike (Schizophrenia Commis-
sion, 2012).
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Generic community mental health services

In the UK, establishment of generic community mental health teams
(CMHTs) followed closure of the long-stay asylums. CMHTs work with
all types of service user difficulties, although in areas of high demand
they have increasingly limited their caseload to more severe presenta-
tions. CMHTs are gradually being replaced by more specialized smaller
teams, such as those for people with longstanding psychosis and mood
instability, or personality difficulties, or mood, anxiety, and trauma-
based difficulties in the absence of psychosis. Others, traditionally
termed rehabilitation services, focus on service users with cognitive
or more severe functional impairment, and who need weekly or daily
home help or supported living. Some teams work intensively with ser-
vice users identified as particularly difficult to engage; this approach is
typically called assertive outreach. While early intervention services
work to reduce the numbers going on to develop persistent or recurrent
problems, community services remain available to people who continue
to need them.

Acute crisis

Crisis teams and inpatient mental health wards are available for those
who are not coping and who are acutely distressed (or sometimes acutely
distressing to others). Some service users are assessed and compulsorily
detained (in the UK, under the Mental Health Act) to protect them-
selves or others. Increasingly, acute services are attempting to reduce
the duration of both crisis episodes and hospital stays. Such attempts are
intended to benefit service users (provided that appropriate aftercare is
arranged) whilst also saving resources.

5.6 Working in partnership

Health and social care are typically linked together within a defined
geographical area. In the UK, for example, the NHS works with vol-
untary services and social enterprises offering a range of social inclu-
sion opportunities for service users. Many social services, such as those
arranging benefit payments and housing options, are provided through
local authorities. The NHS also utilizes the private sector, for example
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extra hospital placements or long-term residential facilities. Psycholo-
gists are never far from these interfaces, and can be central to developing
partnerships and peer-support programmes with voluntary and social
enterprise sectors.

5.7 How can clinical psychologists help?

Psychologists intervene to promote recovery and social inclusion for
service users, alongside their families, friends, and peer groups, working
with their multi-disciplinary co-workers and within their communities.
Practice with service users is always intended to be consensual and col-
laborative as this stance provides the best outcomes. Psychologists work
with people individually, couples, and families, in small groups, and
within neighbourhoods and communities as part of larger scale pub-
lic mental health interventions. Clinical psychologists give primacy to
delivering interventions drawn from the ever-developing evidence base
for psychological therapies, but also give space to support their multi-
disciplinary colleagues to develop competency in psychological practice
through joint working, consultation, training, and supervision.

5.8 Evidence-based approaches

Research into the nature and treatment of severe mental health prob-
lems, led principally by clinical psychologists, has provided the impe-
tus for many major clinical innovations over the past quarter century
(e.g. Fowler et al., 1995; Morrison et al., 2003). Indeed, advances in
clinical psychology stand alongside the service user movement, with its
Recovery vision, as facilitating arguably the greatest social evolutionary
gains in the lives of people with these difficulties since the closure of the
asylums.

Psychologists use research findings, and in the UK, particularly the
evidence-based guidance issued by the National Institute for Health
and Clinical Excellence (NICE), to guide them toward the delivery of
the most clinically and cost-effective interventions. NICE recommends
that everyone with a diagnosis of schizophrenia or bipolar disorder
should be offered CBT and family interventions. Roth and Pilling (2013)
have developed a competency framework, drawn from trials that have
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informed NICE guidance, outlining the skills required to effectively
deliver CBT for psychosis and bipolar disorder; family intervention for
psychosis and bipolar disorder; as well as dialectical behaviour therapy;,
mentalization-based therapy, cognitive-analytic therapy, and schema-
based therapy for personality disorder (the latter four being promising
but less-well evidenced approaches). Where there is no strong evidence
base, however, or where an evidence-based approach has been unsuc-
cessful, psychologists working as scientist practitioners can adapt their
practice to the particular situation, evaluating the impact by using
appropriate outcome measures. By drawing on promising emerging
therapies, a carefully considered, integrated approach can be adopted.
It is worth noting that approaches not recommended by NICE are not
necessarily ineffective, invalid, or disproven, but there may not yet be
sufficient research of the required standard to determine their efficacy.

5.9 Assessment

Psychologists working in this field usually use open-ended questions
and a flexible approach to engagement since service users are often
unsettled and anxious about meeting psychologists, and, depending
on circumstances, are sometimes challenging to engage. Every effort
is made to be collaborative and to enhance the therapeutic alliance
during the assessment process and beyond. Keeping in mind the high
rates of trauma in this field, psychologists need to go to great lengths to
create a safe atmosphere and to maintain a trustworthy stance, stress-
ing the bounds of confidentiality and emphasizing a non-judgemental
position.

Although psychotic symptoms are commonly experienced by those
with severe mental health difficulties, they are not always the core prob-
lem. During assessment the psychologist helps the client to generate a
problem list with associated goals, which together determine the aims
of therapy. These frequently reflect what we would all see as our basic
human needs: wanting to live somewhere safe and secure, having a job,
good friends, or a partner. The problem list ensures that therapy remains
focused on working towards the client’s goals, not on what the therapist
or team impose or consider important. Often therapy needs to address
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psychotic symptoms as a means to an end, for instance a person’s beliefs
that they will be attacked if they go out would evidently need to be tack-
led if they want to develop friendships with other people. Appreciat-
ing the ultimate personal goal helps people remain motivated when the
therapy becomes particularly difficult or challenging.

Psychologists also gather a personal history as a means of appreciating
predisposing, precipitating, maintaining, and protective factors of the
service user’s distress, which in turn underpin formulations. Multiple
therapeutic models and orientations (once again giving primacy to the
current and emerging evidence base) are blended with lived experience.

5.10 Psychometric evaluation, self-report scales,
and outcome measurement

Psychologists may also provide neuropsychological evaluation which
normally takes the form of screening, while more advanced practition-
ers will utilize a full battery of psychometrics for service users presenting
with possible cognitive deficits or challenges. Self-report tools are used
to measure distress relating to symptom clusters, to help analyze person-
ality factors, and to help guide therapy. Outcomes are often measured
using clinical interviews, self-report measures, feedback from others
who are involved, and objective indicators, such as rate of relapse and/or
hospital admission. These measures are usually administered to gather
information for formulation and throughout therapy to assess cumula-
tive outcome.

5.11 Formulation

Following assessment, a valid formulation is developed and agreed
between the psychologist and service user (sometimes together with a
co-worker). This provides a hypothesis to account for what has caused
and what is maintaining often complex and multiple problems. By dem-
onstrating the interaction between a number of individual factors, for-
mulation leads to an associated care plan, typically at both psychological
and social levels. This process can be brief and intensive, for example
focusing on a recent emergent crisis requiring critical resolution. In
longer-term work, the formulation will be re-worked through several
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iterations. Crucially, it should be developed collaboratively and should
be understood and agreed by the service user.

5.12 Working therapeutically with voices
(hallucinations)

When applied to hallucinations, the CBT model (see Chapter 2) suggests
that how people think about the experience of hearing voices, and not
the experience itself, determines whether or not they are distressed. For
example, if someone hears a voice that no one else does and thinks Tm
going mad, this will create additional anxiety and distress. When work-
ing cognitively with people who hear voices, the focus is discovering
how they are making sense of their voices; to explore these beliefs and
to help them develop less distressing alternatives. It is also important
to normalize the experience by providing information on the incidence
of voice hearing within the general population and about situations
commonly associated with voice hearing, such as sleep deprivation and
stress. The aim of CBT is to reduce distress linked to the voices, rather
than to remove them.

5.13 Working therapeutically with delusions

Psychologists view delusions as extreme beliefs stemming from attempts
to make sense of events. The most common form is paranoia, when indi-
viduals believe they are being unfairly targeted or blamed. People with
these beliefs tend to demonstrate a number of contributing cognitive
biases. For example, they are more likely to jump to conclusions (not
assessing all available evidence before making up their mind), and are
less likely to consider alternative explanations for what might be happen-
ing (e.g. did my neighbour ignore me because he dislikes me or because
he was preoccupied, or didn’t see me?). Those who are paranoid are
also more likely to blame others (rather than themselves or objects) for
things going wrong. Using CBT, the therapist helps the person explore
their beliefs, looking at information leading to the belief and consider-
ing alternative explanations, using Socratic questioning to help clients
broaden their awareness and to modify beliefs.
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Psychologists also use behavioural experiments which are developed col-
laboratively with clients to test out beliefs. For example, if someone believes
that, should they leave home, something dreadful will happen, then the
therapist must discover what ‘something dreadful happening’ means, exact-
ly when this might happen, and whether any specific conditions apply—
would the person need to be alone, for example? Once the therapist is aware
of the ‘hypothesis, then experiments can be developed to test this out.

5.14 Working within teams and systems

Increasingly, psychologists are expected not simply to provide psycho-
logical input to teams, but also to promote and lead psychological ser-
vices. This means shifting the perspective of teams and services towards
a more evidence-based, biopsychosocial model of care and intervention,
by helping the team to develop psychological skills. Psychologists value
‘giving psychology away’ but also maintain that they should play a unique
role in leading the provision of a psychological perspective. This normal-
ly involves supporting formulation and intervention, meeting directly
with the identified service user, but sometimes, when this is not possible,
working through indirect consultation within individuals or teams, or
in complex case review and group supervision. Psychologists can sup-
port psychiatrists by using formulation to refine diagnoses, contrasting
psychiatry’s quest for an optimal superordinate category (diagnosis) with
a differential diagnostic approach. This dual approach helps to capture
the complexity of presenting problems whilst addressing real risks of
stigma inherent in simplistic labelling. A nuanced, shared understand-
ing between lead clinicians who share a scientific orientation provides
for much better service provision. Given the predominantly biological
orientation towards distress held by many multi-disciplinary teams, clin-
ical psychologists can offer an alternative to this position by engaging in
constructive debate, always held in the interests of service users.

5.15 The Recovery movement and the Recovery model

The term ‘Recovery” has come to hold many meanings since entering
parlance in the context of an ongoing movement led by service users
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for human rights. Recovery means access to a life worth living through
resolution or self-management of mental health difficulties, often with
support from others. Many psychologists have adopted this concept as
a guiding value, believing that beyond symptom reduction, a number
of factors are essential for a recovered and valued life. These include
improved coping, prospects for work or work-related activity, full rela-
tionship potential, and social inclusion and citizenship.

A significant obstacle to adopting this model has been the perceived
poor prognosis for people with severe mental health difficulties. Hard-
ing (1994) has reviewed a substantial number of long-term follow-up
studies of those receiving a diagnosis of schizophrenia, and has sug-
gested that belief in the poor prognosis is based not on evidence, but on
clinicians’ biases. Indeed, research has shown that about 45% of people
who receive a diagnosis of schizophrenia recover after one or more epi-
sodes, with only about 20% showing unremitting symptoms and disabil-
ity, while the remaining 35% show a mixed pattern with varying periods
of remission and relapse (Barbato, 1998). Those who are most frequently
seen by clinicians tend to be those with recurrent distress and/or acute
crises. Perhaps understandably, clinicians who are regularly exposed to
this group develop a pessimistic bias toward all who attract the diagno-
sis of schizophrenia. Worryingly, some continue to offer prognoses on
this basis, implying that all people with psychotic symptoms will be per-
manently disabled. Increasingly, however, recovery is becoming a more
dominant narrative within mental health services.

Wherever possible, psychologists following the Recovery model work
collaboratively with service users to develop psychologically informed
programmes designed to enhance recovery. Making sense of and adapt-
ing to adversity is integrated with activities promoting social inclusion,
so that individuals can become valid participants in all desired aspects of
societal life. Psychologists apply psychological science, innovative meth-
odology, and creativity to develop a range of Recovery-oriented services,
often alongside third-sector organizations. These include peer support
groups, carer support groups, programmes supporting service users to
progress on from statutory mental health services, employment train-
ing and support schemes, adult education, public health interventions
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(designed to reduce health inequalities, including the disproportionate
impact of malnutrition and addiction), and, finally, early detection and
prevention interventions within schools and communities. Psycholo-
gists need to be particularly attentive to diversity with respect to under-
served and more at-risk groups, such as black and minority ethnic
communities, homeless populations, and transgender people.

5.16 Training and supervision

Clinical psychologists currently employed in mental health services
face high demands for their skills and expertise, but limits to resources
typically mean that not all those who might benefit from psychological
interventions are able to access them. This, and the need to develop more
psychologically minded services, dictates that psychologists must use
some of their time to support their colleagues to deliver psychological
interventions in accordance with their own professional competencies.
This means providing training and supervision to multi-disciplinary
staff, as well as providing formulation-driven guidance on all aspects of
practical intervention, from supporting relapse prevention to achieving
solutions to unmet social needs.

Multi-disciplinary colleagues inevitably possess varying levels of
core psychological skills, so it is part of the psychologist’s role to ensure
that service provision is optimally psychologically minded. Training in
fundamental core skills, sometimes through formal teaching but also
through joint work, normally focuses on engagement, collaboration,
active listening, problem-solving, solution-focused intervention, and
positive psychology. All service users deserve psychologically informed
interventions and support from all staff members who are employed to
serve them; clinical psychologists therefore play a vital role in ensuring
that this commitment is fulfilled. Services also need to increase access to
more specialist evidence-based psychological therapies. To achieve this,
psychologists must contribute to the delivery of accredited training and
supervision of other therapists. Specific skills, developed once core skills
are consolidated and demonstrated, include behavioural activation,
activity scheduling, emotional regulation, psycho-education, relapse
prevention, and some of the basic components of family work and CBT.
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5.17 Leading, managing, and developing services

Psychologists’ provision of leadership through case allocation and
management is a key aspect of multi-disciplinary team work. Many
clinical psychologists also carry out audit and research, and will train
and supervise other clinicians undertaking and often leading service
improvement initiatives. Beyond this, it is also increasingly important
for clinical psychologists to provide leadership to devise more clinically
and cost-effective services for all those with severe mental health dif-
ficulties. There needs to be a better balance between evidence-based
medical services (typically available to 100% of service users at present)
and psychological interventions (available to less than 50% of service
users). It is crucial that clinical psychologists make this case effective-
ly with commissioners, directors, and senior managerial colleagues to
ensure that service provision is increased. This is not only in the interests
of current service users and carers, but also because funding for future
services depends on it. In the UK, for instance, implementation of NICE
guidance to provide psychological intervention is rapidly moving from
a recommendation to a mandatory requirement.

5.18 What supports the development of services?

There are currently increasingly vocal and persistent demands for psy-
chological services from service users, carers, and families, who report
how important it has been that clinical psychologists have joined them
in their recovery journey. These collaborative efforts have resulted in
lives much more valued, worth living, and even cherished, whereas
before they often seemed to be devalued and potentially wasted. Such
testimonies have galvanized the service user movement and have led
to campaigns, such as that led by Mind in the UK, ‘We Need to Talk]
seeking to meet the growing demand for clinical psychologists’ time and
input. The collective voices of service users and carers rightly lead the
drive for more clinical psychology and increased access to psychological
therapy services.

Psychological therapies in this area have been shown to be not only
clinically helpful but also cost-effective. Evidence shows that overall
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expenditure on public services decreases when effective treatments
are provided (Andrews et al., 2012). Health economists have recorded
important cost savings by way of reduction of service costs, such as days
in hospital, or via indirect savings resulting from a reduction in days lost
from work.

5.19 Future directions

Besides emphasizing the need for the delivery of evidence-based ther-
apies, and providing a full range of clinical services, more research is
needed in several areas. These include promising new types of practice
such as CBT ‘third wave’ interventions (e.g. mindfulness-based therapy
for psychosis); traditional approaches whose effectiveness in this area
have not yet been fully demonstrated but which may have potential (e.g.
psychodynamic therapies), and ‘low intensity” interventions (those that
are more easily delivered by less-intensively trained multi-disciplinary
staff, such as behavioural activation and relapse prevention). Ultimately
this should lead to a broader range of choice of interventions for service
users.

It is anticipated that service user involvement will play an increasingly
vital role in the development of effective interventions, many of which
can and should be peer-led. Tapping into the expertise gained through
experience, the many organizations representing service users and car-
ers will create more reliable, cross-culturally valid, and effective service
delivery models in future.

This field provides psychologists with intriguing, even fascinating
insights; it offers the opportunity to supportively witness, make sense
of, and often to collaboratively transform poignant moments in the lives
of ordinary people with extraordinary problems. There is increasing
demand for and recognition of our work in this dynamic area of clinical

psychology.
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Chapter 6

Working with older people
Cath Burley

6.1 Introduction

‘Ageing is not lost youth but a new stage of opportunity and strength’
(Betty Friedan, 1994, p. 4.)

Working with older people is fascinating, varied, and rewarding.
Clinical psychologists specializing in this field have many opportu-
nities to listen to people’s stories about themselves and their fami-
lies, which could span an entire century, and which often describe
impressive strengths and fortitude in facing life’s challenges. Those
employed in this area have the huge privilege of working closely
with older people to help them overcome the range of difficult issues
which have brought them into health services at this particular time
in their lives.

6.2 Population changes

All over the world, the population is living longer. For instance, people
aged over 65 currently comprise nearly one fifth of the UK population.
Average life expectancy at birth has increased from around 40 years in
1900 to over 85 years today, due largely to improvements in public health
and childhood immunization programmes. Women outnumber men in
this age group, although the gender gap has progressively reduced as
menss life expectancy has risen closer to that of women. The older adult
population in the UK is predicted to continue to grow until 2060, with a
higher rate of increase in the ‘old-old’ Indeed by 2045, the global popula-
tion of those aged over 60 is expected to exceed the number of children
under the age of 15. With this awareness, many governments world-
wide are now working purposefully to improve the physical and mental
health care of older people.
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6.3 Context

In the previous century, most Western societies traditionally linked
‘old-age’ with compulsory retirement from work at age 65. However,
as standards of public health, physical health, and longevity have all
improved, this nominal divide has become less useful. People describe
great individual differences in their perception of their physical, social,
and intellectual age. The immense social and technological changes
of the last century have influenced the stories older people tell, ena-
bled their freedoms, or in some instances may have restricted their
lives. As their views and expectations of family, and of ageing, have
changed, older people have become one of the most adaptable groups
in society. For instance, the ‘young-old’ may now find themselves car-
ing both for parents and for grandchildren, with little time in between
to review their own lives and meet their own needs. They are not a
homogenous group, with many differences existing both between and
within cohorts.

Culturally, the experiences of older people are not always recognized
and valued. The media often denigrates or ridicules the ‘old, while
politicians build on emotional and financial fears about the potential
expense of increased longevity, including the costs of pensions, health
and social care, dementia provision, and residential care. Inevitably,
these stereotypes affect older people themselves and those who work
with them.

Despite this, many older people are still significant figures in the
world, challenging perceived stereotypes of the end of life as a time of
mental frailty and physical disability. The majority of older people lead
active and fulfilling lives within their families and local communities,
enjoying opportunities that may have not been present in their youth.
The ‘normal’ processes of ageing may gradually affect sensory abilities
and some people may develop several chronic, potentially manageable
health conditions. Only a relatively small proportion of all older people
are physically frail, have dementia, or live in residential care at any point;
for instance, fewer than 1 in 17 people aged over 65 have dementia, the
vast majority remaining largely unimpaired.
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6.4 Psychological difficulties faced by older adults

Historically, older people’s mental health services in the UK have been
provided for those aged 65 and over, according to whether they are con-
sidered to have either ‘functional’ or ‘organic’ disorders. ‘Functional’
disorders include anxiety conditions, depression, paraphrenia, post-
traumatic stress disorder, and eating disorders. These disorders often
occur in the context of adjustment to significant transitions in life, for
example retirement, role and relationship changes, moving home, losses
and coping with bereavement, the onset of chronic physical health con-
ditions (e.g. diabetes, arthritis, heart disease, Parkinson’s disease), and
the end of life. People with one long-term condition are two to three
times more likely to develop depression than the rest of the population.
Depression is, however, no more common than in the adult population
and responds well to therapy. Generalized anxiety disorder (GAD) is the
most common anxiety disorder amongst older people, although onset
typically occurs earlier in life and it tends to be of long duration, spon-
taneous remission being unusual. A significant minority report later
onset, and have a slightly different presentation with fears about their
health condition or falling.

‘Organic’ disorders include progressive cognitive changes on a spec-
trum from mild cognitive impairment to severe dementia and may
include younger people with early-onset dementia.

The term ‘dementia’ refers to a process of progressive accelerated brain
cell loss affecting multiple cognitive domains. The pattern and speed
of this brain cell loss determines the type of dementia. In Alzheimer’s
disease the typical pattern is a gradual loss of episodic memory, and
changes in mood, language, and the ability to reason. Vascular dementia
has a more stepwise progression, as a series of small strokes or infarcts
cause damage to different brain areas. Frontotemporal dementia ini-
tially presents with changes in personality or executive functions while
memory remains relatively intact. People with Lewy body dementia may
experience problems of mobility, visual hallucinations, and fluctuating
attention. The assessment process can help differentiate between the
dementias or other cognitive changes related to strokes, alcohol or drug
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abuse, endocrine disorder, or damage caused by earlier traumatic brain
injury.

Although some cognitive changes may occur within the normal age-
ing process (for example differences in speed of processing or some
aspects of executive function), having memory difficulties is not neces-
sarily something that happens to everyone as they age. There is also a
growing evidence of a link between depression and dementia. Despite
recovering from depression, 90% people who show cognitive impair-
ments before recovery continued to show deficits in delayed memory;,
visuospatial skills, and information processing after recovery from
depression (Bhalla et al., 2006). In addition, a higher level of anxiety is
common in early dementia.

Caring for someone with a progressive physical or mental health con-
dition may cause a great deal of stress for carers and family, and itself
results in a raised incidence of depression. Psychologists may work with
carers in their own right, either individually, in family systems, or in a
group with other carers. Although services may be organized around
discrete problem areas or categories, people rarely fit these exactly. Peo-
ple presenting with anxiety symptoms and a pattern of poor sleep may
have several chronic health conditions; they may be a carer for a spouse,
parent, or their grandchildren. Those who are not retired might also
have a variety of work commitments.

Although the suicide rate amongst older people has fallen in recent
years, this is still a risk, particularly in men. When suicide is attempt-
ed by an older person, it is more likely to be successful. Risk factors
include poor physical health (especially those receiving a recent ter-
minal diagnosis including Alzheimer’s disease); inability to control
pain; recent bereavement (especially for men); fear of being admitted
to residential care; drug or alcohol dependencys; social isolation or lack
of a confidante; having made a previous suicide attempt; and being a
female carer.

6.5 Settings and tasks

Typically, most clinical psychologists work in secondary care settings as
members of specialist older people’s community mental health teams,



6.5 SETTINGS AND TASKS ‘ 89

working with psychiatrists, community psychiatric nurses (CPNs),
occupational therapists, physiotherapists, and support workers. Refer-
rals to the team are normally made by general practitioners (GPs), and
after a team discussion, the psychiatrist and CPN will usually make a
home visit to assess the older person and their circumstances. Follow-
ing further team discussions, a psychologist might then see the person
regularly at home with their family members, or in a day therapy setting,
inpatient ward, or outpatient clinic, to carry out an assessment or to pro-
vide therapy. Part of the psychologist’s role is helping the team to think
about the psychological needs of the person and their carer(s), through
providing a formulation, especially where there are complex needs or
challenging behaviours.

Some psychologists work exclusively in one setting whereas others
move across a range of settings, offering different interventions at dif-
ferent levels. These might include undertaking a neuropsychological
assessment in a memory clinic; contributing to formulation and care
planning on a ward; helping to triage referrals at an intermediate care
service; providing training and supervision to staft working with people
with challenging behaviour in a residential or nursing home; or contrib-
uting to an assessment about mental capacity or deprivation of liberty on
an inpatient ward. As service models have changed, psychologists’ work
has taken on greater breadth to include working with people with long-
term physical health conditions in acute hospital wards and in hospices.

Other psychologists work more closely with primary care staff in GP
practices, delivering psychological interventions in settings that older
people find easier to access and may have less stigma attached to them
than secondary care settings. Some old age psychologists will have a
highly specialist role in tertiary services, for example as a specialist neu-
ropsychologist or a palliative care psychologist.

A typical week will include providing clinical supervision and training
to colleagues; developing audits and evaluating service inputs; contrib-
uting to service developments at local and national levels; and reflecting
on the impact of the work on themselves and others. Working with older
people inevitably means facing issues of mortality; providing support
to bereaved families or working with a dying person may cause clinical
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staff to think closely about their own mortality. Some may not have had
a prior personal experience of death and may find it difficult to express
their concerns. Psychologists may play a helpful role in supporting such
staff to address these issues effectively.

6.6 Access

Health care settings, including those providing psychology services,
should meet the older persons needs in relation to their physical or
sensory abilities, cognitive capacity, and need for safety and security.
Assessment and therapy processes may need to be modified for time
of day, pace, length and frequency of session, sound and light lev-
els, and removal of distractions to meet the person’s preferences and
requirements.

Attempts to overcome the under-referral of older people to mental
health services in the UK have led to a number of innovations, for exam-
ple sessions being offered in places where older people meet regularly,
including clubs, Women’s Institute meetings, and adult education set-
tings. Collaborative working with voluntary organizations, for example
through co-running groups, also means that older people can be seen in
less stigmatizing or threatening premises. This kind of proactive man-
agement of mental health issues and promotion of wellbeing may return
some sense of control of their health and their future to the older person.

In addition, the recent drive towards increasing access to psycho-
logical therapies for a greater number of people through the provision
of stepped-care models and initially lower intensity interventions has
effectively employed new forms of provision, such as digital technology
and telephone therapy. Evidence indicates that older people can use and
do benefit from computerized treatment and remote access interven-
tions if they are given good initial support.

6.7 Assessment

Any assessment carried out with an older person must be carefully
planned with an awareness of the wider context, and designed with a
specific purpose in mind. For example, the psychologist may wish to
assess a person’s suitability for psychological therapy and what changes
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may need to be made to maximize their ability to benefit. Although any
cognitive changes seen in the ‘young-old’ are normally relatively small
and unlikely to affect engagement in treatment, some sensory changes
such as hearing loss may have a negative impact. It becomes harder to
test cognitive function reliably as people age; performance may fluctu-
ate between sessions and there is huge individual variation. Neverthe-
less some deterioration in executive functioning may affect the older
person’s ability to process content in sessions and to plan, or switch
between, concepts discussed. Cognitive and sensory changes can there-
fore have a significant effect on motivation and engagement. Optimizing
communication through the use of diaries, mobile phone texts, pictorial
or written explanations, a therapy folder or book, telephone reminders
and prompts, or formal memory aids could make a significant contribu-
tion to the outcome of interventions, so the potential for the use of these
also needs to be assessed.

The referral information initially provided to the service may not pro-
vide the whole picture. It is often necessary to consider whether possible
cognitive impairment and co- morbid physical illness might obscure
or compound the relatively straightforward assessment of someone’s
mood. Assessing a person’s psychological-mindedness and ability to
engage actively in a specific model of therapy, for example, may need to
be deferred while a more detailed neuropsychological assessment takes
place, for instance to assess attention span and recall, or the possible
onset of a dementia.

It is usually helpful to explain that assessment is an on-going process,
involving observation, discussion, and standardized measures, and
to take time to establish the older person’s concerns. Discussion with
spouse or carers may help too. Risk assessment for vulnerability may be
needed, given possible poor medication management, lack of attention
to personal hygiene and self-care (including diet and fluid intake), pos-
sible heart problems, sleep disorders, poor pain control, or a tendency
to fall. Awareness of the person’s risk of physical, financial, emotional, or
sexual abuse from family or paid or unpaid carers must be shared. The
use of non-prescription drugs, alcohol misuse, and the cognitive seque-
lae of diseases such as HIV and AIDS need consideration too.



92 ‘ WORKING WITH OLDER PEOPLE

There are a wide range of potential assessment tools, and selecting,
administering, scoring, and interpreting the most suitable ones comes
with training, practise, and good supervision. Neuropsychological
assessments are not all necessarily well standardized, or normed for dif-
ferent minority groups, or for those with sensory impairments, or for
the ‘old-old’. Observation throughout the assessment process or in peo-
ple’s homes or residential settings, including wards, may help to reveal
practical problems that result from an underlying neuropsychological
deficit. Functional analysis and behavioural rating scales can be use-
ful for assessing people who cannot respond verbally to rating scales or
more formal assessment tools.

Selecting goals and outcomes for the intervention, and agreeing which
measures would constitute a good evaluation for an achieved outcome,
takes time and detailed questioning. Applying measures pre- and post-
therapy and making contact subsequently to review progress can rein-
force the belief that change is possible and can be maintained.

Information derived from the assessment and formulation process
enables choice about which steps are taken first. Stepped-care pathways
imply a sequential progression through a care pathway, with one thing
being tried before another. However, as older people may be seen in a
number of settings concurrently, a matched-care approach may be more
helpful. For instance, this might involve planning supported bibliother-
apy sessions targeted to overcome cognitive difficulties (which might
impair a person’s understanding of their health conditions); relaxation
exercises designed to reduce anxiety or to improve sleep and pain man-
agement; individual cognitive-behaviour therapy (CBT) intended to
help with depression; and activity scheduling provided in a residential
setting. All of these may all be delivered by different members of a team
who share a common formulation and work on shared outcomes. This
combined approach may be the most effective in facilitating mood and
behaviour change, especially if the carer also has input.

Initial explanations must make it clear to the person (who in some
cases may be lonely and socially isolated) that both assessment and
treatment sessions are set up with a clear purpose and are time-limited,
so that the psychologist is not seen as a surrogate child, grandchild, or
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friend. Plans for relapse management and management of termination
of therapy should be introduced early. Supplementary bibliotherapy and
telephone or email contact, involving a family member or paid carer as
co-therapist, are possible ways to support memory difficulties and to
back up what has been achieved in session. Poor levels of literacy and
shame about this may lead to people failing to attend or dropping out of
sessions if not handled sensitively.

6.8 Psychological interventions

In this section, a number of psychological treatment approaches will be
briefly outlined, all of which may be helpful with the kind of issues or
conditions often presented to services by older people or by those car-
ing for them. As a systematic evidence base has grown in this specialty,
modifications to existing psychological models and therapies have been
shown to enhance their effectiveness and appropriateness for older peo-
ple. In addition to these modifications, lifespan perpectives need to be
considered, since issues such as transition, bereavement, and loss may
become pertinent (Erikson, 1990), For instance, shifts between life stag-
es may be experienced as loss, and thus grief-focused interventions may
be appropriate. The experience of recent losses may also be influenced
by previous major losses not yet grieved for; hence an understanding
of models of attachment is important. For example, the recent loss of
an occupational role or even a pet might embody the loss of an earlier,
highly significant attachment to a sibling or parent that was never truly
addressed. Insecure attachments made in childhood may also affect later
life security and mental health, especially at a point of transition into
residential care, where people are then labelled as ‘needy. Losing the
protective other or one’s own caring role are also frequent themes in
work with older people.

Behavioural interventions

Interventions based on classical or operant conditioning may be use-
ful for people who are unable to respond to more verbal forms of
therapy. Psychologists working in residential or ward settings can use
observations to choose relevant reinforcers, and by using simple ABC
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(antecedent, behaviour, consequence) models can help staff to see that
people are not simply ‘attention seeking’ or ‘challenging’ but may be
responding to other people’s communications and behaviours. This
often takes the emotional ‘heat’ from a situation where someone is hard
to manage, and can provide a way for staff to develop less troubled inter-
actions with residents. The use of detailed functional analysis may also
enable people to regain skills for a period of time if tasks are broken
down into small enough component parts and backward chaining or
errorless learning techniques are used.

Cognitive behaviour therapy

CBT has the strongest evidence base of all models of therapy commonly
used with older people. Systematic modifications to CBT for working
with older people are described by James (2010) and Laidlaw and Knight
(2008). These models add to the basic CBT formulation the assessment
of health status, cohort effects, intergenerational linkages, and role
investment/transitions. Research has shown that better outcomes are
produced by taking time to develop a strong therapeutic relationship,
actively involving the person in therapy, developing achievable goals,
using rewarding homework, and recording tasks.

Additional modifications for working with older people include using
shorter sessions, repeating presentations of key information in more
than one modality (orally, verbally, visually), creatively reinforcing
understanding, and using a simpler communication style. The thera-
peutic process can also be consolidated by using scaffolding techniques
to build up questions, eliciting pleasant events, listing pros and cons,
and keeping simple diaries. As in physical health settings, clinicians may
sometimes struggle with the fact that some of the client’s negative auto-
matic thoughts seem to be realistic. Asking what is helpful/unhelpful
about the thought can, however, often lead to solutions for appropriate
behavioural change in the present.

James (2010) has also broadened the use of the CBT model to cover
people with physical health conditions and people with dementia. He
reinforces the importance of assessing the persons needs carefully,
since people in different cohorts will have different skills and abilities
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and require different adaptations to therapy. James further describes
the impact that continuing cognitive changes may have on engagement
in therapy, affecting interpersonal relationships, problem solving, and
abstract reasoning. Therapy should therefore be modified to support the
area of cognition affected. For example, knowing that someone has a
reduced attention span, and cannot retain verbally presented informa-
tion, should prompt the psychologist to present things visually and to
offer shorter, more frequent sessions.

Mindfulness techniques (Kabat Zinn, 1990) and acceptance and com-
mitment therapy (Hayes et al., 1999) can be additional powerful tech-
niques to use with older people, since their focus on the ‘here and now’
helps to avoid rumination on past failures. The techniques of working
alongside someone’s sadness and loss, asking them to recognize their
patterns of distress, learning to observe and accept their present state,
and develop the flexibility and control to work towards a preferred
future, can be particularly helpful when working with someone with
depression and physical health conditions, as well as with those facing
end-of-life issues.

Cognitive analytic therapy

Cognitive analytic therapy (CAT) provides people with an opportunity
to reflect on some of the repetitive unhelpful interpersonal patterns that
can develop over a lifetime, and this can be a helpful way for an older
person to see their situation in a different light (Hepple and Sutton,
2004). Reformulation letters, discussion of ‘exits’ (ways of developing
alternative relationship patterns), and goodbye letters are particularly
powerful in creating and sustaining emotional change engendered by
therapy. The clear, collaborative style of CAT can be particularly empow-
ering for the older person. Discussing behaviour in terms of reciprocal
roles is often helpful in couple or family interventions, and can also be
used in team settings, allowing teams to understand any unhelpful rela-
tional patterns that may be developing between the team and the older
person or their carers. CAT also provides a space to listen to people’s
stories and to encourage more insight and self-reflection. The approach
can be particularly helpful for more able clients wanting to understand
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more about their own distress, but who may for a variety of reasons not
want to work within CBT.

Interpersonal therapy

Interpersonal therapy (IPT) is a manualized intervention with a strong
psycho-educational aspect which can be helpful in the management of
recurrent depression in older people. The model attributes the onset of
depression to difficulties in transition (retirement, becoming a carer,
change in health or marital status), bereavement, conflict with others, or
to deficits/life-long difficulties in making and sustaining relationships.
A formulation is developed that focuses on interpersonal conflicts,
building on knowledge of the person’s social networks, and usually inte-
grating common themes of isolation and loneliness. Evidence suggests
that IPT is particularly acceptable as an approach to many older people,
having obvious face validity for them.

Systemic and indirect approaches

Working with older people frequently involves working with both the
family and wider social systems. Systemic approaches involve working
collaboratively to gather information, being curious, and using ques-
tions that are designed to help to shape the system around the older
person in a way that empowers them to regain control of their own lives.
Having information available from all family members about the com-
plexity of the situation gives a broader perspective, removing the pres-
sure of seeing the older person as the ‘problem.

Likewise, indirect approaches can be designed to influence those
who themselves influence the lives of the older person (including for-
mal organizations). The competencies of clinical leadership are highly
relevant at all stages; leadership is not exclusively the focus for some-
one with experience and seniority. Psychologists, including assistant
psychologists or graduate workers in a team, often have the greatest
knowledge about psychological wellbeing and can share their skills to
help psychological mindedness develop throughout a service. A core
part of the psychologist’s role is being available for informal case dis-
cussion, making suggestions or asking questions that might clarify a
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formulation, and helping to choose appropriate interventions. Work-
ing jointly with other professionals, psychologists can model sensi-
tive questioning styles and therapeutic approaches. Highlighting both
poor and good practice, and sharing it through case discussion at ward
rounds and in team meetings, helps to promote psychological aware-
ness in the team. Services can be improved by using both clinical and
academic knowledge to train, supervise, and support colleagues in
their work in this area. Finally, knowledge of research methods and
evaluation processes also can help the service to develop and plan ser-
vices systematically.

6.9 Working with people with dementia

Given demographic changes, dementia has progressively become more
visible and is now somewhat less stigmatized in an ageing society. The
Alzheimer’s Society estimates that one million people will be living with
dementia in the UK by 2020. Prevalence rates of 2-4% in the popula-
tion over 65 increase to 20% over the age of 85. However, only a third
of people are given a clear diagnosis, and this is traditionally done in
secondary care settings by neurologists, psychiatrists, or geriatricians.
More recently, memory clinics have been developed to provide a ‘one
stop shop’ for dementia assessment, treatment, rehabilitation, and sup-
port. More comprehensive services can also provide psychosocial sup-
port across the whole care pathway, from pre-diagnostic counselling to
post-diagnostic support and rehabilitation.

Changes in cognitive function can have profound effects on relation-
ships, social functioning, independence, and feelings of self-worth.
Issues that need to be recognized and discussed when planning for the
future include role changes, providing support for carers, the use and
efficacy of medications, the advisability of discontinuing work or driv-
ing, and the need to make arrangements about practical issues such as
housing, power of attorney, and living wills. Transparency is essential
when people are making choices about their futures and whilst they still
have the optimum level of capacity and self-efficacy.

Psychologists can provide support for those living with dementia
through all stages of the care pathway. Their breadth of skills can be
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applied (for example) in providing pre-diagnostic counselling, neu-
ropsychological assessment, planned behavioural interventions to ena-
ble skill retention, cognitive therapy for any accompanying depression,
systemic work to cope with role change and transition, marital or group
work, and a range of interventions designed to manage challenging
behaviour. Younger people with dementia may require particular sup-
port in family and work settings. For example, someone with dementia
in their 30s may be cared for by teenage children who risk losing their
own childhood and educational opportunities in the process, and the
whole family may need additional therapeutic input and support as a
consequence.

Group work approaches such as cognitive stimulation therapy (Spec-
tor et al., 2011) and reminiscence (Butler, 1963) can help people to retain
cognitive strengths, redevelop skills, and reduce their sense of isolation,
whilst providing shared support. Oral history projects and life-story
books have also helped family and formal carers to better understand the
person they are caring for. Additionally, psychologists may be involved
in developing more supportive communities within ward or residential
environments, thereby helping staft to meet the needs of people who
have severe dementia and who may otherwise find it difficult to express
preferences.

Although medication, in particular anti-psychotics, has tradition-
ally been used in hospitals and nursing homes to manage challenging
behaviour in dementia, psychologists have been at the forefront of those
seeking alternative psychosocial approaches. Challenging behaviour
can in fact be seen as a rational response, which is highly predictable
when people try to cope with situations that are incomprehensible or
threatening to them. Tom Kitwood (1997) has developed dementia care
mapping, a detailed observational approach nowadays often used in
residential settings, which trains staff to notice and respond, not only to
the positively demanding behaviours shown by some elderly residents
with dementia (aggression, shouting, spitting), but also to the nega-
tive ones (withdrawal and apathy). This approach has led to significant
improvements in care. James (2010) has also demonstrated better ways
of managing challenging behaviours through training care staff in the
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systematic use of functional analysis, and has suggested that monitor-
ing emotional responses in terms of Beck’s cognitive triad (for example
feeling hopeless about the self, the future, and the world) may be helpful
in understanding the responses of people with severe dementia to situa-
tions perceived to be threatening or distressing.

Concern about the loss of communication abilities in people with
profound dementia has also led to the development of therapies such
as multi-sensory stimulation and reciprocal intensive communication
techniques (Astell and Ellis, 2011). Positive responses from dementia
patients are rewarding for families and staff. Validation therapy also
highlights patients’ emotional needs, helping staff to understand what
patients might be communicating about the reality of their world, for
example their own need to care for others or to retain a parental role.

As anxiety and depression are both common in dementia, and as med-
ical treatments are not completely effective, further work needs to be
done on psychosocial interventions. The early evidence shows that CBT
can be an effective approach for many patients, while computerized CBT
for carers can offer a helpful home-based alternative to those who are
unable to leave their relatives to attend clinic-based sessions.

Working with carers is integral to working with dementia, although
some services make it rather difficult for carers to be referred in their
own right. One third are over 65 themselves, and three quarters of carers
have a greater level of distress than age-matched controls. Lack of well-
being is more closely correlated with perceived stress than number of
care-giving hours per se, and has a negative impact on the carer’s health
and immune system (Brodaty and Donkin, 2009). However, positive
aspects of caring are often also reported by carers, such as feeling useful,
fulfilled, and close to the person cared for.

6.10 What does the future hold for psychological
services for older people?

The evidence base for the work of clinical psychologists with older
adults is becoming well established. Nevertheless many older people
still receive a poor level of care, in marginalized services, from staft
with limited training. Ignoring the complex needs which may be part
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of the ageing process, and subsuming them into ‘all age’ services on the
mistaken assumption that this promotes age equality, is to discrimi-
nate against those who may be unable to make appropriate demands
for themselves. As health and social care boundaries change to meet
the social and financial pressures of caring for an ageing world, it is to
be hoped that older people will in future be supported in more holis-
tic systems. Clinical psychologists need to develop a greater knowl-
edge of health conditions and to develop more community-focused
approaches, as well as competence in arguing for improvements in pro-
vision. Technical innovations in neuro-imaging, together with more
sensitive neuro-psychological assessments, will undoubtedly improve
the understanding of brain functioning, but without understanding
the psychological impact of ageing on the person, and how they can
adapt positively to changes, this knowledge may be of limited benefit to
the individual. Clinical psychologists’ skills must therefore continue to
develop to meet the disparate and changing needs of older people. Key
areas for research will be working effectively with technical innovation
and with communities, improving standards in physical health settings
and in residential care, developing end-of-life care, and engaging more
effectively with minority groups.
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Chapter 7

Working with eating disorders

Hannah Turner

7.1 Introduction

Although public awareness of eating disorders has increased consid-
erably in recent years, many myths continue to surround these often
severely debilitating disorders. Commonly misconstrued as ‘a diet that
got out of hand, the concept of an eating disorder can leave many of
those involved feeling frustrated and perplexed, as they struggle to
understand what appears to be an extraordinary state of obsession with
food and weight. However, beneath this there often lies a story of insecu-
rity, anxiety, and fear. No one just wakes up one morning with an eating
disorder—rather these are complex illnesses that develop over time and
often as a result of multiple influences. The range of causative factors
can be diverse and may include genetic and biological factors, cultural
and social pressures, personality traits, and adverse life events. People
with eating disorders often experience intense feelings of inferiority and
worthlessness. The all-consuming nature of an eating disorder means
it invariably has a profound impact on sufferers’ lives, including their
education, employment, and social relationships, as well as on the lives
of partners, families, and friends.

Working in this field can be challenging, frustrating, and rewarding.
Challenging, because a range of issues need to be untangled; frustrat-
ing, because you can't make people change; and rewarding, because
when they do, you share in the development of a life less constrained
by food, and enhanced by freedom and choice. Clinicians and those
who have experienced an eating disorder agree that recovery is a multi-
dimensional concept that involves a range of areas, including reduction
of life-threatening consequences, cessation of weight-controlling behav-
iours, the development of a more positive opinion of on€’s appearance,
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and improvements in psychological, emotional, and social functioning
(Emanuelli et al., 2012). Working in this field is about actively engaging
with people. Through developing an alliance based on openness, hon-
esty, and trust, a clinical psychologist can offer support while the pro-
cess of exploration, understanding, and recovery begins. Throughout
this process, it is important to be mindful that responsibility for change
remains with individuals; our role being to empower those with whom
we work to take control of their lives and their recovery.

7.2 Definitions and key clinical features

The main Diagnostic and Statistical Manual of Mental Disorders
(DSM-V) diagnoses (American Psychiatric Association, 2013) and their
key characteristics are now described.

Anorexia nervosa

Behaviourally, anorexia nervosa is characterized by extreme dietary
restriction, such that individuals maintain a significantly low body
weight. Weight loss is commonly achieved through avoidance of ‘fatty
foods’ and dietary intake is often limited in the range of foods eaten.
A sub-group of patients will also engage in driven exercise, self-induced
vomiting, and/or laxative misuse. From a cognitive perspective, patients
often experience intense feelings of fatness, as well as extreme fears con-
cerning loss of control over eating and weight gain. These patients also
tend to evaluate themselves almost exclusively in terms of their weight,
shape, and ability to control food.

The pathway into an eating disorder can vary. For some, natural bodily
changes that accompany puberty or a negative weight/shape-related
comment may lead to a conscious decision to diet. For others, an episode
of physical illness with associated weight loss, such as glandular fever,
may lead to more intentional dieting. Commonly occurring in the con-
text of low self-worth, positive feedback regarding weight loss initially
serves to reinforce dieting behaviour and further weight loss. Patients
often report a sense of euphoria at being in control of their weight and
for some it brings feelings of success and a fleeting sense of superiority
at achieving something few in the general population can accomplish.
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As the illness develops, so food begins to permeate all areas of life
through its dominance of thoughts, feelings, and actions. Behaviours
around food become increasingly rigid and deceptive, and the range of
acceptable foods slowly diminishes. Cognitive rumination about weight
and shape becomes all-consuming and an increasing amount of time is
given to thinking about food. Over time, general functioning becomes
increasingly impaired, interest in other areas of life fades, and day-to-
day routine becomes characterized by social withdrawal and isolation.

It is widely recognized that individuals with anorexia nervosa tend to
be perfectionists. They may also present with obsessive-compulsive per-
sonality traits, often evident in a variety of rigid, ritualistic behaviours.
Difficulties identifying and managing emotions is also common and an
avoidant style of coping may predominate in everyday life.

Bulimia nervosa

Bulimia nervosa is characterized by two key features; first, recurrent epi-
sodes of binge eating, during which an objectively large amount of food
is consumed with associated loss of control; and second, compensatory
behaviours aimed towards the avoidance of weight gain. These may
include self-induced vomiting, misuse of laxatives or diuretics, exces-
sive exercise, dietary restriction, or, in the case of those with diabetes,
insulin misuse. As with anorexia nervosa, those with bulimia nervosa
tend to evaluate themselves almost exclusively on the basis of weight,
shape, and ability to control food.

Although most people with bulimia nervosa tend to fall within the
normal weight range, the illness is characterized by an initial period of
dieting. However, the extreme nature of this invariably leads to episodes
of binge eating. Plagued by fears of weight gain, some begin to use com-
pensatory behaviours, such as self-induced vomiting, in an attempt to
‘undo the damage’ caused by bingeing and over time a vicious cycle of
dietary restriction, bingeing, and purging develops. This cycle of behav-
iour invariably has a detrimental impact on other areas of functioning,
such as work and social relationships. People with bulimia nervosa tend
to ‘value’ their symptoms less, compared to those with anorexia nervosa,
and often binge and purge in secret. Feeling too guilty and ashamed of
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their condition to ask for help, many often live with their disorder for
years before seeking treatment.

Evidence suggests that a proportion of people with bulimia nervosa
have difficulty regulating their emotions, and for many, bingeing may
serve as a form of emotional regulation. A sub-group will also present
with co-morbid depression and/or borderline personality disorder, and
many of these will engage in a range of self-destructive behaviours, such
as cutting, overdosing, and substance misuse, the dominant behaviour
changing over time.

Binge eating disorder

The key feature of binge eating disorder (BED) is regular episodes of
binge eating. However, unlike those with bulimia nervosa, patients with
BED do not regularly engage in compensatory behaviours. Other key
characteristics include eating much more rapidly than normal, eating
until feeling uncomfortably full, and feeling disgusted with oneself after
over-eating.

Atypical eating disorders

Described as ‘atypical’ or ‘eating disorder not otherwise specified’
(EDNOS), this category consists of a number of sub-groups, a propor-
tion of which comprise all but one of the key features of anorexia ner-
vosa or bulimia nervosa. Other groups include those who chew and spit
food rather than swallowing it, and those who purge after eating a small
amount of food.

7.3 The issue of history and culture

Anorexia nervosa has a relatively long history, dating back to 1873,
when Lasegue published his seminal paper on ‘anorexic hysterique, a
condition in which patients presented with amenorrhoea, weight loss,
and restlessness. Although many of these symptoms are still recognized
today, key features have been shown to vary with time and place. Initial-
ly viewed as a ‘Western’ syndrome, there is now growing evidence that
anorexia nervosa can be found in diverse cultural settings, including
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Asia, South America, and Africa, although the exact incidence and prev-
alence remains unknown. The detail of the clinical picture also remains
unclear; for example, clinical accounts from non-Western countries
indicating that symptoms of weight phobia and body image disturbance
are absent in those presenting with sustained low body weight have led
some to suggest that the ‘weight phobia’ commonly associated with ano-
rexia nervosa may be culture specific.

By comparison, bulimia nervosa has much more recent roots.
Although an increasing number of case reports of bulimia nervosa-type
syndromes were published in the 1960s, this cluster of symptoms were
initially viewed within the context of anorexia nervosa. The psychiatrist
Gerald Russell is widely regarded as responsible for the identification
of the modern-day syndrome. In 1979 he published a case series of 30
patients presenting with what he described as ‘bulimia nervosa, the key
features of which remain central to the present diagnostic criteria. It is
most commonly seen in young females living in Western society. How-
ever, in the UK, Muslim Asian women have been identified as a particu-
larly ‘at risk’ group. Further detail regarding the history and culture of
eating disorders can be found in Fairburn and Brownell (2005).

7.4 How common are eating disorders?

Females are ten times more likely to be diagnosed with anorexia nervosa
than males. During their lifetime, 0.9-2.2% of females and 0.2-0.3% of
males will be diagnosed with anorexia nervosa. The rate at which new
cases occur has not changed over the past five decades, although the
incidence among adolescent girls may have increased a little. Bulimia
nervosa affects 1.5-2% of females and 0.5% of males. The incidence
increased rapidly in the 1980s but currently appears to be stable or has
even decreased slightly since the late 1990. Onset is usually in late teen-
age years, later than for anorexia nervosa, which tends to occur earlier
(most common age of onset is 15 years, range 9-24 years) (Birming-
ham and Treasure, 2010). The prevalence of EDNOS remains unclear,
although reports suggest it is the most common presentation seen in
clinical practice.
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7.5 Who is at risk of developing an eating disorder?

A number of risk factors have been identified. Some are general fac-
tors, such as being female and living in Western society, whilst others
are more specific, reflecting adverse early experiences such as childhood
sexual abuse or parental neglect. A number of risk factors have been
identified for bulimia nervosa, including early menarche and childhood
obesity, whilst a number of pre-morbid traits, such as perfectionism,
have been associated with the development of anorexia nervosa. A more
detailed summary can be found in a review by Fairburn and Harrison
(2003).

7.6 Eating disorders across the lifespan

Although typically associated with the young adult population, eating
disorders can present in varying forms across the lifespan, from young
children to older adults. Although bulimia nervosa is rare in children
under 14 years of age, when it does present, the clinical picture tends to
be the same as that found with later onset. In contrast, although the psy-
chological features associated with early-onset anorexia nervosa mirror
those seen in adults, children and younger adults may also present with
stunted growth or delayed puberty, and it is often parents or teachers
who raise initial concerns. For some, their illness may be an attempt to
arrest development linked with puberty, whilst for others it may consti-
tute a means of negotiating developmental tasks associated with adoles-
cence, such as separating from parents and developing an increasingly
independent identity.

A number of other types of childhood eating disturbance have also
been described in the literature, the most common being food avoid-
ance emotional disorder (FAED) and selective eating (Lask and Bryant-
Waugh, 2013). FAED is recognized as an emotional disorder in which
food avoidance constitutes the key presenting feature. Children with
FAED have a history of faddy eating and food restriction but fail to meet
the criteria for anorexia nervosa. In contrast, selective eating is a term
applied to those who eat only a very limited range of foods. Although
this group do not tend to cause concern in relation to physical health,
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as they get older they often experience difficulties in relation to social
situations (e.g. birthday parties) where they might be faced with having
to eat foods that are outside their limited range. Although a large per-
centage eventually grow out of selective eating, this disorder can become
increasingly problematic for those in whom it persists into adulthood.
More recently a new term to describe eating problems in children has
been proposed. Avoidant/restrictive food intake disorder (ARFID)
refers to eating or feeding disturbances that occur in the absence of
weight/shape concern and lead to persistent failure to meet appropri-
ate nutritional and/or energy needs. Such disturbances may include an
apparent lack of interest in eating or food; avoidance based on the sen-
sory characteristics of food; or concern about aversive consequences of
eating, for example choking.

In relation to later stages of life, eating disorders among middle-
aged and older adults are not always recognized and therefore may go
untreated. For those in their 40s and 50s, life events such as divorce,
grown children leaving home, and physical signs of ageing may leave
some feeling that life is increasingly out of control. For them, an eat-
ing disorder may serve to engender a sense of control over life and/or
represent an attempt to slow down realities of ageing. For older adults,
underlying factors are also likely to relate to life circumstances. Social
burden and financial strain, as well as the physical and cognitive abili-
ties required to prepare a meal, may all contribute to decreased food
intake among this group. Eating disorders for older people may also
serve as a protest against living conditions (e.g. a nursing home), an
attempt to get attention from family members, or reflect a lack of enthu-
siasm for life.

7.7 The setting for clinical work

Before describing how clinical psychologists might work within this
field it is important to outline the clinical context. Until the last few
decades of the twentieth century, anorexia nervosa was primarily man-
aged by physicians, with treatment principally comprising bed rest and
re-feeding on medical wards. This was followed by the development of
specialist units in which supportive nursing formed the cornerstone of
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treatment. Predominantly led by psychiatry, treatment programmes
were primarily based on behavioural principles, whereby weight gain
was rewarded with activities such as home leave. Inpatient units have
since moved towards a more holistic treatment ethos, with programmes
aiming to address underlying psychological issues, as well as eating dis-
order behaviours and physical health.

The past two decades have also seen a significant increase in the num-
ber of people treated on an outpatient basis, and treatment is now com-
monly delivered by specialist community eating disorder services. Such
services are also moving towards developing more intensive day care
programmes, aimed towards those who would otherwise require inpa-
tient admission.

7.8 The role of the clinical psychologist

Although eating disorders have serious medical consequences, psy-
chological interventions remain at the core of treatment options for the
majority. Clinical psychologists have a central role to play in the imple-
mentation and evaluation of evidence-based treatment. Hence clinical
psychologists work in all of the settings already described. For some,
the focus may be concerned with delivery and evaluation of individual
psychological therapy, whilst others may be more involved in setting up
day services, or providing individual and group therapies in an inpatient
setting. Clinical psychologists may also provide consultation and super-
vision to other professionals, including nursing staft, GPs, and other
mental health professionals working in the community. Senior psychol-
ogists are also likely to be involved in service planning and development,
and may well fulfil the role of service and clinical lead.

7.9 Additional knowledge and skills

Although medical responsibility for patients remains with medical prac-
titioners, clinical psychologists should have a basic understanding of the
physical complications associated with eating disorders (Birmingham
and Treasure, 2010), as well as a working knowledge of other physical
health conditions that sometimes present in the context of eating dis-
orders, such as chronic fatigue syndrome and type I diabetes mellitus.
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This can be invaluable when liaising with medical colleagues, although
it is important to be clear about the boundaries of expertise. Given that
a shared understanding is essential if a cohesive package of care is to
be delivered, it is imperative that clinical psychologists draw upon their
communication skills to articulate and communicate a clear and logi-
cal psychological formulation to all involved. The complex picture often
seen in clinical practice means it is not uncommon for professionals
within and between teams to be divided in their clinical opinion, and
such differences need to be contained and addressed if treatment is to
stand a chance of success. Given that clinical psychologists working in
eating disorders often form part of a multi-disciplinary team, it is also
essential that time is taken to develop an understanding of how other
colleagues work—this not only facilitates development of comprehen-
sive packages of care, but also provides a multitude of opportunities for
further learning.

7.10 Clinical assessment and formulation

People with eating difficulties often feel ashamed of their symptoms
and many are ambivalent about seeking treatment. Hence establishing
an effective alliance and developing a shared understanding are crucial
parts of the therapeutic process. When assessing people with eating dis-
orders it is important to cover psychological, social, and physical needs,
as well as assessment of risk to self and others. From this should emerge
a comprehensive personal history in which themes, patterns, and cur-
rent life situations can be understood, including the development of
self-identity, and the individual’s personal style in areas such as cop-
ing, emotional expression, and communication. The development and
course of the eating disorder should also be covered, including any his-
tory of dieting and/or eating disorders within the family. It can be addi-
tionally helpful to ask patients what functional role(s) they believe their
eating disorder serves. Examples of these roles are shown in Figure 7.1.
Alongside developing a thorough formulation and identifying treat-
ment goals, it is also important to consider medical risk, as this will fur-
ther inform therapeutic options. Although the assessment of physical
risk will involve liaison with medical colleagues, information relating to
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Communication: it gives me a voice
Self-punishment - for ~ I'm heard and noticed
being such a horrible T It takes me out of

person life when it gets too
\ / hard

Emotional expression
—an attempt to <«
express anger

that becomes
internalized on

the self /

It elicits care from others —
through illness | am loved

Increased sense of
—> control when life feels
out of control

eating disorder

i Safety —if I'm ill  don't
have to face the stress

When I'm ill | see more of ~ of everyday life

Dad, and Mum is OK with this

Fig. 7.1 The possible functional roles of an eating disorder.

height and weight, menstrual status, blood potassium level, and other
physical diagnoses, such as diabetes, should all be obtained, usually
from other members of the treating team.

7.11 Approaches to treatment

The last decade has seen a steady increase in the range of psychological
therapies developed and applied to the treatment of eating disorders.
Some of the key interventions and their application to eating disorders
are outlined below.

Transdiagnostic cognitive-behaviour therapy (CBT)

Over the past 10 years CBT for eating disorders has moved away from
being diagnosis specific, instead focusing more on core cognitions that
are common to patients regardless of diagnosis. Such ‘transdiganos-
tic models allow for a better understanding of how physiology (e.g.
the effects of starvation), cognitions (e.g. extreme fear of uncontrolled
weight gain), behaviours (e.g. dietary restriction), and emotions (e.g.
anxiety) all serve to maintain the illness, as well as identifying general
antecedents, such as core low self-esteem.

Emily was a 23-year-old trainee accountant who lived with her partner.
At assessment she described being obsessed with food. She tried to restrict
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her intake to 700 calories a day through avoiding ‘high’ fat foods, but
this led to episodes of binge eating. Driven by an intense fear of weight
gain, Emily routinely made herself sick. Whilst this made her feel better
in the short term, in the longer term it made her feel worse. She felt emo-
tionally and physically drained; her mood and self-esteem were low and
her behaviours were beginning to have a negative impact on her social
relationships. Emily explained that recently she had also noticed herself
bingeing when she was upset. Emily reported feeling fat and disgusting
most days, commenting that if only she were thinner she would feel bet-
ter about herself and life would be OK. Drawing upon a transdiagnostic
cognitive model, it was hypothesized that Emily evaluated her self-worth
almost exclusively on the basis of her weight and shape. This in turn
drove strict dieting and rules around eating that reflected dysfunctional
styles of reasoning as well as disturbances in information processing, such
as black-and-white thinking, over-generalization, and errors of attribu-
tion (e.g. foods can only be ‘good’ or ‘bad’; ‘I must restrict my intake to
700 calories a day’; ‘I mustn’t eat after 6 pm’). Emily’s dietary rules were
unattainable and increased her vulnerability to bingeing in two ways:
first, they made her feel hungry, a powerful physiological trigger; and sec-
ond, the beliefs she held about food meant that even minor transgressions
were viewed as catastrophic and grounds for abandoning the rule and
then bingeing. Such transgressions not only promoted further concern
about weight and shape, but also left Emily feeling increasingly nega-
tive about herself. It was further identified that Emily’s binges sometimes
served as a form of emotional release, often triggered by arguments with
her partner.

During the initial stage of treatment the CBT model was explained
and therapeutic goals agreed. The therapist worked collaboratively with
Emily to develop the formulation. Emily was encouraged to normalize
her dietary intake, reduce her eating disorder behaviours, and challenge
her dysfunctional beliefs about food, eating, and weight. This involved
drawing on psycho-educational material, completing food diaries, and
weekly weighing, as well as using well-established CBT techniques, such
as exposure and behavioural experiments. The overall aim of this was
to reduce dietary restriction, normalize dietary intake (including regular
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carbohydrate intake), and reduce associated anxiety. The therapist sup-
ported Emily through meeting with her weekly, and she gradually began
to feel more in control of her eating, to reduce her bingeing and vomiting,
and to increase the variety and quantity of foods she could eat. Emily
progressively learned that these changes did not lead her to gain weight
uncontrollably. Following this, treatment moved on to address prompts
for residual bingeing, which were often linked to difficult emotions trig-
gered by interpersonal difficulties. Through exploring these areas, Emily
was able to begin to develop alternative coping strategies, as well as to
challenge the central importance of weight and shape. In the final stage of
treatment Emily was encouraged to practise the techniques learned, her
concerns about ending treatment were discussed, and a relapse preven-
tion plan was agreed.

CBT is an active therapy and patients are encouraged to complete col-
laboratively agreed homework tasks between sessions. It is important
that any therapy-interfering behaviours, such as not completing home-
work tasks or irregular attendance, are addressed, as these could have a
negative impact on the effectiveness of treatment.

Cognitive analytic therapy (CAT)

Over the past 10 years CAT has become more widely used in the treat-
ment of eating disorders, particularly anorexia nervosa. When applied
in practice the initial task is to support the patient to identify their prob-
lem behaviours, which are likely to be linked to their eating disorder (e.g.
dietary restriction, self-induced vomiting). The therapist then supports
the patient to identify problematic patterns of relating, and the effect
these patterns might have on relationships and other areas of life, which
in turn may serve to maintain the eating disorder. In the early stages
of therapy, the therapist takes a detailed history of early life experienc-
es, including the development of the eating disorder, and the patient
completes the Psychotherapy File, a tool that lists commonly occurring
interpersonal difficulties. The patient is then invited to consider their
current situation, and list patterns of thoughts, feelings, and behaviours
that may be serving to keep them stuck in their illness. A reformula-
tion letter describing key eating disorder behaviours and problematic
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interpersonal relationships is written to the patient. In it, clear links
between past and present are made, and goals for change are suggested.
Patients are subsequently encouraged to recognize when they are re-
enacting past relationship patterns. It is through this process of refor-
mulation and recognition that a therapeutic alliance is formed, and this
forms the vehicle through which the therapist and patient work together
to develop ways of revising problematic relationship patterns, which in
turn allows the patient to give up their eating disorder.

Interpersonal psychotherapy (IPT)

IPT is a time-limited, goal-focused treatment that targets interpersonal
problems. Within an IPT framework, it is assumed that eating disor-
ders develop in a social and interpersonal context, the maintenance of
the disorder and response to therapy all being influenced by interper-
sonal relationships between the patient and those around them. The
primary aim of therapy is to alter the problematic interpersonal pat-
terns and life situations in which the eating disorder is developed and
maintained. This is achieved through the resolution of problems within
four possible domains: grief, interpersonal deficits, interpersonal role
disputes, and role transition. An interpersonal inventory is conducted,
which includes a review of the patient’s past/current close relation-
ships and social functioning, along with a chronological timeline of
significant life events, changes in mood and self-esteem, interpersonal
relationships, and eating disorder symptoms. The therapist then makes
connections between life experiences and the eating disorder symp-
toms, the aim being to link the eating disorder with one of the four
interpersonal domains. Although patients’ accounts may fit into several
problem areas, one or at most two problem areas must be agreed as
the focus for therapy. The therapist then draws on a range of strategies
specific to that problem area. Towards the end of therapy the patient
is encouraged to describe specific changes to their eating behaviours.
Termination issues are addressed and a relapse prevent plan agreed.
Throughout therapy the focus remains on the interpersonal context of
the patient’s life, rather than the eating disorder or related behaviours
and cognitions.
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Working with families

In the last 10-15 years the evidence base for the effectiveness of fam-
ily therapy in the treatment of adolescent anorexia nervosa has stead-
ily increased. Historically anorexia nervosa was viewed in the context
of dysfunctional family interactions; however, recent writings have
emphasized the importance of understanding how the family environ-
ment changes in its attempts to cope with the arrival of a chronic ill-
ness; a process that invariably culminates in the illness taking centre
stage. Family therapy is therefore now less concerned with untangling
causal dynamics, focusing instead on supporting families to generate
solutions that will help them negotiate the transitional stages inherent
in normal family life, and enabling them to play an active role in sup-
porting recovery. There is anecdotal evidence to suggest that systemic
therapy may constitute a useful intervention in the treatment of adults
with eating disorders, and as such this forms an important avenue for
further research.

Working in an inpatient setting

Intense interpersonal dynamics, competition between patients, and high
levels of emotion can all make the inpatient setting a difficult place to be
for both patients and staff. Many clinical psychologists work in inpatient
settings, and key roles may include providing advice on implementing
psychological interventions or behavioural programmes, and providing
individual therapy for patients. The psychologist may also be involved in
providing supervision and support to unit staff responsible for day-to-
day care. This can take the form of group sessions, the aim being to sup-
port staff through helping them to understand team dynamics as well
as their own reactions towards patients. The potential for staft splitting,
for example where one staff member may be erroneously informed by
a patient that another member of staff has made a particular decision,
makes team time an essential part of any inpatient service.

7.12 Supervision and team-work issues

Working in eating disorders can be anxiety provoking and draining,
and thus a space for regular clinical supervision is essential. Clinical
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psychologists are often involved in providing supervision for others and
they can play a useful role in mapping team issues, which can help team
members understand the potentially destructive dynamics frequently
enacted in eating disorder teams, which can mirror those seen in the
families of the patients treated.

7.13 Ethical issues

Anorexia nervosa has the highest mortality rate of any psychiatric illness
and although a proportion of those avoiding therapy can be engaged
through a genuine alliance, there remains a minority of patients who
refuse to engage in treatment despite their physical health becom-
ing seriously endangered. For this group, it may be necessary to con-
sider compulsory treatment under the Mental Health Act. Whilst some
authors argue that compulsory treatment forms a breach of autonomy
and human rights, others remind us that for some patients this forms a
necessary and essential part of recovery. For those locked deep in their
illness, compulsory treatment can be viewed as an act of compassion, in
which professionals realize the seriousness of the situation and are will-
ing to enforce intensive support. In some cases compulsory treatment
can be met with a sense of relief by patients and their families, who can
temporarily hand over responsibility to health care professionals.

7.14 Conclusion

The past 20 years have seen a significant development in both the provision
of specialist services for people with eating disorders and the development
of psychological therapies. Consequently, the contribution of clinical psy-
chologists continues to develop and expand. Alongside our professional
colleagues we have a key role to play, not only in advancing treatment
and knowledge, but also in influencing the commissioning, provision, and
development of services. Although often challenging, eating disorders can
be a richly rewarding and varied field within which to work.
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Chapter 8

Working with people
with intellectual disabilities

Steve Carnaby

8.1 Case example: Patrick

The duty phone rang in the community team office. Patrick’s keyworker
was concerned, as Patrick had once again presented at the local hospital’s
Accident and Emergency department, insisting that a member of staff had
hit him and that his family were taking his money. Patrick’s safeguard-
ing plan was put into action and the usual checks carried out to estab-
lish what had happened. As had taken place many times before, Patrick’s
allegations were not substantiated—the member of staff named was not
on duty that day and his family were away on holiday—but the clinical
psychologist arranged to meet with Patrick to see what he was really ‘say-
ing’ behind the allegations. Their on-going work together had revealed a
pattern of Patrick feeling unloved when his family went away without
him, and unwanted when he felt that staff were giving more attention to
other tenants in the housing project where he lived.

Patrick and the clinical psychologist wrote letters together, one to Pat-
rick’s family and one to the staff team, explaining how he felt and telling
them how he would prefer to be more involved in what happens around
him in the future. They agreed to ask everyone to meet together so that
Patrick could hear what everybody thought of his letters and to draw up a
plan setting out some principles aimed at helping Patrick feel he has more
influence over how he is supported in future.

PatricKk’s story is an example of the rich and varied work carried out by
psychologists working with people with intellectual disabilities. Patrick
is a young man who struggles to balance the feelings he has for his fam-
ily with the attachments he has formed with staff supporting him in the
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flat where he lives. As someone with intellectual disabilities, he has dif-
ficulties with managing his emotions and often needs others to help him
make sense of the world around him. He has low self-esteem rooted in
being bullied as a child, and also finds it hard to wait for the help he
needs. When all of these factors come together at times of stress, Patrick
turns to find help where he knows it will be guaranteed: the emergency
services. In this way, Patrick ‘shows’ others his psychological problems
and difficulties through his behaviour, since he is unable to articulate
them with words.

The clinical psychologist in this example worked individually with Pat-
rick, but also worked with those in the wider context of his life (family
and support staff), always operating within local statutory safeguarding
procedures and also liaising with staff from the hospital where Patrick
presented. The need for clinical psychologists in the field of intellectual
disabilities to adopt this multi-dimensional approach to their work is a
main theme of this chapter.

8.2 Definitions and terminology

The language used to describe people with intellectual disabilities has
changed many times over the years, including ‘mental handicap’ and
‘mental retardation; the latter still being used in the USA. Historically,
terms originating in the scientific community later became forms of
abuse in everyday use. For example, ‘cretin), ‘spastic, and ‘mongol’ were
once used as legitimate descriptors by the medical profession and reg-
ularly appeared in case notes but are now of course unacceptable and
extremely pejorative.

The term ‘intellectual disability’ has been used in this chapter, as it is
now the commonly adopted language in the international literature to
describe what in the UK is known as learning disability. Using ‘intel-
lectual disability’ avoids the confusion between learning difficulties
(e.g. dyslexia or dyscalculia—where an individual has difficulties with
literacy and numeracy, respectively) and learning disabilities, where
the individual experiences significant impairments in both intellectual
functioning or cognition (e.g. understanding, concentration, memory
skills, and reasoning) and social functioning (i.e. coping skills and skills
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of everyday living). Both of these significant impairments need to have
been present in childhood for a diagnosis of intellectual disability to be
confirmed.

Clinical psychologists can establish whether or not an individual has
intellectual disabilities by carrying out an assessment comprising three
main parts:

1 Cognitive impairment

In cognitive terms, the scientific community defines significant
impairment as being two standard deviations from the average meas-
ure of intelligence across the population (IQ = 100), which amounts
to an IQ of 70 or below. One categorization system, the International
Classification of Diseases, has divided the population of people with
intellectual disability into those with mild, moderate, severe, and
profound disabilities. Cognitive ability is assessed using batteries of
tests, usually administered by clinical psychologists trained in their
use, such as the Wechsler Adult Intelligence Scale (4th edition).

2 Impairment of social functioning

Daily life is explored using interview-style assessments, usually car-
ried out with the individual with intellectual disabilities but also with
people who know them well, often a close relative or a member of
staff providing direct support on a regular basis. Clinical psycholo-
gists use their clinical interviewing skills and experience to elicit
information to help complete standard assessment tools such as the
Adaptive Behaviour Assessment System (2nd edition).

3 Presence in childhood

Here the clinical psychologist is looking for evidence that the dif-
ficulties the individual is experiencing had their roots in their early
years. Informants who know the individual well and can give as
much detail as possible about his or her childhood are asked ques-
tions about developmental milestones (e.g. walking, talking, eating
and drinking), early social interaction, and relationships. This can be
a difficult part of the assessment, as it can bring up many emotion-
laden memories for all concerned and can be a challenge for older
parents and carers to remember details from the past.
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8.3 Causes of intellectual disabilities

The causes of intellectual disabilities can be divided into the three main
groups: pre-natal factors (occurring before birth, such as Down syn-
drome and other genetic syndromes); peri-natal factors (occurring
during pregnancy or labour itself, such as disabilities resulting from
toxoplasmosis, asphyxia, or premature birth); and post-natal factors
(including environmental factors such as malnutrition or being dropped
or physically abused as a baby).

8.4 Prevalence of intellectual disabilities

According to the British Institute of Learning Disabilities (BILD), it
would be predicted that about 2.5% of the population would have intel-
lectual disabilities. Figures show, however, that prevalence seems to be
lower than this—about 1-2%, giving a total of between 602,000 and
1,204,000 people in a UK population of 60.2 million. BILD attempts to
explain this difference by suggesting that not all cases of people with
mild learning disabilities are identified, since a number are unknown to
statutory services.

8.5 Service settings and context

As in many countries worldwide, UK clinical psychologists specializing
in working with people with intellectual disabilities typically work in an
integrated team of health and social care professionals, often referred to
as a Community Learning Disability Team. Team members will usually
include occupational therapists, speech and language therapists, learning
disability nurses, physiotherapists, psychiatrists, and social workers. Other
clinical psychologists might work in specialist hospitals or forensic servic-
es for people with intellectual disabilities. The work itself could take place
in the individual's home (they might live with their family or hold a ten-
ancy), a registered care home, an inpatient setting, or a GP practice. Clini-
cal psychologists working in other settings (e.g. mental health settings,
health psychology settings, older people’s services, and physical disability
settings) are also likely to come into contact with people with intellectual
disabilities, particularly individuals who are more cognitively able.
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Governments in many countries including the UK have set out rec-
ommendations for how people with intellectual disabilities should be
supported in the community. In England, the White Papers Valuing
People (Department of Health, 2001) and its updated version Valuing
People Now (Department of Health, 2009) set out a clear agenda for
those leading services, stating that there should be four main corner-
stones for achieving quality: offering choice, empowering people who
use services, aiming to increase the independence of individuals with
intellectual disabilities, and ensuring that people are enabled to exer-
cise their rights. The overarching aim is that people with intellectual dis-
abilities live socially inclusive lives in the community. Similar guidance
has been published in Wales (Fulfilling the Promises, Learning Disability
Advisory Group, 2001), Scotland (The Same as You? Scottish Govern-
ment, 2000), and Northern Ireland (Equal Lives, Department of Health,
Social Services and Public Safety, 2005). The emphasis is on people with
intellectual disabilities being supported to live rewarding and fulfilling
lives as citizens in the community, in the same way as those without
disabilities.

The British White Papers state clearly that people with intellectual dis-
abilities should be supported in services that are led by the social care
model. This means that people with intellectual disabilities are seen as
primarily having needs of a social nature (e.g. housing, support with eve-
ryday living). This contrasts sharply with the historical view of medical-
izing and pathologizing people with intellectual disabilities, with their
care and support once being provided in large hospitals by nursing and
medical staff away from mainstream community life. Current thinking
is underpinned by a strong adherence to the concept of social inclusion:
it is expected that people with intellectual disabilities will access health
care services to meet their health needs in the same way as any other
citizen, rather than having to rely on ‘specialist’ services.

Nevertheless, following a series of very public scandals in primary
health care settings in recent years, there has been widespread acknowl-
edgement of the importance of ensuring that health services make ‘rea-
sonable adjustments’ in order to ensure that people with intellectual
disabilities are able to access appropriate health care. For example, the
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publication in the UK of Death by Indifference (Mencap, 2007) and the
subsequent Michael Report (2008) in particular highlighted inadequa-
cies within health care systems and called for urgent change to avoid
people with intellectual disabilities being harmed when in hospital due
to inappropriate services.

8.6 Case example: Sunita

Sunita has severe intellectual disabilities and autism. This means that she
finds it difficult to wait, particularly in strange or unusual surroundings,
and becomes very anxious if her usual routines are interrupted. She has
limited communication skills and uses a Communication Passport devel-
oped by her speech and language therapist to make her needs known to
others. The staff supporting Sunita have worked with her clinical psychol-
ogist and the manager of the GP practice to make reasonable adjustments
to what is provided when Sunita goes to see her GP. The GP reception-
ist ensures that Sunita is offered the very first double appointment; this
gives her more time to communicate her needs to the GP and the waiting
room will be empty. Any recommendations or treatment is added to her
Health Action Plan, which provides an overview of Sunita’s health and
wellbeing.

On the recommendation of her clinical psychologist, Sunita makes sev-
eral visits to the surgery before her first appointment to get used to the
lighting, the smells, and the physical feel of the building. Her consultation
with the GP is therefore more productive and helpful than it might have
been otherwise.

8.7 Presenting problems and difficulties

Research suggests that people with intellectual disabilities are more
likely than people without intellectual disabilities to have poor physi-
cal and mental health. There can be a number of reasons for this, some
of which are linked to the particular cause of the intellectual disability
(e.g. self-injurious behaviour in Lesch-Nyan syndrome, or overeating in
Prader-Willi syndrome). Other reasons may be related to an individual’s
lifestyle (e.g. emotional difficulties related to relationships with support
staff or other tenants with intellectual disabilities), and yet others may
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result from the ways in which people with intellectual disability are still
perceived and stigmatized by the wider society (e.g. low mood resulting
from physical and sexual abuse, low self-esteem, and bullying).

Diagnosing mental illness can be a difficult task in the field of intel-
lectual disabilities. Psychiatrists and psychologists have become more
skilled in recognizing the different ways in which mental health prob-
lems such as anxiety, depression, and psychosis can present in people
with intellectual disabilities, who might not be able to use language to
describe their experiences to others. There can still, however, be risks
of both diagnostic overshadowing (where symptoms are explained as
being ‘part’ of an individual’s disability) or indeed undershadowing—
where psychiatric disorders are diagnosed as a result of misinterpreting
the ways in which the individual communicates or behaves, and attrib-
uting it to mental illness.

Clinical psychologists are often asked to provide advice and support
for people with behavioural problems. Behaviour is described as ‘chal-
lenging’ when it threatens to exclude the individual from community
life, and leads to their support becoming more restrictive. Challenging
behaviour is always seen as having a communicative function, and func-
tional analysis is commonly used to establish what the person is trying
to convey through their behaviour.

Functional analysis is a method used to establish the function that a
particular behaviour serves for an individual by gathering information
about its nature, frequency, and duration, and about events before, dur-
ing, and after the behaviour occurs. This information is then analysed
within the wider context of the individual’s personal history and cur-
rent lifestyle. Functional analysis might reveal that internal factors such
as pain, or external, environmental factors such as noise, lighting, or
heat are causing the individual to present with the behaviour of concern.
Equally, it could suggest that the behaviour is linked to aspects of how
the person is being supported, or lifestyle events such as a bereavement
or loss, or changes in structure and routine—or a combination of all of
these. Understanding the function that the behaviour serves from the
individual’s perspective enables the clinical psychologist to work togeth-
er with family and staff to design helpful interventions.
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8.8 Case example: Phil

Staff supporting Phil are worried—he has been smearing faeces on the
bathroom wall, a new behaviour, and it is jeopardizing his relationships
with other tenants as well as the tenancy itself. Careful assessment from
the clinical psychologist reveals a range of recent changes in Phil’s life: his
long-standing keyworker has just retired, one of his friends has stopped
going to the employment project that he attends, and Phil’s elderly mother
is now only able to visit once a month instead of every week. The sup-
port team and Phil are encouraged to make a life story book together,
where photos and memorabilia can be collected and assembled to help
Phil make better sense of his past, present, and future. With the book used
and updated regularly, Phil starts to appear calmer and less anxious; the
smearing decreases and eventually stops.

8.9 Applying psychological models when working with
people with intellectual disabilities

Clinical work in the field of intellectual disability varies according to the
abilities of the individual, and can be either direct or indirect.

Direct work with individuals

The research base for direct clinical interventions with people with intel-
lectual disabilities is still comparatively small compared with that sup-
porting the use of direct therapeutic work with other populations. The
reasons for this are likely to be manifold, but include methodological
difficulties in carrying out clinical trials, the heterogeneity of the popu-
lation in question, and the need to adapt clinical interventions in order
to make them accessible for people with intellectual disabilities. In addi-
tion, historically there has been the phenomenon of ‘therapeutic dis-
dain’ whereby assumptions have been made that people with intellectual
disabilities are not able to benefit from clinical interventions—or even
worse, are not deserving of the effort. Unsurprisingly, such discrimina-
tion has meant that historically the field of intellectual disability had
been a relatively unpopular choice for clinical psychologists who may
have been more interested in promoting quick therapeutic change.
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However, this situation has changed in recent years, and enthusiasm
for working with people with intellectual disabilities has grown signifi-
cantly. There is now greater recognition that this area of work is exciting,
challenging, enriching, and rewarding, and that it demands great com-
mitment and creativity from clinicians. The evidence base is growing
fast and there is now a significant literature supporting the use of the
main psychological models with people with intellectual disabilities.

There are nonetheless some general issues to be borne in mind when
working therapeutically with people with intellectual disabilities,
including the following:

+ Adaptation: people with intellectual disabilities are likely to have dif-
ficulties with memory, concentration, and attention, and often find it
hard to understand abstract ideas (i.e. conversation that is not about
the ‘here and now’). It is unlikely therefore that a strict manualized
approached to delivering therapy will be successful, or one that is
simply transferred from models applicable to other populations.
Thought needs to be given to the length and frequency of sessions,
the location of the work, the use of language and communication,
and the importance of using ideas and examples that are familiar to
the individual. There also needs to be more flexibility with regard to
the ways in which sessions are conducted.

+ Rapport: therapeutic alliances are essential for all clinical interven-
tions, but when working with people with intellectual disabilities,
building and maintaining the alliance requires careful consideration.
More time than is usually spent when working with other popula-
tions may be needed in order to build a relationship within which the
work can be carried out.

» Working with others: in order for any therapeutic gains to translate
into everyday life, therapists may need to involve other people in the
individual’s network. This might take the form of a relative or staff
member attending some sessions, or holding a meeting at the begin-
ning and end of treatment to agree with the individual and/or carers
and family the support required in order to carry out homework or
to practise new strategies. This needs to be handled sensitively, as
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people with intellectual disabilities often have low self-esteem and
might find it hard to disagree with the proposal that somebody else is
involved in the therapy. The approach to confidentiality and agree-
ing with the individual what can and cannot be shared also needs
very careful attention.

» Boundaries and attachment: whilst the expectations around the use
of the therapeutic space and function of the therapeutic relationship
might be explained very clearly, individuals with intellectual dis-
abilities may sometimes still present interpersonal boundary issues
and may form inappropriate attachments to their therapists. This
can of course occur with all clinical populations. However, here the
context is somewhat different in that many people with intellectual
disabilities have very poor or non-existent social networks, and so
the sudden introduction of a regular 1:1 time where they are given
undivided attention can be experienced as unusually emotional and
intense. Clinical psychologists normally use their supervision to
reflect on these situations, in order to devise sensitive and appropri-
ate, boundaried interventions.

 Thinking developmentally: in response to the infantalization of peo-
ple with intellectual disabilities that was prevalent in the institutional
models of care dominating the 20th century, community-based sup-
port for adults with intellectual disabilities rightly emphasizes the
importance of respect and treating individuals as adults. It is essen-
tial, however, to balance age-appropriateness with thinking about
the individual developmentally, i.e. considering where their current
level of skills and functioning lie on a developmental continuum, in
order to make the best assessment of their behavioural and psycho-
logical difficulties, and to offer the most helpful intervention. This
is particularly important when working with people with profound
intellectual disabilities, who by definition are functioning at the very
early stages of development and in some cases may not yet have
developed communicative intent.

Some main approaches to individual therapy are now discussed in
more detail.
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CBT and people with intellectual disabilities

People with intellectual disabilities may struggle to identify their
thoughts, feelings, and physical sensations, and so carrying out CBT can
require a significant amount of psycho-educational input. People with
mild intellectual disabilities are the most likely to benefit from CBT and
the research literature supports this (see Willner, 2009, for an overview).
The clinical psychologist may use a variety of media (e.g. photos, draw-
ings, clips from TV soap operas) to help the individual identify emo-
tions. These same resources can be used to agree strategies that can be
practised outside of therapy sessions. Creativity will also be required
when asking the individual with intellectual disabilities to keep a mood
or thought diary.

A recent development in parts of the UK is to offer CBT for anxie-
ty or depression to people with intellectual disabilities within existing
IAPT (Improving Access to Psychological Therapies) services. Working
inclusively and in the spirit of Valuing People Now, IAPT therapists may
themselves be offered specialist training and support in order to help
them make reasonable adjustments to their work, so that they can better
meet the needs of people with intellectual disabilities, as well as of those
with autistic spectrum conditions. This may also enable specialist com-
munity teams to work with individuals with more severe intellectual
disabilities who might not otherwise be able to access talking therapies.

Psychodynamic approaches to working with people
with intellectual disabilities
Early development and experience are undoubtedly affected by the pres-
ence of intellectual disabilities, and whilst intellectually disabled people
may historically have been excluded from psychodynamic psychother-
apy, there is growing evidence of the positive effects of working psy-
chodynamically with people from this population (see report from the
Royal College of Psychiatrists, 2004, for a helpful overview).
Psychodynamic work attempts to address not only common men-
tal health problems in this group, but also specific issues relating to
the disability itself. Indeed, these concerns may be the main focus of
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therapy—for example, perhaps exploring the ways in which the individ-
ual feels about being perceived by others as a ‘disabled’ person, and using
the therapeutic relationship as a means for doing this. The challenge
for clinical psychologists working psychodynamically is to modify the
delivery of therapy in order to accommodate differences in intellectual
ability. This may require alteration of both the content and the process
of therapy, since psychotherapists adhering too rigidly to conventional
models of psychotherapy may risk excluding clients with intellectual
disabilities. It is generally recognized that post-qualification training
and supervision from experienced clinicians are required in order to
meet this challenge effectively.

Systemic approaches to working with people

with intellectual disabilities

Individual systemic psychotherapy with people with intellectual dis-
abilities focuses on the context of the presenting difficulties, and is
concerned with the patterns and connections made between different
elements of an individual’s system or network, rather than with the
behaviour, thoughts, or feelings of the individual. Clinical psycholo-
gists working systemically have described this approach through a
number of case studies of systemic applications, often illustrating the
use of narrative work, whereby individuals with intellectual disabili-
ties are supported to explore the meaning of dominant narratives in
their lives and to consider their helpfulness or unhelpfulness. This
can then encourage a ‘thickening’ of positive, constructive narratives
that provide a way forward, and a ‘re-scripting’ of the person’s view of
themselves, their network, and the world in general. Family therapy
can also be offered to people with intellectual disabilities and their
families, for example to address differences of opinion within a family
about whether the individual with disabilities is able to live alone or
have a partner. Research and professional debate in this area contin-
ues to explore innovative ways of ensuring that the disabled individ-
ual is meaningfully involved. For an overview of systemic approaches
to working with people with intellectual disabilities, see Baum and
Lynggaard (2006).
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Indirect work

This refers to work carried out about the individual that does not involve
them directly, usually because the individual does not have the cogni-
tive ability or capacity to engage in direct therapeutic work themselves.
The clinical psychologist may meet with key members of the individ-
ual’s network (e.g. support staff, family, and other involved clinicians
or practitioners) and provide advice or guidance around a presenting
problem or difficulty. Clinical psychologists new to the field of intel-
lectual disability can find this aspect of the work ethically challenging,
as the individual with disabilities is often unaware that this work is
taking place. This is almost always because the individual concerned
lacks the capacity to consent to intervention or lacks insight into their
difficulties, so that the indirect work is therefore carried out in their
Best Interests (in the UK this is described fully in the Mental Capac-
ity Act 2005; see also Chapter 9 of this text). In order to be deemed to
have capacity to consent to treatment, an individual normally needs to
demonstrate the ability to:

+ understand and retain information about the treatment;
+ weigh up the pros and cons of having that treatment; and

+ communicate their decision about whether or not to have the treat-
ment to others.

Indirect work often requires careful initial discussion with those most
concerned about the presenting problem, in order to establish the nature
of the concern and the meaning currently given to what is happening
by those closest to the individual with intellectual disabilities. This dis-
cussion might then reveal a need to gather more information about
what is happening and the context around it—a functional analysis of
challenging behaviours is typically carried out in this situation. Once
the information has been gathered and analysed, the network can then
reconvene and discuss the findings, and the psychologist can encourage
consensus about the nature of the intervention required.

Specific systemic techniques can be employed as part of a consultation
model, whereby the clinical psychologist takes a ‘curious, non-expert
stance which encourages the behaviours of concern, or problems, to be
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seen as symptomatic of difficulties within the system or network, rather
being seen as intrinsic to the individual per se. This approach can be
immensely empowering for all concerned, avoids a blaming attitude
towards the individual with intellectual disabilities, and promotes a
collaborative approach to agreeing solutions and strategies for moving
forward.

Indirect work can also take the form of training and teaching oth-
ers, and clinical psychologists in the field of intellectual disabilities often
develop special interests in key areas such as autism, parenting, offend-
ing behaviour, or dementia.

8.10 Overview of the work of clinical psychologists
with people with intellectual disabilities

People with intellectual disabilities form a highly heterogeneous popu-
lation and, as a result, clinical psychologists are required to work flexibly
across a range of different modes of service delivery. The main features
of the role are now described.

Assessment

Assessment is an important aspect of clinical psychologists’ work across
all populations, but in the field of intellectual disability psychologists
may also be specifically required to carry out psychometric assess-
ments to establish whether or not an individual has an intellectual dis-
ability and meets criteria for specialist services. These assessments can
be done with any adult where there is speculation about the individu-
al’s cognitive abilities. There are also a number of specific programmes
aimed at school leavers who have been identified as having difficulties
with learning, and who might meet criteria for adult intellectual dis-
ability services.

Another key area for clinical psychologists is dementia. People with
Down syndrome are at a higher risk than others of developing Alz-
heimer’s disease, and routinized screening has become common prac-
tice. Assessments establish a level of baseline functioning and regular
follow-ups can then track the course of any deterioration observed, so
that interventions and support can be recommended.



8.10 OVERVIEW OF THE WORK OF CLINICAL PSYCHOLOGISTS

Range of direct and indirect therapeutic work

It is important to note the wide range of issues and concerns that must
be addressed in all types of therapeutic work, that require the psychol-
ogist to join” an individual and their network in their understanding
and interpretation of a given problem, in order to offer effective sup-
port. Within the course of one day, a clinical psychologist might be
working with issues as diverse as faecal smearing, relationship prob-
lems, self-injurious behaviour, suicidal ideation, and inappropriate
sexualized behaviour. Conversations need to be adapted to their audi-
ence and this requires great skill in order for content to be relevant and
meaningful to all.

Training and teaching

Training and teaching can be a significant component of the role, and
clinical psychologists might be asked to train support staff, family carers,
other professionals, and their peers—sometimes with all of these groups
together as part of a network. Increasingly, most modern health care
settings now demand that generic services become more skilled in sup-
porting people with intellectual disabilities, and so clinical psychologists
specializing in intellectual disability are often requested to offer train-
ing, support, and consultation to other sectors such as mental health
services, adult education, GPs, and primary care, homelessness services,
and drug and alcohol services. Involvement in teaching and training is
an important part of continuing professional development and ensures
that clinical psychologists themselves keep up to date with the recent
developments and current research findings.

Service development

As in many parts of the world, the field of intellectual disabilities in
Britain has been transformed in recent years, as the advent of person-
alization (a directive from the government that offers individuals more
control over their support via personal budgets and direct payments)
and the transfer from registered care accommodation to supported liv-
ing models have radically shaped the ways in which people with intellec-
tual disabilities are perceived and supported. These major changes have
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required health and social care services to significantly adapt their ways
of working, and clinical psychologists are often key players in this pro-
cess. This aspect of the work might involve attending committees and
steering groups, proposing new designs for service models, evaluating
existing services in order to make recommendations for improvement,
or creating new services in response to the publication of legislation,
professional guidelines, or government policy.

A core aim in the profession of clinical psychology is the process of
sharing psychological knowledge with others. This can be done through
formal and informal supervision, teaching, professional meetings, men-
toring, and leadership. As the landscape of the health and statutory
services continues to evolve, services and support for people with intel-
lectual disabilities will need to respond accordingly; it is likely therefore
that this aspect of the work of psychologists will become increasingly
important in the years to come.
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Chapter 9

Working in forensic mental
health settings

Jeremy Tudway and Matthew Lister

9.1 Introduction

This chapter introduces the role of clinical psychologists in forensic
settings, and outlines the range of unique challenges and diverse set
of forensic environments in which the profession can be practiced.
Forensic clinical psychology can be defined as the intersection between
clinical psychology and the justice system. Although its most obvious
application involves working directly with offenders to address offend-
ing behaviour or its consequences, work is also carried out with victims
and other significant people from within the systems in which offenders
function.

The chapter begins by considering the range of clients seen, and issues
typically addressed, by clinical psychologists working in forensic set-
tings. Offending and anti-social behaviours occur across the age, cul-
tural, ability, and social spectrum, and consequently all the core skills
of clinical psychologists can be applied, together with additional exper-
tise and forensic knowledge which have been developed within the
sub-specialism. The most notable aspect of forensic work is probably
its complexity, its duration, and the requirement to liaise closely with a
range of different agencies, including the police, social services, Courts,
and prisons. This requires additional knowledge of the legal and Court
system, and familiarity with legal concepts or processes such as capac-
ity to consent, caution, fitness to plead, and best interests, as well as the
specific constraints of communicating with legal representatives. Hence
some of these concepts will be explained later in the chapter.

The drive towards evidence-based practice hasbeen particularly prom-
inent among those working in forensic services since their expertise is
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open to intense scrutiny at tribunals and Court hearings. In addition,
those who have a focus on offending behaviours are inevitably involved
in addressing public safety through the routine application of risk assess-
ment. The need to balance the traditional psychologist’s role of advocate-
therapist for the client, with a wider responsibility for managing risk of
harm, presents a challenge to clinical psychologists in forensic settings
since they routinely have to confront the manner in which risk poten-
tially contradicts the more traditional role of the advocate-therapist.

In order to illustrate the type of clients seen, two examples are pro-
vided, one of victim-focused work and one of therapeutic work with an
offender.

Ms L was a 24-year-old woman of South East Asian origin who spoke lim-
ited English and who was referred for an assessment following a request
from her parents for a termination of pregnancy. Medical and nursing
staff were concerned that Ms L had an obvious learning disability and was
unable to provide informed consent to such a procedure which may have
reflected her parents’ choice, not her own. The police and Social Services
were informed and it was quickly established that Ms L, who also had a
sister with learning disability, had become pregnant by her brother-in-
law. Suspicions were raised that Ms L was not only unable to consent to
such a significant medical procedure, but also unlikely to have been able
to consent to sexual intercourse, and consequently her brother-in-law was
arrested on suspicion of rape. Subsequently Ms L’s pregnancy miscarried,
but the police wished to pursue a prosecution and the psychologist was
invited to assess Ms L’s intellectual ability, her understanding of sexual
behaviour, decision-making, and capacity to agree to sex.

The assessment involved a widely accepted culture-free assessment of
general intelligence, a test of receptive verbal functioning, and an inform-
ant-rated inventory of social and adaptive functioning. Together these
confirmed that she met the criteria for a disability of intellectual function-
ing. Next a protocol was used to assess her experience of and capacity to
make everyday choices and decision making, and again these were found
to be very limited. Finally, her sexual knowledge and beliefs were assessed,
and results indicated that she had only a rudimentary understanding of
sexual behaviour. Taken together, the psychologist concluded that Ms L
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had insufficient understanding of the nature and consequences of sexual
intercourse with her brother-in-law and was vulnerable to pressure to
engage in sexual acts with him. This was then communicated to the police,
to assist them in making decisions on the appropriate next steps.

The second example demonstrates psychological work with an offender.

Mr M, a man in his early 30s, was arrested after having assaulted a num-
ber of strangers with a machete, and having doused himself in petrol in an
attempt to set himself on fire. These actions had resulted in serious injury
to three police officers and the deployment of an armed response unit. At
the time of his arrest Mr M was clearly extremely distressed, believing that
he was being pursued by demons, and experiencing derogatory and fright-
ening auditory hallucinations. After admission to a secure psychiatric
hospital Mr M began to respond to medication and became more open to
meeting a psychologist to discuss these events. Gradually a positive thera-
peutic relationship developed and a different explanatory framework for
his beliefs emerged.

In ongoing therapy Mr M described a traumatic childhood during
which he was sexually abused by a family friend, after which he had
voluntarily requested being taken into care. Following school (where he
was bullied) he joined the armed forces, where he excelled and was pro-
moted to the rank of sergeant; however, he still experienced distressing
flash-backs relating to his abuse. Around then he began experimenting
with recreational illicit drugs, and was involved in a road traffic accident
whilst under the influence of drugs, in which the driver of the other car
was killed. After a dishonorable discharge, he experienced a complete psy-
chotic breakdown in which he re-experienced the accident and developed
a delusional belief that he was evil and would be pursued by the mutilated
victim of the road traffic accident.

As therapy progressed, the experience of auditory hallucinations
decreased, so that he was discharged as an outpatient to his own accom-
modation. There he settled but continued to experience distressing night-
mares. The psychologist arranged for Mr M to be interviewed by the police
in connection with his childhood abuse experiences, and, following this,
the police opened an investigation into the allegations, also interviewing
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the alleged perpetrator under formal caution. Although the police
explained to Mr M that a prosecution was unlikely, he reported that being
taken seriously by the police, and the interview of his alleged abuser, was
a tremendous relief for him. Subsequently his nightmares reduced signifi-
cantly, and he successfully completed an art course and began to display
his pictures in a local gallery.

9.2 Forensic services

Forensic services are provided in a variety of settings by a number of
agencies, with different remits for public protection, offender man-
agement, and health and social services. Specialist clinical psychology
forensic services can be located within a range of these settings, includ-
ing prisons, community projects, secure hospitals, and secure units.
Some forensic services are run in partnership with different agencies
such as mental health and probation or Social Services, so service provi-
sion can vary according to local areas and need, and could be publically
or privately provided. This can include youth Court diversion services,
adolescent abuser projects, specialist personality disorder services, and,
in some areas, specialist teams set up for Family Court work. Within
most forensic settings, clinical psychologists work in multi-disciplinary
teams, consisting of forensic psychiatrists, specialist social workers, psy-
chiatric nurses, and occupational therapists.

The most common form of forensic service is the system of secure
units, these being hospital units operating outside the prison system.
These units aim to address the mental health needs of an individual
whilst also considering the psychological difficulties that contribute to
offending. The term ‘secure’ normally relates to the physical, relational,
and procedural measures put in place to ensure that there is a safe and
secure environment in which to deliver treatment. Secure services for
adult mentally disordered offenders in the UK range from High Secure
hospitals for those considered to represent a grave and immediate dan-
ger to the public, to Medium and Low Secure services for offenders
presenting a lower risk and who require significant treatment. For ado-
lescents, secure services include Young Offender Institutions (YOls),
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secure training centres, and secure children’s homes. These services dif-
fer in their remit and vary according to the needs of their clients.

Community forensic services are usually linked to secure units and
provide a service to those who have usually, although not exclusively,
spent time already detained within a secure setting such as a secure hos-
pital but who no longer represent a significant risk of harm to others.
These services may also offer consultation and assessment to other com-
munity services.

The inpatient forensic population differs from both the general and
the prison population in several ways:

+ most people in inpatient forensic services are adult males

+ women typically comprise one in eight of those seen in inpatient
forensic services (double the proportion of women offenders within
the prison population)

+ the average stay in inpatient forensic services is 5 years or less, but
more than a quarter are detained for over 10 years

+ most detained patients have committed violent or sexual offences

o recidivism rates are significantly lower than those associated with
prison

Despite the fact that the general prison population is predominant-
ly male, a higher proportion of female prisoners present with mental
health issues and receive treatment after incarceration.

Finally, it is important to note here the consistent finding that peo-
ple with mental health problems or learning disabilities in contact with
criminal justice systems are much more likely to be victims of crime
than to be perpetrators (Bradley, 2009).

9.3 Mentally disordered offenders and the legal
context

In British law, mentally disordered offenders are broadly defined as:
(1) those individuals meeting diagnostic criteria for a mental disorder
who are either involved in or ‘diverted’ from the criminal justice system
owing to the link between their mental health problems and the offences
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committed; or (2) those whose behaviour is very challenging and can-
not be managed in other services or settings. Thus mentally disordered
offenders may present with a range of offences, disabilities, and disor-
ders. The intention is to ensure that everyone, including those whose
behaviour is difficult to understand, control, or manage, receives treat-
ment and/or justice in a fair, appropriate, and effective manner. The con-
cept of someone having limited responsibility for criminal acts is based
on a long history of compassion; Maeder (1985) records that, according
to Ancient Hebrew laws, ‘idiots, lunatics, and children’ did not possess
the ability to differentiate between good and evil and therefore could
not be held responsible for their actions. In medieval Europe, juries are
recorded as referring the accused for a King’s pardon in consideration of
their mental health, despite being found guilty of a crime.

In the UK, the ‘insanity’ defence for significant crimes is nowadays
referred to as the ‘McNaughten rule] derived from the case of Daniel
M’Naghten. In 1843, M’Naghten attempted to kill Sir Robert Peel, the
then British Prime Minister; however, in error he actually killed Edward
Drummond, Peel’s Secretary. M’Naghten was suffering from psychotic
delusions and was acquitted of the crime of murder on the grounds that
he was considered insane at the time of the offence. The House of Lords
then formulated the M’Naghten (more latterly McNaughten) rules that
determine whether a person should escape criminal liability on the
grounds of insanity. The defence must prove that the defendant is suffer-
ing from a mental disorder at the time of the committing of the act and
was under a defect of reason, from disease of the mind, as not to know the
nature and quality of the act he was doing; or, if he did know it, that he
did not know he was doing what was wrong.

Subsequently most societies with well-resourced mental health care
systems have been able to respond to unusual or deviant behaviour, even
if criminal, by recourse to hospital or care admission; however, in the
absence of adequate systems, individuals showing such behaviours may
instead enter criminal justice systems. Penrose (1939) proposed that
the manner in which society deals with individuals whose behaviour
challenges norms is dependent upon the prevailing social and political
climate, normative behaviour at the time, and the resources available.
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It is notable that a reduction in psychiatric beds has been matched in
recent years by a steady increase in the numbers of prisoners presenting
with frank mental health problems, both in the UK and USA (Cum-
mins, 2012). Figures show that since 2000, UK admissions of mentally
disordered offenders to hospital have increased by 35% (Ministry of
Justice, 2010) including admission to ‘high-secure’ hospitals, despite
the gradual reduction in the capacity of these institutions since the late
1990s.

9.4 Mental health legislation

All forensic work takes place within legislative frameworks, so clinical
psychologists must be familiar with legal constraints that apply where
they are working. This includes understanding both long-established
legal practice and all subsequent modifications. In the UK, for exam-
ple, recent mental health legislation has included establishing the roles
of Clinical Supervisor and Approved Clinician, both key figures within
forensic settings. In many inpatient services, these roles are taken by
Consultant Forensic Psychiatrists. However, legislation now means
that non-medical practitioners can be appointed to these roles, offer-
ing opportunities for clinical psychologists and other mental health
professionals to have much more influence over the care and treatment
of offenders than previously. Intervention planning and management is
central to complex forensic cases, and decisions about interventions are
often appropriately informed by psychological decision-making. Never-
theless, despite such legislative changes, few clinical psychologists have
as yet been appointed as Clinical Supervisors, so the impact this will
have on the future development of the profession is unclear.

Additional legislative changes that currently frame practice in UK
forensic settings include laws concerning deprivation of liberty and the
rights of victims, as laid down in the Mental Health Act (1983). This
Act concerns the circumstances under which detention and treatment
without consent can take place, establishes the necessary processes that
provide safeguards for individuals detained in hospitals to ensure this is
legitimate, and checks that any treatment received is effective, coherent,
appropriate, and humane.
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The UK Mental Capacity Act (2005) is also highly relevant and intro-
duces a statutory framework to empower and protect vulnerable people
who are unable to make their own decisions, by specifying who else can
take decisions, in which situations, and how they should go about this.
Key principles governing implementation of this legislation are that:

o there is a presumption of capacity

o every adult has the right to make his or her own decisions and must
be assumed to have capacity to do so unless proved otherwise

+ people have the right to be supported to make their own decisions

+ people must be given all appropriate help before authorities can con-
clude that they cannot do so

+ people must retain the right to make what might be seen as eccentric
or unwise decisions

These aspects of legislation mean that a component of the work of
some clinical psychologists in community settings is now the assess-
ment of capacity relating to a range of aspects of interpersonal func-
tioning, from financial decision-making to capacity to instruct a legal
representative.

9.5 Examples of clinical psychologists’ work in forensic
practice

This chapter now provides further examples of the types of work typi-
cally carried out by clinical psychologists working in forensic settings,
applying the core competencies of assessment, formulation, interven-
tion, and communication as described in Chapter 2, albeit modified to
fit the specific requirements of the forensic setting.

Risk assessment

First, offender-based work most crucially involves the identification
and classification of particular risks associated with specific behaviours
(such as sexual offending, fire-setting, aggression, and violence). This is
often carried out with an individual prior to case review, appearance at
a tribunal, or in Court, but will continue in more depth and be reviewed
if the individual is taken on for treatment by a service. Research has
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consistently demonstrated that clinical opinion is not the most reliable
mechanism for assessing risks posed by clients (Grove and Meehl, 1996).
Consequently a number of risk assessment tools (e.g. HCR20, SAVRY)
have been developed, although individual formulation is still needed.
Clinical psychology has a lead role in the systematic analysis of offences
in order to better understand the dynamics of offending and to improve
risk assessment (West and Greenall, 2011).

Family Court work

A second set of tasks includes involvement within public and Family
Courts, often focusing on the assessment of potential risks to children
posed by adults deemed to be potentially harmful to them. For example,
a family in which either one or both parents have personal histories of
offences towards children (e.g. sexual or physical assault and neglect),
or of behaviours associated with harm to children (domestic violence,
illicit substance use), might be referred for a psychological assessment to
address such key issues. This would typically involve a series of specific
observations, presentation of a psychological evaluation of likely risks,
and provision of a hypothetical formulation of the underlying processes.
This information is then communicated via a legal report. The require-
ments of legal reports differ significantly from those needed in most
other situations, primarily because the commissioners and consumers
of the report are neither health professionals nor the clients who are the
subject of the reports. Instead, these reports address specific questions
pertinent to Court proceedings, and are intended to enable the Court to
arrive at a conclusion, rather than being concerned with a reduction of
distress to the individuals themselves. A further, and potentially more
significant, issue is that the report is not confidential to the individual or
their medical representative. This poses a number of ethical and practi-
cal questions, namely what are the likely implications for the person who
is the subject of the report? Is it ethical to fail to report, or more likely
to report, something likely to be contrary to the expressed wishes of the
subject of the report? For example, a client in family proceedings may
wish to divulge that a partner is aggressive, but simultaneously not want
to do so for fear of losing custody of their children.
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Working therapeutically with offenders

The third common area of work is the provision of therapy. Many psy-
chological ideas and models found in other fields are also used across
forensic settings, including the notion of ‘recovery’ which has become
increasingly important in offender treatment and rehabilitation (Simp-
son and Penney, 2011). There is also growing emphasis on wellbeing
in forensic settings, supported by the tradition of service-user involve-
ment. It is worth noting that in some settings, systemic work is some-
times carried out with the families of offenders.

Within hospital settings, interventions relating to aggressive or offend-
ing behaviours frequently focus on attitudes or anger, often following
extensive assessment of these issues together with consideration of the
impact of a range of other interpersonal/emotional problems. There are
many psychometric scales available that measure aspects of anger, atti-
tudes, and an individual’s presentation and can contribute to the clinical
formulation. Aggression and violence are seen by most psychologists as
learned behaviours, while patterns of aggression and offending behav-
iours are viewed as embedded in habitual beliefs and thinking styles.
Many psychologists also work with people with severe and enduring
mental health problems such as psychosis, carry out long-term work on
personality difficulties, and address offence-related matters (e.g. inap-
propriate sexual thoughts).

In community settings, referrals may be received from other servic-
es seeking an opinion or a risk assessment, whilst others may request
ongoing therapy to support recovery. In some parts of the UK specialist
personality disorder services have been established which work closely
with probation services. Recently, the Bradley Report (2009) argued
that forensic services for Courts should be more coherently organized,
resulting in an increase in provision of services such as Court Liaison
and Diversion.

In prisons some psychologists provide in-reach mental health ser-
vices, for instance by offering treatment for people with complex per-
sonality, mental health, and offending presentations. Others work
in prison settings delivering a number of assessments and treatment

programmes, many of which are manualized, reflecting an attempt
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to standardize evidence-based approaches to common problems (for
example, Thinking and Cognitive Skills programmes; Sex Offender
treatment programmes).

In the UK, a pilot Dangerous and Severe Personality Disorder (DSPD)
programme was established in 2001 as an attempt to deal with individu-
als whose serious offending was seen to be linked to severe personality
disorder. DSPD services were provided in some prisons and some hos-
pitals, which applied a number of distinct strategies to the treatment and
care for this complex and challenging group. The aims were to address
the offenders’ poor and unstable representation of self and others, poor
self-regulation and emotional management, and interpersonal deficits,
as well as addressing violence and risk. Evaluation studies suggested
there were significant reductions in risk measures indicative of reduced
violent recidivism; however, there was insufficient evidence to suggest
this was solely the result of the DSPD treatment programme. One clear
emerging finding was that DSPD units enabled the men to live well
together, without resorting to institutional hierarchies, and irrespective
of offending histories. This has resulted in more positive approaches to
management. The longer-term effectiveness of the programmes along
with the robustness of the concept are yet to be established, but alterna-
tive treatment pathways for these types of offenders are being pursued
(Freestone ef al., 2012).

Sex offenders

Another specific area of intervention is with sex offenders, this ironical-
ly being an area that often draws defensiveness, negative attention, and
criticism from the public, policy makers, fellow professionals, and clients
themselves. Nevertheless this remains a very significant area for clinical
psychologists to make a contribution. Empirical evidence continues to
indicate that sexual offenders are at an increased risk of future offend-
ing and that this is linked with an individual’s negative self-image. Jeglic
and colleagues (2012) found significant levels of psychological distress,
depression, and hopelessness amongst individuals with sexual offending
histories, especially those living in the community and who are subject
to strict legal restrictions on their movements or associations.
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A recently influential theory used in therapeutic work with adult
and adolescent sex offenders is the ‘Good Lives Model’ (GLM). This is
a framework of offender rehabilitation and recovery which, given its
holistic nature, addresses the limitations of the traditional risk manage-
ment approach. In this model, individuals are understood to offend as
a means to achieve a valued life outcome; however, due to interpersonal
and environmental deficits and weaknesses, harmful behaviour occurs
(for example, sexual offending). As such, sexual offending is conceptu-
alized as a ‘by-product’ of a motive to address inherently human and
normal desires that manifests itself in damaging and anti-social behav-
iours (Ward and Stewart, 2003). The GLM is based on the central notion
that there is a need to develop the capabilities and strengths possessed
by individuals in order to reduce their risk of reoffending. As a conse-
quence, interventions should add to pre-existing personal functioning
as opposed to either just removing or managing offending behaviour as
a ‘problem’ For example, it is possible to see that a man who presents a
sexual risk has a desire and motivation to enjoy intimate relationships.
In order to achieve this he must develop a coherent insight into how
other people experience him and how his distorted beliefs, inferences,
and behaviour may have undermined his motivations. Teaching him
to identify how these distortions undermine his goal attainment and
that he can achieve greater satisfaction through an alternative route
offers a more positive opportunity to reduce specific dynamic risk fac-
tors associated with offending, and thereby to enable the individual to
reduce risk, whilst also achieving a more fulfilling life, and protecting
the public.

Consultancy, Court work, and training

Finally, as in other fields of practice, psychologists also provide con-
sultancy and leadership. In secure settings this may involve providing
input into strategic decision-making, such as the risk assessment pro-
tocols adopted by a particular unit, or the development and oversight
of psychological practice, or organizing treatment programmes and
the clinical supervision of both psychology and non-psychology col-
leagues. Within community services, however, consultancy will often
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be provided to other teams regarding risk issues and/or complex case
formulation. An element of ‘case management’ may also occur in order
to ensure the correct services are accessed for the client in question.

Presenting evidence to any Court (including tribunals) is a specific
challenge; it is necessary to be aware of the role of the Court, and that
clinical psychologists are considered expert witnesses, who are conse-
quently required to provide expert opinions. A delicate balance must be
struck between presenting various options and making a theoretically
coherent and defensible statement of probability given the historic evi-
dence, presentation, and psychometric test data.

Involvement in the training of non-psychologists and participation in
various management tasks represents a final and extremely varied area
of clinical leadership. It can represent something of a challenge to com-
municate complex psychological concepts to those who do not have a
background in the subject. For example, psychologists have provided
input to the training and supervision of the police in hostage negotia-
tion and firearms situations in the UK, USA, and Canada. In addition,
although controversial, psychologists have been consulted with regard
to the provision of a psychological ‘profile’ of factors that may influence
the development of ‘politically extreme’ views of individuals who then
take part in acts of terrorism.

9.6 The demands of working as a forensic clinical
psychologist

There are particular demands placed on the practice of clinical psy-
chologists in forensic settings. Within a forensic population, engaging
clients in assessment and therapeutic work is difficult, although it is a
critical component of effective practice (Jones, 2007). Liaison with other
professionals becomes vital to support engagement, but also to man-
age risk. However, on occasions, a clinical psychologist’s view may differ
from that of other professionals, and the communication of complex
formulation and risk information can thus be difficult. At times it can be
difficult to ensure that psychological principles are ‘kept in mind;, par-
ticularly when interacting with professionals who do not have training
in psychology.
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In some settings, such as Mental Health Tribunals (MHTs) and Parole
Board Hearings, psychologists may be required to provide evidence to
support decision-making related to their client’s progress. At times, this
places the clinical psychologist in the unusual ethical position of con-
structing an argument that might contradict the wishes of their client or
may be at odds with the views of their colleagues. An example might be
a psychologist becoming involved in a decision-making process to move
a high-risk individual from conditions of greater security back into the
community. This might present a potential ethical dilemma since it
may be necessary to divulge sensitive information disclosed in therapy
to professionals outside the service. As with any therapeutic or clinical
encounter, it is essential that clear contracts are made early in therapy
with clients, making it clear that there is a statutory duty to disclose any
information relating to public or child protection.

Work in forensic settings requires a good understanding of the com-
plexities of ethical codes of practice and the use of relational ethical
approaches to clinical practice. It is important to argue for the intro-
duction of dignity and human rights in the models of ethical practice,
and to improve the process of ethical decision-making in all parts of the
forensic system and when working with colleagues from all disciplines.

Clinical work with forensic clients provides practitioners with many
challenges, particularly concerning the understanding of criminal
and anti-social behaviour. Given that clinical psychology is by its very
nature concerned with assisting people in distress, it can be challeng-
ing to work with clients whose behaviours are themselves likely to have
caused very significant suffering to others. An important first consid-
eration for those working with this client group relates to their capacity
to reflect on their own experience of victimization, attitudes towards
perpetrators, and values associated with punishment and retribution.
Similarly, working with forensic populations may involve high-profile
cases or acts so shocking that practitioners risk become vicariously
traumatized.

Nevertheless, many clinical psychologists find working with forensic
populations challenging and stimulating, and ultimately a very reward-
ing area of clinical psychology in which to specialize.
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Chapter 10

Working with addictions
Frank Ryan

10.1 What is addiction?

Addictive behaviours are those behaviours that persist in the face of
efforts to desist, often in the context of causing harm and distress to
the addicted individual, their loved ones, and others known to them.
Addiction persists because core cognitive and motivational processes
are subverted: the transient experience of intoxication or euphoria
seems to override strongly held values and fervent beliefs. The Diag-
nostic and Statistical Manual of Mental Disorders (DSM-5) (Ameri-
can Psychiatric Association, 2013) categorizes addictive behaviours as
impulse control disorders. This places addiction firmly in the clinical
psychologist’s domain regardless of the substance involved. Therefore,
whether dependence (i.e. tolerance, withdrawal distress, and craving)
is adduced, or impulsive episodic use (e.g. using cocaine at weekends)
is the issue, or indeed in the absence of any substance (as with problem
gambling), the clinical psychologist works with the client to enhance
self-control. In many cases, for example with alcohol misuse, abstinence
is not necessarily the chosen therapeutic goal, regardless of the poten-
tial benefits. Instead, harm reduction is a more pragmatic and flexible
framework for working with people with substance misuse problems. In
the same way as a clinical psychologist can intervene with clients to help
them manage negative emotions, without expecting a complete remis-
sion of distress, the practitioner addressing addiction can aim for goals
other than complete abstinence. These interventions can be health-
promoting or indeed life-saving, as for example in those that promote
safer injecting or safer sexual practices which can forestall the trans-
mission of infectious diseases (such as human immunodeficiency virus
(HIV) and hepatitis C).
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Substance misuse and addiction comes at a huge human and fiscal
cost. Cigarette smoking, for example, is estimated to lead to five mil-
lion deaths worldwide annually (Thorne et al., 2008). In the UK in 2009,
8,664 deaths were attributed to alcohol use disorders and over a million
visits to hospital were deemed alcohol-related (Office for National Sta-
tistics, 2011). Addiction also incurs massive health care costs. The health
care costs of addictive disorders across 30 European countries have been
estimated at a total of €65.7 billion. This was significantly more than
mood disorders (unipolar and bipolar depression), estimated to have
cost €43.3 billion, and approaching the €74.4 billion attributed to anxi-
ety disorders (Gustavsson et al., 2011). It is estimated in the World Drug
Report (United Nations Office on Drugs and Crime, 2009) that between
11 and 21 million people in 148 countries worldwide inject drugs, of
whom as many as 6.6 million may be infected with HIV.

10.2 Clinical psychology and addictions

In the UK and beyond, clinical and research psychologists have provided
leadership for the development and delivery of psychosocial approaches
to tackling addiction. These approaches are largely derived from cogni-
tive, social learning, and motivational theories, but are nowadays increas-
ingly also influenced by cognitive neuroscience findings. This chapter
outlines the nature of addictions and describes the role of the clinical
psychologist in the substance misuse and addictive behaviours field,
with particular emphasis on the application of psychological theory and
research. The role of the clinical psychologist in this setting is varied but
not fundamentally different in terms of core competencies from many
of the other areas of practice described elsewhere in this volume. For
example, the ability to form a robust therapeutic alliance and to conduct
a functional analysis of behaviour are two clinical psychology core com-
petencies that are immensely helpful with addictive disorders. The main
focus in this chapter is on front-line or direct client roles, in keeping with
an emphasis on clinical psychologists as reflective scientific practition-
ers (although there is no intention here to detract from the invaluable
contribution clinical psychologists can also make through leadership,
training, supervision, research, and innovation). Clinical psychologists,
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in whatever role, are crucial to the delivery, development, and evalua-
tion of evidence-based treatments for substance misuse and associated
psychological disorders.

10.3 Substance misuse and associated disorders

Substance misuse generally presents alongside other common mental
health problems. Typically, the clinical psychologist will be one of the
main treatment providers for this client group, although psychologists
working in other areas (e.g. Improving Access to Psychological Thera-
pies, IAPT) are also likely to encounter substance misuse as a collateral
problem, albeit of less intensity than perhaps seen in specialist clinics.
The reader need look no further than the list of chapters in this text to
appreciate that substance misuse might be a factor across a diverse range
of presenting problems spanning the developmental spectrum. Thus, for
example, Weaver and colleagues (2003) found that 44% of attendees at a
London Community Mental Health facility reported problematic drug
and alcohol use within the previous year. Conversely, surveys of those
in treatment for alcohol dependence and related alcohol problems show
that 86% also met the criteria for one or more mental health problems:

*

19% psychotic disorder

*

32% severe anxiety
+ 34% severe depression

+ 40% minor depression

*

53% personality disorder

Whether assessing an adult with a mood disorder, a parent struggling
to care for their child, or an older adult feeling bereft and lonely, sub-
stance misuse needs to be regarded as a possibility. This leads to the most
important point in the present chapter: individuals presenting with any
problem where affect, behaviour, cognition, or interpersonal relation-
ships (including parental competency or capacity) is a cause for concern
should routinely be asked about their use of drugs or alcohol. This always
needs to be accomplished in an empathic and non-judgemental manner.

Moreover, high levels of co-morbidity require sound conceptualiza-
tion and robust formulation skills on the part of the clinical psychologist.
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In planning treatment it is therefore crucial to disentangle the relation-
ship between problematic substance use and related behavioural, emo-
tional, and interpersonal difficulties. Regardless of whether, for instance,
depression clearly preceded the onset of alcohol misuse or drug addic-
tion, or the reverse, the substance use disorder always needs to be
addressed in the first instance. Embarking on psychological interven-
tion in the context of unregulated substance use is likely to fail, or at least
fail to deliver any enduring therapeutic gain.

10.4 Treatment systems in the UK

In the UK, formal treatment systems were primarily developed in the
National Health Service (NHS), typically as a division of a larger men-
tal health provider organization, delivered by a multi-disciplinary team.
In recent years, independent, charitable, and social enterprise organi-
zations have become more prominent in providing structured treat-
ment and rehabilitation services, although historically there is a long
tradition of non-statutory agencies providing mainly residential ‘rehab.
Over time, a dichotomy has developed between services for those with
alcohol as the primary drug of abuse as opposed to those who develop
problems with illicit drugs such as the opiates (e.g. heroin) and cocaine.
In many NHS and allied services, clinical psychologists work across this
boundary, contributing to the work of more than one team. The work is
also influenced by broader trends in patterns of drug use. The increasing
use of ‘club’ drugs such as gamma hydroxybutyrate (GBH), its derivative
gamma-butyrolactone (GBL), and of course stimulants such as cocaine
and amphetamines are also reflected in the addiction clinic. It must be
noted that clinical psychologists” roles are inevitably more varied than
the primarily therapeutic role, because service users present with a wide
range of problems. Looking at the author’s own diary from last week’s
clinics, for example, there were clients with post-traumatic stress dis-
order (PTSD), depression, anger, and anxiety disorders, and suspected
cognitive impairment in the context of drug and alcohol misuse. In
addition to direct clinical work, clinical psychologists typically under-
take a more generic case management role which involves liaison with
other agencies such as housing, benefits, probation, and social services.
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10.5 The role of clinical psychologists in working
with addictions

In non-substance misuse treatment settings, for example primary-care
community mental health centres, screening for substance misuse dis-
orders can be achieved by using standard tools such as the Alcohol Use
Disorders Identification Test (AUDIT) or the Drug Use Disorders Iden-
tification Test (DUDIT) (both are widely available online). Whenever
the criteria for substance misuse are met, a comprehensive assessment
is essential; a pragmatic quantitative approach is best practice. Typically,
assessment will entail a functional analysis of the antecedents (social,
environmental, emotional, or cognitive contexts, and triggers/cues);
the target behaviour (the quantity and frequency of substance misuse
or gambling); and the consequences or outcomes that ensue. Ideally the
assessment is based on prospective self-monitoring, but extrapolations
can also help, e.g. enquiring about a typical weeK’s cocaine use, or about
a time when alcohol last caused problems. The psychologist may ask
the client to describe situations where substance use led to negative or
harmful consequences and perhaps to contrast this with episodes of less
harmful or risky substance use.

Addiction usually evolves into a stimulus-driven behaviour, and rais-
ing the client’s awareness of cues is crucial in planning treatment based
on coping skills in risky situations. Encouraging the client to keep a
record of substance use between sessions can reveal hitherto unrecog-
nized cues, complement self-reports, and improve self-regulation skills.
Throughout, the clinician needs to be aware that, sometimes despite the
client’s best efforts, self-reports can be less reliable. This could be due to
the disruptive effect of alcohol and other drugs on memory, the habitual
and autonomous nature of addiction, or indeed a tendency for some
individuals to minimize the problem. Collateral reports from partners
or affiliates are useful in this regard, as are toxicology results.

With regard to emotional factors, it is important that the clinical psy-
chologist can differentiate between the various emotional facets arising
in the context of addiction. For example, addressing enduring depres-
sion linked to childhood trauma calls for a different treatment approach
compared with that suited to resolving transient negativity, linked to

157
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Table 10.1 A brief inventory of empirically supported psychological interventions for
addictive behaviours

Level of intensity Focus

Low Giving accurate information about addiction, detoxification, and
relapse to service user and family

Brief motivational interventions

Contingency management

Identifying triggers and cues

Coping skills for impulse control

Facilitating engagement in structured self-help groups (e.qg.
Alcoholics Anonymous/Narcotics Anonymous)

Cognitive Bias Modification

High Programmed cognitive behaviour therapy sessions such as Relapse
Prevention Skills Training

Mindfulness-based cognitive therapy

Behavioural Couples Therapy

Social Behaviour Network Therapy

recent drug or alcohol excess. Other sources of negative emotions in the
addiction treatment context include those related to the after-effects of
drug intoxication and negative emotions arising from setbacks or lapses
when self-control fails, sometimes labelled goal or abstinence violation
effects. The clinician needs to ask about all of these issues, and thereby
to develop an individual case formulation to guide intervention. Data
gleaned from the functional analysis can provide the basis for generating
hypotheses to inform case formulation. Table 10.1 lists some common
interventions according to intensity. Typically, the clinical psychologist
will be called on to deliver ‘high-intensity’ interventions in specialist
substance misuse treatment settings. Less intense interventions can,
however, prove invaluable in other settings when delivered in advance
of treatment aimed at alleviating chronic depression or anxiety.

10.6 Building motivation and maintaining engagement

Overcoming habits (especially compulsive ones) uniquely challenges
the motivation and resolve of both treatment seeker and treatment
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provider. This is arguably the key distinguishing feature of working
with addictive disorders compared to those defined by negative affect
and avoidance such as depression and anxiety. In the latter, clients
have a clear motive to recover, although they might have to exert
effort and to experience heightened distress in the short term. Addic-
tions are characterized by ambivalence: the person knows they need
to change but struggles to translate this into action. Historically, the
ambivalence of the help-seeker was often viewed by treatment provid-
ers as a sign of limited motivation, often with negative implications
for the therapeutic alliance. The current motivational enhancement
approach, enacted mainly through ‘motivational interviewing, is a
fusion of strategies and techniques derived from counselling (espe-
cially Carl Roger’s triad of empathy, sincerity, and congruence),
motivational psychology, and social psychology (particularly with
reference to concepts such as cognitive dissonance). Motivational
enhancement approaches have been widely endorsed and feature in
many guidelines for assessing and treating alcohol- and drug-related
dependence and problematic use, including those produced by the
National Institute of Health and Clinical Excellence (NICE). The aim
is to explore ambivalence about change and elicit undertakings to
enact change. In the course of a motivationally orientated encoun-
ter, the interviewer might say, ‘You have some concerns about your
drinking but you don’t feel able to make a decision to quit today’ or, in
a similar vein, ‘On a scale of 0-10, how ready are you to quit [drug of
choice or compulsive behaviour, e.g. gambling]?" 1f a client gives a low
rating (high ratings of course indicate that the intervention can usu-
ally proceed) the therapist can ask either ‘Why not lower?), eliciting
a motive or concern such as weight gain linked to alcohol excess,or
follow up with ‘Why not higher?; which might reveal impediments to
change such as beliefs that alcohol is an effective means of coping with
stress that will be sorely missed.

10.7 Brief interventions

Brief motivational interventions can be structured and delivered across
one or more appointments in a range of settings. The acronym FRAMES
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(Rollnick and Miller, 1995) captures the key ingredients of Motivational
Interviewing for building motivation and commitment:

F represents individualized feedback, focusing on risk, and in particular
with regard to motivation itself.

R represents the emphasis on the client taking responsibility for their
decision to commit to change.

A stands for the provision of clear advice.

M signifies a menu of change options. For instance, the client could
be asked about the intensity, timing, and setting of any potential
intervention.

E represents empathy and should be warm, person-centred, and
accurate.

S stands for self-efficacy. It is important to bolster the client’s belief that
they can attain their treatment objectives, for instance by reflecting
back resilience in other areas of the client’s narrative.

This approach is suited to working in generic settings such as general
hospitals, psychological therapies services, and primary care. Motiva-
tional interventions have also been applied across a range of present-
ing problems where ambivalence, compliance, or relapse is an issue, e.g.
dieting, or the promotion and maintenance of behaviour associated with
maintaining health and wellbeing.

10.8 Maintaining change

The following clinical example illustrates how a motivational ethos can
be combined with a more behavioural approach as part of a treatment
programme. The context should be self-explanatory.

Therapist: “Thanks for coming in for your session. It’s good to see you. I
know from your phone message that you’ve had a setback’

Client: ‘It just doesn’t feel like I'm making any real progress! I seem to
have no willpower when it matters most.”

Therapist: It sounds like you feel you’ve let yourself down. I agree that
in some situations you seem to reach a point of no return with the
cocaine; this often happens when we come across a trigger like you
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did last week: it can be difficult to apply the brakes! But let’s not get
into the “blame game” and instead see if you can learn anything
from the lapse with alcohol and cocaine. I think it would be useful
to go over what led up to you using again last Saturday. This could
help you to anticipate and be more prepared to cope if you find
yourself in a similar situation. With hindsight, is there anything
you could have done differently to maintain your goal of not using
cocaine?’

Client: ‘Well, to be honest, I knew there was a chance of getting cocaine
if  went to that bar, but I hadn’t seen my friends there for a few weeks
and I felt lonely.”

Therapist: ‘It sounds like you miss your old friends, but as it happens they
are all regular cocaine users.’

Client: “That’s the problem, although it was usually at the weekend when
the real partying went on.’

Therapist: ‘T wonder if you could plan ahead so that you keep in touch
with the two or three you are closest to, but meet them during the week?
It would involve you being prepared to refuse cocaine, if available, and
minimize your alcohol intake, since this seems to affect your ability
to say “no” to cocaine. That’s something we can work on in today’s
session.’

The above scenario is not of course risk-free and in some cases it might
be advisable for the client to avoid any situation in which the powerful
incentives associated with drugs like cocaine are available. This is where
a psychological perspective and sound clinical judgement are crucial.
The risks for the client of engaging in further drug use need to be cali-
brated against their need for social interaction and affiliation. This deci-
sion needs to be taken in the context of vulnerability factors such as
poor cognitive control or emotional regulation strategies. In substance
misuse treatment settings, clinical psychologists are generally the most
practised and knowledgeable exponents of motivational enhancement
and engagement strategies. They are thus commonly required to provide
teaching training and supervision of this type of work for their profes-
sional colleagues.
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10.9 Managing urges and craving

Substance misuse and addictive disorders reflect a failure in cogni-
tive control or willpower. Teaching the treatment-seeker strategies to
manage impulses is arguably the most important contribution clinical
psychologists can make to promoting good outcomes and long-term
recovery. In the experience of many psychologists, it is never too early
in the therapeutic journey to begin this process. Commonly a lapse into
substance misuse could signal disengagement from therapy. In effect,
the urgency that defines substance misuse needs to be embraced in the
therapeutic encounter.

10.10 Case example

Gary (aged 32) started drinking alcohol when he was 13. He also used
cannabis, ecstasy, amphetamines, and cocaine in social ‘clubbing’ con-
texts. He said that drugs ‘never really suited him’ and he became anxious
and avoidant, particularly after using cannabis and stimulant drugs. Fol-
lowing one episode of ecstasy use, he felt unable to go outdoors, feeling
self-conscious, anxious, and depressed. He also described experiencing
intrusive thoughts or confusion about his sexual orientation and said that
he found these thoughts repugnant and remarkably anxiety provoking.
He had previously developed an obsessive-compulsive disorder when aged
18. He then stopped using cannabis and stimulant drugs but continued
drinking heavily at weekends, and occasionally had periods of 5-6 days
of intensive drinking, from early morning to apparent unconsciousness.
When he was 28 he met Deborah, who became pregnant early on in what
appears to have been intended as a casual relationship. Gary at first
played an active parental role, but following a period of excessive drink-
ing, a violent argument occurred between the couple, with subsequent
involvement of police and social services. Gary agreed to quit drinking
and attend the specialist unit, where the psychologist saw him.

Assessment

Detailed assessment revealed that Gary’s father had also had signifi-
cant alcohol problems, as had other family members, and that Gary had
witnessed his father being violent in the home. His father had then died
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aged 41 from drowning, as a result of either suicide or an accident. Gary
said that he had recently managed to remain abstinent from alcohol for
5 weeks, but knew that he needed to learn how to prevent further recur-
rence of his drinking.

In the first session, in advance of a complete assessment and detailed
formulation, Gary was asked to describe the lead-up and context to his
recent ‘binges’. Some of the factors were:

o Striving for relentless or perfectionistic standards at work and as a par-
ent. This led to a feeling of exhaustion and stress.

o Tension in his relationship with Deborah because he thought that
she was not contributing her fair share in terms of parenting and
housework.

o Lack of opportunities for recreation and relaxation. For instance, Gary
was a talented amateur footballer, but had drifted away from his local
club and let his gym membership lapse.

o Feeling awkward or embarrassed when refusing alcohol in social
situations.

o Feeling overwhelmed by craving.

A functional analysis was then developed which guided the treatment
and intervention plan. Cognitive restructuring or behavioural experiments
were used to encourage Gary to reappraise the utility of his perfectionistic
beliefs; then activity scheduling and problem-solving strategies were used
to achieve a more balanced lifestyle; and Deborah was invited to a joint
session to focus on communication and other aspects of the relationship,
and as a participant in Behavioural Couples Therapy. Other potentially
relevant interventions would have included social skills coaching in order
to facilitate drink-refusal, or modifying expectancies, or mindfulness
training applied to manage craving and impulsivity. The issue of manag-
ing craving usually needs to be addressed as a priority: for example, in the
week before the next appointment it was inevitable that Gary would be
challenged by an impulse, urge, or the experience of craving.

Accordingly, the psychologist asked Gary to describe his last episode of
problem drinking. He said he had been abstinent for 3 weeks and that the
impulse came ‘out of the blue’ when he was walking down the street in his
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Table 10.2 Positive and negative expectancies associated with alcohol consumption

Gary's expectancies Immediate consequences: Long-term consequences:
‘Now’ ‘Later’

Positive expectancies Feeling part of the crowd; None!
relaxation; less boredom

Negative expectancies I will feel I've let myself I will probably carry on
down; | might become drinking. It will put my role as
argumentative. parent and life-partner at risk.

local neighbourhood. This is quite commonly reported and can be difficult
to address psychologically. Typically, self-monitoring would be used to
enable the client to recognize, anticipate, and cope with these triggers. As
this was the initial session, detailed self-monitoring data were not avail-
able, and given the risk of further alcohol excess, Gary was asked to imag-
ine himself in a similar situation in the coming week and to identify the
short- and long-term consequences of the decision to drink or to abstain.
Table 10.2 summarizes his responses. It was agreed that if (or more likely
when) Gary experienced impulsivity, he would practise the ‘Now, Later’
coping strategy (see Kober et al., 2010). Cultivating mindfulness in the
face of craving and impulsivity is another possible approach, outlined
towards the end of this chapter.

Gary was advised that even if, or indeed especially if, he had a setback
and began drinking alcohol again, he should prioritize attending the next
appointment. People with addiction problems blame themselves exces-
sively and can often feel intensely guilty when they lapse. This can lead to
disengagement and resumption of addictive behaviour, and needs to be
anticipated and managed.

10.11 Psychological vulnerability factors

As noted, many clients who present with addictive disorders also
report other complex psychological difficulties. In fact, it is often these
problems that trigger the treatment-seeking, e.g. anxiety and insom-
nia, which are linked to alcohol excess, or apparently unmanageable
debt due to gambling or drug excess. Disentangling the relationship
between vulnerability factors and addiction liability is a key task for
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the psychologist. Research can be helpful in this regard. For example,
Sinha (2009) concluded that frequent exposure to adverse life experi-
ences, linked to individual genetic susceptibility, can alter neurotrans-
mission in stress-related pathways such as corticotrophin-releasing
factor (CRF), and serotonergic and dopaminergic systems. This can
sensitize the individual to subsequent exposure to potentially stressful
events, and thus make ‘self-medication, using alcohol or other drugs,
more likely, not least because they alter neurotransmission in the same
pathways. Alcohol, for instance, binds to the gamma-aminobutyric
acid (GABA) system in a manner similar to that of the benzodiazepines
(a class of tranquillizer medication), resulting in lowered arousal often
experienced as hedonic or anxiolytic. This coheres with cognitive
social learning accounts of emotional vulnerability, but also highlights
the direct relationship between subjective distress and the rapid and
powerful reinforcement delivered by self-administration of psychoac-
tive substances.

10.12 Translating new findings into practice

Over the past three decades or so, psychological theory, research, and
practice have transformed the field of substance misuse and addictive
behaviours. As with all good innovations, enhancing motivation (as
in Motivational Interviewing) and forestalling relapse (as in Relapse
Prevention) now seem rather obvious, but they were not obvious at the
time of their development. Clinical psychologists have been instru-
mental in the introduction and stewardship of these approaches.
Psychological research now continues to generate new findings with

direct clinical applications. Two such recent developments will now
be described.

Mindfulness-based relapse prevention

Paying attention in a detached mindful manner is increasingly recog-
nized as a means of managing the relentless urges and cravings associ-
ated with addiction. Bowen and colleagues (2010) have integrated the
practice of mindfulness into extant cognitive behavioural approaches
to develop relapse prevention skills training. For instance, clients are
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taught to distance themselves from addictive urges by adopting prac-
tices such as the ‘SOBER breathing space’:

Stop (or slow down).

Observe what is happening right now.

Breath focus—centering your attention on the breath.
Expanding awareness to include a sense of your body as a whole.

Responding with full awareness, asking yourself what is needed (Bowen
etal., 2010, p. 123).

This more acceptant stance can defuse the conditioned cue reactivity
associated with high-risk situations encountered by the client. It is also
less taxing than more elaborate strategies (e.g. evaluating the ‘pros and
cons’ of resuming substance use, drinking, or gambling), thus preserv-
ing scarce coping assets for subsequent challenges.

Boosting willpower

When the Oscar Wilde character famously stated ‘T can resist every-
thing but temptation, he was presumably alluding to a lack of will-
power. Viewed as cognitive control, researchers have now begun to
explore ways in which willpower could be augmented. Muraven
(2010), for example, evaluated the possibility that self-control training
would contribute to success in quitting smoking. For 2 weeks prior to
‘quit-day’, he encouraged smokers who were aiming to quit to practise
small acts of self-control designed to ‘train’ willpower, such as squeez-
ing a bar to the point of discomfort. Other examples could include
maintaining good posture when sitting at one’s desk or watching tel-
evision, or brushing teeth using the non-dominant hand. One month
later the enhanced self-control group had indeed fared better than
controls: 27% of the active ‘self-control’ group were verifiably absti-
nent from smoking compared with just 12% of the controls, who had
been assigned tasks requiring some effort but not particularly entail-
ing self-control.

Conversely, willpower can become depleted. This is particularly likely
when faced with the apparently relentless urges and craving associated
with addiction. Educating the client about willpower can aid recovery;
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for example, explaining that it is quite common for a client to succumb
to a relapse at the end of a day, after successfully resisting urges earlier
in the day. It is also helpful for clients to develop realistic expectations
about the extent of their willpower, and to be vigilant when it becomes
depleted through tiredness, hunger, or ‘overuse’ The relevant psycho-
logical processes here are working-memory capacity, goal maintenance,
and selective attention (see Ryan, 2013). Although these ideas have only
recently been utilized professionally in the addictions field, they can
relatively easily be related to the advice that has been given to people
striving for abstinence over many years by organizations such as Alco-
holics Anonymous, and are represented by the acronym HALT: [never
be] ‘Hungry, Angry, Lonely, or Tired’ This illustrates that, in addition to
teaching the client specific strategies for managing impulsivity through
augmenting self-control, a broader emphasis on developing a balanced
lifestyle and promoting psychological wellbeing is vital for recovery in
the longer term.

10.13 Conclusion

From assessment to discharge and follow-up, psychological theory,
research, and practice skills are crucial for engaging with the core moti-
vational, cognitive, and behavioural mechanisms of addiction. This
endeavour calls on the full range of clinical psychology core competen-
cies and indeed has created a context within which these competencies
have evolved further in the quest to deliver better, enduring outcomes.
In practice, clinical psychologists will often be asked to work with ser-
vice users with complex needs, spanning the spectrum of substance
misuse and mental health problems. A case formulation approach is
invaluable in any setting, as different strategies are needed to address the
ambivalence and urgency that define addiction, alongside the broader
issues of compromised emotional control also observed in other disor-
ders. Regardless of the context they are working in, all clinical psycholo-
gists should always screen for or investigate the possibility of substance
misuse. By applying both tried and tested as well as more innovative
approaches, clinical psychologists can continue to make a valuable and
distinct contribution to helping people manage and eventually overcome
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addictions, leading to major gains in health and wellbeing for individu-
als and society as a whole.
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Chapter 11

Working with trauma

Nick Grey and Sue Clohessy

11.1 Introduction

All clinical psychologists need to be aware of the possible impact of
traumatic events on individual clients, families, and communities.
This chapter describes the nature of trauma and how clinical psycholo-
gists use psychological theories to formulate and intervene in a variety
of circumstances. As reflective practitioners, the impact of such work
upon oneself and one’s practice is important to consider. The chapter
also introduces some of the controversies present in this field including
definitions of traumatic events, the false memory debate, and the role of
debriefing treatments. A central theme is that effective clinical psycholo-
gists must be both trauma-aware and trauma-informed, and recognize
the scientific and personal challenges inherent in this work.

11.2 What is trauma?

Trauma is a common term used to describe a multitude of experiences,
defined by the Oxford English Dictionary as ‘an emotional shock follow-
ing a stressful event’ and ‘a deeply distressing or disturbing experience’
The terms ‘trauma’ and ‘traumatic’ seem to be used with increasing fre-
quency in the media and casual conversation. However, such colloquial
use may hide the more precise clinical term. A traumatic event in clini-
cal terms can be associated with various mental health problems, the
most common diagnosis being post-traumatic stress disorder (PTSD).
The Diagnostic and Statistical Manual of Mental Disorders (DSM-V)
(American Psychiatric Association, 2013) defines a traumatic stressor
as an event in which the person has experienced, witnessed, or been
confronted by actual or threatened death, serious injury, or sexual vio-
lation. Such traumatic events include physical or sexual assaults, car
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accidents, natural disasters, and combat experiences. However, it would
not include other stressful events such as divorce or bereavement.

Reactions to traumatic events have been well documented since the
19th century, with the phenomenon of shell shock apparent in sol-
diers following exposure to combat experiences in World War I (for
a summary of the historical context of trauma and PTSD, see Brewin,
2003). However, defining trauma and PTSD has proved controversial.
Initial definitions of trauma focused on the event as being outside the
range of normal human experience, and significantly distressing for
almost anyone—a normal response to an abnormal event. However,
this definition has evolved in light of evidence that exposure to such
experiences is actually relatively common (an estimated 80% of peo-
ple in a sample in the USA have experienced a trauma), but only a
minority develop persistent problems with PTSD (less than 10% from
the same US study). Further revisions of the definition of a traumatic
event are likely.

There has also been considerable controversy in defining responses to
traumatic events, with many arguing that PTSD has a political dimen-
sion. This perception is particularly based on the fact that the establish-
ment of PTSD as a discrete category within DSM in 1980 came about
after considerable lobbying by groups representing veterans of the Viet-
nam War for formal recognition of the psychological difficulties many
returning veterans had experienced. Some have suggested that the
diagnosis was included to allow access to services for veterans, where-
as others have argued that it pathologized the individual, rather than
acknowledging the broader political consequences of involvement in
the conflict.

The scientific trauma literature differentiates between two types of
traumatic experience. Type-I is a one-off traumatic event, such as a road
traffic accident or assault. Type-II refers to prolonged, repeated trau-
matic events, such as repeated abuse or torture. Such events commonly
occur in childhood, such as childhood physical and sexual abuse, but can
also occur in adulthood, including the events experienced by refugees or
those seeking asylum, and people experiencing domestic violence.
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For some groups, such as the armed forces and emergency services,
traumatic experiences are an occupational hazard. The effects of trauma
can have wide impacts. Traumatized people are embedded within mul-
tiple systems, including family and friends, work, and the wider com-
munity and societal structures. Communities and societies have been
through, and continue to experience the effects of, traumatic events such
as natural disasters (the 2004 tsunami in Indonesia and elsewhere), civil
conflict and war (Northern Ireland and the Balkan countries), state-
sanctioned oppression (apartheid in South Africa), and other events
such as mass shootings (Norway and the USA). The effects may include
major damage to basic infrastructure, and sometimes problems meet-
ing the needs of the general population for food, shelter, and power.
Addressing mental health needs includes dealing with the impact of
bereavement, low mood, intrusive images, nightmares, and widespread,
often justified, problems in trusting people.

11.3 PTSD and other effects of traumatic experiences

A cornerstone of the work for clinical psychologists is the individualized
formulation, discussed in Chapter 2. Formulation includes assessment
of how people’s beliefs and rules for living have been shaped by past
events, including traumatic events. For example, when traumatic events
occur, people may experience ‘shattered assumptions’ (Janoft-Bulman,
1992). Many of us hold assumptions that the world is benevolent (basi-
cally a good place and both people and events are generally good) and
meaningful (there’s a reason things happen as they do), and that the self
is worthy. It may not be possible to assimilate traumatic events within
these beliefs and hence beliefs must change to accommodate the trau-
ma, e.g. the world is a dangerous place and I am weak. This process of
assimilation and accommodation is natural, but difficulties may emerge
if overassimilation (changing the event to fit one’s beliefs, e.g. ‘it wasn’t
really rape’) or overaccommodation (completely changing one’s beliefs
to make sense of an extreme event) occur. Shattered assumptions will
only occur in those originally holding benign beliefs, and such people
are likely to have had few prior traumatic events. Many people seeking
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psychological help hold less benign assumptions about themselves and
the world (e.g. ‘people aren't to be trusted, T'm a bad person’), that may
have developed from traumatic childhood experiences, and in such
instances a further trauma in adulthood will confirm such beliefs.

11.4 Features of PTSD

PTSD is the most common and best-studied response to trauma
requiring psychological help. The key symptom is ‘re-experiencing’ of
the trauma. Parts of the memory of the trauma are easily triggered and
the trauma can feel as though it is happening again. Re-experiencing
can take a variety of forms: images in any sensory modality (e.g. from
a road traffic accident—hearing brakes squeal and screams, smelling
fuel); nightmares that may be replays of what happened, or thematical-
ly linked (being in other accidents, or being chased); or experiencing
similar feelings, physically and emotionally, as at the time of the trau-
matic event. For example, a man who was physically assaulted feared
he was going to die, and when hearing news reports about other peo-
ple being attacked, or when seeing someone wearing similar coloured
clothing to his assailant, he had vivid images of the knife, his heart
started racing, and he felt sweaty and threatened, just as if it was hap-
pening again.

People with PTSD also experience other symptoms, such as avoidance
and numbing: trying not to think about what happened, or suppressing
feelings related to the event, avoiding triggers such as people or places.
Symptoms of hyperarousal are common, such as feeling on edge, being
especially alert even if there is no clear need, being jumpy, and poor sleep
and concentration. Recent changes in diagnostic criteria also include
negative mood and cognitions. Most people with PTSD will have addi-
tional difficulties, especially substance misuse and panic attacks.

11.5 Vulnerability to trauma and PTSD

Epidemiological studies have shown that men are more likely to be
exposed to a traumatic event, but women are more likely to develop
PTSD. It is not clear why women are more vulnerable to developing
PTSD; this is not explained simply by a greater incidence of sexual
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violence in women, pre-existing depression/anxiety, or women being
more likely to disclose PTSD than men. Three risk factors, in both men
and women, have been consistently identified across studies—prior
personal psychiatric history, psychiatric problems in the family, and
early adversity. How people respond during the trauma has also been
identified as a risk factor—with higher rates of PTSD in those report-
ing dissociation during the trauma. Other research has identified nega-
tive appraisals during or after the trauma as significant (such as ‘these
memories mean I am going mad’).

11.6 Psychological theories of PTSD

Brewin and Holmes (2003) provide a valuable summary of psychologi-
cal models of PTSD. In the UK the most influential model is that of
Ehlers and Clark (2000) which has led to an extensively tested cognitive-
behavioural treatment (CBT). They suggest that PTSD becomes persis-
tent when traumatic information is processed in a way that leads to a
sense of serious current threat. This can be a physical and/or a psycho-
logical threat to one’s view of oneself (e.g. T'm weak’). Due to high levels
of arousal at the time of the trauma, the trauma memory is poorly elabo-
rated and poorly integrated with other autobiographical memories, and
can be unintentionally triggered by a wide range of low-level cues. In
particular, there is no ‘time-code’ on the memory telling the individual
that the event occurred in the past. Thus, when the memory intrudes, it
feels as if the event is reoccurring. The persistence of the sense of current
threat, and hence PTSD, arises from not only the nature of the trauma
memory, but also the negative interpretations of symptoms experienced
(e.g. Tm going mad’), the event itself (e.g. It's my fault’), and sequelae
(e.g. T should have got over it by now’). Change in these appraisals and
the nature of the trauma memory is prevented by a variety of cogni-
tive and behavioural strategies, such as avoiding thoughts and feelings,
places, or other reminders of the event, suppression of intrusive mem-
ories, rumination about certain aspects of the event or sequelae, and
other avoidant/numbing strategies such as alcohol/drug use. In addi-
tion, PTSD is associated with various cognitive biases including selec-
tive attention to external threat, explicit memory bias for trauma-related
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words, over-general memory, threatening interpretive biases, and ele-
vated expectancies for negative events.

11.7 Biological aspects of trauma

There are clear biological and neurophysiological effects of traumatic
events, including a different pattern of hypothalamic-pituitary-adrenal
axis response, and differential activation of the hippocampus, amygdala,
and prefrontal cortex. Several neurotransmitter systems are dysregulated
in PTSD. Sub-groups of PTSD patients exhibit sensitization of noradr-
energic and serotonergic systems, respectively. In addition, MRI studies
have detected smaller hippocampal volumes in people with PTSD. It has
been shown that smaller hippocampal volume is a risk factor for PTSD,
rather than PTSD ‘shrinking’ the hippocampus as had been previously
suggested. People with PTSD often find such information both ‘normal-
izing’ and non-blaming; the implication being that their brain reacted
the way it was designed, but with unfortunate side-effects which need
to be addressed.

11.8 Effects of culture

Some have argued that PTSD is a Western phenomenon, having little
relevance to other cultures. An individual’s spiritual, social, and moral
context mediates expression of psychological distress; hence responses
to trauma are not uniform across cultures. However, the symptom struc-
ture of PTSD is relatively stable across cultures, and although there may
be some variation in the symptom profile (e.g. increased somatization),
it remains a useful concept for understanding reactions to trauma across
cultures. The specific ways in which different communities and cultures
react to traumatic experiences influence how people make sense of their
own individual traumatic experiences, and how they can best be sup-
ported in their recovery.

11.9 Other outcomes after trauma

PTSD can only be formally diagnosed 1 month after the traumat-
ic event. Within the first month, individuals may meet diagnostic
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criteria for acute stress disorder (ASD). The symptoms are similar to
those in PTSD, but the presence of dissociation is specifically required.
Although the diagnosis of ASD was introduced to help identify people
prone to go on to develop PTSD, the utility of the diagnosis ASD has
been questioned.

Type-II repeated and prolonged trauma may lead to more complex
traumatic stress presentations. The events are typically the result of
human mistreatment rather than accidents or acts of nature. Herman
(1992) was among the first to refer to such presentations as ‘complex
trauma. This is extremely likely to be formalized as a new diagnosis by
the World Health Organization (WHO) in its next diagnostic manual
(ICD-11). This diagnosis will require the presence of the core symptoms
of PTSD, and also on-going and long-lasting impairments in affective,
self, and relational functioning. This includes problems regulating emo-
tions, having beliefs about oneself as diminished, defeated, or worthless,
and having difficulties in sustaining relationships (WHO, 2013).

The problems in affect regulation specifically include dissociation.
Dissociation is a normal process that ranges from daydreaming and
being on ‘automatic pilot’ to observing yourself doing things as if from
outside (an ‘out-of-body’ experience). Dissociation often happens when
people have a high level of stress. During a traumatic event people may
dissociate: the event is experienced as unreal or dreamlike, and things
seem to go in slow motion. DSM-5 introduces a dissociative sub-type of
PTSD, which will apply to many of the more complicated presentations
following type-II trauma.

The Ehlers and Clark (2000) model, like other PTSD models, pre-
dominantly focuses on type-I trauma and does not fully account for
other traumatic presentations. Type-II trauma affects attachment rela-
tionships, which is important since trauma from attachment figures is
particularly likely to give rise to difficulties such as fear in close relation-
ships that often have long-lasting impact.

Traumatic experiences are also implicated in the onset and mainte-
nance of psychotic symptoms such as hearing voices and paranoid delu-
sions, and help to provide psychological explanations of controversial
diagnoses such as Dissociative Identity Disorder (previously known as
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Multiple Personality Disorder) and Borderline Personality Disorder
(BPD). Furthermore, careful assessment may indicate circumstances
when problems, such as substance misuse or compulsive rituals, may in
fact be responses to traumatic stress symptoms, and be coping strategies
to reduce the frequency and intensity of re-experiencing symptoms.

11.10 How clinical psychologists can help with trauma

Therapeutic work for PTSD is the most common contribution made
by psychologists working in this area. The UK NICE guidelines recom-
mend trauma-focused cognitive-behavioural treatment (TF-CBT) and
eye movement desensitization and reprocessing (EMDR) as first-line
treatments for people with PTSD. Other forms of intervention include
work with families and preventive work.

TF-CBT

TF-CBT is a psychological therapy focusing on accessing and processing
traumatic memories, and changing unhelpful appraisals/beliefs associ-
ated with the trauma, and problematic behaviours (such as avoidance or
rumination). The aim of treatment derived from the Ehlers and Clark
(2000) model is threefold: (1) to reduce re-experiencing by elaboration
of the trauma memory and discrimination of triggers, and integration
of the memory within existing autobiographical memory; (2) to address
negative appraisals of the event and its sequelae; and (3) to change
avoidant/numbing strategies that prevent processing of the memory
and reassessment of appraisals. A wide range of both general and PTSD-
specific cognitive-behavioural interventions can be used to achieve such
changes.

The most common procedure in TF-CBT involves the person with
PTSD talking about the memory in great detail, without avoiding any
emotional aspects of it, and identifying and updating the beliefs associ-
ated with the trauma (e.g. Tm going to di€’ to ‘T survive/I'm going to be
ok’). Alongside this, the person is encouraged to address unhelpful cop-
ing strategies such as avoidance by deliberating exposing him- or herself
to situations and emotions that were previously avoided.
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EMDR

EMDR also aims to access and process traumatic memories. Clients are
asked to hold a traumatic memory in mind, along with associated emo-
tions and thoughts, whilst simultaneously focusing on an external stim-
ulus, usually the therapist’s hand moving from side to side in front of the
client’s face. Other external stimuli, such as hand tapping, can be used.
Once clients are less distressed by the memory, they are encouraged to
hold the memory in mind with a more positive thought, and again focus
on an external stimulus. While this is an evidence-based therapy, there is
still on-going controversy about how to account for its effects at a theo-
retical level, and whether its effects extend beyond the role of exposure
to the memory.

Working with families

Trauma can have a significant impact on families, who may not know
how best to support their relative. Some may think that not talking about
the event is the best approach, or respond in ways that may exacerbate
the problem for the trauma survivor (reinforcing beliefs such as Tm to
blame’). Living with someone with PTSD can be worrying and stressful,
for example they may be irritable, jumpy, have recurrent nightmares or
flashbacks, or avoid associated people or places. They may seem a differ-
ent person, be affected by chronic physical health problems/disabilities
resulting from the trauma, or be affected by other mental health prob-
lems such as depression or substance abuse. Psycho-education about
PTSD and providing information and support can play an important
therapeutic role.

Preventative work

Formal mental health treatment (e.g. psychotherapy) constitutes a small
proportion of the efforts of society in general to improve the wellbeing
of traumatized individuals and populations. Psychologists can also be
involved in preventative work, ensuring that the vulnerable are protected
from trauma whenever possible. Assessing for risk of trauma is an impor-
tant aspect of this. Involvement in child protection aims to ensure that
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children are protected from traumatic events such as physical or sexual
abuse. This may involve carefully assessing risk to children and young
people in relevant services, or consciousness-raising and increasing public
awareness about issues such as domestic violence, or ensuring those at risk
are signposted to appropriate services which will ensure their safety. Psy-
chologists can also advise professional groups who are at particular risk of
exposure to trauma and developing PTSD, such as the military and emer-
gency service personnel. Providing education about normal responses
to trauma, and helpful (e.g. accessing social support) and unhelpful (e.g.
excessive use of alcohol) ways of coping is another useful role.

Psychologists can additionally be involved in disaster planning: pre-
paring how communities will cope in the aftermath of major events;
what services will be required; educating relevant agencies about the
impact of trauma; how to screen for PTSD; the importance of ‘watchful
waiting’ within the first month post-trauma; and the provision of appro-
priate follow-up, so that those in need of trauma-focused interventions
can access them in a timely way.

11.11 Providing reports to the Court

The nature of trauma work may involve legal proceedings, for exam-
ple, claims for compensation. Clinical psychologists may be asked to
provide expert witness reports for the Court on the consequences of a
traumatic event on an individual, and the implications for their future.
They may also become involved in preparing reports to the Court on
behalf of asylum seekers who are applying for asylum status, providing
information on their reported experiences of trauma in their country
of origin, the subsequent impact on their mental health, and the poten-
tial impact of returning to their home country. There is a distinction
between an expert witness report, in which the psychologist has a duty
to the Court to report independently the assessment of someone with
whom they have no prior relationship, and treatment reports, which are
the description of assessment and treatment of clients or families with
whom the psychologist has an on-going, or past, clinical relationship.
An understanding of the role of memory processes and other psycho-
logical theories is necessary in order to explain possible discrepancies in



11.13 PERSONAL IMPACT OF THIS WORK

verbal reports, or the previous withholding by survivors of information
(for example, due to shame).

11.12 Research on trauma

There has been significant involvement of psychologists in research
concerning trauma, including developing clinical theories and the treat-
ments that follow, early intervention, and prevention strategies. Some
of the key clinical psychologists who have undertaken research in these
areas in the UK are Chris Brewin, David Clark, Tim Dalgleish, and
Anke Ehlers. Ehlers and Clark developed the cognitive model of PTSD
already noted, and the influential treatment that follows from it, while
Brewin and Dalgleish, both in collaboration and individually, have been
instrumental in understanding the role of memory processes following
trauma, and also how these link to intrusive imagery and thoughts more
generally. A final example is the experimental psychology investiga-
tion conducted by Emily Holmes and colleagues of possible risk fac-
tors for the development of intrusive memories. In non-clinical samples,
increased intrusions after viewing a distressing film are associated with
performing a verbal distraction task, compared with a visuo-spatial task
such as playing Tetris (see also Chapter 1). Holmes’ work shows that
engaging the visuo-spatial scratchpad of working memory in this key
early ‘memory consolidation window” inhibits the later development of
intrusions after viewing unpleasant events (Holmes et al., 2009). This
research has led to on-going investigations of the role of playing Tetris
in Accident and Emergency units immediately following a trauma, as a
‘cognitive vaccine’ against the development of later intrusions. There is
still much to learn about responses to traumatic events, and why some
people are more vulnerable to developing PTSD than others, as well as
investigating whether there are ways that PTSD can be averted in the
aftermath of trauma.

11.13 Personal impact of this work

As reflective practitioners, psychologists will be aware of the effects of
their work on themselves personally, including emotional, cognitive,
and behavioural reactions (such as feeling distressed or angry with the
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client) during clinical treatment sessions and in other work settings.
The impact of working in a helping profession can lead to ‘compas-
sion fatigue’ or ‘burnout, whereby empathy or caring feelings for clients
diminish. Also there is the possibility of ‘vicarious traumatization, hav-
ing intrusive thoughts and images of the stories heard from clients. This
is most likely when the client’s traumatic experiences share similarity
in practice or meaning with the psychologist’s personal life, e.g. hear-
ing stories about abuse of a child of a similar age to the psychologist’s
own child. While strong feelings engendered by work are normal, psy-
chologists need to be aware if these negatively impact on their work (e.g.
not wanting to hear details from clients) or affect life more broadly (e.g.
taking extra precautions oneself). This can be addressed with regular
formal supervision, informal support from immediate colleagues, and
following general guidelines about self-care. Luckily secondary trau-
matization is not common, and is usually short lived. Less discussed
is the possibility of secondary traumatic growth—the degree to which
clinical psychologists can learn and develop from working with people
who are overcoming the effects of traumatic experiences. Working with
people who have experienced traumatic events reveals the strengths of
humanity, such as kindness and courage, and also resilience in the face
of adversity.

11.14 Special issues

In complex and newly articulated areas of work, competing views and
controversies often exist about how best to understand the issues and
what approaches are most helpful to those needing help. This is certainly
true in the field of trauma.

Debriefing

There has been extensive debate about what types of intervention
should be offered to people in the immediate aftermath of traumatic
events. For many years it was assumed that asking people to recount in
emotional detail the events that they had recently experienced (debrief-
ing) would be helpful. Although people offered debriefing are often
grateful, reviews show that individual emotional debriefing, at best,
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is of no benefit and, at worst, can actually impede normal recovery.
A number of studies show that those who received debriefing are more
likely to have post-traumatic stress symptoms many months later than
those who do not. Current guidance is to offer ‘psychological first aid’
in the immediate aftermath of trauma, including information about
possible traumatic stress symptoms and advice about maintaining rou-
tine, valued activities, and looking after oneself (e.g. eating regularly
and not drinking to excess). Along with such ‘first aid” there should
be careful monitoring (also called ‘watchful waiting’), and if traumatic
stress symptoms do not quickly reduce after a few weeks, then offering
prompt TF-CBT.

Power therapies

There have been many claims for ‘miraculous’ cures for PTSD, sug-
gesting that in a few sessions people can be relieved of their symptoms.
Collectively referred to as ‘power therapies, the implication is that these
are more powerful than existing treatments. Examples include thought
field therapy (TFT) which involves bringing anxiety-provoking images
to mind while tapping particular meridian points with fingertips, and
traumatic incident reduction (TIR) where people imagine the traumatic
event without verbal description, and then describe it verbally after-
wards. There is no substantial evidence that these ‘power therapies’ are
as effective, let alone more effective, than existing treatments. The mech-
anism of action is either unclear or seemingly related to the exposure or
imagery component of the treatments, similar to that of TF-CBT and
EMDR. The world of trauma treatments will doubtless attract further
similar claims of powerful new treatments in the future. Extraordinary
claims need extraordinary evidence.

False memory and recovered memory

The 1980s and early 1990s saw many reports of recovered memories of
horrific childhood sexual abuse (often including satanic rituals) dis-
closed during psychotherapy. Proponents of recovered memories sug-
gested that these memories had been repressed for many years, without
the victim’s conscious knowledge, until recovery during psychotherapy,
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using techniques such as hypnosis. Remembering earlier abuse was seen
as an important therapeutic step. A powerful backlash against this view
followed, particularly from families of victims, many of whom were
accused of being abusers. A number of organizations were founded,
including the False Memory Syndrome Foundation in the USA and the
British False Memory Society (BFMS) in the UK, suggesting that these
memories were not recovered but were false—induced in vulnerable
patients by therapists. Many of those who recovered memories of earlier
abuse had no recollection of these experiences before entering therapy;,
and had actually consulted their therapist for other mental health prob-
lems, such as depression, rather than PTSD. Proponents of recovered
memories suggested that this backlash was a reaction to disclosures,
an attempt to silence them, and a further abuse of power. Research to
date suggests that although recovered memories are possible, they are
very rare. Most people who were abused as children remember all or
part of their experiences, although they may not choose to disclose
this. Research suggests that it is also possible to create a ‘false’ or pseu-
do memory; see the British Psychological Society report (1995) for a
review of this area. Clinical psychologists should be wary of sources that
claim recovered memories are common, that memories of early trauma
should be ‘sought out’ in therapy, and of suggesting to patients that such
approaches should be adopted in their therapy. This debate highlights
the often controversial nature of trauma treatments.

11.15 Case example of TF-CBT

Abbie was a 27-year-old receptionist, referred after she developed PTSD
following physical violence and emotional abuse in a 7-year relationship
with her ex-boyfriend Dan. This relationship had ended, but Abbie expe-
rienced frequent intrusions (including flashbacks) to two to three inci-
dents in which she had believed she would die. When experiencing these
memories, she ‘relived’ the same emotions, the meanings of which were
T'm going to die’; T'm worthless/useless’. She believed these flashbacks and
nightmares proved that she would never be free of Dan. She tried to avoid
thinking about her experiences, but ruminated about what he had said to

her—that she was useless/no good and so on.
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Following assessment and formulation, Abbie was provided with infor-
mation about common reactions to trauma, PTSD, and trauma memo-
ries, in order to help her understand her symptoms (‘this is my mind’s way
of trying to make sense of what happened to me, not a sign that I'll never
be free of Dan’). Abbie and her psychologist discussed her goals, and how
she wanted to move on with her life (contacting friends again, renewing
her gym membership, etc.). The initial focus of therapy was to help her to
progress with these as quickly as possible. The collaboratively developed
formulation then led to discussions about how avoiding going out, and
ruminating on what Dan had said, kept Abbie stuck in the past. The psy-
chologist then used cognitive therapy to change appraisals, e.g. ‘I do have
worth’; ‘I don’t need to listen to him’. In a few sessions Abbie was able to
describe past events with less distress. Further work in sessions focused on
dealing with memory triggers. Finally they developed a treatment sum-
mary (therapy ‘blueprint’), listing key learning points from therapy and
ways to managing future setbacks. Overall, Abbie had 13 sessions of TF-
CBT, and by treatment termination, no longer met PTSD criteria, had
returned to work, and was seeing her friends regularly.

11.16 Case example of work with on-going trauma

in families

Clare, a woman aged 19 with very low mood, was referred to a clinical psy-
chology trainee. At assessment, Clare disclosed that her father had repeat-
edly sexually abused her when she was aged between 8 and 11, although
she had not disclosed this to anyone before. She also described witnessing
her father physically assaulting her mother on many occasions. She con-
tinued to live at home with both parents and her younger siblings. She was
planning to leave home and was concerned that her father would abuse
her sister, whom she had tried to protect. She wanted the trainee’s advice
about what to do next.

The trainee was aware of many current risk issues in this situation.
Clare was still living with the abuser, and there were other children at
home. The mother was also at risk of assault. The trainee clarified to Clare
that she would have to discuss this with others, beyond her supervisor, and
that confidentiality could not be maintained, in line with limits explained
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at the start of the assessment. In addition, Clare was very low in mood,
disclosing suicidal thoughts and previous self-harming behaviours.

Following discussion in supervision, the trainee contacted the local
social services about this family (following established child protection
procedures) who then gave Clare’s mother information about refuges and
local community support groups. The father left home and, although his
arrest was attempted by the police, he disappeared. The trainee continued
to work with Clare, helping with her low mood and feelings of guilt over
having not acted sooner. Social services also provided support for the fam-
ily as a whole.

11.17 Conclusion

Both these case histories demonstrate the role of clinical psychologists
in thinking about and intervening with the sequelae of trauma. While
Abbie’s therapy shows the importance of formulation, the centrality of
establishing a positive therapeutic relationship, and the usefulness of
applying an evidence-based model, working with Clare illustrates the
range of different agencies that may be involved in helping both adults
and children following traumatic experiences. Both cases illustrate that
psychologists need to know how to help people disclose sensitive infor-
mation, to understand the correct boundaries concerning confidential-
ity, and to be aware of when to appropriately use supervision with more
experienced practitioners, in order to aid this process and to gain per-
sonal support when working with potentially distressing material.
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Chapter 12

Working with people who have
physical health problems

Elenor McLaren and David Murphy

12.1 Introduction

While the majority of clinical psychologists work with people who have
mental health problems, a small but rapidly growing number work with
people whose primary difficulties are related to physical health and/or
disability. This work generally takes place in acute (medical) hospitals or
primary care settings, in particular with people with chronic conditions
such as diabetes, heart disease, or chronic pain. Here psychologists are
integral members of multi-disciplinary teams, alongside other health
professionals such as physicians, specialist nurses, and allied health
professionals including physiotherapists, occupational therapists, and
dieticians.

This area of clinical psychology has grown significantly in recent
years, in part related to the changing nature of health care. As a result
of medical advances and improvements in standards of living, the focus
of physical health care in economically developed countries shifted dra-
matically during the 20th century from infectious diseases to chronic
conditions. In the first half of the 20th century infectious diseases were
the single most common cause of mortality, accounting for one in four
deaths in the UK in 1900, whereas coronary heart disease accounted for
less than one in 100. By the start of the 21st century, however, infectious
diseases accounted for less than 1% of deaths in the UK, whereas cancer
and circulatory diseases now account for two-thirds.

Whilstchronic conditionsare treatable, they oftenresultin residual dif-
ficulties whichrequireadaptationandlong-term management, forwhich
psychological factors such as mood and coping strategies are important.
Furthermore, the occurrence of conditions such as circulatory disease
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and diabetes is strongly influenced by behavioural factors (e.g. smok-
ing, diet, and exercise), whilst effective management is dependent on
adherence to medication and lifestyle changes; and here clinical psy-
chologists can make a significant contribution by facilitating behaviour
change.

The roles of clinical psychologists in this field, known as ‘clinical
health psychology, vary in relation to the health problems encountered,
clinical activities undertaken, settings, and intervention levels (e.g. indi-
vidual, group, service, or organization).

The nature of clinical health psychology has been shaped by a number
of distinct influences over recent years. In the 1960s, at the same time
as behaviour therapy principles were beginning to be implemented in
mental health, an American psychologist, Fordyce, started to apply these
principles in physical health. He developed a programme for chronic
pain management based on operant conditioning principles, particu-
larly modifying social reinforcement of ‘pain behaviour..

Through the 1970s and 1980s, psychologists’ work was also informed
by developments in psychophysiology, and techniques such as biofeed-
back became widely used in the management of physical conditions
such as headache, temporomandibular joint disorder, and essential
hypertension. However, some of the initial optimism faded when stud-
ies showed that, in many cases, non-specific factors rather than physi-
ological changes mediated the treatment effects. Techniques such as
biofeedback are employed much less commonly today but can be effec-
tive in specific circumstances.

A parallel strand of influence originated in the field of health psy-
chology, which emerged as an autonomous domain in the USA in the
late 1970s (although it was not formally recognized as such in the UK
until 1997). Health psychologists tend to have a greater role in health
promotion/illness prevention in an educational, organizational, or
research capacity, and, through their research into factors that affect
health, have developed theories about concepts such as stress, coping,
adjustment, resilience, locus of control, self-efficacy, and quality of
life, as well as theories about how people make decisions about their
health. These models have led to clinical interventions and include
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stress-vulnerability models, health-belief models, theories of planned
behaviour, and illness representations.

In recent years therapeutic developments in clinical psychology,
most notably cognitive-behavioural therapy (CBT), have informed
interventions for a range of health problems (e.g. White, 2001) as have
mindfulness-based interventions (e.g. Kabat-Zinn, 1990). Meanwhile,
acceptance and commitment therapy (ACT) (Hayes et al., 1999) has
become increasingly influential, while in the systemic field, solution-
focused (SF) approaches (de Shazer, 1994) have also evolved for people
with physical health problems (e.g. Bray, 2009).

12.2 Shifting themes

Over the past 20 years, three shifting themes have shaped clinical health
psychologists” work. First is a move from instructing people (e.g. bio-
feedback, guided imagery) towards developing a partnership between
individuals and their medical team, including improving communica-
tion and choice, and facilitating greater self-directed care, including the
development of the concept of ‘expert’ patients, and involving patients
in decision making. This is echoed by greater emphasis on equality in
therapeutic relationships, from professional expert and passive patient,
to therapist and patient becoming ‘collaborative empiricists.

A second theme is greater integration of the biopsychosocial model
into medical practice. This has influenced the types of questions refer-
rers ask, from ‘is the problem physical or psychological?’ or ‘we cannot
find a physical explanation so we are referring to Psychology’ to ‘how
can we improve this person’s quality of life and engagement in signifi-
cant activities?” There is also greater recognition of the psychological
impact of physical illness and of the difficulty in focusing narrowly on
symptom reduction or control.

The third theme concerns changing settings. There continues to be
important work in both acute (e.g. outpatient clinics or hospital wards)
and residential rehabilitation settings; however, the management of
long-term conditions is increasingly provided in community settings
with accompanying psychological care. In recognition of the need for
greater, faster, and reduced cost access to intervention, there is also a
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move for psychological care to be provided by other professionals such
as nurses or wellbeing practitioners, with psychologists providing train-
ing and supervision.

The rest of the chapter will explore a range of typical issues that clini-
cal health psychologists address, detail some of the key therapeutic
approaches that inform work in the field including how models require
adjustment, and illustrate these with examples. The chapter then consid-
ers broader issues of working in teams and concludes with a considera-
tion of future directions in the field. While this chapter is focused on
clinical applications, it is also important to acknowledge the essential
role of research in developing innovations and improving the effective-
ness of treatments.

12.3 Key clinical issues

Clinical psychologists may focus on a range of different clinical issues,
as discussed below.

Distress that interferes with quality of life

It is well documented that psychological distress following physical ill-
ness, injury, or disability can have a significant impact on the health out-
comes of affected individuals. Distress can vary in severity, from normal
‘adjustment’ reactions to major depressive and anxiety disorders which
can interfere with recovery, rehabilitation, functioning, and quality
of life.

Inappropriate use of medical treatment including poor
adherence

Excessive health anxiety may result in people inappropriately attend-
ing their primary care physician and/or Emergency departments to
seek reassurance about symptoms. Not only can this result in unneces-
sary demand being placed on medical services, but also it can actually
increase health anxiety over time. Psychological approaches to health
anxiety have been demonstrated to be effective in reducing both anxiety
and excessive consultation, even among people with established chronic
health problems (Tyrer et al., 2011).
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Underengagement in health services is also important, such as
dropping out of treatment, not attending appointments, not tak-
ing medication as prescribed, and self-discharge. There are several
potential influencing factors: the unpleasantness/intrusiveness of
treatment, beliefs about illnesses, the quality of relationships with
medical teams, the clarity of information provided, and a person’s
ability to understand and act on information. For example, some
people with diabetes fear hypoglycaemic attacks (which can be
unpleasant) and avoid them by keeping their blood sugar level too
high. Unfortunately this can lead to complications (e.g. blindness).
An individual with a cardiac condition may hold a belief that physi-
cal exertion will lead to another heart attack, which may lead to inac-
tivity and increase their risk factors (e.g. through reduced fitness or
weight gain).

These examples highlight the importance of integration of psychologi-
cal and physical care at the outset to optimize how people manage their
physical conditions.

Preparedness and suitability for medical procedures

Medical procedures can be uncomfortable, aversive, and frightening.
Psychologists can be asked to help prepare people for a treatment or
manage the after-effects of procedures. Examples include using graded
exposure to help people with needle phobia have injections, or prepar-
ing an individual for an MRI scan (which can be noisy and claustropho-
bic). Psychologists might see patients before and after an amputation or
skin grafts for burns, or be asked to help individuals cope with nausea
associated with chemotherapy.

Psychologists also have a role in assessing suitability for surgery, which
may include examining how realistic individuals’ expectations are and
whether they have considered how they might proceed should the inter-
vention be deemed inappropriate or is unsuccessful. Examples include
cosmetic surgery (where body dysmorphic disorder needs to be exclud-
ed), gastric bypass surgery, or implanting of a spinal cord stimulator for
chronic pain (where a determination as to whether the person has the
required skills to self-manage after surgery is important). Psychologists
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can also be involved in genetic counselling and helping people navigate
fertility decisions.

Physical presentations of psychological problems

and physical conditions that respond to psychological
interventions

Psychological distress is frequently accompanied by physical symptoms.
Tiredness and concentration and memory problems can be signs of
depression. Chest pain can be a symptom of panic attacks, tension head-
aches of chronic anxiety. Many physical conditions including asthma,
eczema, migraines, psoriasis, and irritable bowel syndrome can be wors-
ened directly by psychological distress. There are some chronic condi-
tions such as chronic fatigue syndrome which are not well understood
medically but which respond to psychological interventions.

Psychological presentations of physical problems

Conversely, it is important for psychologists to be aware of possible
psychological presentations of diseases that might require physical
treatment. Dementias can present with depression symptoms, while
hyperthyroidism can cause symptoms of anxiety or psychosis.

12.4 Assessment

Assessments in clinical health psychology overlap significantly with
those in other adult psychology settings, and use a biopsychosocial
framework to assess the parameters of presenting difficulties, their
impact on life physically, psychologically, occupationally, and socially,
prior history of both physical and mental health, as well as family his-
tory, current relationships, and activities. At times, given the complex-
ity of some physical problems, skill is required in guiding the process
toward aspects relevant to distress. It is also essential to draw out areas
of resilience. Assessment of risk is important because people often have
easy access to lethal means of self-harm (e.g. painkillers, insulin).
Engagement is essential: people frequently (and understandably)
question the relevance of the referral: ‘do you think it’s all in my head?’
Absolute validation of the physical and real nature of the problem is cru-
cial, as is the assurance that the psychologist has no reason to question
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this. Instead it must be clarified that entirely normal reactions can inter-
fere with living effectively with health problems; hence psychological
intervention can often be of help.

A common question from trainees considering working in physical
health is ‘how much medical knowledge does a psychologist need to have
of specific conditions?” It is certainly not necessary to be an expert: in fact
that can be unhelpful since patients normally have already had numer-
ous encounters with medical experts and know a great deal about how
the condition affects them. However, it is important that psychologists
know enough to understand what patients experience in terms of daily
demands, potential complications, and embarrassing or disabling aspects.
A collaboration is formed by the psychologist bringing knowledge about
psychological aspects of managing illnesses, whilst recognizing that the
patient is an expert in the ways in which the illness impacts upon them.

Assessment may involve observations, diary keeping, reviewing medi-
cal records, consultation with other health professionals and families/
significant others, as well as information gained from measures such as
psychometric assessments. Questionnaires measuring depression and
anxiety designed for adult mental health settings may be used; however,
there are versions developed for physical health that account for the
possibility that some symptoms of depression or anxiety (e.g. fatigue)
may be attributable to the physical illness. Some measures are disease-
specific (e.g. for cardiac anxiety), some examine particular processes
(e.g. acceptance) and others examine quality of life more broadly.

12.5 Therapeutic models

There are a number of evidence-based therapeutic models informing
interventions in this field.

Cognitive-behaviour therapy (CBT)

CBT has been applied to anxiety and depression in the context of physi-
cal health problems and also to adjustment and adherence issues. CBT
can reduce distress in a broad range of health problems but is less com-
pelling for changing relevant health behaviours or functional outcomes
(Sage et al., 2008).
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Although the classic Beck model can be used, there are some special
considerations. First, timing: distress is a normal response to receiving
a serious diagnosis and immediate intervention is inappropriate. How-
ever, CBT may be appropriate when distress is prolonged and/or related
to distorted thinking.

Second, the physical aspects of a persons presentation will likely
affect other areas, for example, physical factors might limit activity (e.g.
shortness of breath) or access to social/vocational pursuits (e.g. wheel-
chair accessibility). Physical issues may also affect the amount of pleas-
ure derived (e.g. diabetes management requires reduced spontaneity)
or make it difficult to fully attend to tasks (e.g. sitting with back pain).
Physical aspects can convey expectations about the future (e.g. finding a
breast lump) or prompt associations from the past (e.g. chest pain may
trigger memories of a heart attack).

Third, it is important to avoid making incorrect assumptions about
what causes distress. It is natural (but unhelpful) to assume one under-
stands what someone is distressed about in the face of very negative/
traumatic circumstances. Moorey (1996) used the example of impend-
ing death to illustrate the importance of eliciting personal meanings,
arguing that death has specific meanings for different people. For exam-
ple, one person might fear pain/suffering, another helplessness; a single
man may fear dying alone, and a young mother may fear for her chil-
dren’s wellbeing.

The final issue is the nature of cognitive work; Moorey emphasized
that therapy is not about ‘positive thinking’ or pretending things are bet-
ter than they are, but rather about shifting from unhelpful to helpful
responses. A ‘positive thinking” approach does nothing to help people
deal with intense emotional experiences or prepare them for a setback
(Sage et al., 2008). In classical CBT, ‘dysfunctional” cognitions can often
be examined in terms of their match with reality and behavioural exper-
iments designed to test out theories. In physical health, negative cogni-
tions are sometimes realistic, not irrational, so a pragmatic approach
needs to be adopted which involves examining the cognition’s helpful-
ness and impact on behaviour, and developing ways of accepting them
(as thoughts) rather than ‘challenging’ them.
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Coping effectiveness training (CET)

CET is a related approach based on Lazarus and Folkman’s (1984)
model of stress and coping, which has been applied particularly in
physical disability contexts (Kennedy et al., 2003). Patients learn skills
in appraising stressful situations and accurately identifying changeable
aspects (for which they learn problem-focused strategies, e.g. problem
solving) and unchangeable aspects (for which they learn emotional-
focused strategies, e.g. seeking social support). Individuals’ coping
styles may involve both problem- and emotion-focused coping, so
it is important to promote strategies that are approach- rather than
avoidance-orientated. Treatment involves training a meta-skill in dis-
criminating between these in stressful situations and developing flex-
ible coping repertoires.

Mindfulness approaches

Mindfulness derives from Buddhist teaching and promotes a non-
striving, non-judgemental observing and accepting of experiences as
they are, rather than as we wish them to be, facilitated by committed
practice in ‘being’ rather than ‘doing’ Most mindfulness approaches for
physical health problems draw upon the 8-week Mindfulness-Based
Stress Reduction group programme developed by Kabat-Zinn (1990),
which was designed for people with chronic conditions involving
fatigue, pain, and stress, and where medical treatments have not been
entirely successful. People learn mindfulness practices, stretch, and yoga
which are designed to enhance awareness in everyday life, and through
practice, to begin recognizing their patterns of reactivity: that is, the
thoughts, feelings, or urges that increase their distress.

Acceptance and commitment therapy (ACT)

ACT has been applied within a range of physical health problems partic-
ularly chronic pain (McCracken, 2011) and the main goal is to promote
‘psychological flexibility’ (Hayes et al., 2006). In a chronic pain context,
this translates to enabling individuals to respond to pain and associ-
ated thoughts, feelings, and urges in a flexible manner and to increase
engagement in valued goals in the presence of these experiences, as
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an alternative to struggling ineffectively to reduce or control them. To
develop psychological flexibility, there are six interrelated processes:
First, four mindfulness and acceptance processes including:

Willingness: openness to or acceptance of experiences that individuals
normally attempt to avoid, escape, or control;

Cognitive defusion: capacity to see thoughts, images, memories, or pre-
dictions as mental phenomena rather than taking them literally;

Present moment awareness: ability to bring awareness into the pre-
sent moment rather than being caught up in past regrets or future
worries;

Self as observer: ability to notice stories about the self (e.g. Tm a per-
son who always pushes through’) that constrain or guide behaviour
in directions not in line with personally held values. For example,
if you had a goal of gardening daily and, in your experience, a ‘little
and often’ approach enabled you to do this more consistently than an
‘always pushing through’ strategy, the capacity to notice the T must
push through’ story would enable you a space to choose whether to
follow that strategy or to consider alternatives.

And second, two engagement and integration processes, including:

Values: developing clarity about what provides a personally chosen
sense of meaning and vitality in life, which then becomes the focus of
behavioural efforts (e.g. being a loving parent);

Committed action: taking continued steps toward chosen valued direc-
tions in the face of obstacles.

Solution-focused therapy (SFT)

SFT was developed by de Shazer and colleagues in the late 1970s and
has been applied in orthopaedic rehabilitation, cancer services, pallia-
tive care, and services for those with renal failure. The approach is brief
and defined by a focus on constructing solutions rather than investi-
gating problems or developing formulations. The main therapeutic task
is helping clients to envisage a ‘preferred future’ by defining how they
would like things to be different, identifying any times when things cur-
rently are closer to this future, and examining what is distinct on these
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occasions. The focus is relentlessly on the client’s strengths, resources,
or expertise (‘how do you cope at all?” ‘how have you got through hard
times before?’).

12.6 Examples of clinical health psychologists’ work

The next section gives three examples of how a clinical psychologist
might intervene with different types of clinical presentation.

Broadening strategies

Neil, a 49-year-old head teacher, sustained a spinal cord injury playing
rugby which paralysed him from the neck down. Neil had been in the high
dependency unit of a hospital for weeks when the psychologist saw him,
and was awaiting transfer to a specialist unit. He was referred for distress
and difficulty managing long periods of slow progress.

Assessment revealed that Neil had always been an excellent problem-
solver at work and home, being the person who tended to sort everything
out. He typically responded to any emotional problems by undertaking
practical jobs such as mending objects in his shed. His distress in hospi-
tal stemmed from the limits of his ability to problem-solve, despite his
desperate attempts to do so, and then becoming frustrated and anxious.
This was interfering with sleep and his ability to focus on his physical
rehabilitation.

The psychologist gently explored with Neil the frustrations and limi-
tations of the problem-solving strategy that had previously worked so
well but that was unhelpful in this exceptional situation. His reactions
of anger and despair were normalized as understandable. A formulation
and treatment plan informed by CET was developed collaboratively, and
focused on the capacities he could develop to manage the situation more
effectively. Treatment included developing emotion-focused strategies
including delegation (giving key jobs to his wife) and harnessing social
support from friends and colleagues, clarifying immediate goals (e.g. in
rehabilitation), plus adapting other past strategies to cope emotionally
(e.g. imagining mending intensive care machines). He also developed
activities that were personally meaningful within his physical limitations
(e.g. reading to his children).
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After three sessions, Neil’s mood had improved and he was focusing
on rehabilitation tasks. He had effectively delegated other tasks and slept
better.

Working with health anxiety

John, a 58-year-old postman, had a heart attack 2 years previously and
subsequently attended a cardiac rehabilitation programme, following
which he had been medically investigated and was encouraged to return
to work. However, fearing that the exertion required would provoke
another heart attack, he stayed off work. He often checked his pulse, asked
others whether he looked pale, sought second opinions, and researched
symptoms on the internet. He generally avoided exercise, and during a
recent shopping trip had felt breathless and tight-chested, which further
strengthened his belief that exertion might cause another heart attack.
When he did go out, he took nitroglycerin spray, often using it against
medical advice.

A formulation was developed with John to illustrate some of the factors
that, despite having the purpose of reducing his anxiety, might inadvert-
ently be maintaining and heightening it. For example, checking, reassur-
ance seeking, and hypervigilance all maintained attention on difficulties,
as well as his belief that not doing these things might cause feared out-
comes. These processes in fact maintained anxiety (see Figure 12.1).

Reassurance seeking Safety behaviours
(looking up symptoms on (taking excessive
the internet or seeking medication or

second opinions) q resting)

Health Anxiety

)

Hypervigilance Avoidance
(checking pulse and (exercise, work)
pallor)

Fig. 12.1 Maintenance of health anxiety.
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John felt the formulation made sense and was willing to attempt to
change some of his behaviours to move towards his goal of increasing his
fitness to return to work.

John and his psychologist then devised a series of behavioural experi-
ments to try out while following the advice of the cardiac rehabilitation
programme. During the first session, John predicted that he would get
breathless and tight chested and this might cause another heart attack,
believing this to be 70% likely. When a heart attack did not occur, his
belief dropped to 30%, and he was then willing to increase exercising.

Nevertheless, in spite of increasing his activity significantly, John con-
tinued to believe that if he did become very breathless, he would have
another heart attack. John agreed to the next experiment with the car-
diac nurse present, which was to get purposively breathless by climbing
stairs and to observe the results. When he did so, John noticed some chest
tightness, but also that it passed. As he continued, tightness then dis-
sipated altogether, although he remained breathless. This time his belief
dropped to 10% and he developed an alternative interpretation of his
symptoms, that they indicated unfitness. He initially believed this 40%
but it rose to 70% as he continued exercising over time, got fitter, and his
breathlessness reduced. John then confidently planned a graded return
to work.

Special issues here include the importance of checking medical issues.
Working with other professionals such as cardiac nurses can be helpful
to challenge excessive fears and help overcome avoidance.

Reducing disability and improving quality of life

Gladys, a 54-year-old ex-nurse, had been unemployed for 13 years and
suffered chronic pain from a fall 30 years ago. She had undergone sur-
gery, multiple other medical treatments, and was taking many painkillers
from which she experienced little sustained relief. She reported that the
pain affected all her activities: ‘I can’t cook or do housework, my family
do everything—it’s frustrating having to depend on others. I'm helpless’.
Her mood was low and she obtained reduced pleasure from most activi-
ties. Her priorities in treatment were to manage more housework and to
cook more.
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The psychologist began by socializing Gladys to a self-management
approach; the impact of pain on all her life, not just her body, was
acknowledged, and therefore that a broad holistic approach to living with
it was needed. Gladys’s pain was validated: there was no doubting that
the pain was real and physical and there was no implication of it being
Gladys’s fault to have been caught in a cycle of cure-seeking. The aim of
the self-management approach was not to prevent Gladys from seeking a
cure but rather to enable her to take a broader perspective and to focus on
what enabled her to live currently as meaningful a life as possible.

The intervention started with addressing Gladys’s ‘all or nothing’ ten-
dency with activity (such as leaving ironing to accumulate for weeks and
then tackling it all in one go, followed by increased pain and then going to
bed), by using small specific goals with clear indicators of success (Gladys
chose 20 minutes of ironing a week). Gladys developed skills in noticing
the barriers that arose, many of which were psychological, such as guilt
over not having done more and frustration at having to stop, unfinished.
She asked herself ‘which approach enables me to do more longer term?’
She also clarified how much she valued being a nurturing mother to
her children and wished to express this through cooking more. She then
developed skills in approaching cooking tasks mindfully, that is, focusing
on what her hands were doing, noticing where thoughts took her, and
bringing herself back to the present moment, to her hands and the sensory
aspects of cooking.

By the end of treatment, Gladys was ironing regularly and cooking for
the whole family once a fortnight. She reported that she often felt tired
and had increased pain afterwards, but it was worth it for the sense of
achievement. She increased her open communication with her children
about her capabilities and kept them involved in her goals, giving them
the confidence to let her do more for herself.

This case illustrates the importance of clinical health psychologists
recognizing the considerable limitations people may have in moving
towards their goals, including being unable to work or not having money
to do things. At times psychologists must be willing to sit with patients
in their sadness and real losses, and resist jumping in to attempt to mod-
ify beliefs. Explorations of some of the valued qualities of activities that
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can be approached in another way are helpful, such as contributing by
being a part of a social group.

12.7 Working within teams and organizations

A psychologist’s role within a physical health care team is often to take
a broader or meta-perspective on presenting issues, such as to consider
contexts perhaps ignored by others such as family relationships, and
past experiences, and to move beyond ‘fire-fighting’ problems to con-
ceptualizing wider process issues. These might include how team mem-
bers might feel ‘pulled’ to react in certain ways in particular situations.
This is essential when developing psychological formulations within
teams to help guide treatment decisions for individuals. Psychologists
can also provide training about specific, tricky issues including breaking
bad news; working with challenging behaviour that might impact on
admission length; or how to provide information to maximize adher-
ence. They can provide education on specific difficulties (e.g. PTSD) as
well as clinical supervision.

At the organizational level, psychologists have roles in shaping future
commissioning through ensuring the dissemination and use of effica-
cy research, and government guidelines concerning best practice with
regards to psychological wellbeing.

12.8 Future directions and conclusion

Future work in clinical health psychology may involve extensions
of the themes noted in the introduction to the chapter: for example,
expert patients are likely to have a greater influence on service devel-
opment and design than ever before, particularly when creating cross-
culturally relevant services; and new technologies (e.g. smart-phones)
may enable interventions to be both transportable and tailored to indi-
viduals’ needs within their own environments. One key challenge for
the profession is to be proactive and vigilant about retaining quality
within psychological treatments as they are increasingly delivered by
non-psychologists. Psychologists leading training, supervision, and
dissemination of on-going outcome research can go some way toward
achieving this.
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The field started out as behavioural, and this is still in many ways at
the heart of psychological approaches in this area. However, psychology
has become more sophisticated, with moves towards clarifying values
which provide intrinsic motivation for behaviour change. Improving
illness management and lifestyle is not an end in itself; it must serve
greater purposes as defined by the individual. Such work touches on
core existential issues, including clarifying priorities in life, which reso-
nate in all our lives.

Recent innovative approaches involving mindfulness and acceptance
have made great strides by directly addressing restrictive psychological
perspectives in society and indeed within our own profession: that is,
the notion that the problems our clients face differ from our own, or that
people need to get rid of or ‘fix’ their feelings, thoughts, and reactions
before they can take steps toward achieving their goals or living accord-
ing to their values. Working in this field inevitably engages psychologists
in questioning assumptions about the enduring relevance and utility of
societal messages about mind and body and about what a fulfilling life
entails.

We hope we have succeeded in conveying what an exciting, varied, and
challenging field physical health care is to work in. Although on some
occasions, patients do have difficulty engaging with a psychological
approach, this setting presents opportunities to work with people who
have no prior involvement with mental health services, early in their
difficulties, and to witness transformational change over short periods
which can be extremely rewarding. Although working with people who
have suffered serious injuries or have life-threatening health problems
can be emotionally demanding, we feel it a privilege to work with peo-
ple at the most vulnerable times of their lives, and we continue to find
patients’ courage and resilience in the face of exceptional circumstances,
as well as their capacity to overcome difficulties, to be both inspiring and
humbling.
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Chapter 13

Working in clinical
neuropsychology

Katherine Carpenter and Andy Tyerman

13.1 Introduction

Clinical neuropsychology is concerned with people whose thinking,
behaviour, or emotions have become disrupted as a result of brain dam-
age. Such neuropsychological changes often have a major effect on the
person and their lifestyle, occupation, and family relationships.

Clinical neuropsychology has its own specialist knowledge base of
neurology, neuroanatomy, and brain-behaviour relations. However,
it still involves work with people with their own everyday life events
and stresses who experience similar psychological problems to those in
mental health settings, in addition to their specific neuropsychological
changes.

The clinical neuropsychologist needs the expertise to make sense of
what can be bizarre and frightening experiences for patients (such as
their not being able to remember anything from one day to the next, or
not being able to recognize their family by seeing their faces, but only
on hearing their voices). However, sensitivity and understanding is also
required to treat each patient with these problems as a whole person in
a family and life context, not just as a dysfunctional brain. Over time the
professional role may evolve from that of an expert assessor/advisor, to
a trainer or guide in rehabilitation, to that of a mentor or facilitator in
long-term personal and family adjustment.

Neuropsychological impairment

The term neuropsychological impairment encompasses an extremely
wide range of difficulties in cognitive function, behavioural control, and
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emotional responsivity. Neuropsychological changes are often experi-
enced alongside a range of other physical and sensory effects of neuro-
logical conditions such as weakness, loss of balance, and co-ordination,
visual field deficits, loss of sensation, headaches, fatigue, and seizures.

The most common cognitive difficulties experienced after generalized
damage to the brain are with attention, concentration, memory, and
reduced speed of information processing. Following focal damage (such
as stroke and tumour), specific deficits may be seen in motor skills, vis-
ual perception, spatial judgement, or language function. Disruption of
executive function (i.e. higher level reasoning, planning, problem solv-
ing, self-awareness, and self-monitoring), which is particularly common
after severe head injury, is of particular importance as it affects insight,
understanding, use of compensatory strategies, and capacity for long-
term adjustment. Experiencing such changes in cognitive skills can be
bewildering and immensely frustrating for patients.

A wide range of behavioural and emotional effects may also be expe-
rienced, reflecting an interaction of primary neurological damage and
secondary psychological reactions to neurological illness/injury and its
effects. Common primary changes are of increased irritability, disinhibi-
tion, impulsivity, emotional lability, mood swings, and aggressive out-
bursts. A wide range of emotional reactions may also be experienced
such as frustration and anger, fear and anxiety, depression, and loss of
confidence and self-esteem.

There is a distinction between relatively circumscribed lesions such as
those caused by a stroke (where a blockage or constriction of an artery
results in loss of blood and oxygen to a particular area) or a penetrating
missile injury, and diffuse brain injury caused by a closed head injury,
a progressive neurodegenerative process, or a subarachnoid haemor-
rhage (in which an artery ruptures explosively, driving blood into the
space around the brain and causing widespread damage). Neurological
conditions differ markedly in both onset and course. Some conditions
(such as anoxia, head injury, and stroke) are of sudden onset; infectious
conditions (such as encephalitis and meningitis) may develop over a
period of hours or days; whereas others conditions (such as tumours,
movement disorders, or the dementias) evolve very gradually. Some
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conditions (such as head injury and anoxia) are single episodes followed
by recovery and adjustment, others (such as epilepsy and multiple scle-
rosis) may be intermittent, while others are progressive (such as cerebral
tumour and the dementias). As such, whilst some people require acute
hospital care, followed by rehabilitation and community support, others
may require limited input in the early stages of the condition, followed
by increasing levels of medical, psychological, and social care as their
condition progresses.

Neuropsychological services

In the UK, clinical psychologists specializing in work with people with
a neurological condition and their carers can be based in a range of set-
tings and may be at different stages in the pathway of care, from acute to
community.

Neuropsychologists working with people at their first point of contact
with services, either as outpatients or on admission to hospital, are usu-
ally located in hospital-based neurosciences centres. Much of the work
carried out in such units involves emergency treatment or investigation
of very sick or at-risk patients. As such, neuropsychologists work closely
with medical and nursing staft but often need to see patients again as
outpatients at a ‘post-acute’ stage, when many of the acute medical fea-
tures have settled, and cognitive and emotional changes become much
more relevant. Within rehabilitation settings clinical neuropsycholo-
gists typically work within inpatient or community neurorehabilitation
teams or specialist community brain injury or stroke rehabilitation ser-
vices. There are also a number of specialist services that focus specifi-
cally on the cognitive, behavioural, and/or vocational needs of people
with brain injury.

The role of the clinical neuropsychologist varies markedly across set-
tings. This chapter first outlines the acute neurological/neurosurgical
setting and then moves on to the rehabilitation and community setting.

13.2 The acute neurology/neurosurgery setting

It is very helpful if psychologists have a good understanding of a number
of distinctive features of the neuropsychological setting in which their
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work takes place, and of neuropsychological knowledge which informs
clinical work.

The patients

Patients present at all ages and a good working knowledge of the devel-
opmental context is important. Detailed comprehensive assessment
needs to take account of any sensory disturbance, motor problems, and
episodes of altered awareness, as well as the more usual areas of pre-
morbid medical/psychiatric history. This is important because neuro-
logical disorders tend to present with a complex interplay of cognitive,
emotional, behavioural, and physical features. These interact with each
other and may affect assessment or measurement of any one component.

Medical context

New psychologists are often surprised by what can seem an intimidat-
ing medical-type environment in the acute setting. Neuropsychologists
need to be flexible in switching between a medical model, which allows
them to communicate rapidly with medical colleagues, and more eco-
logically valid psychological models, which may have greater relevance
when helping patients and their carers try to make sense of their experi-
ences. Inpatient clinical work is often constrained both by competing
demands (such as demand for beds, resulting in short hospital admis-
sions) and by the general level of ‘unwellness’ of patients.

Parallel investigations

Clinical neuropsychology in an acute setting is only one of a number
of several investigative approaches available to the neurologist or neu-
rosurgeon co-ordinating care of the patient. Psychometric test results
must be interpreted in the context of the overall formulation of the case
and in the light of parallel investigations. History taking is central in
neurological diagnosis, with many disorders being diagnosed on clini-
cal grounds and investigations confirming information anticipated by
the history. The progress in imaging techniques—computerized tomog-
raphy (CT) and magnetic resonance imaging (MRI)—since the 1990s
has radically altered the role of neuropsychology in relation to other
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specialties. CT and MRI now allow clinicians to look at neuroanatomy
and pathology in the living brain, which means neuropsychological
assessment is relied on much less for inferring localization of pathology.
Cerebral blood flow and metabolism techniques—functional imaging
(fMRI) and positron emission tomography (PET)—allow observation
of the dynamic metabolism of the working brain. This is increasingly
valuable for understanding brain-behaviour relations. Neurophysiol-
ogy, which measures electrical brain activity using electroencephalo-
graphs (EEGs) and evoked potentials, is particularly important in the
diagnosis of epilepsy.

Functional neuroanatomy

The human brain is the most fascinating and complex biological system
and its anatomy is beyond the scope of this chapter. Feeling underconfi-
dent about neuroanatomy is one of the things that can put psychologists
oft working in the field; however, a basic working knowledge is adequate
for many purposes.

Neuropsychological terminology

Somewhat impenetrable technical terminology for syndromes can be
initially intimidating. Nevertheless, although unnecessary jargon should
be avoided where possible, jargon is often useful shorthand between cli-
nicians for what would otherwise be a complex phenomenon or concept
to express.

Underlying concepts and assumptions

It is helpful to understand a few key tenets which underpin many of the
ways neuropsychologists think. Cerebral dominance refers to lateraliza-
tion such that either the right or the left side of the brain is specialized for
a particular function. In the vast majority of right-handers (> 92%) and
in alarge proportion of left-handers (69%), speech, language, and verbal
memory are represented in the left ‘dominant’ hemisphere. In contrast,
the right hemisphere is predominant for tasks involving stimuli that can-
not be easily put into words, such as visual memory function and inter-
pretation of emotional expression. There is a subtle interplay between
specialization and functional plasticity, whereby areas of the brain can
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sometimes take over functions for which they are not normally thought
to be specialized. Making inferences about normal brain function from
the study of brain-damaged patients assumes that a patient’s brain was
previously normal, and this may not always be the case (e.g. following
early insult such as epilepsy). It also presupposes that we know what
‘normal’ is, whereas in fact there is considerable individual variation and
there is evidence that the same lesion does not always lead to the same
impairment in different patients.

Neuropsychological assessment
Clinical interview

Neuropsychological assessment usually involves an appointment lasting
from 2-4 hours. With adults, a comprehensive semi-structured inter-
view first reviews a wide range of factors relating to the patient’s account
(and those of close relatives) of the medical, social and educational/
occupational background, presenting problem, and current symptoma-
tology. As with any other interview, the psychologist is constantly devel-
oping a hypothesis and looking for disconfirming evidence, as well as
making qualitative observations on aspects such as insight, comprehen-
sion, speech, and mental state.

Psychometric testing

A standard battery of tests can be administered. However, most neu-
ropsychologists adopt a more flexible approach (Lezak et al., 2012),
often using certain core tests supplemented by other measures cover-
ing specific cognitive domains as and when appropriate. Neuropsycho-
logical tests are aimed at sampling behaviour in one or more cognitive
domains, such as general intelligence, visuo-spatial perceptual abil-
ity, language, memory and concentration, attention, and higher-order
skills such as planning and so-called executive function (Strauss et al.,
2006). As is common in many standard forms of measurement, the
scores obtained by an individual on a test (measurement) of a par-
ticular psychological characteristic or process are compared with the
average score obtained by a comparable group of individuals, usually
the same age and from the same general population. The average of the
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comparable group is calculated and an individual score is expressed in
terms of its departure from the group average (Crawford, 2012). This
allows psychologists to take into account the fact that, for example,
younger people tend to remember more than older people, and similar-
ly that brighter individuals should remember more than those of more
limited ability. An estimate is made of the patient’s level of pre-morbid
ability on the basis of both education and occupational attainments,
as well as from their performance on more ‘crystallized’ components
of cognitive performance (for example, knowledge of word meanings,
which is more robust in the face of acquired damage). In addition to
quantitative indices, qualitative observations on test performance are
made. Standardized questionnaires may be included to assess health-
related quality of life and mood.

A standard assessment normally includes a measure of pre-morbid
function; a measure of general intelligence; orientation; verbal memory
tests (including immediate and delayed recall of both narrative material
and unrelated words); a non-verbal memory test; attentional and ‘exec-
utive’ tests as appropriate; and verbal fluency and additional language
tests if needed.

Choice of test instruments obviously needs to take into account any
sensory, motor, cultural, or linguistic constraints on the person. Many
of the widely used tests (e.g. the Wechsler Adult Intelligence Scale IV)
have been translated into other languages, but the proviso remains that
in general the normative data on which they are based remain North
American.

Testing is an area that can seem dry to the uninitiated. In fact this is far
from the case. Cognitive evaluation involves what is effectively a series
of monitored behavioural experiments in which as many variables as
possible are controlled. A skilled neuropsychologist needs to be capa-
ble of developing and maintaining rapport with a patient while coaxing
them through what can be an exacting set of tasks. Imagine being faced
with a highly intelligent person, perhaps a company director or doc-
tor, in the early stages of an insidious dementing process, and extracting
the greatest amount of information possible from a minimum of test-
ing, while protecting the dignity of the patient. This is an undoubted
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challenge. Quiet, well-lit surroundings without any undue distractions
or interruptions are preferable to maximize the patient’s performance;
quite an opposite set of conditions are obviously required if one is assess-
ing a patient’s capability of returning to a stressful job in a busy open-
plan environment.

Neuropsychological reports

A full written report is prepared following assessment and usually com-
prises sections on the medical background, personal history, clinical
presentation, neuropsychological evaluation, and conclusions. Reports
vary according to the audience for whom they are written. Internal
reports in an acute neurology/neurosurgery setting tend to be succinct
with cross referral to other medical reports. Rehabilitation reports may
function as a contract between the patient, their carers, and the inter-
disciplinary rehabilitation team, and, as such, may use a goal-setting
model. A good report will convey the clinical problem and its context,
together with a detailed description of the test results and their inter-
pretation, with a clear distinction being made between fact and obser-
vation, inference, and interpretation. A good report should also not be
merely descriptive, but should provide a clinical opinion in relation to
the underlying referral question.

Purpose of assessment

In the acute setting, the emphasis is on differential diagnosis, evalu-
ation of the outcome of the intervention (e.g. drug treatment or
operation), monitoring of change, and early identification of cogni-
tive sequelae. All the information is taken together and interpreted in
the light of the questions to be answered. These obviously vary from
patient to patient but include the following: is there evidence that the
patient’s cognitive function has been adversely affected from a pre-
viously higher pre-morbid level? Is the pattern of deficits consistent
with the known pathology and medical variables? Does the test profile
reflect focal pathology or a generalized decline? What are this person’s
current strengths and weaknesses? Are their deficits likely to progress
or improve? What is the likelihood of this person being able to return
to their previous employment or academic study?
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One common reason for carrying out an assessment is differential
diagnosis between depression and dementia, which may present in
similar ways. This is important because dementia is often caused by
incurable disorders such as dementia of the Alzheimer’s type or fronto-
temporal dementia (Bozeat ef al., 2000), while pseudodementia due to
depression can be treated. This latter patient group tends to show more
concern and insight into their memory loss in addition to symptoms of
depression. Depression and dementia are also by no means mutually
exclusive since elderly patients often become depressed when they are
beginning to lose their mental faculties.

Interventions

Intervention in the acute setting can be tantalizing and frustrating
because the turnover of inpatients is high and because a specialist ter-
tiary neuroscience centre may serve a population of 2-3 million, many
of whom live some distance away. Most work is necessarily time-limited,
post-acute, and carried out at outpatient follow-up.

Interventions generally comprise either neuropsychological rehabili-
tative procedures or cognitive or behavioural treatments derived from
models widely applied in mental health work. Rehabilitation is not as
fully developed in acute neurology/neurosurgery as it probably should
be; detailed assessment of the problems forms the basis for goal planning,
education, and information-giving, and the introduction of palliative
coping strategies and techniques (such as mobile phones, tablet com-
puters, sticky-backed notes, diary). Neurological/neurosurgical patients
with emotional or behavioural problems may require a range of tech-
niques, such as cognitive therapy for depression or anxiety (especially
post-traumatic stress disorder), anger management, progressive muscle
relaxation, sexual and relationship counselling, or management of pain.

Brain surgery is always a major life event. Sometimes the problems
pre-date the neurological condition but are exacerbated by it or need
tackling because they interfere with recovery; sometimes they are a
direct result of an underlying neurological/neurosurgical condition
(such as a frontal brain tumour or head injury). Either way they are often
best dealt with by a neuropsychologist who is both experienced with
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the neurological context and familiar with the constraints of memory
loss, language difficulty, dysexecutive symptoms, sensory and percep-
tual problems, or seizure activity.

Consultation, research, and audit

Neuropsychology cannot be useful clinically without liaison with paral-
lel disciplines in the neurosciences. It is important, however, not to over-
estimate others’ knowledge about neuropsychological variables: what
often seems straightforward advice from a psychologist’s viewpoint may
actually be invaluable to the referrer. Liaison is particularly relevant in
paediatric settings. It is crucial to understand that paediatric neuropsy-
chology is not simply adult neuropsychology applied to children, and
also that a thorough grounding in general paediatric psychology, within
the developmental context and in cognitive development, is key (see
Reed and Warner-Rogers, 2008).

Research in the acute setting is at the sharp end of clinical practice and
in pressured hospital environments is predominantly aimed at evaluat-
ing outcome (cognitive status, functional disability, and health-related
quality of life). The British Medical Research Council, for example, is
concerned to enhance the quality of randomized clinical trials in the
neurosciences; hence the potential future contribution of neuropsychol-
ogists in this area is considerable.

13.3 Rehabilitation/community settings

In rehabilitation and community settings, referrals may include a wide
range of neurological conditions (e.g. head injury, multiple sclerosis,
stroke) with contrasting patterns and course of disability. Onset peaks at
different stages in the life cycle: typically, head injury affects the young
single adult; multiple sclerosis the married person with a young family;
and stroke the older adult with grown-up children. The impact on the
person and the family is therefore very variable, depending upon the
specific pattern of disability, individual coping resources, and personal,
family, and social circumstances.

The complex array of neurological disability often has far-reaching
effects upon the person, who may experience a wide range of emotional
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reactions including frustration and anger, fear and anxiety, depression,
and loss of confidence or self-esteem. Whilst recovery and adaptation
may continue over several years, many will be faced with restrictions
in independent living, in returning to employment, in maintaining lei-
sure interests and social relationships, and in contributing to family life.
Neurological disability has a major impact on families, who are often
left to cope with little support, especially where there are subtle changes
in cognition and personality which are not apparent to extended family
and friends. Many primary carers experience stress and distress, often
amidst marked changes in family relationships, roles, and functioning.
Spouses in particular may struggle to cope with the competing needs
of work, home, and family amidst changes in the personal and sexual
relationship with their partner.

The challenge for rehabilitation services is to ensure that people with
a neurological condition achieve and maintain optimal independence
and social participation. Clinical neuropsychologists play a vital role in
meeting this challenge.

Assessment

The complex needs of people with neurological illness/injury require
specialist and detailed assessment to clarify the nature of disability, and
to plan rehabilitation. Whilst formal testing of cognitive function and
emotional screening are undertaken routinely, more detailed assess-
ment of emotional state and behaviour may also be required. The funda-
mental principles of neuropsychological assessment have already been
described for the acute setting. However, in rehabilitation, the focus
tends to be more functional: identifying strengths as well as weaknesses,
clarifying rehabilitation needs and potential, and in monitoring recov-
ery. The results of formal neuropsychological testing are considered
alongside self and family reports, observations of nursing and rehabili-
tation staff, and any parallel assessments completed by other members
of the multi-disciplinary rehabilitation team (e.g. medicine, occupation-
al therapy, physiotherapy, speech and language therapy).

Feedback of complex neuropsychological test results to the person
(who frequently lacks insight and may be distressed or defensive) and

215
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to the family (who may be understandably protective) is a highly skilled
and challenging task (see Tyerman and King, 2012).

Interventions

The identified needs often require a broad range of psychological inter-
ventions including cognitive rehabilitation, behavioural management,
neuropsychological counselling/psychological therapy, and specialist
family interventions.

Cognitive rehabilitation

Core interventions are likely to start with an explanation of cognitive
function and the person’s specific cognitive impairment. This may be
followed by re-orientation work (e.g. addressing key gaps in memory,
restructuring of the environment) and on-going education and develop-
ment of strategies to improve or compensate for specific cognitive dif-
ficulties, which increasingly include the use of electronic aids (e.g. smart
phones and ife-logging’ cameras). Teaching about cognitive difficulties
and related coping strategies can often be undertaken in group settings.
In the longer term the focus often shifts to exploring alternative ways
of organizing tasks and of limiting demands, for example in the work
place. Regular reviews are vital to monitor progress, review rehabilita-
tion strategies and goals, and guide on-going adjustments, especially a
return to education or employment.

Behavioural management

Nursing and rehabilitation staft may require advice from clinical neu-
ropsychologists about the management of agitated, disinhibited, or
aggressive behaviour on the ward, sometimes in parallel with neuropsy-
chiatric input. When major problems persist, a behaviour management
programme may be required. In the community many people with a
neurological condition and their relatives seek advice about the on-
going nature and management of a wide range of behavioural difficulties
(e.g. irritability, intolerance, impulsivity, disinhibition, and aggressive
outbursts). In the longer term, further guidance may be sought about
the on-going impact of behavioural difficulties on family and social
relationships.
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Neuropsychological counselling/psychological therapy

Neuropsychological counselling (e.g. provision of information, expla-
nation, progress monitoring, promotion of insight/realistic expecta-
tions, and future planning) may serve a vital function in guiding and
supporting the person through the challenging process of neuroreha-
bilitation. This, combined with person-focused education, discussion,
and/or support groups, will meet some of the emotional needs of people
with a neurological condition. However, many may require some specif-
ic individual psychological therapy (e.g. anxiety or anger management,
or help with mood swings or depression). Such interventions need to be
adapted to take into account the person’s cognitive difficulties and any
neurologically based loss of emotional and behavioural control.

In the longer term, people with a neurological condition often need
assistance in adjusting to their on-going disability, particularly when
cognitive impairment has reduced the capacity for self-appraisal and
problem solving. Psychotherapy, adapted to the neuropsychological
constraints of the individual, can offer a structure within which to assist
the person forward: in making sense of residual changes in themselves
and their lives; in reviewing strengths and weaknesses; in identifying,
clarifying, and prioritizing unresolved issues; and in finding a new
direction through which to start to rebuild their lives.

Working with families

It is vital to include the family as fully as possible in the process of reha-
bilitation. A family member is commonly invited to initial interviews
and assessment feedback sessions. This helps families to understand the
nature and implications of difficulties and the rationale for proposed
rehabilitation. Thereafter close liaison with the family is essential both
to receive feedback about progress at home and to explain on-going
rehabilitation strategies, which can then be reinforced at home. How-
ever, great care is required not to add to the stress on family members.
The needs of families often warrant attention in their own right, as rela-
tives may themselves be in need of specialist advice and support in cop-
ing with the impact upon both themselves and the family as a whole.
Relatives often value highly the provision of specialist family services,
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Fig. 13.1 Neuropsychological rehabilitation: a service example.

including individual advice and support, educational sessions, specialist
couple/family therapy, and peer support (Tyerman and Barton, 2008).
Interventions in rehabilitation and the community are therefore many
and varied, as illustrated for a well-developed community brain injury
service in Aylesbury, UK (see Figure 13.1) and in the case example.

Case example

Jeremy, a professional man in his late 30s, was living with his wife and
family when he incurred a very severe head injury in a road traffic acci-
dent. He remained in intensive care for over 2 weeks and in hospital for
over 2 months.

Assessment

Jeremy was seen for initial assessment at 1 month post injury. At this
early stage he was aware of some of his physical disability (fatigue,
slurred speech, and reduced vision), cognitive difficulties (speed, memory,
expressive language), and changes in emotional behaviour (irritability,
frustration, aggression, disinhibition, mood swings, and depression).
A neuropsychological assessment confirmed substantial cognitive impair-
ment: reduced general intellectual ability, word finding difficulties, visuo-
perceptual difficulties, markedly reduced speed of information processing,
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and an impaired verbal memory. He also reported a low self-concept but
no significant anxiety or depression.

Core neurorehabilitation

After feedback of assessment results, Jeremy commenced a rehabilitation
programme 2 days per week, comprising psychological therapy, occu-
pational therapy, physiotherapy, and a weekly cognitive rehabilitation
group. Psychological therapy concentrated initially on emotional sup-
port and promoting engagement in his rehabilitation programme. As
he progressed, the focus shifted to planning, organizational skills, and
improving insight, awareness, and understanding. A neuropsychological
reassessment at 7 months confirmed substantial progress, but his speed
of information processing and psychomotor speed remained slow and
marked impairment of verbal memory persisted. By 10 months he was
becoming more aware of the range of his difficulties, but with increased
insight came marked depression.

Vocational rehabilitation

As he was unable to return to his previous employment, Jeremy joined a
brain injury vocational rehabilitation programme. He attended a weekly
work preparation group, participated in two community vocational reha-
bilitation activities and individual project work, received neuropsycholog-
ical counselling, and joined a weekly personal issues group. At 2 years post
injury he started a voluntary work trial, but experienced marked frustra-
tion with his work restrictions and reduced role. At 3 years post injury he
recognized that he was not able to cope with paid employment but con-
tinued with part-time voluntary work, started whilst on the programme.

Family work

During rehabilitation Jeremy’s wife was supported regularly by a special-
ist social worker. At 1 year, the family situation was causing great concern.
Jeremy was noted to be frustrated, unable to discuss family matters with-
out getting irritated, and verbally aggressive if challenged or criticized. He
was intolerant of noise and unable to cope with the pressures of a young
family. His relationship with his older daughter was causing particular
concern; he was, for example, struggling to cope with discipline and to
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support both her learning and her play. Over the next 2 years a clinical
neuropsychologist and specialist social worker sought to guide and sup-
port the couple in understanding the family impact of the head injury, in
managing his anger, in rebuilding his relationship with his older daughte,r
and in facilitating marital communication. Specialist neuropsychological
knowledge and skills were also used to help him to compensate for his
cognitive difficulties in order to participate productively in couple coun-
selling, since he found it difficult to appreciate others’ views—tending to
dominate discussions, interrupting frequently, and seeing issues categori-
cally from his own perspective. Whilst the couple remained somewhat dis-
tant with little sharing at a personal level and limited physical intimacy,
the couples work served to contain confrontation and to stabilize strained
family relationships under the challenging circumstances.

Follow-up

When followed up at 4 years post injury, Jeremy had continued with
his voluntary work and appeared more settled and relaxed. This was
reported to have eased slightly the stress and friction within the fam-
ily, although significant tension remained. He appeared at this stage to
be resigning himself to his residual disability and associated restriction,
although he did not take up the neuropsychologist’s offer of further indi-
vidual psychotherapy to assist in long-term personal, family, and social
adjustment. Support for his wife continued on an infrequent basis for
several more years.

The above example illustrates the wide range of psychological input
that may be required, in this example working continuously to promote
recovery and adjustment over many years. This included individual and
group neuropsychological education and counselling, individual and
group cognitive rehabilitation, anger management, family education
and support, and couple counselling, within the context of interdiscipli-
nary neurorehabilitation and specialist vocational programmes.

It is important to work in partnership with other health services (e.g.
neuroscience centres, general hospitals, GPs, and mental health servic-
es) and with other community or voluntary agencies. This might include
social services (regarding appropriate day, home, or residential care),
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job centres, education services, voluntary agencies, and carers’ services.
Working in partnership, neuropsychologists can assist many people
with neurological disability and their families in their rehabilitation and
adjustment.

13.4 Conclusion

Whilst sometimes seen as overly academic, clinical neuropsychology
comprises a rich blend of specialist neuropsychological expertise and
core clinical psychology skills. Hopefully this chapter has conveyed a
flavour of this fascinating and challenging area and provided an insight
into the complex pathways of care, from diagnosis and assessment in
the acute setting, through rehabilitation, to the promotion of long-term
adjustment in the community.

Whilst operating within a common neuropsychological framework,
the nature of the work and core skills differ in emphasis across acute,
rehabilitation, and community settings. As such, clinical neuropsy-
chologists are a disparate group within different settings, attracting
practitioners with contrasting interests and skills. A basic grounding in
neuropsychology is provided in clinical psychology training, but prac-
titioners normally need to develop their specialist expertise via further
training and specialist supervision.

This is an exciting time in the neurosciences, with major technical
advances, for example, in in vivo imaging, image-guided neurosurgery,
and work on implants and neuronal plasticity. Computer technology
and electronic devices also offer major potential benefits for those strug-
gling to cope with neurological disability, but the challenge remains to
make such advances accessible to all those with neuropsychological
impairment. Advances in technology will hopefully extend the future
range of medical treatment and rehabilitation options, which will fur-
ther increase the need for, and contribution of, specialist neuropsycho-
logical expertise.
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Chapter 14

Clinical psychology in teams
and leadership

Susan Llewelyn

14.1 Why are teams and leadership important?

Modern health care is complex, multi-faceted, and often provided by a
variety of professional disciplines using different skills and competencies,
based on a wide range of models and assumptions about people’s health
and wellbeing. The vast majority of health care professionals, includ-
ing clinical psychologists, work in collaboration with others to meet the
needs of their patients or clients (these terms are used interchangeably
in this chapter). Most health care systems employ a surprising diversity
of types of professional health care workers to provide input to patients,
ranging from the largest groups such as doctors and nurses (many of
whom also have specialist skills and post-qualification training) to small-
er specialist groups such as dieticians or phlebotomists. The implications
of this for patient care are that working with other professional groups,
and the ability to function effectively within a team, are vital.

Furthermore, having a positive influence on the structure, process, and
tuture priorities of the wider health care system is also crucial, as is the
role of leadership. Indeed, leadership is now recognized as a key compe-
tence for clinical psychologists since it is recognized that this is essential
for ensuring that psychological issues are at the heart of the provision of
care for as many patients as possible. This chapter will review the impor-
tance of team working in the day-to-day work of clinical psychologists
and explore opportunities to extend access to psychologically informed
care to larger numbers of patients. It will also examine the role of leader-
ship which not only is a key competence for psychologists in health care
provision, but also potentially ensures the continued strength and self-
determination of the profession itself.
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14.2 The importance of team work for clinical
psychologists

Most clinical psychologists are initially attracted to the profession because
they wish to have a positive impact on the psychological wellbeing of
patients. Traditionally the image held by many aspiring psychologists of
exactly how this can be achieved is through the provision of one-to-one
assessment and psychotherapy for individual clients; such personal indi-
vidual contact is typically seen as the primary professional activity. Whilst
this may be true some of the time, in fact the input of a psychologist is typ-
ically provided in collaboration with others, particularly in a team. Hence
how the team communicates and works together has a huge impact on
the quality and effectiveness of the psychological care provided.

Hugh, a clinical psychologist working in a mental health team, was asked
to work psychologically with Peter, who had been recently admitted
because of paranoid delusions and who was shortly to be discharged back
into the community. Hugh recognized that any psychological work car-
ried out with Peter would demand an understanding of not only Peter’s
current mood and behaviour but also the potential impact of any psycho-
tropic medication prescribed, and knowledge of his domestic and employ-
ment situation. This required Hugh to liaise closely with the rest of the
health care team about Peter’s current and past situation, and to reach
agreement over who would provide what aspects of Peter’s treatment.
Hugh also needed the co-operation of nursing staff who would provide
emotional and practical support for Peter before and after therapy ses-
sions, and throughout his stay in hospital. Hugh was aware that if other
team members were not in sympathy with, or even aware of, his therapeu-
tic work, there was a risk that it would become side-lined or undermined,
or that information from the psychological work would not be integrated
into the decision-making of the team regarding Peter’s future.

Although seemingly stating the obvious, psychologists like Hugh need to
establish good working relationships with all those around the patient,
and to establish positive communication with key colleagues as well as
with patients themselves, if the work is to make an on-going contribu-
tion both to specific individuals and to the future care of other patients.
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The competencies needed to be a good ‘team player’ and communicator
may also appear obvious, and perhaps because of this they may receive
less attention and priority than other more apparently sophisticated
competencies. Yet being a good listener, being respectful of the contri-
butions of others, and being aware of the importance of diversity, as well
as having the ability to hear and synthesize a range of perspectives whilst
also establishing positive emotional contact with others, are all key abili-
ties which promote the opportunity for psychologists to contribute to
health care. Only a clinical psychologist who seeks to understand the
perspective of others is likely to be received well by colleagues.

As already noted in Chapter 1, clinical psychology is a small discipline
relative to some other health care professions and therefore makes up
only a tiny proportion of the overall number of staft engaged in working
to improve health. For example, in the UK, qualified clinical psycholo-
gists employed by the NHS (which is the largest health care provider in
the world) comprise only around 0.08% of the workforce. This means
that psychologists must work with, and through, others in order to have
any impact on the care experienced by the vast majority of patients. Par-
adoxically, however, this can also place psychologists in a good position
to influence health care provision; being in a minority, psychologists are
often regarded as specialists, as well as having a somewhat tangential,
expert role to contribute to routine care; hence psychologists are often
invited to provide advice when standard approaches have not been suc-
cessful. Rather like trouble shooters, psychologists in teams can some-
times suggest ideas that no-one else has yet thought of, and can map out
ways of making progress that other staff members may not have contem-
plated. Standing outside the powerful hierarchies and long-established
professional organizations of both medicine and nursing, psychologists
can sometimes propose innovations and challenge existing approaches,
precisely because they are placed somewhat external to the dominant
systems. With an academic background and professional training that
includes familiarity with a range of conceptual models, and a commit-
ment to drawing on the evidence base, psychologists should be able to
work flexibly with different staff groups, and offer alternative ways of
solving clinical problems.
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Anne, a newly qualified psychologist, wanted to design a programme to
reduce the impact of challenging behaviour presented by a young woman
living in a residential unit, which was staffed by a large number of care
workers, some of whom were rather dismissive of the idea of a psychologist
becoming involved. Anne realised that, no matter how elegantly designed
her programme was, it would only have a hope of success if the staff were
willing to implement it. This would depend, to a large extent, on her abil-
ity to engage the staff, and to design a plan that was feasible to deliver
given staffing levels and the other competing demands and priorities for
stafftime. In order to achieve this Anne would need to take time to under-
stand the staff as well as the resident, and to initiate and maintain good
communication. She therefore made time to sit down with staff, sharing
cups of tea or coffee on several occasions, to discuss shared concerns and
explain the programme carefully. In doing so Anne showed a willingness
to work flexibly and collaboratively, rather than simply instructing the
staff in how to implement the programme, and leaving them to it.

Although the points raised by Anne’s approach may be readily apparent,
the importance of people skills, of willingness to work as part of a team,
and of carefully respecting the contribution of others are often under-
recognized to the detriment of clinical psychologists’ potential contri-
bution, both individually and as a profession.

14.3 The importance of team work for health care

Given that most modern health care is provided by teams, and that
teams are effectively the vehicles by which the skills of practitioners are
delivered to meet the needs of patients, it is perhaps surprising that until
recently little attention had been paid to exactly how that vehicle impacts
on the quality of care provided. However, research by West and col-
leagues (e.g. West, 2004) has clearly demonstrated that the effectiveness
of team work significantly affects a whole range of outcomes, including
the health and wellbeing of both staff and patients. Working in a variety
of health care settings, including acute care, long-stay hospitals, com-
munity mental health teams, and primary care, West’s research group
has shown that where teams work well together, the quality of patient
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care is higher, and that good team working actually prevents deaths, as
well as reducing illness and patient distress. A range of studies, across
both huge national samples and smaller intensive investigations, have
shown that where there is good team working patients are more satisfied
with the health care they receive, and staft are happier in their jobs. Fur-
thermore, error rates, incidence of violence from patients or staft, and
allegations of bullying and harassment are all significantly lower where
team working is good. This is not really surprising: if a member of staff
likes and feels able to trust their colleagues, they will feel more relaxed
and confident at work, which will be conveyed to patients through more
focused working. Staff will also feel more able to call for help when need-
ed, resulting in fewer staft injuries and more open discussion of errors,
in turn leading to safer work places and a more open learning culture.

The key questions then are, what constitutes good team work, and how
can clinical psychologists help to establish this?

Drawing on evidence reported by West and co-researchers, Kelly, an expe-
rienced clinical psychologist working in a community mental health team,
facilitated an away-day designed to increase her team’s effectiveness. She
made use of West’s definition of a ‘real team’, i.e. a small group who have
clear objectives, work closely together to achieve those objectives, and
meet regularly to review their effectiveness to see how to improve their
work. Kelly was aware that teams also need to be clear about their vision,
what exactly they are there for, and who constitutes the team. She discov-
ered that, as is unfortunately typical of many teams, there was confusion
about the team purpose, a lack of objectives, muddle between different
interpretations of what the team was supposed to be doing, and lack of an
agreed vision.

Kelly first agreed with the team that they needed to establish some clar-
ity about their overall purpose, and then to develop focused team objec-
tives to describe the specific and realistic ways in which the team purpose
could be delivered within an agreed time frame. After much debate, Kel-
ly’s team agreed that its purpose was ‘to provide a range of responsive
community-based services for adults of working age living locally, using
evidence-based treatments and a multi-disciplinary approach, in order to
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promote recovery and to prevent relapse’. From this, specific and achiev-
able team objectives were articulated, including ‘to develop an assessment
protocol so that all referred patients have a care plan agreed within 4 weeks
of referral’ and ‘to implement the revised on-call rota within 6 months to
improve liaison with crisis services’. Having agreed the team’s purpose
and objectives, Kelly then encouraged individual members to clarify their
own roles within it, and to agree the team’s operating principles, includ-
ing what meetings would be held, how decisions should be reached, and
what review procedures were in place. With structural issues such as these
agreed, Kelly was then able to assist her team to establish more effective
processes, including functional and clear communication systems, and
how to benefit from the diverse range of experiences and skills existing
amongst the team members.

In some teams, existing team managers or leaders (often from a nurs-
ing or medical background) already possess some of the competencies
needed to support the development of effective team processes, but
some do not, and the consequences for patient care and staff morale are
highly negative. Psychologists like Kelly are potentially well placed to
promote the development of more effective processes, usually by using
their knowledge of systems rather than by using positions of formal
authority. Again this requires effective communication skills and con-
vincing application of psychological knowledge in order to achieve such
influence. Health care organizations, like all organizations, can unwit-
tingly become mired in poor practice without really being aware of how
it developed; the result can be troubled teams, unhappy staff, and poorly
served patients.

In working with a troubled team it is easy to attribute the problem
to the personality of one or more individual team members. However,
all too often this is an example of the ‘fundamental attribution error’:
the pervasive human but mistaken tendency to locate causes in indi-
viduals, rather than in structures or processes. Instead psychologists
should attempt to assess structural, process, and individual sources of
the conflict, in the knowledge that many team problems develop from
poor structures and procedures rather than from particularly difficult or
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disruptive individuals. Building the power and influence of enabling sys-
tems is normally much more successful than attempting to decrease the
power and influence of inhibiting forces, or attempting to ‘sort out’ diffi-
cult colleagues who seem to be almost inevitably present in many teams.
As we know from elsewhere in psychology, supporting and encouraging
the positive usually works much better than focusing on the negative.

14.4 Building psychologically informed care
through consultancy

An alternative, and growing, role for clinical psychologists working in
teams is the provision of consultation to colleagues who are working
with demanding individuals or in very challenging situations, for exam-
ple for those working in palliative care or forensic services, or in services
for people diagnosed with personality disorder. Here the clinical psy-
chologist works as either a facilitator for team discussions or a consult-
ant in the development of new ways of approaching the clinical problem.
Consultancy can be formal (after an agreement is made regarding who
will provide exactly what form of help for whom for how long), or infor-
mal, whereby advice is provided ad hoc as required, for example by add-
ing helpful comments or reflections to team discussions or meetings. In
either case, the psychologist uses their specialist skills and knowledge to
help others to fulfil their specific clinical tasks.

Ian, working as a psychologist in a harm minimization team, wanted to
help his team to respond more positively to some particularly challenging
behaviour presented by Holly, a young woman with alcohol dependence.
Ian’s aim was to help team members respond constructively to Holly,
rather than to act punitively or withdraw from engagement with her. lan
asked the team to note down, and reflect on, their interpretations of Hol-
ly’s behaviour and the feelings it evoked. Team members expressed great
frustration towards Holly, and their interpretations were that she was
‘manipulating’ the team and ‘testing their boundaries’. They saw their
responses as necessary in order to ‘show her who’s in charge’. After they
had expressed their frustrations, lan respectfully introduced new ways of
thinking about Holly developed from a psychological formulation which
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linked her behaviour to a core belief that she is unlovable, and a conse-
quent tendency to reject others before they reject her. Based on this new
understanding, the team started to feel greater empathy towards Holly,
reduced their attributions of blame, and began to find a way forward in
resolving the problem.

Anna worked with nursing staff in an inpatient rehabilitation unit for
people who have had a spinal injury. Anna noticed that the staff were in
constant disagreement and effectively split between some of the staff who
felt very sympathetically towards a particular patient, Bill, whilst other
members of staff were convinced that he was making more of his injuries
than was necessary and felt irritated by his requests for apparently spe-
cial treatment and privileges. It emerged that Bill had a particularly dif-
ficult family background prior to his injury, in part leading to his sense of
deprivation and abandonment in the present crisis. By listening to these
accounts and trying to draw up a comprehensive formulation, Anna, act-
ing as a consultant, enabled staff to see how they had inadvertently recre-
ated in the unit an unhelpful opportunity for Bill to distract himself from
his need to face up to changes that would become necessary in his life
given his injury, by apparently forging close relationships with some staff
and disparaging others. This had been a long-standing unhelpful pattern
in Bill’s life prior to the injury, exacerbated by his current high levels of
anxiety and depression.

Ians example demonstrates how psychological formulation can help
to illuminate a way forward (why Holly was acting as she was), and to
encourage the team to move away from simply labelling her behaviour
or potentially adding to her problems by misunderstanding or inadvert-
ently reinforcing her dysfunctional reactions. Similarly, by enabling the
staff to understand the behaviour through a psychological formulation,
Anna helped staff to work together to address Bill’s psychological needs,
rather than ignoring, or even worsening, them.

14.5 The contribution of supervision

Psychologists may also take on the role of clinical supervisor to
staff from a variety of professional groups, thereby enabling greater
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numbers of patients to benefit from psychologically informed treat-
ment. Supervision has a primary educational function, but it also
enhances services to clients by improving supervisee competence and
providing an opportunity for restorative support for the clinician,
that is, giving the supervisee encouragement and a chance to off-load
emotions. Good clinical supervision (which should be distinguished
from consultancy) requires the establishment of a trusting and reli-
able supervisory relationship, just as good psychotherapy requires the
existence of a positive therapeutic alliance. Although they are different
processes, supervision and psychotherapy have key professional skills
in common, such as the ability to focus on the needs of the patient/
supervisee, establish boundaries, provide an opportunity for reflec-
tion, suggest a framework (but not take over), contribute to learning
and confidence, and ensure the wellbeing of the patient. Supervision
may be provided in groups or individually, with the central aim of sup-
porting the quality of each supervisee’s work. Some models of super-
vision focus on the development of specific techniques for use with a
specific client, such as how to ask Socratic questions or set homework
tasks in a specific case, while others focus more on needs expressed by
the supervisee, and on the development of confidence or the provi-
sion of appropriate personal support when undertaking emotionally
demanding work.

Almost all clinical professional groups now require practitioners
at all levels to participate in on-going supervision, although different
professions have different requirements, so some flexibility is needed.
A related role is mentoring or coaching, which involves, for exam-
ple, a senior psychologist providing the time and opportunity for a
more junior psychologist or health care practitioner to discuss and
think through difficulties at work and to explore options. Whatever
the model, provision of supervision and mentoring gives an opportu-
nity for psychologists to increase psychological awareness and to pro-
mote psychologically informed ways of working across a large number
of staff or patients, which in numerical terms should have a greater
impact than providing one-to-one clinical work would ever be able to
accomplish.
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14.6 Leadership in clinical psychology

Effective organizations need effective leaders, although this does not
imply there has to be just one leader or that leaders should hold the
sole responsibility for organizational effectiveness. The days are thank-
fully gone where leadership was considered an in-born quality, normal-
ly reserved for the first-born sons of the upper classes (or, in a health
care context, for senior doctors), whose role it was to tell others, from a
position of unquestioned authority, how to conduct their lives or work.
Modern concepts of leadership recognize the importance of situation
and relationships, and that leadership styles need to change in chang-
ing contexts. More importantly, leaders now tend to acknowledge the
importance of followers, seeing that leaders and followers need to work
closely together to meet their shared objectives. Leadership should also
be distinguished from management, although the two are often inter-
dependent and may co-exist in one person. At its simplest, leadership
involves setting the direction of an organization and ensures commit-
ment to its vision, while management ensures that processes and struc-
tures are in place to deliver that vision: ‘Management is efficiency in
climbing the ladder of success; leadership determines whether the lad-
der is leaning against the right wall’ (Covey, 1994, p. 101).

Within clinical psychology it is possible to distinguish two mains
forms of leadership: clinical leadership, which concerns the ability of
psychologists to influence the care provided for patients and the achieve-
ment of positive clinical outcomes; and organizational leadership, which
concerns the effective organization of services and functions within
health care services, and which aims to shape the organization’s future
direction. A primary aim of clinical leadership is to improve patient out-
comes, and it involves the psychologist in helping other staff members
to develop their skills and knowledge when working with patients, as
well as in shaping services to improve the quality of clinical work pro-
vided. Therefore, all psychologists who work in clinical teams have a
role to play in providing clinical leadership to a greater or lesser extent,
by promoting the value and importance of considering psychological
issues in the formulation and treatment of service users, by contributing
to team discussions and plans, or by carrying out audits and research
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that highlight (for example) the need for improved services for particu-
lar groups of people. Clinical leadership shares psychological ideas so
that more patients can benefit, and it can be provided through clinical
supervision, team discussions, consultation, or mentoring, as described
in other chapters of this text. The skills needed to provide such leader-
ship are, first, competence in the tasks required; second, the skills to
persuade others of the value of the new way of thinking or behaving;
and third, the capacity to enable others to develop competence and con-
fidence themselves.

As they become more experienced, clinical psychologists are also
increasingly likely to be in positions that involve providing organization-
al leadership, for example by taking senior roles in a multi-disciplinary
team, or by leading a group of psychologists within a larger organiza-
tion. Organizational leadership is about setting direction and strategy,
and is likely to involve a formal position of authority. Not all psycholo-
gists wish to take on formal leadership roles, but the risks of not doing so
are that other professional groups will assume greater responsibility for
determining the future of health care provision, as well as for the devel-
opment of the profession itself, which may well have a negative impact
on the quality of care provided, as well as on the future opportunity of
psychologists to develop professionally.

Whether it is clinical or organizational leadership, one helpful defi-
nition that reflects how many people, including clinical psychologists,
currently understand the concept of leadership, is that provided by Yukl
(2002): ‘the process of influencing others to understand and agree about
what needs to be done and how it can be done effectively, and the process
of facilitating individual and collective efforts to accomplish the shared
objectives’ (p. 7). Another current definition is that it involves taking
responsibility for enabling others to achieve shared purpose in the face of
uncertainty (Gantz, 2011). A related concept is that of the ‘authentic lead-
er, who has self-awareness, maximizes their strengths, and understands
their weaknesses, to help others to see the big picture (George, 2003).

As all these definitions show, the ability to work collaboratively and
from a shared value base is implicit and central to leadership, as is the
intention to work closely with others towards the establishment of a
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shared goal or vision. There are a number of skills and competencies
required for effective performance of such a role, including the ability
to form effective relationships, the willingness to take opportunities to
develop ideas and establish priorities, and the confidence to take action
to achieve results. An additional competence is the ability to facilitate
the development of others, and to motivate others in making changes
despite anxiety or resistance. This is a far cry from the notion of leader as
autocrat, which would understandably be oft-putting to many psycholo-
gists whose values strongly tend towards collaboration and respect for
others. Instead these competencies clearly overlap and build on those
already held by clinical psychologists. The ability to ‘understand and
agree about what needs to be done and how it can be done effectively,
and the process of facilitating individual and collective efforts to accom-
plish the shared objectives’ is, of course, a core psychotherapeutic skill,
together with the ability to think clearly, prioritize, and problem solve.
Having said that, organizational leadership additionally involves an
ability to address systemic and organizational issues, to address and use
power, and to work effectively with colleagues from other disciplines in
committees or in project groups. This, in turn, tends to require an abil-
ity to engage with the practical demands of running any organization,
including attendance at or chairing committee meetings, speaking up
and standing behind decisions, understanding budgets, grappling with
operational issues, and developing strategy. To thrive in such positions
the psychologist needs to develop a certain degree of political astute-
ness and organizational sophistication (sometimes defined as the ability
to rock the boat without falling out of it) and this can best be devel-
oped through experience, observation, and help from a mentor. Political
astuteness means, as far as possible, developing the ability to identify the
power holders who can make the important decisions within the organi-
zation, understanding their position, working out how your views fit
in with their position, finding allies, planning, and being clear about
strategy and tactics. It also requires self-awareness and energy, as well as
commitment to a clear vision of what all this work is aiming to achieve.
No psychologist should ever attempt to work in organizations in
isolation, since bringing about change is demanding and potentially
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demoralizing. It is vital not to fall for what Georgiades and Phillimore
(1975) ingeniously called ‘the myth of the hero-innovator’ This is some-
one who, fired up with good intentions and beliefs, charges enthusiasti-
cally into an organization, trying to bring about instant improvements,
but is immediately and unceremoniously rejected, since, as Georgiades
and Phillimore say: ‘organisations such as schools and hospitals will,
like dragons, eat hero-innovators for breakfast’ (p. 315). Instead psy-
chologists need to think and assess systemically and carefully, ensure
adequate timescales for any change to become embedded (which can
take many years in some instances), always work with support and never
alone, and aim to protect other people who are also trying to bring about
positive changes.

Both the Division of Clinical Psychology (DCP) of the British Psycho-
logical Society and the NHS Institute for Innovation and Improvement
have drawn up frameworks in order to support and promote the devel-
opment of effective health care leadership. These include the following:

+ Demonstrating personal qualities (e.g. developing self-awareness,
integrity, and the ability to recognize the impact of oneself on others).

+ Working with others (e.g. developing networks and working with
teams).

+ Managing services (e.g. planning and managing the performance of
others towards agreed goals).

+ Improving services (e.g. assessing and making sure as a minimum
that services ensure patient safety, as well as evaluating the effective-
ness of any services provided).

Achieving all of this is obviously not a task for clinical psychologists
in the very early stages of their career. Nonetheless it is heartening to
see that the notion of leadership espoused here is strongly influenced by
psychological concepts, includes integrity and sensitivity to others, and
prioritizes the need for values-based work.

The DCP framework (2010) also provides guidance on the leader-
ship competencies to be expected at different stages of the psychologist’s
career, and point to the usefulness of psychological theory or concepts
for aspiring leaders. Leadership tasks for a newly qualified psychologist,
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for example, include promoting psychological approaches in teams and
care settings, being a role model, providing supervision, mentoring
peers and others, undertaking leadership or research projects, identi-
tying opportunities for service development, developing political and
organizational awareness, and understanding the impact of self on the
wider system.

14.7 Conclusion

Much good psychological work takes place indirectly through collabo-
ration with others. It is therefore vital to take time to build relationships
and understand the wider system, even when there are pressures to treat
or assess more individual patients, either in order to meet targets set
by others or to satisfy personal interests. Applications of psychological
theory and knowledge can contribute enormously to the quality of ser-
vices experienced by patients, and it is therefore essential that psycholo-
gists develop good team working and leadership competencies. Only
then can clinical psychologists truly make a substantial contribution to
health care, as well as being assured of the healthy long-term future of
the profession.
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Chapter 15

Working with cultural diversity
Kamel Chahal

15.1 Introduction

‘We see as the basis of our humanity the fact that we are all ultimately the
same. We are vulnerable. We are embodied creatures. We feel hunger,
thirst, fear, pain. We reason, hope, dream and aspire. These things are all
true and important. But we are also different. Each landscape, language,
culture, community is unique. Our very dignity as persons is rooted in the
fact that none of us—not even genetically identical twins—is exactly like
any other! (Jonathan Sacks, 2002, p. 47.)

15.2 Race, ethnicity, culture, and diversity

The terms race, ethnicity, and culture are often used interchangeably,
although their meanings are significantly different. The Oxford English
Dictionary defines race as ‘A large group of people with common ances-
try and inherited physical characteristics. Race is now accepted to be a
redundant concept due to the faulty assumption that racial groupings
remain static.

Ethnicity derives from the Greek word ‘ethnos’ meaning ‘a people’
and defines a person as belonging to a group with a certain shared set
of characteristics, including ancestral and geographical origins, social
and cultural traditions, religion, languages, and history. Ethnic groups
are perceived as transactional, shifting, and essentially impermanent,
implying a degree of choice which ‘race’ precludes. Ethnicity is essential-
ly self-defined, reflecting how a person perceives him/herself and cap-
tures the diversity of their subjective position, experiences, and history.

Culture is a social construct that profoundly impacts the way people
perceive and make sense of the prominent social world(s) they experi-
ence and inhabit. It is situational, flexible, and continually evolving in
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response to the demands and pressures both of its own internal process-
es and through its contact with the varieties of other social worlds indi-
viduals also encounter. Culture is all-pervasive, it being communicated
both verbally and symbolically and encompassing the everyday as well
as the esoteric. All cultures have their own health beliefs and patterns of
help-seeking behaviour, which may be historically linked to particular
religious or philosophical views of personhood and the body.

Diversity as a concept sets out to respect qualities and conditions that
are different from one’s own and are outside the group(s) to which one
belongs, yet pertain in other individuals and groups. These include age,
ethnicity, class, gender, physical abilities, race, sexual orientation, reli-
gious status, gender expression, educational background, geographical
location, income, marital status, parental status, and work experiences.
These categories of difference can be fluid and are therefore always best
self-identified.

15.3 Social contexts: individualistic
and collectivistic societies

Individualism predominates in the Western world. Individualism views
the individual as the primary unit of reality and of ultimate importance,
each person being influenced by other individuals and co-operating
with them, building on their ideas and achievements, but with the
emphasis always on the person themselves holding the most signifi-
cance. As such, individualism sees society as a collection of individuals,
rather than something over and above them. The ‘self” is conceptualized
as the thinking, feeling, and observing originator, controller, and creator
of behaviour with full responsibility for self, and, as such, is expected to
be autonomous. Relationships are seen as the interaction of individu-
als within larger social units that exist primarily to meet the needs of
the individual. Biological explanations for psychological and physical
health predominate (e.g. genetic predispositions, organic deficits, and
chemical imbalances), the origin of which is always within the individ-
ual who is thus largely held personally responsible for whatever does
not function. The belief that one’s behaviour is controlled by something
or someone else is often defined as psychopathology and understood
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to occur through projection, irresponsibility, externalization, and/or as
delusional.

Collectivism predominates in the non-Western world and maintains
that the social group is an entity in its own right, acting upon people
through group influences. The emphasis is on stringent co-operation
and adherence to the norms and expectations of the group, community,
and/or nation, which are seen as the primary unit of reality. This view
does not deny the reality of the individual but rather sees individual
identity as essentially constituted through relationships with others in
the group. Illness in collectivist thinking is often attributed to combi-
nations and interactions between various worlds, with a higher degree
of fluidity accepted between the supernatural and the social. Models of
explanation for ill health include others being held responsible for illness
due to interpersonal malice (e.g. evil eye, witchcraft) with a possibility
of supernatural causality, in which illness may be a divine punishment
from spirits and gods for neglecting religion or participating in immoral
behaviour. On this basis, neither Western remedies nor herbal cures are
considered effective, actual cure involving atonement and acknowledge-
ment of sin, often through processes that involve ritualized cleansing.

15.4 A rapidly changing world

Global mobility has increased dramatically over recent decades, driven
by factors ranging from escaping conflict and persecution to ease of trav-
el between countries allowing people to seek more favourable economic
conditions elsewhere. As a result, many countries have and continue to
become increasingly diverse in their ethnic and cultural composition.
This is well illustrated by the England and Wales census data (Office
for National Statistics, 2011) which reported that a fifth of the popula-
tion now have an ethnicity that is not white British; 13% of the popula-
tion having been born outside of the UK, with nearly half of this number
having arrived within the last 10 years. Ethnic minority populations have
typically been located in more densely populated urban areas; over half
the population of London defining their ethnicity as other than white
British, a third of whom are born outside the UK. Ethnically mixed rela-
tionships have increased by 47% since 2001; two million households
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now consist of complex and multiple shared identities, thus illustrating
the complexity of changing allegiances between groups and cultures as
migrants increasingly intermix.

15.5 Refugees and asylum seekers

Whilst there is a great deal of diversity amongst migrants, refugees, and
asylum seekers in the UK and around the world, they also share a range
of common experiences. These populations are especially vulnerable to
developing mental health problems due to the range of traumatic events
experienced as a consequence of famine, war, and/or persecution in
their home country. The loss of homeland, family, friends, and personal
identity are all significant precipitants for the development of mental
health problems, including symptoms of post-traumatic stress disorder
(PTSD) and depression. Adapting to a host society that may be hostile
or indifferent, with very different values, culture, religion, and language,
can result in an increasing sense of isolation and marginalization, which
further impacts on mental health.

15.6 Racism

‘Racism is a system of dominance, power and privilege based on racial
group designations; rooted in the historical oppression of a group defined
or perceived by dominant group members as inferior, deviant, or unde-
sirable and occurring in circumstances where members of the dominant
group create or accept their societal privilege by maintaining structures,
ideologies, values and behaviour that have the intent or effect of leaving
the non-dominant group members relatively excluded from power, esteem,
status, and/or equal access to societal resources. (Harrell, 2000, p. 43.)

The Macpherson Report (1999) investigated the persistent lack of
appropriate police response to the murder of the black teenager Stephen
Lawrence in London in 1993. It became a watershed moment in the UK
due to its identification of institutional racism as an extensive problem
within all British public services. Macpherson’s report defined institu-
tional racism as: ‘The collective failure of an organisation to provide an
appropriate and professional service to people because of their colour,
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culture or ethnic origin. It can be seen or detected in processes, attitudes
and behaviour which amount to discrimination through unwitting preju-
dice, ignorance, thoughtlessness and racial stereotyping. (p. 28.)

15.7 Ethnicity and mental health services

Research in the UK over the past two decades has identified consistent
differences in the pathways to care between the white British population
and those from diverse black and minority ethnic (BME) backgrounds.
African Caribbean individuals have been recognized to be four times
more likely than their white British counterparts to be subject to com-
pulsory psychiatric detention, often following contact with the police;
they receive higher doses of medication and are often managed through
the use of physical restraint and seclusion whilst in hospital. In contrast,
white British patients are more likely to access mental health services via
their GP and to be offered psychological therapies as part of subsequent
care (Fernando, 2003).

The results of the final annual ‘Count me in’ census conducted in
March 2010 across England and Wales (Care Quality Commission and
National Mental Health Development Unit, 2011) identified that 23%
of the people receiving inpatient care were of BME origin, although
BME communities comprise less than 9% of the population. Black men-
tal health service users have described their experiences within mental
health services as ‘inhumane, unhelpful and inappropriate, stating that
they have been treated with a lack of respect by services that are ‘not
accessible, welcoming, relevant or well integrated into the community’
(Keating et al., 2002, p. 9). Stereotypical perceptions of black people were
identified by service users to be a consequence of racism, cultural igno-
rance, stigma, and anxieties associated with mental illness, all of which
act to undermine the way in which mental health services assessed and
responded to the needs of these communities.

Extensive research in both the UK and USA has shown that BME
groups are generally excluded from, marginalized, and either unable or
unwilling to access mainstream clinical psychology services. The issues
of accessibility and acceptability of psychological services for these com-
munities have been recognized to be complex and interrelated.
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15.8 Accessibility of psychological services

One of the fundamental principles of the British NHS is that services are
equally accessible and available to all members of the community, yet
service users from BME communities are significantly more likely than
their white peers to be prescribed medication rather than to be offered
talking therapies. GPs are less likely to refer African-Caribbean adults to
secondary mental health services unless they are at crisis point, despite
frequent GP attendances, resulting in common mental health problems
going underdiagnosed, with ramifications for their longer-term mental
health. Although recommendations since 1995 have been made for psy-
chological therapies to become more accessible and culturally accept-
able, problems of accessibility are still known to exist within all levels of
mental health care. Language barriers and stereotypes of BME people as
not being ‘psychologically minded’ are also significant factors in hinder-
ing access to psychological services.

BME communities themselves remain sceptical about the use of psy-
chology services due to their perception that these services are unable to
adequately understand and work with issues that frequently affect them,
such as racism, disadvantage, discrimination, oppression, and experi-
ences of social isolation. This ‘cultural mistrust’ relates to concerns that
psychological distress may be misunderstood, misconstrued, and/or
pathologized, with the individuals’ own beliefs severely compromised
or undermined. Negative past experiences, an insufficient awareness of
existing services and what they offer, together with fears that confiden-
tiality may be compromised are all known to play a significant role in
determining the effective accessibility of services.

15.9 Acceptability of psychological services

Acceptability of psychological services refers to the extent to which
interventions offered actually meet the needs of individuals and com-
munities in a way that is experienced as congruent with their culture,
and with which they are able to effectively engage.

Western models of therapy privilege ideas of independence and self-
actualization as being indicative of good mental health, the focus being
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on the individual as the most important unit, reflecting the values and
norms held within Western individualistic societies. In contrast, non-
Western collectivist cultures focus more on notions of spirituality and
communality, seeing the individual as secondary to family and com-
munity. For psychological therapy to be culturally appropriate it has to
understand and incorporate service users culture-bound notions of
mental health into assessment, formulation, and intervention.

15.10 Cultural context of mainstream psychology

As described in Chapter 1, the roots of psychology, as both a distinct
scientific discipline and a field of practice, derive from Western Europe
and North America and as a consequence are deeply imbued with West-
ern discourse. Mainstream psychology has been criticized for employ-
ing categories and models based on research with an assumed set of
valid universal norms, although these norms are actually derived from
very limited segments of unrepresentative populations’ (e.g. Ameri-
can undergraduates). These universalist assumptions have been justi-
fied through the belief that we as humans are all fundamentally alike
in our significant psychological functions, and that cultural and social
contexts do not affect the ‘deep’ or ‘hardwired’ structures of the mind.
Hence these categories and standards have been seen as suitable for
‘measuring, understanding, and evaluating the characteristics of other
diverse populations. This knowledge is then applied to wider diverse
populations with ‘hypotheses’ being tested and ‘instruments validated,
on the presumption that they are able to measure universal social and
psychological characteristics, even though the methods and standards
are derived primarily from selective Western populations.

15.11 What about clinical psychology?

Clinicians who have not yet examined their personal biases regarding
difference may collude unintentionally with a ‘culture-blind’/colour-
blind approach to clinical practice. This culture and colour blindness
results in unexplored cultural biases through the denial, distortion, and
minimization of the impact of cultural factors, prejudice, and racism
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on the person’s psychological and mental health (Constantine and
Wing, 2007).

Clinical psychology can be criticized for the dominance of a ‘one-
size-fits-all’ linear dualistic deficit model, lacking in multi-cultural per-
spectives. Issues related to diversity and social inequalities have often
been inadequately addressed especially in research, where categories are
imposed without an understanding of what the pertinent issues are for
the communities being investigated. This exclusion of diversity in favour
of homogeneity and conformity to the accepted norms of Euro-centric
societies results in the maintenance of a status quo, and is illustrative
of wider social control thorough the reproduction and amplification of
discriminatory practices which are institutionally racist.

15.12 Cultural competency: what actually is it?

Working collaboratively with clients requires the ability to remain
curious and not make assumptions, through recognition and owning
of one’s own biases, prejudices, and stereotypes. Cultural competency
involves also understanding the impact of one’s own value base and cul-
ture by appreciating the power imbalances that arise due to pre-existing
societal inequalities. Through an understanding of these issues and
how they impact on therapeutic encounters, clinical psychologists can
become more consciously aware of their own levels of understanding
and effectively manage and further develop their cultural competency
within supervision.

Since the emotional impact of clinical practice and the learning
required to achieve cultural competency can feel both immense and
threatening, there can often arise an unconscious tendency to avoid the
need for cultural competency. Consequently little importance may be
placed on working with cultural difference, resulting in culturally blind
ways of working which actively disregard the importance of the clients’
perspective on their own beliefs and lived experience.

Cultural competency is therefore not about having as much detailed
information about a particular culture or people as possible, but is rather
about acquiring a full understanding of the person free from misconcep-
tions that may result from one’s own ethnocentricity, assumptions, and
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stereotypes. It requires appreciation, and effective management of, the
impact of the unequal distribution of power held within the therapeutic
relationship which invariably accompanies the professional status held
by clinical psychologists, since these can parallel the social inequalities
that exist in the wider environment.

Irena Papadopoulos and colleagues’ (1998) comprehensive model for
the development of cultural competency in health professionals consists
of four stages:

1 Awareness: an examination of the clinician’s own personal value
base and beliefs in order to understand the nature and construction
of their own cultural identity, and its influence on their own health
beliefs and practices.

2 Knowledge: an understanding of health beliefs and behaviours, often
enhanced through meaningful contact with people from diverse
communities, thus providing an increased appreciation of the prob-
lems they may experience as well as their similarities and differences.
Inequalities in health that exist within and between cultural groups
are often the result of structural forces in society. The power of health
care professionals and the role of medicine in contributing to these
structural forces, and hence to social control, need to be far better
appreciated and acknowledged.

3 Sensitivity: how clinicians view the people they help. Truly collabo-
rative partnerships are an essential component of culturally sensitive
practice since they reduce the use of oppressive forms of power. Cli-
ents can be enabled to challenge power and have real choices made
available to them through a process of facilitation, advocacy, and
negotiation, all of which can only be achieved on a foundation of
trust, respect, and empathy.

4 Competence: this final stage requires the synthesis and application of
previously gained awareness, knowledge, and sensitivity within the
practical skills of assessment and clinical diagnosis. The most impor-
tant component here is the ability to recognize and challenge overt
and covert racism and other forms of discriminatory and oppressive
practice.
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15.13 Context analysis

A ‘culturally blind” approach can result in potentially complex prob-
lems, this lack of awareness and understanding of differences in cultural
contexts being particularly problematic when psychologists from indi-
vidualistic backgrounds are working with clients from collectivist com-
munities. For example, when viewed through an individualistic lens, the
interdependence with others that is fundamentally the central prem-
ises of a collective culture can easily be perceived and pathologized as
enmeshment, overinvolvement, and dependency. Similarly a lack of lan-
guage to describe emotional states and a disregard for the self can easily
be misjudged as a lack of ‘insight’ or not being ‘psychologically minded;,
whilst the concept of enduring suffering and a sense of fatalism that can
be an accepted part of the collective mindset can be misinterpreted as
passivity, helplessness, and hopelessness.

Context analysis sets out to understand the cultural construction of
social and personal meanings without pre-assuming knowledge of the
similarities and differences that exist. It proposes three dynamic and
complex interrelated systems that are mutually formed and co-created
within a set of circular relationships:

1 The individual with their distinctive biological make-up and unique
history of experiences, constituted in part by their roles and statuses
within one or more social systems from which they derive their per-
sonal meanings and identity.

2 Immediate social structures consisting of the family and other
institutions within the culture (e.g. religious organizations) which
specify the ideal of appropriate relationships, roles, privileges, and
associated expectations. Codes of expected conduct, such as those
between various categories of family members, exist in all cultures
and are often based on hierarchical relationships with recognized
obligations, privileges, constraints, and prescribed patterns of com-
munication, all of which impact on individual development.

3 Culture in its symbolic sense. A person throughout their develop-
ment participates in social structures that are deeply embedded with
culturally based symbols and values from which he/she derives their
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personal meanings. Through interaction with others from birth,
a person becomes the carrier and exemplar of cultural meaning,
ensuring that their engagement with cultural symbols and systems
remains continuous, intimate, and involved. This results in vari-
ous roles and locations within social systems with attached contin-
gencies, resources, obligations, opportunities, and constraints. All
diverse cultures have their own local theories about social thought,
psychology, and emotion, developmental psychology, child rearing,
and cognitions, which can go unrecognized by Western-based social
or natural sciences. These differences are frequently related to gen-
der, age, kin, and close relationships and are held as common knowl-
edge; accepted as obvious to the person and family, but often opaque
to outsiders.

15.14 Community psychology

Community psychology is a framework of psychological intervention
that views psychological problems within their social and political con-
texts, rather than simply as individualized forms of distress. It aims to
intervene at a community level by employing strategies that empower
community members to work together and develop social relations that
have productive benefits and to actively reduce the individual’s sense of
isolation and helplessness within their lived situation. As such, commu-
nity psychology is an approach that can successfully begin to overcome
the issues of accessibility and acceptability of psychological services by
engaging diverse communities more collectively. Developing partner-
ships with voluntary sector organizations that have a social inclusion
agenda and recognize the impact of social inequalities often provides a
sound framework for such work.

15.15 Use of interpreters

The use of interpreters can allow clinical psychologists to overcome
language barriers between themselves and clients. Interpreters have
complex roles within mental health services; they are required to elic-
it information, simplify messages, and translate language, including
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culturally based metaphors, psychiatric terms, and non-verbal commu-
nication. Interpreters are often expected to introduce information on
service context as well as on the service user’s cultural context, whilst
clarifying messages, and elaborating on and explaining roles and norms
of the interaction, organization, and community. Inevitably they selec-
tively filter out and translate information in order to maximize how
much is correctly understood by all involved. Prior knowledge of mental
health and psychology is important, since psychiatric terms, due to their
origins within Western science, may not actually exist in the language
and culture into which they require translation. Interpreters’ roles may
additionally expand to that of cultural advisors and brokers; they may
effectively become advocates on behalf of service users, and at times the
facilitators of important policy-making decisions through link-work
with communities. As such, services employing interpreters need to
appreciate their prior experience, expertise, and levels of training (Tribe
and Ravel, 2003).

15.16 Religion and spirituality

Religious practices and spirituality are normally deeply rooted in diverse
and collective cultures and can be central to many people’s daily lives.
Psychologists exploring religious beliefs need to remain open-minded
and curious about the relationships people have with God and spiritual-
ity. This requires a conscious awareness of one’s own belief system whilst
displaying a genuine willingness to want to learn and reflect on clients’
self-perception in relation to aspects of faith and spirit. Illness can nega-
tively affect faith, which in itself might be very important to the person’s
healing. It is often useful to link with spiritual leaders such as Imams and
priests who also have knowledge of mental health issues.

15.17 Case example

Rabina, a 22-year-old, recently married Muslim woman, was admitted
to an acute psychiatric ward. She was diagnosed with psychotic depres-
sion after presenting as very tearful, isolated, guarded, and paranoid.
Rabina had migrated from Pakistan the previous year to live with her
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new husband and his family; she spoke limited English. Rabina believed
her problems had resulted from ‘nazar’ (the evil eye), whilst her family
believed that she had been possessed by a ‘jinn’ (a spirit) and had consult-
ed areligious leader about her prior to her admission. Staff reported that
her daily contact with her in-laws was problematic since she would only
communicate through them and would only eat food that they bought
in. Staff were concerned that, on discharge, she would return to what
they viewed as an ‘enmeshed and over-involved’ family and therefore
advised Rabina and her husband to move away from the parental home.

The team clinical psychologist constructed a context analysis with
Rabinaand her sister-in-law viaan Urdu interpreter. Questions included:

+ What are your health beliefs and cultural explanations regarding the
effects of ‘nazar’ and jinn’ on both physical and mental health?

+ What are the similarities and differences in the expected codes of
conduct for recently married woman with regard to roles, responsi-
bilities, and behaviours among rural Pakistani families compared to
your family’s expectations in the UK?

+ What are the issues related to stigma and shame that Rabina and the
family have concerns about?

Rabina shared her experiences of dislocation following her move from
rural Pakistan to England following her arranged marriage to the family’s
only son, whom she had met only briefly before the wedding. He was the
youngest of five siblings, all of whom were bilingual and born in Britain.
Rabina’s parents, siblings, and extended family all still lived in Pakistan.
Rabina stated that she expected to live with her husband’s family for her
entire married life whilst dutifully caring for his parents in their old age.
She explained that, at present, her speech and demeanour were expected
to be the most constrained in the family or she risked being seen as “ill-
bred’ by both the family and community. However, she explained that as
she got older and had children she expected to gain an increased status
within the family, accompanied by more social freedoms.

Rabina recognized she had become psychologically vulnerable to
depression when she had left behind her close-knit family, friends, and
rural culture. Although Rabina described her new family as loving and
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supportive, she had experienced a considerable level of cultural disso-
nance as a consequence of family members’ varying adherence to both
Pakistani and British norms. She described their reactions and com-
ments as difficult to understand and predict at times, and that this had
left her feeling confused and emotionally isolated. After several sessions
Rabina disclosed that she had “failed to carry a baby” as a consequence
of ‘nazar’ which had been maliciously cast upon her. She had remained
determined to keep her miscarriage a secret from the family, who had
been unaware of her pregnancy. She held a deep-seated fear that were
they to discover what had happened, she would be rejected as an inad-
equate daughter-in-law and wife and sent back to Pakistan so her hus-
band could remarry. She had become very distressed and hostile when
her husband had insisted that the family be informed of her miscarriage,
and had accepted their conviction that she was possessed by a jinn as an
explanation of her culturally unacceptable behaviour.

Given this context analysis, the explanations of ‘jinn’ and ‘nazar;
which had been labelled delusional by ward staff, were hence recognized
to be culturally normative conceptualizations by Rabina and her family.
Rabina also feared loss of the family ‘izzat’ (honour) as a consequence
of community gossip about her difficulties and subsequent admission.
The Urdu interpreter therefore reassured her prior to each session that
all her health details would remain fully confidential.

Rabina eventually agreed to her formulation being shared with ward
staff. The clinical psychologist, interpreter, and sister-in-law also met
with ward staff and reflected on their understanding, assumptions,
and expectations of the differences between British and Pakistani cul-
ture (e.g. arranged marriage and superstitious beliefs). Key questions
designed to elicit changes in staff practice were:

+ How could staff better understand, respect, and support the cultural
strengths of Rabina and her family?
+ How could staff overcome the fears and mistrust that Rabina and her

family had of the ward and mental health services in general?

+ How could any discriminatory and oppressive attitudes that had
developed towards the family be acknowledged and challenged?
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Staff were informed that families in Pakistan were expected to provide
food for those in hospital and this culturally embedded practice was
being used by the family to nurture and re-establish their relationships
with Rabina.

Rabina reported that the psychologist’s work was very helpful, in that
it provided a reflective non-judgemental space within which she could
openly explore the impact of her migration, the associated losses, her
miscarriage, and her subsequent fears. She gained strength by reciting
prayers and started to accept her miscarriage as God’s will. ‘Skype’ con-
tact was organized with Rabina’s sister in Pakistan in whom she confided
all of her emotional distress, including difficulties adjusting to life with-
in a family acculturalized to British norms, and her subsequent fears of
being rejected as not good enough after the miscarriage. As the medica-
tion improved her sleep, and following meetings with her husband and
sisters-in-law, she started to emotionally process her loss without fear of
being rejected or ostracised. Rabina also confided in her sister-in-law,
who subsequently shared her own experience of miscarriage and reas-
sured Rabina that her husband and family would accept and support her
through her grief, and that the wider community would be sympathetic.

15.18 Conclusion

The experiences of psychological and mental health care are consid-
erably different and frequently negative for diverse populations when
compared to those of host communities. Clinical psychologists must
take a culturally competent approach in their work with diverse popula-
tions in order to both develop their own individual practice and increase
the accessibility and acceptability of psychological services to these
communities.
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Chapter 16

The future of clinical psychology
David Murphy and Susan Llewelyn

16.1 Introduction

In this concluding chapter, we as Editors would like to offer some reflec-
tions on the future of clinical psychology as a profession, especially
regarding its likely overall contribution to healthcare and its scope for
further development. In doing so, we draw on the contents of the pre-
ceding chapters and on other recent literature from both within the dis-
cipline and elsewhere.

When discussing the potential future trajectory of clinical psychology
as a discipline, it is perhaps helpful to start by considering how far it has
come in a relatively short period. Clinical psychology has only existed
as a distinct branch of psychology for just over a century. Moreover, in
the UK, clinical psychology has only been officially recognized for about
half that time; and in many other countries, for example Sri Lanka and
Japan, it is still struggling to become established as an independent pro-
fession in its own right (De Zoysa, 2012; Shimoyama, 2011). Considered
in this light, the development of the profession that has occurred across
many countries, even since the first edition of this book was published
in 1987, and the diversification in the range of areas illustrated in the
chapters of this text, is nothing short of remarkable. Clinical psychol-
ogy has become an accepted and indeed expected component of the
system of care, for difficulties ranging from psychosis to chronic pain
and throughout the lifespan, from neonates to those receiving palliative
care. This fact is testament to the value that can be brought to bear by
the practical application in clinical settings of empirically based psy-
chological principles and methods. This is the same intrinsic value that
the first clinical psychologists originally brought to clinical settings over
one hundred years ago. Thus, Helen, Chris, Jana, and Alice, whose roles
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were described in Chapter 1, can be seen as extending the process of
applying psychological principles to overcome psychological difficulties
that Lightner Witmer began when helping children overcome specific
language difficulties in Philadelphia, and which was continued later by
Monte Shapiro’s careful, scientific hypothesis-driven approach to assess-
ment and treatment of a patient with social anxiety at the Maudsley Hos-
pital, London.

Moreover, the potential value of applying psychological understand-
ing to clinical situations has increased over the intervening years as
the underlying explanatory models have evolved and new forms of
psychological application have been developed. Figure 16.1 shows
the dramatic rise over this time in the number of published scientific
papers containing the term ‘psychological’ This process is by no means
at its end; indeed relative to the developments in medicine, our under-
standing of both the psychological mechanisms underlying clinical
problems and the most effective approaches to intervention are still
in their infancy. There remains therefore huge potential for further
new advances and the extension of psychological approaches to novel
domains of practice.
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the title or abstract. (Data reproduced from The National Library of Medicine.)
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It is, however, also important to recognize that the future course of
clinical psychology as a profession will be dependent on the develop-
ment of the wider health system within which it is based. Nowhere is
this truer than in the UK where the birth of the profession was closely
linked to the development of the National Health Service (NHS), in the
immediate aftermath of the Second World War. Subsequently the major
period of growth in clinical psychology also coincided with the period
of the largest increase in health care spending in the history of the NHS,
which in turn coincided with a period of sustained increase in gross
domestic product (GDP) (see Figure 16.2).

Thus it seems highly probable that the development of the profes-
sion over the coming years will also be influenced by the wider social
and political context, which includes changes in the global economic
climate and a growing reluctance to pay tax. It is relevant here to note
that public spending in most economies (including the UK) has recently
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been significantly constrained relative to the substantial growth seen in
earlier years, and that this is also likely to impact on the medium- and
long-term evolution of the profession.

16.2 Likely future themes

During 2012, the World Economic Forum, in collaboration with
McKinsey & Company, worked with a large sample of health system
leaders, experts, and policy makers to envision what health care systems
around the world would look like in 2040 (World Economic Forum,
2013). Their conclusions also have important implications for the future
of clinical psychology. First, the report predicts that, despite constraints
on finances, health care expenditure will continue to rise steadily over
the coming years. The increase is predicted to result from proliferating
demand on health care systems resulting from an ageing population,
expansion of the number of those with long-term conditions, increas-
ing public expectation, and lack of ‘value-consciousness’ among con-
sumers. Second, the report predicts that this increase in demand on the
system will be coupled with a continuing rise in unit costs of health care
and sub-optimal allocation of resources, to create a major upward pres-
sure on health care spending. Thus, for instance, predictions of required
health care spending in the UK as a proportion of GDP range up to 14%,
which represents a 50% increase from current levels. However, this is
dwarfed by estimates for many other European countries, and in par-
ticular the USA, where estimates of health spending as a proportion of
GDP range from 24% to 27%. It is clear that putting these predictions
of demand for health care expenditure in the context of the prolonged
period of slow economic growth that is forecast has very serious impli-
cations. Indeed, even where health care is considered a priority area and
protected from cuts relative to other areas of spending, there will still be
considerable financial pressure on health care systems for many years
to come.

Next, the World Economic Forum report details the proposed response
to this pressure from individual countries, and interestingly there is con-
sensus from a range of different countries and health care systems about
the four common themes that emerge:



16.2 LIKELY FUTURE THEMES ‘ 257

1 Investing in prevention, particularly early interventions in child-
hood and on behaviour change in adults to reduce demand from
long-term health conditions.

2 Efficient delivery of health care, shifting health care out of hospitals
into communities and utilizing skill mix in delivery.

3 Increasing innovation to increase efficiency by various means includ-
ing increased competition.

4 Increasing focus on outcome measurement to permit focus of
expenditure on maximizing value.

If correct, this analysis requires a major shift in orientation from all
health care professions to respond effectively, and will present signifi-
cant challenges, but also, we argue, considerable opportunities for the
profession of clinical psychology.

Another important theme which must be noted is that, unlike some
other areas of health care, the current availability of psychosocial inter-
ventions for those who are in need remains very limited indeed. Despite
measures being taken in a variety of countries to increase access to
mental health services, it is still the case that even in the most devel-
oped health systems, only a minority of people with diagnosable men-
tal health problems currently receive any treatment at all. For instance,
the 2007 Psychiatric Morbidity Survey in England (NHS Information
Centre for Health and Social Care, 2007) found that only 24% of people
with the most common mental health problems (anxiety and depres-
sion) were receiving any treatment. Moreover, of the minority who were
receiving treatment, less than half were receiving any form of psycho-
logical intervention, and only a very small proportion of these appeared
to be receiving input from clinical psychologists. Subsequently Kazdin
and Rabbitt (2013) highlighted that, although the number of trained
mental health professionals such as clinical psychologists has increased
significantly in recent years, this number remains dwarfed by the num-
bers of the population who experience mental health problems. Large-
scale prevalence studies, such as the National Co-Morbidity Study in the
USA, have consistently shown that approximately 30% of the population
meet the diagnostic criteria for at least one mental health problem in a
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12-month period. This equates in the UK to nearly 19 million people
with diagnosable mental health problems, whereas the total number of
registered clinical psychologists in the UK is only 10,500 (source: Health
and Care Professions Council (HCPC) registration statistics November
2012), equating to only one clinical psychologist for every 1,800 people
with a mental health problem.

Moreover, even this limited access is markedly uneven across the pop-
ulation, and is often influenced by social-economic and ethnic charac-
teristics, as discussed by Kamel Chahal in Chapter 15. How can clinical
psychology respond to the demands of meeting population needs in the
context of huge financial pressure on health systems? There is no doubt
that this represents a significant challenge, and that traditional models
of service delivery will be simply insufficient in the future.

16.3 Implications for clinical psychologists

In recent years a number of psychologists have attempted to begin to
address such questions, and many of the chapters in this book include
references to preliminary attempts to identify sustainable ways of work-
ing for the future. The following section of this chapter will consider how
far clinical psychologists have been able to develop thoughtful responses
to the issues identified here and how far we have yet to travel.

Prevention and early intervention

The role of clinical psychologists in prevention and early intervention
is a theme that has been picked up in many of the chapters of this text.
For example, Duncan Law in Chapter 4 highlights the benefits of early
interventions with children in terms of both preventing suffering for
affected individuals later in their lives and reducing the economic bur-
den on society. Kessler et al. (2007) writing in a psychiatric journal also
report that approximately 50% of all lifetime mental disorders have their
onset by the mid-teens, and up to 75% by the mid-20s: many clinical
psychologists have taken good heed of these types of data. The preventa-
tive theme is also evident in the work of psychologists providing psy-
chological interventions for patients with long-term physical conditions
such as diabetes or spinal injury. As described by Elenor McLaren and
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David Murphy in Chapter 12, focusing on enhancing self-management
can reduce deterioration in physical health later in life, resulting in not
just maintenance of quality of life for the individual, but also reduced
demand on the health system overall.

It should be noted that the areas of prevention and early intervention
have been domains to which clinical psychologists have contributed
from the very early days of applied psychological practice, and the pro-
fession should therefore be particularly well placed to respond to this
challenge.

Efficient delivery/skills mix

In their conclusion to Chapter 3, John Cape and Yvonne Millar high-
light the dilemma of psychologists in primary care in finding a balance
between direct and indirect work. On the one hand, complex problems
generally require an individualized formulation to be developed, based
on careful assessment that is informed by multiple perspectives followed
by a multi-modal approach to therapy, possibly delivered by a highly
trained practitioner such as a clinical psychologist. On the other hand,
the impact of a highly trained clinical psychologist may be greater if they
are able to guide and support other staff to either deliver psychological
interventions or utilize psychological principles in their own interac-
tions with patients. This is well illustrated by Cape and Millar’s exam-
ple of consultation with a general practitioner regarding a patient with
health anxiety, and is also demonstrated by studies on team working and
supervision described in Chapter 14 by Susan Llewelyn. It is likely that
demand for this kind of input from clinical psychologists will increase
in the future.

The broader issue of what level of training and skills is required in the
psychological workforce also runs through many of the other chapters,
particularly those that describe England’s Improving Access to Psycho-
logical Therapies (IAPT) programme. IAPT rests on the foundation of a
stepped care approach, underpinned by a workforce comprising practi-
tioners with a range of levels of training including psychological wellbe-
ing practitioners, high-intensity therapists trained to deliver primarily
CBT, and clinical psychologists. Highly trained clinical psychologists
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are an expensive resource in a health system and, if more people can be
treated effectively by innovative approaches utilizing stepped care and a
skill mix, then such approaches must be carefully considered, particu-
larly in times of economic austerity.

Innovative approaches

The history of clinical psychology has demonstrated that developing
new ways of assessing and treating people has had a major impact on
improving the experience of many people with psychological distress.
The revolution in our understanding of psychotic symptoms, for exam-
ple, as described by John Hanna and Alison Brabban in Chapter 5,
shows how painstaking theoretically based psychological thought
about distress can lead to important innovations about how people are
treated in practice. The major changes forecast for the future delivery
of health care mean that innovative thought will become even more
important.

Mary Jane Rotheram-Borus and colleagues (2012) at the University of
California have recently highlighted the potential of ‘disruptive innova-
tion’ in the delivery of psychological interventions. In contrast to tra-
ditional services which are designed to ‘satisfy the full range of needs
of the most demanding consumers, disruptive innovation, they state,
‘provides a simple and less expensive alternative that meets most of the
same needs for the majority of consumers’ (p. 467). They argue that
such services are more accessible, scalable, replicable, and sustainable.
Examples of disruptive innovations in other sectors are the introduc-
tion of cash machines in the banking industry and mass distribution of
generic reading glasses; such solutions meet the needs of the majority of
consumers in most circumstances. Examples of disruptive innovation in
psychological interventions might include use of brief self-management
interventions, ‘task shifting’ from highly trained mental health profes-
sionals to paraprofessional workers, or ‘task sharing’ between different
professionals, as well as increased use of technology and multi-media,
e.g. web, mobile phone, to deliver interventions. Within this text,
Chapter 13 by Katherine Carpenter and Andy Tyerman note the pos-
sibilities of utilizing new technology in neurorehabilitation, whilst in
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Chapter 11, Nick Grey and Sue Clohessy outline novel ways of treating
PTSD using computer games. The application of this type of thinking to
clinical psychology is challenging and indeed potentially anxiety pro-
voking; however, innovations that allow for a much greater reach of psy-
chological services to a higher proportion of the general population also
provide opportunities for clinical psychologists to utilize the full range
of their competencies, and hence to play a leading role in integrated and
comprehensive services within mental and physical health care in the
future.

Improved measurement of outcomes and psychological
wellbeing

The development of efficient, innovative, and accessible methods for
the prevention and treatment of psychological distress rests both on
the ability to accurately assess the outcomes of interventions in clini-
cal practice and on the capacity to measure changes in the prevalence
of psychological difficulties and their burden in the general popula-
tion. We would argue that doing this in psychologically sophisticated
ways is vital. In routine practice, valid standardized measures need to be
employed consistently in order to monitor outcomes; for instance, anal-
ysis of outcomes from the IAPT programme in England clearly dem-
onstrates that outcome assessment relying on conventional monitoring
systems (e.g. at intake and discharge) as opposed to a session-by-session
monitoring system is very likely to lead to overestimation of effective-
ness, since people who terminate treatment prematurely generally have
poorer than average outcomes.

Furthermore, if the long-term aim is to decrease the incidence and
prevalence of psychological difficulties in the general population, there
must be methods of measuring this directly. In their challenging paper
‘Rebooting psychotherapy research and practice to reduce the burden of
mental illness, American psychologists Kazdin and Blase (2011) argue
that ‘a national database is a fundamental step for decreasing the bur-
den of mental illness because it provides a baseline to better establish
the extent of the burden and whether there are any changes over time’
(p. 29). In the UK there have been a number of developments that do
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contribute towards this, such as the Adult Psychiatric Morbidity Sur-
vey conducted in 1993, 2000, and 2007 by government agencies. These
studies provide valuable information on the mental health of the nation
but are, of course, subject to the limitations of the psychiatric diagnostic
classification model, the drawbacks of which have been highlighted by
clinical psychologists (e.g. the British Psychological Society (BPS) Divi-
sion of Clinical Psychology, 2013). The 2011 Office for National Statis-
tics survey for the first time included questions on wellbeing, including
self-rated happiness and anxiety, while the UK Household Longitudi-
nal Study of 40,000 UK households included measures of psychological
health. Clinical psychologists, with their high-level training and com-
petencies in research methods and psychometrics, are ideally placed to
contribute to local, regional, and national assessment of psychological
outcomes of this sort, which will likely play a crucial role in shaping
health care delivery in the future. Until quite recently, however, clinical
psychologists have tended not to see this type of work to be of major
concern to them. We would suggest that this needs to change.

16.4 Clinical psychology practice and academic
psychological science

The foundation of clinical psychology practice is, of course, the aca-
demic discipline of psychology, particularly its empirical emphasis. An
undergraduate qualification in psychology is a prerequisite for clinical
training, since both the knowledge base (for example in cognitive psy-
chology, child development, and social psychology) and the epistemo-
logical base (the reliance on the empirical evidence base and the use of
theory) together provide the underpinning and legitimacy for the pro-
fession’s successes and steady growth in numbers over the past century.
Indeed there is an on-going and integral need for the development of the
science base of clinical psychology. There is always a risk that practition-
ers will become overintrigued by the art of therapy, for example, and will
neglect measurement of outcomes. History has, however, clearly dem-
onstrated that this, and separation from the discipline’s empirical foun-
dations, is likely to lead to a diminution of effectiveness and innovation,
to the likely detriment of the profession and its users alike.
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Yet the balance between science and practice has been questioned
in recent years, particularly in the USA where a degree of tension
has developed between the applied and the academic wings of the
discipline. Indeed, in 2008 the Association of Psychological Science
launched an alternative training accreditation scheme (to rival that run
by the American Psychological Association (APA)) with the stated aim
to ‘promote high-quality, science-centred education and training in clin-
ical psychology’ (Psychological Clinical Science Accreditation System
(PCSAS) website). Currently over 60 training programmes, including
Harvard and University of California, Los Angeles (UCLA), are accred-
ited through this scheme. In his 2012 Monte Shapiro Award Lecture
(BPS, 2012), Professor Graham Turpin, past chair of the Division of
Clinical Psychology in the UK, argued that a gulf has also developed
in the UK between the academic discipline of psychology and both the
profession of clinical psychology as a whole and the clinical psychol-
ogy training community. He argued for a reintegration of clinical psy-
chology with its parent discipline, a more developed clinical-academic
career pathway, and the collaborative development of clinically focused
master’s-level programmes which could prepare graduates for assistant
psychologist roles within health care settings. This debate is currently
ongoing.

Over recent years, there has also been controversy concerning both
the necessity of research competencies featuring so prominently in
clinical training, and the requirement for the entry-level qualification
to be a doctorate. However, the fact that so many improvements in our
understanding of psychological disorders and their treatment have
arisen from research carried out by clinical psychologists, even since
the last edition was published in 2006, must be testament to the rele-
vance of research competencies. Whilst many clinical psychologists do
not themselves undertake formal large-scale research after completing
their training, they almost certainly play a key role in research and audit
projects that are carried out in clinical services, as has been highlighted
by many of the chapter authors of this book. Moreover, it is clear that
in such a rapidly developing field, the skills needed to critically evalu-
ate new findings, integrate them with extant theory and evidence, and
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apply them to clinical practice together make a crucial contribution to
all clinical settings.

In addition, the generic base of clinical training has also been ques-
tioned. But while there may be some scope for specialization, there is
a strong argument that in order to deliver and sustain effective clini-
cal psychology practice and research across a career, psychologists must
possess generic clinical knowledge and skills. We argue that current
training provision is well equipped to deliver this, although how this
question will be resolved in future is yet to be seen.

Finally, although psychologists’ academic training highlights the
impact of many complex factors on behaviour (from reinforcement
schedules, to the effect of conformity, to the impact of child rearing
practices and neuropsychology), we also need to understand the macro
causes of behaviour (such as poverty and racism) and how we can best
use this understanding to make sense of distress in our clients’ lives and
in health care itself. Examples of psychologists working to support clients
in the face of ageism or racism have been included here (see Chapter 6 by
Cath Burley and Chapter 15 by Kamel Chahal, respectively), and show
how important it is that we do not practice in a vacuum, out of contact
with the powerful social contexts that shape so many of the experiences
of our clients and colleagues.

16.5 Ethics and values

Although we have argued for the importance of responding creatively to
likely future needs, clinical psychologists must also keep in close touch
with their essential value base. The fundamental ethical stance of the
profession, that each unique individual has value and worth, underpins
the nature of all interactions with others, as well as determining pri-
orities. For example, the contributions made by clinical psychologists
working with psychosis, as outlined by John Hanna and Alison Brab-
ban (see Chapter 5), or with sex offenders, as outlined by Jeremy Tud-
way and Matthew Lister (see Chapter 9), demonstrate the importance
of making close, respectful relationships with others. This is an aspect
of clinical work where the input of psychologists has often been espe-
cially valued by service users. Likewise the emphasis by Steve Carnaby
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in Chapter 8 on working collaboratively and attentively with people
with learning disabilities illustrates the profound conviction that paying
close and respectful attention to each person is the key to good clinical
outcomes, as well as being ethically the right thing to do. The reflective
capacities of psychologists are also crucial here, ensuring that interven-
tions are based on a thoughtful understanding of both self and the recip-
ient of services, each within their particular social context.

16.6 Organizational skills and leadership

This chapter has argued that the challenges likely to face all healthcare
providers in the future will be considerable and potentially radical. We
will need good organizational and professional skills to navigate our
place within the wider social context, and to ensure that members of the
profession can simultaneously work effectively as clinicians to resolve
human distress as required by their employing organizations, whist also
maintaining their independence and critical capacity, for example by
questioning the structures and conventions that contribute to the men-
tal health problems experienced by members of that society. In many
counties including the USA and the UK, for instance, choices about what
therapies should be used for what condition are increasingly being made
by public committees, not by independent professionals. In the USA, the
government has contributed significantly to the debate over whether or
not psychologists should have prescribing privileges, while in the UK,
the state has played a growing role, such as determining whether or not
psychologists can act as expert witnesses in Court. More importantly, in
many countries, the state requires professionally qualified practitioners
to register in order to make use of the title ‘Clinical Psychologist, and
thereby exerts a significant influence over the content and structure of
training. This extension of control by others external to the profession
seems likely to continue, so psychologists need to be both watchful and
responsive. As argued by Susan Llewelyn in Chapter 14, what this also
means is that there needs to be good leadership and political expedi-
ency, and a clear awareness of the advisability of making and nurturing
allegiances with other professional groups such as medicine, nursing,
and management.
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16.7 Conclusion

In the words of the well-known management writer and lecturer Peter
Drucker, ‘The only thing we know about the future is that it is going to
be different’. It is, of course, inherently problematic to attempt to predict
the future in any sphere and certainly clinical psychology is no different.
However, it is possible to discern some clear currents that will influence
the profession over the coming years.

First, the remarkable success of clinical psychology has been built on
the application of empirically based psychological theories and methods
to the assessment and management of clinical problems. As the under-
lying psychological knowledge base continues to develop, there will be
increasing opportunities to innovate and refine the application of clini-
cal psychology to existing and novel areas. However, the development
of the profession cannot be seen in isolation from the health care sys-
tem as a whole, whether this be publically funded (as in the UK’s NHS)
or insurance-based or self-funded as in other countries. There are clear
challenges ahead for all health systems in the coming decades and these
will inevitably impact on clinical psychology. There will be an increas-
ing demand for services whilst overall resources, including workforce
numbers, will remain broadly static in most developed economies; this
will result in an increased drive for efficient and innovative delivery. In
the UK, numbers of posts in the public health system will not increase in
the way that they did in the 1990s and the early 2000s, which in turn will
inevitably have some impact on training programmes.

Second, the overall current state of health care provision in relation
to the vast extent of psychological need is relevant, whereby most peo-
ple with mental health problems still do not access professional help.
Moreover, the potential benefits of evidence-based treatments and the
potential for prevention and early intervention to reduce later suffering
is still very far from being realized, with detrimental effects for the indi-
vidual and society as a whole. Thus we predict that there will inevitably
be a continuing drive to ‘upscale’ the delivery of prevention and inter-
ventions for psychological difficulties.

Third, academic psychology, together with neuroscience, is cur-
rently making huge strides in improving our understanding of human
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behaviour and experience. Working in the ‘messy, uncontrolled world
of clinical application, clinical psychology has the task of assimilating
and applying that knowledge in ways that are ethically based and which
will both enrich the users of services and inform the basic science that is
the foundation of the discipline.

It is possibly not too much of a leap to ‘join the dots’ of these converg-
ing influences to see that the role of clinical psychologists in the future
will, and indeed must, develop accordingly. The days when clinical
psychologists were located in uni-professional departments and could
offer non-time-limited, one-to-one psychotherapy to a small number of
referred clients are no more. The future is clearly one in which clinical
psychologists will be part of an integrated system of delivery of inter-
ventions of varying intensities, by a team of staft with a range of levels
of training, and through a variety of media including electronic and in
some instances by using minimal personal contact. Services in the UK
are likely to be increasingly offered via a range of providers including
private, public, and third sector organizations, and psychologists are
going to need good organizational understanding and skills, as well as
adaptability and flexibility, to navigate these.

Although this is a challenging picture and may appear somewhat
uncomfortable at first, in fact the competencies required to function
within such a system map very well onto those of clinical psychol-
ogy, particularly training in multiple models of therapy, team work-
ing, research, and evaluation skills. An emphasis on the quality of what
clinical psychologists can uniquely contribute, through an integration of
psychological theory and practice, will be crucial. Increasingly clinical
psychologists will be required to develop and utilize broader leadership
and clinical management skills within health systems, and clinical psy-
chology trainers will have to be well equipped to foster these skills in the
high-calibre psychology graduates entering their programmes.

Therefore, and in conclusion, we expect that those entering the profes-
sion of clinical psychology now and in the future will pursue careers that
will be as rewarding and fascinating as those pursued by their predeces-
sors, and which will focus on providing high quality innovative services
for the future. These newly qualified clinical psychologists will likely be
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working in a diverse range of settings, as described in the chapters of
this book, and in many new settings, as yet undeveloped, that may well
feature in any subsequent editions. The future will undoubtedly present
many challenges, but it will also provide opportunities for clinical psy-
chologists to apply new theoretical insights and psychological methods
to a broad range of clinical problems, in order to improve the quality of
life for those using their services.
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Appendix 1

Becoming registered as a clinical
psychologist in the UK

Training in clinical psychology in the UK involves undertaking a 3-year
full-time clinical doctoral programme that is approved by the Health
and Social Care Professions Council (HCPC). Prior to entry, all doctoral
training programmes require entrants to have attained a good honours
degree in psychology. Over the course of the programme, trainees devel-
op academic, research, and clinical competencies in clinical psychology,
together with professional and personal competencies which enable
them to become registered with the HCPC as clinical psychologists and
subsequently to find employment in health and social care organiza-
tions. Successful graduates also become eligible to apply for Chartered
Status with the British Psychological Society.

There are currently 32 university-based programmes in the UK which
all provide postgraduate training in close collaboration with the NHS.
Applications for all but one of the programmes in mainland UK are pro-
cessed though the Clearing House for Postgraduate Courses in Clinical
Psychologybased at Leeds University (applications for the programmein
Northern Ireland are taken directly, and the University of Hull operates
a combined undergraduate/doctoral programme). Candidates are able
to apply to up to four programmes using an online application form pro-
vided by the Clearing House at Leeds, copies of which are then distribut-
ed, together with confidential references (supplied independently from
referees nominated by the applicant) to their nominated four universi-
ties. A standard fee is payable to the Clearing House for online access to
an information Handbook and the application forms, and for process-
ing all forms on behalf of candidates and universities. Information on
all programmes, including selection procedures, details of programme
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staff, curriculum, entrance requirements, and other relevant details, is
provided in the Handbook, and candidates are recommended to read
this carefully before making applications. Further information is avail-
able from the Clearing House (see <www.leeds.ac.uk/chpccp>). The
website provides helpful information including answers to frequently
asked questions. There is also an ‘Alternative Handbook, produced by
the Pre-Qualification Group of the British Psychological Society (BPS)
Division of Clinical Psychology (DCP). This provides very detailed
views about various aspects of each programme that have been gathered
from a survey of current trainees. The Alternative Handbook is available
from the DCP affiliates group webpage (<http://dcp-prequal.bps.org.
uk/dcp-prequal>) and is currently free to members.

Obtaining a place on a training programme is challenging, and there
are a large number of applicants for each place (on average in 2012 there
were over six applicants for each place). Given that all training is run, and
largely funded by, the NHS, candidates should be aware that programmes
are required to select candidates who can demonstrate a commitment
to continuing to work in the NHS after qualification. Candidates from
outside the European Economic Area (EEA) are also required to have
a work permit or equivalent throughout the training period, or if self-
funded from outside the EEA, to return to their home countries after
training. All programmes are committed to equal opportunities legisla-
tion, and encourage applications from candidates with disabilities, or
who come from ethnic minorities or disadvantaged social backgrounds.
Most programmes require at least a high upper second-class degree in
psychology, and also look for evidence of sustained motivation for and
interest in clinical work, together with a realistic understanding of what
the work of a clinical psychologist involves in practice. These aspects
can be demonstrated through the candidate having undertaken some
relevant employment post graduation (such as working as a health care
assistant, care worker, or research assistant), and all programmes do
look for this in the application process. It is, however, also important to
note that having worked in a formal role such as an assistant psycholo-
gist is not a pre-requisite for acceptance onto a training programme,
especially since the number of vacancies for such posts is relatively low.
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Confidence in, and ability to carry out, research is helpful; however, a
research doctorate is certainly not needed in order to apply. An open,
friendly, responsible, and empathic personality is a must, as well as a
willingness to develop self-awareness and reflective competence.

Training on all programmes comprises an integrated set of learning
opportunities for trainees to gain theoretical knowledge and clinical
skill by studying and working with patients or clients of all ages and abil-
ity in a variety of clinical settings, and applying a range of clinical com-
petencies and theoretical approaches designed to improve the wellbeing
of service users and their families or carers. Typically trainees spend
around half their time over the 3 years on a series of supervised clini-
cal placements that cover a range of client groups, including adults who
have mental health difficulties; people with learning difficulties; older
people; and children and families. Placements may also include more
specialist populations, such as people with HIV, those in units for spinal
injury, paediatrics, and palliative care. The rest of trainees’ time is divid-
ed between academic teaching (including seminars, lectures, and work-
shops) and research. All programmes require candidates to complete
a number of assignments which normally include essays, case reports,
and reports of small-scale research projects, while some programmes
also set written exams; in addition there is a doctoral level dissertation
which requires the candidate to make a substantial contribution to clini-
cal knowledge involving human participants. All programmes involve
a partnership between the university and local clinical services, and
trainees typically have both academic and clinical supervisors to sup-
port their learning. The quality of clinical supervision provided is par-
ticularly pivotal in determining the learning experience of trainees, and
all programmes provide additional courses and training for practising
supervisors in how to establish supervision contracts, support trainees’
unique learning styles, and help trainees to resolve clinical or placement
difficulties.

Psychologists who have undertaken professional training in psychol-
ogy overseas may also apply to the HCPC for registration on the basis
of their training. All overseas-trained applicants are assessed on an indi-
vidual basis against the HCPC’s Standards of Proficiency for Clinical

271



m ‘ APPENDIX 1

Psychology, although there are specific processes for the mutual recog-
nition of professional qualifications of applicants migrating from within
the EEA which are stipulated by European Law (EU Directive 2005/36/
EC). If applicants from outside the EEA do not fully meet the HCPC
Standards of Proficiency, their application will be rejected, although they
may reapply after undertaking further training. Applicants from within
the EEA who do not fully meet the Standards of Proficiency have the
option to undertake an adaptation period under supervision to develop
the required competencies, or undertake an aptitude test.

Detailed information on the application process is available on the
HCPC website (<http://www.hpc-uk.org/apply/>).

Further advice is also available from the BPS website (<www.bps.org.
uk>), which provides helpful information including answers to fre-
quently asked questions.
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