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FOREWORD 
Welcome to the Summer 2021 edition of CPT. The diversity of topics in this edition seems to reflect the 
varied and valuable contributions of these authors across settings. In a year of unprecedented challenges, 
this edition stands as a reminder and celebration of the innovation, flexibility, and commitment of the 
psychologists (authors, reviewers, steering group members) who contribute to this endeavour. 

Some articles ask us to consider where Clinical Psychology sits as a specialty under the umbrella term of 
'Psychologists' and suggest that we might invert that umbrella so that we might catch the rain rather than 
defend against it.  In the opening article, Padraig Collins describes how other professions have flourished 
by having a unified door of entry and allowing corridors and specialities to grow from behind that door.  In 
this article, we are asked to consider a joint entry Doctorate of Applied Psychology for all psychologists.  
This shift in perspective from the ‘trees to the woods’ approach invites us to think in a novel way about 
how we as psychologists perceive ourselves and how others perceive us.  

We next present a timely paper addressing a self-compassion and kindness workshop for healthcare staff 
across disciplines "Kindness Works Here".  It posits that we might need to consider a culture of kindness, 
to learn the science of what we know about kindness and self-compassion.  The team of researchers 
present the results in a thematic analysis and we think readers will likely find their approach relevant in 
their own clinical contexts.  Next Lorraine Crawley writes an excellent piece addressing the role of 
psychology in addressing 'endings' in an acquired brain injury service. The author skilfully uses case 
vignettes to outline the complexity of presentations and how psychologists can use our formulation and 
theory driven knowledge to keep MDT's on the correct road in relation to a client's trajectory.  This article 
is followed by Elizabeth O'Brien's treatise on how unconsciously and practically, the explicit existence of 
the medical model impinges on how we go about our scientist practitioner roles.  The model examines how 
we measure and approach therapeutic change and how biases may be leading to an over prescription of 
antidepressant and antipsychotic medications, even in clients without a diagnosis of major depression or 
psychosis. Sometimes by living within the system we fail to see the spokes on the umbrella protecting us 
from the rain.  

Finally, Conal McGlone and Ciara McBride finish off this edition with a beautifully written paper on 
psychosocial outcomes in clients (N=95) and their spouses (N=22) who have completed a Phase III cardiac 
rehabilitation programme. This paper is an excellent examplar as to how we might present clinical 
outcomes and offers a template for others to consider in demonstrating clinical change. We enjoyed how 
they included the support of the client from their partner. 

Major thanks needs to go to our reviewers (we are eternally grateful to all who offer this support), to 
Siobhán O’Neill without whose editing wizardry our journal would simply not exist, and to Chloe Costello 
who has done fantastic work on giving these articles an online presence. 

We hope you enjoy this issue. It is heartening that despite the enduring pandemic that the creativity, 
generosity and dare we say it, kindness of the authors of this edition can help to anchor and orientate us 
during the final wave of the pandemic in Summer 2021. 

Dr Ruth Melia and Prof. Jonathan Egan (Edition Editors)
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A TIME FOR A DOCTOR OF APPLIED 
PSYCHOLOGY? 

PÁDRAIG COLLINS 

 

 

ABSTRACT 
 
Socioeconomic and political pressures can, 

at times, mould the development and 

nature of healthcare professions more 

than research evidence or training 

institutions. In Ireland, increased advocacy 

around state funding for the training of 

certain applied psychology roles (i.e. those 

of clinical, counselling and educational 

psychology) has raised questions around 

the differences between these roles and 

therefore the legitimacy of the current 

funding model. A broader issue is around 

how these roles can credibly relate to each 

other within the healthcare system. 

Separately, significant financial barriers 

exist for individuals attempting to train as 

any of the Applied Psychology roles, which 

have a subsequent impact on diversity and 

equity within the profession. This article 

examines these issues and queries 

whether fragmentation and opposing 

(rather than common) goals within the 

community of Applied Psychologists risk 

undermining their overall influence. The 

concept of a ‘Doctor of Applied Psychology’ 

role, with specific sub-specialities, is 

examined and discussed with reference to 

how other professions, in particular 

medicine, have responded to this issue of 

fragmentation.  In addition, a more 

equitable pathway for those attempting to 

train in this area is proposed. 

 

INTRODUCTION 
 

The narcissism of small differences? 

Healthcare employers and service users 

can have little tolerance for what can be 
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seen as esoteric differences within the 

Applied Psychology professions. 

Differentiating psychiatrists from 

psychologists itself can be a challenge for 

some service users1,2 while certain 

healthcare employers may struggle to see 

why they should differentiate between 

Clinical, Counselling and Educational 

Psychologists when filling an urgent 

‘Psychology’ role. At a corporate level such 

differentiations are increasingly of only 

semantic value with staff grade (and senior 

grade) clinical, counselling and educational 

psychologist now paid on the same salary 

scales3. 

Advocates in each profession may strongly 

argue over the importance of the 

differences between the professions4. 

Certainly, clear differences in training 

programmes have traditionally been 

noted5.  In the UK there are seven 

protected ‘Practitioner Psychologist’ titles 

(clinical, counselling, educational, forensic, 

health, occupational and sports). A recent 

review of the required standards of 

proficiency6 found that of the 227 

standards, the majority, 114, were shared 

across all branches. Of the remaining 

standards only 17 were specific to clinical, 

25 to counselling and 20 to educational – 

providing some basis for the claim that 

there is far more that unites these 

disciplines than separates them. In Ireland, 

there is little evidence to suggest that 

beyond ensuring the individual has the 

basic competencies to complete the core 

task of a given role, that healthcare 

managers or service users do have 

particular preferences or strong feelings in 

this regard.    The recent introduction of 

Educational Psychologists on the Child 

Psychologist HSE panel and that of 

Counselling Psychologists on the HSE 

Mental Health panel formally equates 

these professions with those of Clinical 

Psychologists. Increasingly, therefore the 

question arises as to whether differences 

cited between the professions is of 

significant value to anyone outside of these 

professions themselves. 

Equity and diversity  

There are, however, certain clear 

similarities in the Applied Psychology 

professions and not all of them positive. 

Inequities across all professions exist in 

having roles that either informally (i.e. 

Clinical Psychology because of Assistant 

Psychologists needing financial support to 

get adequate experience) or formally (i.e. 

Counselling/Educational Psychology 
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courses having high tuition fees) exclude 

those without significant financial 

resources. While certain research has 

indicated that Assistant Psychologist have 

cited some benefits of voluntary 

experiences it also has highlighted the 

significant financial strain and inequity 

inherent in such roles7, 8 and that 

occupying such roles is all but essential to 

getting into Clinical Psychology training 

programmes9.  Counselling and 

Educational Psychology doctorates remain 

self-funded i.e. requiring the payment of 

high tuition fees with no associated salary 

for work placements.  The Psychological 

Society of Ireland have recently called for 

such trainings to be funded by the State 

given the strong need for trained 

Psychologists10.  Research also exists that 

points to the Applied Psychology 

professions having an issue with diversity 

with the data indicating that if anything 

Applied Psychology professions are 

becoming less diverse with ever fewer 

males, and consistently low BME 

membership11.  

From ivory towers to obsolescence? 

Possibly partly in response to growing 

competition both within and external to 

the applied psychology community, 

individual training courses have become 

longer (almost all applied psychology 

courses commenced as a MA/MSc, and 

almost all have, or are transitioning to, 

become Doctorates) with ever growing 

‘core competencies’. However, there may 

be an irony in the fact that while Applied 

Psychologists are ever more trained their 

value within healthcare systems may be 

increasingly being questioned by the 

introduction of alternative disciplines 

providing psychological interventions. The 

rise of non-psychology psychotherapy 

professions (counsellors, play therapists, 

psychotherapists) on the State payroll and 

the development of state funded 

psychotherapy services (e.g. CIPC/NCS), 

often with little to no Psychology input, 

may be indicative of a healthcare system 

very prepared to find alternative providers 

of psychological expertise. A similar recent 

phenomenon within the mental health 

system has been discussed elsewhere12 

and the recent introduction of the new 

‘Model of Care for Talking Therapies’ in 

adult mental health services13 has explicitly 

set out as HSE policy the provision of 

psychological therapies in these settings by 

all qualified mental health disciplines. 
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Lessons from other professions 

How a growing professional domain can 

flourish without fragmenting into multiple 

sub-specialities in competition with each 

other is a question that historically many 

healthcare professions have faced.  While 

the history of healthcare is littered with 

many professions that rose and fell by the 

wayside, the single greatest example of a 

profession that expanded, integrated and 

thereby maximised its influence is that of 

medicine. As discussed in a previous 

paper12 the absorbing and subsuming of 

multiple other separate professions (e.g. 

lithotomists, cataract couchers, 

herniotomists) into that of the medical 

doctor, allowed medicine to take a highly 

dominant role in healthcare provision. 

Again it is worth noting that it wasn’t 

necessarily any greater expertise of the 

medical doctor, or a greater evidence-base 

for their practice that resulted in these 

historic other professions declining, but 

medicine’s use of guilds and collective 

integration that allowed them to integrate 

these practices and dominate service 

provision.    

Collective actions 

In examining how professions acquire and 

exercise influence one consistent theme is 

that of collective action. By coming 

together, smaller groups occupy much 

greater power than when acting alone. 

While an undergraduate degree in 

Psychology remains the common feature 

in Applied Psychology pathways, as this 

does not confer the capacity to 

professionally practice, separate additional 

training has invariably led to separate (and 

often competing) identities.  Haslam et 

al.14 have argued that collective action 

requires a collective identity and the 

maintenance of such an identity requires 

ongoing collective action. The profession 

of medicine have anchored their collective 

identity in all essentially being ‘doctors’ 

despite the fact that the majority of their 

day-to-day practice often has very little in 

common. This has both allowed the 

profession to act collectively to protect 

their interests but also has projected a 

single, easily comprehensible and 

positively valued identity to the public. 

Applied Psychology professions do have 

the benefit of ‘The Psychologist’ 

(notwithstanding confusion with 

psychiatrists) as a single positively valued 

identity in the public’s mind. Unfortunately 

the same lack of professional collective 

identity has hamstrung certain efforts to 
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act in unison to promote the interests and 

values of the profession. 

TOWARDS A SINGLE ENTRY ROLE 
FOR APPLIED PSYCHOLOGISTS 

 

In taking a lead from other successful 

professions (e.g. medicine, dentistry, 

veterinary) who have a single qualifying 

training path and then sub-specialisation, it 

may be time  for Psychology to look at the 

concept of a Doctor of Applied Psychology 

role. This would entail integrating all 

current Clinical, Counselling and 

Educational training programmes (with 

consideration in time for forensic and 

health roles) into a single, state-funded 

training as a Doctorate in Applied 

Psychology. Graduates after completing a 

common initial year would then sub-

specialise into Clinical/Counselling/ 

Educational pathways for three further 

years leading to registration onto separate 

Psychology registers (e.g. Dr of Applied 

Psychology – Educational). The particular 

specialisation would qualify the graduate 

to take up specific roles. There may be 

additional options for later further ‘top-up’ 

training for individuals to qualify to be 

added to additional registers, but this 

would be separate from the initial state-

funded training. Applicants to the training 

would have to specify their preference for 

sub-speciality on application and, as per 

current panel interviews, would be 

interviewed on each domain for which 

they applied. The number of trainees for 

each sub-speciality could be determined, 

as now, by funders. 

Why Integrate: Advantages for the 

professions, funders and the general public 

Common identity: At the moment, Applied 

Psychology professions are small in 

number and even smaller in influence. 

Certain positive examples of collective 

action do exist (e.g. statements on topical 

issues by the Psychological Society of 

Ireland) but pale into near insignificance in 

contrast to heft provided by the collective 

actions of other healthcare professions 

such as nursing or medicine. One clear 

barrier to collective actions lies in energy 

being dispensed in internal competitive 

actions. The development of a common 

entry point, common selection process, 

common foundation year could promote 

an increased sense of common identity 

that could be central to any collective 

actions in advancing shared values and 

goals. 
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Institutional strength: Each training 

programme on its own right trains 

relatively small numbers. Consequently 

the entire programme remains vulnerable 

to falling if cuts to funding are introduced 

in any one year. Having larger, more 

centralised training programmes helps 

create greater resilience in this regard and 

may allow greater negotiating power in 

protecting the programmes. In a similar 

fashion, the different applied psychology 

courses not feeling that they have to 

compete against each other for funding 

but being required to work together in 

their own interest may promote a greater 

level of co-operation. 

Economies of scale: Running multiple 

introductory courses on statistics or ethics 

in clinical practice involves a large quantity 

of duplication despite Applied Psychology 

courses often being co-located in the same 

building. Greater integration, certainly in 

the earlier stages of training, may facilitate 

economies of scale that may free up badly 

needed resources for elsewhere. 

Workforce planning: A smaller number of 

state-funded training programmes who 

collectively produce all Applied Psychology 

graduates are much better placed to 

engage in workforce planning (where 

expertise matches level of need), than a 

dispersed, fragmented number of privately 

funded small courses. The Department of 

Health is much more likely to respond 

positively to funding requests where it can 

tangibly see, and can influence, how its 

funding directly translates into the number 

of Applied Psychologists it needs. This may 

require a revisiting of the concept of 

requiring graduates to work in certain 

domains for a set period in return for their 

role being funded throughout. 

Governance and standardisation: Having a 

multiplicity of training programmes 

necessitates additional resources being 

dedicated to determining that the quality 

of each training programme is adequate. It 

increases the number of stakeholders who 

need to be engaged with and render 

unwieldy any process of change as so many 

different partners need to be brought on 

board. A smaller number of large training 

programmes with strong governance may 

make for a much more reliable and 

credible partner for funders. 

Equity: Our communities may reasonably 

expect Applied Psychologists to be chosen 

on the basis of talent not socioeconomic 
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background. Similarly they expect to be 

served by a diverse community of Applied 

Psychologists who represent to a greater 

degree the nature of the communities 

themselves15. An integrated state-funded 

system is more likely to deliver a more 

equitable, meritocratic selection process 

than a patchwork of privately funded 

university courses. As outlined above, 

having the right number and type of 

Applied Psychologists available to meet the 

needs of a developing healthcare 

environment ultimately most benefits 

service users who would gain swifter 

access to key supports. 

Risks associated with integration 

Inevitably any process that aims to 

integrate diverse disciplines brings its own 

risks. The diversity of training pathways 

and ethos across different training 

institutions may bring a valuable diversity 

of thinking to the broader community of 

Psychologists. Such differences may also 

allow different types of individuals from 

different backgrounds to find a pathway 

into being a psychological practitioner in a 

way a single entry point may not. The 

independence and autonomy enjoyed by 

the various different training institutions 

may allow them to respond more flexibly 

and swiftly to different trends and needs in 

the healthcare environment more easily 

than a smaller number of larger 

institutions. Some of the proposed benefits 

of integration relate to a potentially more 

equitable access to training and the 

discipline as a whole being more cohesive, 

and therefore more influential. Therefore, 

in any change, these outcomes would need 

to be closely evaluated to ensure any 

significant reorganisation do indeed serve 

these outcomes.  

TOWARDS A CAREER PATHWAY FOR 
APPLIED PSYCHOLOGISTS: A 
‘STEPPED’ APPROACH 
 

Increasingly many Psychology 

undergraduate courses are providing 

modules or even internships in Applied 

Psychology domains (e.g. Athlone Institute 

of Technology16), particularly in 4-year 

undergraduate programmes. It is at this 

point it may be considered reasonable for 

students to acquire some voluntary 

experience to both broaden their skills and 

give them some sense of what an applied 

role may look like.  

Subsequent to this, however, any 

expectation that applicants should acquire 
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voluntary experience and self-fund 

additional postgraduate studies will 

necessarily privilege those of a higher 

socio-economic status and/or those with 

privileged networks of influence. 

Integrating the postgraduate Masters into 

the Applied Psychology Doctorate 

programme (i.e. year one of a four-year 

doctorate programme) could negate the 

need academically to undertaken a 

separate Masters prior to Doctoral 

training. Consequently, psychology 

students graduating from undergraduate 

studies should, on the year of graduating, 

be able to apply to the panel interviews for 

Assistant Psychologist roles. Ideally, 

reliable Assistant Psychology roles should 

become vacant (given their 2-year 

maximum length) on a consistent basis in 

the autumn allowing the most successful 

graduates an employment opportunity 

immediately following graduation. 

Similarly in the latter part of their second 

year of the Assistant Psychologist role, 

individuals should be able to apply for the 

Doctorate programme and so, if successful 

commence the 4-year programme 

immediately at the end of their Assistant 

Psychologist role. To achieve this Doctoral 

programmes would need to phase out the 

practice of awarding additional selection 

points to those who have acquired a self-

funded Masters degree. It may also require 

annual Assistant Psychologist panel 

interviews to allow individuals to take up 

two paid AP roles (avoiding long unpaid 

gaps between available roles) prior to 

Doctoral training.  

International Experience 

Such an approach could be similar to the 

‘stepped’ approach to registration as an 

Applied Psychologists in other 

jurisdictions. For example, in Australia 

following 4 year of undergraduate studies 

(a fourth ‘Honours’ year follows a 3year 

programme) individuals are eligible to 

undertake 2years of supervised practice 

before obtaining ‘general registration’ as a 

Psychologist. To be registered in a specific 

area of practice requires a further 2years 

specialist Masters and 2 additional years of 

supervised practice in an area. 

Alternatively they can undertake 3-4years 

of doctoral training in a specialist area 

followed by one year of supervised 

practice to gain specialist registration17. In 

the Netherlands, after a Masters degree in 

an applied psychology domain you can 

undertake a supervised year of practice (4 

days on placement, 1 day of study) which 
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qualifies you to practice as a ‘healthcare 

psychologist’. Again further training is 

required to obtain specialist registration 

(e.g. 4 further years to register as a Clinical 

Psychologist)18. 

In essence, a ‘stepped’ approach to 

training allows the flexibility for individuals 

to travel as far along a training pathway as 

their current circumstances permit with 

the knowledge that they can ‘step off’ at 

key points and still have a useful 

practitioner qualification. This is distinct 

from an ‘all-or-nothing’ approach where 

unless one completes the full 8-10years of 

training one can be left without a specific 

qualification to practice in any capacity in 

the area of psychology.   

In an Irish context this could mean that an 

undergraduate degree plus 2 years of 

supervised practice as an Assistant 

Psychologist would allow for registration 

by the statutory regulator as a 

‘Psychologist’ (mirroring the Australian 

approach) but such registration would 

restrict practice to exclusively areas under 

the close supervision of further qualified 

psychologists, as per the current Assistant 

Psychologist roles.  Registration for further 

specialist areas would require further 

training e.g. after 1 year of the 4year 

doctorate programme one could be 

eligible for a Masters and for the 

classification as an ‘Healthcare 

Psychologist’ following one further year of 

supervised practice (mirroring the 

Netherlands approach). Again the area of 

practice would be restricted by regulation 

to specific domains within the competence 

of such roles. While completion of the full 

4 year of the doctorate would endow 

eligibility for registration in the specific 

areas in which the trainee has specialised 

e.g. Counselling, Clinical or Educational. As 

mentioned above, given the emergence of 

doctorates in healthcare psychology and 

forensic psychology in the UK, there may 

well be an argument for including these 

specialist pathways also. Specific posts 

both within and external to the public 

sector would be filled in accordance with 

the specific competencies and 

qualifications such posts required. 

Crucially, however, the funding and/or 

salaries associated with each step, as well 

as the flexibility to ‘step on’ and ‘step off’ 

the training pathways at different stages 

facilitates a vastly greater diversity of 

talents and experiences than the current 

system permits. It also allows the discipline 
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of Psychology to meet all the needs of the 

healthcare system, as distinct from only 

those roles requiring doctoral level 

expertise, while ensuring doctoral level 

supervision and oversight remains core to 

any expanded Psychology service’s 

provision. 

Statutory Registration 

CORU was established under the Health 

and Social Care Professionals Act (2005) to 

promote high standards and regulate the 

professional competence of health and 

social care professionals in Ireland. It is 

currently proposed that the regulation of 

the different disciplines of Applied 

Psychologists in Ireland should be through 

creating the legally protected term of 

‘Psychologist’ under which all such 

psychological disciplines would lie and for 

which one would need a minimum 

standard of education (proposed to be set 

at Masters level). Statutory regulation that 

legally requires professionals to operate 

within their area of expertise, and where 

the boundaries of such areas are 

elaborated and explicitly set down (e.g. by 

the Psychological Society of Ireland), could 

facilitate both the integration of training 

pathways and the differentiation of 

different levels of expertise. This could 

help ensure the Psychology discipline 

provides a range of psychological 

practitioners to meet the different needs 

of the communities around us, and 

importantly could encompass a much 

more diverse population of practitioners. 

Ideally, regulation by CORU would, in time, 

also include Assistant Psychologists 

(currently omitted) under the generic 

terms of ‘Psychologist’ while restricting 

their practice to specific domains by virtue 

of requiring them to work within their area 

of competence and seek additional advice 

and expertise as required (CORU draft 

Standards of Proficiency pg. 619). This 

effectively would require them to only 

practice within prescribed roles under 

further qualified psychologists. 

CONCLUSION 
 

Fiddling while Rome burns 

The system proposed above would not 

eliminate the benefits of coming from a 

privileged background as it does not attend 

to the other multiplicities of advantage 

(e.g. networks of influence, access to 

educational supports) that comes from 

such. It would, however, at least provide a 

possible pathway for talented individuals 
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of low socioeconomic status to go from 

secondary school to practice as a 

Psychologist, including that of a Doctor of 

Applied Psychology, without acquiring 

enormous debt and would promote 

greater workforce diversity. This diversity 

is particularly important given the 

evidence that psychological services often 

fail to meet the needs of minority groups20. 

Applied Psychologists face significant 

threats to our profession, some of which 

are internal (issues of equity and diversity) 

and some of which are clearly external (the 

rise of professions with shorter training 

occupying healthcare roles previously 

taken by Psychologists). Resolving these 

issues may require bold actions. These are 

unlikely to be undertaken, however, while 

the profession remains divided. There may 

be no perfect mechanism to bring together 

the different branches of Applied 

Psychology. But making an attempt to do 

so appears essential, as otherwise there is 

a significant risk that while we are 

focussing on winning internal battles, 

externally the world has decided that just 

like many other healthcare professions, 

that of Applied Psychology is one that it can 

quite adequately do without. 
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ABSTRACT 
 

Aim: To evaluate the experience of a 

workshop based on kindness and self-

compassion theory amongst healthcare and 

non-healthcare professionals in Ireland. 

Method: Participants were recruited for the 

workshop through the health service and a 

mental health promotion initiative, to 

which a variety of workplaces are affiliated. 

All participants completed a 3-hour 

workshop based on kindness, compassion 

and self-compassion literature.  A bespoke 

quantitative and qualitative feedback 

survey was completed post workshop. 

Qualitative data was compiled and analysed 

using thematic analysis. 

Results: The workshop’s content was 

reported as relevant to the workplace by 

84.8% of participants and considered useful 

at work by 85.3%. A further 74.8% of 

participants reported it was very likely that 
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they would implement kindness strategies 

at work in future. Thematic analysis 

revealed three master themes; Everyone 

should be exposed to these ideas; Making 

the science of kindness relevant and 

understandable; Experiencing a culture of 

kindness. 

Discussion: Increasingly research on 

kindness and compassion in healthcare 

suggests that education and promotion of 

these concepts serves to improve 

professionals’ and organisations’ well-

being. Kindness Works Here was perceived 

as relevant and acceptable. Future research 

should focus on working with management, 

creating a culture of kindness in workplaces 

and larger randomised evaluations of the 

workshop. 

Key words: Self-compassion, kindness, 

compassion, workplace, well-being, 

evaluation 

INTRODUCTION 
 

Occupational Stress and Well-being 

The United Nations declare that it is a 

fundamental human right of every worker 

to have a work environment that does not 

negatively impact their psychological, 

physical, social or financial well-being1. 

Despite this, there are still evidence of work 

related morbidity, with stress being 

reported as a major concern with respect to 

occupational well-being2, 3. Stress at work 

and its consequences for physical and 

psychological health has been studied in a 

variety of professions, including but not 

limited to psychologists4, 5, dentists6,  

manufacturing workers3, primary school 

principals7 and nurses8. A workforce 

experiencing high levels of stress also 

negatively impacts an organisations’ 

productivity and delivery of service9, 10 with 

less stressed employees associated with 

greater productivity and work related 

performance11. Promoting workplace well-

being and creating a work environment that 

supports employees’ psychological health 

has become an essential element of many 

organisations’ occupational health 

policies12.  

Compassion in Healthcare 

The evidence on occupational stress, 

burnout and psychological distress at work 

suggests they are highly prevalent amongst 

healthcare professionals (HCPs) globally 13-

16. The concerns around burnout and 

organisational bureaucracy has led to 

research about how compassion and 

kindness can be better introduced to the 
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interpersonal functioning of healthcare 

systems, particularly amongst HCPs. 

 These issues have led to increased research 

and conversations about kindness in 

healthcare as an antidote to organisational 

challenges such as burnout, reduced HCP 

effectiveness, negative patient experience 

and poor cost efficiency17, 18. Initiatives such 

as the ‘Gathering of Kindness’ (GOK)19 and 

the work of Youngson and Blennerhassett20 

demonstrate the impact of creating a 

conversation and “ripple effect” of kindness 

and compassion within organisations and 

amongst individuals in healthcare. The 

ripple effect is based on the work of 

Hamilton21 which suggests kindness is 

contagious. Hamilton21 proposes that being 

the recipient of an act of kindness is more 

likely to encourage the provision of 

kindness to another in future.  The GOK was 

established in Australia in 2017 as a 

response to discovering that staff well-

being and effectiveness were directly 

correlated to organisational ‘negativity’ 

which includes bullying, a lack of trust, 

respect and compassion for others at work. 

Although the GOK is focused on healthcare, 

it is an initiative that aims to include a 

variety of professions and stakeholders in 

the conversation in their aim to create a 

kinder and more effective healthcare 

system. Similarly, Youngson and 

Blennerhassett20 ‘Hearts in Healthcare’ 

initiative is a global movement aiming to 

‘re-humanise’ healthcare through 

education on, and promotion of, kindness 

and compassion. Youngson and 

Blennerhassett20 research shows that 

promoting a culture of compassion and 

kindness improves psychological health and 

may act as an antidote to workplace stress 

in HCPs, as well as improving patient 

experience and outcomes. Many studies 

show that a culture of compassion and 

kindness in healthcare promotes staff well-

being and more effective patient care22 23-

26. This evidence highlights a need to bring 

the concepts of kindness and compassion to 

healthcare systems globally.   

Kindness Works Here 

Healthy Ireland (HI) is a government-led 

initiative aiming to improve the health and 

well-being of people living in Ireland by 

2025. Improving the health and well-being 

of the workforce is one element of this 

overarching framework27. The Health 

Service Executive (HSE), the largest 

employer in Ireland, has launched a number 

of initiatives to support the HI goal of a 

healthier workforce. A subcommittee of the 
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HI steering group, in Cork/Kerry Community 

Healthcare was established and tasked with 

the remit of considering how to enhance 

kindness and compassion within 

workplaces. To this end, the group 

developed a workshop “Kindness Works 

Here” (KWH). This workshop was based on 

kindness, compassion and self-compassion 

theory and informed by the work of the 

GOK and Youngson and Blennerhassett20. 

The workshop aimed to facilitate discourse 

about kindness and compassion in the 

workplace, and provide information on the 

theory, application and benefits of 

kindness, compassion28 and self-

compassion29 for psychological well-being 

and satisfaction at work. KWH aimed to 

create a conversation that would lead to 

actions of kindness within the department 

and teams of those who attended it. 

Broadening the Target Audience 

The literature highlights a need to broaden 

the conversation about kindness and 

compassion beyond HCPs30. An 

examination of the research highlights the 

positive association between non-HCPs’ 

psychological well-being and interventions 

grounded in kindness and self-compassion 

theory (including information technology 

companies31, female managers32 and 

entrepreneurs33). These studies reiterate 

the message from the GOK, Hearts in 

Healthcare20, and  Hamilton21 which 

encourage working with a broader target 

audience to further the effect of and 

conversation about kindness at work.  The 

KWH group partnered with a local mental 

health promotion initiative to which a 

number of workplaces, including 

universities, local enterprises and 

community groups, are affiliated to 

broaden the reach of the workshop as 

suggested by the literature19, 21, 30.  

Aim 

The present study’s primary aim was to 

qualitatively evaluate participant 

experience of the Kindness Works Here 

workshop, amongst healthcare and non-

healthcare professionals, to inform future 

workshops.    

 

METHOD 
 

Study Setting and Design 

This research was conducted within the 

public health service and the workplaces 

affiliated to a mental health promotion 

organisation in the Republic of Ireland. A 
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qualitative design was employed through 

the use of qualitative feedback surveys.   

Participants  

An email inviting employees  to sign up to 

attend the workshop that included a link to 

make a booking was sent to an all users 

email within the Cork/Kerry Community 

Healthcare Organisation, relevant 

managers across disciplines within the 

Cork/Kerry Community Healthcare 

Organisation, and managers at the 

workplaces (including community groups, 

educational institutions and small and 

medium enterprises) affiliated with the 

local mental health promotion initiative 

involved. These emails were then further 

circulated amongst all staff working with 

these managers and included a variety of 

disciplines within and outside the health 

service. The recruitment occurred between 

2018 and 2020 for five workshops. The 

opportunity to take part in the evaluation of 

the workshop was explained on the day of 

the workshop. A total of 68 participants, 

from various disciplines including nursing, 

medicine and psychology, from five 

workshops participated in the evaluation 

overall. 

 

 Measures 

Programme Evaluation Survey: A bespoke 

quantitative and qualitative feedback 

survey was distributed at the end of the 

workshop which included questions on 

relevance, most and least useful aspects 

and overall participant experience. The 

survey was developed by the KWH 

committee guided by Streiner, Norman34. 

The survey was completed and returned 

directly after participation using an 

anonymous drop off box to reduce demand 

characteristics.  

Intervention 

KWH is a 3-hour kindness, self-compassion 

and compassion focused workshop. The 

workshop’s topics are outlined in Figure 1, 

including, an exploration of the concepts of 

kindness and compassion, discussion of the 

relevance of compassion in a workplace 

context and an overview of the impact of 

kindness on the mind and body.  

Experiential practice of a self- compassion 

exercise and small group discussions were 

also included. Power Point slides, videos, 

discussion, sharing of experiences and 

experiential exercises combined for a multi-

modal method of facilitation.  
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Figure 1. Kindness Works Here: Workshop Topics and Structure 

Procedure 

Ethical approval was granted from the 

Clinical Psychology Research Ethics 

Committee at University College Cork and 

informed consent was obtained from all 

participants prior to their participation. The 

workshop was created and facilitated by 

members of the KWH subcommittee, 

including professionals from psychology, 

nursing and human resources.  Participants 

completed the feedback survey onsite 

directly after the workshop ended.  

Data Analysis 

Quantitative data was inputted into SPSS V. 

2635 and frequency statistics were 

completed.  

Qualitative data from the feedback surveys 

were compiled into one dataset and 

thematic analysis was conducted using 

NVivo V.1236. An inductive, systematic 
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approach was used in line with Braun and 

Clarke’s six stages of thematic analysis 37. 

Reflexivity and the primary researcher’s 

own biases were addressed through the use 

of reflective note making and consultation 

with MM during the analysis process. Inter-

rater reliability was assured through the 

reviewing of codes by a named author 

(MM) on a randomly selected section of the 

transcript.  

RESULTS 
 

Quantitative Analysis 

In total 68 participants consented to take 

part in the research and returned feedback 

forms. Table 1 and 2 detail the participants 

feedback on the relevance and overall 

experience of the workshop.

 

Table 1: Relevance and usefulness of KWH workshop percentages 

 

Table 2: Workshop Experience 

 

 

 

 

 

 Relevance to work 
environment 

Relevance to role at work Usefulness in role at 
work 

A lot 91.2% 84.8% 85.3% 

A little 1.4% 1.6% 1.5% 

Somewhat 7.4% 13.6% 13.2% 

Not at all 0% 0% 0% 

 Overall Presentation Recommend to a 
colleague 

Likelihood to 
implement kindness 

ideas in future 
Very good/ Very 86.8% 97.1% 73.1% 

Good/Somewhat 11.8% 0% 16.4% 

Fair/A little 1.4% 0% 4.5% 

Poor/Not likely 0% 2.9% 6% 
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Qualitative Analysis 

 
Three master themes and 4 subordinate 

themes emerged from the qualitative data 

of 68 participants. The master themes 

were; Everyone should be exposed to these 

ideas; Making the science of kindness 

relevant and understandable; Experiencing 

a culture of kindness (Figure 2).  

 

Figure 2. Thematic Map

 

Theme 1: Everyone should be exposed to 

these ideas 

Participants referred to the breadth of 

professionals, teams and individuals who 

they believed should be exposed to the 

concepts explored in the workshop. The 

results suggest that there is a belief 

amongst participants that everyone in their 

workplace should experience the workshop 

and that everyone has a responsibility to 

spread kindness at work. “Ideally everyone 

should be exposed to these ideas/this 

movement on some level.”  

A need for departments and teams to 

complete the workshop for the concepts to 

have a greater impact at work was outlined 

by this theme. A wider roll out of the 

workshop to all levels of an organisation’s 

hierarchy, particularly management, was an 

important element of this theme also. 

“The more people who do the workshops 

the more the culture will change.” “Deliver 
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it in a team environment.” “I think it is 

essential for management - top down 

impact.”  

The overarching theme of the need for a 

wider audience to result in a greater impact 

on the transfer of kindness into the 

workplace was evident from the data. 

Participants felt everyone would benefit 

from experiencing the workshop. Methods 

of reaching a wider audience were 

proposed such as delivering it to whole 

teams or management within an 

organisation rather than individuals. The 

theme encompasses an idea that a wider 

audience will lead to a greater impact at 

work with respect to the concepts explored. 

 

Theme 2: Making the science of kindness 

relevant and understandable 

The data suggested that both the 

information provided and the method of 

teaching were important elements of the 

workshop experience and funnelled into an 

overarching theme of making the science of 

kindness relevant and understandable. This 

theme revealed two sub-ordinate themes 

relating to the type of content and the 

method of delivery, named “New 

knowledge about kindness” and 

“Engagement through multimodal delivery” 

respectively.  

New knowledge about kindness 

Many participants provided details on new 

information they learned during the 

workshop, specific material they had found 

helpful, and how this new information 

would impact their work.   

“Getting reminders about the effects of 

kindness and its impact.” “Real examples of 

how kindness works (were helpful).”  

Participants reported finding the 

comprehensive approach to a difficult to 

define topic as particularly helpful. The 

workshop’s provision of scientific evidence 

on kindness appeared to be valuable 

content that may have encouraged 

participants to engage more with the 

workshop. “It is a topic (kindness) that can 

be hard to pin down and grasp.” “Sharing 

the scientific effects of kindness on well-

being, gives a more in depth knowledge of 

what kindness is.”  

The information on self-compassion was 

described as new and “most useful” for 

many. The self-compassion ideas and the 

use of experiential exercises to practice it, 

was received positively by workshop 

participants. “Focus on self-compassion (as 



CLINICAL PSYCHOLOGY TODAY VOL 5(I) 

 

JUNE 2021 26 

 
 

 

most useful).” “Loved the self-compassion 

practice.”  

Engagement through multimodal delivery 

The delivery of the information appeared to 

be a part of an overall positive experience 

of the workshop with the use of videos, 

discussions, Power Point slides and 

experiential exercises being perceived 

positively by participants and reported to 

aid learning. “YouTube videos were very 

good.” “Slides were excellent.” “It was 

beautifully presented.” “The practical 

exercises (as most useful).”  

Overall this theme suggests that the 

content and delivery was engaging, 

valuable and novel to participants.  

 

Theme 3: Experiencing a culture of kindness 

The atmosphere created allowed for an 

immersive experience of kindness in the 

workshop and appeared from the data, to 

be as important as the information, 

teaching, resources provided and length of 

the workshop. Attendees highlighted a 

need to “experience” the workshop rather 

than just be provided with the information. 

Two sub-themes emerged within this 

theme; “Space for Reflection” and “Sharing 

Experiences.”  

Space for Reflection 

Space for reflection on the topic appeared 

to allow participants time to refocus on how 

they approach kindness towards 

themselves and at work. This sub-theme 

suggested that the atmosphere created by 

the facilitators and group provided a 

reflective space that an individual 

participant could not have created on their 

own e.g. through reviewing slides or 

reading a book on the concepts. This theme 

appeared to give importance to providing a 

space to take time to identify areas in need 

of change in their workplace. The culture of 

kindness experienced at the workshop 

provided encouragement to participants to 

make changes and carry the message of 

kindness into their workplaces. This space 

for reflection appeared to play an 

important role in creating a positive culture 

of kindness on the day. “It’s a good way to 

refocus.” “Great opportunity to reflect on 

the importance of kindness in the 

workplace.” 

Sharing Experiences 

This sub-theme indicated a realisation 

about a common shared humanity amongst 

participants and their colleagues. The 

sharing of stories and opinions from 

facilitators and attendees may have 
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supported the experience of being involved 

in creating a culture of kindness at the 

workshop. “I think the personal stories 

shared have the most impact.”  

Both sub-themes contributed to 

participants overall experience of being 

immersed in a culture of kindness on the 

day. They described the atmosphere of the 

workshop as a friendly, refreshing and 

encouraging space, allowing for reflection 

and sharing of personal experiences. This 

theme highlights the reported need to 

“experience” the workshop rather than just 

learn the content to encourage participants 

to carry the experience of creating a culture 

of kindness on the day back to their 

workplace.  

DISCUSSION 
 

The aim of this study was to evaluate 

participants’ experience of a kindness, 

compassion and self-compassion based 

workshop that focused on starting a 

conversation about, and promoting a culture 

of kindness and compassion at work, both 

inside and outside the health service. The 

results suggest the workshop provided new 

insights and reminders to participants on the 

benefits of practicing kindness towards 

themselves and others within the context of 

work. It was highlighted that the experience 

of kindness at the workshop was 

fundamental to its acceptability and impact, 

with many participants commenting on  the 

overall “experience” rather than just the 

content provided. Taking time to reflect and 

consider the benefits of kindness both 

towards others and themselves was 

considered a valuable element of the 

workshop. This was expressed through the 

identification of self-compassion as an 

important concept within the theme, 

“Making the science of kindness relevant 

and understandable” as well as “Space for 

reflection” in the theme “Experiencing a 

culture of kindness.” Reaching a wider 

audience particularly management staff was 

put forward as important future 

considerations by participants who felt 

everyone should be exposed to KWH. 

Overall, the results suggest that the 

workshop was perceived as relevant, 

engaging and beneficial by both HCPs and 

non-HCPs. 

Literature on kindness and compassion in 

healthcare highlights a need to start a global 

conversation about these concepts 20, 30.  The 

themes generated from the thematic analysis 

of the data suggest that kindness and self-

compassion based workplace interventions, 

specifically KWH are accessible, valuable 

and relevant to a variety of professions in an 
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Irish cohort, with the same themes and 

comments being provided across 

professions in the present study. The 

analysis highlights a request for greater 

managerial involvement and a whole 

department/team delivery for the concepts to 

have a greater impact on workplace culture. 

These findings align with the work of Lilius 

et al., (2008)18 whose research on 

organisational suffering and compassion 

suggest that when compassion was 

experienced from a number of co-workers or 

an entire department, rather than from just 

one co-worker, it resulted in employees 

making positive inferences about the 

organisation and its care for them as an 

individual. Lilius et al., (2008) also reported 

employees experience acts of compassion 

least frequently from supervisors and 

managers at work, highlighting the need for 

greater managerial involvement in line with 

the present study. Worline and Dutton30 

further highlight the association between 

organisational cultures that promote and act 

within a compassion framework and worker 

well-being and effectiveness. The 

workshops evaluated in this study required 

individual employees to sign up to 

participate. This resulted in a mixture of 

individuals from varying professions, 

departments and teams attending the 

workshops. Participants reported benefits 

from completing the workshop in this way 

and reported motivation to engage with the 

ripple effect of kindness and accept their 

own personal responsibility to share and act 

on the concepts discussed. However, the 

themes “Everyone should be exposed to 

these ideas” along with the literature18, 30 

suggests there is value in trying a 

departmental/team approach that includes 

management when facilitating KWH, both 

in the health service and beyond, in future.  

 

Limitations 

A number of limitations exist within the 

present study. The use of qualitative 

feedback surveys alone without the 

planned supplementary focus groups post-

workshop due to Covid-19 was a primary 

limitation with potential loss of detail on 

participants’ workshop experience as a 

result. The workshops were completed pre- 

Covid-19 with the focus groups planned for 

late March 2020, however these were not 

feasible due to the pandemic.  The current 

findings are limited in their generalisability 

as; the majority are healthcare workers in a 

specific region of the Irish health service; all 

those who participated chose to take part 

in the workshop, suggesting a potential 

underlying interest and potential positive 
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bias for the workshop. These limitations 

could be addressed through using a larger 

and randomised sample from both 

healthcare and non-healthcare 

organisations. Quasi-experimental 

designed studies may allow for unbiased 

feedback from participants who do not 

have an active interest or motivation to 

attend KWH. Social desirability bias cannot 

be ruled out of our findings as facilitators 

remained onsite during the completion of 

the feedback surveys. Despite the 

anonymity of the qualitative questionnaire 

there was still potential for bias. 

Finally, despite systematic reflection and 

inter-rater coding, the researchers own 

implicit biases regarding expected 

outcomes and experiences of the workshop 

may have affected the themes developed 

during analysis and should be noted as a 

further limitation of the findings.  

Future Research 

Future research should focus on facilitating 

the workshop to larger and more diverse 

groups of professionals at work. The 

consequent evaluation of these future 

workshops should be followed by more in 

depth evaluation using focus groups. Online 

survey platforms should also be utilised in 

future to reduce the social desirability 

biases associated with in person survey 

completion. Future study should aim to 

establish measurable pre- post- 

quantitative outcomes of interest to allow 

for the assessment of the objective impact 

of the workshop on individuals and 

workplaces. It may also be helpful to 

consider longer term research e.g. 3-

months post workshop, to gather follow up 

data about participants’ experience of 

transferring their learning and experience 

to the workplace. Finally, based on the 

findings of the present study iterations of 

this or similar workshops should focus on 

creating an immersive experience of 

kindness and compassion within the group, 

and include opportunities for participants 

to engage in discussion and sharing. Piloting 

the workshop to an entire team and/or 

department including management should 

also be considered.  

CONCLUSION 
 

Occupational Health departments within 

many organisations are focusing more on 

the psychological well-being of employees. 

Kindness, compassion and self-compassion 

driven interventions that promote 
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organisational change have been shown to 

be positively associated with greater 

psychological well-being at work amongst 

healthcare professionals. The workshop 

evaluated in this study suggests KWH and 

starting a conversation about kindness and 

compassion are perceived as relevant, 

accessible and beneficial in the workplaces 

of a variety of professions, both HCPs and 

non-HCPs.   
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COMPLEX ENDINGS:  
THE ROLE OF PSYCHOLOGISTS IN SUPPORTING 

CLIENTS AND STAFF TEAMS 
LORRAINE CRAWLEY 

 

 

ABSTRACT 
 

The term ‘service discharge’ is frequently 

referred to and considered in team 

meetings and in collaboration with other 

agencies.  In this context, terminology 

about ‘meeting the criteria’, ‘onward 

referral’ and ‘discharge policy’ are 

common aspects of the lexicon.   However 

considering the process as an ‘ending’ can 

receive much less acknowledgment.  

Recently, I have been involved in 

presenting to staff teams in an adult 

acquired brain injury (ABI) 

neurorehabilitation service on reflective 

practice regarding ‘endings’ and this 

article draws upon the themes which can 

arise, including a selection of case studies 

that represent some of the more 

commonly experienced complex endings 

in the service.  The impact of endings both 

on clients and on staff needs to be 

recognised and there is much that the 

psychologist can bring to team discussions 

from both theory and professional 

practice.   

INTRODUCTION 
 
Working in a community neuro-

rehabilitation service, there can be a 

significant proportion of time spent 

discussing goals, outcomes and 

determining when the client no longer 

requires the service and moves towards 

discharge.  This is also coupled with an 

understanding that a brain injury may 
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continue to impact upon an individual for 

the duration of their lives and our clients 

also have typical life experiences which 

can involve stressors, changes and in these 

times, the impact of COVID-19.   As with 

parenting, we are therefore drawn to 

consider a ‘good enough’ time for ending 

the service and this is very much based on 

review of functional goals.  However, 

there is an underlying process of endings 

and loss that is often not recognised but 

which could contribute to supporting our 

clients with service discharge and also 

acknowledging our own position within it.   

When we consider the Psychological 

Society of Ireland Code of Professional 

Ethics (2019)1, there are references to 

endings throughout including: 

1.4.3 Respect the right of individuals to 

discontinue participation or service at any 

time (p.9) 

2.3.3 Terminate an activity…when the 

activity is no longer needed (p. 11)  

3.4.4 Give reasonable notice and make 

reasonably certain that discontinuation 

will cause no harm to the client, before 

discontinuing services (p. 15) 

In addition to the professional code, there 

are a variety of therapy models that can be 

drawn upon to inform our work on 

endings.  Examples include attachment 

theory which fosters examining both 

client and therapist reactions to ending 

within the interaction dyad.2 Cognitive 

analytic therapy keeps the ending in focus 

from the beginning which assists in 

meaning making throughout.3  Narrative 

therapy gives a recognition and 

celebration of an ending using techniques 

such as definitional ceremonies.4   

References to Bowlby, Klein and Winnicott 

abound in theoretical frameworks 

regarding therapeutic endings.5  Indeed 

the consideration of the process as an 

attachment relationship can be integrated 

into many types of therapeutic approach 

and throughout the stages of input.6  

While a distinction can be made between 

endings in insight-focused therapies 

(which emphasize the therapeutic 

relationship) and symptom-focused 

therapies (which evaluate the goals), 

integration of both approaches has been 

addressed in a specific model entitled 

CMRA (consolidate/ maintain gains/ 

resolve relationships issues / accept 
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separation) which acknowledges the 

uniqueness of each client.7   

Endings connect both with the client and 

our own life script about what endings 

mean to us.  They can be about 

empowerment, achievement of 

therapeutic goals and reinforce the 

concept of relationship boundaries.8  

Research on client responses to endings in 

therapy would indicate that there can 

positive reactions to endings including 

independence and experiencing 

emotional relief.9  However, endings can 

elicit a sense of loss and abandonment 

that needs to named.10  In addition to this, 

in community neuro-rehabilitation, some 

of our clients report their experiences of a 

very real social isolation.  As many of the 

appointments can be home based, they 

invite us into their world and become 

accustomed to the regularity of the 

rehabilitation sessions.  Therefore, there 

can be a resistance to endings from the 

client and this can also at times hold true 

for staff.  

In therapy training courses and in 

practitioner reflections there are different 

types of therapy endings identified.  One 

type falls under the theme of 

planned/expected endings which includes 

those that are planned to a therapy 

contract duration or involve notification of 

a therapist or the client relocating.  The 

other type of endings are those that are 

unexpected, unfinished or complex and 

this will be the focus of the main 

discussion. 

MAIN DISCUSSION 
 

Psychology has a key role to support staff 

teams to respond to and reflect on 

complex endings.  In the neuro-

rehabilitation service, there are a number 

of commonly experienced variations of 

complex endings and six case examples 

will be outlined to explore these and the 

guidance that psychology can provide to 

staff teams.  

 

When a client terminated therapy – Case 

Example #1 

• Ann noted from the beginning that 

she hoped this service would be 

different from what she has 

experienced to date.  She noted a 

number of issues with 

professionals in other teams and 

commented that they were 
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‘uncaring’ and ‘only concerned 

about their tea breaks’.  As time 

went on, she complimented the 

team on their approach in 

comparison.  As the discharge date 

neared, Ann did not attend her 

final three appointments.  She did 

not return calls and texted a 

response to say that she is too busy 

at present for further 

appointments.  

A client terminating therapy before the 

agreed contract end is one of the most 

common endings detailed in the 

literature.  A 1980s study11 that is often 

cited12 looked at the most stressful client 

behaviour as reported by therapists.  Third 

on the list after statements about suicide 

and aggression/hostility was terminating 

therapy before an agreed ending.  A more 

recent study reported a dropout rate of 1 

in 5 therapy clients.13 In team discussions, 

we consider taking reasonable ownership 

for decisions that clients make about 

terminating and look at strategies from 

best practice to reduce the occurrence.14  

While team meetings can focus on the 

potential reasons and risk issues 

associated with this type of case, staff are 

encouraged to use their supervision to 

explore any individual impact that may 

arise, for example worries about 

competence or personal insult about the 

client’s decision.  Our experience is that 

this type of ending can trigger stress in 

staff and we need to normalise this and 

provide a space for this to be reflected 

upon.  

 

When a client perceives the trust to be 

broken – Case Example #2 

• Ally experiences fatigue and 

headaches following the ABI. She 

has two young children and over 

time she confides to a staff 

member that she hits the children 

on occasion when the noise levels 

become very high.  When an 

onward report to Tusla is 

mentioned, Ally disengages 

completely from the ABI service 

saying her trust has been 

completely broken.  

In supporting staff with this type of case, 

we explore where the policies of 

protection and managing risk supersede 

other duties.  Particularly for a brain injury 

service, it highlights that the service 

contract discussion which happens at 
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commencement of input, and which 

includes reference to mandatory 

reporting, may not always be retained by 

the client.  Our experience to date with 

these type of cases is that they can be 

referred back to the team for input and 

therefore psychology’s role can often be 

about re-establishing trust with the client 

and respecting how they set their 

boundaries around this.   

 

When a client expresses risk – Case 

Example #3 

• Michael started with community 

ABI rehab services following a long 

period of time in hospital-based 

rehab.  He noted that while he was 

glad to have returned home, he 

had received a lot of attention in 

hospital.  After a period of time, as 

rehab appointments move 

towards conclusion, he starts to 

talk to staff that those around him 

do not understand how serious his 

ABI has been and that he is 

concerned that he is no longer a 

priority.  He then comments that 

he has been considering suicide 

and asks staff to ensure that their 

manager is made aware of this.   

This case example is most likely to trigger 

an urgent contact with psychology from 

staff teams.  We acknowledge with teams 

about taking all expressions of risk 

seriously and in cases like this also 

exploring what need is being met for the 

client by expressing suicidal ideation.  

Psychology often has a dual role in these 

circumstances; exploring a safety contract 

with the client as well as looking at how 

they are conceptualising their rehab 

process.  Staff also may require support 

given that the client could attempt a self-

harm action even if an actual suicide 

intent is not there.  We also reflect as a 

staff team on monitoring our individual 

reactions to this type of presentation as 

we need to hold to a cohesive response.    

 

When a client names abandonment – Case 

Example #4 

• Amanda was only in her early 20s 

when she experienced the ABI.  

She has had further health issues 

since that time.  Amanda’s family 

have not been involved in her 

rehab and she noted a history of 

abusive relationships.  Despite 

everything, she has demonstrated 

a determination to be as 
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independent as possible.  When 

discharge is discussed, however, 

she becomes very upset and notes 

that there must be something 

wrong with her as she has always 

been abandoned.   

Reflective practice and supervision are 

essential to have an understanding what 

type of clients are likely to push our 

protective buttons.  With the team we can 

recognise the vulnerability some clients 

can present with and how we can 

inadvertently take on other roles.  This is 

about exploring with the team the 

importance of boundaries and not being in 

the ‘saviour’ role.  We therefore look at 

how to acknowledge the client’s previous 

experiences while also collaborating with 

them about navigating an ending.   

 

When a client names a crisis on the final 

appointment day – Case Example #5 

• John initially struggled with 

coming to terms with the ABI and 

this resulted in frustration and 

anger in the early rehab stage as he 

fought against the fatigue.  Over 

time, he has adapted and says that 

he now has found a way to live 

with it.  He has become 

increasingly independent with his 

goals and a discharge date was 

agreed.  On the day of the final 

appointment, John noted that 

there was a big row at home and 

he wants to use the appointment 

time to talk it through.  He noted 

that staff understand him best.  

This example reinforces the concept of 

managing expectations from the start.  

Discussion with the team can focus on 

defining that there may never be a ‘good 

time’ but there can be a ‘good enough’ 

time to end and separating out the real 

crisis from the avoidance of ending.  

Within this there is also room for 

reflection on how to prevent dependency 

building and to incorporate skills into 

sessions on how to cope with setbacks 

that can happen throughout life.    

 

When a client asks to stay in touch socially 

– Case Example #6 

• Joe has been highly motivated for 

his rehab programme and has 

made great progress with his 

goals.  He has an easy going 

manner and always brings a sense 
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of humour to group-work.  Staff 

often refer to him as the ‘ideal’ 

client.  It is nearing time for 

discharge and Joe has said that he 

would like to keep in touch with 

the staff.  He has already 

suggested to his keyworker that 

they continue to meet for a coffee 

as he has enjoyed working with 

them so much.  He has also 

mentioned that he and his wife 

would love staff to be at his 

daughter’s wedding. 

The issues that we explore here as a team 

centre on the clarity of the expectations of 

the client about the role of the staff 

member/team after the service contract 

ends.  There is also the reflection on 

whether this is another example of the 

avoidance of an ending.  In team reviews, 

it includes consideration of service policy 

and ethics about staying in touch with 

clients outside of work and connected 

with that, issues of confidentiality if they 

were for example to meet for a coffee.  We 

consider the perceptions of other clients 

who may see discharged clients 

continuing to meet with staff which could 

set a precedence for ongoing contact with 

all clients.   We also reflect that the cup of 

coffee may not be the reciprocal social 

hello it appears to be in that the client may 

be actually be seeking further professional 

support.  

Other factors 

There are a number of additional factors 

that can impact on endings.  The 

expectations of family members would 

rank high amongst these and is one of the 

most common themes discussed during 

team meetings.  Staff report they can 

often feel under pressure to respond and 

it is not untypical for the family to request 

an extension of input depending upon the 

family dynamic.  We find therefore that 

clarity from the start of sessions often 

extends to a discussion with family.   

As we have a community based service, 

and many of our clients do not have 

personal transport, appointments often 

take place in the client’s home.  Therefore 

recognition of the influence of the 

environment is another key aspect to look 

at from the beginning as staff can often be 

welcomed into the family home 

increasingly in clients’ eyes as a confidante 

or friend.  There can often be a ritual 

associated with this such as offers of tea 

and food and the direction that a staff 
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member would have on the start and 

ending of a session in the office 

environment is very different in a family 

home.  We notice clients can have 

difficulty in regular home based sessions 

with the ending time and this can be more 

complicated when it comes to the actual 

ending.  Managing this can often involve 

the team sharing examples of how to 

respond to this in practice as it involves 

balancing respect for the client in their 

own environment with maintaining a 

professional boundary.  

We also reflect at team meetings that 

there are a number of ‘normals’ when 

working and ending with clients including 

to be relieved when certain client work is 

finished, to have preferred clients, to feel 

the need to keep on a client and to feel like 

the client needs the appointments. 

However, psychology can reinforce the 

concept that the work we do is person 

centred and that also involves being able 

to close a piece of work. One of the key 

recommendations that arises from the 

literature is to ensure that clients are not 

put in a position where they become over-

reliant on staff to meet their needs, 

particularly from an emotional point of 

view.  Therefore psychology can guide 

staff teams to have conversations with 

clients throughout input that foster their 

own sense of self and security.15  In brain 

injury, clients often refer to ‘old me’ and 

‘new me’ and we recognise with them that 

there may not be an end point in adapting 

to this dynamic. However that does not 

mean that the person will need ongoing 

service input for the duration of their lives.  

Psychology can also support teams to 

reflect on our own responses to endings in 

order to have that conversation with 

clients and how to recognise transference 

in the ending phase.16  And from a 

practical stance it is important that staff 

make it it clear from the beginning that 

appointments will be finite with client 

collaboration on planning the ending from 

the beginning.   

Psychologists can explore with teams 

about being prepared for questions about 

re-engagement with the service/accessing 

other services.  Drawing from narrative 

therapy, summarising the rehab 

completed can be a way to have a positive 

ending; clients often report this helped 

them see the ‘bigger picture’ rather than 

the everyday living with an ABI.   

Psychology can also acknowledge with 

staff that it is normal for both parties to 
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feel emotional on the day of the final 

appointment and it is also normal for an 

ending to feel awkward.  One of the main 

practical aspects that can help an ending is 

for staff to discuss with the client about 

how they will fill the appointment/home 

visit time slot after discharge.      

As with many health services, staff in the 

community neuro-rehabilitation team 

often talk about the most important part 

of the job being their connection with 

people and making a difference.  With 

endings, there can be a sense of guilt 

about finishing.  One of the main aspects 

that psychology can guide teams on is to  

recognise that clients’ behaviours, needs 

and vulnerabilities may connect with our 

own experiences and therefore dealing 

with endings is a two way process.  We can 

support our teams to allow the 

conversation that service discharge is 

more than about functional goal 

attainment and that it primarily involves 

us to acknowledge the therapeutic 

relationship and apply both containment 

and empathy.17  

CONCLUSION 
In our psychology role, we can work with 

the team to plan an ending from the 

beginning.  This includes monitoring the 

process of rehab and to recognise if there 

any flags about ending being raised as 

rehab progresses.  We can advise staff to 

use their supervision time to talk about 

endings.  At a team level, it may be 

important to explore how we mark a piece 

of completed work with a client/family 

and more importantly how we collectively 

process a piece of work that feels 

complicated or uncompleted.  Ultimately 

we recognise that whatever the therapy 

approach, the key factor is human 

relationships and psychology can 

contribute strongly to these team 

discussions and supports. Brain injury 

rehabilitation is often about dealing with 

loss and therefore we can use discussions 

about endings to give our clients the 

chance to explore this in a safe space and 

be mindful and compassionate towards all 

the emotions that can accompany it.  I 

have found both Murdin’s writings and the 

CMRA model as cited in this text and 

referenced below particularly useful to 

inform practice.  
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IMPACT OF A MEDICAL MODEL OF DISTRESS 
ON PSYCHOLOGICAL PRACTICE 

ELIZABETH O’BRIEN 

 

 

INTRODUCTION 
 

Many factors play a role in determining 

psychological practice. Whether we 

consider large-scale factors, such as the 

variable of social inequality1 or small-scale 

factors, such as the variable of the 

practitioner’s psychological wellbeing,2 it is 

evident that a multitude of variables 

relating to values, power, ethics, autonomy, 

choice, and legal and regularity frameworks 

impact on psychological practice. In order 

to investigate this broad and complex 

relationship, this discussion shall be 

restricted to a particular feature of 

psychological practice that is not without 

controversy: the medicalisation of distress.3 

It is a key constituent of current mental 

health services and in action it interacts 

with many of the variables mentioned 

above. For the most part, the area of 

psychological practice explored will be 

psychotherapy in Ireland, though, inasmuch 

as the UK and USA inform psychological 

practices here, research from these 

countries shall be discussed where 

relevant. This article will examine how the 

medicalisation of distress is heightened 

within vulnerable client groups, and finally, 

efforts to address the impact of 

medicalisation on psychological practice 

shall be discussed. 

MEDICALISATION AND 
PSYCHOLOGICAL PRACTICE 
 

 The broad aim of psychotherapy is to 

benefit the client’s psychological wellbeing 

by facilitating change.4 The three major 

modalities of psychotherapy, which are 

cognitive-behavioural, psychodynamic, and 

humanistic, conceive of the realisation of 
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this benefit in different ways. Mainstream 

cognitive-behavioural therapy (CBT) sees 

this as the alleviation of suffering, and 

outcome measures for CBT tend to measure 

symptom reduction.5 As a consequence, 

CBT is somewhat congruent with the 

medical model of mental distress, which 

aims to target the biological cause of 

distress and reduce symptoms.5 That CBT is 

considered among many to be the gold-

standard treatment for distress – often in 

combination with medication for severe 

problems6 – further highlights this 

congruence. It is therefore likely that the 

medicalisation of distress has impacted on 

psychological practice by favouring this 

therapeutic modality.  

That said, some ‘third-wave’ CBT models 

view psychological pain as an inevitable 

aspect of human experience, and claim that 

the attempt to reduce these negative 

experiences distances the person from their 

humanity, which in turn contributes to 

greater suffering in the long run (e.g. 

acceptance and commitment therapy7). 

The psychodynamic and humanistic 

approaches operate similarly. These 

approaches conceive of suffering as a signal 

that there is something wrong in the 

person’s life. Distress, understood by these 

modalities, is an opportunity for 

“transformation”. 5(p. 19) It is noteworthy 

that, in comparison to mainstream CBT, 

these modalities are underrepresented in 

public mental health services.8 One way of 

understanding the cause of this discrepancy 

refers to a fundamental incompatibility: on 

the one hand, the way in which 

psychodynamic and humanistic models 

configure the nature of mental distress, and 

on the other hand, the way that the medical 

model does.8 Given the predominance of 

mainstream CBT in the public mental health 

services, the inference that the medical 

model has shaped the contents of 

psychological practice seems warranted.  

The variation in the conceptualisation of 

psychological benefits across the above 

modalities extends to the way that each 

modality prioritises the therapeutic 

processes involved. Physiological 

awareness is important for the humanistic 

(particularly Gestalt) and CBT approaches.4 

Optimal cognitive functioning, though 

important for any verbal enterprise, is 

central to the psychodynamic approach, 

which emphasises analysis and 

interpretation.4 The capacity for authentic 

interpersonal connection is fundamental to 

the humanistic approach.5 In spite of the 
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variation across the main modalities, it is 

clear that a client needs to be able to make 

contact of some kind with their distress, 

with the present moment, or with the 

therapist. Insofar as the variation across 

therapeutic models relies upon a difference 

in the conceptualisation of distress, one can 

simplify and state that a psychological 

understanding of distress creates the need 

for therapy. Likewise, a medical 

understanding of distress creates the need 

for psychiatric drugs.9 Although they are 

intended to provide psychological benefit 

for the client, most psychiatric drugs work 

in a way that is antithetical to talk therapy.5 

Most psychotropic medications reduce the 

impact of feelings and obstruct the systems 

involved in the regulation of engagement, 

motivation, pain, and pleasure.10 

Moreover, Moncrieff and Stockman11 argue 

that there is no conclusive evidence that 

psychiatric medications such as 

“antidepressants” or “antipsychotics” work 

by diminishing the causes of mental 

distress. Drug trials that involve volunteers 

without a psychiatric diagnosis or evincing 

psychological distress suggest that the 

effects of psychiatric drugs are non-specific 

and do not target causes.11,12 Moncrieff13 

has suggested that a more apt way of 

understanding how psychiatric drugs take 

effect is that they create abnormal, non-

specific and altered brain states. Although 

the effects of psychotropic drugs vary, they 

can be classified roughly according to their 

actions as sedatives or stimulants. 11,13 In 

brief, psychiatric drugs with sedating 

effects include antipsychotics, 

antidepressants, and mood-stabilisers, and 

drugs with stimulating effects include 

amphetamines, which are prescribed for 

disorders such as ADHD.11 As the 

prescription of psychiatric drugs for people 

engaged with mental health services 

increases in both frequency and 

duration,14,15 the impact on the therapeutic 

process is considerable. Given that 

cognitive engagement and interpersonal 

contact is essential to psychological 

therapies, it is clear that any medication 

that diminishes these functions impedes or 

counter-acts the psychotherapeutic 

process. 

That said, despite the functional 

contradiction in combining drug and talk 

therapeutic interventions to treat mental 

distress,5 it must be acknowledged that 

many service users have felt benefits from 

the effects of taking psychiatric drugs. In 

some cases it may have provided enough 
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relief to enable the client to attend 

psychological therapy sessions, or 

alleviated symptoms of distress while they 

were on a waiting list for access to 

psychotherapy. Here the medicalisation of 

distress may have positively impacted on 

psychological practice. Furthermore, taking 

prescribed drugs may have validated a 

client’s sense of helplessness. It can provide 

confirmation to the service-user that their 

difficulties have been the result of an illness 

beyond their control, and in doing so 

temporarily relieve feelings of self-blame 

that compound distress.8,9 These 

experiences should not be discounted. The 

difficulty arises, however, at the stage of 

psychotherapy when the client is invited to 

take responsibility for their own wellbeing.5 

At this point, the benefit of psychiatric 

drugs begins to conflict with psychological 

practice. Otherwise put, when 

psychotherapy is proposed in combination 

with psychotropic drugs, the client is given 

mixed messages about the nature of their 

distress.8 

Excluding the distress that results from 

known organic diseases, such as dementia, 

it is increasingly evident that the theory 

that mental distress is caused by an 

underlying biological mechanism has not 

been substantiated, despite extensive 

research efforts over the past several 

decades.8,11,16,17,18 There is further evidence 

to suggest that the adverse side-effects of 

the drugs have been significantly under-

recorded.5(p.21),8,19 This calls into question 

both the efficacy of prescribing psychiatric 

drugs and the ethics involved in 

medicalising distress. Concerns regarding 

the overuse of medication to treat or 

prevent mental health issues and an 

absence of talk therapeutic interventions 

have been expressed by political groups 

both in Ireland20(p.20) and beyond.17 For 

these reasons, the medicalisation of 

distress can be construed as an ill-advised 

substitute for psychological practice. 

THE IMPACT HEIGHTENED: 
VULNERABLE CLIENT GROUPS 
 

These issues become acute when one 

considers the medical model’s impact on 

vulnerable client groups.21 Older Adult and 

Intellectual Disability client groups are 

more likely to be prescribed psychiatric 

drugs than other client groups. Insofar as 

medical or neurodevelopmental conditions 

occur more frequently within these client 

groups, the risk is that any evidence of 

psychological distress is understood merely 
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as a product of those conditions.8 In such 

situations, psychiatric interventions take 

precedence and psychological formulations 

and interventions are seen as additions 

rather than possible alternatives.8,22 This 

again suggests the dominance of the 

application of the medical model to 

distress.  

Furthermore, psychiatric prescribing is 

common even when there has not been a 

psychiatric diagnosis.8 A large-scale study 

involving 29,032 people with autism or 

intellectual disabilities by Public Health 

England23 found that 10% had been 

prescribed antidepressants without a mood 

disorder, and 13% had been prescribed 

antipsychotics without psychosis. In the 

absence of both psychosis and challenging 

behaviour there is evidence to suggest that 

antipsychotic prescribing occurs at 

substantial level within Intellectual 

Disability (ID). Sheehan et al.24 noted an 

antipsychotic prescribing rate of 49% in 

people with intellectual disabilities, which 

exceeded the percentage of those who had 

been diagnosed with mental illnesses 

(21%), or with challenging behaviour (25%). 

As Adams and Shah point out, people with 

intellectual disabilities who are sedated 

with antipsychotics “do not require as much 

stimulation or structured activities as those 

who are more alert and able to engage in 

activities”.25 (para.17) This suggests that a 

higher cost (for activity planning, staff 

rostering etc.) would be incurred if this 

client group were to be taken off 

antipsychotic drugs. It is therefore possible 

that decisions predicated on economic 

factors, in combination with a lack of legal 

and regulatory frameworks, and 

compounded by client vulnerability, 

interact to result in inappropriate 

prescribing. This is not to say that the 

majority of prescriptions are motivated by a 

simple profit-loss analysis. The point is 

rather that in an underfunded sector like 

mental health, it is not hard to see why 

services which cost less than others 

predominate, irrespective of their efficacy. 

The economic benefits to the service-

provider in medicalising distress must be 

examined, in order to ameliorate the 

negative consequences of financial 

decision-making on the psychological 

wellbeing of the client. After all, given the 

severity of adverse effects associated with 

antipsychotics25 the prescription of 

inappropriate medication may not only 

exacerbate distress, but produce new kinds 

of distress. This in turn can impact on 
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psychological practice by increasing the size 

of waitlists and putting services under 

further pressure. 

Antipsychotic drugs are also prescribed to 

Older Adults with dementia, absent a 

diagnosis of psychosis (Ralph & Espinet, 

2018).26 Inappropriate prescribing is 

especially problematic within this client 

group because there is a greater likelihood 

that the adverse and irreversible effects of 

these drugs will be experienced (Bannerjee, 

2009).27 Accusations have been made that 

this manner of medicating is a tool for the 

sedation and management of vulnerable 

people (PHE, 2015),23 the consequences of 

which are likely to be further cognitive 

deterioration and premature death.8,26 

The third client group who are increasingly 

likely to be prescribed psychiatric drugs in 

Ireland are children and adolescents. Over 

the past decade, Child and Adolescent 

Mental Health Services (CAMHS) have seen 

a significant increase in the medicalisation 

of psychological distress. According to 

Murphy,28 Health Service Executive records 

released under the Freedom of Information 

Act29 show that five times as many children 

under the age of 15 were prescribed 

psychiatric drugs in 2018 compared to 2009 

(records were released to Business/Special 

Interest Group on February 27 2019 [no 

access to original records]). This is 

compared to a 12% increase in service users 

of all ages that were prescribed psychiatric 

drugs within the same timeframe.28 There 

has been a substantial increase in referrals 

to CAMHS, and it has been suggested that 

inadequate supports for children at the 

primary care level have contributed to 

this.20(p.20) 

 In light of the growing evidence to suggest 

the limited efficacy of psychiatric drugs,11 it 

is important to question what benefits 

accrue to whom when they are prescribed. 

According to Johnstone and Boyle8 the 

rates of psychiatric drugs prescribed 

increases when services are under 

pressure. A report by the Seanad Public 

Consultation Committee30 shed light on the 

pressure within CAMHS, observing that 

CAMHS staffing in 2015 was 52% of what is 

recommended in A Vision For Change.31 

Although it is not clear which class of drugs 

were being prescribed, it is possible that 

some drugs were prescribed for wait-list 

relief or as an inappropriate substitute for 

psychological interventions.20 What is clear 

is that more and more Irish children and 

adolescents are being prescribed 
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psychiatric drugs as the annual referral rate 

to CAMHS continues to rise,32 and the rate 

of mental health difficulties is not in decline 

(see Whitaker33). 

Notably, the vulnerabilities of these three 

client groups relate to their voice. Children, 

older adults and people with intellectual 

disabilities all risk being spoken for, and in 

being spoken for, decisions are made for 

them. According to Szasz (1970)34 

therapeutic contact cannot be voluntarily 

made where the possibility of involuntary 

treatment exists. The issues of choice and 

consent for these client groups are 

therefore the issues of all. 

THE IMPACT ACKNOWLEDGED 
 

The relatively recent release of a document 

by the All-Party Parliamentary Group 

(APPG) titled “Guidance for psychological 

therapists: Enabling conversations with 

clients taking or withdrawing from 

prescribed psychiatric drugs for 

psychological therapists”35 has been driven 

in part by the principle of informed 

consent.5 The document acknowledges that 

information concerning the effects of 

psychiatric drugs provided to medical 

professionals by the drug companies has 

not been consistently accurate. The 

contributors further suggest that as the 

impact of psychiatric drugs on the 

psychotherapeutic process becomes 

clearer, therapists may have a professional 

and ethical obligation to be prepared on the 

topic if a conversation is invited by their 

client.35 In this way, the conceptualisation 

of medicalisation of mental healthcare as 

an issue of informed consent may impact on 

psychological practice. Informed consent 

has provided the grounds for a new kind of 

critical approach to the medicalisation of 

mental distress. At its core of is the concept 

that the client has the right to choose to 

take psychiatric drugs, but the mental 

healthcare workers are responsible for 

providing the client with accurate 

information when requested. 

More specifically, the APPG guidance 

outlines the many ways that psychiatric 

drugs can impact on the therapeutic 

process, and attempts to clarify the role of 

the therapist when engaging with a client 

who is on or coming off psychiatric drugs.35 

Clients who were prescribed psychiatric 

drugs for waitlist relief may want to come 

off the drugs when they finally access 

psychotherapy. The document 

differentiates between the therapist’s 
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primary role here, which is to help the client 

with the distress that prompted the 

prescription to begin with, and their 

secondary role, which is to provide support 

for the client experiencing withdrawal 

where necessary.36 It further highlights that 

this secondary role may need to 

temporarily override the primary role, 

depending on the client’s experience.36 This 

is crucial: prior to this point there was no 

formalised guidance to help therapists to 

distinguish between client’s distress and 

possible symptoms of withdrawal from 

prescribed psychiatric drugs.  

Until recently in the United Kingdom, the 

National Institute for Health and Care 

Excellence (NICE) guidelines stated that 

withdrawal symptoms were “usually mild 

and self-limiting over about 1 week, but can 

be severe, particularly if the drug is stopped 

abruptly” (as cited by Davies & Read19). The 

current American Psychiatric Association 

guidelines state that issues arising from 

withdrawal of antidepressants “typically 

resolve without specific treatment over 1-2 

weeks”.37(p.39) However, a recent systematic 

review of the available literature by Davies 

and Read found that between 27% and 86% 

of people experience symptoms of 

withdrawal when attempting to come off 

antidepressants, and as many as 46% of 

those who experience withdrawal 

symptoms describe them as “severe”.19 In 

September 2019, the aforementioned NICE 

guideline was retracted and replaced with 

the following: “whilst the withdrawal 

symptoms which arise when stopping or 

reducing antidepressants can be mild and 

self-limiting, there is substantial variation in 

people’s experience, with symptoms lasting 

much longer (sometimes months or more) 

and being more severe for some 

patients”.38(s. 1.9.2.2) 

The Irish mental health system draws upon 

the above guidelines. Thus, it is likely that 

psychological practitioners in Irish mental 

health services have worked with clients 

who have been experiencing withdrawal 

symptoms that exceed the expected 

duration or intensity, and because of the 

inaccurate guidelines the therapist may 

have treated the withdrawal as a further 

manifestation of the client’s original 

distress. This factor further impacts on the 

therapeutic relationship inasmuch as this 

component of the client’s distress cannot 

be properly understood, and is therefore at 

risk of being invalidated.39  
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The therapeutic relationship, and as a 

result, the practice, can further be 

influenced by the medicalisation of distress 

through the therapist’s own values and 

attitudes toward this issue. According to 

McLeod, the “moment-by-moment 

interaction between client and therapist 

takes place at many levels: events in the 

brain and nervous system, language, non-

verbal actions and gestures, emotions, 

memories, cultural beliefs and 

values”.4(p.474) This underscores the many 

intricate ways that information can be 

conveyed from therapist to client. 

Information includes the therapist’s values 

(e.g., Tjeltveit40). A therapist’s values in 

relation to psychiatric drugs may therefore 

be unwittingly conveyed to a client who is 

taking them. In so doing, these values can 

affect psychological practice by hindering 

an exploratory conversation, or, if the 

therapist has reflected on how they relate 

to psychiatric drugs, by facilitating one.5 

Even when the therapist has reflected on 

their own values, the act of having a 

conversation invited by the client or voicing 

concern that a client may be experiencing 

withdrawal symptoms is difficult to do 

without prior training or professional 

guidance.41 Working within a 

multidisciplinary team (MDT) that in Ireland 

is led by the consultant psychiatrist, the 

psychological practitioner may not know 

how to approach the topic with their client 

without breaching the boundaries of their 

professional remit, having undergone 

professional training that most likely 

emphasised role definition and 

boundaries.42 On the other hand, privately 

practicing psychologists may have more 

professional freedom even when their 

hypothesis conflicts with the standard 

clinical perspective, but without the 

support of an MDT or professional guidance 

they may not know how to engage with the 

client in a productive way that does not 

breach doctor-patient confidentiality. Here 

the broader variable of the economic 

circumstances of the client can intersect 

this issue relating to the medicalisation of 

distress.  

Professional power associated with general 

practitioners can have a substantial impact 

on psychological practice by way of 

medicalising their distress. General 

practitioners who encounter drug 

representatives on a regular basis show 

tendencies to prescribe drugs 

unnecessarily.43 The power that clients who 

are suffering from mental distress tend to 
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invest in their often more-educated 

superiors44 means that an influence on the 

drug prescriber is an influence on mental 

health service users. The promotion of 

antidepressants as ‘lifestyle-enhancing’ 

drugs for people who are not in distress45 

suggests a disjointed relationship between 

the pharmaceutical industry’s primary 

concern and society’s welfare. Moreover, in 

many countries worldwide the publication 

of all results from drug trials undertaken is 

not a legal requirement.46 Where regulation 

is in place, adherence is poor.47 Published 

drug trials tend to favour the drug being 

tested.48 This exemplifies how the variables 

of economic power in the absence of legal 

and regularity frameworks can impinge 

upon psychological practice. They can do so 

through the medicalisation of mental 

distress, and specifically, through the 

susceptibility of general practitioners to the 

market-driven interests of the 

pharmaceutical industry.  

 

CONCLUSION 
 

From large-scale factors such as economic 

power exerted by the pharmaceutical 

industry to the small-scale occurrences in 

the therapeutic setting, such as the 

expression of values by the psychologist to 

their client, there are many ways in which 

the medicalisation of distress can impact on 

psychological practice. That the dominance 

of the medical model of distress is apparent 

for more vulnerable client groups suggests 

that power plays a role in the 

medicalisation of distress. Indeed, it 

appears that inaccurate information about 

the effects of psychiatric drugs largely due 

to the hegemony of the pharmaceutical 

industry, the infallibility of the prescriber13, 

and overwhelmed mental health services 

have led to the acceptance of the 

medicalisation of distress in Ireland.  

The continuous increase in psychiatric 

prescribing means that most psychological 

therapists work with clients taking 

psychiatric drugs. While the use of 

psychiatric drugs may have supported the 

client to seek therapeutic intervention, it 

can impede the therapeutic process 

inasmuch as the full scope of the client’s 

emotional experience is intentionally 

diminished.5 Discontinuation of psychiatric 

drugs can also lead to disruption in the 

therapeutic process if the therapist 

misconstrues withdrawal symptoms 

resembling the initial presenting issue as 
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the client’s psychological relapse.49 

Emerging research shows that this is more 

frequently the reality of the client than we 

previously thought. By acknowledging the 

impact that the medicalisation of distress 

has had on psychological practice thus far,35 

the need to re-examine its central role in 

the understanding of the treatment of 

human distress becomes clear.  
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ABSTRACT 
 

Cardiac Rehabilitation (CR) is a 

multidisciplinary intervention for people 

with cardiovascular disease who experience 

a cardiac event. The goals of CR have 

broadened to include an increased 

appreciation for the role of psychosocial 

management. Research has suggested that 

support from a spouse is linked to positive 

patient health outcomes. The effect of 

patient attendance at CR on psychosocial 

health and levels of caregiver burden in 

spouses remains unclear. The aim of the 

present study was to evaluate the Phase III 

CR programme at Sligo University Hospital, 

focusing on psychosocial outcomes for 

patients and their spouses. The study 

employed a within-subject, repeated 

measures design. Participants included 

patients (n=95) attending the CR 

programme and their spouses (n=22). 

Quantitative data was collected using 

outcome measures at pre-intervention, 

post-intervention and at six-months follow-

up. Psychological intervention was 

delivered using a stepped care model. One-

way repeated-measures ANOVA revealed 

significant reductions in depression and 

anxiety for patients. No significant findings 

were observed for spouses. Current 

findings have informed the Clinical Model 

of CR in the service setting regarding the 

development of the psychosocial 

management component of the 

programme. Ongoing screening and 

management of psychosocial risk factors is 

now a standard and ethical practice for 
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patients who attend this Phase III CR 

programme. 

INTRODUCTION 
 

Cardiac Rehabilitation (CR) is a 

multidisciplinary intervention for people 

with cardiovascular disease who experience 

a cardiac event. The aim of Phase III, 

outpatient, CR interventions is to 

implement secondary prevention 

techniques to optimise cardiovascular risk 

reduction1. CR has developed an extensive 

evidence-base, which has identified CR as 

one of the most beneficial and cost-

effective treatments available to patients 

with coronary heart disease2,3,4.  

Although it was initially believed that 

exercise training should be the cornerstone 

of effective CR intervention, the goals of CR 

have broadened in recent decades. The 

expansion of the goals has prompted an 

increased appreciation for the role of 

psychosocial management in CR. The goals 

of CR are now accepted as being three-fold, 

and reflect the importance of both physical 

and psychological health outcomes: (i) 

recovering lost function and reconditioning 

(ii) reducing the risk of a recurring event (i.e. 

secondary prevention) and (iii) psychosocial 

recovery. A contemporary model of CR 

proposes multiple core components; 

including health behaviour change and 

education, lifestyle risk factor 

management, psychosocial health, medical 

risk factor management, cardioprotective 

therapies, long-term management and 

audit and evaluation5. 

Psychosocial health and recovery is 

essential for patients who attend CR, for 

primary and secondary reasons. 

Psychosocial factors (e.g., stress, anxiety, 

depression, low social support) are known 

to constitute a significant risk for the onset 

of CHD6. In addition, psychosocial 

difficulties are likely to arise following a 

significant coronary event taking place, 

irrespective of premorbid history, placing 

such patients at heightened risk of new 

cardiac events and mortality7,8,9,10,11.  

Psychosocial risk factors (PSRFs) have been 

shown to act as barriers to lifestyle changes 

and treatment adherence, thereby, having 

an indirect effect on cardiac condition and 

recovery12,13,14,15. Comprehensive Phase III 

CR programmes are more likely to 

implement components such as 

psychologically-focused intervention, 

referral to psychological counselling or 
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psychopharmacological medications to 

address and to manage PSRFs, in line with 

practice recommendations16.  

Support from a spouse has been liked to 

faster recovery in patients following cardiac 

surgery17. It has been reported that patients 

who are unmarried, or who lack close social 

relationships, are at increased risk of 

recurring coronary events and mortality 

following a cardiac event18. A study which 

examined the psychosocial health of both 

patients and spouses following myocardial 

infarction or coronary revascularization 

demonstrated higher levels of depression 

and anxiety in spouses if compared to 

patients themselves19. Moreover, 

adjustment to illness in patients was 

influenced by the psychosocial health of 

their spouse, such that adjustment was 

worse when spouses were more anxious 

and depressed than patients19.  

Following a coronary event, the cardiac 

patient is required to adjust to several new 

life changes. This can include the patient 

requiring assistance with carrying out a 

range of functional everyday tasks and 

general healthcare20. The concept of 

caregiver burden, as introduced by 

Chwalisz21 relates to an individual when 

they perceive that caregiving demands 

exceed their personal resources, resulting 

in stress. As such, it is the caregiver’s 

appraisal of specific circumstances that lead 

to the experience of distress, drawing a 

clear parallel with well-established 

psychological models of stress and coping22. 

Rigby et al. 23 suggests that caregivers may 

be less able to provide positive social 

support should they experience difficulties 

adjusting to their caregiving role, further 

impeding patient psychosocial recovery. 

Therefore, the experiences of spouses are 

important to understand, given clear 

indications of distress in this population, 

and the impact on patient recovery. The 

present study sought to evaluate a Phase III 

CR programme at Sligo University Hospital 

(SUH) specifically focusing on psychosocial 

outcomes for both patients and their 

spouses. Dependent measures included 

depression and anxiety of both patients and 

their spouses, and caregiver burden in 

spouses. Specific research questions 

include: 

1. Does patient’s psychosocial health 

(depression and anxiety) improve 

following their attendance at CR and 

at 6 months follow-up? 



CLINICAL PSYCHOLOGY TODAY VOL 5(I) 

 

JUNE 2021 
 

62 

 
 

 

2. Does spouse’s psychosocial health 

(depression and anxiety) improve 

following patient’s attendance at CR 

and at 6 months follow up? 

3. Does caregiver burden in spouses 

improve following patient 

attendance at CR and at 6 months 

follow-up? 

METHOD 
 

Design 

This study employed a within-subject, 

repeated measures design. Quantitative 

data was collected via questionnaires that 

were distributed in hardcopy format at 

three separate time points: pre-

intervention, post-intervention and six-

month follow-up. 

Participants  

Participants included consecutive patients 

attending a Phase III CR programme at both 

SUH and a community-based setting, 

covering the populations of Sligo, Leitrim, 

South Donegal and West Cavan, recruited 

during May 2018 and September 2019. 

Martial spouses of recruited patients were 

invited to participate. For patients, 

inclusion criteria comprised engagement 

with the CR department and subsequent 

attendance at the Phase III CR programme. 

Participants must have completed outcome 

measures at two separate time points to be 

included in the statistical analyses. 

A total of 162 patients and a total of 48 

spouses were recruited at the study outset. 

A total of 67 patients and 26 spouses were 

excluded from the analyses. The final 

dataset included 95 patients and 22 

spouses. 

Measures 

The following quantitative outcome 

measures (Patient Reported Outcome 

Measures; PROMs) were used: 

• Patient Health Questionnaire – 9 
(PHQ-9)24. 

• Generalised Anxiety Questionnaire 
– 7 (GAD-7)25. 

• The Bakas Caregiving Outcome 
Scale (BCOS)26. 

Procedure 

Patients were informed of the study by the 

Clinical Psychologist upon commencement 

of attendance at the Phase III CR 

programme and were invited to participate. 

Interested participants were given a study 

information sheet and provided written 

consent. Following consent from patients, 
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marital spouses were invited to participate 

via telephone. Spouses were then sent via 

post an information sheet and were asked 

to provide written consent, prior to 

completing any questionnaires.  

Patient pre-intervention questionnaires 

were administered during the first week of 

attendance at CR. Post-intervention 

questionnaires were administered during 

the final week of attendance at CR (week 

ten). Follow-up questionnaires were sent 

via post to participants on the week 

corresponding with six-month completion 

of their last CR session.  

Spouse questionnaires were sent via post 

during patients first week of attendance at 

the CR programme, during the final week of 

attendance (week ten) and on the week 

corresponding with the six-month 

completion of the patients last CR session. 

Spouses did not receive any intervention. 

This outpatient Phase III CR programme, 

was composed of twice weekly attendance 

over a ten-week period. The 

multidisciplinary CR team included input 

from Clinical Nurse Specialists, Clinical 

Psychology, Physiotherapy, Pharmacy and 

Dietetics. The Psychology component was 

provided via a stepped care model (see 

Figure 1), with all participants receiving two 

group-based one hour Psychoeducation 

sessions delivered by the Clinical 

Psychologist. These sessions sought to 

normalise the psychosocial sequelae that 

can follow a cardiac event and address 

issues of stress management and self-care. 

The sessions provided an opportunity to 

practice both relaxation techniques (e.g., 

Progressive Muscle Relaxation; PMR) and 

mindfulness. Patients received written 

information consistent with international 

best practice on the relationship between 

stress and cardiac health. Further written 

information was provided on self-care. On 

the basis of need, written referrals for 

individual Psychology sessions with the 

Clinical Psychologist in Cardiac 

Rehabilitation were made by a Clinical 

Nurse Specialist. All patients were seen 

within a four to six-week protocol and were 

offered a maximum of six - eight sessions in 

a community-based health setting to 

address presenting concerns. Further 

onward referral was facilitated where more 

complex cases required.  
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Figure 1: Stepped care model for Psychological intervention in Phase III CR in the present study 
setting 

 

Statistical Analysis 

Analyses were performed using IBM SPSS 

Statistics (Version 25). Descriptive statistics 

were performed initially, followed by 

checking of the data for normality. For 

patients, a series of one way within-subject 

analysis of variances (ANOVAs) were 

performed. The independent variable (IV) 

was time, with three levels (i.e., pre-

intervention, post-intervention and six-

months follow up). Paired samples t-tests 

were performed as post hoc tests, to 

determine where the significant differences 

were. For significant findings, effect size 

statistics (partial eta-squared; h2
p) were 

calculated using SPSS. 

For spouses, due to the violation of the 

assumption of normality (Kolmogorov-

Smirnov < 0.05), analyses consisted of a 

series of Friedman’s Tests, which is the non-

parametric equivalent of the one way 

within-subject ANOVA. 

Ethical Approval 

Ethical Approval for the present study was 

sought and obtained from Sligo University 
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Hospital (SUH), Research Ethics Committee 

(REC). 

RESULTS 
 

Table 1: Characteristics of patients and 
spouses 

 

Patients 

Depression. Mauchly’s test of sphericity 

was non-significant (W (2) = .94, p = .33), 

therefore ensuring sphericity. It was found 

that there was a significant difference 

between the three time points (F (2, 74) = 

4.85, p = .010, partial eta-squared = .12). 

Paired samples t-tests revealed a significant 

difference in depressive symptoms 

between pre-intervention and six-month 

follow-up (t (37) = 3.42, p = .002) such that 

depressive symptoms in patients 

significantly reduced at six-month follow-

up (M = 1.74, SD = 2.41) if compared to pre-

intervention (M = 3.71, SD = 4.08). No 

significant differences in depression 

symptoms were observed between pre-

intervention and post-intervention, or 

between post-intervention and six-month 

follow-up, however, means and standard 

deviations indicate a gradual reduction in 

depression (see Figure 2).  

 

 

 

 

 

 

 

 

 

 

Figure 2: Mean depression across time for patients

 N Mean Age (range) N (gender) 

Patients 95 65.89 (38-86) 72 (Male) 
23 (Female) 

Spouses 22 63.30 (40-78) 6 (Male) 
16 (Female) 
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Anxiety. Mauchly’s test of sphericity was 

non-significant (W (2) = .93, p = .27), 

therefore ensuring sphericity. It was 

revealed there was a significant difference 

between the three time points (F (2, 74) = 

4.89, p = .010, partial eta-squared = .12). 

Paired samples t-tests showed a significant 

difference in anxiety symptoms between 

pre-intervention and post-intervention (t 

(94) = 2.65, p = .009) such that patients 

anxiety levels significantly reduced at post-

intervention (M = 2.20, SD = 3.59) if 

compared to pre-intervention (M = 3.39, SD 

= 4.04). A significant difference in anxiety 

symptoms pre-intervention and six-month 

follow-up was observed (t (37) = 3.44, p = 

.001) such that anxiety levels significantly 

reduced at six-month follow-up (M = 1.00, 

SD = 1.79) if compared to pre-intervention 

(M = 2.97, SD = 3.69). No significant 

difference was observed between post-

intervention and six-month follow-up, 

however, means and standard deviations 

indicate a gradual reduction in anxiety (see 

Figure 3). 

 

 

 

 

 

 

 

 

 

 

Figure 3: Mean anxiety across time for patients 

 

Spouses 

Depression. The results of the Friedman 

test revealed no statistically significant 

differences in depressive symptoms across 

the three time points (χ2 (2, n =15) = 2.15, p 

= .544). 
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Anxiety. The results of the Friedman test 

indicated no statistically significant 

difference in anxiety symptoms across the 

three time points (χ2 (2, n = 15) = .154, p = 

.926). 

Caregiver Burden. The Friedman test 

indicated no significant difference in 

caregiving outcomes across the three time 

points (χ2 (2, n = 15) = 1.22, p = .544). 

Table 2: Means, standard deviations, minimum and maximum values for depression, anxiety 

and caregiver burden total scores across time for spouses 

 

 

DISCUSSION 
 

The results of the present study suggest the 

ten-week CR programme was efficacious in 

terms of successfully reducing depression 

and anxiety levels in patients (i.e., 

secondary prevention). For patients, 

analyses revealed significant reductions in 

depression at six-month follow up, when 

compared to symptom severity at pre-

intervention. Significant reductions in 

anxiety were also observed in patients at 

post-intervention and at six-month follow 

up. Although no significant findings in 

outcome measures across time were 

observed in spouses; inspections of means 

and standard deviations revealed 

reductions in depression and anxiety, and 

show improvements in caregiving 

outcomes.   

A number of limitations in the present study 

warrant consideration. The sample size is 

relatively small, in particular for spouses, 

despite best efforts to maximise 

recruitment. As a result, current findings for 

spouses should be viewed as illustrative, 

rather than representative. Furthermore, 

the sample consists of participants who 

 Depression Anxiety Caregiver Burden 

 M SD M SD M SD 

Pre-intervention 1.60 1.76 2.13 4.17 68.07 15.90 

Post-intervention 1.53 1.85 2.00 2.83 64.67 10.91 

6-months 1.00 1.70 2.07 2.96 61.54 12.74 
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volunteered to participate, thereby, 

potentially representing a more motivated 

sample of patients. 75% of patient 

participants in the present study were 

male; however, this gender disparity, 

characterised by significantly more males, is 

a consistent finding in subsequent national 

and international research studies 

evaluating outpatient CR programmes27, 28, 

29.  It is possible that social desirability bias 

might have been a confounding factor, as 

some of the CR team (in particular, Clinical 

Nurse Specialists) were known by the 

participants prior to their attendance at the 

Phase III outpatient programme. 

Our evaluation is a real-life analysis of 

patients as they went through the process 

of Phase III CR (i.e. practice-based 

evidence). It was not considered ethical, or 

feasible, by the researchers to form a 

control group. The absence of this data 

removes the possibility of between-subject 

comparisons. An important consideration 

when interpreting the findings is that it 

cannot be fully ascertained that 

improvements observed in the present 

study are solely a result of the psychological 

component of the CR programme; as the 

current programme is multidisciplinary, and 

in addition, exercise-based CR has been 

reported to improve psychosocial 

health30,31. However, it is noteworthy that 

meta-analytic review evidence, which 

analyses the findings from effectiveness 

studies, suggests such psychosocial benefits 

are short-lived when exercise alone is used, 

and concludes that psychosocial 

intervention augments CR programmes2, 32.  

These findings add weight to previous 

literature and guidelines which view 

psychologically-focused intervention as a 

core component of comprehensive Phase III 

CR5, 15, 33, 31. However, the findings differ 

from literature comparing psychosocial 

health in patients and spouses, which has 

reported more severe depression and 

anxiety in spouses following a coronary 

event19, 35. It is likely that the lack of severity 

in psychosocial risk in spouses in the 

present study can, in part, explain the non-

significance of the findings for spouses 

across dependent measures.  

Current findings are supported by 

subsequent practice-based research 

studies in an international context, which 

have reported small to medium effect sizes 

on measures of psychosocial health28, 36, as 

well as studies which have reported 
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improvements in depression and anxiety, 

following patient attendance at outpatient 

CR programmes27, 37, 38, 39, 40. However, our 

findings contrast with a subsequent study 

that evaluated a Phase III CR programme in 

an Irish context, in which no significant 

differences in psychosocial health were 

observed29. A more in-depth overview of 

these studies is contained in Table 3. 
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Author Aim of study Study procedure Description of CR 
Programme and key 

components 

Outcome measures Statistical Analysis Findings Effect Size 
Statistic  

Barth et al.36; 
Switzerland  
 

To examine gender-specific 
outcomes in a range of 
psychological dimensions 
(anxiety, depression, vital 
exhaustion, social inhibition, 
and negative affect)  
 following patient attendance 
at CR. 

441 CHD patients who 
underwent a 12-week 
outpatient CR 
programme 
completed outcome 
measures at baseline 
and post-CR. 
 
 

Patients attended a standard 
outpatient CR programme three 
times per week for 12-weeks. Key 
components included aerobic 
exercise training and educational 
sessions addressing medication, 
role change and coping strategies. 
If necessary, after screening for 
psychological distress, patients 
were offered psychological support 
by a psychologist. If warranted, 
smoking cessation intervention was 
offered. 

DS14 to measure negative 
affect and social inhibition, the 
MVEQ to measure vital 
exhaustion and the HADS to 
measure depression and 
anxiety. 
 
 

MANOVA (to measure differences 
in psychological measures at 
baseline); Cohen’s d effect size 
statistic (to analyse the general 
efficacy of CR); ANCOVA (to analyse 
the impact of gender change 
assessed psychological variables 
from pre- to post-CR).  
 

No baseline differences 
observed in males and females 
across psychological 
dimensions; Cohen’s d effect 
size demonstrated overall 
small to medium treatment 
effects for the five 
psychological dimensions 
(HADS depression d = 0.14 
(women), d = 0.21 (men); HADS 
anxiety d = 0.17 (women), d = 
0.20 (men)); ANCOVA revealed 
larger changes in women for 
social inhibition and smaller 
changes in vital exhaustion 
compared with men; no 
significant gender differences 
found for changes in negative 
affect, depression or anxiety. 

Cohen’s d 

Caccamo et al.37;  
Italy  

To  determine  if  a  short  and  
intense  CR program can 
produce a positive impact on 
anxious and depressive 
symptoms  revealed  in  cardiac  
patients. 

157 patients referred 
for the hospital-based 
outpatient CR 
programme following 
an acute coronary 
event who completed 
pre-and post-CR 
outcome measures. 
 

Short two-week intensive CR 
program conducted in an 
outpatient hospital setting 
delivered by a team dedicated to 
heart patient care disease. Key 
components included exercise 
training and psychological support 
group (further details not 
reported). 
 

BDI-II to measure depression 
and the State-Trait  Anxiety  
Inventory Forma Y (Italian 
validation) 
 

Paired-samples t-tests. The t-test findings showed 
significant differences in all 
factors of the BDI-II (affective 
and cognitive) and in the total 
BDI-II score at post-
intervention; in addition, a 
statistically significant 
difference was found in state 
anxiety at post-intervention; 
no significant difference was 
detected for trait anxiety. 

Not reported 

Choo et al.28; 
Singapore 
 

To explore the effect of CR  on 
quality of life, depression, and 

139 patients 
completed both pre-
intervention and post-

Comprehensive, multidisciplinary 
outpatient CR programme. Patients 
completed at least ten CR sessions 

HADS to measure anxiety and 
depression; SF-12 to measure 
Quality of Life.  

One-way within-subject MANOVA. Significant difference between 
the pre- and post-CR scores on 
the combined dependent 

Partial eta 
squared  

Table 3: Practice-based research studies evaluating psychosocial health outcomes following patient attendance at outpatient CR programmes in a national and 
international context. 
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 anxiety in Asian patients in 
Singapore.  
 

intervention 
questionnaires. 
 
 
 

(a total length of approx. four-
weeks). Key components include 
education, prescribed exercise 
training, counselling (life 
coaching/coping mechanisms). 
Referral to specialist mental health 
services if necessary, on an 
individualised basis. 

variables (F (4, 135) = 
34.84, p < 0.001; partial eta 
squared = 0.51); when 
dependent variables were 
considered separately; non-
significant reductions in 
anxiety were observed at post 
intervention; significant 
differences in depression were 
observed (F (1, 138) = 
41.63, p < 0.001; partial eta 
squared = 0.23). 
 

Gostoli et al.38;  
Italy 
 
 
 
 

To examine the change in 
clinical and subclinical 
psychological distress, QOL, 
and psychological well-being 
over a period of 12-months 
post-CR programme. 
 
 

108 consecutive 
patients undergoing 
CR were recruited and 
completed outcome 
measures at pre-
intervention, post-
intervention, six-
months and 12-
months. 

The CR protocol consisted of a four-
week, daily programme delivered 
by a multidisciplinary team. Key 
components included daily exercise 
training, sessions addressing 
promotion of weight loss, diabetes 
management, health education, 
smoking cessation, as well as 
optional group meetings on 
nutritional education and stress 
management. Patients received at 
least once brief psychological 
counselling meeting based on 
behavioural indication. 
 
 
 
 
 
 

The Structured Clinical 
Interview for DSM-IV-TR (SCID) 
Axis I Disorders to measure 
clinical distress; Kellner’s 
Symptom Questionnaire to 
measure subclinical distress; 
SF-36 to measure HRQOL; The 
Psychological Well-Being scales 
(PWB) to measure 
psychological well-being. 

Repeated measures ANOVA. Significant decrement of 
clinical levels of depression at 
post-intervention; significant 
reductions in subclinical levels 
of distress in both the anxiety 
(F = 6.79, p < .001) and 
depression (F = 4.78, p = .003) 
dimensions; reductions in 
anxiety and depression were 
maintained at six-month 
follow-up but not at 12-month 
follow-up; significant changes 
in mean HRQOL scores in all 
domains at post-intervention 
(physical, mental, and total); 
improvements in physical QOL 
maintained at six-months but 
not at 12-months; 
improvements in mental QOL 
maintained at six-months and 
12months; significant changes 
in mean scores over time in all 
dimensions on psychological 
well-being (autonomy, 
environmental mastery, 
personal growth, positive 
relationships, self-acceptance 
and purpose in life), however, 
on majority of the dimensions, 

Not reported 



CLINICAL PSYCHOLOGY TODAY VOL 5(I) 

 

JUNE 2021 
 

72 

 
 

 

improvements were not 
maintained at a 12-month 
follow-up. 
 

McKee et al. 29;  
Ireland  

To examine changes in 
functional capacity, anxiety, 
depression and BMI in patients 
who completed a cardiac 
rehabilitation programme and 
to determine the influencing 
factors. 

Longitudinal 
retrospective study of 
154 patients following 
a six or eight-week 
Phase III CR 
programme who 
completed pre- and 
post-CR outcome 
measures. 

Comprehensive CR programme 
facilitated by a multidisciplinary 
team. Programmes were of two 
types: one that ran for eight weeks 
(two sessions per week) and 
another that ran for six weeks 
(three sessions a week). Key 
components included tailored 
exercise training, education and 
support sessions addressing patient 
information, risk factor advice, and 
practical advice, stress 
management, type A personality 
information, coping skills and 
relaxation techniques. A follow-up 
service of one-to-one counselling 
was offered to patients with a 
HADS score above ten or those who 
requested it. Dietary intervention 
included group discussion, 
completion of food diaries and one-
to-one feedback on food diary. 

ISWT to measure functional 
capacity; HADS to measure 
anxiety and depression; 
anthropometric measures 
including weight, height, waist 
circumference and BMI. 

Paired samples t-tests and 
Hierarchal Linear Regression. 
 

Significant improvements in 
functional capacity, waist 
circumference, weight and BMI 
from pre- to post-CR; there 
was no significant 
improvement in depression or 
anxiety; although changes in 
depression over CR were not 
significant, a model that looked 
at the influence of age, gender, 
reason for referral, BMI and 
pre-rehabilitation level of 
depression collectively 
explained 35.5% of the 
variance in change in 
depression; patients with high 
depression levels at pre-
rehabilitation improved most; 
whilst a similar pattern was 
observed in anxiety; patients 
with higher levels of anxiety 
improved most. 

Not reported 

Pourafkari et 
al.27;  
Iran  
 
 
 
 
 

To investigate the role of CR 
programme in depression and 
anxiety levels after coronary 
artery bypass graft surgery. 

40 patients completed 
pre-intervention and 
post-intervention 
outcome measures. 

The CR programme was eight-
weeks. Each session lasted for 1 
hour three times per week. Key 
components included exercise 
training, dietary and lifestyle 
modifications, smoking cessation, 
psychological consultation and 
education on cardiac diseases. 

BAI to measure anxiety and 
BDI-II to measure depression. 

Paired-samples t-tests. Comparison of anxiety scores 
before and after CR revealed 
statistically significant decline 
in BAI score (8.8 ± 7.4 vs. 4.7 ±  
5.6, p <0.001); comparison of 
depression scores before and 
after CR also revealed 
statistically significant decline 
in BDI score (12.1 ± 8.7 vs. 7.5 
±7.7, p <0.001). 
 

Not reported 

Solak et al.39; 
Turkey 
 
 

To assess the effects of a CR 
programme on QOL, 
depression, and functional 
capacity. 

A retrospective 
analysis: 50 
outpatients with a 
diagnosis of coronary 

Patients completed at least 30 
sessions of CR (programme length 
not specified). Programme 

Short Form-36 to measure 
HRQOL; 6-min walk test (6-
MWT) to measure functional 

Wilcoxon signed rank test or paired 
samples t-tests were used where 
appropriate. 

Statistically significant 
differences in all subunits of 
SF-36 at post-intervention for 
patients with coronary artery 

Not reported 
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 artery disease or who 
had undergone 
coronary artery 
bypass graft surgery 
who were enrolled in 
a CR programme from 
November 2011 to 
May 2013. 
 

consisted solely of aerobic exercise 
training. 

capacity; BDI to measure 
depression. 
 
 

disease but not coronary artery 
bypass graft surgery; mean 6-
MWT distances significantly 
increased for both coronary 
artery disease and coronary 
artery bypass graft surgery; 
significant decrease in BDI 
score at post-intervention in 
patients with coronary artery 
disease, however, no 
significant difference in mean 
BDI scores for patients with 
coronary artery bypass graft 
surgery. 

Yohannes et al.40;  
United Kingdom 

To investigate the long-term 
benefits of a 6-week 
comprehensive CR programme 
on physical activity, 
psychological well-being, and 
quality of life in patients with 
coronary heart disease. 
 

A prospective CR 
programme with 
repeated measures 
follow-up over 12 
months; 105 patients 
referred to a hospital-
based comprehensive 
outpatient CR 
programme following 
MI completed 
outcome measures at 
baseline, 6- weeks, 
six-months and 12- 
months. 
 

Patients attended a CR programme 
for 6-weeks including two hour, 
twice weekly sessions. Key 
components included tailored 
aerobic exercise training, 
psychological support and 
intervention delivered by the CR 
team, educational sessions 
covering cardiac anatomy, cardiac 
disease, benefits of exercise and 
physical activity, basic 
pharmacology of heart disease, 
smoking cessation, healthy eating 
and stress management. 

Patients completed the 
physical activity energy 
expenditure, MacNew Heart 
Disease Health Related Quality 
of Life (MacNew) and HADs to 
measure anxiety and 
depression. 
 

Repeated measures ANOVA with 
pairwise comparisons using 
Bonferroni correction for follow-up 
was carried out.  
 
 
 
 
 

Repeated measures ANOVA 
revealed that total energy 
expenditure, HADS and 
MacNew HRQOL were 
statistically significant over 
time; Bonferroni pairwise 
follow-up confirmed 
significance differences (p < 
0.05) between baseline values 
and all subsequent measures 
over time.  
  
 

Not reported 
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The difficulties encountered in the present 

study with regard to the recruitment of 

spouses, suggest that future research 

broaden this definition to include close 

partners and informal caregivers. Our 

narrow inclusion criteria of martial spouses 

only, significantly impacted upon 

recruitment. It is recommended future 

research seek to recruit a higher number of 

relative others (e.g., spouses, partners, 

caregivers) to examine this effect more 

accurately and subsequently address 

intervention needs for distress amongst 

spouses/partners.  

Future research may also wish to employ 

exploratory qualitative components to gain 

further insights to identify intervention 

needs in spouses and caregivers. A recent 

study based on qualitative insights into 

cardiac rehabilitation patients’ experiences 

of emotional distress, sought to identify 

psychological intervention needs and has 

suggested that meta-cognitive therapy 

might be helpful41. 

Overall, present findings highlight the 

clinical value of having funded Clinical 

Psychologists, to deliver psychological 

intervention using a stepped care model, to 

meet the psychosocial needs of all patients 

who attend CR. In the present study 

context, CR is the recognised standard of 

care for cardiac patients, as is set out in the 

National Cardiovascular Health Policy42. 

Current CR practice in Ireland follows the 

Irish Association of Cardiac Rehabilitation 

(IACR) guidelines which provide the outline 

of the core components for successful CR 

programme delivery in Ireland, including 

psychological intervention.  

Recent robust meta-analytic evidence 

supports psychosocial management as a 

core component of CR43. The review by 

Kabboul et al.43 provides evidence that 

supports the effectiveness of psychosocial 

management on cardiac endpoints (i.e. 

reducing cardiovascular-related morbidity 

and mortality, as well as all-cause 

mortality). A needs assessment study of CR 

practice in Ireland has highlighted the 

disappointing translation of national 

guidelines into practice44. This study 

revealed that the capacity of CR needed to 

be increased by 61%, nationally, to meet 

the needs of patients in 2017. Significant 

gaps in current service provision and 

regional variation were highlighted. 

Notably, it was revealed that only 27% of CR 

locations (nine out of 33 included centres) 
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had access to Psychology input. Out of 

these nine centres, only five had funded 

Psychology time, with the remainder having 

psychological input as a result of ‘good will’. 

As an outcome of this research in the 

present study setting, ongoing screening 

and management of PSRFs is now part of 

the Clinical Model of CR at SUH, including 

important protocols for managing clinical 

risk (e.g. suicidality).  

Depression and anxiety were the main 

PSRFs included in the present study, 

however to further develop the 

psychosocial management components of 

CR, it is important to recognise the wide-

ranging PSRFs which have been associated 

with increased morbidity and mortality in 

cardiac populations during screening and 

assessment45,46.  Emerging evidence 

suggests that other PSRFs including 

loneliness, illness perceptions and 

attachment style might also be pertinent to 

be included in future screening and 

treatment of CVD patients47,48. 

Furthermore, multimorbidity has recently 

been linked to new onset depression in 

patients attending CR, which points to 

further heightened psychosocial risk in 

patients with complex multimorbid 

presentations49.  
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homogeneous can struggle to understand and respond to the needs of those different from 
themselves. While no group can ever be perfectly representative of all the identities in the 
communities it serves, being open and welcoming of different identities, and their lived 
experiences, may be crucial to ethical and effective practice. Mindful of the homogeneity in 
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exploring different ways to ensure we hear and respond to the voices of those different from 
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who feel that their community or voice is being inadequately represented in the papers 
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