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1

PSYCHOTHERAPY IN 
HEALTHCARE: SETTING 

THE SCENE

Introduction 

These are some cases referred by general practitioners (GPs): 

� A single parent of twenty-seven has self-harmed by overdosing
for the umpteenth time since her teens. She has been seen by
the duty psychiatrist, assessed as inappropriate for psychiatric
services and sent back. The GP is at her wits’ end. 

� A football playing ‘hard’ man is referred because, ‘unless he
gets some help’, his wife is going to leave him. The GP says he
has suffered a ‘personality change’ since a near fatal accident two
years ago and has been treating him on and off ever since with
medication. He is getting worse not better and thinks he’s going
mad. He keeps bursting into tears at work and his self-image is
shattered. He is taking it out on his wife and threatening violence. 

� A mother is referred because she is having ‘panic attacks’. Her
adopted eleven-year-old son has been truanting and stealing
from her purse. 

� A second generation immigrant is distraught and falling apart,
unshaven and unable to perform at work – he found out that
his wife has been having an affair with his next door neigh-
bour. He had been working overtime to earn enough to give
her and his daughter ‘the top brick off the chimney’. He tried
to throw himself under a car. 
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� A young man in his twenties is referred as suffering from
‘anxiety disorder’. He has asked to see the counsellor to help
him with his ‘confidence’. He was taken into care in his teens
but no-one had ever spoken to him about what was happening
at home – though his bruises had been noted in his medical
records. He had in fact been terrorised by his stepfather, suffer-
ing constant beatings about the head and body. He was locked
in his room and starved. His nose is permanently damaged
and he has trouble getting words out, as if punch drunk. 

These are examples of the 75 or more referrals from GPs over a
two-year period in a general practice setting. They are not just
typical of the cases referred in one practice – any therapist working
in general practice could paint a similar picture. The average GP,
according to Goldberg and Huxley’s research, ‘manages’ 300 such
cases a year (Goldberg and Huxley, 1992). Many GPs will tell you
that it is in fact more in the region of 90 per cent of the patients
they see whose presenting problem involves emotional and psy-
chological distress (Scott, 1994). 

These are not medical problems. They may be placed in diagnos-
tic categories such as ‘depression’, ‘anxiety disorder’ or ‘post trau-
matic stress disorder’, but research evidence confirms what many
GPs know too well – that the medical solutions available in the
form of psychotropic medication are mostly ineffective and in any
case do not address and resolve the underlying issues (Scott, 1994). 

Nor are these people ‘the worried well’ for whom tea and a
sympathetic ear could be said to be an adequate response. Their
distress is debilitating and its consequences far reaching, not only
for their own health and well-being but also for their families and
future generations of families. There is ample evidence that a
skilled and appropriate psychotherapeutic response could go a
long way towards alleviating their distress and enabling a greater
sense of mastery over their lives. 

Roth and Fonagy’s comprehensive review of the research evi-
dence for the effectiveness of psychotherapy concludes emphatically
that ‘there is sufficient evidence to support the growing acceptance
and demand for psychotherapeutic interventions’ (Roth and
Fonagy, 1996). Unfortunately they are still far from being gener-
ally available to the kind of people that present at primary care
level. 



INTEGRATIVE PSYCHOTHERAPY IN HEALTHCARE

14

Psychiatric morbidity in the population 

Estimates of mental ill-health range between 10 per cent and
70 per cent of the adult population. These figures depend on
where the line is drawn between ‘mental distress’ which affects
daily living, ‘mental disorder’ as an impairment of functioning
which affects self or others, and ‘mental illness’ which conforms to a
recognisable pattern and can be diagnosed as a discrete category as
described in the American Psychatric Association’s Diagnostic
and Statistical Manual of Mental Disorders (American Psychiatric
Association, DSM-4, 1994). Estimates of the prevalence of ‘distress’
and ‘disorder’ are still very inaccurate. 

More accurate information is available about ‘mental illness’
which is treated medically and comes under the remit of psychi-
atric services. A fairly stable figure of under one per cent of the
adult population is the calculated prevalence of schizophrenia.
The same figure applies for affective psychosis. Six per cent of the
population over 65 suffers from dementia and 15 per cent of this
group suffers from ‘clinical depression’ (Goldberg, 1991; NSF for
MH, 1999). 

It is Goldberg and Huxley who have most fully charted those
sufferers from emotional distress who are not appropriate for
psychiatric services. They calculate that a third of attenders in
general practice suffer from ‘non-psychotic anxiety and depression’
(Goldberg and Huxley, 1992). 

This figure does not include those suffering from distress
described as ‘psychosocial’, nor those whose emotional problems
relate to illness such as cancer, heart disease or diabetes, nor the
‘psychosomatic’ complaints such as eczema, irritable bowel
syndrome and asthma where the emotional component is inextric-
ably linked with the illness. If we add these to the equation,
we are contemplating large numbers for whom an appropriate
psychotherapeutic response could make a significant difference
to the quality of their lives. 

Mann (in Corney and Jenkins, 1993) in his chapter outlining the
need for psychological therapies in general practice concludes that
‘the non-psychotic disorders of primary care are a major public
health problem because of their clinical severity and their high
economic cost’. The National Service Framework for Mental Health
says that ‘at any one time one adult in six suffers from one or
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other form of mental illness. In other words mental illness is as
common as asthma’ (NSF for MH, 1999: 1). 

GPs: the first port of call 

The GP is still the first port of call for sufferers of all kinds of
mental health problems. The British government has made GPs
responsible for the local commissioning of healthcare and has
furthered the establishment of a primary care-led health service.
GP-led Primary Care Groups are responsible for the commissioning
of mental health services. It is the GP’s job to filter mental health
problems and refer patients to secondary services, specialist ser-
vices or the voluntary and private sector. 

Unless there is a practice-based therapist, or they can afford
private therapy, there is a gap in the provision of services for
people with the kinds of problems outlined at the beginning of
this chapter. Thanks to the work of such bodies as the Counsel-
ling in Primary Care Trust, practice-based therapists are on the
increase, although there is still a wide discrepancy in the standards
of training and the approaches to practice available (Parry and
Richardson, 1996). Most commonly these services are strictly limited
to between one and six sessions. The Community Mental Health
Teams and psychiatric out-patient and in-patient services are
targeted to deal with acute or chronic, psychotic and organic ‘major’
mental illnesses, and the problems described here may not be
considered severe enough for these services (NSF for MH, 1999).
In any case a psychiatric response emphasising a medical approach
is fraught with the stigma of mental illness and does not address
the emotional and psychological components of the problems. 

GPs have an average of six minutes consultation time with their
patients. Their vocational training does not include therapeutic
counselling or psychotherapy – in fact many still do not even
have counselling skills training (Royal College of GPs, 1972; Levitt
and Wall, 1992). Training for GPs usually includes some input on
the recognition of psychiatric illness and the psychological factors
involved in physical illness. In a few cases GPs who are interested
undertake further training in psychotherapy. But on the whole
the majority of GPs are poorly equipped to deal with emotional
and psychological distress. There is evidence that they do not
always recognise even severe mental illness (Goldberg, 1991). 
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More recently vocational training courses for GPs have included
consultation skills training, much of which is influenced by the
person-centred counselling approach. While this may well have
a positive impact on the doctor/patient relationship, it does not
provide an adequate basis for responding to the kinds of emo-
tional distress discussed here, yet these are the professionals most
commonly dealing with them (Gould, 1991). 

Distinguishing between psychiatry, psychology, 
psychotherapy and counselling in healthcare 

More public and informed debate is needed about the nature of
mental ill-health and well-being – both how these may be under-
stood and the range of ways of working with them, and in
Chapter 2 there is a more detailed exploration of medical and
non-medical approaches. Psychiatric, psychological, psychothera-
peutic and counselling interventions have developed from
different roots. Their historical, philosophical and theoretical
foundations have profound influences on the approaches they
take to understanding human nature. Each provides a useful but
different perspective on the nature of human distress and it is
important to be clear about the distinctions between them. They
also have many things in common and their knowledge bases
have influenced each other, so that there are many overlapping
strands. This has created a good deal of confusion amongst health
professionals as well as the public, about what the different discip-
lines have to offer (Scott,  1995a; Parry and Richardson, 1996). 

Psychiatry has traditionally looked to the science of medicine
and found the roots of human distress in organic problems such
as chemical imbalances in the brain or physical lesions. The result
has been the categorisation of distress into various disorders that
can be diagnosed and treated following the disease model. The
solutions to emotional distress that have been psychiatry’s contri-
bution have mainly been pharmacological or surgical. Electro-
convulsive therapy (ECT) for example is on the increase again
within the NHS in Britain (Kendell, 1996). 

Psychiatrists are not generally trained to offer non-medical
psychotherapeutic interventions. In Britain it is only recently that
a basic exposure to some core psychotherapeutic approaches has
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become mandatory for membership of the Royal College of Psych-
iatrists (RCP), and according to Parry’s review of NHS services for
the Department of Health, only 90 of a total of 4550 psychiatrists
had completed a specialised training in psychotherapy, qualify-
ing them for the post of consultant psychiatrist specialising in
psychotherapy in the NHS (Parry and Richardson, 1996). 

Psychology is an academic discipline and practitioners are
required to be eligible for graduate membership of the British
Psychological Society (BPS). Psychological interventions are distin-
guished from other approaches by their emphasis on experimental
research. Clinical and experiential considerations have received
less attention. Psychology has tended to focus on understandings
of how humans grow and develop in normal circumstances.
Distress is understood as a deviation from what is considered to
be the norm and behaviourism emerged as a theoretical force in
the 1940s as a means of treating this distress. Theories of learning
derived from animal experimentation were applied to humans,
bringing experimental methods to human psychological processes.
The solutions that have been psychology’s contribution have
mainly focussed on the alleviation of the behavioural symptoms
of distress. 

Early scientific interest in psychological treatment was fostered
by the British Psychological Society founded in 1912. Early work
by Skinner and Wolpe in the 1950s and 1960s was influential at
the Maudsley Hospital and the Institute of Psychiatry in London,
and by the 1960s, behavioural treatments were available in many
mental health services throughout Britain. The cognitive revolution
in academic psychology in the 1970s led to a new emphasis on
cognitive processes in therapy, and many behavioural therapists
incorporated cognitive principles into their work. Cognitive behav-
ioural therapy (CBT) is by far the most widely available psycho-
logical intervention within the NHS. It is the approach most often
offered by clinical psychologists. 

The BPS has divisions of counselling and clinical psychology,
and bestows chartered status on clinical or counselling psycholo-
gists who have successfully completed the Society’s training and
qualification procedures. There is currently no division of psycho-
logical psychotherapy, only a special interest group (BPS, 2002). 

Psychotherapy has developed in the context of clinical practice.
Theories have evolved as a result of research based mainly on
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case studies of adults, and to a lesser extent children, in distress
and undergoing treatment. Their focus has been on the subjective
experience of distress and the underlying psychological mechan-
isms involved. Psychoanalysis and the humanistic/existential
tradition are the two major theoretical streams within psycho-
therapy that have evolved in this way. 

In Britain the earliest psychotherapeutic treatments were
largely psychoanalytic and before the War available to only a few
and mainly in London. The Institute of Psycho-Analysis was
founded in 1919 and the Tavistock Clinic in 1920. With the birth
of the NHS in 1946, psychoanalysis was made available to NHS
patients through the Tavistock Clinic. In the 1940s and early 1950s
a ‘third force’ in psychotherapeutic theorising was emerging
mainly in the United States – humanistic psychology. The human-
istic paradigm developed partly in reaction to perceived limits of
the other two dominant forces at that time, behaviourism and
psychoanalysis, to ‘adequately account for the key questions of
human experience’ (McLeod, 1993: 133). The European philosophical
traditions of phenomenology and existentialism had a profound
influence on humanistic thinking. In the 1970s a number of psy-
chotherapies were developed within what became known as the
‘human potential movement’ with a distinct domain of theory,
research and practice all drawing on a core set of philosophical
and psychological assumptions. 

Counselling is in many ways even more confusing. There are
some in the profession that do not consider that there is any
difference between counselling and psychotherapy. However,
counselling covers many forms of interpersonal transactions that
would not be thought of as therapeutic, such as advice, guidance,
support and information giving. The term ‘therapeutic counsel-
ling’ has been coined to clarify the situation, but it is not yet
commonly used. Many approaches to counselling, in particular
those that emphasise working with dimensions of the therapeutic
relationship, have more in common with some psychotherapies.
Some approaches that call themselves psychotherapy, in particular
those that are more structured and time-limited, would be thought
of as counselling by others. 

The distinction between psychotherapy and counselling that is
generally accepted in Britain is based on training standards
including the level of entry to training and the level and length
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of the training. Psychotherapy is a postgraduate training of a
minimum of four years before qualification and registration.
Counselling is normally at undergraduate level and involves a
minimum of 450 hours (approximately two years) of training
before accreditation can be applied for. The training programmes
for psychotherapy are mainly validated and regulated by profes-
sional bodies such as the UKCP, whereas a counsellor can put
together their training from courses that have not been validated
and apply for individual accreditation. However many counsellors
also have postgraduate qualifications, and an increasing number
of counselling training courses are being validated by professional
bodies such as United Kingdom Association for Therapeutic
Counselling (UKATC), Universities Psychotherapy and Counselling
Association (UPCA) and the British Association for Counsel-
ling and Psychotherapy (BACP). 

Who provides psychotherapy in healthcare? 

Psychotherapy is provided by a wide range of health professionals,
including psychiatrists, GPs, psychologists, nurses, social workers,
occupational therapists and physiotherapists. What they mean by
psychotherapy and the length and kinds of training they have
received to practice vary greatly. One of the most striking findings
of Parry’s review is the degree of confusion surrounding the term
‘psychotherapy’ and the way it is understood by Trusts and
Health Authorities (Parry and Richardson, 1996). 

A number of these healthcare professionals have undertaken
psychotherapy or counselling training, and in some cases they
are formally trained to the standards set by the national umbrella
organisations representing the psychotherapies and counselling
such as the UKCP or BACP. Far too often, however, they have
participated in one or two short courses (Scott, 1995a). 

Healthcare professionals may have opportunities within their
own professional role to offer therapeutic contact or in some cases
a more formal psychotherapeutic contract. However there can be
problems associated with dual role-therapeutic relationships. There
are contradictions for example in combining the statutory obligations
of medical or social work responsibilities with a psychothera-
peutic agenda. The training of health professionals in particular is
deeply imbued with the medical model, and professionals trained
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in this way may have difficulty shifting their own value base. There
is often an overwhelming workload with administrative and mana-
gerial imperatives which limit the time for psychotherapeutic or
counselling contact. Nevertheless good practitioners who are aware
of these issues are sometimes able to offer a more useful service. 

In order to put some clarity into this situation, Parry defines
psychotherapy broadly as referring to ‘all systematic psycho-
therapeutic interventions aiming to ameliorate a mental health
problem’ (Parry and Richardson, 1996: 13). She identifies three
different approaches to intervention that are practised widely in
the NHS and provides a framework for clarifying the types of
NHS provision which can be subsumed under ‘psychological
therapies’. She makes it clear, however, that there is no consensus
on whether all are appropriately considered to be ‘psychotherapy’. 

The three categories she identifies are Type A, B and C: 

Type A is a psychological treatment as an integral component
of mental health care. This describes a wide range of interven-
tions offered alongside other types of care where the primary
role of the practitioner is other than psychotherapist or counsellor. 
Types B and C are complete, stand-alone interventions offered
in the form of a series of sessions following an assessment which
generates a therapeutic plan. 

Type B is eclectic psychotherapy and counselling informed by
more than one theoretical framework. Non-directive counselling
and psychotherapeutic work that uses a range of techniques to
address different facets of a patient’s problem is included in
this category. Therapeutic counsellors and clinical psycholo-
gists are the main providers of this kind of intervention accord-
ing to Parry’s review. 

Type C refers to the formal psychotherapies. These are
practised within particular models, well-developed bodies of
theory and protocols for practice. Integrative psychotherapy is
included in this definition. Formal psychotherapies are under-
taken by, or under the supervision of, a specialist practitioner
formally trained in psychotherapeutic work within a particular
school. Some practitioners have trained and are competent in
more than one model. 
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Integrating psychotherapy into mental 
health services 

There are many psychotherapists who do not believe that it is
appropriate to place psychotherapy in the context of public
healthcare. 

There are many reasons for this. Public sector services are
currently led by the medical profession. This has widespread
implications for the way that emotional and psychological issues
are addressed. They may become subsumed in and shaped by the
disease model and the medical agenda. For many psychother-
apists psychotherapy is less about alleviating distress and more to
do with facilitating growth and self-actualisation. The ethos of
treatment and cure that prevails in the health services in their
view irrevocably distorts this goal. In Chapter 2, these issues and
the consequences for people in distress will be explored in more
detail. 

However, I believe psychotherapists have a role to play in bring-
ing psychotherapeutic insights into the medical arena and to
influence the system. The medical profession itself has been moving
towards more and more complex understandings of the holistic
bases of health and disease (Scott, 1996). They are beginning to
recognise that medication and medical solutions are not the only
answers, and that the emotional and spiritual resources of a
person have a profound impact on their capacity to heal (Gold-
berg, 1990). Models that integrate the biological, psychological
and social elements involved in disease are being developed all
the time. In particular I believe that the predominantly physical
approach to psychological perspectives on illness needs to be
addressed (Scott, 1996). The evidence from neuroscience and infant
studies suggests that there is a much closer interconnection
between mind and body than is conventionally considered
(Stern, 1985; Schore, 1994, 1997, 2001). In my view the humanistic
theories have most radically challenged the mind/body split
(Scott, 1995b). A central tenet of these approaches is the integration
of the physical, emotional, intellectual and spiritual dimensions of
personhood and the self-healing and self-regulating capacity that
results from this (Reich, 1945; Rogers, 1951; Rowan, 1976; Boadella,
1987). This is their unique contribution and it offers an important
counterbalance to the medicalisation of distress. 
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Of further concern to some psychotherapists are the implica-
tions regarding the therapeutic contract in the public sector.
Public healthcare is funded by central government. We pay for it
indirectly through our taxes. In some people’s opinion this
distorts and undermines the responsibility that is intrinsic to the
therapeutic relationship and process, particularly in psycho-
dynamic or humanistic/existential method. Clients are dependent
on what services and approaches are available and what others in
authority think is right for us. Therapists must comply with con-
ditions that are motivated by considerations such as economics
that may interfere with what they think is best for the client. 

The idea that in the private sector we have more free choice is
in my view an illusion. We are always limited by our knowledge,
contacts, and financial and other resources in our choices, and we
have the same potential to feel or not feel our own authority and
exercise our responsibility whatever the setting. For people in
distress it is often particularly difficult to exercise responsibility.
The nature of distress in itself interferes with our ability to
respond. Whatever the setting, therapists need to remain aware
of this and take it into account in their practices. Chapter 8 on
ethical practice explores these issues in more depth. 

Three major reports into the state of psychotherapy services
in the NHS have been published by the Department of Health.
The Parry report previously referred to looked at current NHS
psychotherapy services and strategic policy (Parry and Richardson,
1996), Roth and Fonagy (1996) reviewed psychotherapy out-
come research, while the Damon report (1997) incorporates the
findings of the first two reports and makes recommendations
regarding the commissioning and funding of training in
psychotherapies for the NHS. 

The Damon report (1997) emphasises the importance of psycho-
therapy not being understood as referring only to specialist and
psychoanalytically based approaches. It recommends the devel-
opment of services for people with mental illness and distress
which are ‘person-sensitive’ and ‘individually oriented in a broader
sense which goes beyond equity of access to a particular range of
treatments’. 

The mental health services in Britain still offer very little
response to emotional and psychological problems other than
medication, containment and social support services for those
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with acute and enduring mental illness. The main findings of
Parry’s review confirm that the demand for psychotherapy in the
broadest sense far exceeds the supply of competent practitioners
within the NHS workforce and that availability of psychotherapy
services is extremely inequitable both geographically and socio-
economically. The picture is one of the haphazard and idio-
syncratic local arrangements with no coherent national strategy. 

It is clear that a wider range of approaches should be available
to respond to the large group of people categorised in psychiatric
terms as suffering from ‘minor’ mental health problems. Looking
at the distribution of approaches chosen by the public in primary
care, the voluntary and private sectors, a survey conducted by the
UKCP (1996) showed that a far greater range of interventions is
preferred by clients. Organisations representing service users such
as the Mental Health Foundation confirm this picture (Falkner,
2001). 

During the last decade in Britain the Department of Health has
introduced many policies that are designed to address these
problems. The white paper ‘The New NHS’ was introduced in
1997 and provided a framework to support local NHS organisa-
tions as they implement the statutory duty of quality that was
placed on them through the 1990 NHS Act. Clinical governance
was the centrepiece of these policies and intended to provide the
opportunity to develop the fundamental components required to
facilitate the delivery of quality care. These were described as a
‘no blame, questioning, learning culture’ with ‘excellent leader-
ship and an ethos where staff are valued and supported as they
form partnerships with patients’ (Halligan and Donaldson, 2001:
1413). Clinical governance represents the systematic joining up of
initiatives and offers a structure for the setting and monitoring of
standards. It has been defined as ‘a framework through which
NHS organisations are accountable for continually improving the
quality of services and safeguarding high standards of care by
creating an environment in which excellence in clinical care will
flourish’ (Donaldson and Gray, 1998). 

Mental health was one of the priority areas in ‘Modernising
Health and Social Services: National Priorities Guidance for
1999/00–2001/02’ and included as one of the four key areas in the
white paper ‘Our Healthier Nation’. ‘The National Service Frame-
work for Mental Health’ was introduced in 1999 to drive up quality
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and tackle variations and inconsistencies in the present services.
An important change in the last decade arising from the growing
awareness of the role of emotional and psychological factors in
the health of the nation has been the emphasis on incorporating
non-medical responses, in particular the ‘psychological therapies’
in the public sector. 

The Parry report concludes that in Britain a psychothera-
peutically competent workforce is needed which includes all
approaches to helping individuals and addresses ‘behaviour,
thoughts and feelings through talking, therapeutic relationships
and experiences’ (Parry and Richardson, 1996). She recommends
that a proper framework for psychotherapy should be developed
in which assessment and interventions can be decided upon,
carried out and evaluated. 

� In this chapter, issues of mental health and illness have been
discussed including the prevalence of emotional and psycho-
logical distress and the ways in which these are understood
and responded to particularly in healthcare. It argues that a
wider range of responses than is currently available is needed
and looks at current initiatives in Britain to address the prob-
lems in the current service provision. 

� The following chapters attempt to explain the real differences
and similarities in the various theoretical approaches to under-
standing human nature in distress. They offer integrative
frameworks for health professionals involved in working
therapeutically with clients and a clear integrative method-
ology for assessing, formulating and conducting formal, inte-
grative, psychotherapeutic interventions within the context of
healthcare.

SUMMARY
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