
The first NCHP Annual Con-
ference—one of the best 
ideas since the introduction 
of squeezy Marmite, was a 
weekend packed with fla-
vorsome ideas, lively dis-
cussion, debate, demon-
strations and for the Satur-
day night partygoers of 
dancing. 

Friday brought an informa-
tive and entertaining mas-
terclass lead by Shaun 
Brookhouse and Tom 
Nicoli.   

The formal weekend pro-
ceedings were  opened by 
Fiona Biddle, MD of the 
National College and Chair 
of SAG, who emphasised 
the International aspects of 
the conference— attended 

by delegates from the Re-
public of Ireland (Terry 
Thorp, Elizabeth Caird, Syl-
via Schoch), Denmark 
(Tonny Christensen, Lisbeth 
Lausen) Spain (Teresa Gar-
cia Sanchez) and the USA 
(Tom Nicoli). The scene was 
thus set for an opportunity 
to examine and explore 
some of the many facets of 
the world of hypno-
psychotherapy.  The first 
“shhh” from Shaun Brook-
house signaled the start of 
the first presentation and 
the ever popular Tom Nicoli 
(USA) began the formal 
presentations with a re-
minder of the “magical” 
potential which comes from 
enabling clients to engage 
with their feelings. 

Tom’s 
presentation emphasised 
how many clients may ini-
tially enter our therapy 
rooms after many years of 
avoiding their feelings and 
with a simple post-hypnotic 
suggestion (or was it? more 
of that later)  of “Don’t 
Think, Feel” demonstrated 
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Introducing the E-journal 
Welcome to the very first 
edition of the E-Journal for 
members of the Student 
and Alumni Guild. 

As a special bonus, this 
edition is being sent to eve-
ryone who is eligible to join 
the guild, so you will be 
able to see what you could 
be missing— 
or perhaps more impor-
tantly, gaining! 

This is the first of many 
quarterly issues, and I’d like 
to know what you would like 
to see in your journal. 

I’d also welcome articles, 
book reviews, research syn-
opses as well as any letters, 
comments or questions 
about what’s happening in 
the world of hypno-
psychotherapy. 

Like all good things, the E-

Journal will develop and 
change over time; I hope 
you enjoy and engage in the 
experience along with me. 

Happy reading Su 
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able.  Anxiety and depres-
sion account for 40% of 
Incapacity Benefit claims 
and utilise approximately 
one third of GP’s time (Ford 
et al, 2000).  Traditionally, 
treatment in primary care 
has mostly been pharma-
cological with only a tiny 
minority referred for the 
more costly evidence-based 
psychological interventions 
(Hodgetts, 2007).   Since 
the recommendations for a 
stepped model of care 
(DOH, 2004, 2007), how-
ever, there have been calls 
to increase 

the provision of psychologi-
cal therapies for this vulner-
able group (DOH, 2008).  
Recommended short-term 
treatments include psycho-
educational and cognitive-
behavioural approaches. 

 

This study assessed the 
short-term effectiveness of 
an 8-session psycho-
educational programme 
based on cognitive-
behavioural therapy (CBT). 
In order to circumvent the 
effects of personality and 
style of the individual group 
facilitator, the protocol was 
prepared in the standard 
format of a training manual 
and applied to 7 groups by 
3 facilitators.  The aim of 
the study was to assess the 
feasibility of service provi-
sion by non-NHS health 
professionals, in line with 
government requirements 
for changes in healthcare 
commissioning i.e. that 
15% of all procurement 
should be placed in social 
enterprise, voluntary, com-

munity and faith groups 
(DOH, 2006, 2007). 

 

MATERIALS AND METHODS 

Development of the training 
manual 

The training manual enti-
tled Building Life and Skills 
Training described a stan-
dardized group intervention 
organised in 8 x two-hourly 
sessions. It included (1) an 
educational programme 
that explained the psycho-
logical, sociological and 
physical aspects of dis-
tressing life events on 
health; (2) a graded pro-
gramme of CBT aimed at 
the identification of environ-
mental triggers and the 
modification of self-
defeating patterns of 
thought and behaviour un-
derlying the symptoms; and 
(3) progressive muscle re-
laxation/visualisation in 
order to ameliorate auto-
nomic hyperactivity, reduce 
pain and promote relaxa-
tion. 

 

Setting 

East Lancashire Integrated 
Health Care (ELIHC) is a not
-for-profit social enterprise 
which aims to provide adju-
vant psychological support 
in the community.  A service 
level agreement (SLA) is in 
place with East Lancashire 
Teaching Primary Care 
Trust (ELPCT) and Black-
burn with Darwen Primary 
Care Trust (BwDPCT) to 
provide psychological thera-
pies for functional gastroin-
testinal disorders in east 
Lancashire.  There is an 

additional SLA with 
BwDPCT to provide the Help 
for Health group pro-
gramme (Lancashire wide) 
for the Jobcentre Plus 
funded Condition Manage-
ment Programme.  Social 
Prescribing (signposting to 
non-medical services to 
meet local need) is cur-
rently co-ordinated by the 
centre.  Funding is other-
wise dependent on private 
patients and grants.  During 
the last year ELIHC  has 
been fortunate to be 
granted funding from 
Rossendale Borough Coun-
cil, a Spearhead Authority, 
to provide individual and 
group therapy to residents 
in super output wards with 
mild to moderate mental 
health issues and from 
ELPCT for the BLAST pro-
gramme. 

 

Inclusion criteria 

Inclusion criteria were: peo-
ple over the age of 16 with 
mild to moderate anxiety 
and/or depression; those 
with work or unemployment 
stress and those needing to 
increase their confidence 
and self-esteem.  Exclusion 
criteria were: psychotic ill-
ness, those abusing alcohol 
or drugs or those who’s GP 
felt the programme would 
be inappropriate for their 
needs.  Where suitability 
was in doubt, the relevant 
GP was informed with the 
client’s permission. 

 

Recruitment procedures 

Clients were recruited from 
Primary Mental Health, East 
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Abstract 
The Governments 
‘Improving Access to Psy-
chological Therapies’ aims 
to implement stepped-care 
psychological support fol-
lowing the National Institute 
of Clinical Excellence (NICE) 
guidelines.  The purpose of 
this study was to assess 
the feasibility of a psycho-
educational group pro-
gramme based on cognitive
-behavioural therapy and 
provided by a third sector 
organisation.  A session-by-
session instruction manual 
was compiled and the pro-
tocol tested in seven 
groups by three facilitators. 
Thirty people took part in 
the eight-session pro-
gramme.  Attrition was low 
and significant improve-
ments in both anxiety and 
depression were observed 
following the intervention.  
A post-programme partici-
pant evaluation indicated a 
high degree of satisfaction 
with the service.  The find-
ings suggest that quality 
controlled third sector pro-
vision could help to reduce 
the burden on existing men-
tal health services.   

INTRODUCTION 

Mental health has been 
described as the greatest 
social problem in our soci-
ety (Layard, 2004), with 
depression and anxiety be-
ing the most commonly 
reported disorders (c.f. 
Shiels et al, 2004). In addi-
tion to the substantial suf-
fering caused by these de-
bilitating conditions, to both 
patients and families,   the 
wider economic costs in 
terms of lost employment 
and NHS time are consider-



Lancashire General Practi-
tioners, Voluntary, Faith 
and Community groups.  
Recruitment was conducted 
by post, e-mail, and ex-
planatory posters.  Presen-
tations were given to inter-
ested groups.   Clients were 
referred/self-referred by 
telephone. The programme 
was briefly explained and 
any concerns were ad-
dressed. Written informa-
tion (course content, choice 
of venue and invitation to 
enrol) was posted to those 
interested in attending.  

 

Ethical issues 

Confidentiality was main-
tained in relation to referral 
details, client records and 
data collection. Participants 
were given coded identifica-
tion to ensure anonymity 
and nominated personnel 
at ELIHC stored data se-
curely. 

 

Programme facilitators 

All facilitators were appro-
priately qualified Psycho-
therapists.  All were regis-
tered, insured and experi-
enced in facilitating groups.  
Facilitators followed good 
practice guidance, were 
engaged in continued pro-
fessional development and 
attended supervision for a 
minimum of 2-hours per 
month. 

 

Enrolment procedure 

Each participant had a one-
to-one enrolment session 
with the Group Facilitator, 
one week prior to com-
mencing the programme.  
In this 10-minute session 
the necessary administra-

tion was completed, and 
participants were encour-
aged to ask questions or 
share concerns.   All partici-
pants were issued with a 
written programme over-
view.  

 

Clients and venue 

From 74 telephone enquir-
ies, 45 potential clients 
attended the enrolment 
session. Of these 37 clients 
commenced the BLAST pro-
gramme.  Seven clients 
withdrew early.  Thirty cli-
ents, 11 males and 19 fe-
males aged between 18 
and 65 (mean age range 
26-45) completed the pro-
gramme in 7 groups.  All, 
except 2 people from 
Southern Asia, were white 
and of European origin.  
The average number of 
participants attending ses-
sion one was 5 (range 4-9) 
and the average number of 
completers was 4 per group 
(range 2-6). 

 

Seven groups were con-
ducted in areas governed 
by  ELRPCT.  Five pro-
grammes were delivered in 
the evening and two during 
the day to accommodate 
client preference.  Three 
programmes ran on a 
weekly basis and 4 ran 
twice weekly.  Table 1 illus-
trates the programme 
schedule.   

 

Table 1 

BLAST programme  
schedule  

Intervention 

The intervention consisted 
of an 8-session self-help 
group programme, each 

session lasting two hours.  
Explanation of the relation-
ship between thoughts, 
feelings and symptoms was 
supplemented with semi-
nars on learning life skills 
such as: cognitive restruc-
turing, anxiety/stress man-
agement and confidence 
building, overcoming low 
mood/depression, asser-
tiveness, problem solving, 
anger management, pain 
management and hyper-
ventilation. An action plan 
was completed at the 5th 
session for the purposes of 
self-assessment and future 
goal setting. Throughout 
the programme participants 
were encouraged to take 
responsibility for managing 
their condition themselves.  
After each session, partici-
pants were encouraged to 
practise cognitive-
restructuring and relaxation 
on a daily basis.  Behav-
ioural assignments were 
also practised according to 
individual need. Standard-
ised compact discs for re-
laxation were supplied to 
each participant and diaries 
were provided for recording 
symptoms, thoughts and 
life events.  All participants 
received a handbook con-
taining supportive literature 
on each aspect of the pro-
gramme. 

 

BUILDING LIFE AND SKILLS TRAINING  - cont 

Page 3 Volume 1, Issue 1 

Outcome Measures 

Participants were asked to 
complete the Hospital Anxi-
ety and Depression scale 
(HADS: Zigmond and 
Snaith, 1983) before and 
after the intervention.   

This scale was specifically 
designed to detect anxiety 
and depression in medically 
ill patients and has demon-
strated a high degree of 
reliability and validity with a 
variety of disorders (c.f. 
Grassi et al, 1993).  Addi-
tionally, many studies have 
confirmed the validity of 
this scale when used in 
community and primary 
care settings (Snaith, 
2003). The advantage of 
the scale is that it excludes 
somatic symptoms that 
indicate physical rather 
than psychological prob-
lems.  Scores can range 
from 0-28 on each sub-
scale and each question is 
rated on a 4-point scale.  
Past studies have estab-
lished that scores greater 
than 8 on the depression 
subscale and greater than 
10 on the anxiety subscale 
are indicative of clinical 
cases (Carrol et al, 1993).  

 

Programme evaluation 
(participants) 

Following the intervention, 
participants were asked to 

complete an anony-
mous, postal evalua-
tion form to obtain 
their overall views 
and satisfaction.  
Respondents were 
invited to indicate on 
a Likert scale (1=very 
poor, 2=poor, 
3=satisfactory, 
4=excellent) their 
opinion on the ability 
and professional 

Table 1 

 
Venue 

Number of 
programmes 

Rossendale 2 

Burnley 3 

Accrington 2 

Clitheroe Changed to 
Burnley 

Table 1 illustrates that most groups were held in 
Burnley.  This is because there was no uptake in 
Clitheroe and most interest came from Burnley. 
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23 returned completed 
data sets.  Reasons for in-
complete quantitative data 
were therapist inexperience 
in collecting data for analy-
sis and administrative er-
rors. The analysis therefore 
is based on 23 participants 
(7 males and 16 females). 

Statistics were calculated 
for pre and post data using 
the Statistical Package for 
Social Sciences (SPSS) ver-
sion 14.  The mean pre and 
post-intervention scores 
and the mean change 
scores were computed.   

RESULTS 

Attendance was high.  Fif-
teen clients attended all 
eight sessions, 9 attended 
seven times, three at-
tended 6, 5 and 4 sessions 
respectively.  Attrition was 
low, approximately one per 
group.  Reasons for with-
drawal included: childcare, 
other commitments, illness, 
poor motivation for self-
help, personal problems, 
inability to attend without a 
Support Worker and rea-
sons unknown. 

Changes in symptom 
scores 

Raw data was obtained 
from questionnaire scores 
before and after the pro-
gramme.  Participants’ 
scores were combined to 
give a mean pre and post 
intervention score for each 
questionnaire construct. 
The mean change scores 
were also calculated to indi-
cate both the degree of 
change and the direction 
(positive or negative which 
gives a general increase or 
decrease in scores).  The 
higher the score indicates 
higher levels of anxiety and 
depression on the HADS. 
Scores are presented in 
tables two and three. 

Table 2 demonstrates a 
reduction in clinically sig-
nificant anxiety and clini-
cally significant depression 
following the intervention.  
More participants moved 
into the normal category 
after treatment, and a simi-
lar increase is observed in 
borderline scores for anxi-
ety.   

Pre and post data were 
subjected to a two-tailed, 
paired samples t-test and 
the results are presented in 
table 3. 

Table 3 shows significant 
improvement in anxiety and 
depression following the 
intervention.  

 

Participant feedback 

Fifteen participants re-
turned the postal satisfac-
tion survey.  Findings indi-
cated a high satisfaction 
rate with the programme. 
Except for one satisfactory 
rating, all participants said 
the Group Handbook was 
excellent.  The venue, ac-
cessibility and facilities 
were rated as excellent or 
satisfactory by all, but a 
small minority reported that 
more comfortable chairs 
would be an improvement.  
Respondents were asked to 
list what they hoped to gain 
from the programme.  Re-
sponses included: relaxa-
tion, more confidence, as-
sertiveness, anxiety man-
agement, anger manage-
ment, self-awareness and 
increased coping skills. 
These hopes were met 
completely for 36% of par-
ticipants and mostly for 
64%. Surprisingly, only 4 
participants had concerns 
about joining the pro-
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knowledge of the facilitator, 
tailoring treatment to need, 
personal practice assign-
ments and relaxation.  Par-
ticipants were also asked to 
rate the degree of helpful-
ness of the techniques 
taught.  These included 
relaxation, pain manage-
ment, anxiety management, 
overcoming depression, 
helplessness, anger, guilt, 
insomnia, increasing confi-
dence, working towards 
personal goals, improving 
quality of life and returning 
to meaningful activities. 

Participants also rated the 
Group Members’ Handbook 
and the programme venue.  
Space was available for 
written comments about 
hopes and concerns, the 
most useful aspect of the 
programme, any changes 
required and how respon-
dents thought the tech-
niques they had learnt 
could help them in the fu-
ture. 

 

Programme evaluation 
(facilitators) 

On completion of the 
course, the three tutors 
were asked to complete an 
anonymous evaluation form 
to elicit their views.  Tutors 
were invited to indicate on 
a Likert scale their opinion 
of the Facilitators’ Manual, 
Group Members’ Hand-
book, the venue and facili-
ties.  Again, space was pro-
vided for written comments 
regarding the most reward-
ing aspects of the pro-
gramme and any changes 
recommended. 

 

Analysis 

Of the 30 participants who 
completed the programme, 

Table 2  Anxiety Depression 

  Before   (%)      After   (%) Before   (%)      After   (%) 

Normal (0-7) 5           (22%)      8     (35%) 10         (43%)    16      (69%) 

Borderline (8-10) 5           (22%)    12     (52%) 5           (22%)     5       (22%) 

Abnormal (>11) 13         (56%)      3     (13%) 8           (35%)      2      (9%) 

HADS change scores before and after the intervention 

Table 3 Pre-treat      Post treat   

  Mean SD Mean SD t-value p-value 

Anxiety 11.26 3.54 8.08 3.57 3.61 < 0.05 

Depression 9.13 3.92 4.95 3.56 4.73 < 0.001 

The effect of the intervention on psychosocial functioning  
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gramme, which were meet-
ing strangers and talking in 
a group, or coping with the 
emotional content.  All said 
that they had had the op-
portunity to discuss these 
concerns and said that it 
helped. 

 

All respondents appreci-
ated the tutor, not just in 
terms of knowledge and 
ability but also valued the 
tutor him/herself.   For ex-
ample: “The tutor actually 
wanted to listen to my per-
sonal needs”. Participants 
were asked to rate how 
helpful the techniques were 
to relieve certain symp-
toms.   All rated techniques 
to help them relax, manage 
anxiety, anger and pain as 
excellent, satisfactory or 
not applicable.  Similar rat-
ings were noted for over-
coming low mood, depres-
sion, helplessness and 
guilt.  The majority for 
whom returning to work/
seeking employment was 
applicable returned excel-
lent or satisfactory ratings.  
With the exception of one 
participant, who gave a 
poor rating, all said the goal 
setting procedures were 
excellent or satisfactory.  

The most useful aspects of 
the programme were learn-
ing how to relax, managing 
anxiety, anger and depres-
sion, cognitive restructuring 
and a resultant increase in 
self-awareness and confi-
dence.  Belonging to a sup-
portive group, and the tu-
tors’ knowledge and pa-
tience were greatly appreci-
ated.  When asked if there 
was anything that should 
be changed most re-
sponses were no.  The few 
changes recommended 

included more time for dis-
cussion, the programme to 
have lasted longer and re-
quest for a follow-up ses-
sion at a later date.  With 
the exception of one, all 
participants felt that the 
programme had made a 
difference to their overall 
quality of life.  The main 
ways in which it had made 
a difference were:  im-
proved physical and psy-
chological health, increased 
confidence, the ability to 
change unhelpful thinking 
patterns, self-awareness, 
acceptance of self and re-
duction in avoidant behav-
iour.  All participants said 
the programme would help 
them in the future in terms 
of managing stress and 
improved relationships.  

 

Participants were asked if 
there was anything they 
would have wanted more of 
and again, the responses 
given were for more time 
for discussion and the 
course overall to have 
lasted longer.  Final com-
ments included:  

 

I found this course not just 
useful but a life-saver, help-
ing me to get things/
situations into perspective. 

I was anxious when the 
course finished, about cop-
ing on my own, but I’m OK 
and managing my anxiety. 

Fantastic course, accessi-
ble to everyone.  Thank you. 

Would just like to say 
thanks.  I feel much better. 

 

Tutor feedback 

All tutors said they were 
adequately prepared to 

facilitate the programme 
and that the aims and ob-
jectives were met for those 
participants who completed 
the course.  All agreed that 
the most rewarding aspect 
was observing positive 
change in participants.  
Problems identified in-
cluded: unsuitable mix of 
participants for group cohe-
siveness and disruptive 
clients.  One tutor had 2 
clients who failed to attend 
enrolment, turn up at ses-
sion one.  The subsequent 
mix was unsuitable to meet 
need and the group needed 
to be split into 2 smaller 
groups.  All tutors said the 
Facilitator’s Manual, Group 
Handbook, venue and facili-
ties were either excellent or 
satisfactory.  General com-
ments included:  

 

I feel it is essential for the 
Group Facilitator to meet all 
prospective group members 
before they are accepted 
into the group. 

Everything about the course 
worked well. 

Please get more funding for 
more courses so more peo-
ple can benefit. 

 

DISCUSSION 

This study indicates that 
the BLAST programme was 
effective in helping partici-
pants to improve their men-
tal health.  A significant 
improvement in anxiety and 
a highly significant improve-
ment in depression were 
observed on completion of 
the intervention.  However, 
due to the relatively small 
sample size (n=23), these 
results should be treated 
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with caution. Lack of attri-
tion and high attendance 
rates suggest the general 
acceptability of the inter-
vention and feedback for 
the most part was positive 
and favourable. Not only 
was the programme highly 
appreciated, but partici-
pants valued the facilita-
tors.  Given that the latter is 
recognised as an important 
variable in intervention out-
come (Beck et al, 1987, 
Ellis, 1994), it was notewor-
thy to discover that partici-
pants considered the facili-
tator as skilful and impor-
tant in their adaptation to 
their various situations. 

The most obvious limitation 
of this report is the small 
number of participants tak-
ing advantage of the pro-
gramme.  BLAST was in-
tended to accommodate up 
to 20 participants per group 
in line with recommenda-
tions to reduce the gap be-
tween service demand and 
availability (Hodgetts, 
2007).  This recommenda-
tion, however, mostly refers 
to NHS Psychology depart-
ments which, inundated 
with demand, are in a posi-
tion to deliver large psycho-
educational groups to re-
duce stigma and maximise 
funding.  This approach was 
perhaps ambitious for a 
third sector body when pre-
vious experience has 
shown that small groups 
are more achievable and 
successful (Taylor et al, 
2004a; Taylor et al, 2005; 
Taylor 2007).   In reality, 
out of 74 telephone en-
quires, 45 potential partici-
pants enrolled and 37 com-
menced the programme.  
The gap between enquiry 
and commitment is likely to 
reflect a common reported 
fear about discussing emo-
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Apart from a small minority 
of clients referred by health 
professionals, the vast ma-
jority heard about the pro-
gramme from voluntary, 
community and faith groups 
or from former participants.  
Presentations to health 
professionals produced a 
mixed reaction; some ex-
pressed enthusiastic sup-
port whilst others felt they 
already had sufficient re-
sources since the introduc-
tion of Primary Graduate 
Mental Health Workers.  
This problem is not a new 
one.  Reluctance to refer to 
non-NHS personnel has 
been found in former stud-
ies with a different patient 
population (Taylor and In-
gleton, 2003; Taylor et al, 
2004b).  Similarly, prob-
lems with referral have 
arisen in another service 
run alongside BLAST, which 
provides small-group and 
individual therapy for mild 
to moderate anxiety and 
depression.   If the govern-
ment recommendation of 
15% procurement being 
awarded within the 3rd sec-
tor is to be achieved, ways 
to overcome NHS profes-
sionals’ resistance to refer-
ral need to be found. The 
greatest complaint from 
people with, theoretically 
mild to moderate anxiety 
and depression but in real-
ity sometimes severe anxi-
ety and depression, is the 
non-availability of psycho-
logical therapies .  Most 
receive a prescription for 
antidepressant or anxio-
lytic/hypnotic medication 
after a 5 or 10 minute con-
sultation with their GP.  
Very few (9%) are referred 
for psychological therapies 
for which there unaccept-
able waiting times 
(Hodgetts, 2007), and in 

some mental health ser-
vices, evidence-based ther-
apy is not available at all 
(Layard, 2004).   

 

A number of participants 
suggested the programme 
was too short.  Whilst some 
preferred the shorter com-
mitment of twice weekly 
(Taylor, 2007), there was 
insufficient time to practise 
the skills learnt, in relation 
to their own lives, whilst the 
support of the group was 
still available.  There were 
also problems with illness.  
If, for example, a partici-
pant was unable to attend 
for a week due to ill health, 
S/he missed two sessions 
making it difficult to catch 
up, which in some cases 
led to attrition.  It is there-
fore recommended that 
future programmes run on 
a weekly basis.  A follow-up 
session after 3-months 
would also be useful for 
small groups to see if im-
provement has been main-
tained and to reduce the 
‘cold turkey’ effect. 

A further concern was the 
number of missing/
inaccurate data sets. Rec-
ommendations include a 
training session for group 
facilitators and administra-
tive staff to give them own-
ership of inputting data, 
with the aim of highlighting 
the importance of accuracy. 

 

Nevertheless the study sup-
ports the feasibility of pro-
viding a CBT based educa-
tional programme using a 
standardised manual. Par-
ticipants demonstrated 
advanced skills in manag-
ing and preventing emo-
tional problems which is 
congruent with NICE guid-

ance (2004, 2007).   De-
spite the small referral 
numbers in this study, word 
of mouth recommendation 
has led to a demand for the 
service from both individu-
als and organisations.  Ser-
vice provision by a 3rd sec-
tor body has the advantage 
of avoiding the stigma asso-
ciated with both primary 
and secondary mental 
health. For example: “I was 
desperate for help but 
afraid that if I saw a Psy-
chologist, people would 
think I was mad”.  The pro-
gramme has additionally 
demonstrated potential as 
a generic platform for be-
spoke courses, especially 
for young excluded people, 
which supports former work 
(Collishaw et al, 2004).  
See appendix one for ser-
vice development since 
cessation of Primary Care 
Trust funding. 

The promised government 
cash injection for the ex-
pansion of psychological 
therapies (DOH, 2008) is 
welcome news but much of 
this money will be spent on 
the lengthy process of train-
ing and supervising NHS 
Personnel.   Layard (2004) 
suggests that the location 
of service provision is unim-
portant providing there is 
good control of quality and 
cost. Quality controlled, 
third sector provision is 
available currently and pro-
curement should go some 
way to ease the pressure 
on mental health services 
which, as Hodgetts (2007) 
suggests, are “in danger of 
being swamped by de-
mand”. It is not the inten-
tion of this report to imply 
criticism of the hard work, 
care and commitment of 
mental health professionals 
but rather to inform over-

BUILDING LIFE AND SKILLS TRAINING  - cont 
tional problems with a 
group of strangers (c.f. Tay-
lor et al, 2004a).  Indeed, of 
the 37 attendees, only four 
included this concern on 
the evaluation form.  Tu-
tors, however, reported 
discussion of these issues 
during enrolment which did 
much to allay fear and pre-
vent the high attrition rate 
associated with group ther-
apy (Yalom et al, 1995). 
Ten minutes, however, was 
considered insufficient time 
for a pre-group one-to-one 
assessment, which may 
have contributed to client 
failure to attend the enrol-
ment session in the first 
place.   Facilitators usually 
agree that face-to-face re-
cruitment and selection of 
participants for group ther-
apy is an important deter-
minant of effective group 
dynamics and success, 
which is congruent with the 
present findings.  Two par-
ticipants who had not met 
the facilitator beforehand 
caused disruption in the 
group dynamic, necessitat-
ing the provision of 2 
smaller groups.   This obvi-
ously has implications for 
cost.  Conversely, as BLAST 
did not purport to provide 
group therapy, a short en-
rolment session was con-
sidered sufficient for a psy-
cho-educational pro-
gramme with a moderate 
number of delegates.  This 
did not happen and the 
subsequent small groups 
provided an opportunity for 
more personal disclosure.  
As such group cohesive-
ness was important. 

 

On the other hand, the low 
numbers might also reflect 
a reluctance to recommend 
a third sector organisation.  
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burdened services of addi-
tional support.   It is hoped 
that this type of report will 
increase NHS confidence in 
recommending and funding 
appropriate charitable or-
ganisations. 
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APPENDIX ONE 

Requests for the BLAST 
Programme 

 

Since funding cessation, 
North Lancs Training Group 
(training provider for young 
people) has funded 2 
BLAST programmes.  Young 
Peoples’ Services (formerly 
Connexions) have funded 4 
x 2-hourly taster sessions in 
Rossendale, Accrington and 
Preston with further ses-
sions arranged for Accring-
ton and Clitheroe.    Social 
and emotional aspects of 
learning (SEAL) is now part 
of the schools curriculum 
and the BLAST programme 
is in the process of adjust-
ment, by request, for deliv-
ery in schools and young 
peoples’ services.  Alder 
Grange School in Rossen-
dale has provided funding 
for development and provi-
sion; talks are ongoing with 
Lancashire County Council 

BUILDING LIFE AND SKILLS TRAINING  - cont 
and a training programme 
for facilitators is in prepara-
tion for SEAL.   

 

In addition to a waiting list 
for individuals requesting 
the BLAST programme,   
organisational requests for 
the scheme if further fund-
ing becomes available in-
clude: 

  

ELPCT Mental Health Team
 Accrington 

Mental Health Day Services
 Burnley 

Lancashire Care Services 
 Accrington 

BPR Substance Misuse 
Services  Burnley 

Haslingden Health Centre
 Rossendale 

Shelter for the Homeless 
 Accrington 

Calico Enterprises Housing 
Association 
 Burnley 

Youth Community Project 
 Burnley 

Castle Supported Living 
 Clitheroe 

Lancashire County Council 



how people can rapidly be-
come aware of the 
“emotional lava” which may 
be bubbling and boiling 
away beneath the surface; 
the “why” as opposed to 
the “what” which clients 
may present at their initial 
consultation.  

Demonstration volunteer 
Dr. Obaidullah Saeed, who 
will henceforth be known to 
all as “Dr O” shared with us 
with an example of how 
feelings can physically 
manifest within body ten-
sion and with some beauti-
fully formulated bodywork, 
regression and physical 
anchoring, Tom rapidly 
demonstrated how it was 
possible for a subject to 
move from a perceived 
need to feel prepared and 
protected to feeling “happy 
and relieved”. 

Tom’s second volunteer 
Celia Stevenson-Bird, took 
us on a journey to “blame 
city” which, with some 
bodywork and a smattering 
of empty chair (just as well 
Tom moved before he en-
couraged her to hit it!) was 
erased from the map, and 
then given back to those 
who had put it there in the 
first place. 

—————- 

In the second session of 
the day, Doctors Dan Night-
ingale and Simon Duff gave 
us an overview of their re-
search on the potential for 
using hypnotherapy to en-

(Continued from page 1) hance the quality of life for 
sufferers of dementia. 

Simon began by noting that 
in many care homes, pa-
tients are potentially at risk 
of harm through the pre-
scription of anti-psychotic 
drugs and lack of real life 
stimulation.  He then drew 
our attention to the fact 
that this is in direct conflict 
with the 2001 National Ser-
vice Framework for Older 
People which emphasised 
the benefits of patient cen-
tred care in enabling an 
individual to fulfill their po-
tential and remain a social 
being despite declining ca-
pabilities.   Simon provided 
a timely reminder of the 
potential benefits of hypno-
sis in the management of 
pain, the reduction of 
stress, production of posi-
tive behavioural change 
and reduced need for medi-
cation in many instances. 

Dan then took us through 
the research project itself, 
noting the initial challenge 
of addressing the advisabil-
ity of working with clients 
who are already living in an 
altered state of awareness. 

Selecting a group of active 
participants, a control 
group who experienced 
additional interaction but 
not hypnosis and a control 
group who underwent treat-
ment as usual, Dan tested 
the impact of using the 
NCHP six stage protocol on 
the active participants qual-
ity of life. 

The results showed signifi-

cant improvements in the 
indicators used to calculate 
scores for the overall qual-
ity of life for those within 
the active participants 
group in comparison to 
their baseline measure-
ments and also  the degree 
of change experienced by 
the two control groups. 

Concluding that there is 
much still to be done in 
understanding the potential 
for hypnotic intervention in 
the care of those suffering 
from dementia, Dan gave 
us an insight into his hopes 
for the future, which in-
clude the development of 
the Faculty of Dementia, 
promotion of the developed 
training course,  further 
research and convincing of  
Primary Care Trusts that 
hypnotherapy is a valuable 
psycho-social intervention – 
in line with The National 
Dementia Strategy. 

—————- 

It was a trip back to basics 
with JosephineTeague after 
lunch when she stated that 
she really hoped she would 
be teaching us to “suck 
eggs” with the Egan’s Three 
Stage Model of Counselling. 

This session was equally 
helpful as a reminder for 
those in the room able to 
whip up an impressive souf-
flé  as  it was an introduc-
tion for those still working 
through the Delia chapter 
on how to boil an egg.  

Remembering the power of 

(Continued on page 9) 
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being present in the room 
with clients and creating 
the core conditions became 
more and more apparent as 
Jo took us through explor-
ing and focusing on client 
issues , understanding 
whilst also challenging and 
empathising and then of 
course, engaging the client 
in action to move forward. 

Noting that some clients 
issues may require us to 
hop backwards, or forwards 
and take the steps out of 
synch emphasised the im-
portance of dealing with 
clients as individuals rather 
than a set of symptoms 
which are simply manipu-
lated through a process. 

A professional trainer to the 
core, Jo naturally spoke 
about open and closed 
questioning, the power of 
silence, paraphrasing and 
listening, and she also in-
cluded one of my favorite 
pointers to aid effective 
listening in the statement 
that “Everything before the 
BUT is bull****”  - natu-
rally I would not normally 
include this sort of state-
ment in an article, and Jo 
apologised for any offence 
it might cause in advance;  
however as it turned out, 
this proved an interesting 
observation in that very 
shortly after Jo’s presenta-
tion I heard some unofficial 
feedback from a delegate 
who shall remain nameless 
which went along the lines 
of “...well of course there 

(Continued from page 8) was nothing I didn’t already 
know and do, BUT it’s a 
good model to work with…” 

—————- 

For those who have be-
moaned having to study the 
history of hypnotherapy 
Peter Blythe took to the 
floor and exploded many of 
the myths, distortions and 
outright lies which are still 
held by many to be the 
truth about hypnosis. 

Introducing us to Hypnos 
and his more dubious 
brother Thanatos, Peter 
took us on a journey of un-
derstanding  of how many 
of the misconceptions sur-
rounding the use of hypno-
therapy came to be ac-
cepted as the truth and 
indeed still survive today. 

He told us that he too had 
initially described hypnosis 
as “healing sleep” and ad-
mitted “falling into the trap” 
of believing some of the lies 
and distortions which have 
emerged throughout our 
history. 

He told us the story about 
his father Henry, a stage 
hypnotist, who stood for 
election as a councilor in 
1964 using the motto 
“Look into my eyes and 
vote for me, Henry Blythe” 
before enlightening us on 
his views and experiences 
of depth testing, suggesti-
bility testing, client regres-
sion and ideo-motor re-
sponses. 

Peter told us that even John 
Hartland, author Medical 
and Dental Hypnosis fell 

into the trap of perpetuat-
ing some of these distor-
tions.  

Time flew by (were we in 
trance? more of that later) 
and Peter finished by em-
phasizing the importance of 
understanding the mistakes 
of the past to enable pre-
sent and future success 
which of course brought it 
all together in one massive 
“aha moment”.   

At the end of the session, 
my husband Steve who was 
attending his  first hypno-
psychotherapy conference, 
leapt to his feet (I’ve never 
seen him move that fast) 
and went straight over to 
Peter, and told him that 
had he been taught history 
either at school or on his 
Foundation Course in this 
way, writing his portfolio 
would have been an abso-
lute pleasure—  In response 
to this very specific piece of 
feedback, Fiona has asked 
me to let you all know that 
all students will receive a 
DVD of Peters presentation 
to help ignite this spark of 
enthusiasm for the history 
of our profession! 

—————- 

The final presentation of 
the day was Emmy van De-
urzen on Psychotherapy 
and the Quest for Happi-
ness. 

This was a whistle stop tour 
of existentialism which 
some would have gladly 
given over much more than 
an hour to experience in 

(Continued on page 10) 
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greater depth. 
 
Emmy whisked us through 
the concepts of hedonism v 
eudaimonia, Frankl’s way to 
meaning and the four di-
mensions of existence; 
physical, social, personal 
and spiritual. 
 
We revisited the 10 com-
mandments and observed 
the changes in attitude 
which had produced a new 
set of “rules” for the 21st 
Century which bears little 
resemblance to what some 
might now consider the 
initial draft or rough guide 
to leading a good life. 
 
We then explored whether 
we could really make our-
selves (and Slough) happy 
by following a formulaic 
manifesto or routine set of 
tasks—the answer was of 
course blindingly obvious; 
that whereas we can all 
appreciate the benefits of 
taking action to facilitate 
change, the action in isola-
tion is highly unlikely to be 
sufficient. 
 
I’ll swear that I could almost 
hear the thought processes 
of those in the room with 
questions and feel the en-
ergy that wanted to be 
channeled into a long and 
lively debate about the con-
cept of accepting the whole 
life experience, whether 
awareness runs the risk of 
translating into wallowing, 
whether our role as thera-
pist  can ever make a real 
difference and indeed 
whether it should—and then 
time ran out! 
 
I suppose for me, that was 

(Continued from page 9) as good a message as any, 
however I was left with the 
image of one of Emmy’s 
slides in my mind— the one 
filled with questions.  I took 
the liberty of putting these 
to Shaun and Fiona who 
have agreed to ask Emmy 
to come back next year, or 
even better perhaps ar-
range a cpd workshop / 
event—she has a very busy 
schedule, but you never 
know, we might be lucky! 

—————- 

Saturday Night—time to 
wine, dine, boogie and rec-
ognise those who have 
achieved something even 
more special in the months 
preceding the conference; 
 
As an aside I must mention 
that Fiona looked resplen-
dent in her somewhat 
wicked little black dress 
and strumpet shoes (this is 
a compliment), especially 
when she was whisked into 
the arms of the youngest 
and most handsome con-
ference attendee Greg.  
Unfortunately, I suppose I 
have to also mention that 
Greg is indeed Fiona’s son, 
although it would have 
made a much better gos-
sipy story had this second 
piece of information been 
left unsaid. 
 
The award ceremony began 
with Shaun asking Peter 
Blythe to join him on stage 
to present the Founders 
Award which was presented 
to Michael Pollitt in recogni-
tion of achieving the high-
est mark of 90.4% in his 
completion of the Certifi-
cate in Hypno-
Psychotherapy. 
 
The J.P Noble Award was 

awarded to Adam Prince for 
his dissertation entitled “A 
review of the theory and 
applications of 
hypnodrama, 
psychodrama and 
monodrama and how 
these and related 
therapeutic techniques 
can inform an integrative 
hypnotherapy practice.” 
Unfortunately he was un-
able to receive it in person. 
However this excellent 
piece of work is available 
via the college and provides 
an excellent example for all 
who are working on their 
dissertation now and in the 
future. 
 
Likewise an award from the 
Academic Board in appre-
ciation of devoted service 
was announced for Nigel 
Sprent  in the year of his 
retirement  following many 
years of teaching for the 
NCHP. 
 
Honorary Fellowships of the 
Students and Alumni Guild  
were awarded to  Peter 
Blythe, Jon Beilby,  
Teresa Garcia Sanchez, and  
Josephine Teague. 
 
The final award “A Shining 
Light In The World Of Hyp-
notherapy” was presented 
to Clifford Garraway in rec-
ognition of the tireless ef-
forts and positive support 
provided by Cliff to his fel-
low professionals over 
many years. 
 
The party went on long after 
I had left, however the ulti-
mate prize for endurance 
this year goes to Richard 
Nicholls and Sharon Mus-
tard  - maybe next year, 
we’ll consider a “Last One 

(Continued on page 11) 
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Standing” award ☺ 
 

—————- 

 

 

Sunday morning found us 
in the company of  Bill Hard 
reinforcing the benefits of 
using hypnosis techniques 
to build assertiveness and 
improve the quality of com-
munication. 

Starting at the beginning 
Bill guided us through the 
differences between asser-
tiveness and aggression, 
the irrational beliefs that 
many have about the char-
acteristics of assertive peo-
ple. 

Together we explored the 
rights and duties which sup-
port the over-riding concept 
of respect for ones self and 
others and facilitates asser-
tiveness and the ability to 
co-exist with others on an 
equal footing. 

Understanding that simply 
adopting assertiveness 
techniques by themselves 
is insufficient to create the 
actual experience, Bill gave 
us a wonderful illustration 
of how the delivery of a four 
point message might go 
horribly wrong, without the 
support of a firm founda-
tion, normalizing the feel-
ing. 

Bill would obviously have 
liked more room as he en-
gaged  several volunteers in 
experiential activities, and 

(Continued from page 10) clearly would have involved 
everyone if he could—never 
the less, he was able to  
demonstrate the concepts 
of “I exist : You exist”, learn-
ing to feel comfortable with 
feeling uncomfortable, be-
ing specific rather than gen-
eral  and focusing on ad-
dressing a behaviour rather 
than labeling the person. 

Kat Jenkins assisted in a 
demonstration on how a 
shift in focus to the lower 
parts of the body could help 
the individual stand firm 
and Hilary Norris-Evans 
became even more aware 
of her inner strength (as if it 
were ever in doubt) and 
ability to sustain her posi-
tion and resist manipula-
tion without actively trying. 

 

 —————- 

Jon Beilby  provided a fasci-
nating insight into his work 
with groups of people suf-
fering from long term illness 
and dealing with unemploy-
ment.   

He began by outlining the 
social and human costs of 
high levels of illness and 
unemployment and the 
difficulties with breaking 
the illness / unemployment 
cycle. 

Jon then outlined the Help 
for Health© Programme 
which utilises eight, three 
hour, weekly sessions 
incorporating CBT, Stress 
Management and Hypnosis 
(termed “relaxation” so as 
not to scare the horses), for 
groups of up to 12 people 

in the Lancashire area. 

The aims for the pro-
gramme are to teach the 
participants to manage 
their conditions, support 
each other and return to 
realistic functioning whilst 
encouraging, motivating 
and empowering them to 
return to meaningful social 
activity and ultimately to 
employment. 

Jon walked us through the 
programme sessions in 
detail and highlighted the 
changes observed in indi-
viduals who had previously 
perceived themselves to be 
alone, unable to let go of 
self limiting belief and feel-
ings becoming able to de-
cide what they want from 
life and find a way to 
achieve it. 

Jon concluded with an out-
line of what he would most 
like for the future, which is 
to encourage the expansion 
of the Help for Health© 
Programme across the UK 
via local UKCP registered 
therapists in conjunction 
with REAL (Rossendale En-
terprise Anchor Limited), a 
charitable organization fo-
cused on winning contracts 
for the delivery of the  the 
programme in local health 
authority areas throughout 
the UK. 

Jon offered his email ad-
dress for anyone interested 
in promoting the scheme in 
their local areas; 
jon.beilby@tiscali.co.uk 

(Continued on page 12) 

Conference Review Continued—Sunday 

“Assertive people 
are those who are 
able to feel 
comfortable with 
feeling 
uncomfortable” 

Page 11 Volume 1, Issue 1 

Jon Beilby—Honorary Fellowship  

Bill Hard 



—————- 

The next session was lead 
by John Rowan who’s sub-
ject matter of Hypnotherapy 
and the Humanistic 
sparked a lively debate into 
the definition and nature of 
what constitutes a hypnotic 
trance—hence the uncer-
tainty of earlier remarks. 

John described his work on 
Sub Personalities 
(described also as parts 
work) and noted that many 
concepts originating from 
the hypnotherapeutic mo-
dality have simply been 
absorbed into humanistic 
theories and concepts with-
out acknowledgement of 
their source. 

He described the traditional 
concept of induced trance 
whereby the subject is 
guided into the altered 
state and then emerged 
and observed that this may 
be irrelevant and unneces-
sary when considered in the 
context of modern therapy. 

He then proceeded to dem-
onstrate the use of guided 
fantasies with the assis-
tance of Rae Jenson.  Al-
though there was certainly 
no formal induction method 
used, several observers 
voiced their belief that 
some level of hypnoidal 
state had nevertheless 
been achieved, even if  sub-
tly or  even unknowingly 
induced!   

John proceeded to demon-
strate some classic empty 
chair work with Rae, until 

(Continued from page 11) once again time took con-
trol once more and the ses-
sion was brought to a close. 

The discussions though, 
continued on throughout 
lunch and beyond—
providing an excellent ex-
ample of just how stimulat-
ing the opportunity of com-
ing together can be for all 
of us! 

—————- 

Geoff Ibbotson began the 
afternoon session with an 
enlightening and moving 
account of his use of hypno
-psychotherapy techniques 
with sufferers of post trau-
matic stress syndrome and 
Complex Trauma and Disor-
ders of Extreme Stress  
(DESNOS). 

He touched upon many of 
the symptoms experienced 
by survivors of trauma who 
go on to develop these con-
ditions including depres-
sion, anxiety disorders, al-
cohol & substance abuse, 
somatisation disorder and 
violence or criminal behav-
ior—the poignant comment 
made here, being that 
“After living in hell you can’t 
expect people to be an-
gels”. 

Geoff brought our attention 
to the proportion of people 
in society likely to experi-
ence PTSD or DESNOS in 
their lifetime, which can be 
as high as 15% of those 
employed in the emergency 
services, rising to 30% of 
those who have experi-
enced service within a war 
zone. These figures are 

perhaps to be expected, 
however he also noted that 
5% of men and 10% of 
women in society as a 
whole, will experience PTSD 
at some time in their life. 

Geoff went on to  explain 
that current NICE regula-
tions actively discourage 
the use of non trauma fo-
cused interventions such as 
relaxation or non directive 
therapies such as hypno-
psychotherapy on the 
grounds “that there is as 
yet no convincing evidence 
for a clinically important 
effect of these treatments 
on PTSD”. 

From this point on, it was 
clear that this is exactly the 
sort of proof that Geoff is 
looking to produce from his 
work as he went on to dis-
cuss his approach, illus-
trated with case studies 
and data which is to be 
published in the public do-
main shortly. 

Needless to say, the infor-
mation provided a compel-
ling argument in favor of 
supporting a review of the 
current guidelines; a quest 
in which I’m sure many will 
wish Geoff the maximum 
success in achieving. 

—————- 

And then, as if we had all 
been in some sort of 
trance, experiencing  time 
distortion (yes, the debate 
about the possibility of this 
in the absence of a  formal 
induction was still going on 

(Continued on page 13) 
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☺), it was time for the om-
nipresent Principal of the 
college Shaun Brookhouse, 
(resplendent in his Erick-
sonian purple) to engage 
the entire room on the sub-
ject of the power of Milton 
Erickson. 

Challenging some of the 
popular pre-conceptions, 
Shaun reminded us that 
Erickson the man had none 
of the super-human quali-
ties purported by many of 
his followers; arguably one 
of the best known practitio-
ners of hypnotherapy, the 
question posed was in what 
ways, if any should Erick-
son’s approach be consid-
ered psychotherapeutic? 

Shaun outlined the findings 
of Jay Hayley’s initial and 
then repeated reviews of 
the nature of Erickson’s 
work, noting how it devel-
oped over time, and then 
added even more observa-
tions made by Beahrs. 

At the same time, he drew 
out  observations about the 
nature of the therapeutic 
relationships, the fluidity of 
Erickson’s approach and 
the parallels which can be 
drawn with the various hu-
manistic psychotherapeutic 
modalities with which we 
are (or are becoming) famil-
iar. 

The conclusion then, blind-
ingly obvious!  Erickson is in 
every way able to claim a 
place at the side of those 

(Continued from page 12) who expound the virtues of 
the therapeutic alliance, 
resolution to change and 
the instigation of interven-
tion to bring about coordi-
nation between conscious 
and unconscious function-
ing. 

Reflecting on Shaun’s pres-
entation whilst writing this 
piece brought a smile to my 
face as once again I real-
ised how much content had 
been seamlessly incorpo-
rated into what had felt like 
a bit of a chat;   on so many 
occasions, and this session 
being no exception, I have 
heard people comment that 
whilst listening and talking 
with Shaun they had been 
completely engaged and yet 
unaware of just how much 
was “going in” until much 
later.  So on that note, I 
guess it’s a big “thanks” to 
Milton and of course to 
Shaun who succeeded in 
bringing him back to life in 
yet another light. 

And then it was all over! I 
had a flash of recollection 
of a point made by Bill 
Hards  at the beginning of 
the day “no one manages 
time, everyone gets the 
same amount—what you 
manage is what you do with 
it”. 

Well I certainly enjoyed 
what I chose to do with my 
time over this weekend; so 
many exciting and interest-
ing ideas, so many excel-
lent, professional and 
friendly people—and that’s 
just the beginning. 

Next years conference 
will be held in the Midlands 
on the 12th / 13th June 
2010 with another Master-
class preceding it on Friday  
11th. 

We have many of the 
speakers already lined up, 
and will be offering some 
tasty discounts for early 
booking—so keep an eye 
open for these and we’ll 

see you all next year. Su 

Conference Review Continued—Sunday 

 Shaun Brookhouse 

REMEMBER! 
The benefits of membership of the 
Students & Alumni Guild include; 
• A listing on the online directory of 

qualified hypno-psychotherapists 
at  
www.hypno-psychotherapy.net 

• Preferable rates for Professional 
Indemnity Insurance from 
Towergate Professional Risks—
call  0113 391 9595  or go to 
towergateprofessionalrisks.co.uk 
for details 

• Regular CPD opportunities 
• A quarterly E-Journal  
All this and more, for just £4 per 
month! 
 
Email Us Now for an application 
form—enquiries@nchp.org.uk 
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I’ve been working with over 
the past couple of months. 

 

Jack 

This man – let’s call him 
“Jack” for the sake of his 
anonymity – has been an 
audiology patient for a long 
time. He was an angry man 
and took his temper out on 
anyone and everyone it 
seemed; he’d upset every 
audiologist who had tried to 
help him, and had been 
“blacklisted” in so far as a 
note had been put on his 
audiology record that he 
was only to be seen by the 
Head of Service – never by 
any of the core audiology 
staff. 

Jack has a mild-moderate 
hearing loss and tinnitus – 
the tinnitus was “driving 
him mad” and he wanted it 
fixed! The audiologists were 
“useless” according to him 
and he was insisting a few 
months ago that full details 

about his hearing and 
his tinnitus should be 
sent to his GP. He was 
threatening to go to the 
papers and to his MP to 
complain about the 
audiology department 
because they did noth-
ing to help him. At least 

this was his take on 
the situation and 
he’d growled down 
the phone to a 
number of people 

in the department demand-
ing that he was given 
“proper help”! 

No – it isn’t a typo! 

Using Outcome Measures 
really is therapy in itself – it 
has a tremendous powerful 
effect – more powerful than 
any encouraging words. 
They are an “absolute” for 
patients. They show them 
the change is for real and 
not just “in their head”. 

I use measures all the time 
– whether I am measuring 
tinnitus distress through 
the THI or other instru-
ments; measuring levels of 
anxiety and depression us-
ing the HAD Scale, the BDI 
(Beck Depression Inven-
tory) or BAI (Beck Anxiety 
Inventory), effects of hy-
peracusis using the HSQ 
(Hearing Sensitivity Ques-
tionnaire), effects of dizzi-
ness using the DHI 
(Dizziness Handicap Inven-
tory) and of course measur-
ing changes through using 
a 0 – 10 scale in goal set-
ting and goal achieve-
ments. 

Bear with me while I tell you 
a story about a man that 

The only reason he ended 
up on my books was be-
cause the Chief Audiologist-
thought he was complain-
ing about me – I never did 
get to the bottom of why 
that assumption had been 
made but can only think it 
was because for the past 
couple of years all patients 
with troublesome tinnitus 
should be referred to Hear-
ing Therapy, and Jack had 
in fact attended one of my 
Tinnitus Screen Groups two 
years ago. 

Back then, his tinnitus had-
n’t been quite so bad and 
he hadn’t been ready to 
have hearing aids. He had 
chosen not to go ahead 
with a full programme of 
tinnitus management at 
that time, and was content 
with the information about 
tinnitus that he’d received 
through attending the one-
off two hour group session. 

Anyway, as a result of this 
“complaint” I telephoned 
the patient, and he ex-
plained that he had no 
complaint about me what-
soever – in fact, he said, I 
had been the only person 
he’d managed to get any 
sense out of! And would I 
please arrange for a report 
including an audiogram and 
details of his tinnitus to be 
sent to his GP. I agreed to 
do that immediately and I 
offered him an appointment 
to come in to see me which 
he agreed to do. 

I spent a couple of sessions 

The Therapy of Outcome Measures – A Short Case Study 

By Debbie Featherstone 9th May 2009 

Outcome measures show clients the 
change is real, not just “in their head” 
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with Jack, listening to how 
useless the hearing aids 
were so he saw no point in 
using them, and how awful 
his tinnitus was. I arranged 
for him to be seen by our 
Head of Service for a re-
evaluation of his hearing 
aids and talked to him 
about committing to attend-
ing therapy sessions with 
me. Once his hearing aids 
had been adjusted – and 
they did require re-
programming – he found 
them to be an improvement 
and agreed to use them. 
We worked on goals that he 
wanted to achieve, and 
discussed how we would go 
about achieving them. We 
completed measures for his 

(Continued on page 15) 

“Jack’s self  
esteem was on 

the floor” 



tinnitus (I use the THI and 
another questionnaire I call 
the TQ10) and for anxiety 
and depression using the 
HAD Scale. The THI score 
was 72% (reduced from 
94% before using hearing 
aids); TQ10 was 37/50 and 
the HAD measured 18/21 
for depression and 16/21 
for anxiety. 

Jack began attending 
weekly therapy sessions, 
and each time more and 
more information was re-
vealed. He had four failed 
marriages behind him, and 
two failed relationships with 
men. Jack had only been 
able to admit to himself 10 
years ago that he was gay. 
He had been treated very 
badly by both of his male 
partners – especially the 
more recent of the two. He 
was afraid of getting in-
volved in another relation-
ship but he was so lonely. 
Jack lives on his own, his 
mobility isn’t good and uses 
a wheelchair other than 
when he is pottering around 
at home. He is visited regu-
larly by his daughter but 
hasn’t been out socially 
since his last relationship 
came to an end about 
eighteen months ago. He 
whiles away his time – es-
pecially in the evenings – 
on internet chat lines in the 
hope of meeting “Mister 
Right” but had found so 
many people on there to be 
untrustworthy and even 
abusive on occasions. 

Jack’s self esteem was on 
the floor, he’d had suicidal 

(Continued from page 14) thoughts regularly as well 
as thoughts of cutting him-
self, though he hadn’t actu-
ally gone through with any 
of these. 

He described what must 
have amounted to tens and 
tens of hours of  
“counselling” over the years 
that he unceremoniously 
describes as a complete 
waste of time! The words 
he uses are unrepeatable 
in this medium! He was 
having nightmares most 
nights that tended always 
to be a similar story – he 
was on a bus supposedly 
going to his home but al-
ways the bus would drop 
him off and his home was 
nowhere to be seen, or he 
would get to his home only 
to find he didn’t live there 
at all. 

There’s lots more I could 
tell you about Jack, but 
there’s enough here I think 
for you to grasp the general 
scenario surrounding Jack’s 
life. 

I have been working with 
Jack on a weekly basis now 
since February. I have used 
a huge amount of valida-
tion, explanation, dialogue 
and challenging plus hypno-
therapy. 

I have done some cognitive 
work with Jack throughout 
our sessions, but CBT per 
se wasn’t wholly appropri-
ate in Jack’s case – mainly 
because he’d supposedly 
had it before (from what he 
described to me it was no 
such thing and if it was, it 
had been done very inade-
quately!) and I didn’t need 

to make more work for Jack 
trying to undo that particu-
lar belief when really, it 
would only have been for 
the sake of it. There were 
other very effective ways of 
helping Jack and I am 
happy to say – as you will 
see in the next few para-
graphs – they have been 
extremely effective. 

Last week, I went to the 
waiting room to fetch Jack 
for his appointment. There 
he was, sat in his wheel-
chair – sure enough it was 
him, but my goodness he 
looked different! He was sat 
up straight in his chair and 
smiled at me! He radiated a 
completely different per-
sona to that which I’d been 
used to seeing in that wait-
ing room over the past 
weeks. Though admittedly, 
there had been some 
smiles during our 1-1 ses-
sions of late. We had our 
therapy session and Jack 
returned yesterday for his 
next appointment. Once 
again, there he was in the 
waiting room, sat erect and 
smiling. He zoomed into the 
clinic room (remember he is 
in a chair!) and parked up – 
unusually close to my chair 
I noticed. 

He was full of it – even 
though he’d had a bad mi-
graine the day before. That 
was the first migraine he’d 
had for six weeks whereas 
prior to our therapy he was 
having them two or three 
times a week. He said it 
must have been because 
he’d been lying awkwardly 
in bed during the night – 
he’s sleeping so much bet-

The Therapy of Outcome Measures  - continued 
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ter now. Regularly gets 7 
hours a night of uninter-
rupted sleep. He’s not had 
any nightmares for about 4 
weeks and tinnitus? Hardly 
notices it now! 

I said to him it was time to 
revisit the measures. “Oh if 
you must!” he said. I ex-
plained to him why I used 
them – that it was so that 
my patients could see for 
themselves, on paper, the 
changes that they’d made. 
So he happily agreed. 

As he worked his way 
through the first one (TQ10) 
he was ticking all the boxes 
down the left hand side of 
the questionnaire (i.e. little 
or no problem) and when 
he got about halfway down 
the paper, he said to me 
“You’ll see a difference with 
this one”. 

He finished that one, and I 
gave him the THI – same 
thing – lots of “No” boxes 
ticked with the occasional 
“Sometimes”. Then I gave 

(Continued on page 16) 

“You’ll see a 
difference 

with this one” 



Jack’s eyes. Yes, he said, it 
can’t happen can it? And 
indeed no – it can’t. Things 
will happen in his life that 
will cause him upset no 
doubt, but he has a com-
pletely different way of un-
derstanding things now. In 
fact, yesterday it was Jack 
who volunteered those 
words to me! 

In conclusion 

When Jack saw those out-
come measures, they did 
him more good than any 
words I could have used to 
reinforce what changes he 
has made. 

The reason I have sat here 
today and written this arti-
cle is to – hopefully – en-
courage any of you who 
don’t already use Outcome 
Measures to use them in 
future. I hope I have given 
you good reason to use 
them. Jack is one of many 

hundreds of patients I have 
worked with over the years 
but also probably one of the 
more complex too. All pa-
tients – whatever problems 
they come to us with – are 
seeking change, and how 
better can they see the 
changes they have made 
than by comparing their 
own answers? 

My work with Jack isn’t 
quite finished yet. It’s so 
often the case that at this 
stage something happens 
that challenges the new 
found beliefs and under-
standing, and it’s really im-
portant in my experience 
that this is embraced as 

being part of the therapy 
process. In fact, once some-
thing has happened that 
does challenge those new 
found beliefs and under-
standings, and the person 
can have their hand held 

through it, then they really 
have made permanent 
changes that they know 
they can trust to be there in 
the future. I use final out-
come measures at the very 
end of therapy – after 
we’ve covered relapse pre-
vention in theory and very 
often in practice - and more 
often than not, the meas-
ures are even better. 

If anyone doesn’t have the 
measures to use, just drop 
me an email and I’ll send-
them to you. 

Happy measuring ☺ 

The Therapy of Outcome Measures  - continued 

him the HAD Scale – tick 
tick he drew in the boxes. 

I scored each of the ques-
tionnaires as he completed 
them, and coupled them 

with the previous question-
naires he’d done some 6 
weeks before. 

Then it was time to show 
Jack the comparisons: 

Jack’s response when he 
saw these for himself? 
“Wow!!!!!” He beamed all 
over his face. And so he 
should – he’s done bril-
liantly! 

Then he said – as is often 
the case – “but now I’m 
worried that I won’t be able 
to stay like this. I’m scared 
that I’ll go backwards.” Jack 
and I talked about this. I 
told him it was absolutely 
normal to think that – 
nearly everyone does. Look 
at all the work you’ve done 
to get here, I said to him. 
How can you go back to 
where you were before? 
With everything that you 
understand now? You just 
didn’t understand it all be-
fore but now you do. And I 
saw the light go on again in 

(Continued from page 15) 
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 Before After Minimum 
Possible 

Maximum 
Possible 

HAD Depression 18 4 0 21 

HAD Anxiety 16 3 0 21 

THI  72 18 0 100 

37 11 10 50 TQ10  

“He beamed 
all over his 

face.  And so 
he should—

he’s done 
brilliantly” 



The cause of OCD is not 
known although there are a 
number of hypotheses, one 
of which is that there is a 
genetic link, and that OCD 
may be the result of certain 
inherited genes that affect 
the development of the 
brain.  Indeed although no 
specific genes have so far 
been identified it has been 
apparent for some time 
that the condition does run 
in families, and research 
indicates that a person with 
OCD is four times more 
likely to have another family 
member with the condition 
than somebody who does 
not. 

Researchers at Cambridge 
University may be a little 
closer to a breakthrough in 
this respect.  It appears 
that although the specific 
genes responsible have still 
not so far been isolated 
certain genes do indeed 
increase the risk of OCD by 
affecting the amount and 
location of grey matter in 
the brain, and this in turn 
affects an individual’s abil-

ity to perform mental tasks.  
It further appears individu-
als with OCD and their fami-
lies all show such distinc-
tive patterns in their brain 
structures, even though not 
all those sharing these 
same brain structures go 
on to develop the disorder. 

The researchers used cog-
nitive and brain measures 
to determine whether or not 
there might be biological 
markers of genetic risk for 
developing OCD.  Initially 
they used magnetic reso-
nance imaging (MRI) to 
obtain pictures of the 
brains of OCD patients, and 
also of healthy close rela-
tives such as parents, sib-
lings or children.  They also 
used MRI to obtain pictures 
of the brains of a control 
group made up of healthy 
people who had no rela-
tives suffering from the 
condition.    These pictures 
showed marked differences 
in the amount of grey mat-
ter in the brain. 

To test the hypothesis fur-

ther both the OCD group 
and the control group were 
asked to complete a com-
puterised test designed to 
measure the ability to stop 
repetitive behaviours.  This 
test involved pressing a left 
or right button as quickly as 
possible whenever an arrow 
appeared.  As soon as they 
heard a beep they were to 
attempt to stop their re-
sponses.  The OCD patients 
and their families fared 
considerably worse than 
those in the control group, 
taking much longer to re-
spond to the beep.  The 
researchers associated this 
to the decreases in grey 
matter in those regions in 
the brain responsible for 
suppressing responses and 
habits. 

The researchers concluded 
therefore that, ‘Impaired 
brain function in the areas 
of the brain associated with 
stopping motor responses 
may contribute to the re-
petitive behaviours that are 
characteristic of OCD’.  
They further confirmed that 

Obsessive Compulsive Disorder and Brain Patterns 
Research synopsis provided by Jo Goss 

Jo Goss, Elgin, Scotland 

Page 17 Volume 1, Issue 1 

Practice Building Tip— provided by Richard Nicholls 

“If  you’re 
happy and you 
know it, tell a 

friend” 
Richard 
Nicholls 

sensitive, personal issue—
however some will do it 
anyway. 

It is human nature to want 
to help others,  and if your 
client feels you have helped 
them, why wouldn’t they  
recommend you to a friend 
or loved one? 

If you feel uncomfortable 
asking for referrals, you 
might consider a poster or 

sign which is visible from 
the therapy chair —
remember humor is a good 
bridge builder and the  
client can choose to act 
upon it or not as they feel 
appropriate. 

  

 If you have a practice  
building tip to share—email 
it to  me at  
su.ricks@nchp.org.uk 

Remember the best means 
of promoting your services 
comes about through  
clients talking to their 
friends and family about 
how therapy has helped 
them. 

Of course you would not 
overtly encourage clients to 
discuss their therapy with 
others, especially if they 
have been dealing with a 

such brain changes run in 
families, and that this sug-
gests strongly that there is 
indeed a genetic link to the 
condition. 

However, the researchers 
stress that their findings 
are not conclusive and that 
further research in this area 
is needed.  Additionally they 
stress that there is also a 
need to investigate and 
identify other contributing 
factors for OCD. 

Source: 
www.medicalnewstoday.co
m/articles/89876.php  

accessed 24/05/2009 
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take the modality further. 
We aim to have articles, 
news and views, and other 
features which you will find 
really useful.  

 

Since we have had ap-
proval from the UKCP to 
change our status from 
that of a Training Member 
Organisation, to a Training 
and Accrediting Member 
Organisation, the need to 
provide you with the best 
possible service, whether 
you are a student or alum-
nus is clear. This journal is 
one of many services we 
are rolling out over the 
next few months. We hope 
you will like them. 

 

It is a great pleasure for 
me to introduce this inau-
gural edition of the 
NCSAG E-Journal. I hope 
that you will find it of use. 
Communication is the key 
to an organisation’s suc-
cess, and since Shaun and 
I have taken over opera-
tional control of the Na-
tional College, I hope you 
will agree that we have 
kept you all in the loop as 
to what is happening in 
the greater Hypno-
Psychotherapy world. 

 

This journal is a place for 
you to expand your knowl-
edge of Hypno-
Psychotherapy as well as a 
place for you to share 
what you are doing to 

If you are interested, we 
have recently launched a 
new website just for the 
NCSAG, you can find it at 
www.hypno-
psychotherapy.net  

 

Enjoy the 
journal 

Message From The Chair—Fiona Biddle 

Fiona Biddle—Chair, NCHP Students & Alumni Guild 

Contact Information 

Members can advertise here 
using the formats detailed be-
low. The submission deadline is 
the 15th day of the month of 
publication; March, June,  
September & December. 

A standard advertisement might 
look something like this; 

 

 

 

 

Remember many of the old 
books collecting dust on 
your shelves could help new 
and future students on their 
journey into the world of 
therapy and could also help 
fund your investment in new 
publications. 

Perhaps you have a consult-
ing room which is not fully 
utilized;  offering a room 
share could help out a fellow 
therapist and spread your 
costs. 

If you are a supervisor, or 
run peer support groups in 
your area, remember to tell 
other members of SAG 
about it here—In fact if there 
is anything you would like to 
advertise which would be of 
interest to other members, 
can be added here for just a 
small administration fee. 

S.A.G Member Ads 

Classified Text Only  
Advertisements  
An ad consisting of up to 50 
words including your contact 
details will cost £5 per edition. 

Remember to include prices and 
postage / packaging where ap-
propriate as well as your contact 
information including a tele-
phone number and email ad-
dress if possible. 


