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Long term conditions in Scotland


Long term conditions, or chronic diseases, are conditions that last a year or
longer, impact on a person’s life, and may require ongoing care and support.
The definition does not relate to any one condition, care group or age
category, and can cover mental as well as physical health issues. Common
long term conditions include epilepsy, diabetes, some mental health
problems, heart disease, chronic pain, arthritis, inflammatory bowel disease,
asthma and chronic obstructive pulmonary disease (COPD), HIV.



Around 2 million people in Scotland have at least one long term condition,
and one in four adults over 16 years reported some form of long term illness,
health problem or disability, and one in five have chronic pain.



Long term conditions become more common with age. By the age of 65,
nearly two-thirds of people will have developed a long term condition. Older
people are also more likely to have more than one long term condition: 27%
of people aged 75-84 have two or more such conditions. However, more
people under the age of 65 years in Scotland have multiple long term
conditions, than the number over 65 years.



The human costs and the economic burden of long term conditions for health
and social care are profound. Sixty per cent of all deaths are attributable to
long term conditions and they account for 80% of all GP consultations.
People with long term conditions are twice as likely to be admitted to
hospital, will stay in hospital disproportionately longer and account for over
60% of hospital bed days used. Most people who need long term residential
care have complex needs from multiple long term conditions.



There are clear links between long term conditions, deprivation, lifestyle
factors and the wider determinants of health. People living with a long term
condition are likely to be more disadvantaged across a range of social
indicators, including employment, educational opportunities, home
ownership and income. Someone living in a disadvantaged area is more than
twice as likely to have a long term condition as someone living in an affluent
area, and likely to have developed multiple long term conditions 10 years
before those in affluent areas, (Mercer and Watt (2007)).



People living with long term conditions are also more likely to experience
psychological problems.
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1. Psychological Problems
Research evidence shows that people with long-term conditions are two to three
times more likely to experience mental health problems than the general
population. There is strong evidence for an association with cardiovascular diseases,
diabetes, chronic obstructive pulmonary disease (COPD) and musculoskeletal
disorders (see box below).
There is also evidence for higher than usual levels of psychological problems among
people with other conditions, including asthma, arthritis, cancer and HIV/Aids
(Chapman et al 2005; Sederer et al 2006). In addition to the relationship with
diagnosable mental health problems, there is an independent association between
physical illness and emotional distress (Delahanty et al 2007).



Depression is two to three times more common in a range of cardiovascular diseases
including cardiac disease, coronary artery disease, stroke, angina, congestive heart failure,
or following a heart attack (Fenton and Stover 2006; Benton et al 2007; Gunn et al 2010;
Welch et al 2009). Prevalence estimates vary between around 20 per cent and 50 per cent
depending on the conditions studied and the assessment approach used, but the two- to
threefold increase compared with controls is consistent across studies. Anxiety problems
are also common in cardiovascular disease (Goodwin et al 2009).



People living with diabetes are two to three times more likely to have depression than the
general population (Fenton and Stover 2006; Simon et al 2007; Vamos et al 2009). As
observed for cardiovascular disease, prevalence estimates vary but the proportionate
increase is consistent (Anderson et al 2001). There is also an independent association with
anxiety.



Mental health problems are around three times more prevalent among people with
chronic obstructive pulmonary disease than in the general population (NICE 2010). Anxiety
disorders are particularly common; for example panic disorder is up to 10 times more
prevalent than in the general population (Livermore et al 2010).



Depression is common in people with chronic musculoskeletal disorders (Sheehy et al
2006). Up to 33 per cent of women and more than 20 per cent of men with all types of
arthritis may have co-morbid depression (Theis et al 2007). For example more than one in
five people over the age of 55 with chronic arthritis of the knee have been reported to
have co-morbid depression (Sale et al (2008)).

Table from King’s Fund Publication “Long term conditions and Mental Health – the Cost of Co Morbidities” (Feb 2012)

These co morbidities are further compounded by health inequality, with those in
areas of high deprivation more likely to have multiple co morbidity, with one of
these more likely to be depression, (Mercer and Watt 2007). Mercer and Watt
(2007) found that the prevalence of probable mental health problems among people
in deprived areas of Glasgow with three or more long-term conditions was between
40 and 50 per cent.
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1.1 What are the consequences of people with physical health
conditions having co-morbid psychological problems?
1.1.1 For People with Long-term Conditions
There are three ways in which co-morbid anxiety and depression impact; by leading
to poorer clinical outcomes and prognosis, by contributing to adverse health
behaviour and poor self care, and overall lower quality of life.
Outcomes
Outcomes from cardiovascular care are poorer for patients with co-morbid mental
health problems, even after taking severity of cardiovascular disease and patient age
into account. Cardiovascular patients with depression experience 50 per cent more
acute exacerbations per year (Whooley et al 2008) and have higher mortality rates
(Katon 2003). A meta-analysis suggested that depression leads to a two- to threefold
increase in negative outcomes for people with acute coronary syndromes (Barth et al
2004). For example, one study found that depression increases mortality rates after
heart attack by 3.5 times (Lesperance et al 2002), while another found a twofold
increase in mortality after heart bypass surgery over an average follow-up period of
five years (Blumenthal et al 2003). Patients with chronic heart failure are eight times
more likely to die within 30 months if they have depression (Junger et al 2005).
People with diabetes who also have co-morbid mental health problems are at
increased risk of poorer health outcomes and premature mortality (Molosankwe et
al (2012)). For example, Katon et al (2004) reported that people with diabetes and
co-morbid depression have 36–38 per cent increased risk of all-cause mortality over
a two-year follow-up period. Co-morbid mental health problems are associated with
poorer glycaemic control, more diabetic complications and lower medication
adherence (Das-Munshi et al 2007).
Psychological problems can also have an impact on symptoms and outcomes for
people with COPD. Independent of COPD severity, co-morbid mental health
problems are associated with worse health status and breathlessness (Felker et al
2010). There is some evidence that depression increases mortality rates from COPD,
though this is not observed in all studies (Wilson 2006). Recent analysis of the United
Kingdom General Practice Research Database reported that mortality rates for
individuals with co-morbid asthma and depression were twice the level among those
with asthma alone (Walters et al 2011).
Adverse health behaviours and poorer self-care
A significant factor in the explanation for poorer clinical outcomes is that co-morbid
psychological problems can reduce a person’s ability to actively manage their own
4

physical condition, and are associated with unhealthy behaviours such as smoking.
Self-management is at the core of effective treatment for long-term conditions –
Scottish Government has put self management at the centre of the policy for the
approach to long term conditions (Self-Management Strategy for Long-term
Conditions in Scotland 2008).
Self-management can be impeded by poor mental health, which can reduce the
motivation and energy needed for self-management, and lead to poorer adherence
to treatment plans (DiMatteo et al 2000). For similar reasons psychological
problems are also associated with low attendance rates for medical appointments.
For cardiac patients, depression has been shown to increase adverse health
behaviours (e.g. physical inactivity) and decrease adherence to self-care regimens
such as smoking cessation, dietary changes and cardiac rehabilitation programmes
(Benton et al 2007; Katon 2003). One study found that adverse behaviours explained
much of the increase in cardiovascular events among depressed patients (Whooley
et al 2008).
Co-morbid psychological problems lead to greater difficulties with diabetes self-care
(Das-Munshi et al 2007) and are associated with poorer dietary control and
adherence to medication (Vamos et al 2009). Similarly, non-compliance with
medication is higher among COPD patients with depression than those without. A
review found that patients with a range of medical conditions are three times less
likely to take medications, as recommended, if they also have depression (DiMatteo
et al 2000).
Quality of life
There is evidence that quality of life for those with some co-morbid mental and
physical health problems is considerably worse compared with the quality of life for
people with two or more physical health problems. Data from the World Health
Survey (based on 245,404 participants in 60 countries, Mossavi et al 2007) reported
a lower quality of life score than for two or more long-term physical health
conditions. This suggests that the burden of mental health problems, in comparison
to the physical health conditions, is greater in terms of impact on day to day living.
There is increasing evidence that co-morbid mental health problems can exacerbate
the level of functional disability experienced by people with long-term conditions
(Molosankwe et al (2012)). One survey in Canada reported much higher risks of
functional disability in people with long-term conditions and depression compared
with people with depression or long-term conditions alone (Schmitz et al 2007).
Some studies indicate that the presence of co-morbid psychological problems can
have a greater effect on the functional status and quality of life of people with longterm conditions than the level of severity of their physical illness. For example, the
presence of depression or anxiety can have a larger impact than COPD severity on
functional status and is correlated with impaired quality of life more closely than
physiological markers such as lung function, (Yohannes et al 2010). Similarly in
cardiovascular diseases, depressive symptoms can have a bigger impact on quality of
life than severity of cardiac problems (de Jonge et al 2006).
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1.1.2 For Health Care Systems
Increased service use
Given the significant impact on prognosis, it is unsurprising that co-morbid
psychological problems also substantially increase patients’ use of health services
for their physical problems. Depression, for example, is associated with an increase
in rehospitalisation rates in cardiovascular disease – for patients with chronic heart
failure the emergency admission rates are two to three times higher (Himelhoch et
al 2004; Jiang et al 2001; Fenton and Stover 2006).
A UK survey found that people with co-morbid mental health problems and diabetes
experienced more hospital admissions and GP consultations for physical complaints
(Das-Munshi et al 2007). International studies report similar findings, for example
that the presence of mental health problems increases risk of admission by 2.8
times, causes slight increases in length of stay, and doubles the use of outpatient
services (Krein et al 2006; Vamos et al 2009).
There is also evidence of increased service use in COPD. For example, COPD patients
with co-morbid psychological problems have more than 50 per cent more acute
exacerbations per year (Laurin et al 2009), experience higher rates of hospitalisation,
and in one study spent twice as long in hospital as those without mental health
problems (Yellowlees et al 1987).
Health Service Costs
Increased service use translates into substantial additional costs. There is strong
evidence that by interacting with and exacerbating physical illnesses, co-morbid
mental health problems significantly increase the costs of providing care to people
with long-term conditions.
An analysis of USA national claims data for more than nine million people showed
that patients with long-term conditions, who were also receiving treatment for
depression or anxiety, had average monthly medical costs that were between 33 per
cent and 169 per cent higher over a range of conditions. Importantly, these costs
excluded direct expenditure on mental health services (Melek and Norris 2008).
Similarly, claims data from Colorado Access (a not-for-profit Medicaid health plan)
showed that depression was associated with increased total annual medical costs for
people with diabetes, asthma and congestive heart failure by 103 per cent, 253 per
cent and 37 per cent respectively (Thomas et al 2006).
This relationship persists in the case of people with multiple long-term conditions.
Claims data from Beacon Health Strategies for around six million people show that
costs increase with the number of long-term conditions, but for all groups the effect
of psychological problems in addition is to roughly double total medical costs.
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The association between psychological problems and higher costs could in part be
accounted for by severity of physical disease – the sickest, most expensive patients
being the most likely to experience mental health problems.
While it is true that psychological problems are more common among the more
severely ill, several studies have found that the relationship between poor mental
health and costs is broadly consistent across all levels of medical severity, and
persists after adjusting for clinical and demographic variables (Welch et al 2009;
Unutzer et al 2009). For example, for USA patients on a Medicare programme for
people with diabetes, congestive heart failure or both, depression was associated
with 48 per cent higher annual healthcare costs after adjustment (compared to 68
per cent before adjustment). The proportionate increase in costs was similar –
between 54 per cent and 81 per cent – for all quartiles of medical severity (Unutzer
et al 2009).
This finding, that the relationship persists after adjustment, suggests that the
presence of mental health problems is responsible for a significant part of the
additional health costs. Importantly, the increased cost is not accounted for by the
additional costs of the mental health treatment.
Several other international studies have found that after controlling for severity of
physical illness, co-morbid psychological problems are associated with an increase in
medical costs of at least 45 per cent. This includes increased costs from use of
primary care, A&E, pharmacy, laboratory and x-ray examinations, outpatients and
inpatients (Katon 2003).

For cardiovascular inpatients in Germany, psychiatric co-morbidity increased average length of
stay from 8.9 days to 13.2 days, with total costs increasing by 49 per cent (Hochlehnert et al
2011).
A systematic review found consistent evidence that co-morbid depression is associated with
increased costs in diabetes (Hutter et al 2010). Gilmer et al (2005) found that costs over a threeyear period were 48 per cent higher, while Simon et al (2005) found that costs over six months
were 70 per cent higher.
Ciechanowski et al (2000) found that depression increased total costs over six months by between
54 and 88 per cent, depending on severity of depressive symptoms. In each of these cases these
measurements controlled for diabetes severity and other variables.

1.2 How much do co-morbid psychological problems cost the NHS?
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Overall, the international research shows that co-morbid psychological problems are
a major determinant of overall costs, typically associated with a 45–75 per cent
increase in service costs for long-term physical health conditions. This is seen across
studies and across a range of different long-term conditions. Importantly, these
estimates are based on costs increases observed after adjusting for severity of
physical disease.
Taking these figures along with the prevalence estimates, it can be calculated that
between 12 per cent and 18 per cent of all expenditure on long-term conditions is
linked to poor psychological wellbeing. The more conservative of these figures
equates to around £1 in every £8 spent on long-term conditions.
International evidence suggests that most of this excess cost will be associated with
the most complex patients whose long-term conditions are most severe or who have
multiple co-morbidities (Unutzer et al 2009).
Wider costs
There is good evidence that people with long-term conditions and psychological
health needs are less likely to be in employment than those with physical illness
alone, and the productivity of those in employment is reduced. Studies show a clear
interaction between mental and physical health status on employment, for example
people with severe diabetic complications and poor psychological health show high
levels of work disability (Von Korff et al 2005).
In a USA study employees with a medical condition and depression took twice as
many sickness absence days as those without a co-morbid mental health problem
(Druss et al 2000).

1.3. Can providing psychological care help?
There is growing evidence to suggest that supporting the psychological health needs
of people with long-term conditions more effectively can lead to improvements in
both mental and physical health. For example, addressing the psychological needs of
people with diabetes can improve clinical outcomes, quality of life, relationships with
health care professionals and carers, dietary control and overall prognosis (NHS
Diabetes and Diabetes UK 2010; Alum et al 2008). It can also reduce the excess costs
associated with co-morbidity.
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Integrating psychological
programmes

approaches

into

chronic

disease

management

For those identified as having symptoms of poor mental health, standard
interventions such as antidepressants or cognitive behavioural therapy (CBT) can be
effective (Fenton and Stover 2006; Yohannes et al 2010, Ciechanowski et al 2000).
This can lead to reduced use of other services. For example, recent research in the
United Kingdom found that referral to psychological therapy was associated with
reduced emergency department attendance (de Lusigman et al 2011), while a metaanalysis found that psychological interventions in hospitals and other settings
reduced length of stay by 2.5 days and overall health care costs per patient by
about 20 per cent (Chiles et al 1999). All of which are important standards in the
suite of Scottish Government HEAT targets.
However, treating a co-morbid mental health problem by itself does not always
translate into improved physical symptoms or lower mortality from physical illness
(Cimpean and Drake 2011; Benton et al 2007; Perez-Parada 2011). More significant
effects can be gained by integrating treatment for psychological and physical
health needs, rather than overlaying psychological interventions on top of existing
treatment protocols.
A growing evidence base suggests that more integrated ways of working, with
collaboration between psychologists and other professionals, offer the best chance
of improving outcomes for both psychological and physical conditions (Fenton and
Stover 2006; Yohannes et al 2010). There is also evidence that the costs of including
psychological initiatives within disease management or rehabilitation programmes
can be more than outweighed by the savings arising from improved physical health
and decreased service use (Howard et al 2010; Moore et al 2007), (see box below).
These forms of integrated treatment can exploit the interplay between mental and
physical health care – for example the commonality that exists between behavioural
treatments for depression and self-management approaches for long-term
conditions (Egede and Ellis 2010), and avoid the tensions between different
treatments. Without this there is a risk that treatments for one disease may worsen
a co-morbid condition; e.g. use of some psychotropic medications can lead to
significant weight gain and further cardio metabolic complications.
Despite the evidence supporting their use, integrated approaches remain the
exception rather than the norm. The British Heart Foundation’s 2011 National Audit
of Cardiac Rehabilitation indicates that 42 per cent of cardiac patients are currently
provided with rehabilitation, and only 16 per cent of these programmes have a
psychological component, despite 31 per cent of patients experiencing significant
anxiety problems and 19 per cent having depression (British Heart Foundation 2011).
The Audit Scotland (2012) Report on Cardiology Services stated that, “it is not clear
that all patients who would benefit from cardiac rehabilitation are receiving it”.
Examples of integrating psychological support into chronic disease management
frameworks are outlined below:-
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The impact of pulmonary rehabilitation programmes for COPD can be increased by
adding a psychological component, improving completion rates and reducing readmission for COPD (Abell et al 2008). Tailored CBT packages delivered by a CBTtrained respiratory nurse can reduce anxiety in COPD, improving self-management
and reducing exacerbations and unnecessary admissions (NICE 2009).



Psycho-educational interventions have been shown to be effective in reducing angina
frequency and medication use (McGillon et al 2008).



CBT-based interventions can improve treatment adherence, psychosocial adjustment,
coping skills and quality of life for people with co-morbid long-term conditions, as
well as reducing use of health care services (Thompson et al 2011; Spurgeon et al
2005).

Impact of Psychological Interventions on Treatment Cost
McDaid (2011) assessed the economic case for investing in six months of
collaborative care in England for patients with newly diagnosed cases of Type II
diabetes who screen positive for depression, compared with care as usual. The
analysis assumed that 20% of patients under collaborative care would receive CBT,
compared with 15%of the usual care group. Existing data on the cost effectiveness of
CBT were used to estimate the impact on health care and productivity losses.
Using a lower 13% rate of co-morbid diabetes and depression, total net costs in year
1 would be more than £4.5m, while net savings in year 2 would be more than
£450,000. These estimates of the potential benefits are, however, conservative. The
model does not factor in productivity losses due to premature mortality, nor further
quality of life gains associated with avoidance of the complications of diabetes, such
as amputations, heart disease and renal failure.
McDaid concluded that the intervention is cost effective in an English context after
two years, but has high net additional costs in the short term due to implementation
costs. Including a psychological component in a breathlessness clinic for COPD in
Hillingdon Hospital led to 1.17 fewer A&E presentations and 1.93 fewer hospital bed
days per person in the six months after intervention (Howard et al 2010). This
translated into savings of £837 per person – around four times the upfront cost.
In the year following a CBT-based condition management programme for angina,
patients needed 33 per cent fewer hospital admissions – saving £1,337 per person
(Moore et al 2007).
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Support for self-management
Co-morbid mental health problems can reduce the ability and motivation to selfmanage, and people with these forms of co-morbidities may need particular support
if they are to do so effectively. Recent evidence indicates that people with co-morbid
mental health problems can gain particularly large benefits from inclusion in selfmanagement support programmes, suggesting that they should be targets for
referral (Harrison et al 2011). Peer support may also play an important role in
empowering people with co-morbid mental health problems to manage their own
condition.
Integrating mental well-being into primary care
Improving support for the mental well-being and psychological aspects of physical
illness cannot reasonably mean treating a large number of additional people within
specialist psychology services.
Primary care is a key area where steps to improve the psychological wellbeing of
individuals with long-term conditions can be initiated. It is also the main source of
formal support for those individuals identified as having mental health problems –
only 10 per cent receive a referral to specialist mental health services.
There is a strong argument for much closer working between psychology specialists
and primary care. Enhanced forms of primary care provision, with closer input from
mental health specialists where necessary, offer the potential to support patients’
multiple needs in a more integrated way.
An example of this in Scotland was the 2008 – 2011 Living Better Project where the
research suggested that providing training and support around psychosocial issues to
the primary care team was a key factor in improving support for people with long
term conditions.

2. Medically Unexplained Symptoms
Medically unexplained symptoms (MUS) are physical symptoms
that have no currently known physical pathological cause. They constitute a
clinically, conceptually and emotionally difficult area to tackle, with clinical
presentations varying greatly, from people who regularly attend GP surgeries
with minor symptoms to people with chronic fatigue who are bed-bound.
MUS are common, accounting for as many as one in five new consultations in
primary care. The unexplained symptoms can cause
significant distress to the patient and, in some circumstances, impair functioning.
The majority of MUS, such as pain, irritable bowel syndrome and fatigue, have no
obvious cause and often do not require active medical intervention. However,
studies have shown that between 20 and 30 percent of consultations in primary
care are with people who are experiencing MUS and have no clear diagnosis. It is
estimated that this rises to an average of 52% in secondary care where a
substantial proportion of resources are used by frequent attenders whose
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symptoms remain unexplained. The clinical demands of MUS may be
exacerbated by the fact that an estimated 60% of patients with MUS have a comorbid diagnosed LTC found to have organic pathology, quite frequently
manifesting as chronic pain and fatigue.
Up to 70% of people suffering with MUS will also suffer from depression and/or
anxiety disorders. In particular, it has been suggested that people with MUS may
be three times more likely than those with medically explained symptoms to
have current anxiety, depression or panic, and almost four times as likely to
experience two of these psychological conditions concurrently (Burton et al
2011). Despite this, literature suggests that only about a half of those with MUS
and depression receive minimum effective therapy (Burton et al 2011). This is of
significance because these psychological problems are detectable and treatable,
irrespective of the explanation for the physical symptoms. Traditional mental
health services have not been successful in engaging with patients who
experience MUS, as patients do not perceive their condition to be related to their
mental health and indeed may feel that their symptoms are being rejected
should their it be suggested that they have anxiety or depression (Salmon et al,
1999).
Those experiencing MUS have been found to have:
• 50% more consultations;
• 50% more healthcare costs; and
• 33% more hospitalisations.
Presentation with MUS is associated with twice the standardised mortality ratio
for cancer, accidents and suicide. MUS is sometimes associated with serious
mental illness such as severe depression with high suicide risk. Therefore, it is
important that people experiencing MUS are carefully assessed and offered
appropriate treatment wherever possible.
(Ref - Improving Access to Psychological Therapies: Medically Unexplained
Symptoms Positive Practice guide).
Should we be concerned?
“These patients are not going away, they will keep coming back!”
Interventions in MUS are about harm reduction . Evidence supports that the more
often patients are referred and investigated; the more difficult it becomes to help
them. Repeat investigations entrench anxiety and help seeking behaviour and the
resulting treatments can cause damage to healthy organs. “Over investigation,
inappropriate information and advice given to patients and inappropriate
prescription of medication were associated with (MUS)… (Kouyanou et al 1997,
1998), suggesting that these ‘iatrogenic’ factors may contribute to the intractable
nature of some MUS.”, (Reid et al. 2002). Indeed, it is possible that the numerous
diagnostic examinations and medical interventions provided to people with MUS,
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despite evidence of underlying organic disease, may cause somatic fixation as well as
iatrogenic harm (Burbaum et al, 2010).

2.1 MUS is Expensive
In a study undertaken within the London deanery (Commissioning Support for
London: Medically Unexplained symptoms – Project Implementation Report, March
2011), it emerged that the total cost of 227 patients, from three separate GP
practices over a 24 month period, was £31 million. This equates to a cost of £42k per
month. £307k of this total cost is in GP time alone. The 227 patients had 8,990 GP
contacts which equates to a cost of £13k per month.
Patients with severe MUS account for approximately 1% of each GP practice’s
population. Across London, this would equate to a spend in excess of £100m per
annum.
A Scottish primary care study suggested that MUS may account for 30% of new
referrals to medical specialists (Burton et al, 2009; 2011). In particular, patients with
MUS repeatedly referred to secondary care for MUS had a mean of 4.9 referrals
(range 3-13) and subsequent episodes of secondary care use in a five-year period
(Burton et al, 2012). When compared to those with medically explained symptoms,
those with MUS had greater inpatient (£3837), outpatient (£957) and A&E (£112)
costs, and were more likely to incur higher costs associated with specific
investigations as estimated per patient across a five-year period (Burton et al, 2012).
In 2003 the Scottish Neurological Symptoms Study (SNSS), a nationwide study of
3,781 patients, defined the size, extent and cost of Functional Neurological
Symptoms. Around one third of new outpatients attending neurology clinics had
symptoms rated as ‘not at all’ or only ‘somewhat’ explained by disease. This includes
patients with functional neurological symptoms who made up 1 in 10 of all new
outpatients. Scottish Neurological Symptoms Study data linked to SMR data indicates
that neurologists in Scotland are diagnosing functional neurological symptoms in at
least 5,000 people per year. Patients with symptoms ‘not at all explained by disease’
reported the same disability, but more distress than patients whose symptoms were
‘completely explained by disease’.
The Scottish Neurological Symptoms Study found that 27% of patients with
symptoms unexplained by disease were not working for health reasons, incurring
high social costs as well as a high consumption of healthcare, estimated as
approximately:




£1.3 million per year for outpatients
£6.01 million for inpatients (including 13,887 bed days)
£4.01 million for primary care.

13

2.2 What can be done?
Several randomized controlled trials demonstrate the effectiveness of psychological
therapies for people with MUS, Kroenke (2007); Allen, Escobar et al (2006), and
Woolfolk and Allen (2007). Studies also show the benefits of psychological
interventions as part of the clinical service for people with MUS, Creed, Henningsen
and Fink (2011). Several studies have show positive benefits of psychological
interventions specifically with Functional Neurological Symptoms: - Goldstein,
Chalder, Chigwedere et al (2010); Sharpe, Walker, Williams et al (2011).
CBT provided alongside anti-depressant medication and patient-centred
communication may improve mental functioning, reduce somatisation, and reduce
pain and use of addictive medicines. It may also be associated with increased
satisfaction with doctor-patient relationships (Smith et al, 2006).
The NICE guidelines for the treatment of chronic fatigue syndrome, recommend
using CBT, which (NICE, 2007):
 Acknowledges and validates the person’s symptoms and condition,
 Explains the relationship between thoughts, feelings, behaviour and
symptoms,
 Develops a supportive and collaborative therapeutic relationship,
 Develops a shared formulation and understanding,
 Identifies perpetuating factors.
Treatment of MUS addressing similar concepts, in general, may be worthwhile.
A meta-analysis of the impact of CBT and graded exercise in those with chronic
fatigue, noted that both seem equally effective, but that CBT may be more effective
in those presenting with co-morbid anxiety and depression (Castell et al 2011).
CBT-based interventions focusing on MUS within primary care have reported some
benefit. However, their long-term impact is unclear (Martin et al, 2007; Escobar et
al, 2007; Kennedy et al, 2005).
Numerous approaches to enabling self-management within MUS populations have
been suggested, including patient education, reattribution and cognitive-behavioural
therapy (CBT). The evidence suggests that targeting perpetuating factors may lead
to symptom reduction (Deary et al, 2011). However, the underlying mechanisms are
unclear.
Reattribution, a patient-centred, structured cognitive intervention designed to
enable the consideration of linkages between physical symptoms and psychological
issues in order to alter unhelpful attributions and enable patients to broaden their
attributions, may reduce symptoms of anxiety and depression and healthcare costs
associated with MUS, while at the same time improving physical functioning and
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satisfaction with treatment (Morriss et al, 2006). Primary care healthcare costs per
patient with MUS may reduce by as much as 55.9%, following GP training in
reattribution (albeit this figure is based on research carried out in 1995) (Morriss et
al 1999). However, there is evidence to suggest that reattribution may be no more
effective than treatment as usual(Larisch et al, 2004; Morriss et al, 2006).
Educational interventions (information about the physical and psychological effects
of physical de-conditioning and the role of predisposing and perpetuating
psychosocial factors) combined with graded exercise for patients with chronic
fatigue syndrome (Powell et al, 2001; Powell et al, 2004) resulted in improved
physical functioning and less fatigue (Powell et al, 2001).
2.3 Economic Benefits
CBT and MUS
McDaid, Park and Parsonage (2011) modelled the impact on costs, in England, of a
CBT intervention for adults presenting to their GPs with MUS over a three year
period. The economic analysis looked at the costs to the health care system and the
impact on productivity as a result of somatoform related sickness absence from
work.
The results showed that the impact on net costs and the cost per QALY gained. When
all patients with somatoform conditions (sub-threshold and full disorders) receive
CBT, and e-learning is used to increase GP awareness, the model shows an overall
saving of £639m over three years, nearly all of which is accounted for by reduced
sickness absence.
The impact on the NHS is broadly cost neutral. If the more costly option of face to
face GP training is used, net NHS costs increase by £143m, but the cost per QALY
gained is only £3,402 which would be considered highly cost effective. CBT for all
somatoform conditions with face to face GP learning would start to be cost saving in
year 3. The analysis also demonstrated the higher returns available when the
intervention is targeted solely on patients with full somatoform disorders. In this
scenario, the model shows that the net impact of the intervention is cost saving to
the NHS after two years.
While the economic case for CBT is most compelling if resources are targeted at
those with full somatoform disorders, the case for also tackling sub threshold
conditions is strong. McDaid concludes that all models are likely to be cost saving in
the long term.
Functional Neurological Symptoms
When appropriate explanation and treatment are made for Functional Neurologuical
Symptoms within neurology services, substantial cost savings may be made. A study
of 260 patients with non-epileptic attacks in Glasgow demonstrated that 50% of
patients were using emergency services on a regular basis before diagnosis, after
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diagnosis that figure dropped to 18%. Another study of patients with non-epileptic
attacks found that in the 6 months after diagnosis, total seizure related medical costs
dropped by 84%.

3. Summary
The evidence reviewed suggests that psychological problems account for a
considerable proportion of the disease burden of both long term conditions and
medically unexplained physical symptoms.
The additional costs are associated in the main with increased medical treatment,
length of stay in hospital, additional medical consultations and pharmacological
costs. This is independent of costs associated with treating any psychological
problems.
Worryingly co morbid psychological problems impede people’s ability to self manage
their conditions and is associated with increased mortality.
Psychological interventions have been shown to improve co morbid anxiety and
depression particularly where such treatments can be integrated into the overall
treatment for the LTC/ MUS addition such treatments have been shown to have true
economic benefits for both threshold and sub threshold psychological problems.
Taken together the evidence for positive clinical outcomes and economic benefits of
treatment suggest that addressing psychological problems should be a core, and
where possible integrated, part of the treatment of both Long Term Conditions and
Medically Unexplained Symptoms.

Marie Claire Shankland
Deirdre Holly
July 2015

16

References
Abell, F., Potter, C., Purcell, S., Broomfield, H., Griffin, M., Restrick, L., . . . Stern, M. (2008). The effect of including
a clinical psychologist in pulmonary rehabilitation on completion rates and hospital resource utilisation in
chronic obstructive pulmonary disease. British Thoracic Society Winter Meeting 2008, 63(Suppl. VII, P47)
A93-A94.

Alam, R., Sturt, J., Lall, R., & Winkley, K. (2009). An updated meta-analysis to assess the effectiveness of
psychological interventions delivered by psychological specialists and generalist clinicians on glycaemic
control and on psychological status. Patient Education and Counselling, 75(1), 23-36.

Allen, L. A., Woolfolf, R. A., Escobar, J. L., Garra, M. A., & Hamer, R. M. (2006). Cognitive -behavioural therapy for
somatization disorder: A randomized controlled trial. Archives of Internal Medicine, 166(14), 1512-1518.

Anderson, R. J., Freedland, K. E., Clouse, R. E., & Lustman, P. J. (2001). The prevalence of comorbid depression in
adults with diabetes: A meta-analysis. Diabetes Care, 24(6), 1069-1078.

Barnett, K., Mercer, S. W., Norbury, M., Watt, G., Wyke, S., & Guthrie, B. (2012). Epidemiology of multimorbidity
and implications for health care, research, and medical education: A cross-sectional study. The Lancet,
380(9836), 37-43.

Barth, J., Schumacher, M., & Herrmann-Lingen, C. (2004). Depression as a risk factor for mortality in patients with
coronary heart disease: A meta-analysis. Psychosomatic Medicine, 66(6), 802-813.

Beacon Health Strategies. (2011). Introduction to beacon health strategies. Unpublished slide pack.

Benton, T., Staab, J., & Evans, D. L. (2007). Medical co-morbidity in depressive disorders. Annals of Clinical
Psychiatry, 19(4), 289-303.

Blumenthal, J. A., Lett, H. S., Babyak, M. A., White, W., Smith, P. K., Mark, D. B., . . . NORG Investigators. (2003).
Depression as a risk factor for mortality after coronary artery bypass surgery. The Lancet, 362(9384), 604609.

17

British Heart Foundation. (2011). The national audit of cardiac rehabilitation. Annual statistical report 2011.
London: British Heart Foundation.

Burbaum, C., Stresing, A. M., Fritzsche, K., Auer, P., Wirsching, M., & Lucius-Hoene, G. (2010). Medically
unexplained symptoms as a threat to patients' identity? A conversation analysis of patients' reactions to
psychosomatic

attributions.

Patient

Education

and

Counseling,

79(2),

207-217.

doi:10.1016/j.pec.2009.09.043; 10.1016/j.pec.2009.09.043

Burton, C., McGorm, K., Richardson, G., Weller, D., & Sharpe, M. (2012). Healthcare costs incurred by patients
repeatedly referred to secondary medical care with medically unexplained symptoms: A cost of illness
study. Journal of Psychosomatic Research, 72(3), 242-247. doi:10.1016/j.jpsychores.2011.12.009;
10.1016/j.jpsychores.2011.12.009

Burton, C., McGorm, K., Weller, D., & Sharpe, M. (2011). Depression and anxiety in patients repeatedly referred
to secondary care with medically unexplained symptoms: A case-control study. Psychological Medicine,
41(3), 555-563. doi:10.1017/S0033291710001017; 10.1017/S0033291710001017

Burton, C., Weller, D., & Sharpe, M. (2009). Functional somatic symptoms and psychological states: An electronic
diary

study.

Psychosomatic

Medicine,

71(1),

77-83.

doi:10.1097/PSY.0b013e31818f2acb;

10.1097/PSY.0b013e31818f2acb

Carson, A., & Sharpe, M. (2005). Scottish neurological symptoms study. Edinburgh: University of Edinburgh.

Castell, B. D., Kazantzis, N., & Moss-Morris, R. E. (2011). Cognitive behavioral therapy and graded exercise for
chronic fatigue syndrome: A meta-analysis. Clinical Psychology: Science and Practice, 18(4), 311-324.
doi:10.1111/j.1468-2850.2011.01262.x

Chapman, D. P., Perry, G. S., & Strine, T. W. (2005). The vital link between chronic disease and depressive
disorders.

Preventing

Chronic

Disease,

2(1).

Retrieved

from

http://www.cdc.gov/pcd/issues/2005/jan/04_0066.htm.

Chiles, J. A., Lambert, M. J., & Hatch, A. L. (1999). The impact of psychological interventions on medical cost
offset: A meta-analytic review. Clinical Psychology: Science and Practice, 6(2), 204-220.

18

Ciechanowski, P. S., Katon, W. T., & Russo, J. E. (2000). Depression and diabetes: Impact of depressive symptoms
on adherence, function and costs. Archives of Internal Medicine, 160(21), 3278-3285.

Cimpean, D., & Drake, R. E. (2011). Treating co-morbid medical conditions and anxiety/ depression. Epidemiology
and Psychiatric Science, 20(2), 141-150.

Commissioning Support for London. (2011). Medically unexplained symptoms (MUS): Project implementation
report. London: Commissioning Support for London.

Creed, F., Henningsen, P., & Fink, P. (Eds.). (2011). Medically unexplained symptoms, somatisations and bodily
distress: Developing better clinical services. Cambridge: Cambridge University Press.

Das-Munshi, J., Stewart, R., Ismail, K., Bebbington, P. E., Jenkins, R., & Prince, M. J. (2007). Diabetes, common
mental disorders, and disability: Findings from the UK national psychiatric morbidity survey. Psychosomatic
Medicine, 69(6), 543-550.

Deary, V., Chalder, T., & Sharpe, M. (2007). The cognitive behavioural model of medically unexplained symptoms:
A

theoretical

and

empirical

review.

Clinical

Psychology

Review,

27(7),

781-797.

doi:10.1016/j.cpr.2007.07.002

de Jong, P., Spijkerman, T. A., van den Brink, R. H., & Ormel, J. (2006). Depression after myocardial infarction is a
risk factor for declining health related quality of life and increased disability and cardiac complaints at 12
months. Heart, 92(1), 32-39.

Delahanty, L. M., Grant, R. W., Wittenberg, E., Bosch, J. L., Wexler, D. J., Cagliero, E., & Meigs, J. B. (2007).
Association of diabetes-related emotional distress with diabetes treatment in primary care patients with
type 2 diabetes. Diabetic Medicine, 24(1), 48-54.

Department of Health. (2008). Medically unexplained symptoms: Positive practice guide. London: Department of
Health.

Department of Health. (2010). Improving the health and well-being of people with long term conditions: World
class services for people with long term conditions - information for commissioners. Leeds: Department of
Health.

19

Department of Health. (2011). No health without mental health: A cross-government mental health outcomes
strategy for people of all ages. Supporting document – the economic case for improving efficiency and
quality in mental health. London: Department of Health.

DiMatteo, M. R., Lepper, H. S., & Croghan, T. W. (2000). Depression is a risk factor for non-compliance with
medical treatment: Meta-analysis of the effects of anxiety and depression on patient adherence. Archives
of Internal Medicine, 160(14), 2101-2107.

Druss, B. G., Rosenheck, R. A., & Sledge, W. H. (2000). Health and disability costs of depressive illness in a major
U.S. corporation. American Journal of Psychiatry, 157(8), 1274-1278.

Egede, L. E., & Ellis, C. (2010). Diabetes and depression: Global perspectives. Diabetes Research and Clinical
Practice, 87(3), 302-312.

Escobar, J. I., Gara, M. A., Diaz-Martinez, A. M., Interian, A., Warman, M., Allen, L. A., . . . Rodgers, D. (2007).
Effectiveness of a time-limited cognitive behavior therapy type intervention among primary care patients
with medically unexplained symptoms. Annals of Family Medicine, 5(4), 328-335. doi:5/4/328 [pii]

Felker, B., Bush, K. R., Harel, O., Shofer, J. B., Shores, M. M., & Au, D. H. (2010). Added burden of mental disorders
on health status among patients with chronic obstructive pulmonary disease. Primary Care Companion to
the Journal of Clinical Psychiatry, 12(4) doi:10.4088/PCC.09m00858gry

Fenton, W. S., & Stover, E. S. (2006). Mood disorders: Cardiovascular and diabetes comorbidity. Current Opinion
in Psychiatry, 19(4), 421-427.

Gilmer, T. P., O'Connor, P. J., Rush, W. A., Crain, A. L., Whitebird, R. R., Hanson, A. M., & Solberg, L. I. (2005).
Predictors of health care cost in adults with diabetes. Diabetes Care, 28(1), 59-64.

Goldstein, L. H., Chalder, T., Chigwedere, C., Khondoker, M. R., Moriarty, J., Toone, B. K., & Mellers, J. D. (2010).
Cognitive-behavioral therapy for psychogenic nonepileptic seizures: A pilot RCT. Neurology, 74(24), 19861994.

Goodwin, R. D., Davidson, K. W., & Keyes, K. (2009). Mental disorders and cardiovascular disease among adults in
the United States. Journal of Psychiatric Research, 43(3), 239-246.

20

Gunn, J. M., Ayton, D. R., Densley, K., Pallant, J. F., Chondros, P., Herrman, H. E., & Dowrick, C. F. (2012). The
association between chronic illness, multimorbidity and depressive symptoms in an Australian primary care
cohort. Social Psychiatry and Psychiatric Epidemiology, 47(2), 175-184.

Harrison, M., Reeves, D., Harkness, E., Valderas, J., Kennedy, A., Rogers, A., . . . Bower, P. (2012). A secondary
analysis of the moderating effects of depression and multimorbidity on the effectiveness of a chronic
disease self-management programme. Patient Education and Counselling, 87(1), 67-73.

Himelhoch, S., Lehman, A., Kreyenbuhl, J., Daumit, G., Brown, C., & Dixon, L. (2004). Prevalence of chronic
obstructive pulmonary disease among those with serious mental illness. American Journal of Psychiatry,
161(12), 2317-2319.

Hochlehnert, A., Niehoff, D., Wild, B., Junger, J., Herzog, W., & Lowe, B. (2011). Psychiatric comorbidity in
cardiovascular inpatients: Costs, net gain, and length of hospitalization. Journal of Psychosomatic Research,
70(2), 135-139.

Howard, C., Dupont, S., Haselden, B., Lynch, J., & Wills, P. (2010). The effectiveness of a group cognitivebehavioural breathlessness intervention on health status, mood and hospital admissions in elderly patients
with chronic obstructive pulmonary disease. Psychology, Health and Medicine, 15(4), 371-385.

Hutter, N., Schnurr, A., & Baumeister, H. (2010). Healthcare costs in patients with diabetes mellitus and comorbid
mental disorders - a systematic review. Diabetologia, 53(12), 2470-2479.

Jiang, W., Alexander, J., Christopher, E., Kuchibhatla, M., Gaulden, L. H., Cuffe, M. S., . . . O'Connor, C. M. (2001).
Relationship of depression to increased risk of mortality and rehospitalization in patients with congestive
heart failure. Archives of Internal Medicine, 161(15), 1849-1856.

Junger, J., Schellberg, D., Muller_Tasch, T., Raupp, G., Zuqck, C., Haunstetter, A., . . . Haass, M. (2005). Depression
increasingly predicts mortality in the course of congestive heart failure. European Journal of Heart Failure,
7(2), 261-267.

Katon, W. J. (2003). Clinical and health services relationships between major depression, depressive symptoms,
and general medical illness. Biological Psychiatry, 54(3), 216-226.

21

Katon, W. J., Von Korff, M., Lin, E. H., Simon, G., Ludman, E., Russo, J., . . . Bush, T. (2004). The pathways study: A
randomized trial of collaborative care in patients with diabetes and depression. Archives of General
Psychiatry, 61(10), 1042-1049.

Kennedy, T. M., Chalder, T., McCrone, P., Darnley, S., Knapp, M., Jones, R. H., & Wessely, S. (2006). Cognitive
behavioural therapy in addition to antispasmodic therapy for irritable bowel syndrome in primary care:
Randomised controlled trial. Health Technology Assessment (Winchester, England), 10(19), iii-iv, ix-x, 1-67.

King, D., Molosankwe, I., & McDaid, D. (2011). Collaborative care for depression in individuals with type II
diabetes. In M. Knapp, D. McDaid & M. Parsonage (Eds.), Mental health promotion and mental illness
prevention: The economic case. (pp. 31-32). London: Department of Health.

Kouyanou, K., Pither, C. E., Rabe-Hesketh, S., & Wessely, S. (1998). A comparative study of iatrogenesis,
medication abuse, and psychiatric morbidity in chronic pain patients with and without medically
unexplained symptoms. Pain, 76(3), 417-426.

Kouyanou, K., Pither, C. E., & Wessely, S. (1997). Iatrogenic factors and chronic pain. Psychosomatic Medicine,
59(6), 597-604.

Krein, S. L., Bingham, C. R., McCarthy, J. F., Mitchinson, A., Payes, J., & Valenstein, M. (2006). Diabetes treatment
among VA patients with comorbid serious mental illness. Psychiatric Services, 57(7), 1016-1021.

Kroenke, K. (2007). Efficacy of treatment for somatoform disorders: A review of randomized controlled trials.
Psychosomatic Medicine, 69(9), 881-888.

Larisch, A., Schweickhardt, A., Wirsching, M., & Fritzsche, K. (2004). Psychosocial interventions for somatizing
patients by the general practitioner: A randomized controlled trial. Journal of Psychosomatic Research,
57(6), 507-14; discussion 515-6. doi:10.1016/j.jpsychores.2004.04.372

Laurin, C., Labrecque, M., Dupuis, G., Bacon, S. L., Cartier, A., & Lavoie, K. L. (2009). Chronic obstructive
pulmonary disease patient with psychiatric disorders are at greater risk of exacerbations. Psychosomatic
Medicine, 71(6), 667-674.

22

Lesperance, F., Frasure-Smith, N., Talajic, M., & Bourassa, M. G. (2002). Five-year risk of cardiac mortality in
relation to initial severity and one-year changes in depression symptoms after myocardial infarction.
Circulation, 105(9), 1049-1053.

Livermore, N., Sharpe, L., & McKenzie, D. (2010). Panic attacks and panic disorder in chronic obstructive
pulmonary disease: A cognitive behavioural perspective. Respiratory Medicine, 104(9), 1246-1253.

Martin, A., Rauh, E., Fichter, M., & Rief, W. (2007). A one-session treatment for patients suffering from medically
unexplained symptoms in primary care: A randomized clinical trial. Psychosomatics, 48(4), 294-303.
doi:10.1176/appi.psy.48.4.294

Maslow, K. (2004). Dementia and serious coexisting medical conditions: A double whammy. The Nursing Clinics of
North America, 39(3), 561-579.

McDaid, D., Park, A., & Parsonage, M. (2011). Making the economic case for tackling somatoform disorders.
Psychiatrische Praxis, 38(S01.S13_2_EC). doi:10.1055/s-0031-1277800

Melek, S., & Norris, D. (2008). Chronic conditions and comorbid psychological disorders. Seattle: Milliman.

Mercer, S. W., & Watt, G. C. M. (2007). The inverse care law: Clinical primary encounters in deprived and affluent
areas of Scotland. Annals of Family Medicine, 5(6), 503-510.

Molosankwe, I., Patel, A., Jose Gagliardino, J., Knapp, M., & McDaid, D. (2012). Economic aspects of the
association between diabetes and depression: A systematic review. Journal of Affective Disorders,
142(Suppl.S42-55).

Moore, R. K., Groves, D. G., Bridson, J. D., Grayson, A. D., Wong, H., Leach, A., . . . Chester, M. R. (2007). A brief
cognitive-behavioural intervention reduces hospital admissions in refractory angina patients. Journal of
Pain and Symptom Management, 33(3), 310-316.

Morriss, R., Dowrick, C., Salmon, P., Peters, S., Rogers, A., Dunn, G., . . . Gask, L. (2006). Turning theory into
practice: Rationale, feasibility and external validity of an exploratory randomized controlled trial of training
family practitioners in reattribution to manage patients with medically unexplained symptoms (the MUST).
General Hospital Psychiatry, 28(4), 343-351. doi:10.1016/j.genhosppsych.2006.03.012

23

Moussavi, S., Chatterji, S., Verdes, E., Tandon, A., Patel, V., & Ustun, B. (2007). Depression, chronic diseases, and
decrements in health: Results from the world health surveys. Lancet, 370(9590), 851-858.

National Institute for Health and Care Excellence. (2006). Computerised cognitive behavioural therapy for
depression and anxiety: Review of technology appraisal 51. (NICE technology appraisal guidance (TA97)).
Manchester: National Institute for Health and Clinical Excellence.

National Institute for Health and Clinical Excellence. (2007). NICE guideline 53: Chronic fatigue syndrome/Myalgic
encephalomyelitis National Institute for Health and Clinical Excellence.

National Institute for Health and Care Excellence. (2009). Depression in adults with a chronic physical health
problem: Treatment and management. (Nice Guidelines (CG91)). Manchester: National Institute for Health
and Clinical Excellence.

Naylor, C., Parsonage, M., McDaid, D., Knapp, M., Fossey, M., & Galea, A. (2012). Long-term conditions and
mental health: The cost of co-morbidities. London: The King's Fund and Centre for Mental Health.

NHS Diabetes, & Diabetes UK. (2010). Emotional and psychological support and care in diabetes. London:
Diabetes UK.

Perez-Parada, J. (2011). Depression and cardiovascular disease: The need for improved case definition. Bulletin of
Clinical Psychopharmacology, 21(1), 7-10.

Powell, P., Bentall, R. P., Nye, F. J., & Edwards, R. H. (2001). Randomised controlled trial of patient education to
encourage graded exercise in chronic fatigue syndrome. BMJ (Clinical Research Ed.), 322(7283), 387-390.

Powell, P., Bentall, R. P., Nye, F. J., & Edwards, R. H. (2004). Patient education to encourage graded exercise in
chronic fatigue syndrome. 2-year follow-up of randomised controlled trial. The British Journal of Psychiatry
: The Journal of Mental Science, 184, 142-146.

Reid, S., Whooley, D., Crayford, T., & Hotopf, M. (2001). Medically unexplained symptoms—GPs' attitudes
towards their cause and management doi:10.1093/fampra/18.5.519

24

Reid, S., Wessely, S., Crayford, T., & Hotopf, M. (2002). Frequent attenders with medically unexplained
symptoms: Service use and cost in secondary care. British Journal of Psychiatry, 180, 248-253.

Sale, J. E., Gignac, M., & Hawker, G. (2008). The relationship between disease symptoms, life events, coping and
treatment, and depression among older adults with osteoarthritis. Journal of Rheumatology, 35(2), 335342.

Salmon, P., Peters, S., & Stanley, I. (1999). Patients' perceptions of medical explanations for somatisation
disorders: Qualitative analysis. BMJ (Clinical Research Ed.), 318(7180), 372-376.

Schmitz, N., Wang, J., Malla, A., & Lesage, A. (2007). Joint effect of depression and chronic conditions on
disability: Results from a population-based study. Psychosomatic Medicine, 69(4), 332-338.

Sederer, L. I., Silver, L., McVeigh, K. H., & Levy, J. (2006). Integrating care for medical and mental illness.
Preventing Chronic Disease, 3(2). Retrieved from http://www.cdc.gov/pcd/issues/2006/apr/05_0214.htm.

Sharpe, M., Walker, J., Williams, C., Stone, J., Cavanagh, J., Murray, G., . . . Carson, A. (2011). Guided self-help for
functional (psychogenic) symptoms: A randomized controlled efficacy trial. Neurology, 77(6), 564-572.

Sheehy, C., Murphy, E., & Barry, M. (2006). Depression in rheumatoid arthritis - underscoring the problem.
Rheumatology, 45(11), 1325-1327.

Simon, G. E., Katon, W. J., Lin, E. H., Ludman, E., Von Korff, M., Ciechanowski, P., & Young, B. A. (2005). Diabetes
complications and depression as predictors of health service costs. General Hospital Psychiatry, 27(5), 344351.

Simon, G. E., Katon, W. J., Lin, E. H., Rutter, C., Manning, W. G., Von Korff, M., . . . Young, B. A. (2007). Costeffectiveness of systematic depression treatment among people with diabetes mellitus. Archives of General
Psychiatry, 64(1), 65-72.

Spurgeon, P., Hicks, C., Barwell, F., Walton, I., & Spurgeon, T. (2005). Counselling in primary care: A study of the
psychological impact and cost benefits for four chronic conditions. European Journal of Psychotherapy and
Counselling, 7(4), 269-290.

25

Theis, K. a., Helmick, C. G., & Hootman, J. M. (2007). Arthritis burden and impact are greater among U.S women
than men: Intervention opportunities. Journal of Women's Health, 16(4), 441-453.

Thomas, M. R., Waxmonsky, J. A., McGinnis, G. F., & Barry, C. L. (2006). Realigning clinical and economic
incentives to support depression management within a Medicaid population: The Colorado access
experience. Administration and Policy in Mental Health, 33(1), 26-33.

Thompson, R. D., Delaney, P., Flores, I., & Szigethy, E. (2011). Cognitive-behavioural therapy for children with
comorbid physical illness. Child and Adolescent Psychiatric Clinics of North America, 20(2), 329-349.

Unutzer, J., Schoenbaum, M., Katon, W. J., Fan, M. Y., Pincus, H. A., Hogan, D., & Taylor, J. (2009). Healthcare
costs associated with depression in medically ill fee-for-service Medicare participants. Journal of the
American Geriatrics Society, 57(3), 506-510.

Vamos, E. P., Mucsi, I., Keszei, A., Kopp, M. S., & Novak, M. (2009). Comorbid depression is associated with
increased healthcare utilization and lost productivity in persons with diabetes: A large nationally
representative Hungarian population survey. Psychosomatic Medicine, 71(5), 501-507.

Von Korff, M., Katon, W., Lin, E. H., Simon, G., Ciechanowski, P., Ludman, E., . . . Young, B. (2005). Work disability
among individuals with diabetes. Diabetes Care, 28(6), 1326-1332.

Walters, P., Schofield, P., Howard, L., Ashworth, M., & Tylee, A. (2011). The relationship between asthma and
depression in primary care patients: A hospital cohort and nested case control study. PLOS One, 6(6),
e20750. doi:10.1371/journal.pone.0020750

Welch, C. A., Czerwinski, D., Ghimire, B., & Bertsimas, D. (2009). Depression and cost of health care.
Psychosomatics, 50(4), 392-401.

Whooley, M. A., de Jonge, P., Vittinghoff, E., Otte, c., Moos, R., Carney, R. M., . . . Browner, W. S. (2008).
Depressive symptoms, health behaviours, and risk of cardiovascular events in patients with coronary heart
disease. Journal of the American Medical Association, 300(20), 2379-2388.

Wilson, I. (2006). Depression in the patient with COPD. International Journal of Chronic Obstructive Pulmonary
Disease, 1(1), 61-64.

26

Woolfolk, R. L., & Allen, L. A. (2007). Treating somatization: A cognitive behavioural approach. New York: Guilford
Press.

Yellowlees, P. M., Alpers, J. H., Bowden, J. J., Bryant, G. D., & Ruffin, R. E. (1987). Psychiatric morbidity in patients
with chronic airflow obstruction. The Medical Journal of Australia, 146(6), 305-307.

Yohannes, A. M., Willgoss, T. G., Baldwin, R. C., & Connolly, M. J. (2010). Depression and anxiety in chronic heart
failure and chronic obstructive pulmonary disease: Prevalence, clinical implications and management
principles. International Journal of Geriatric Psychiatry, 25(12), 1209-1221.

27

