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PANIC DISORDER WITH/WITHOUT AGORAPHOBIA

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Subclinical 

(Prevention of 

PD among those 

presenting with 

panic attacks but 

not meeting PD 

diagnostic criteria)

Primary Care Low Stepped-care programme comprising educational booklet; 

detailed self-help manual; five x 2-hour group CBT

A 1

Low Online self-help CBT Programme for Prevention of Panic 

Disorder

B 7

Low Brief Exposure Instruction (therapist-delivered) B 19

Mild Primary Care Low Minimal Therapy Contact CBT (4-6 hours) with:

¡ Bibliotherapy A 5, 13

¡ Internet-delivery A 3, 4, 9, 10, 18

Moderate Primary Care Low Therapist-supported CBT (6-12 hours) augmented by CBT  

self-help

a) Bibliotherapy A 5, 11, 16

b) Computer-Assisted (e.g. FearFighter) A 8, 14

c) Internet-delivered CBT with therapist contact (up to six 

hours)

A 4, 9, 10, 18

d) Group CBT (8-18 hours) A 11, 17, 20

UPDATED 2014
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Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Severe Primary Care/

Secondary Care

High Individual Therapist-Directed CBT (16-20 sessions) with 

supplementary written material

CBT with medication more effective than medication alone. 

Some evidence of trend for CBT plus antidepressants to have  

slightly greater effect in acute phase compared with CBT alone, 

but difference not maintained at 6-24 months follow-up

A 2, 6, 12, 13, 15

Chronic or 

Treatment 

Resistant

Secondary 

Care/Specialist 

Service;  

In-Patient Care

High Individual Therapist-Directed CBT (up to 20 sessions) C

Moderate to 

Severe, following 

positive response 

to CBT

Primary Care/

Secondary Care

High Maintenance-CBT following CBT

¡ Reduced chance of relapse

¡ Reduced work and social impairment

A 21

PANIC DISORDER WITH/WITHOUT AGORAPHOBIA
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SOCIAL ANXIETY / SOCIAL PHOBIA

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Mild Primary Care, 

Voluntary 

settings

Low Guided self-help (bibliotherapy or internet-based) A 1, 2

Moderate to 

Severe

Primary Care, 

Voluntary 

settings

High Individual or group CBT (Clark/Wells or Heimberg models, 

including Exposure, and Cognitive restructuring or social skills 

training)

A 3, 4, 5, 6, 7, 10, 11, 12

High Interpersonal Therapy B 8, 11

High Short-term Psychodynamic (focused on social anxiety) B 9, 10

High Humanistic-Person-Centred-Experiential (focused on social 

anxiety)

C 13

Avoidant PD Primary Care/

Secondary Care

High CBT (20 sessions) A 9

UPDATED 2014
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GENERALISED ANXIETY DISORDER

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Mild Primary care Low Multi-modal CBT A 2

Low Guided self-help B 3, 6

Low Large group psychoeducation B 8

Low Brief counselling C

Moderate to 

Severe

Primary Care/

Secondary Care

High CBT (8-16 sessions over 10 weeks – 6 months) A 1, 5, 9

Severe and Chronic Secondary Care High CBT (20 sessions over 6 months) delivered to a specialist 

treatment protocol for GAD

B 4, 5

UPDATED 2014
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OBSESSIVE COMPULSIVE DISORDER

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Mild Primary Care Low CBT including Exposure and Response Prevention (ERP) (c) with 

less than 10 therapist hours which should consist of:

¡ Individual contact supported by self-help materials

¡ Brief individual telephone contact.

¡ Group sessions but with more than 10 hours of therapy (b)

B 1, 2, 3, 7, 8

Moderate Secondary Care High CBT/ERP*. More than 10 hours of therapist guided ERP 

including sessions in the most salient environment, i.e. public 

toilets, home

A 1, 3, 4, 5, 7, 8

Severe Secondary Care High CBT/ERP. More than 20 hours of therapist guided ERP including 

sessions in the most salient environment, i.e. public toilets, 

home. augmented with anti-obsessional medication

A 1, 3, 4, 5

Extreme Specialist 

Services

High CBT/ERP. More than 20 hours of therapist guided ERP including 

sessions in the most salient environment, i.e. public toilets, 

home. augmented with anti-obsessional medication plus anti-

psychotic 

B 1, 6

NOTES:

a) The use of the Yale Brown Obsessive Compulsive Scale (Y-BOCS) is recommended to establish severity7, 9

Y-BOCS Ranges: Mild 8-15 Moderate 16-23 Severe 24-31 Extreme 32-40

b) Some individuals (15-20%) may have obsessions around the themes of blasphemy, sexual taboos, or violence that preclude group work at even  

mild levels of severity

c) Like other exposure therapies this should combine in vivo and imaginal exposure. The most common problem is not ensuring the person  

understands and complies with response prevention

UPDATED 2014
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PSYCHOSIS (INCLUDING THOSE DIAGNOSED WITH SCHIZOPHRENIA) 

PREVENTING PSYCHOSIS

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Moderate / Severe Primary / 

Secondary Care

High Intensity / 

specialist interventions
Cognitive Behaviour Therapy 1 A 1 - 4

High Intensity / 

specialist interventions
Family Intervention 2 A 1 

1 CBT should be delivered on a one-to-one basis over at least 16 planned sessions and follow a treatment manual so that:(a)  people can establish links 

between their thoughts, feelings or actions and their current or past symptoms, and/or functioning (b) the re-evaluation of people’s perceptions, beliefs or 

reasoning relates to the target symptoms and (c) also include at least one of the following components: people monitoring their own thoughts, feelings or 

behaviours with respect to their symptoms or recurrence of symptoms,  promoting alternative ways of coping with the target symptom, reducing distress 

or improving functioning.

2 Family intervention should include (a) the person with psychosis or schizophrenia if practical (b) be carried out for between 3 months and 1 year (c) include 

at least 10 planned sessions (d) take account of the whole family’s preference for either single-family intervention or multi-family group intervention (e) 

take account of the relationship between the main carer and the person with psychosis or schizophrenia and (f)  have a specific supportive, educational or 

treatment function and include negotiated problem solving or crisis management work

UPDATED 2014
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FIRST EPISODE PSYCHOSIS, SUBSEQUENT EPISODES AND PROMOTING RECOVERY

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Severe Secondary Care High Intensity / 

specialist interventions

Cognitive Behaviour Therapy A 1, 5 - 10

High Intensity / 

specialist interventions

Family Intervention A 1, 5, 11, 12

Rehabilitation High Intensity / 

specialist interventions

Cognitive Remediation Therapy A 5, 13

Secondary Care High Intensity / 

specialist interventions

Metacognitive Therapy B 14

High Intensity / 

specialist interventions

Mindfulness B  15 - 27

Low intensity Early Signs Monitoring A 28 - 30

PSYCHOSIS (INCLUDING THOSE DIAGNOSED WITH SCHIZOPHRENIA) 
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BIPOLAR DISORDER

PRIMARY OUTCOME – PREVENTION OF RELAPSE
Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Severe and 

Enduring

Secondary Care High Caregiver group psychoeducation and family psychoeducation 

for  Prevention of Relapse in depression and/or mania

A 6, 7

High Group psychoeducation for Prevention of Relapse in 

depression and/or mania

A 2, 3, 8

OTHER OUTCOMES
Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Severe and 

Enduring

Secondary Care High Functional remediation for improvement in functional 

outcomes

A 11

High Group psychoeducation and family psychoeducation for 

improved medication adherence

A 10, 6

High Interpersonal and Social Rhythm Therapy (IPSRT) for regularity 

of social rhythm

A 4

High Cognitive behavioural therapy for improved social functioning B 1, 5, 8, 9

There is no evidence that care management, integrated group therapy or mindfulness-based cognitive therapy is effective in the prevention of relapse 

(Beynon et al. 2008; Reinares et al. 2014). In relation to CBT, there is no strong evidence to suggest that CBT is effective in the prevention of relapse. Scott et 

al. (2006), however, found that CBT may be effective in the prevention of relapse for patients with less than 12 episodes.

INTRODUCTION

UPDATED 2014
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GOOD PRACTICE FOR PSYCHOLOGICAL 
THERAPIES FOR NON-PSYCHOTIC 
AFFECTIVE DISORDERS IN THE 
PERINATAL PERIOD SHOULD INCLUDE:

¡ Given the importance of early intervention in 

the maternity context, services delivering 

UPDATED 2014

NON PSYCHOTIC AFFECTIVE DISORDERS IN THE 
PERINATAL PERIOD

psychological therapies should prioritise early response to pregnant and postnatal 

women

¡ An understanding of the perinatal context and its influence on non-psychotic affective 

disorders. 

¡ Knowledge of the additional clinical features and risk factors associated with perinatal 

disorders and in particular the distinction between an ongoing mental health problem 

that has been exacerbated by pregnancy and/or childbirth, a new onset mental health 

problem and an emerging psychotic illness and its associated high risk status.

¡ Knowledge of the developmental needs of the infant.

¡ Linking into the routine clinical network around the woman at this time and the 

regional specialist perinatal service as required.

¡ Consideration should be given to patient preferences regarding intervention in terms 

of type and whether this is group or individual based

¡ Practitioners having an awareness of how perinatal mental illness impacts on all 

members of the family and in particular partners who may show symptoms of co-

morbidity.

¡ Psychological therapy practitioners having the knowledge and ability to refer and/or 

include other perinatal mental health support e.g Home Start, Infant Massage etc
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Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

*Mild Low Intensity Low Psychoeducational groups with partner involvement A 3

Moderate Primary Care Low CBT /  IPT / person centred therapy A 4,5,6,7,8,9,10

Moderate / Severe Specialist/

Highly Specialist

High CBT/IPT B 4,5,6,7,8,9,10

*There is some evidence to support proactive home visits focussed on parenting or peer to peer telephone support in women showing signs of depression or 

anxiety.1, 2

NON PSYCHOTIC AFFECTIVE DISORDERS IN THE PERINATAL PERIOD
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DEPRESSION

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Mild/Moderate Primary Care/

Voluntary 

Setting

Low Behavioural Activation A 1, 6

Low Computerised CBT within the context of guided self-help 

(CCBT)

A 1, 4, 5

Low Guided self-help based on CBT or behavioural principles A 1, 2, 3 

Low Multi modal CBT A 7

Low Problem solving therapy B 1, 11

High CBT A 1, 8,10

High IPT A 1, 9

High Non-directive counseling B 15

High Process-experiential psychotherapy B 13,14

High Short-term psychodynamic psychotherapy B 1, 10

Relapsing Primary Care/

Secondary Care

High Mindfulness based cognitive therapy (MBCT) in a group setting 

may be considered as a treatment option to reduce relapse 

in patients with depression who have  had three or more 

episodes

B 1, 12

Chronic Secondary Care Highly Specialist Cognitive Behavioural Analysis of Systems Psychotherapy 

(CBASP)

B 16

Severe Secondary Care Highly Specialist For people with moderate or severe depression, provide 

a combination of antidepressant medication and a high- 

intensity psychological intervention (CBT or IPT).

B 3

UPDATED 2014
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BORDERLINE PERSONALITY DISORDER

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Severe Secondary/ 

Specialist 

Outpatient

High CBT for personality disorders 

Individual therapy (30 sessions over one year)

A 2

High Dialectical Behaviour Therapy (DBT) Involves group + individual 

therapy + telephone support (Several times per week over one 

year)

A 1,  9

High General Psychiatric management (APA style) or Generic 

Structured Clinical Care (minimum of 12 months and up to 18 

months (52 to 140 sessions)

A 8, 9, 10

High Mentalization-based therapy (MBT) individual + group + 

psychiatric review, drug treatment, crisis contact and plans, 

telephone contact, written information (18 months, 140 

sessions)

A 8

High Schema  Focused CBT Twice weekly over three years A 3

High STEPPS -Systems Training for Emotional Predictability and 

Problem Solving (CBT approach) 20 group sessions  group + 

usual treatment

A 6

High Transference-focused psychotherapy 

(twice weekly sessions  plus weekly supportive treatment over 

one year)

A 4

UPDATED 2014
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Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Severe Secondary/ 

Specialist 

Partial Day 

Hospital

High 

Multi-modal

Mentalization based  Day Hospital 

(Several times per week over three years)

A 5

There is evidence that “General Psychiatric Management” (McMain et al., 2009)9 and “Structured Clinical Management” (Bateman & Fonagy, 2009)8 are as 

effective as DBT or MBT. Please note that this is not the same as treatment as usual but is a structured clinical program. 

The competences for Generic Structured Clinical Care are delineated in the UCL, CORE website.  

(www.ucl.ac.uk/clinicalpsychology/CORE/competence_mentalillness.html OR www.ucl.ac.uk/CORE/ )

Lessons learned from the evaluation of pilot services in England suggests that due to the complexity of personality disorder most services should offer more 

than one type of intervention (Crawford et al, 2007)7.

BORDERLINE PERSONALITY DISORDER
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ALCOHOL PROBLEMS

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Prevention and 

Early Intervention

(Hazardous and 

Harmful Drinking)

Primary Care / 

Non-Specialist

Health Setting 

including 

Antenatal Care, 

Minor Injury 

Unit, A&E

Low Intensity Simple brief interventions – one session lasting 5-15 minutes A 1

Mild to Moderate

(Harmful 

Drinking and Mild 

Dependence)

No response to 

extended Brief 

Intervention

Non Specialist 

with training 

/ Specialist 

practitioner

Low Intensity Extended Brief Interventions and Motivational Enhancement 

Therapy (one 20-30 minute session. Further 3-4 sessions if 

required).

B 2, 3, 4

Low Intensity Motivational Interviewing/ MI Assessment. A 1, 2, 3, 5

Secondary Care 

/ Specialist 

Alcohol 

Treatment

Low Intensity Cognitive Behaviour Therapy and Behavioural Therapies 

(e.g. Behavioural Self Control Training and Community 

Reinforcement Approach), Social Network and Environment 

Based Therapies

B 2, 3, 4, 5

Low Intensity Coping and Social Skills Training to Prevent Relapse B 2, 3, 4

High Intensity Behavioural Couples Therapy B 2, 3, 4, 5

Mutual Self Help 

Groups

Low Intensity Alcoholic Anonymous, SMART Recovery or involvement in 

another mutual self-help  group

B 1, 2, 3, 5

UPDATED 2011
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Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Moderate to 

Severe Alcohol 

Dependence

Secondary Care 

/ Specialist 

Alcohol 

Treatment, 

including 

residential 

settings

Motivational Interviewing / MI Assessment A 1, 2, 3, 5

Psychological 

Interventions 

integrated with 

detoxification and 

pharmacotherapy

Low Intensity Cognitive Behaviour Therapy and Behavioural Therapies 

(e.g. Behavioural Self Control Training and Community 

Reinforcement Approach), and Social Network and 

Environment Based Therapies

B 2, 3, 4, 5

Coping and Social Skills Training to Prevent Relapse B 2, 3, 4

High Intensity Behavioural Couples Therapy B 2, 3, 4, 5

Mutual Self-

Help Group

Low Intensity Alcoholic Anonymous, SMART Recovery or involvement in 

another mutual self-help  group

B 2, 3, 5

ALCOHOL PROBLEMS
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Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Highly Complex 
and/or Enduring 

Problems

Co-occurring 

alcohol, drug, 

psychological, 

medical, and social 

problems are 

common, creating 

highly complex 

clinical pictures.  

Potential complex 

needs that may 

impact treatment 

can be found in 

Appendix 6 of the 

review of effective 

matched/stepped 

care services 

referenced on page 

29 of the Matrix

Specialist 

Alcohol 

Treatment or 

in partnership 

with other 

specialist 

health care 

programmes

Highly Specialist 

Psychological Therapies 

and Interventions

As per the Matrix Intensity definitions (p. 31), these are “…highly 

specialist, individually tailored interventions based on case 

formulations drawn from a range of psychological models.”

Essential to 

consider the 

evidence based 

treatment 

recommendations 

from the identified 

co-occurring or 

psychological, 

medical and social 

problems, taking 

into account 

the variation 

from the studied 

populations, and 

use scientist-

practitioner 

principles to assess 

effectiveness of the 

individualised care 

plan.

ALCOHOL PROBLEMS
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Alcohol Misuse disorders are frequently found co-occurring with other mental health 

conditions. A full assessment of all of the mental health needs is essential in the 

planning of the delivery of appropriate psychological therapies. The Matrix is designed 

as a guide to the evidence-based interventions specific to mental health needs.  Where 

multiple mental health needs are present, an informed formulation is essential in 

identifying the combination of interventions appropriate for an individual.  A review of 

the research literature on psychological interventions for comorbid substance misuse 

and mental health disorders emphasises the importance of utilising integrated models of 

treatment to address complex, co-occurring needs, as opposed to providing sequential 

interventions for each disorder individually.

ALCOHOL PROBLEMS
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SUBSTANCE USE

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Mild

Cannabis, 

stimulants, and/

or people misusing 

opiates and not in 

formal treatment.

Opportunistic contact 

with people not in 

formal drug treatment, 

including harm 

reduction, primary 

or secondary care 

settings, occupational 

health, or tertiary 

education.

Low Opportunistic Brief Intervention focused on motivation.  A 1

Mild to Moderate Primary Care/ 

Secondary Care

Low Intensity Motivational Interviewing A 2, 3

Opiate and stimulant 

misuse

Secondary care Low Intensity Contingency Management A 1, 2, 3

Stimulant and 

cannabis misuse

Secondary care Low Intensity CBT based relapse prevention A 2 (and 1 for just 

Cannabis)

Mutual Self Help 

Groups

Low Intensity Alcoholic Anonymous, SMART Recovery or involvement in 

another mutual self-help group

A 1 

Opiate (Abstinent or 

stable maintenance), 

stimulant or 

cannabis misuse 

with comorbid 

anxiety and/or 

depression

Primary Care / 

Secondary Care

High Intensity Cognitive Behavioural Therapy A 1, 3

UPDATED 2011
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Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Benzodiazepines 

With Panic Disorder

Primary Care / 

Secondary Care

Specialist Psychological 

Therapy

Group Cognitive Behavioural Therapy and Gradual 

Tapering

A 2

Benzodiazepines Primary Care / 

Secondary Care

Specialist Psychological 

Therapy

Cognitive Behavioural Therapy B 2

Opiates and 

stimulant misuse

 Shared care 

or   specialist drug 

treatment

High Intensity Behavioural Couples Therapy A 1, 2, 3

Moderate to Severe

People in 

methadone 

maintenance 

treatment 

programmes

Shared care or 

specialist drug 

treatment

Low Intensity Contingency Management A 1, 2

Opiate and 

Stimulant misuse

Specialist drug 

treatment

Low Intensity Contingency Management A 1, 2

Opiate and 

Stimulant misuse

Shared care or 

specialist drug 

treatment

High Intensity Behavioural Couples Therapy A 1, 2

Opiate, stimulants 

and poly-substance 

misuse

Shared care or 

specialist drug 

treatment

Low Intensity Community Reinforcement Approaches A 2

SUBSTANCE USE
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Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Opiate (Abstinent or 

stable maintenance), 

stimulant or 

cannabis misuse 

with comorbid 

anxiety and/or 

depression

Shared care or 

specialist drug 

treatment

High Intensity Cognitive Behavioural Therapy A 1

Benzodiazepines 

With Panic Disorder

Primary Care /

Secondary Care

Specialist Psychological 

Therapy

Group Cognitive Behavioural Therapy and Gradual 

Tapering

A 2

Benzodiazepines Primary Care /

Secondary Care

Specialist Psychological 

Therapy

Cognitive Behavioural Therapy B 2

Opiates and 

stimulant misuse

Shared care or 

specialist drug 

treatment

High Intensity Behavioural Couples Therapy A 1, 2, 3

SUBSTANCE USE
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Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Highly Complex 
and/or Enduring 

Problems

Co-occurring 

drug, alcohol, 

psychological, 

medical, and social 

problems are 

common, creating 

highly complex 

clinical pictures.  

Potential complex 

needs that may 

impact treatment 

can be found in 

Appendix 6 of the 

review of effective 

matched/stepped 

care services 

referenced on page 

29 of the Matrix.

Specialist Alcohol 

Treatment or in 

partnership with other 

specialist health care 

programmes

Highly Specialist 

Psychological Therapies 

and Interventions

As per the Matrix Intensity definitions (p. 31), these are “…

highly specialist, individually tailored interventions based 

on case formulations drawn from a range of psychological 

models.”

Essential to consider 

the evidence 

based treatment 

recommendations 

from the identified 

co-occurring or 

psychological, 

medical and social 

problems, taking into 

account the variation 

from the studied 

populations, and use 

scientist-practitioner 

principles to assess 

effectiveness of the 

individualised care 

plan.

SUBSTANCE USE
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Substance Misuse disorders are frequently found co-occurring with other mental 

health conditions.  A full assessment of all of the mental health needs is essential in the 

planning of the delivery of appropriate psychological therapies.  The Matrix is designed 

as a guide to the evidence-based interventions specific to mental health needs.  Where 

multiple mental health needs are present, an informed formulation is essential in 

identifying the combination of interventions appropriate for an individual.  A review of 

the research literature on psychological interventions for comorbid substance misuse 

and mental health disorders emphasises the importance of utilising integrated models of 

treatment to address complex, co-occurring needs, as opposed to providing sequential 

interventions for each disorder individually.

SUBSTANCE USE
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EATING DISORDERS

ANOREXIA NERVOSA
Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Mild GP/Primary 

Care

Low Advice about the help and support available such as self-

help groups and internet resources

C 18

Low Medication should  not be used as the sole or primary 

treatment for anorexia nervosa

C 17

Moderate to 

Severe

Secondary 

Care/ Specialist

High Family  interventions C 18

High A choice of psychological treatments for anorexia nervosa 

should be available as part of mental health services in all 

areas. CBT, Interpersonal Psychotherapy (IPT), Psychodynamic 

Therapy, Cognitive Analytic Therapy (CAT), Motivational 

Enhancement Therapy

C 18

UPDATED 2014
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BULIMIA NERVOSA AND BINGE EATING DISORDER
Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Subclinical/Mild Primary Care Low Evidence-based self-help programme B 6, 17, 20*, 22

Low Guided CBT self-help B 13

Moderate Secondary Care Low Evidence-based self-help programme B 6, 4, 17, 20*, 23

Low Guided CBT self-help B 13

High CBT 16 to 20 sessions over 4 to 5 months. A 1, 7, 8, 9*, 14*, 15, 17, 21, 23 

High Interpersonal Psychotherapy (IPT). 8 to 12 months to achieve 

same results as CBT

B 13, 7, 17

* Evidence from adolescent studies and adolescent recommendations.

  **Eating Disorders (NOS) should be treated using recommendations for disorder it most closely resembles.

EATING DISORDERS
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INSOMNIA

Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Chronic primary 

insomnia

Primary/

Specialist 

Health Settings

*****Low  

(4-10 sessions)

CBT (individual or small group) *A 1-14

*****Low  

(4-10 sessions)

Best validated / most efficacy data for

Sleep Restriction

Stimulus Control

Progressive Relaxation

Paradoxical Intention components

**A12-14

Chronic insomnia 

associated 

with medical or 

psychiatric illness

Specialist 

Health Settings

*****Low  

(4-10 sessions)

CBT ***A 2, 3, 10, 18, 19

Insomnia in older 

adults

Primary/

Specialist 

Health Settings

*****Low  

(4-10 sessions)

CBT ****A2, 3, 7, 11, 15, 16

Chronic insomnia 

(unselective) 

clinical 

effectiveness 

studies

Primary Care *****Low  

(4-10 sessions)

CBT (delivered by trained nurses) A 17, 20, 21

UPDATED 2014
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Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Chronic insomnia Primary/

Specialist 

Health Settings

*****Low  

(4-10 sessions)

These are therapeutic components with as yet unproven 

efficacy (from high quality RCTs)

B/C 2-3

*****Low  

(4-10 sessions)

Multicomponent Cognitive Therapy B 21 

*****Low  

(4-10 sessions)

Mindfulness Training B 24, 26

*****Low  

(4-10 sessions)

Self-Help *B 27

*****Low  

(4-10 sessions)

Intensive Sleep-Retraining C 22

*****Low  

(4-10 sessions)

Imagery Training C 25

* Meta-analytic studies and systematic reviews

** As concluded in practice parameter statements although strongest evidence indicates effectiveness of CBT rather than any singular interventions

*** Most encouraging in the context of insomnia associated with cancer care, pain and depression

****Treatment is equally efficacious in older adults

*****4 biweekly individual sessions is the least ‘dose’ so far found to be effective28

Other Evidence:
There is currently sufficient evidence against using Sleep Hygiene as a singular intervention

There is currently sufficient evidence against using Psychoeducation as a singular intervention

There is currently no evidence of the effectiveness of any psychological or behavioural intervention for acute insomnia

INSOMNIA
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TRAUMA
THE PREVENTION AND TREATMENT  
OF PTSD

THE CONSEQUENCES TO THE 
INDIVIDUAL OF EXPOSURE TO 
PSYCHOLOGICALLY TRAUMATIC EVENTS 
VARY WIDELY. 

UPDATED 2011

In many cases there will be no adverse impact on their wellbeing. In others it may cause 

or contribute towards a range of psychological disorders as well as social and physical 

problems. The nature and timing of the traumatic exposure may, in part, determine the 

individual’s response to it. A different pattern and range of symptoms is usually seen in 

those exposed to prolonged and repetitive trauma, often in childhood (so- called type 2, 

or complex trauma) compared with those exposed to a single (Type 1) traumatic event.

It is now recognised that PTSD is only one possible psychiatric outcome following Type 

1 trauma exposure. The development of depressive and anxiety disorders is probably 

more common. Where there has been exposure to Type 2 trauma, the evidence suggests 

that mood, psychotic, substance misuse and personality disorders are all more likely to 

develop.

This section will focus on the prevention and treatment of PTSD, where there is a 

reasonable evidence base, and the management of complex trauma, where the evidence 

for effective treatments is much sparser.
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PREVENTING POST TRAUMATIC 
STRESS DISORDER

IN RECENT YEARS, EARLY 
PSYCHOLOGICAL INTERVENTIONS, 
SUCH AS PSYCHOLOGICAL ‘DEBRIEFING’ 
HAVE BEEN INCREASINGLY USED 
FOLLOWING PSYCHOLOGICAL TRAUMA. 

TRAUMA

Debriefing has two principal intentions. The first is to reduce the psychological distress 

that is found after traumatic incidents. The second is to prevent the development of 

psychiatric disorder, usually PTSD. Rose et al’s (1) updated review of single session 

psychological ‘debriefing’ identified twelve published trials. (2-13)

There is no evidence that debriefing reduces the risk of developing PTSD. Two trials 

with the longest follow-up both reported adverse effects, in that debriefing appears to 

increase long-term traumatic distress.

There is also no evidence that debriefing has any effect on any other psychological 

outcome including depression, anxiety or general functioning.

At present the routine use of single session individual debriefing in the aftermath of 

individual trauma is not recommended.

However, preliminary information suggests that delivering more formalised interventions, 

such as brief trauma focussed CBT, over a number of sessions and aimed at those with 

overt distress (such as Acute Stress Disorder) may be worthwhile.  Treatment should

be targeted at symptomatic patients and not those who are asymptomatic.  Rose et al 

identified four such published trials of trauma focussed CBT type interventions. (14-17)
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PREVENTING POST TRAUMATIC STRESS DISORDER
Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Mild Primary Care Low Trauma Focussed CBT (4-5 sessions): aimed at those with overt 

distress

B 14-17

Routine ‘debriefing’ not recommended. Could increase long-term traumatic distress.

TREATING POST TRAUMATIC STRESS DISORDER
Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Mild Primary Care Low Watchful Waiting with Follow-up in One Month C 18,23

Moderate to 

Severe

Secondary Care High Trauma-Focused CBT (8-12 Sessions) A 18,19,20,24

Secondary Care High EMDR (8-12 Sessions) A 18,21,22

Severe & Chronic Secondary Care 

/ Specialist 

Trauma Service

High Alternative Form of Trauma-Focused Treatment (e.g. try EDMR 

if no response to Trauma-Focused CBT)

C 18,25

TRAUMA
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TREATMENT OF COMPLEX TRAUMATIC 
STRESS DISORDERS

COURTOIS & FORD (26) HAVE DEFINED 
COMPLEX PSYCHOLOGICAL TRAUMA AS 
“INVOLVING TRAUMATIC STRESSORS 
THAT (1) ARE REPETITIVE OR 
PROLONGED; (2) INVOLVE DIRECT HARM 
AND/OR NEGLECT AND ABANDONMENT 
BY CAREGIVERS OR OSTENSIBLY 
RESPONSIBLE ADULTS; (3) OCCUR AT 
DEVELOPMENTALLY VULNERABLE 
TIMES IN THE VICTIM’S LIFE, SUCH 
AS EARLY CHILDHOOD; AND (4) HAVE 
GREAT POTENTIAL TO COMPROMISE 
SEVERELY A CHILD’S DEVELOPMENT”. 

TRAUMA

Traumatic experiences early in childhood have been particularly associated with poor 

mental health in adulthood. Effects may include affect deregulation and impaired self-

concept , dissociation, somatic dysregulation , and disorganized attachment patterns 

leading to inter and intra-personal difficulties in adult life (27, 28). These are in addition 

to DSM- IV PTSD symptoms of re-experiencing of the traumatic events, avoidance of the 

reminders and hyperarousal.

Courtois and Ford (26) have concluded that there is limited treatment outcome research 

on complex traumatic stress and further research in the area is required. This is in 

part because it is a heterogeneous condition and most outcome studies in the area of 

psychological trauma have screened out patients with complex trauma.

There is therefore insufficient high quality evidence available to allow the development of 

evidence-based recommendations. However, expert opinion can give some insights into 

current best practice. It is widely thought that a phased based intervention programme 

is indicated. The assessment and formulation process is essential initially along with the 

development of the therapeutic relationship. It is also recommended that interventions 

that specifically target problem areas such as affect deregulation, dissociation, and 

somatic dysregulation are addressed first, with an initial focus on safety, emotion 

regulation, and patient education. When this has been achieved the treatment can move 

on to the processing of traumatic memories using CBT or EMDR. Finally the patient can 

be helped to reintegrate with others in their life.
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TREATMENT OF COMPLEX TRAUMATIC STRESS DISORDERS
Level of Severity Level of Service Intensity of Intervention What Intervention? Recommendation

Moderate to 

Severe

Specialist 

Trauma Service

High Phased Based Intervention Programme

Phase 1 Safety and Stabilisation

Establish therapeutic alliance

Training in affect regulation

Education about trauma and its impacts

Phase 2 Processing of traumatic memories

Narrative reconstruction of

memories with careful use of CBT interventions including 

exposure where appropriate

Phase 3 Reintegration

The continued development of trustworthy relationships. Work 

on intimacy, sexual functioning, parenting etc

Duration of treatment

16-30 sessions. For some treatment may be much longer.

C 26, 29

TRAUMA
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SELF-HARM AND SUICIDAL BEHAVIOUR
IT IS RECOGNISED THAT SELF-HARM IS 
NOT A DIAGNOSIS, AND CO-EXISTS WITH 
OTHER ISSUES SUCH AS DEPRESSION, 
BORDERLINE PERSONALITY DISORDER 
(BPD), SUBSTANCE MISUSE, OBSESSIVE-
COMPULSIVE DISORDERS AND EATING 
DISORDERS. 

However, there is a body of literature around self-harm and suicidal behaviour, and the 

table below has been derived from this evidence base.

The definition of self-harm adopted by the SIGN guideline is “intentional self-

poisoning or injury, irrespective of the apparent purpose of the act”. 

Self-harm includes poisoning, asphyxiation, cutting, burning and other self-inflicted 

injuries. 

Self-harm is more common in young people with the incidence peaking between the 

15 and 19 years of age in females and 20 and 24 years in males. Self-harm is also more 

common among people who are socioeconomically disadvantaged and who are single or 

divorced, live alone, are single parents or have a severe lack of social support (Meltzer et 

al., 2002).

Papers cited in The Matrix include participants who had a suicidal act or act of self-harm. 

Within the table the participants are categorised  as ‘repeaters’ (having more than one 

episode of self-harm or suicidal behaviour), or ‘any suicidal behaviour’ (which included 

those with only one episode and participants from papers where no distinction was 

made)

The primary outcome of interest was repetition: what effect did interventions have on 

rates of repetition of self harm? Although the majority of papers addressed this issue, 

there were a minority that did not. With these papers, the secondary outcome of interest 

were rates of depression, hopelessness, problem solving, global functioning etc. 

All but one of the studies included were RCTs, with the exception of Salkovskis, who 

employed a controlled design.
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(In this literature search, many interventions were found for self harm in those with 

borderline personality disorder. These are not included in the self harm matrix as specific 

interventions for BPD can be found in the BPD matrix section.) 

Recommendations

Interventions receiving A or A/B ratings are CBT, manualised psychodynamic 

interpersonal therapy, problem solving/problem oriented therapy and brief intervention 

and follow-up contact. Those interventions receiving a C recommendation are 

developmental group psychotherapy, manual assisted CBT, a letter on how to access 

help, a telephone reminder of how to access help, a post card augmented with self-help 

recommendations and post cards with reminders on how to access help (also known as 

crisis cards and green cards).

No interventions received a B rating.

The recommendations from The Matrix are consistent with those from the NICE 

guidelines, where it is stated that self-harm is not a medical diagnosis but a 

heterogeneous set of behaviours, which can have different meanings in different 

contexts. Therefore there is no ‘one size fits all’ intervention for self harm and 

interventions should be tailored to individual need, and could include cognitive-

behavioural, psychodynamic or problem-solving elements (NICE 2004).

SELF-HARM AND SUICIDAL BEHAVIOUR

THE RECOMMENDATIONS FROM 
THE MATRIX ARE CONSISTENT WITH 
THOSE FROM THE NICE GUIDELINES
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Those with  repeat 
suicidal behaviour 
(repeaters)
or
Any suicidal behaviour 
(including only one)

Level of Service Intensity of Intervention What Intervention? Recommendation

Any suicidal behaviour Primary Low Brief intervention and follow-up contact A 12

Primary Low Manualised psychodynamic interpersonal therapy A 13

Primary Low Problem solving/problem oriented therapy A/B 15, 18, 20, 25                                                                                                                          

Primary Low Telephone reminder of how to access help C 8, 27

Primary/ 

secondary

Low Green card / postcard / crisis card C 2, 6, 7, 14, 21

Secondary High CBT A 3, 24

Repeaters Secondary Low Problem solving/problem oriented therapy A/B 23

Secondary Low Post card (augmented with self-help recommendations) C 22

Secondary Specialist Manual assisted CBT * A/C 5, 11, 26

* A/C Brief cognitive behaviour therapy (MACT) was of limited efficacy in reducing self-harm repetition (hence C recommendation), but the findings taken in 

conjunction with the economic evaluation (Byford et al. 2003) indicated superiority of MACT over TAU in terms of cost and effectiveness combined.

SELF-HARM AND SUICIDAL BEHAVIOUR
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Some studies looked at specific interventions and found no differences in self-harm or 

repetition rates.  These interventions are therefore not recommended. These are listed 

below.                                                                                                                                                     

Hospital admission/token allowing hospital admission 10, 30

Social work intervention (adolescents) 4 

Domiciliary/outpatient visits 1, 16, 17, 29, 31

In patient treatment 19, 28

Aftercare service 9

(This is not to suggest that these interventions are always inappropriate.  There may be 

compelling reasons for inpatient admission or social work intervention in a particular 

case for a range of reasons. It simply means that the intervention does not affect the 

likelihood that the person will self-harm at some point in the future)

SELF-HARM AND SUICIDAL BEHAVIOUR
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