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ABSTRACT
Background  Presently, approaches for the early 
treatment of pathological anxiety in patients with chronic 
non-communicable diseases are lacking, thus delaying 
the initiation of symptom management at the early onset 
of the illness. Proactive psychological and psychiatric 
support, to alleviate subclinical symptoms of anxiety and 
to improve the quality of life in patients with chronic non-
communicable diseases, is a promising candidate for the 
role of such therapy.
Aims  To investigate and determine the effectiveness 
of proactive psychological and psychiatric support for 
alleviating subclinical symptoms of anxiety and improving 
quality of life, in patients with chronic non-communicable 
diseases.
Methods  The study design was a monocentric 
randomised controlled trial with parallel groups. The study, 
involving 193 inpatients with chronic non-communicable 
diseases, complied with the ethical and deontological 
norms in accordance with the principles set out in the 
Declaration of Helsinki. Instruments used in the study 
included the Hamilton Anxiety Scale (HAM-A) to assess 
subclinical symptoms, the Scale of Somatic Symptoms 
and the Chaban Quality of Life Scale. Block randomisation 
was used to randomise patients to a 2-month-long study 
group with a proactive counselling psychiatry model care 
or a control group with standard regulated treatment 
for chronic non-communicable diseases. The allocation 
ratio was 1.15:1 owing to the expectancy of a higher 
percentage of dropout in the intervention group.
Results  After 60 days of treatment (T2), there was a 
statistically significant difference in all clinical parameters 
between the study and control groups. The median HAM-A 
value differed between the groups by 4.87 points, with 
statistically significant lower results in the study group. 
The comparison of the study group’s scale values on day 1 
and day 60 demonstrated statistically significant changes 
in all three indicators.
Conclusions  Our results support existing evidence for the 
effectiveness of proactive psychological and psychiatric 
support to reduce subclinical anxiety and somatisation 
symptoms and to improve the quality of life for patients 
with common chronic non-communicable diseases. 
However, continued research on the effectiveness of 
proactive psychological and psychiatric support for 
patients with chronic non-communicable diseases is 
needed.

INTRODUCTION
Without question, the medical community 
recognises that many patients with organic 
diseases and other forms of bodily illness 
also suffer from psychiatric and psychological 
problems. Various models of medical care to 
address these needs have been proposed, with 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ About 20% to 40% of patients in multidisciplinary 
hospitals suffer from mental illnesses, significantly 
complicating the course of their disease, therapy 
effectiveness and somatic pathology prognosis. The 
conceptualisation of proactive psychosomatic med-
icine currently being developed in the world offers 
another way of providing psychological-psychiatric 
medicine to patients in general medical units of 
multidisciplinary hospitals. Based on the success-
ful experience of using this approach during the 
coronavirus disease 2019 (COVID-19) pandemic, 
proactive models of psychological-psychiatric care 
are being actively implemented in general somat-
ic practice, providing an essential link in the man-
agement structure of somatic pathology. However, 
there is currently a lack of information in the sci-
entific medical literature regarding the effective-
ness of these proactive models of care in treating 
anxiety associated with chronic non-communicable 
diseases.

WHAT THIS STUDY ADDS
	⇒ The study data show that proactive psychological 
and psychiatric support in somatic medical practice 
is viable and effective, especially for patients with 
subclinical anxiety manifestations.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ This study substantiates the feasibility of imple-
menting proactive psychological and psychiatric 
care for patients with somatic diseases. Advanced 
research is needed to create personalised ap-
proaches and obtain further evidence of their ef-
fectiveness for patients of different nosology, age, 
gender and other groups.
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some showing greater efficacy than others, even as the 
models continue to evolve and new ones are developed. 
One model that has gained the attention of researchers 
worldwide is proactive psychosomatic medicine (PPM), 
a qualitative approach to providing psychological-
psychiatric services to patients in non-psychiatric 
departments of general hospitals. PPM is based on the 
biopsychosocial theory and its clinical implementation—
consultation-liaison psychiatry. The main principles 
include initiative, purposefulness, intensity and integra-
tion with general medical care.1 2

The psychological-psychiatric care system evolved 
in general medical practice because of the need for 
new mechanisms to manage the psychological and 
social aspects associated with diseases. If insufficiently 
addressed, inpatients’ unmet psychosocial needs inter-
fere with their medical treatment effectiveness. Conse-
quently, some patients may experience a more severe 
course of the disease and increase their length of hospi-
talisation while simultaneously placing a greater burden 
on the healthcare system.3 Meta-analyses findings on the 
concept of proactive psychiatric counselling, with confir-
mation by medical experts’ consensus,2–5 showed that 
from 2011 to 2018, 20% to 40% of patients in multidis-
ciplinary hospitals also had a mental illness, significantly 
complicating the course of somatic pathology, the effec-
tiveness of therapy and the prognosis, especially for non-
communicable diseases.6–8

It is indisputable that patients’ mental illness in multi-
disciplinary hospitals often hinders timely discharge, 
leads to additional specialist consultations and increases 
total medical care costs. Based on the studies mentioned 
above, evidence supports psychological-psychiatric coun-
selling as an important method for monitoring somatic 
patients. The main features of the proactive model of 
consultation-liaison psychiatry were identified: multidis-
ciplinary care that includes joint supervision and close 
patient observation by a psychiatrist, primary care physi-
cian, psychologist, nurse and social worker. This team 
not only makes recommendations for treatment, risk 
reduction and crisis management—typical of the tradi-
tional care models—but also exerts efforts to prevent 
behavioural barriers to care, avoid crises and boost the 
synergy of patients.4

In 2019, HOME Study,9 a randomised controlled trial, 
compared the addition of proactive psychological medi-
cine to usual care and then measured the amount of 
time older, acutely ill patients spent in the hospital. It 
also formulated the following specific recommendations 
for the organisation of inpatient psychiatric services and 
psychological and psychiatric interventions for patients of 
general medical practice, using the model of consultation-
liaison psychiatry:
1.	 An early proactive biopsychosocial assessment of re-

cently hospitalised patients to identify all problems, 
including mental illness.

2.	 The creation of a plan for comprehensive supervision 
and systematic management of the specific problems 

likely to cause potential obstacles to a rapid hospital 
discharge.

3.	 The implementation of a comprehensive treatment 
plan, including daily psychosomatic examinations to 
measure the patient’s progress.

4.	 Integrated work with the staff of various departments 
(doctors, nurses, other counsellors and social work 
specialists) and outpatient services to ensure the im-
plementation of the comprehensive care plan.

In December 2020, a resource document on proactive 
consultation-liaison psychiatry, initiated by the Council of 
the American Psychiatric Association, was approved for 
publication. This document1 emphasises the implemen-
tation of a model of proactive consultation-liaison psychi-
atry that contains the following four elements:
1.	 Systematic screening focusing on current mental 

health problems in somatic patients (patients hos-
pitalised in certain health facilities are systematically 
checked for signs of active mental health problems, es-
pecially those who may be at higher risk).

2.	 Early clinical intervention (proactive measures tailored 
to individual patients with a combination of interven-
tions for somatic and mental disorders).

3.	 Providing care based on a multidisciplinary team ap-
proach (the mental health team is part of a multidis-
ciplinary hospital and provides comprehensive mental 
healthcare directly in a general hospital).

4.	 Integration of care with primary teams and services 
(a proactive psychological-psychiatric team closely 
coordinates the work with primary services in real 
time between clinicians with relevant experience: 
doctor to doctor, nurse to doctor/nurse, social work-
er to social worker/rehabilitation specialist and vice 
versa).

Proactive models of psychiatric care are now increas-
ingly recognised and widespread because of the effective-
ness of their implementation in treating patients during 
the coronavirus disease 2019 (COVID-19) pandemic. 
For example, some hospitals created separate depart-
ments specifically for treating patients with COVID-19 
with acute psychiatric needs10; others chose to develop 
psychological-psychiatric units or consultation-liaison 
psychiatry care within the established structure of multi-
disciplinary hospitals.11 12 The positive effects of reducing 
the treatment costs and length of hospital stay of patients 
with COVID-19 were emphasised.13–16 Based on the 
recent success of these approaches during the pandemic, 
proactive models of psychological-psychiatric care have 
been widely implemented in general practice as an 
essential link in managing somatic pathology. However, 
current scientific literature lacks information regarding 
their effectiveness in treating the anxiety associated with 
chronic non-communicable diseases. Therefore, this 
study aimed to evaluate the effectiveness of the proac-
tive consultation-liaison psychiatry model, using the PPM 
conceptualisation, for the relief of subclinical symptoms 
of anxiety in patients with chronic non-communicable 
diseases.
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METHODS
The study design was a randomised controlled trial with 
parallel groups. It adhered to the ethical and deontolog-
ical norms in accordance with the principles set out in 
the Declaration of Helsinki. Initially, 209 subjects were 
selected from inpatients hospitalised at Kyiv Railway 
Hospital No 1 for non-communicable diseases from June 
2021 to December 2021. Inclusion criteria for study partic-
ipants were as follows: (1) all men and non-pregnant, 
non-breastfeeding women aged 18 to 65 years, (2) diag-
nosis of a non-communicable somatic disease and (3) a 
score of fewer than 24 points on the Hamilton Anxiety 
Scale (HAM-A). Exclusion criteria for study participants 
were: (1) participation in another study within 1 month 
of screening, (2) a diagnosis of mental disorder, (3) 
a history of traumatic brain injury or stroke, (4) abuse 
of psychoactive substances at the time of screening and 
(5) the use of antidepressants for 1 month or less before 

enrolment in the study. Before the study began, all 
participants reviewed the protocol and signed informed 
consent. One hundred and ninety-three subjects met the 
inclusion criteria, and they were then screened for signs 
of current mental health problems, especially patients 
deemed to be at risk.

Endpoints
The primary endpoint was the overall HAM-A score. 
Secondary endpoints were the overall scores on the 
Somatic Symptom Scale-8 (SSS-8) and the Chaban Quality 
of Life Scale (CQLS).

Psychodiagnostic tools
The HAM-A was used to assess subclinical symptoms. 
Further information about the patient’s condition was 
obtained using SSS-8 and the CQLS.

Table 1  Sociodemographic variables of study participants

Variables Study group (n=104) Control group (n=89) Statistics P value

Age (years) 36.08 (10.37) 38.78 (9.87) t=1.843 0.066

Gender

 � Female 62 (59.6%) 53 (59.6%) χ²<0.001 0.992

 � Male 42 (40.4%) 36 (40.4%)

Marital status

 � Married 79 (76.0%) 66 (74.2%) χ²=0.014 0.903

 � Single 25 (24.0%) 23 (25.8%)

Employment status

 � Employed 101 (97.1%) 84 (94.4%) χ²=0.345 0.557

 � Unemployed 3 (2.9%) 5 (5.6%)

Table 2  Repeated-measures ANOVA results for HAM-A, SSS-8 and CQLS

Variables SS Error SS df F value P value

HAM-A

 � Intercept 127 919 1171 1 20 870.48 <0.001

 � Group 498 1171 1 81.26 <0.001

 � Time 374 712 1 100.23 <0.001

 � Group×time 468 712 1 125.63 <0.001

SSS-8

 � Intercept 24 651 3491 1 1348.94 <0.001

 � Group 985 3491 1 53.90 <0.001

 � Time 774 2092 1 70.63 <0.001

 � Group×time 548 2092 1 50.04 <0.001

CQLS

 � Intercept 1 569 399 54 961 1 5453.94 <0.001

 � Group 3497 54 961 1 12.15 <0.001

 � Time 904 29 963 1 5.76 0.017

 � Group×time 807 29 963 1 5.14 0.024

ANOVA, analysis of variance; CQLS, Chaban Quality of Life Scale; HAM-A, Hamilton Anxiety Scale; SS, sum of squares; SSS-8, Somatic Symptom 
Scale-8.
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	► Hamilton Anxiety Scale (HAM-A). The Hamilton 
Anxiety Scale, consisting of 14 items, was adminis-
tered to all subjects by a psychiatrist/psychologist 
during a structured clinical interview.17 Interpretation 
of the final score was based on the recommendations 
of the National Institute for Health and Care Excel-
lence (NICE) guidelines for Generalised Anxiety 
Disorder and Panic Disorder in Adults: management 
(CG113). Asymptomatic anxiety was defined as a 
HAM-A score ≤9; mild anxiety as a HAM-A score of 10 
to 15; moderate anxiety as a HAM-A score of 16 to 24 
and severe anxiety as a HAM-A score ≥25.

	► Somatic Symptom Scale-8 (SSS-8). SSS-8 is a short self-
questionnaire of somatic manifestations of depression 
developed by Gierk et al.18 It consists of eight ques-
tions, each rated from 0 to 4 points, where 0=‘not both-
ered’ and 4=‘very worried’. Somatic symptoms were 
assessed by calculating the total score, varying from 0 
to 32 points. The degrees of manifestation intensity as 
measured by points of somatic symptoms were rated 
as follows: 0–3=minimum, 4–7=mild, 8–11=moderate, 
12–15=severe and 16–32=very severe.

	► Chaban Quality of Life Scale (CQLS). CQLS, a ques-
tionnaire designed to assess the quality of life, contains 
10 items regarding various aspects of the subject’s life. 
The participants are asked to rate various areas of their 
lives from 0=‘not at all satisfied’ to 10=‘extremely satis-
fied’. Quality-of-life assessment is done by calculating 
the total score, which can vary from 0 to 100. Score 
points correspond to the following quality-of-life 
levels: ≤56=very low, 57 to 66=low, 67–75=moderate, 
76–82=high and >83=very high. Correlation coeffi-
cients between test and retest scores confirmed the 
reliability of CQLS (r=0.923, p<0.001) and Quality 
of Life Enjoyment and Satisfaction Questionnaire 
(Q-LES-Q) (r=0.862, p<0.001).19

Research protocol
After receiving information about the study, providing 
written informed consent and undergoing a screening 
procedure, on day 1 of the study (T1), participants 
were administered the CQLS and SSS-8 question-
naires in addition to a structured clinical interview 
with the HAM-A to assess their anxiety. The groups’ 

Figure 1  Flowchart of study design and distribution of respondents into groups. CQLS, Chaban Quality of Life Scale; HAM-A, 
Hamilton Anxiety Scale; SSS-8, Somatic Symptom Scale-8.
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sociodemographic information is shown in table  1. 
Group participation was determined by block rando-
misation to obtain equivalent groups. Patients were 
assigned to the PPM model study group (SG) (n=104) 
or the control group (CG) (n=89) who received stan-
dard treatment for chronic non-communicable disease 
according to established clinical protocols. After 60 
days, a reassessment was performed using the HAM-A, 
SSS-8 and CQLS. Results are shown in table  2. The 
study design is presented in figure 1.

Statistical analysis
Qualitative data are presented through the number of obser-
vations and their percentage. The Shapiro-Wilk test was used 
to assess the normality of the distribution of quantitative indi-
cators. The t-test for unrelated samples (in case of submission 

to the law of normal distribution) was used to estimate the 
difference between two unrelated samples. In the case of an 
abnormal distribution, the Mann-Whitney U test for unre-
lated samples was used to estimate the difference between 
two unrelated samples. The t-test for bound samples was 
used to estimate the difference between two bound samples 
in the case of a normal distribution; the Wilcoxon test for 
unbound samples was used in the case of an abnormal distri-
bution. In addition, type III repeated-measures analysis of 
variance (ANOVA) was used to analyse the shifts difference 
in groups. Statistical data processing was performed with R, 
the programming language using the environment for statis-
tical calculations EzR V1.54. Data were visualised using the 
Python programming language with matplotlib and seaborn 
add-ons.

RESULTS
Of the 209 inpatients with non-communicable somatic 
illnesses who were eligible for participation, 16 refused partic-
ipation and 193 were enrolled for screening procedures 
after being provided information about the study. Only data 
from the 193 subjects were analysed in the final processing 
of the results. The mean age of patients in the study group 
(n=104) was 36.08 (10.37) years, and the mean age in the 
control group was 38.78 (9.87) years (t=1.843, p=0.066). Of 
the total, 115 subjects (59.6%) were women (59.6% in SG, 
59.6% in CG), while 78 subjects (40.4%) were men (40.4% 
in SG, 40.4% in CG) (p=0.992). One hundred and forty-five 
of the subjects (75.1%) at the time of the study were married 
(76.0% in SG, 74.2% in CG), and a minority (24.9%, n=48) 
were without a permanent partner (24.0% in SG, 25.8% in 
CG) (χ²=0.014, p=0.903). Almost all participants (n=185, 
95.9%) were employed (97.1% in SG, 94.4% in CG). Only 
a few participants (n=8, 4.1%) were temporarily out of work 
(2.9% in SG, 5.6% in CG) (χ²=0.345, p=0.557). Thus, before 
randomisation, the groups had no significant difference in 
sociodemographic indicators (table 1).

Regarding participants’ somatic diagnoses, 101 (52.3%) 
had hypertension (48.1% in SG, 57.3% in CG, χ²=1.287, 
p=0.256), 56 (29.0%) had bronchial asthma (29.8% in 
SG, 28.1% in CG, χ²=0.010, p=0.918), 45 (23.3%) had 
diabetes mellitus (25.0% in SG, 21.3% in CG, χ²=0.182, 
p=0.669) and 16 (8.3%) had chronic obstructive bron-
chitis (4.8% in SG, 12.4% in CG, χ²=2.672, p=0.102). The 
majority of participants—167 (86.5%)—had one chronic 
non-communicable disease, while 26 (13.5%) had two 
comorbid diseases. Therefore, no statistically significant 
difference in morbidity was found before the randomisa-
tion of the groups.

At the start of the study, all 193 participants had subclin-
ical anxiety as rated by the HAM-A scale: the mean score 
of the study group was 19.21 (1.04) and of the control 
group was 19.28 (1.06) (t=0.454, p=0.650). The initial 
SSS-8 measurements of participants’ somatic manifes-
tation levels were as follows: 16 (8.3%) minimum, 50 
(25.9%) mild, 61 (31.6%) moderate, 60 (31.1%) severe 
and 6 (3.1%) very severe. The average SSS score of the 

Figure 2  HAM-A values and IQR in control and study 
groups. HAM-A, Hamilton Anxiety Scale; IQR, inter-quartile 
range.

Figure 3  Comparison of qualitative HAM-A values between 
study and control groups on the 1st and 60th day. HAM-A, 
Hamilton Anxiety Scale.
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study group was 9.02 (3.81) and of the control group was 
9.84 (3.96) (t=1.451, p=0.148). The initial CQLS results 
measuring participants’ quality-of-life levels at the study’s 
onset were as follows: 63 (32.6%) very low, 55 (28.5%) 
low, 41 (21.2%) moderate, 15 (7.8%) high and 19 (9.8%) 
very high. The average quality-of-life score of patients 
in the study group was 63.99 (15.21) and in the control 
group was 60.85 (14.50) (t=−1.458, p=0.146).

The results below show a reassessment of the presence 
and severity of anxiety, somatic symptoms and quality of 
life made at time point T2, 60 days after the initiation 

of proactive psychological and psychiatric support for the 
study group patients.

Anxiety
The median HAM-A value differed between groups 
by 5.22 points, with significantly lower results observed 
in the study group (14.34 (3.28), t=12.032, p<0.001) 
(figure  2), indicating a lower degree of anxiety in this 
group compared with the control group (19.56 (2.11)). 
The T2 HAM-A score for the study group also showed 
a significant decrease compared with the initial overall 

Figure 4  Comparison of qualitative SSS-8 values (A) and qualitative CQLS values (B) in all study participants on the 1st and 
60th day. CQLS, Chaban Quality of Life Scale; SSS-8, Somatic Symptom Scale-8.
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score (19.21 (1.04)). In addition, the results of repeated-
measures ANOVA also revealed that the study group had 
better results over time than the control group (table 2).

There was also a difference in the qualitative indicators 
of anxiety. At T1, all participants (n=193) had severe and 
very severe anxiety. At T2, of the 104 study group partici-
pants, 60 (57.7%) showed mild anxiety, while 30 (28.8%) 
showed severe and very severe anxiety. Data were missing 
from 14 (13.5%) participants. At the same time, a spon-
taneous but less common decrease in anxiety was found 
in the 89 control group participants, with 13 (14.6%) 
showing mild anxiety and 65 (73.0%) showing severe and 
very severe anxiety. Data were missing from 11 (12.4 %) 
participants. (figure 3). This difference was also statisti-
cally significant (χ²=50.90, p<0.001).

Somatic symptoms
In addition to the reduction in anxiety manifestations, 
the occurrence and severity of somatic symptoms were 
also significantly reduced in study group patients; somatic 
complaints and manifestations decreased significantly 
(p<0.001) within the group (table  2). Somatic manifes-
tation levels of the 104 participants in the study group 
at T2 were as follows: 69(66.3%) minimum, 9(8.7%) 
mild, 8(7.7%) moderate and 4(3.8%) severe. Data were 
missing from 14(13.5%) participants. Somatic manifes-
tation levels of the 89 participants in the control group 
participants at T2 were as follows: 10 (11.2%) minimum, 
12 (13.5%) low, 33 (37.1%) moderate, 20(22.5%) severe 
and 3(3.4%) very severe. Data were missing from 11 
(12.4%) participants (figure 4A).

Quality of life
Improvement in quality of life was also recorded within 
the study group, with the difference between the two 
groups being statistically significant (p<0.05; table 2). At 
T2, levels of quality of life for the 104 study group partici-
pants were as follows: 18 (17.3%) very low, 28 (26.9%) low, 
11 (10.6%) medium, 14 (13.5%) high and 19 (18.3%) 
very high. Data were missing from 14(13.5%) study group 

participants. In comparison, at T2, levels of quality of life 
for the 89 control group participants were as follows: 24 
(27.0%) very low, 21 (23.6%) low, 20 (22.5%) medium, 5 
(5.6%) high and 8 (9.0%) very high. Data were missing 
from 11 (12.4%) control group paticipants. A visual illus-
tration of the data is presented in figure 4B.

The graph in figure 5 shows that after 60 days of proac-
tive psychological and psychiatric support, anxiety symp-
toms decreased by 25.35% (a drop in median value by 
4.87 points). The SSS-8 scale scores decreased even 
more by 63.08% (a decrease of the median value by 5.69 
points). Moreover, CQLS quality-of-life indicators showed 
a 10.05% tendency toward improvement (an increase of 
the average value by 6.43 points).

DISCUSSION
Main findings
Our study findings support the effectiveness of proactive 
psychological and psychiatric support for treating somat-
ically ill patients who also manifest subclinical anxiety. 
In this study, a multidisciplinary medical team imple-
mented proactive psychological and psychiatric support 
by offering different interventions in the inpatient and 
outpatient treatment stages, including psychoeducation 
and low-intensity psychological interventions. Based on 
National Institute for Health and Care Excellence (NICE) 
recommendations, these methods show promising results 
in patients with anxiety disorders,20 and the psychoeduca-
tional measures have proven effective in treating mental 
disorders and non-communicable diseases.21

The selection of the tools used in this study to measure 
psychological impact was based on a systematic review 
and meta-analysis of 419 randomised controlled trials 
(n=53 288) published in 2021. This review focused 
on the effectiveness of multicomponent low-intensity 
psychological interventions based on awareness, cogni-
tive–behavioural therapy techniques, acceptance and 
attachment therapy in both clinical and non-clinical 

Figure 5  HAM-A, SSS-8 and CQLS score dynamics of the intervention and control groups on the 1st and 60th day. CQLS, 
Chaban Quality of Life Scale; HAM-A, Hamilton Anxiety Scale; SSS-8, Somatic Symptom Scale-8.
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populations.22 The findings emphasised the recommen-
dations for using such treatment modalities in primary 
medical care and general somatic practice.20 Also, they 
cited well-argued evidence supporting the psychoed-
ucation effectiveness in patients with psychosomatic 
pathology.21 Strengths of our study include its randomised 
controlled trial design and a sufficient study duration to 
detect the effect of proactive psychological and psychi-
atric support over time compared with regular treatment.

The allocation ratio, which was applied because of the 
expectation of a higher dropout rate in the intervention 
group, was used as a precaution, but the proactive psycho-
logical and psychiatric support of patients with chronic 
non-communicable diseases confirmed the effectiveness 
and efficiency of this method.

Limitations
The primary limitation of this study was the lack of a 
follow-up evaluation. Thus, it is impossible to compare 
the therapy’s effectiveness and the stability of the effects 
over time. Another limitation is the inevitable group 
heterogeneity among the studied patients with chronic 
non-communicable diseases. Further studies examining 
the effectiveness and safety of proactive psychological 
and psychiatric support in some homogeneous clinical 
populations are necessary to complement the results. 
Finally, the results of this study cannot be generalised to 
adolescent and elderly populations owing to the age of 
the study’s adult participants.

Implications
Our results support existing evidence for the effec-
tiveness of proactive psychological and psychiatric 
support in treating patients with common chronic non-
communicable diseases to reduce subclinical anxiety and 
somatisation symptoms and improve the quality of life. 
The application of this modality of psychological support 
for patients with chronic non-communicable diseases has 
already been shown to be feasible. However, its ongoing 
development and expansion require further research.
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