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Foreword

Every day, across England, people are seeking help for distressing and painful
conditions with which their family doctors are unable to help and for which no
specialist service is available. Many visit their GPs, hospitals and other health
services many times, yet their problems remain unresolved, at a high cost to
them, to their families and to the NHS.

People with medically unexplained symptoms, people with personality
disorders and those with complex mental health problems frequently get
‘bounced’ around the NHS, passed from one service to another, none able
(or willing) to offer them the flexible, personalised and sometimes time-
consuming support they require.

A group of GPs in the City of London & Hackney decided to tackle this by setting up a new service for
those with mental health problems they could not manage through existing primary care services
who fell outside the scope of other local mental health services. The ground-breaking Primary Care
Psychotherapy Consultation Service (PCPCS), implemented and run by the Tavistock and Portman
NHS Foundation Trust, is the result of that innovation. It offers help for a range of needs, close to
home, often in people’s own GP surgeries, rather than in remote clinics. This includes a range of
psychological therapies, joint consultations with GPs, and training for primary care staff to enhance
their capacity to help. As this report demonstrates, it can change people’s lives and dramatically
improve their health and wellbeing.

This kind of innovation should be the hallmark of a twenty-first century NHS. Instigated by GPs, and
based on clear evidence of unmet need, the PCPCS offers new hope to people we have not served
well. | am therefore delighted that Centre for Mental Health has, with characteristic clarity, shown
that the PCPCS does not just get good clinical results but that it represents a good use of scarce
public money. On both human and economic terms, supporting people the NHS has too often failed
is an affordable and effective investment.

| hope that this report will inspire family doctors and clinical commissioning groups across the
country. By combining local innovation with learning from the experiences of others, the NHS can
offer better care despite the tough financial climate. This is a challenge we cannot, and must not,
ignore.

/9 Sealtdee—

Geraldine Strathdee
National Clinical Director for Mental Health, NHS England
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Executive Summary

This report sets out the findings of an
evaluation of the City and Hackney Primary Care
Psychotherapy Consultation Service (PCPCS),
an innovative outreach service provided by

the Tavistock and Portman NHS Foundation
Trust which supports GPs throughout the
London boroughs of City and Hackney in the
management of patients with complex mental
health and other needs that result in frequent
health service use.

The main conclusion is that the service improves
health outcomes and leads to a reduction

in health service use in both primary and
secondary care settings. The financial savings
from reduced service use are equivalent to
about a third of PCPCS treatment costs. The
service also achieves very high satisfaction
ratings among local GPs.

Supporting GPs

The PCPCS is designed to meet the needs of
specific groups of patients who fall through
gaps in existing service provision and may be
difficult to manage in primary care because of
the complexity of their health conditions.

They include patients with
¢ medically unexplained symptoms or
e personality disorders or

e chronic mental health problems which are
not currently being managed by secondary
mental health services.

Many patients helped by the PCPCS have two or
more of these problems at the same time, often
accompanied by poor physical health and social
difficulties.

The PCPCS supports GPs in the management
of patients with complex needs partly through
case discussions and training and partly by
providing a direct clinical service to referred
patients through assessments and a range of
brief psychological interventions.

The number of referrals to the PCPCS runs at
40-50 a month and over 60% of patients seen
by the service are from black and minority ethnic
groups.

Outcomes for patients and services

Information on outcomes for patients treated

by the PCPCS is available using three different
measures, relating to the severity of depression,
the severity of anxiety and the ability of
individuals to carry out day-to-day tasks.

Averaged across these three measures, about
75% of all patients show improvements in their
mental health, wellbeing and functioning as

a result of treatment. In addition, about 55%
are shown as having “recovered”, defined

as an improvement in mental health which
moves a patient from above a clinical threshold
before treatment to below the threshold after
treatment.

These improvements compare favourably with
those achieved by IAPT services, even though
the latter typically treat less severe and complex
cases.

Detailed information on health service use was
collected for a sample of 282 patients treated
by the PCPCS, covering three time periods: 12
months before the start of treatment; the period
during treatment, which on average lasted

10 months; and 12 months after the end of
treatment.

Based on this data, it is estimated that
treatment by the PCPCS reduced the costs of
NHS service use by £463 per patient in the 22
months following the start of treatment. Savings
in primary care accounted for 34% of this total
(mainly fewer GP consultations) and savings

in secondary care for 66% (fewer A&E and
outpatient attendances and inpatient stays).
Just over a third of the overall fall in service use
occurred while treatment was in progress and
the remaining two-thirds in the following year.



Compared with the year before referral, the
average number of GP attendances per patient
seen by the PCPCS fell by 25% in the year after
treatment.

A typical course of treatment by the PCPCS lasts
for 12 or 13 sessions, at an estimated average
cost of £1,348 per patient. The subsequent
savings from reduced health service use are
equivalent to about a third of this cost: a
significant offset.

Cost effectiveness

Based on the cost-effectiveness framework used
by NICE, it is estimated that treatment by the
PCPCS has a cost per QALY (quality-adjusted
life-year) of around £10,900. This is well below
the NICE threshold range of £20,000 - £30,000,
indicating that the service is good value for
money.

For a number of reasons, this assessment of
cost-effectiveness is almost certainly on the
conservative side. For example, because of
limitations in data availability, it assumes that
the benefits of treatment by the PCPCS last
for only one year. More generally, it takes no
account of a growing body of evidence which
suggests that the QALY as conventionally
measured substantially under-estimates the
value of mental health, particularly in relation to
physical health.

GP satisfaction

A survey of local GPs using the PCPCS found
very high levels of satisfaction with the service,
covering such aspects as the referral process
and the accessibility and responsiveness of the
service. On a 1-10 rating scale, average scores
were typically in the range 8.5 — 9.0 for each
question in the survey.

Patients’ profiles

The clinical profile of
patients treated by the
service is as follows:

*  49% with medically
unexplained symptoms; Age  16-35
® 51% with personality

disorder; and

e 52% with chronic or
severe mental illness.

In work

same time.

Female Male

36-55 55+

The figures add up to over 100% because of a high level of co-morbidity. Overall, around
half of patients seen by the PCPCS have two or more mental health disorders at the
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1. Service description

Introduction

This report sets out the findings of an

evaluation of the City and Hackney Primary Care
Psychotherapy Consultation Service (PCPCS),

an innovative mental health service provided by
the Tavistock and Portman NHS Foundation Trust
which first became operational in October 2009.
The PCPCS team, named as Psychiatric Team of
the Year by the Royal College of Psychiatrists in
November 2013, supports GPs throughout the
London boroughs of City and Hackney in the
management of patients with complex needs
that often result in frequent health service use.

Service description

The PCPCS is designed to meet the needs of
specific groups of patients who, for various
reasons, fall through gaps in existing service
provision and may be difficult to manage in
primary care because of the complexity of
their health conditions. These groups include
patients with:

¢ medically unexplained symptoms (MUS), i.e.
physical symptoms which on investigation
cannot be adequately explained by organic
disease;

e features or diagnoses of personality
disorder (PD) who are not being managed by
local PD services; and

e chronic or severe mental illness who are
not currently being managed by secondary
mental health services.

Many of the patients supported by the

PCPCS have two or more of these problems

at the same time. For example, as previous
studies have shown, medically unexplained
symptoms are frequently co-morbid with
features of personality disorder (Stern et al.,
1993). In addition to multiple mental health
diagnoses, patients may also have a complex
mix of emotional and physical health problems,
coupled in some cases with a history of social
difficulties, isolation, neglect and trauma. Such
complexity is frequently associated with the
long-term persistence of symptoms (Ormel et
al., 1994).

Because of complexity, patients supported

by the PCPCS do not fit neatly into any single
diagnostic category and by the same token
their needs do not map readily on to existing
structures of service provision (Rock &
Carrington, 2012). In particular, the complexity
of their needs means that these patients are
unlikely to be well supported by local IAPT
services, which are mainly set up to deal with
relatively straightforward cases of anxiety and
depression, while at the same time the severity
of their mental health conditions is generally
insufficient to meet the clinical thresholds

for treatment which are set by specialist or
secondary mental health services, particularly
at a time when these thresholds are becoming
increasingly stringent because of financial
pressures. Patient choice is also a factor,
because many patients wish to be seen closer
to home and their GP surgery can be seen as a
familiar environment.

A further complication is that many of the
patients supported by the PCPCS, particularly
those with medically unexplained symptoms,
do not attribute their problems to their mental
health and consequently do not find an
understanding in these terms helpful. These
patients are unlikely to be willing to access help
in a traditional mental health setting, while
others may also be reluctant to seek specialist
help from a service with a mental health

label because of negative previous treatment
experiences, perceived stigma or cultural
issues.

Many patients with complex needs thus remain
within primary care for their treatment and are
often a cause of considerable concern, stress
and frustration to GPs and other practice staff
because of the intractability of their problems.
Also, these patients are often frequent users
of health services, not only in the primary care
setting but also in secondary care, including
regular attendances at A&E and outpatient
departments. This is a point of obvious concern
to GPs in their commissioning role. It has been



estimated that at the national level the extra
costs of physical health care associated with
medically unexplained symptoms among adults
of working age amount to around £3 billion a
year, with 40% of the total falling on primary
care and 60% on secondary care (Bermingham
etal., 2010).

Against this background the PCPCS was set up,
particularly at the instigation of local GPs in City
and Hackney, with the general aim of improving
support for patients with complex and chronic
needs. The service has two main functions:

1. First, it supports GPs and practice staff
in their management and treatment of
patients with complex needs through case
discussions, joint consultations with GP
and patient, and bespoke training. Given
the centrality of the GP-patient relationship,
these interventions often focus on effecting
some change in the dynamics between the
GP and the patient, which mightin turn
mean that the GP is better able to identify
a way forward that had not been apparent
before, such as a referral to another service,
or has greater confidence to hold the patient
in primary care while recognising the limits
of what is possible.

2. Second, the PCPCS provides a direct
clinical service to patients referred by
GPs in the form of assessments and a
range of psychological interventions of a
brief, focused nature (up to 16 sessions).
The service adopts a varied approach to
interventions, which include Dynamic
Interpersonal Therapy, Mentalisation-based
Therapy, Cognitive Behavioural Therapy,
couple work and Mindfulness approaches,
and can offer treatment on an individual and
group basis as well as working with couples
and families.

When the service was first set up, it was
envisaged that the resources of the team
would be split roughly 50:50 between these
two functions, but in practice it has turned
out that the treatment of patients has become
the dominant role, with the demand from GPs
for the service to see their patients directly
outstripping demand for joint consultation.

The service model operates on the basis of
placing care and treatment within GP surgeries.
There are many reasons why GPs choose

to refer their patients rather than request a
consultation. These range from respite, to
wanting an opinion formed from a separate
assessment, to feeling less confident to manage
the patient on their own, to recognising the
need for a specialist intervention.

There are few exclusion criteria for patients
referred by GPs, the main ones being that
patients need to be at least 18 years of age and
should not be in a state of acute psychosis or
acute psychiatric emergency. From the outset
GPs were keen on a service design that would
be less restrictive in terms of referral criteria
than other mental health services, in order to
lessen the frustrating experience of patients
being referred and then not accepted. Such
experiences contribute to on-going difficulties
with engagement when patients come to believe
that they will not be taken on for any form of
treatment.

The PCPCS is run by a multi-disciplinary team
of professionals from psychology, psychiatry,
nursing and social work. The service is
organised so that most GPs have a named
clinician working in their surgery to foster good
working relationships, but each surgery can
also draw on the full range of expertise and
professional input from the rest of the team.
This provides for a greater span of treatment
methods and clinical expertise than simply
having a stand-alone, in-house professional
providing psychological therapy or counselling
in each surgery.
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Ms ] was originally referred
to the PCPCS with a long
standing history of irritable
bowel syndrome (IBS) and
vulvodynia (i.e. persistent,
unexplained pain of the
vulva, the skin surrounding
the vagina), the latter which
she associated with having
intercourse. She became
celibate and withdrew from
further relationships. The
onset of her vulvodynia
coincided with the beginning
of her menopausal symptoms
eight years ago. She had

a hysterectomy as an attempt to deal
with the recurrent symptoms, but this
was unsuccessful. (Note: in the case of
recurrent vulvodynia, there is no clinical
indication to undergo this surgery.)

She presented with low mood and anxiety
and felt her physical problems were
completely out of her control, which caused
great anxiety. She was angry with her

GP for the referral to the PCPCS, as she
thought that this meant her GP had ‘given
up’ on her and thought she was a ‘head
case’. This upset led her to change GPs,
before engaging with the service.

Despite this, in her assessment she
became curious about the meaning of her
symptoms and decided to ‘give it a go’,
engaging well in therapy and attending all
her appointments.

Outcomes

Ms ] reported feeling better towards the
end of her work with her PCPCS clinician;
she was aware that her physical symptoms
were unpredictable and that she might
have to make some adaptations to her life.
Using standard outcome measures, her
scores for depression and anxiety changed
from being above clinical thresholds at the
start of treatment to being below these
thresholds at the end.

Ms J’s pain fluctuates; she has experienced
asymptomatic periods, during which she
tried to catch up with her friends and

do things that gave her enjoyment, and
periods with significant discomfort, when
she felt physically very vulnerable. Overall,
her IBS is much improved.

Through her work with her PCPCS clinician,
she changed her perspective and started to
feel that her old GP had recognised some
of the distress she experienced and was
concerned for her. This helped establish a
good relationship with her current GP. The
number of attendances has fallen.



Patient characteristics

Contractually the PCPCS is expected to work

in around half of all GP practices in City and
Hackney; in fact around 90% of practices make
referrals, which currently average 40-50 a
month (England, Rock & Ayling, 2010).

Nearly all the patients supported by the PCPCS
live in Hackney, one of the most deprived
areas in the country. (The City borough has a
tiny resident population - less than 10,000,
compared with over 200,000 in Hackney - with
levels of income and health status that are well
above the national average.) Data covering all
patients referred to the PCPCS over the period
2010-2012 show the following demographic
and socio-economic profile:

® 68% are female and 32% are male;

® 34% are aged 16-35, 53% are 36-55 and
13% are over 55; and

e 23% are in paid employment, of whom
about a third work part-time, and a further
4% are self-employed.

The ethnic profile is highly diverse. Some
36% of patients seen by the service describe
themselves as White British, making this the
largest single group although the share is
somewhat smaller than might be expected
from the local demography, which identifies
48% of residents as White British. The most
represented — and indeed over-represented
- BME group among service users is Turkish
Cypriot/Turkish speaking (including Kurdish),
who make up 17% of the PCPCS caseload,
against only 5% of the local population.

The clinical profile of patients treated by the
service is as follows:

®  49% with medically unexplained symptoms;
® 51% with personality disorder; and
® 52% with chronic or severe mentaliillness.

The figures add up to over 100% because of a
high level of co-morbidity. Overall, around half
of patients seen by the PCPCS have two or more
mental health disorders at the same time.

Finally, Figure 1 shows the analysis based on
the “clusters” or patient groupings used in
Payment by Results (PbR) for mental health.

Overall, 61% of patients are non-psychotic, very
severe and complex (clusters 5 to 8).

Figure 1: Clinical profile of patients
based on PbR clusters

PbR care cluster %
2. Common mental health problems 3
3. Non-psychotic (moderate severity) 13
4. Non-psychotic (severe) 24
5. Non-psychotic (very severe) 11
6. Non-psychotic disorder of over- 18
valued ideas

7. Enduring non-psychotic disorders 20
(high disability)

8. Non-psychotic chaotic and 9
challenging disorders

Other 2
Total 100

UeaH 1ejuUsan 10} a1jua)

spaau xa1dwod yum sjuaijed Suiseuepy



U)1eaH 1eIUSN JO) 313U3)

spaau xa1dwod yum sjusijed Suiseuepyy  1¥0d3Y

CASE STUDY: Mr B

Mr B was originally referred
to the PCPCS at his request
due to his concern that he
might be on the autistic
spectrum.

He was also worried

about his low mood and
obsessional symptoms.

He reported a long history
of difficulties with his
mood, some social anxiety,
intrusive thoughts and a
rigid personality style.

His current bout of
depression started four
years ago when a long-term relationship
broke up around the same time that his
parents and sister moved to Italy. Since
then Mr B had struggled with his mood,
experiencing difficulties in concentrating
and low motivation, to the point that his
work as a freelance graphic designer was
significantly affected.

The PCPCS clinician first referred him to
the learning disability team (after much
negotiation) for an assessment, which
resulted in a diagnosis of Asperger’s
syndrome.

Whereas Mr B reported feeling stuck with
wanting to know his diagnosis, he was also
‘stuck’ in other areas of his life for which

he wished to receive help, particularly his
low mood and problems with concentrating
in his work. The PCPCS offered Mr B 16
sessions of weekly brief dynamic therapy
with a focus on his difficulty in ‘moving on’.

Outcomes
Psychological

Mr B’s anxieties reduced significantly

and he did not feel the need to seek
reassurance from his GP so frequently. He
improved his relationship with his parents
and became more curious about his own
past, seeking to create a clearer ‘storyline’
for his life. His standard outcome measures
showed a change from scoring above

the clinical threshold for depression at
the start of treatment to being below the
threshold at the end.

GP attendance

His frequency of attendance fell in the year
following therapy.



2: Evaluation

A number of benefits may flow from the work

of the PCPCS. These include: improved mental
health, wellbeing and functioning among
patients; cost savings from reduced use of

NHS services; and benefits to GPs including
improved capacity to manage patients with
complex needs and reduced workload. Relevant
information has been collected and analysed in
all of these areas.

Two constraints or limitations on the evaluation
should be noted from the outset. The first
relates to the difficulties of evaluating a
service of the type provided by the PCPCS.
State-of-the-art research into psychological
treatments usually involves the testing of a
single well-defined intervention provided for
a homogeneous group of patients who all fit
into a single well-defined diagnostic category.
The PCPCS differs from this model in every
respect: the service provides a mix of different
interventions to heterogeneous groups of
patients who suffer from multiple problems.

The difficulty with the ideal model is that it
bears little relation to everyday work in primary
care, the reality of which is that patients often
present with a range of conditions characterised
by varying degrees of complexity, chronicity
and severity and where the main concern may
be with improving general functioning rather
than addressing specific symptoms (Greasley
& Small, 2005). As Guthrie has argued,
“studies of psychotherapy should have clinical
relevance, and should be targeted towards
definable clinical populations or characteristics
of patients, rather than diagnostic conditions”
(Guthrie, 2000). Research studies should in
other words be patient-centred rather than
illness-centred, but putting this into practice is
far from straightforward in the context of multi-
dimensional complexity.

Second, only limited time and resources were
available for this study, which necessarily
imposed a number of constraints on the
research design. For example, the impact of the
PCPCS on health outcomes and NHS service
use has been assessed on a ‘before and after’
basis and is based on data relating to samples

of patients who were directly seen and treated
by the service. This means that no allowance

is made for possible benefits resulting from

the PCPCS’s consultation work with GPs and
practice staff. The measurement of these
indirect benefits would require a more complex
and costly research design than was possible in
this study.

A further limitation imposed by constraints

of time and resources is the absence of a
comparison or control group against which to
assess the impact of the PCPCS. In general,
lack of a control group in health studies tends
to mean that the benefits of an intervention
are overstated, for example because part of
any observed improvement in outcomes may
have happened even in the absence of the
intervention in question, as a result of natural
recovery. An important counter-argument in this
study is that many of the patients seen by the
PCPCS have chronic and persistent problems,
with a very low rate of natural recovery.

In evaluating the impact of the PCPCS on
mental health and wellbeing, use has been
made of outcomes data routinely collected

by the service at the start and end of every
course of treatment. A number of different
instruments are used, including: the Patient
Health Questionnaire (PHQ9), which provides
a measure of the severity of depression; the
Generalised Anxiety Disorder Assessment
(GAD7), measuring the severity of anxiety; and
the Work and Social Adjustment Scale (WSAS),

measuring the ability of individuals to do day-to-

day tasks including paid work.

Concerning the impact of the PCPCS on NHS
costs, detailed patient-level data were collected
for a sample of 282 patients treated by the
PCPCS where information on health service

use was available for three consecutive time
periods:

1. 12 months before the start of treatment;

2. throughout the duration of treatment, which
on average lasted 10 months; and

3. 12 months after the end of treatment.
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The information covers service use in both
primary care (mainly GP consultations)

and secondary care (A&E and outpatient
attendances, hospital inpatient stays). Data

on primary care were collected from the
records of local GP practices, while information
on secondary care was provided by local
commissioners using Secondary Uses Service
(SUS) data.

Ideally patients should be followed up for longer
than 12 months after the end of treatment, but
again this was not possible within the resources

Ms M was referred
with a diagnosis of
paranoid personality
disorder after she had
been discharged by
the community mental
health team for her
abusive behaviour
towards their service.

She was referred to
the PCPCS by a GP
whom she saw weekly,
presenting with
numerous physical
symptoms, and whom
she pressured to prescribe lorazepam.

The reception staff felt intimidated by her
and she had been given a final warning for
her threatening behaviour at the practice.
She had previously been discharged by
three other GPs in the borough.

She engaged with an initial joint
consultation with her GP, a PCPCS

clinician and psychiatrist, after which

she attended 12 fortnightly sessions of
supportive therapy, followed by a final joint
consultation with the PCPCS clinician and
her GP.

available for this study. A cut-off at 12 months
is likely to mean that the various benefits of
treatment by the PCPCS will be understated in
the estimates given below.

Concerning the benefits of the PCPCS for GPs,
estimated changes in workload as measured

by numbers of patient consultations are given
in the data just described on service use. In
addition, a short survey of local GPs was carried
out in late 2013, asking a range of questions
about their satisfaction with the service.

Although she was very disturbed and
expressed paranoid beliefs about the
nature of the sessions and the service’s
involvement, she engaged with the
process. Working with her could be
unsettling to the clinician and the PCPCS
team had to be alerted to the possibility of
provocative and angry phone calls to the
office after one such incident.

Outcomes

Two months after the end of therapy the
patient made contact with her elderly
mother, whom she had not spoken with for
years, and ended up visiting her fortnightly
in Brighton until her mother’s death a year
later.

The GP reported that the PCPCS’s
intervention had had a helpful supportive
and containing impact on the practice’s
capacity to continue to offer Mrs M help.
The interest in her at the practice, and the
acknowledgment of the difficult feelings it
stirred up, helped lead to the setting up of
future staff support groups, offered by the
PCPCS to the surgery’s reception staff.



3: Patient outcomes

As noted in the previous chapter, information on NHS service use was collected for a sample of 282
patients treated by the PCPCS. Full information on health outcomes before and after treatment,
covering all three outcome measures described above, was available for 101 of these individuals.
Results on outcomes are shown in Figure 2.

Figure 2: patient outcomes by different measures

Measure | % improved | % unchanged | % worsened | % ‘recovered’ | effect size
PHQ9 78 10 12 53 0.7
GAD7 73 10 17 58 0.6
WSAS 71 8 21 N/A 0.5

These figures demonstrate that the PCPCS has
a positive impact on health outcomes. Averaged
across the three measures, about three-quarters
of all patients show improvements in their
mental health, wellbeing and functioning as

a result of treatment, while on both the PHQ9
and the GAD7 over half of patients are shown
as having “recovered”. This is defined as an
improvement in mental health which moves

a patient from a score before treatment that

is above a defined cut-off value for clinical
diagnosis to a score after treatment that is
below the cut-off.

The effect size shown in the final column is a
widely used method of quantifying the overall
effectiveness of an intervention and a rough rule
of thumb is that an effect size of around 0.2 is
‘low’, one of around 0.5 is ‘medium’ and one of
around 0.8 is ‘high’. On this basis the overall
effectiveness of the PCPCS in improving mental
health, wellbeing and functioning is in the
medium-to-high range.

For comparison, the overall effect size for the
first year of IAPT was 0.7 on both the PHQ9

and GAD7 scales, while recovery rates using
these two measures were 42% in 2008/09,
rising to 47% in early 2013. Compared with the
PCPCS, IAPT services typically treat less severe
and complex patients, with correspondingly
lower initial scores on these measures, making

recovery after undergoing a course of treatment
easier to achieve. Following its first year in
operation, IAPT found that patients with more
severe initial depression and anxiety were less
likely than others to meet criteria for recovery at
the end of treatment.

One interesting feature of the outcomes data

is that the effectiveness of the PCPCS appears
to be somewhat lower among patients with
medically unexplained symptoms than among
those with other conditions. Thus, effect sizes
on all three measures are in the range 0.4 - 0.6
for patients with MUS but in the range 0.7 -
1.0 for other patients. On the other hand, the
numbers of patients showing clinical recovery
were broadly the same in the two groups. The
explanation for the lower effect size in the MUS
group seems to be that the number of patients
whose condition worsened, while still relatively
small, was roughly twice as high among MUS
patients as among those with other conditions.
Despite the lower effect size for health
outcomes, the impact on NHS service use for
patients with MUS was broadly in line with that
for other groups, as discussed further in the
following chapter.
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Finally, detailed analysis of the data on cost
savings reported below shows that the scale

of savings in the full sample of 282 patients is
about three times as high as in the sub-sample
of 101 patients for whom full information is
available on health outcomes as well as service
use. It seems plausible to argue that there is
always likely to be some relationship between
better health and reduced use of health
services, i.e. the bigger the improvement in
health, the bigger the likely reduction in service
use. If so, one implication is that the sub-

Mrs K is a single Kurdish
woman, who was always
well-dressed, stern and
very serious. She was
referred to the PCPCS
because her GP struggled
to talk to her, was
frustrated and left feeling
“useless”. Mrs K was on

a cocktail of medications
and had numerous
physical complaints. She
was the eldest of eight
children, mostly girls, she
had little formal education
as a child, and her parents were very strict.
Her marriage was arranged and she lived
for some years with a man she did not like
or love and who was violent towards her.

She was offered a course of brief therapy.
The primary task of her therapy was to help
her become less harsh and judgemental of
herself and of others. She started to notice
and speak about tiny shifts in her thinking
that allowed greater curiosity. She softened
and became quite attached to the therapy
and to her therapist, but by the end of
therapy the therapist felt concerned that
her gains were modest.

sample on which the above analysis of health
outcomes is based may be unrepresentative
of the wider population of PCPCS patients,
with a bias towards those with below-average
improvements in health and hence below-
average reductions in service use. Put the
other way round, if information on health
outcomes were available for the full sample
of 282 patients, this may well show bigger
improvements in mental health and wellbeing
than suggested by the analysis of 101 patients
given above.

A month after the therapist concluded
treatment with Mrs K and felt disappointed
with only a partially successful result,
there was a new development. Mrs K

had initially rejected the idea of taking
partin the service’s Turkish women’s
horticultural project, as she felt that her
strict adherence to Islam would not allow
her near the pig manure. However, a PCPCS
clinician approached an Imam who said

it would be fine for her to take part in the
farm group. Mrs K thus re-made contact
with the PCPCS and has become a lively
and engaged member of the group. She
has subsequently reported how she had
developed through this process.

Outcomes

As noted above, she reports an improved
mental state. Her outcome measures,
previously in the “depressed and anxious”
clinical range, are now in the normal range.

The PCPCS group worker in the horticultural
project has commented on how physically
able she is, and how she appears not to be
plagued by her symptoms. Her GP reports a
significant reduction in GP attendances.



4: Costs and cost-effectiveness

Costs of treatment

Financial data made available by the Tavistock
and Portman NHS Foundation Trust indicate
that the overall cost of the PCPCS was £0.578
million in 2012/13. Spending on patient
treatment represented 70% of this total, with
the remainder being largely accounted for by
consultation and liaison with GPs and other
primary care staff.

It is estimated that the average cost of one
session of treatment provided by the PCPCS

is £109. (This is a full cost, including not

only therapist pay but also an appropriate
apportionment of overheads, management and
supervision costs and so on.) A typical course
of treatment lasts for 12 or 13 sessions, leading
to an estimate of £1,348 for the average cost of
PCPCS treatment per patient. How much of this
cost is offset by any subsequent reduction in
NHS service use?

Impact on NHS service use

The data on service use collected for this

study show that in the year before the start

of treatment the average monthly cost of NHS
services used by the sample of 282 PCPCS
patients was £152 per head, or £1,827 over the
full year. Three-quarters of this expenditure was
incurred in secondary care and the remaining
quarter in primary care. If service use had
continued at this level during treatment by the
PCPCS, lasting 10 months on average, and in
the year following the end of treatment, total
spending over the combined period of 22
months would have amounted to £3,350 per
patient. In practice, actual expenditure worked
out at £2,887, a reduction of 14 per cent, or
£463 per patient in absolute terms.

Just over a third of this fall occurred while
treatment was in progress and the remaining
two-thirds in the following year. Monthly
spending in primary care fell by 14% per patient
while treatment was in progress and by 25% in
the following year. This largely took the form of
a reduction in the number of consultations with
GPs, indicating that treatment by the PCPCS has

a significant impact on GP workload. Spending
in secondary care fell by 10% during treatment
and by 13% in the following year.

The overall reduction in NHS costs of £463 per
patient is equivalent to 34% of the average
cost of a course of treatment by the PCPCS.

To treat this as a direct cost offset requires an
assumption that all of the observed fall in NHS
service use was attributable to intervention

by the PCPCS; in other words, if the PCPCS
hadn’t provided treatment, the use of NHS
services would have continued at the level of
the previous year. In the absence of a matched
comparison group, this cannot be established
beyond reasonable doubt and, for reasons
already given, any bias in the estimate of
savings over the 22-month follow-up period
(from start of treatment) is likely to be in an
upwards direction. On the other hand, itis also
possible that the benefits of intervention by
the PCPCS extend beyond 22 months. A cut-off
at this point does not reflect a judgement that
the effects of treatment are inherently time-
limited but is rather the result of limitations in
data availability. Possible errors in the overall
estimates of cost savings may therefore go in
both directions.

These findings relate to the full sample of 282
patients. A number of sub-group analyses have
been carried out, with the following results.

Gender: 201 members of the sample were
female and 81 were male. The estimated
reduction in the costs of NHS service use as a
result of treatment by the PCPCS, calculated
as above, was £507 per patient among the
female members of the sample, equivalent to
36% of the average cost of treatment in this
group, while the equivalent saving among males
was somewhat lower, at £351 per patient,
corresponding to 27% of the average cost of
their treatment.

Age: 89 members of the sample were aged
16-35, 147 were 36-55 and 46 were 56+.

In the youngest age group, the costs of NHS
service use actually increased slightly following
treatment, by £57 per patient on average,
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equivalent to 4% of the cost of treatment. The
biggest savings in NHS costs were found among
patients aged 36-55, at £734 per patient or
51% of treatment costs, while among those
aged 56+ the average reduction in NHS costs

was £353 per patient or 27% of treatment costs.

Ethnicity: 101 members of the sample were
classified as White British and 139 as BME
(information on ethnicity was not available

for 42 patients). Following treatment, average
expenditure on NHS services increased by £123
per patient (9% of treatment costs) in the White
British group, whereas in the BME group it

fell by £530 per patient, offsetting 41% of the
average cost of treatment.

Clinical profile: using the clinical profiles
reported in Chapter 2, estimated savings in NHS
costs as a result of treatment for the various
sub-groups were as shown in Figure 3.

The smallest average reduction in NHS costs
is thus found among patients with personality
disorder, perhaps reflecting the particularly
intractable nature of this condition, while the
biggest savings come from those with chronic
or severe mental illness. Savings are also
significantly higher than the overall sample
average among patients with mental health
co-morbidities, i.e. those with two or more
problems at the same time.

Cost-effectiveness

In any given year the NHS has a fixed budget
and the broad aim of decision makers should
be to maximise the total amount of health gain
that can be secured within this constraint.

Figure 3: savings by patients’ clinical profile

Information is therefore needed on the relative
cost-effectiveness of different interventions, so
that resources can be directed towards those
which yield the highest return in terms of health
gain per £ of spending.

Guidance to the NHS on cost-effectiveness is
provided by NICE, based on the metric of cost
per QALY gained. The QALY (quality-adjusted
life-year) is a generic measure of health which
combines the quantity and quality of life in

a single score. A score of 1 corresponds to a
year lived in full health, but is less than 1 if the
quality of life is reduced because of ill health.

The specific measure recommended by NICE
defines health in terms of five dimensions
(mobility, self-care, carrying out usual activities,
pain and depression/anxiety), with three levels
of severity for each (no problems, moderate
problems, severe problems). Altogether this
generates 243 possible health states and each
of these is given a value or weight, based on
survey responses provided by the general public
(Dolan, 1997). For example, a year of life lived
with severe depression but no other health
problems has a score of 0.764, implying that
the reduction in health-related quality of life
associated with this condition is equivalent

to 0.236 QALYs. By extension, an intervention
which successfully treated severe depression
would yield a gain of 0.236 QALYs for one year
altogether free of problems and if the cost of
this intervention to the NHS was say £2,000,
then its cost per QALY would be £8,475 (=
£2,000 + 0.236). Generally, if an intervention
costs less than £20,000 - £30,000 per QALY, it
would be considered cost-effective by NICE.

Patients with: savings per patient | as % of treatment cost
medically unexplained symptoms (141) £425 32
personality disorder (129) £409 29
chronic or severe mentalillness (131) £788 56
2+ mental health problems (126) £672 47

(Figures in brackets show the sample numbers in each sub-group)



Ms W was referred

to the PCPCS after

many years of chronic
health problems, long-
term conditions and
personality and relational
difficulties. Her medical
problems included brittle
asthma, irritable bowel
disease, heart problems
and limited physical
mobility. She was single
with a past history of
domestic violence,
parental neglect and
physical abuse.

She was offered sessions of brief
psychological therapy. She understood
quickly the idea that the relationships
she had experienced as a child and young
person had become a blueprint for her
experience of herself and others (i.e. she
had to do the nurturing but could ask for
nothing in return). She was well-known
locally for being an over-exuberant,
apparently happy-go-lucky person, who
gave praise and gifts to anyone who
offered her kindness.

Her perceptive GP seemed to ‘see through’
her and was left with the aftermath of
numerous medical, social and emotional
crises.

Therapy provided Ms W with a ‘breathing
space’ where her panic became something
that could be talked about and thought
through. She started talking to her
estranged daughter after many years of
conflict.

Outcomes

She reported a development in her
confidence and self-esteem, saying for the
first time that she had got something she
called assertiveness. She was excited and
reported a powerful sense of relief that
she has started to say ‘no’ to people. Her
outcome measures reflected a change from
scores within the “anxious and depressed”
clinical range at the start of treatment to
being below the threshold for anxiety and
just above the threshold for depression at
the end.

She has made fewer GP attendances and
secondary care consultations.
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Relating this kind of analysis to the costs and
effectiveness of treatment by the PCPCS is

not altogether straightforward, as the health
outcome measures used for assessing the
effectiveness of this intervention do not include
the QALY. Some progress can however be made
by drawing on the information on rates of
recovery from depression and anxiety, based
on changes in GHQ9 and GAD7 scores, which
were reported in the previous chapter. These
show that treatment by the PCPCS leads to a
recovery rate of 53% for depression and 58% for
anxiety, giving a broad average rate of recovery
of 55.5%.

As noted above, the QALY includes depression/
anxiety as one of its health dimensions,
distinguishing between no problems, moderate
problems and severe problems. The weights
currently used in calculating QALYs indicate that
‘moderate problems’ for depression/anxiety
carry a penalty of 0.071 QALYs, while ‘severe
problems’ carry a penalty of 0.236 QALYs.

The available data for outcomes in patients
treated by the PCPCS show that among all those
who recovered (i.e. moved below a clinical
threshold after treatment), 45.3% started with
problems of depression or anxiety classified as
‘severe’ and 54.7% with problems classified

as ‘moderate’. The gain in QALYs resulting

from treatment was thus 0.236 QALYs per
patient among those in the first group and
0.071 QALYs among those in the second group,
giving a weighted average gain among patients
who recover of 0.146 QALYs. Given an overall
recovery rate of 55.5%, this means that the
average gain among all patients treated by the
PCPCSis 0.081 (i.e. 0.145x 0.555).

On average, the gross cost of treatment
provided by the PCPCS is £1,348 per patient,
but the net cost to the NHS is less than this, at
£885 per patient, because of the subsequent
savings associated with reduced use of health
services. Cost per QALY thus works out at around
£10,926 (i.e. 885 = 0.0649). This is well below
the NICE threshold range of £20,000 - £30,000,
implying that the intervention is good value

for money. Taking the upper end of the NICE
threshold range, the estimates indicate that
every £1 invested in treatment by the PCPCS
yields health benefits valued at around £2.75.

This assessment of cost-effectiveness is almost
certainly on the conservative side. For example,
it assumes that the benefits of intervention last
for only one year. No allowance is made for any
improvements in mental health which occur
during the 10 months when treatment by the
PCPCS is in progress or for any improvements
which persist for more than 12 months after
the completion of treatment. Against this,
some improvement in mental health may have
happened anyway, even without intervention,
but — as noted earlier — the natural rate of
recovery among patients seen by the PCPCS is
generally likely to be very low.

A further limitation of the cost-effectiveness
analysis given above is that it covers only the
benefits associated with reduced depression/
anxiety and makes no allowance for any gains in
the four other dimensions of health covered in
the QALY. These include self-care and carrying
out usual day-to-day activities and it is likely
that treatment by the PCPCS leads to some
improvement in both these dimensions. This

is shown by improved scores on the Work

and Social Adjustment Scale, the outcome
measure used by the PCPCS which assesses
the impact of mental health difficulties on an
individual’s ability to function in terms of home
management, work, leisure and personal or
family relationships. As noted in Chapter 3,

the overall impact of the PCPCS is almost as
large on this measure as on those relating to
depression/anxiety. Some of the case studies
given in this report provide further evidence of
such wider benefits of treatment by the PCPCS,
including reductions in the perceived severity of
physical health symptoms.

Two other points may also be noted. First, our
assessment of cost-effectiveness is based on
the NICE threshold range of £20,000 - £30,000
for the implicit monetary value of a QALY.
However, this value has remained unchanged
since 1999/2000 (House of Commons Health
Committee, 2008), despite the fact that between
1999/2000 and 2012/13 the general level of
prices in the economy increased by 34%,
money GDP per head by 53% and spending per
head of population on the NHS by no less than
133% in cash terms (HM Treasury 2013, 2014).



The last of these changes in particular is hard to
square with a fixed monetary value for the QALY,
as it clearly represents a substantial increase

in society’s willingness to pay for better

health. Any increase in the monetary value of

a QALY would of course imply a corresponding
improvement in the value-for-money case for the
PCPCS.

Second, irrespective of its precise value in
absolute terms, an increasing body of evidence,
both from this country and elsewhere, suggests
that the QALY as conventionally measured
substantially under-estimates the value of
mental health relative to physical health (see
for example: Moussavi et al., 2007; Bockerman
etal., 2011; and Fujiwara and Dolan, 2014).
There are a number of possible reasons for
this. One is that the five dimensions of health
used in the QALY are not adequate for capturing
the full impact of mental illness; for example,
no allowance is made for the stigma and
discrimination which add to the burden of many
types of psychiatric disorder. Another is that
QALYs are based on hypothetical preferences

of the general public which may in many cases
fail to anticipate correctly the real impact that
different health states may have. In particular,
there is evidence that it is much more difficult
to adapt to mental illness than it is to most
physical health problems.

In an attempt to get round these difficulties,
use has been made of a survey-based approach
which relates people’s actual lived experiences
with health conditions to their subjective
assessments of wellbeing. This direct linking
of data on health and wellbeing does away
with the need to define health in terms of
intermediate dimensions or domains and a clear
finding of such studies is that mental health is
much more highly valued relative to physical
health than suggested by the QALY approach.

The most recent work in this area (Fujiwara &
Dolan, 2014) estimates that the adverse impact
on wellbeing of depression and anxiety has a
monetary equivalent cost of around £44,000 a
year. This is far higher than the corresponding
figure based on QALYs. As noted earlier, severe
depression carries an estimated penalty of
0.236 QALYs and if one QALY is valued at
£30,000 (using the higher end of the NICE
range), then the monetary equivalent cost on
this basis is only around £7,000 a year. The
new approach thus implies that the benefits

of successfully treating depression/anxiety
could be about six times higher than previously
thought. While further research may show

this to be an overstatement, it seems unlikely
to overturn the general finding that existing
methods tend to underplay the benefits of
better mental health and hence the value-for-
money case for services such as the PCPCS.
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Mrs A was originally
referred because of her
difficulty in coping with
her multiple physical
health problems,
including diabetes, high
blood pressure, a liver
problem and multiple
pains, particularly in

her back. In addition,

she struggled with the
emotional challenge of
helping mentally ill family
members, particularly

a daughter with severe
bipolar disorder who had been sectioned
under the Mental Health Act.

Mrs A attended 13 sessions of Brief
Dynamic Therapy. During the course of
treatment, she was able to identify the
ways in which her anxiety contributed to
the deterioration of her physical health.
She noticed that the more stress she was
under, the more pain she felt. She was able
to identify ways in which she could deal
with her anxiety. Mrs A was also socially
isolated and this was an area discussed
and thought about. Some solutions were
identified and she was happy with the
possibility of joining a carer support
group. She found a group she felt able to
join and was very proactive in organising
the paperwork needed to take part in this

group.

Outcomes

Her GP attendances fell from 34 in the
year before treatment to none in the year
after treatment.

The standard outcome measures for
depression and anxiety show scores
which changed from being above clinical
thresholds at the start of treatment to
being below these thresholds at the end.



5: GP satisfaction

Introduction

As noted in Chapter 2, a short survey of local
GPs was undertaken in November 2013, asking
a range of questions about satisfaction with
the PCPCS. An earlier survey, undertaken by
Capita Consulting in 2011, found generally high
levels of satisfaction with the service on such
matters as its responsiveness to local needs
and operational requirements in primary care,
the degree to which it complemented rather
than duplicated other services, its targeting on
difficult-to-engage patients and its impact on
health outcomes (Capita Consulting, 2011).

As seen in the previous chapter, there is also
evidence from the current study that the PCPCS
is of benefit to GPs by reducing workload
pressures, with numbers of GP consultations
with patients referred to the PCPCS falling by
25% in the year after discharge compared with
the year before the start of treatment.

For the 2013 survey an online methodology
was used with a mix of open and close-ended
questions (see the Appendix for a copy of the
questionnaire). A total of 204 GPs in referring
practices were invited to respond and 44 did so.
Results are as follows.

Use of the service

Of the 44 respondents, 42 had personal
experience of using the service. Of the
remaining two, one was not aware of the service
and the other used in-house counselling and
psychotherapy services and so did not need to
refer patients onwards.

Of the 42 GPs who had experience of the
service:

® 40 (95%) had referred a patient for
assessment;

® 26 (62%) had received a professional
consultation (i.e. following a referral, they
had an in-depth telephone conversation or
meeting with a PCPCS clinician to discuss
the management of their patient);

® 20 (48%) had a joint patient consultation
(i.e. following a referral, they had a meeting
with their patient and a PCPCS clinician to
identify the best way forward); and

e 27 (64%) had a case-based discussion (i.e.
had a meeting with the other GPs in their
practice together with a PCPCS clinician to
discuss specific patients who may or may
not subsequently be referred).

Satisfaction with the service

Of the 42 GPs who had experience of the
service, 39 (93%) answered questions relating
to their satisfaction with particular aspects of
the service.

Of these GPs, 100% were satisfied with the
straightforwardness of the referral process
(rating the service 5 or above on a 1-10 rating
scale, where 1 means very dissatisfied and 10
very satisfied). The average score given was
8.77, with 16 (41%) of GPs declaring that they
were very satisfied with the referral process
(rating the service 10/10).

Similarly, 100% of these GPs were satisfied with
the accessibility of the service to their patients
(rating the service 5 or above). The average
score given was 8.49, with 14 (36%) of GPs
declaring that they were very satisfied with the
accessibility of the service (rating the service
10/10).

And 100% of these GPs were satisfied with

the responsiveness of the service to their and
their patients’ needs (rating the service 5 or
above). The average score given was 8.72, with
16 (41%) of GPs declaring that they were very
satisfied with the responsiveness of the service
(rating the service 10/10).

Asked to give a general assessment, all but
one of the 39 GPs said that they were satisfied
with the service overall (rating the service 5 or
above). The average score given was 8.85, with
14 (36%) of GPs declaring that they were very
satisfied with the service overall (rating the
service 10/10).
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GP comments related to satisfaction
with the service (13 in total)

“I really got a lot of benefit from the joint
consultation.”

“Excellent clinicians and very straight forward;
waiting list could always be shorter. | think this
is longer because there are problems with the
quality of the alternate service - primary care
psychology IAPT.”

“Non-attenders are contacted. Reasons for not
attending are considered and flexible approach
helps those who find engagement difficult to
continue therapy.”

“It is very helpful to speak to therapist
personally to see whether a referral is
appropriate. It is usually reasonably easy to get
hold of the therapist.”

“Really flexible and patient-centred service (and
GP centred!).”

“Fab service.”

“Several very good meetings to identify on-
going management issues with patients.”

“Sometimes difficult to know how long patients
will wait to be seen once referred.”

“Very straight forward referral process, easy
accessibility to our patients as the sessions

take place in our surgery and | am grateful that
the professional seeing our patients is very
competent and caring and responsive to our and
our patients’ needs.”

“Very helpful service, both in terms of response
and ease of communication with psychologists.”

“Patients being seen in a neighbouring practice
added an obstacle for some patients despite not
being very far and clearly signposted. Excellent
assessments, occasionally frustrating when
patient needs would be best met by another
service (e.g. therapeutic community or longer
term psychotherapy) - a difficult gap to bridge.
Often referral to PCPCS has occurred as patient
will not attend other services. Would be helpful
to think about how PCPCS can help people into
more appropriate service most effectively.”

“Easy referral process but a number of referrals
seem to get ‘lost’. Given how desperate many
patients are, this can be very disappointing
when they have been waiting for a while to

be seen. The service, like any, works well for
some patients and not for others. This may be
because the service needs to be clearer with
professionals about what sorts of people find
this type of service useful and who doesn’t. | do
get frustrated when my referral makes it clear
that the patient is complex and they are then
asked to see a relatively junior practitioner who
then has to refer them on.”

“The service is very adaptable to gender and
race issues and needs of patients.”

Net promoter score

Of the 42 GPs who had experience of the
service, 39 (93%) answered a question on how
strongly they would recommend the service

to a colleague. All but two of these GPs would
recommend the service to a colleague (rating
the service 5 or above). The average score
given was 9.00, with 19 (49%) of GPs declaring
that they would recommend the service very
strongly (rating the service 10/10). According to
the theory behind the use of the net promoter
score, 72% of GPs would be likely to be active
promoters of the service, compared to just

5% detractors (promoters = scores of 9 or10;
passives = scores of 7 or 8; detractors = scores
of 6 or less).

Contribution to managing patients
with complex needs

Of the 42 GPs who had experience of the
service, 39 answered a question on the extent to
which the service helped them manage patients
with complex needs. All but one of these GPs
answered that that their involvement with

the PCPCS team had helped them deal more
effectively with patients with complex needs
(rating the service 5 or above). The average
score given was 8.36, with 13 (33%) of GPs
declaring that the service had helped them to a
great extent (rating the service 10/10).



Mrs B was referred to
the PCPCS because

of her low mood and
difficulties in coping
with the stress she
experienced during and
after a court case that
resulted from an alleged
assault on her person
by a family member. Mrs
B’s alleged attacker was
found not guilty due to
lack of evidence. Mrs B
reported being afraid

of her alleged assailant
and that she was afraid to leave the house
as she worried she might encounter her
alleged assailant. She was withdrawn and
isolated.

She was married and dependent heavily
on her husband to do most practical things
like cooking, cleaning and looking after
the children, as well as to do anything

the family needed to be done outside the
house. Some of this was because of Mrs
B’s hearing and speech impediment, while
some related to her anxiety. Her difficulties
had a significant impact on the family and
the children who were receiving support
from the school counsellor.

Mrs B attended six assessment sessions
with the PCPCS, followed by 15 sessions in
Couples Therapy.

In her past, Mrs B had lost her father when
very young and her elder brothers took up
the role of her father as she was growing up.
As the youngest daughter, she was used to
being protected by her older brothers. When
the court case happened and her brothers
did not show their support to her, Mrs B felt
very let down and rejected by her family. The
fear of her attacker and her difficult feelings
of being by herself — without the support

of her brothers — led Mrs B to become
withdrawn and to struggle to move on with
her life. During her treatment, her clinician
mainly focused on her anxiety with regards
to hearing-related problems and employed
behavioural activation tasks, involving her
husband in the process and negotiating
ways how she could get more involved in
family life.

Outcomes

Her outpatient appointments year fell from
21 in the year before treatment by the
PCPCS to 4 in the year after treatment and
A&E attendances fell from 4 to none.
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GP suggestions for improving the
service

Towards the end of the survey, GPs were invited
to share their suggestions for how the service
could be improved. These are as follows:

“Spread a bit thin, need more...”

“My patients are in general very satisfied with
the care they are receiving from your services.

I have no suggestions for any improvements at
present but would be grateful if you can continue
offering this service. Thank you”.

“The community groups are fantastic - can we
develop more (I am especially interested in
developing a craft/arts group in the practice)”.

“Was frustrated when | had worked quite hard
to sell the ‘medically unexplained symptoms’
service to a patient only for them to point
blank refuse once the letter for a ‘psychology’
appointment arrived. We had just reached a
point where they had agreed to think about the
mental and emotional aspects of their condition
but did not want to be referred to a ‘mental
health’ service... | give this example because

I think it is common amongst the group of
patients seen by PCPCS and could have been
easily avoided by offering appointment by
phone or by amending letter head.”

“More very practical behavioural approaches
would be useful. Many of my patients are
operating at a level where they need clear
straight forward strategies. Some patients have
said how difficult they find it talking to very
young people about very difficult things and
that they want to see practitioners with more
expertise and | suppose more life experience.”

“l am aware patients are not that regular in
keeping the appointments but clinicians need

to be more sensitive, flexible and responsive.
Selection of cases too rigid for acceptance for the
service which was not helpful in my observation.
Itis hard to judge from the symptoms whether
they need an ordinary specialist or super
specialist.”

Other comments by GPs
“Your service is flexible and approachable.”

“These patients are often complex and having
another way of viewing their issues is extremely
useful for on-going care.”

“Feedback in meetings are invaluable.”

“Invaluable meetings to discuss cases we are
struggling with, some startling results for those
seen by the service. General feeling of support
from the service. It feels genuinely collaborative,
the most rewarding relationship in 25yrs of
practice”.

“Great support to us in primary care.”

“I have found the service very useful and | hope
itis going to continue to be available for my
patients.”

“Reducing admissions is not always possible,
but sharing a way of helping individuals - both
patient and GP cope with on-going care issues is
essential”.

“Good service”

“One of the few services available which actually
meets the needs of service-users who are often
not considered/amenable to standard services
interventions.”

“Good that we have it. The service has certainly
helped a number of our patients. | wouldn’t want
it to stop.”

“The service should be held up as a great
example of practice for other areas to consider.”



Mrs C was referred
because of her anxiety
about her health.

She had a myocardial
infarction several years
ago and since then has
been convinced that she
would die immediately,
experiencing heightened
anxiety because of this
belief. While her partner
was alive she managed to
contain her anxiety to a
degree, but after his death
she felt unable to cope
and underwent a number
of investigations, all of which returned
normal. However, instead of feeling
reassured she felt even more anxious about
her health and certain that something
sinister would cause her death. Her anxiety
was so high that she felt it would be
preferable to die than to await her natural
death. She had previously attempted

CBT, numerous antidepressants, as well

as ‘complementary’ therapies, including
acupuncture, homeopathy and Reiki.

Mrs C attended five sessions of Brief
Dynamic Therapy.

With a background of early experiences of
rejection, Mrs C developed a sense that
she did not deserve to live and that she
would probably die at any point of some
terrible disease. When she met her partner
she was able to feel a sense of purpose in
her life, particularly through the emotional
containment he offered her. With his death
this containment was gone and Mrs C felt
unable to bear her own anxieties, and

was struggling to cope with the grief and
with the task of trying to create a life for
herself without her partner. Mrs C was seen
intermittently as she struggled to leave
the house due to anxiety. Contact with

her was often through the telephone and
involved a flexible way of engagement. In
the therapeutic work, she was reflective
and started to process some of her grief
and engage with family life by spending
time with her step-children and step-
grandchildren.

Outcomes

Her A&E attendances fell from 18 in the year
before treatment to none in the year after
treatment.
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Appendix: GP survey

Dear Colleague,

We would be grateful for your help with
improving our service for you and your patients.
By taking 2 minutes to answer the following
questions, you will help us achieve this goal.
We also welcome your further comments and
suggestions, which we will collect in free text at
the end of the survey.

With thanks,
City and Hackney PCPCS

1. Have you personally had experience using
our service?
Yes No

Engagement questionnaire

This question helps us understand why you have
not use the PCPCS yet to help us to facilitate
your engagement with our service in the future.

2. Please identify the main reasons behind your
decision not to use our service to date.
(please select all that apply)

o | was not aware of the service

o |do notunderstand what the service has
to offer

o Our needs are already well covered by
other City and Hackney mental health and
psychotherapy services

0 We use in-house counselling or
psychotherapy service and do not need to
refer outwards
| had/have no suitable patients to refer

I could not decide which service option
was relevant to my patients

o | have heard negative feedback about the
service

Please expand on any of the above or let us
know any other reason that you haven’t used
our service and what we could do to facilitate
your service engagement.

3. Which of the following options have you
used in our service (please select all that

apply)?
o Referred patient for assessment

o0 Professional consultation — following a
referral, | have had an in-depth telephone
conversation or meeting with one of your
clinicians to discuss the management of
my patient)

o Joint patient consultation — following a
referral, | have had a meeting with my
patient and one of your clinicians to
identify the best way forward

o Case-based discussion — I have had a
meeting with the other GPs in our practice
with one of your clinicians to discuss
specific patients who may or may not be
referred

Satisfaction questionnaire

We would like to ask you a few questions about
your level of satisfaction with our service.

4. How satisfied are you with the following
aspects of our service (where 1 means very
dissatisfied and 10 very satisfied)?

Straightforwardness of the referral process
Accessibility to your patients

Responsiveness to your and your patient’s
needs

Please expand on any of the above.

5. Overall, how satisfied are you with our
service (where 1 means very dissatisfied and
10 very satisfied)?

6. How strongly would you recommend our
service to colleagues (where 1 means not at
alland 10 very strongly)?

7. Please rate the extent to which involvement
with our team has helped you deal more
effectively with patients with complex needs
(where 1 means not at all and 10 to a great
extent)?

Please let us know any suggestions you have for
improving our service.

Please add here any other comments you have
about the service or this survey.
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