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Foreword

Around 6 million adults in England and Wales are affected by anxiety and depression
Access to appropriatacceptable and effective psychological therapies is critical for
helping individuals recover and for reducing disability and associated costs to the public
purse It is clear that professionals across services provided byahiHBird sector

work hard todeliver good quality psychological therapié¥hat is perhaps less

understood is exactly which type of services exist, where they are based and precisely
what interventions they provide.

The National Audit of Psychological Therapies for Anxiety apceBson (NAPT) has
provided a unique opportunity for us to begin to understand the range and quality of
services and the experience of those who receive thefBipy audit findings,

incorporating data fronacrossWales and Englandlerive from a spectruraf services,
including those in primary and secondary care, small and large services, IAPT-and non
IAPT services.

The audit has produced some very encouraging findings; for example, the majority of
service users who responded to the audit reportedstive therapeutic alliance with
their therapist and felt that therapy had helped them to cope with their difficulties. It is
clear that good quality services can have an incredibly positive impact on an individual
with anxiety and depression and thesemuch to be celebratedHowever, within this
overall positive picture there is wide variation between serviEes example, whilst

many services meet the standards around waiting times, for others, a sizeable
proportion of service users still face uoaptably long delaysFor people with anxiety

or depressiomespecially those who need time and courage to seek help in the first
placec these delays can pose real difficultidsis therefore important that whilst we
celebrate the many areas of ach@wment, we continue to strive for further

improvement.

Central to the process of improving services is reflecting on these findings and trying to
understand why such variation occurBhe audit findings allow participants to

benchmark their services agat other servicegnablingclinicians, managers and
commissioners to learn from good practice and plan positive changesning from

the experience of those who use psychological therapy services will be key to making
improvements We are delighted wh the service user input into the audit and expect

the feedback from the more than 10,000 service users who responded to the audit
survey to be of immense value when planning future developm@ims willingness of
clinicians and service users to contribute to this national audit and their openness to
reflect on areas for possible improvement has been inspiring and bodes very well for the
continued development of psychological services provisidraies and England

ProfessorJohn Cape I T OKSNAYS hQbSAff
Chair of the NAPT Steering Group Service user and third sector
lead, NAPT



Executive Summary

Background

The National Audit of Psychological Therapies for Anx iety and Depression
(NAPT) was established in 2008 with funding from the Healthcare Quality
Improvement Partnership (HQIP , see http://www.hqip.org.uk ). Th e aim of
this three -year project was to evaluate and improve the quality of treatment
and care provided to people who suffer from anxiety and depression in
England and Wales

The key aims of the audit were to measure:

Access
Appropriateness
Acceptability
Outcomes

= =4 —a

to/of treatment for those suffering from depression and anxiety.

Audit standards

Audit standards were developed from relevant guidance literature, including

that produced by  the National Institute for Health and Clinical Excellence
(NICE), and in consultation with both t h e a uStdering $roup and Expert
Advisory Group

Method

In 2009 a pilot phase was carried out that tested different methods of

collecting data for the audit . After a review and discussion with the pilot

sites the questionnaires were amended and methods for data collection were
chosen . The following audittools were used to assess adherence to the audit
standards:

1. Service Context Questionnaire
2. Therapist Questionnaire
3. Retrospective Audit of people who completed therapy between
1 September and 30 November 2010
4. ServiceUser Survey O6Talking Treat ment 6

Data collection was carried out between May 2010 and February 2011.

Intotal, 3 57 services from 120 organisations across England and
Wales participated in NAPT.

A more detailed description of the methods can be found on page 25,


http://www.hqip.org.uk/

Performance againstthe  NAPT standards

Below is a summary of performance against each of the NAPT standards,
measured using the data collection tools described above. The standards
relate to the aims  of the audit, as follows:

Access | standards 1 -3
Appropriateness i standards 4-6
Acceptability 71 standards 7 -8
Outcomes 1 standards 9 -10

Please note: for most standards, the data were analysed at both patient at

service levels.  The findings therefore include the experience of the average
patient, as well as comparisons between services. The large variation in the
number of returns by service means that there are important differences in

these two approaches, which should be take n into account when interpreting
these findings.

Standard l1a: The service routinely collects data on age, gender and
ethnicity for each person referred for psychological therapy

Overall, there was 99% data completeness for age group; 99% for gender
and 76% for ethnicity. At a service level, the vast majority of services had
100% or near data completeness for age and gender; however, there was
much greater variability in the levels of completeness for ethnicity data.

Standard 1b: People starting treatment with psychological therapy
are representative of the local population in terms of age, gender
and ethnicity

There appears to be an underrepresentation of older people (65+) when

compared to expected rates of common mental health problems for this age

group nationally. The available ethnicity data are consistent with the Office
for National Statistics (ONS) data . No ethnic groups appear to be over - or
underrepresented at  a national level; however, data w ere notmappedat a
local level, and no conclusions can be drawn for those patients (24%) for

whom ethnicity was incomplete.




Standard 2: A person who is assessed as requiring psychological
therapy does not wait longer than 13 weeks from the time at which
the initial referral is received to the time of assessment

Overall, this standard was met for 85% of patients. At a service level, the
median percentage of patients meeting the standard was 80 %.

Large services had the shortest waiting time to assessment, with patients in
medium services waiting on average 4 9% longer, and patients in small
services waiting on average 4 3% longe r.

Standard 3: A person who is assessed as requiring psychological
therapy does not wait longer than 18 weeks from the time at which
the initial referral is received to the time that treatment starts

Overall, this sta ndard was met for 85% of patients. At a service level, the
median percentage of patients meeting the standard was 80%.

Large services had the shortest waiting times, with patients in medium -
sized services waiting on average 49 % longer, and patients in sm aller
services waiting 34% longer on average.

Standard 4: The therapy provided is in line with that recommended
by the NICE guideline for the patientoés

Overall, this standard was met for 83% of patients who had a primary
diagnosis of anxiety or depression covered by a NICE guideline . Patients
with a primary diagnosis of OCD/ body dysmorphic disorder , p anic

disorder /agoraphobia were most likely to receive therapy in line with NICE
guidance (90% and 89% respectively) and patients with a diagnosis of

PTSD were least likely to receive therapy in line with NICE guidance (75 %).

At a service level, the median proportion of patients who received a NICE
recommende d therapy was 87%. However, there was considerable
variation across services, with the top quartile providing a NICE
recommended therapy for over 96% of their patients, and the bottom
quartile for less than 7 8% of their patients

NB: This standard has on  ly been measured for those patients for whom a
diagnosis has been made. No conclusions can be drawn for those patients
whose diagnoses were not recorded.




Standard 5: Treatment for high intensity psychological therapy is

continued until recovery or for at least the minimum number of

sessions recommended by the NICE guidel:|
condition/problem

Overall, this standard was met for 54% of patients. At a service level, t he
median percentage of patients who received the right number of sessions or
who recovered was 56 %.

Number of recommended session S
30% of patients received the minimum number of sessions recommended in
the specific NICE depression or anxiety disorder gui deline for thg

condition/problem. The diagnosis most likely to receive the correct number
of sessions was panic disorder/agoraphobia (62%) and the diagnosis least
likely was Generalised Anxiety Disorder (GAD) (18 %).

Recovery and reliable improve ment rate s

It was possible to calculate this for 9 2% of patients who met the pre -
treatment caseness criteria. Of those that did not have the recommended
number of sessions, 46% recovered, 13% made reliable improvement but

did not recover and 41% neither re covered nor made reliable improvement

Reasons for therapy endin g

For those patients who did not receive the minimum number of sessions and
neither recovered nor reliably improved, the most frequently reported

reasons for ending therapy were completing treatment (49%) or dropping
out/unscheduled discontinuation (44 %).

Standard 6: The therapist has received training to deliver the

therapy provided
All therapists surveyed had some training in at least one therapy t ype. This
includes people who have received formal training, attende d short

workshops and those working with supervision.

At a service level, the median percentage of therapists who had received
formal training in at least one therapy was 86%.

In relation to the provision of high intensity therapy, therapists were most

likely to have completed formal training for counselling, person -centred
therapy, CBT and psychodynamic therapy. For low intensity therapy, the

majority of therapists had completed formal training for the provision of

support with medication, psychoeducati on, guided self -help and other low
intensity therapies. Overall, the most frequently reported qualification was

a postgraduate diploma.




Standard 7: People receiving psychological therapy experience and
report a positive therapeutic relationship/helping alliance with

their therapist which is comparable to that reported by people

receiving treatment from other therapists/services

This standard was met for 80% of patients . Ata service lev el, the median
percentage of patients reporting a positive therapeutic alliance was 82%,

while the rate for services in the top quartile exceeded 88%. It should also
be noted that the response rate for the ARM -5 was 19%:; the service users
that responded t o the questionnaire may be more favourable about their
therapeutic relationship than those that did not respon d.

Standard 8: Patients/clients [service users report a high level of
satisfaction with the treatment that they receive

Overall, 87% of responses were positive. Quantitative data indicated

slightly higher overall levels of satisfaction with outcomes of therapy when
compared to access to therapy. Th e lowest levels of satisfaction were in
relation to the waiting time for treatment to start and the number of

sessions that patients were receiving. It should also be noted that the
response rate for the service user questionnaire was 21%,; the service use
that responded to the questionnaire may be more favourable about their
experience of therapy than those who did not respon d.

rs

Standard 9a: The service routinely collects outcome data in order to
determine the effectiveness of the interventions provided

Eighty -one percent of patients had both a first and last score on at least one
measure. At a service level, the median proportion of patients with both a
first and a last score on at least one measure was 76%.

Standard 9b: The clinical outcomes of patients/clients receivin g
psychological therapy in the therapy service were comparable to
those achieved to benchmarks from clinical trials and effectiveness

studies and to those achieved by other therapy services

The mean recovery rate for participating services was 4 9% with the top
guartile achieving recovery rates of greater than 57%.

Few participating services had effect sizes that were comparable to those
found in trials data , but the outcomes are broadly similar to those reported
in the practice -based litera ture.




Standard 10: The rate of attrition from commencing treatment to
completing treatment is comparable to that of other therapy

services
The attrition rate for people ending therapy within the audit period is 25%.
At service level, the attrition rate ranged between 0 - 50%, with a median

of 19%. Both very high and very low attrition rates could be worthy of
further exploration by the services concerned.




Key findings

The following list summarises key findings emerging from the audit data .

1. The psychological therapy services that participated in the audit
vary greatly in size.
The small est services inthe audit (which employed fewer than eight
therapists) were predominantly secondary care services and not
considered part of the English IAPT programme . The large st services

(which employ more than 20 therapists) were mainly based in primary
care and many of these received IAPT funding . This variation is
important when considering the other key findings for the audit . The

large st services have much higher throughput and so account for a
disproportionately high proportion of the patients (27% of services
accounted for 78% of the patients).

2. Older people are less likely to receive psychological therapy than
younger people.
Based on what is known about the prevalence of common mental health
problems, people aged between 65 and 74 are half as likely, and those
aged over 75 one -third as likely, to receive therapy as people under the
age of 65 . Over one -third of services ( 36% ) have a policy that excludes
older people.

3. The waiting time standard, both from referral to assessment and
from referral to treatment, was met for 85% of patients for
whom data were returned . However, variation between services
varied widely and  long waiting times ~ were one of the most frequently
cited area of concern by service user s completingthe survey . Many of
the comments made by service u ser respondents illustrated the
debilitating effect that long waiting times can have on an individual s
wellbeing.

4. The analysis of clinical outcome measures showed that nearly
49% of patients with pre - and post -treatment measures had
recovered at the end of therapy . The outcomes for participating
services are  broadly similar to those reported in other large
evaluations  of psychological therapy in routine clinical settings ,
but lower than that reported in randomised controlled trials.

The fact that only  one -third of all services returned adequate data to be
included in the analysis of outcome measures needs to be taken into
account . The two approaches used for making comparisons with other
studies also need to be considered when drawing any conclusions.
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5. Ninety percent of patients who returned a questionnaire reported

a positive therapeutic alliance with their therapist.

These findings must be considered in light of the fact that the 19 % of
service users who completed the ARM -5 measure might be biasedi n
favour of those who are more satisfied . It should also be noted that the
views of patients who  either declined or dropped out of therapy are not
represented in the sample.

The type of therapy provided s in line with NICE guidance for
83% of patients with a diagnosis for which there is a NICE

clinical practice guideline.

Although this indicates that a large majority of patients received therapy

in line with NICE guidance, the fact that no diagnostic information was
provided for 46% of patients needs to be taken into account . No
conclusions can be drawn for those patients whose diagnoses are
missing. The proportion of people receiving a NICE recommended
therapy varied according to diagnosis, with PTSD having the lowest level
of adherence . Although it may be clinically appropriate to provide an
alternative therapy, the reasons for such decision -making are unclear.

Seventy percent of patients who had high intensity therapy did

not receive the minimum number of treatment sessions that NICE
recommends.

About one -half of these patients had not recovered by the time that
therapy was discontinued . Concerns about the number of sessions
provided were also evident in the results from the quantitative and
qualitative analysis of the data from the service user survey.

A number of therapists are delivering therapies for which they
have received no specific training.

Although all therapists reported receiving training in at least one therapy
modality, they had not necessarily received specific training for the
therapies they reported delivering . 30% or more of therapists that

deliver the following types of therapy report having undertaken no
training in that therapeutic approach:

1 high -intensity therapies - interpersonal therapy, couples therapy, eye
movement d esensitization and reprocessing , d ialectical behaviour
therapy and arts psychotherapies;

1 low-intensity therapies T computerised cognitive behaviour therapy. It

is noted that low -intensity therapies generally require less training.

11



9.

10.

11.

12.

There is substantial variation between services in meeting the

audit standards

1 For example, those in the bottom quartile for waiting time
performance met the standard for waiting time from referral to
treatment for 50 % of patients or less , compared to services in the top
qua rtile which achieved this for 93% of their patients ;

1 the standard for delivery of a treatment recommended by NICE was
met for 77% of patients or less by those in the bottom quartile,
compared to 96% or more in the top quatrtile.

1 Those in the bottom quartile for therapeutic alliance had 13% or more
patients reporting a weak therapeutic alliance , compared to those in
the top quartile, which had 5 % or fewer patients reporting a weak
alliance.

Patients from small and particularly me dium services waited

longer than patients from large services for both assessment and

treatment

There was a significant effect of service size upon waiting times, but no
effect of IAPT funding and service level after adjusting for the effects of
service s ize.

The extent to which services routinely collect outcomes data is
unclear.

The finding that for 81% of patients there was at least one outcome
measure with pre and post scores needs to be considered in light of the
fact that only one third of all par ticipating services returned adequate
outcome data . Furthermore, the data submitted indicated that 42
services (15%) had no outcome data for any of their patients.

Some p sychological therapy services are poor at recording the
ethnicity and diagnosis of the patients they treat.

Our conclusion that people from Black and minority ethnic groups do not

appear to be disadvantaged in terms of access to psychological therapies
must be tempered by the finding that ethnicity was not recorded for 24%

of patients . Also, because of the challenge of defining the catchment
area of participating services and taking into account the differing target
populations of participating services, we have compared the patient
cohort to the UK population and not to the local pop ulation . Itis
therefore possible that differential access by certain ethnic groups has
been missed . Recording of diagnosis is even poorer; 46% of patients
had not been assigned a diagnosis . Differing practices in relation to
assigning diagnoses may be a contributory factor.

12



Recommendations

Recommendation 1: Investigate reasons for
sub -optimal duration of therapy

1 The finding that a substantial number of patients end therapy before
having received the number of treatment sessions that NICE
recommends and without having recovered, should be communicated to

therapists employed by participating services and service man agers.
1 Local services should seek to gather more specific information about why
patients who have not recovered end therapy when they do and where

appropriate, act on these findings

Recommendation 2. Training of therapists

1 Thefinding that a substantia | number of therapists are delivering some
therapies that they report they have not been trained in needs further
exploration to consider the appropriateness of this . This issue also needs
to be discussed with professional bodies and training providers.

1 Service managers should consider the skill mix and training of employed
therapists at both an individual and service level, taking into account the
national picture . Any training or support needs should be followed up in
supervision and annual appraisals

1 Attempts should be made to gather further information about the training
and accreditation of therapists in future research and audit work
Recommendation 3: Services that are outliers should

consider the reasons and make action plans to
address the  problem

1 Local reports will alert each participating team  to any standards in which
they are an outlier and these teams will be encouraged to take action.

1 The reaudit should assess whether local action has increased the extent
to which standards have be  en met.

Recommendation 4: Addressing service user sources
of dissatisfaction

9 Service user concerns need to be discussed with all relevant stakeholders
in order to identify changes that need to be made . The two areas of
greatest dissatisfaction (waiting time for treatment to start and the
number of sessions that they were receiving) need to be given particular
consideration as these were also backed up by other findings.
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Recommendation 5: Action to address the poorer
access to therapy services by older people

1 The NHS Commissioning Board and relevant policy leads should be asked
to consider whether  further changes should be made to current policy

and the system for commissioning, regulating and managing the
performance of services that provide psychological therapy services L ltis
noted that the IAPT programme in England has recently pledged to

improve access for older people and any lessons learnt from this in the
future will need to be widely shared amongst commissioners and
managers of all services
1 The local reports  sent to individual participating services should highlight
this issue and ask services to consider addressing it in their action plans.
1 The reaudit undertaken in 2012 sh ould attemptto gather data to further
understand the reasons for services providing differential access by age.

Recommendation 6: Improv ing the  recording of
ethnicity and diagnostic data

Obstacles to recording  ethnicity and diagnostic data need to be fu rther
explored with a view to identifying effective strategies for attaining high
completion rates . Examples of good practice should be shared across
services.

Recommendation 7: Investigate reasons for non -
adherence to NICE guidelines

The reason why adherence to NICE recommended therapy varies according

to diagnosis should be further explored. The local reports  and NAPT action
planning tool kit will prompt participants to consider  whether this is an issue
for them . Where appropriate, s ervices will be encouraged to take action

The NAPT reaudit should seek to gat her further information on why such
variation occurs.

Recommendation 8: Improve routine outcome
monitoring

Services need to improve the ways that they collect outcome data . This
should be addressed in local action plans, as well as discussed further at a

national level. Itis noted thatthe IAPT programme expects services to

achieve atleast 90% data completeness by utilising session by session

outcome monitoring. Itis als o noted that data from IAPT services

dominated the sample included in the analysis of outcomes. This will need
further consideration = when designing the reaudit in 2012.

14



The future of NAPT

In June 2011, the National Audit of Psychological Therapies secured funding
from the Healthcare Quality Improvement Partnership (HQIP) for a further
two years from  November 2011.
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The issue

Mental health problems are common in the U.K. According to the 2007

Office for National Statistics Adult Psychiatric Morbidity Survey of England

1 The proportion of the  adult populationin England with at least one

common mental health disorder is17.6 % in 16 -64 year olds and

10.2% in older adults.

1 The most prevalent common mental health disorders are generalised
anxiety disorder (4.3% of the population), depressive episode (2.3%)
and mixed anxiety  and depressive disorder (9% ).

According to the World Health Organisation (2001), t he burden of

depression and anxiety disorders is projected to be the second most

common cause of loss of disability -adjusted life years in the world The

Department of Health (2011) also stated:

AiThere is strong evidence that appropriate
pathways for people with common mental health conditions reduce an

individual 6s usage of NHS services vihgs,adi ng
as well as contributing to overall mental wellbeing. This approach promotes
inclusive, equitable services that meet the
The political landscape

The importance of the provision of psychological therapy services has

received increasing attention over recent years and continues to do so.

Some of the most significant factors to have influenced policy over the past

decade include:

1. Concerns about access to services:

Despite the high prevalence of anxiety and depress ion and the serious

implications of both disorders, in 2003, the Office of National Statistics

estimated that only 14% of people with mental health problems were

receiv ing counselling or psychological therapies. The need to improve

access was recognised n ationally in the Mental Health N ational Service

Framework fiv e-year review (Department of Health, 2004).

2. Recommendations from the National Institute of Health and Clinical

Excellence (NICE) that evidence -based psychological therapies be used for

anxiety disorders and depression (NICE 2004a, 2004b, 2005a, 2005b).
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3. The economic  argument for improved access - in 2006 the London School
of Economicsd produced a r epcalaulatingthathe o6 Layar d Re

common mental health problems cost England at lea st £77 billion a year.
4. The Ol mproving Access to Psychol ogincal Ther :
October 2007 the Government announced £17 3 million funding for a

programme of Improving Access to Psychological Therapies (IAPT) for

anxiety and depression  in England. Within three years, 3,660 new CBT
therapists and psychological wellbeing practitioners had been trained and
IAPT services had been extended to cover around 60% of the population of
England (IAPT, 2011a).  According to IAPT (IAPT website, 2011) about 60%
of the adult population in England now has access to IAPT services and IAPT

is expanding; between 2011 and 2015, IAPT is being extended to children

and young people, as well as people with medically unexplained symptoms.

The role of the Nation al Audit of Psychological
Therapies (NAPT)

The growing recognition of the importance of psychological therapy coupled

with concerns about access to services led to the then Healthcare
Commission (now the Care Quality Commission) requesting the Royal
College of Psychiatristsdéd Centre forscQpeal ity | npr

the feasibi lity of a national clinic  al audit of therapy services. The scoping
exercise took place in 2007 and resulted in the CCQI recommending a
national audit of psychological therapy services for people with anxiety and
depression, focusing on waiting times, patient experience and clinical
outcomes. Following a successful funding application, the National Audit of
Psychological Therapies (NAPT) was established in 200 8 and began
develo ping and piloting methods. Between the scoping exercise in 2007
and the official start of NAPT in 2008, the IAPT programme was launched.

The remit of NAPT was to provide the first comprehensive measurement of
NHS-funded services providing psychological t herapies for people with
anxiety and depression in England and Wales

Variation in the provision of psychological
therapy services

The provision of services continues to change apace, especially with the
continued expansion of the IAPT programme which is significantly

altering the landscape in England. For the purpose of understanding the
NAPT findings, it is important to be mindful o f the vast differences between
the services taking part in NAPT, including:

1. Whether or not the service is provided through the NHS or voluntary

sector ,

Whether the service is provided in primary or secondary care ,

The size of the service

The nature of fu nding; i.e. supported by IAPT funds or other sources ,
The remit of the service; its case mix and referral criteria :

abkwnN
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6. The local context of the service, including its local population and the
configuration of other health and mental health services in the reg ion.

We therefore recommend that the findings in this report are viewed with
these key differences in mind.

Using the NAPT data to improve services

Each participating service has been provided with an individual report

detailing how they are performing against the audit standards , and how they
compare to the average scores across the audit. Services will be provided

with an action planning toolkit to help them make positive changes. For

more information on the toolkit, see www.rcpsych.ac.uk/napt
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Methods

The methods leading up to the main audit are summarised below:

The Scoping Exercise (2006 -2007)

A literature review, consultation process and feasibility study identified
the need to conduct an audit of the availability, accessibility, uptake
and outcomes of primary and secondary care psychological therapy
services of people with a primary diagnosis of anxiety/mood disorders
or depression.

Aquiring funding (2008)

Following the recommendations of the scoping project, the National
Audit of Psychological Therapies for Anxiety and Depression was
established with funding from the Healthcare Quality Improvement
Partnership (HQIP).

The pilot phase (2009)

The pilot phase tested different methods of collecting data for the
audit. Twenty seven pilot sites across nine organisations were
recruited to ensure a broad cross - section of services in terms of
location, population and therapeutic modalities. Following a review of
the pilot, the data collection tools were amended and finalised for use
in the main audit.
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Developing the audit standards

Audit standards were developed using:

1 Areview of the literature which identified all of the national guidance
relating to the delivery of psychological therapies for anxiety and
depression in England and Wales, including guidance produced by NICE.

1 A mapping exercise that was carried out under the guidance of the NAPT
steering group to enable measureable and relevant standards to be
shaped from the literature (see Appendix A for a list of steering group

members).
1 Lessons learnt from the pilot phase which resulted in the standards being
modified. A total of 10 standards were then agreed for us e in the main

phase of the audit (see Appendix Q).

Developing data collection tools for the main
audit

The tools aimed to include all the items necessary to measure adherence to
the audit standards . For a complete list of items on each data collection tool,
please visit www.rcpsych.ac.uk/napt

Four audit tools were developed:

Tool 1:thes ervice context questionnaire

This was a 17 -item one -off questionnaire that gather ed contextual
information about the service. The tool gathered information about the type
of service, staffing levels and therapy modalities offered. In addition , it
asked whether therapies are offered in languages other than English.

Tool 2:thet herapist questionnaire

This tool was a one -off questionnaire to gather information on the training

and qualifications of every therapist/worker in the participating service ,
including voluntary and unpaid staff . It also measure d the types of therapy
that therapists deliver and the proportion of their working week spent in
direct clinical contact  with clients.

Tool 3:ther  etrospective case note a udit of people having completed
therapy

This tool measure d length of waiting times, care pathway data and
outcomes of all those who ended therapy for treatment of anxiety and
depression between 1 Sept  ember 2010 and 30 November 2010

Tool4:thes ervice user survey O6Tal king Treat mentd

This is a one -off question naire sent out by each service on a selected census

date to all service users on the current caseload, who had received at least

one treatment session  for anxiety and depression . It measure d satisfaction

with access and outcome of (pesngadseriesoft al ki ng
short questions. The questionnaire was developed by running focus groups
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with service users who had received psychological therapies. Feedback from

the focus group informed the items, structure and layout of the audit tool.

The final version of the questiomgerdre, OTallin
during a steering group meeting , at which a number of service user

organisations were represented. A full report of the development process

can be found at www.rcpsych.ac.uk/napt . The survey also measures

therapeutic alliance using the 5 -item client version of the Agnew

Relationship Measure (ARM  -5)*.

Recruiting services to the audit

A variety of recruitment strategies were used to encourage individual
services to sign up for NAPT.

Advertisement

Posters and brief reports about NAPT were published by relevant

organisations with the help of the steering group members. The se materials
were addressed to services directly, and alsoto service user s, with an
appeal to them to prompt their local services to participat e in the audit.
Mailouts

The project team sent letters to Chief Executives of Primary Care and Mental
Health Trusts and Local Health Boards, Clinical Audit Managers and Heads of
Psychology to raise awareness of the audit. The letter included a sign -up
sheet to be completed and ret urned to the project team.

Newsletter
Electronic newsletters of the audit were distributed to service managers in
the NHS and voluntary organisations to keep them updated on the

development and progress of NAPT.

Service user lead
A service user lead was employed to disseminate information amongst
service user groups and service users.

Regional leads

Regional leads were employed to promote the audit in each Strategic Health
Authority in England and in North and South Wales. The r egional leads used
different strategies to recruit services, such as presenting at conferences,

distributing posters, speaking to service leads directly and providing the

project team with  further intelligence regarding the location of teams in their

parti cular area.

! Cahill,J., Stiles,W.B., Barkham,M., Hardy,G.E., Stone,G., Agnew -Davies, R., &
Unsworth,G. (in press). Two short forms of the Agnew Relationship Measure: The
ARM-5 and ARM -12. Psychotherapy Research.
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Participating services

A total of 357 services across 120  organisations were recruited and
participated in the audit (for a full list, please refer to Appendix B:
Participating organisations and services )

England : 309 services across 11 1 organisations collected data for the audit.

Wales : All Local Health Boards signed up for participation in the audit. In
total, 48 services across 8 organisations took part.

Eligibility

In order to determine their eligibility for the audit, each service which
enquired about signing up was asked to complete the decision tree below.

The figure overleaf  shows the breakdown of answers to the questions by the
357 services which participated in the audit.
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Figure 1:

Decision tree for eligibility criteria

STAGE 1

Is your service an NHS  -funded service
whose primary function or one of
primary functions is to provide
psychological interventions in the
community for people with common
mental health problems such as anxiety

disorders and depression?

whose

Yes
318 (89%)

No
39 (11%)

STAGE 2

Does your service have a dedicated
worker or dedicated workers
(constituting at least 1 WTE), whose
primary role is to provide NHS -
funded psychological therapy for
common mental health problems

within your wider service?

Include ALL people that are
being referred to this service i
the audit, regardless of their
diagnosis.

Yes
16 (4%)

Collect data on all people
seen by the dedicated
worker(s).

No
23 (6%)

STAGE 3

Do you have NHS

-funded workers/therapists in your service

who, as part of their role, treat people for their anxiety and

depression?

STAGE 4

Yes
23 (6%)

Do the number of people
seen for anxiety and

Yes
14 (4%)

depression constitute more
he :jf:c?ss ?Ot:’ than 50% of the individual
the national wor keros/therap
audit of caseload?
psychological
therapies.
No
9 (3%)

No data need to be collected for
the national audit, but individual
therapists/workers may choose
to collect and submit data on
patients with anxiety disorders
and depression if they wish

Individual
therapists/workers to
collect data on all
people, who are
diagnosed with and
treated for anxiety
and depression only.

As can be seen from the decision tree above, the majority (89%) of the
psychological
in an outpatient setting

participating services ha

treatments for anxiety and depression

ve a primary role to provide
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Data collection

The data collection schedule

It was decided to carry out a phased data collection in order to allow

services sufficient time to prepare and submit data for each aspect of the
audit. Table 1 presents the time lines for data submission of the individual
audit questionnaires.

Table 1: Dates for submission of audit questionnaires

May - October 2010 Tool 1: Service Context
Questionnaire

July - December 2010 Tool 2: Therapist Questionnaire

September 2010 T February 2011 Tool 3 : Retrospective Audit of
Patients who Ended Therapy

Census date in October - November 2010 Tool 4: Service User Survey

Methods for data submission

Tool 1:t he service context questionnaire
Services were asked to submit the data from the service context
questionnaire  online .

Tool2:t he t her ap iqsestiondaire

Services were asked to submit the data from the t h er a pduestiorsnaire
online . Therapists who had not responded to the questionnaire within a set
period of time were sent a reminder email.

Tool 3:t he retrospective case note audit
The case note audit  could be submitted using several options:

1 Online submission with a  separate questionnaire for each client

I Services could request a specially formatted Excel spread sheet that
could be completed including all eligible clients

I Services that used data collection systems such as IAPTUS , CORE-IMS
and PC - MIS were able to extract data using a bespoke data extraction
report . This was particularly relevant for IAPT services that already
collect a large amount of data through their IT systems. The project
team liaised closely with the companies who run the IAPTUS, PC-MIS
and CORE IMS systems, which developed bespoke data extraction
reports that could be run by the services . These enabled the relevant
data fields to be extracted into an Excel spreadsheet relatively quickly
and easily . The Excel spreadsheet could then be emailed to the
project team for analysis . This process avoided duplication of data
collection.

1 A small number of participating services which use their own bespoke
IT systems also chose to extract data from their system in a similar
way, w ith the help of an IT person in their organisation.
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Figure 2: Method used by services to submit retrospective audit data

NB: Some services used more than one method of data submission e.g.
online submission and Excel template.

Tool 4: the service user questionnaire
The service user questionnaire was distributed by the services and returned

by service users directly to the NAPT  project teamusing freepost, prepaid
envelopes.

Response rates for the data collection tools

Response rates for the service context questionnaire

All participating services submitted the s ervice context questionnaire
Response rates forthet herapist questionnaire

The variation in number of therapists nominated by each service ranged

from1l to 164 ,see Figure 3 . The mean number of therapists nominated per

service was 23 . These data were used to measure standard 6.

Table 2: Therapist questionnaire response rates

Number of Therapists Number Response
Responded Rate (%)

Number of Cases 7145 3946 55




The therapist questionnaire was completed by 55% of the therapists
nominated by the participating services (see Table 2). The response rate
varied from 0 to 100% between services

During the data collection phase, some organisations nominated more than
one service under the same service code . For the purpose of this analysis,
these services were merged.

Figure 3: Number of therapists nominated by service

607

40

Number of services
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0 20 40 60 a0 100 120 140 160 180
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Figure 4 shows the spread of response rates for services that were included
in the therapist questionnaire analysis. Only services who had nominated

more than six therapists were included in this analysis, which amounted to

247 services out of the 306 that submitt ed data for this part of the audit.

Figure 4: Response rate by service for therapistos
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Response rates for the r etrospective case note a udit of people

having completed therapy

Two hundred and seventy two (76%) services took part in the retrospective
part of the audit . Of those not taking part , 27 (8%) services confirmed that
they had no service users completing therapy in the audit time period and

the remaining services did not specify a reason . Following dat a cleaning
procedures, a total of 49,963 cases were included . These data were used to
measure standards 1, 2,3,4,5,9and 10 . For details of the number of
cases included for ea ch standard, please see  Figure 8 .

Table 3 below indicates that larger services accounted for the majority

(78%) of returns  for the retrospective case audit . The number of returns
varied greatly between services , ranging from 1-1861.
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Table 3: Number of returns by size of service

Size of Service Returns
N (%)
Small (fewer than 8 whole time equivalent staff) 1924 (4)
Medium (8-20 WTES) 8866 (18)
Large (Greater than 20 WTES) 39173 (78)
Figure 5: Number of patients per service in the r etrospective audit
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Response rates for the service user survey

Of the 357 services , 43 did not collect data for the service user
questionnaire . For the purpose of the response rate calculation, services

with missing information (e.g. unspecified number of questionnaires posted
out) were excluded from the analyses (n=5) . Forthe remaining 309
services where it was possible to calculate response rates, 2 1% of service

users completed and returned their forms by the deadline.

Table 4: Service user guestionnaire response rate

Number sent Number Response Rate
out Returned (%)
Number of cases 52582 10970 21%
These data were used to measure standards 7 and 8 . The response rates
were also broken down by service and the results can be seen below . Some

service leads were responsible for more than one service and posted out
questionnaires under the same service code; for these services their data

were merged for the purpose of the analys is. Services that sent out fewer
than six questionnaires were not included.
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Table 5: Service

user questionnaire

response rates by service

Mean Median Range 25 ™ 75"
(SD) Percentile Percentile
Questionnaires sent | 195.0 71 1194 32 253
out (267.73) (6-1200)
Questionnaires 37 16 267 7 475
returned (49.77) (0-267)
Response rate (%) 231 21.81 100 15.9 294
(14.23) (0-100)

Figure 6: Number of service user questionnaires returned by service.
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Figure 7: Response rate by service for service user questionnaire.
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The service user response rates varied greatly between services . However,

some services were small services and therefore had small number of
patients, which might explain some of the variation.




Figure 8 illustrates the number of cases collected and how this relates to the

audit standards.

Figure 8: Number of cases for audit standards.

357 services took part in
NAPT

(contextual information)

A 4

49,963 cases from 272
services were submitted
for people who ended
therapy between 01

2010 in the retrospective
audit

September 1 31 November

3,946 therapists from

306 services completed
the therapists
questionnaire

10,970 service user
questionnaires were
completed and returned to
NAPT from 314 services

(standards 7&8)

49,025 people had a
recorded reason for

46,942 people had
referral and assessment
dates

(standard 2)

”| ending therapy

(standard 10)

45, 209 people had
referral and start of
treatment dates

(standard 3)

15,390 people had a
diagnosis for which
there is NICE guidance

(standard 4 )

A 4

A 4

measure

(standard 9 a&b)

37,901 had at least one
pre and post outcome

7,730 people met standard 4
and received a tleastone NICE
recommended high intensity
therapy

(standard 5)

A

12,061 people dropped
out of treatment

(standard 10)
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Approachto  analysis

Descriptive statistics for contextual data are presented before the findings in
relation to each of the standards . For most standards, the data were
analysed at both patient and service levels . The findings therefore include

the experience of the average patient, as well as comparisons between
services . The large variation in the number of returns by service means that
there are important differences in these two approaches to the analyses,
which should be taken into account when interpreting the finding s.

Due to the shorter waiting times targets that apply to  IAPT services, the
findings for standards 2 and 3 were also explored in relation to the type of
service . As well as the funding source, the size of service and level of
provision were included in the analyses.

Limitations of the methodology

The limitations of the methodology include:

1 The fact that data returns were not evenly spread across services due to
differing service size ; for some standards, a small proportion of teams
produced the majority of data returns

The variation in data completeness.

Potential response bias resulting from the different options services had

for returning data; for example some services returned case note data

using automated IT systems whereas some produce d data manually.
Service leads were given a census date and clear instructions for sending

out questionnaires to all eligible service users, but it is not possible to
ascertain if these instructions were fully adhered to by all services.

E |

We have provided more detailed information on potential data limitations
within the relevant sections of the report.
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Audit Findings

Contextual service data

All 357 participating s ervices were asked to provide contextual information
about their service, which is presented in the following section

Source of  funding

Figure 9 shows the number of participating services that receive IAPT
funding and those without  IAPT funding. The majority of services had no

IAPT funding , with around two thirds falling into this category . It should be
noted that IAPT is an English initiative

Figure 9:Numberof  participating services that receive IAPT funding
and those that do not
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Level of provision

Figure 10 give s an indication of the level of service provision. The level of
provision was roughly split between primary and secondary care, with a

small number of services being a mix ture of primary and secondary care

Figure 10 : Level of service provision
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Primary Care Secondary Care Mixed

Figures for mixed level of care were quite similar in both England and Wales;
however , Wales had a higher percentage of secondary care only services
and fewer primary care only services.

Table 6: Le vel of service provision in England and Wales

England N (%) Wales N (%)
Primary Care 131 (42) 16 (33)
Secondary Care 142 (46) 27 (56)
Mixture of primary and secondary care 36 (12) 5 (10)
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Managing s ector

The sector managing the service was also measured . As Table 7 shows, the
NHS managed most of the participating services and particularly so  in
Wales, where 96% of services were NHS -managed compared with 85% in
England .

Table 7: Sector managing the service

NHS Voluntary Private NHS & Voluntary NHS & Private
N (%) N (%) N (%) N (%) N (%)
312 (87) 30 (9) 7(2) 7 (2) 1(<1)

Age range of client group

Figure 11 indicates the age range  of service users accepted in the services.
Just over half of the services (5 6%) accepted both working age and older
adults for psychological therapy. Just over a third of services in England
(35%) and Wales (37%) were not available to older adults.

Figure 11 : Age range of service users seen by participating services

250

201 (56%)

200
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127 (36%)

29 (8%)

Working Adults Only (285) Older People Only (65+ Both Working Age & Older
People (18+)

Table 8 shows thatt here were a similar proportion of services for working

age adults in England and Wales . However, Wales had a higher proportion of
services specifically for older people (15% compared to 7%) and a lower
proportion of services for both working age and older people (48%

compared to 57%)
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Table 8: Age range of service users seen by participating services in
England and Wales

England N Wales N (%)
(%)

Working Age 109 (35) 18 (37)

Older people 22 (7) 7 (15)

Both working age and older people 178 (57) 23 (48)

Size of service

Figure 12 illustrates the size of the services involved in the audit . Services
were categorized based on the number of Whole Time Equivalents (WTE s)
staff delivering therapy for anxiety and depression. Services are considered

to be of small size if they employ fewer than eight WTEs, of medium size if
they employ 8 -20 WTE s and large if over 20 WTE s deliver therapies for
anxiety and depression. As can be seen from the graph below, just under
half of participating services were classified as small.

Figure 12 : Size of service
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A larger proportion of services in Wales were classified as small (<8 WTES)
when compared to England and there were no large services in Wales.

Table 9: Size of participating services in England and Wales

England N (%) Wales N (%)
Small 126 (41) 33 (69)
Medium 88 (29) 15 (31)
Large 95 (30) - (0)

Please note, the table above should be viewed in the context of population
size and local catchment areas.
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Configuration of services

As can be seenin

services (32 %).

Table 10 the majority of
NHS man aged secondary care services (47

Table 10 : Managing sector by service level

participating services
%) or NHS m anaged primary care

were either

Primary Secondary Mixed Total
NHS 113 167 32 312
Voluntary 20 2 8 30
Private 6 - 1 7
NHS & 7 - - 7
Voluntary
NHS & Private 1 - - 1
Total 147 169 41 357

Table 11 shows the level of service in terms of IAPT funding received.
of the services involved in

services (47 %).

the audit were non

Table 11 :IAPT funding by service level

Many
-1APT funded s econdary care

LEVEL
FUNDING Primary Secondary Mixed Total
IAPT Funding 102 - 16 118
No IAPT funding 45 169 25 239
Total 147 169 41 357

Table 12 illustrates

be large services.

services.

that services receiving
For smaller services
funding . 66% of medium sized services (
funding. The few small services

Table 12 :IAPT funding by service size

IAPT funding were most likely to

, 97% (15 5/159) received no IAPT
69/104) do notreceiv e IAPT

which receive IAPT finding

may be d&tartup 6

Service Size
FUNDING Small Medium Large Total
IAPT Funding 4 35 79 118
No IAPT funding 155 68 16 239
Total 159 103 95 357
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When co nsidering age group with service level
of pa rticipating services

both working age and older

were primary care services provid
adults (35% ) and secondary care services

providing treatments for working age adults (25%)

to older people were within secondary
primary care services dedicated to older adults. However,
primary care teams  described themselves as

adults .

and older

or mixed

Table 13 : Age range of patients by service level

(Table 13) , the largest group
ing treatments for

All s ervices dedicated

care.

There were no
85% (125/147) of
accessible to both working age

Primary Secondary Mixed Total
Working Age (18 -65) 22 89 16 127
Older People (65+) - 28 1 29
Both (18+) 125 52 24 201
Total 147 169 41 357
As can be seen from  Table 14 the majority of smaller services ( 71%) fall
under secondary care . Larger services were more likely to be  found in

primary care

(74% ), afigure to be

are more likely to be funded by IAPT.

Table 14 : Level of care by service size

expected considering

that

large services

Service Size
Service Level Small Medium Large Total
Primary 30 47 70 147
Secondary 113 46 10 169
Mixed 16 10 15 41
Total 159 103 95 357

Range of therapies delivered

Figures 13 -15 present the range of therap

and non-lAPT services for high intensity therapies.

ies delivered within IAPT funded
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The provision of h igh intensity therapies

Figure 13 : High intensity therapy provision in IAPT funded services
(N=118 )
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Figure 14 : High intensity provi sioninnon -IAPT services
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As can be seen from  Figures 13 & 14, the most common high intensity
therapies delivered by IAPT funded  services are Cognitive Behavioural
Therapy (CBT), Behavioural Activation Therapy , Counselling, P erson -Centred
Therapy , Interpersonal Therapy and EMDR . Although CBT is also the most
commonly available  therap y in non-IAPT services, there is a slightly more
even spread acrossthe other individual high intensity therapies, when being
compared to IAPT services .

Regardless of the level of IAPT funding, Arts Therapies and Dialectical
Behavioural Therapies are individual high intensity therapies that are offered
by only a very small number of services that participated in the audit.

In general, group therapies ar e not offered as frequently as individual
therapies . The most frequently offered group therapies are for Cognitive
Behavioural Therapy, Behavioural Activation and Mindfulness based
Cognitive Behavioural Therapy across services that receive IAPT funding
For non -1APT services the predominant group therapies on offer are for
Cognitive Behavioural Therapy, Ps  ychodynamic/Psychoanalytic
Psychotherapy and Mindfulness based Cognitive Behavioural Therapy.
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The provision of low intensity  therapies

Figures 15 & 16 present the range of therap
and non-lAPT services for low intensity therapies.

Figure 15 : Low intensity therapy provision for IAPT
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The above charts show that across services receiving IAPT funding the

provision of individual low intensity therapies is evenly spread with the

exc eption of struct ured exercise, which is offered in only a small number of

IAPT services . Innon -1APT services, individual psycho -educationis on offer
in just under  50% of services and computerised Cognitive Behavioural

Therapy and structured exercise are provided less f requently.

In general, group therapies are not offered as frequently as individual

therapies . Psycho -education is the low intensity therapy most frequently
offered in a group setting across all levels of IAPT funding.

The most common professional groups

Figures 1 7-19 present the professional groups of therapists broken down by
size of service, funding and level of service.

Figure 17 : Professional group by size of service
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Figure 18 : Professional group by funding
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Figure 19 : Professional group by level of service
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The charts above indicate that cognitive behavioural therapists and
psychological wellbeing practitioners were more likely to work for larger

services, services funded by IAPT , and primary care services . Secondary
care and non -lAPT funded services were more likely to employ clinical
psychologists.
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Number of therapies delivered per service

Figure 2 0 indicates the number of therapies delivered by services . The
mean number of different therapies offered by services was 7.2.

Figure 20 : Number of therapies delivered
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NB: All low intensity therapies have been grouped together to represent one
therapy.

Therapies available in different languages

Figure 2 1 indicates the number of se  rvices offering therapies in a language
other than English  and how they can be accessed . Where therapies through
other languages were available they were more likely to be offered via

interpreting services  (52%). Overall, 31 1 (87%) services offered access to
therapy in another language either t hrough therapists, interpreting services

or both. There were 46 (13%) services that offered no access to therapy in

another language.
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Figure 21 : Access to therapies in a language other than English
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Adherence to the audit standards

The following section provides information on the extent to which each of
the audit standards were met.

Standard 1: Access to services

Standard la: The service routinely collects data on age, gender and
ethnicity  for each person referred for psychological therapy

A total of 49,96 3 cases were included for this standard . Table 15 presents
the completeness of this data in terms of age, gender and ethnicity ata
patient level
Table 15 : Data completeness for age, gender and ethnicity

(N=49,96 3)

Demographic data Data complete N (%) Missing N (%)

Age 49,58 2 (99) 381 (1)

Gender 49,53 7 (99) 426 (1)

Ethnicity 37,78 5 (76) 12,178 (24 )

Data completeness at service level

Of the 224 services with six or more cases, 194  (87%) had 100% data
completeness for age,  one service was an outlier with 0%, and the
remain ing 29 had between 57% and 99% data completeness.

Of the 224 services with six or more cases, 167 (75%) had 100% da ta
completeness for gender, and the remaining 57 had between 90% and 99%
data completeness.

There was greater variation between services in data completeness for

ethnicity . Of the 224 services with six or more cases, 95 (42%) had 100%
data completeness f  or ethnicity , two services had 0% data completeness,

and the remaining services ranged between 15% and 99% . Thisis
represented in the graph overleaf :
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Figure 22 : Data completeness of ethnicity coding by service
(n=224)
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Comparisons to other datasets

CORE-IMS

National data on age, gender and ethnicity is routinely collected by services

and clinicians using the ~ CORE system (Clinical Outcomes in Routine
Evaluation) . Between January 1999  and October 2008 a total of 70, 245
cases were recorded . Comparing their data completeness in terms of age,
gender and ethnicity with the Table 15 above it can be said that the data

obtained by NAPT is more complete for age and gender . The CORE data
provided information on age and gender for 93% of cases . In contrast,
information on ethnicity was more consistently collected by the CORE

system with relevant data on 87 % of people.

IAPT

In July 2010 , the IAPT year one data review was published ( Glover, Webb &
Evison, 2010) . This reported on data collected by 32 IAPT sites in the first
roll -out year and atotal of 79,310 cases were submitted for analysis on data

completeness . Overall, the data obtained on age, gender and ethnicity by
NAPT is more complete than that of the IAPT datareview . | APT&6s data i s
most complete for gender (98 % of cases ) with data on ethnicity having the

poorest ra te of recording (71%). Services and clinicians who participated in
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NAPT are consistently collecting information on the age and gender of their
patients . Data completeness of these demographic variables is higher than

other national data sets . However, ethnicity dataw  ere missing for
approximately a quarter of cases and there was much greater variability

across services . The recording of this variable will require improvement in

the future.

1b: People starting treatment with psychological therapy are
representative of the local population in terms of age, gender and
ethnicity

Table 16 show s the demographic breakdown , Where recor ded, for all
patients included in the audit.

Age Range

Table 16 : Age range of people completing treatment during the audit
period

Age Group N %
18-24 6,496 13
25-34 12,166 25
35-44 12,497 25
45-54 9,929 20
55-64 5,359 11
65-74 1,925 4
75+ 815 2
Total 49,18 7 | 100

N.B: This does not include data for one service that submitted age groups in
different bandings (394 cases)

Comparisons to other datasets

CORE-IMS
Data provided by CORE follows a similar trend for the above age groups,
with the exception  of people over 65 years of age; more older people are

included in the NAPT dataset than in the CORE dataset (6% vs 0.5%)

IAPT
I n comparison with | APT6s year one dat a
figures for the brea  kdown of working age adults and older people

Office for National Statistics (ONS)

The ONS published data after the 2001 Census. Thereisa clear
underrepresentation of older people (65+) in NAPTO&s diatompaison
with the ONS data (6% vs 21%) . In addition, there appears to be an

overrepresentation of 25  -44 year olds in the above data when compared to
the general population in 2001 (50% vs. 38%) as presented in Table 17.
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Table 17 : Age range of people included in NAPT vs. 2001 census data

Age NAPT data ONS data

Group N (%) N (%)

18-24 6,496 (13) 4,371,302 (11)
25-44 24,663 (50) 15,168,481 (38)
45-64 15,288 (31) 12,394,123 (31)
65-74 1,925 (4) 4,367,032 (11)
75+ 815 (2) 3,945,742 (10)
Total 49,187 (100) 40,246,680 (100)

Adult Psychiatric Morbidity Study 2007

The National Centre for Social Research in collaboration with the University

of Leicester carried out a household survey between October 2006 and

December 2007 to collect data on mental health among adults aged 16 and
over in England . It provides prevalence rates of common mental disorders,
which include different types of depression and anxiety.

The highest prevalence rates of common mental disorders are among the
16-54 year old age groups . There is a lower prevalence for people aged
over 65 with the lowest rate found for people aged over 75 years. The NAPT
dataset shows a similar trend in that the majority of people receiving

treatment for anxiety and depression are aged between 25 and 54 years and

a much lower proportion are aged over 65 years.

However, the observed proportion of older adults included in the audit is
much lower than might be expected from the prevalence rate as established
by the Psychiatric Morbidity Study . Thereis a prevalence rate for common
mental disorders  of 10.6% for those aged 65 -74 years and 9.9% for those
aged over 75 years . In light of these prevalence rates, we would expect to

see almost twice as many people aged between 65 and 74 years and over

three times as many people aged over 75 years in the NAPT dataset as
presented in Table 18.

Table 18 : The expected and observed number of people in the NAPT
dataset with a common mental disorder

Age Expected Observed

Group N (%) N (%)

65-74 3,443 (7) 1,925 (4)

75+ 2,951 (6) 815 (2)

Performing a chi square test between the expected and the observed values,

it becomes apparent that the differences between the two groups are

statistically significant for both age groups; 65 -74yearolds ( R= 669.28 ,
p<0.001) and for people aged 75+ ( R’=1546.1, p<0.001) . Therefore,
there appears to be a clear underrepresentation of older people in the

services that participated in the audit
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Gender

Table 19 : Gender of people complet ing treatment during the audit
period

Gender N %

Male 17,092 |35

Female 32,444 65

Total 49,53 6 | 100

Comparisons to other data sets

As with  NAPT, both IAPT and CORE have an overrepresentation of female

patients shows a n almost equal

female/male ratio as demonstrated in

Table 20 : Gender

in comparison with the ONS data, which
Table 20.

of people included in NAPT vs. 2001 census data

Gender NAPT data ONS data

aged 18+ N (%) N (%)

Male 17,092 (35) 19,281,754 (48)

Female 32,444 (65) 20,964,926 (52)

Total 49,536 (100) 40,246,680  (100)

However, this needs to be considered in light of the different  prevalence

rate s for common mental health problems in males and females . The Adult
Psychiatric Morbidity S tudy established thatthe prevalence rate is higher for

females than for males (19.7% vs. 12.5%)
gender distribution as presented in

Table 21 : The expected and observed number of people with a

common mental disorder

. We would therefore expect
Table 21 .

Expected Observed
Gender N (%) N (%)
Male 18,329(37) 17,092 (35)
Female 31,208 (63) 32,444 (65)

Performing a chi square test between the expected and the observed values
for males , we observe that the differences between the two groups are
statisticall y"=%3.3 p<D.00L)c aAthough fRe difference
between the observed and expected values for males is significant, in real
terms it is small and may not be meaningful.
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Ethnicity

Table 22 : Ethnicity of people completing treatment during the audit
period

Ethnic Category N %
White - British 31,552 84
White - Irish 391 1
White - Any other 1,783 5
Mixed - White and Black Caribbean 216 1
Mixed - White and Black African 78 0
Mixed - White and Asian 107 0
Mixed - Any other mixed background 272 1
Asian or Asian British - Indian 584 2
Asian or Asian British - Pakistani 361 1
Asian or Asian British - Bangladeshi 99 0
Asian or Asian British - Any other Asian
background 335 1
Black or Black British - Caribbean 638
Black or Black British - African 372 1
Black or Black British - Any other Black
background 188 0
Chinese or Other Ethnic Group - Chinese 97 0
Chinese or Other - Any other Ethnic Group 544 1
Total 37,617 100
NB: Only those data con sistent with the above ethnicity codes provided by NAPT
were included in the analysis. This excluded 168 cases.

Comparisons to other data sets

The data provided by CO RE and IAPT follow a similar trend to that collected
by NAPT . In all data sets, over 80% of patients are of White origin and the
smallest group are people of Chinese origin.

Comparing NAPT data with the 2001 census data, it can be said th at there
does not appear to be an underrepresentation of any ethnic group. In fact
the NAPT data has a slightly smaller percentage of White British people

(84%) than the ONS data (87%) . Although the NAPT data set is in line with
the ONS data, itis recognised that there may be some differences in
prevalence rates between ethnic groups , as suggested by the Adult
Psychiatric Morbidity Study . As the Adult Psychiatric Morbidity Study

collected ethnicity datas  plit by gender, we were unable to comp are the
NAPT data with this.
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Conclusion

la. Overall, there was 99% data completeness for age group; 99%

completeness for gender; and 76% completeness for ethnicity. At a service

level, the vast majority of services had 100% or near data completeness for
age and gender; however, there was much greater variability in the levels

of completeness for ethnicity data.

1b. There appears to be an underrepresentation of older people (65+) when
compared to expected rates of common mental health pro blems for this age
group. The available ethnicity data is consistent with the ONS data. No

ethnic groups appear to be over or underrepresented at national level;

however, we did not map the data at local level, and no conclusions can be

drawn for those p  atients (24%) for whom ethnicity was incomplete.
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Standard 2: W aiting time to assessment

Standard 2: A person who is assessed as requiring psychological
ther apy does not wait longer than 13 weeks from the time at which
the initial referral is received to the time of assessment

The range of the waiting time for all services from referral to assessment
was 0 7 292 weeks . Although all possible steps were taken to ensure the
accuracy of the data included in the analysis for this standard, it is possible

that some of the waiting times are the result of errors in the dates

submitted . Due to the effect on the mean caused by the outliers, the

median waiting times are used wh en comparing types of service.

Data for 2 ,407 ( 5%) of patients w  ere incomplete and data for 614 ( 1%) of
patients w ere incorrect and could therefore not be included in the analysis.

Table 23 presents the days and weeks of waiting time from referral to
assessment . The mean waiting time from referral to assessment for all
patients in the dataset was 51 days (7 weeks). The median waiting time
was 29 days (4 weeks)

Table 23 : Waiting time from referral to assessment

(N=46,942)

mean median SD range
days 51.23 29 68.31 071 2,047
weeks 7 4 10 0 - 292

85% (39,854/ 46,942) of patients were assessed within 13 weeks of their
referral. 5% (7,088/ 46,942) of patients waited more than 13 weeks from
referral to assessment.
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Figure 23 : Percentage of patients by service who were assessed
within 13 weeks of referral.
(n=214 services )
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NB: Figure 2 3 above includes services with six or more patients with waiting
times from referral to assessment . Those services with fewer than six
patients with waiting times to assessment were excluded from the analysis.

A total of 21 4 services were included.
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Table 24 : Percentage of patients by service who were assessed
within 13 weeks of referral

(n=214)
% of patients

Top 25% services: (76% -100%) >05. 1

Above average services: (51% - 75%) 80.3171 95.1

Below average services: (26% -50%) 60.7 - 80.3

Bottom 25% services: (1% -25%) <60.7

Median 80.3

Mean (SD) 74.7 (23.8)
At a service level, the percentage of patients who met stan dard 2 ranged
from 0% to 100% with a median percentage of 80%.
Waiting times by service type I service level
Service size

Table 25 : Waiting time by service size

Service size Mean Median SD range

Small (h=_67) 67.37 49 61.68 |7 - 379
Medium (n=_70) 70.69 53.5 60.61 |4 - 371
Large (n=77) 42.66 33 40.31 | 0 - 283

The median waiting time to assessment differs between services of different
sizes. M edium -sized services (0 T 8 WTES) have the longest median waiting
time to assessment  (53.5 days) ; small services (8 i 20 WTES) have a
median waiting time of 49 days; and large services (20+ WTES) have the
shortest median waiting time of 33 days.

A Kruskal -Wallis tes t found significant difference across the groups
(p<0.001).

IAPT funding

Table 26 : Waiting time by service funding

IAPT funding? Mean Median SD range

IAPT funded (n=_96) 45.81 335 40.45 | 0 - 210

No IAPT funding (n=  118) 70.76 535 63.68 | 3 - 379
The median waiting time to assessment differs between IAPT and non -1APT

services . The longest median waiting times to assessment was for services
with no IAPT funding (  53.5 days). The median waiting time for patients
from services that were IAPT fun ded was 33.5 days.
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A Mann -Whitney test found significant difference between the two groups
(p<0.001).

Level of service

Table 27 : Waiting time by level of service
Level of service Mean Median SD range
Primary care (n= 113) 50.44 35 46.13 |07 3135
Secondary care (n= 72) 74.90 56 68.64 | 3 - 379
Mixture of primary and secondary care
(n=29) 57.05 43 4759 |41 206.5
The median waiting time to assessment differs between primary care,
secondary care and mixed primary and secondary care services . The
longest median waiting times to assessment was for secondary care services
at 56 days; the median waiting time for patients from primary care was 35
days and for mixed primary and secondary services was 43 days.

A Kruskal -Wallis test found significant difference across the groups
(p<0.01).

Examining the effect of each service factor: service size, funding and
service level.

Multilevel regression methods were used to examine the association of the

three variables, service size; funding; and the level of service, and the
results are summarised in Table 28 . As itis likely that waiting times for

patients from the same service will be more similar than those of patients

from different services, multilevel methods were used . Two level models
were used with patients nested within services . As the data were positively
skewed, with more shorter waiting times, and a few longer ones , the waiting
times were given a log transformation to meet the assumptions of the

regression methods.

Due to the log transformation of the outcome variable, the results are

reported in the form of ratios . These give the ratio of the time waited in

each category relative to the time waited in a baseline category . Confidence
intervals are presented along with each estimate . P-values indicating the
overall significance of each variable are also reported.
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Table 28 : Multilevel reg ression analysis examining effects of service
size, funding and service level on waiting times to assessment

Variable Group Ratio (95% CI) P-value
Service Size Large 1

Medium 149 (1.14,195)

Small 1.43 (1.03,1.97) 001
IAPT Funding No Funding 1

Funded 0.96 (0.6 9,1.3 4) 0.83
Service level Primary Care 1

Secondary Care 1.28 (0.96,1.70 )

Mixture Primary/Secondary 110 (081,15 1) 0.25

Care
The results indicated that of the three variables, only service size was
significantly associated with waiting time . After adjusting for the effects of

this variable, there was no additional effect of either IAPT funding or service
level upon the waiting time.

Patients in large services had th e shortest waiting time, with longer waiting

times in medium and small services . Waiting times were, on average, 4 9%
longer in medium services compared to large ones, and 4 3% longer in small
services than in large ones.

Conclusion

Overall, this  standard was met for 85% of patients. At a service level, the
median percentage of patients meeting the standard was 80%.

Large services had the shortest waiting time to assessment, with patients in
medium services waiting on average 49% longer, and pati ents in small
services waiting on average 43% longer.
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Standard 3: W aiting time to treatment

Standard 3: A person who is assessed as requiring psychological
therapy does not wait longer than 18 weeks from the time at which
the initial referral is received to the time that treatment starts

Table 29 presents the days and weeks of waiting time from referral to start
of treatment.

The range of the waiting time f rom referral to treatment across all services
was 01 257 weeks (<5years) . Asfor standard 2, all possible steps were
taken to ensure  the accuracy of the data included in the analysis for this
standard, however it is possible that some of the waiting times are the

result of errors in the dates submitted . Due to the effect on the mean
caused by the outliers, the median waiting times are used when comparing

types of service.

Data for 4579 (9%) of patients w ere incomplete (either because the dates
were missing or the  patient had only an assessment  and no tre atment ) and
data for 613 ( 1%) of patientsw ere incorrect and could therefore not be
included in the analysis.

The mean waiting time from referral to treatment for all patients in the
included dataset was 69 days ( 9 weeks ). The median waiting time was 42
days (6 weeks).

Table 29 : Waiting time from referral to treatment

(n=45,209)
std.
mean median deviation range
Days 68.84 41 84.15 01 1800
Weeks |9 6 12 0 - 257
85% (38,455/45,209) of patients began treatment within 1 8 weeks o ftheir

referral. 1 5% (6,754 / 45,209) of patients waited more than 18 weeks from
referral to treatment.
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Figure 24 : Percentage of patients who began treatment within 18
weeks of referral.
(n=216)
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NB: Figure 2 4 includes services with  six or more patients with waiting times
from referral to  treat ment . Those services with  fewer than six patients with
waiting times to treat  ment were excluded from the analysis . Atotal of 216
services were included.

Table 30 : Percentage of patients by service who began treatment
within 18 weeks of referral.
(n=216)
% of patients
meeting
Standard 3
Top 25% services: (76%  -100%) >93.4
Above average services: (51% -75%) 79.81 93.4
Below average services: (26% -50%) 50.071 79.8
Bottom 25% services: (1% -25%) <50.0
Median 79.8
Mean (SD) 69.4 (29.2)
At a service level, the percentage of patients who met stan dard 3 ranged
from 0% to 100% with a median percentage of 80%.
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Waiting times by service type I service level
Service size

Table 31 : Waiting time by service size

Service size Mean Median SD Range
Small (n=67) 118.91 88.5 105.72 |10 - 514
Medium (n=7 1) 127.18 84.0 11866 |41 6195
Large (n=7 8) 66.74 49.5 54.10 3-311

The median waiting time to assessment differs between services of different
sizes: small services (0 i 8 WTEs) have the longest median waiting time to
treat ment ( 88.5 days); medium -sized services (8 1 20 WTES) have a
median waiting time of 84 days; and large services (20+ WTES) have the
shortest median waiting time of 49.5 days.

A Kruskal -Wallis test found significant difference across the groups
(p<0.0 01).

IAPT funding
Table 32 : Waiting time by service funding
IAPT funding? Mean Median SD Range
IAPT funding (n=97) 66.49 50.0 51.69 4 - 267
No IAPT funding (n=11  9) 132.37 96.0 117.22 |37 6195
The median waiting time to treat ment differs between IAPT and non -1APT
services. The longest median waiting times to treat ment was for services
with no IAPT funding (96 days) . The median waiting time for patients from
services that were IAPT funded was 50 days.
A Mann -Whitney test found significant difference between the two groups
(p<0.001).

Level of service

Table 33 : Waiting time by level of service

Level of service Mean Median SD Range
Primary care (n=_ 116) 73.59 54.5 59.15 4 - 348
Secondary care  (n= 71) 145.08 104 125.70 31 619.5
Mixture of primary and secondary care

(n= 29) 116.05 | 92 115.01 |4 - 551

The median waiting time to treat ment differs between primary care,
secondary care and mixed primary and secondary care services. The longest
median waiting times to assessment was for secondary care services at 104
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days; the median waiting time for primary care services was 54.5 days and
for mixed primary and secondary services was 43 days.

A Kruskal -Wallis test found significant difference across the groups
(p<0.0 01).

Multilevel regression analysis
As for standard 2, multilevel regression methods were used to examine the
association of the three variables, service size; funding; and the level of

service, and the results are summarised in Table 34.

Table 34 : Multilevel regression ana lysis examining effects of service
size, funding and service level on waiting times to treatment

Variable Group Ratio (95% CI) P-value
Service Size Large 1

Medium 1.49 (1.1 3,1.9 6)

Small 1.34(0.97,1.8 5) 0.02
IAPT Funding No Funding 1

Funded 0.79 (0.57,1. 09) 0.16
Service Level Primary Care 1

Secondary Care 1.2 4 (0.93, 1.64)

Mixture Primary/Secondary 127 (0.9 3,1.7 4) 0.20

Care
The results indicated a similar picture to those from Standard 2 . There was

a significant effect of service size upon waiting times, but no effect of IAPT
funding and service level after adjusting for the effects of service size.

Again patients from small and particularly medium services waited longer
than patients f rom large services which had the shortest wait. Waiting times
were 49 % longer in medium services than large ones, and a third longer
(34%) in small services than in large services.

Conclusion

Overall, this standard was met for 85% of patients. At a service level, the
median percentage of patients meeting the standard was 80%.

Large services had the shortest waiting times, with patients in medium -
sized services waiting on average 49% longer, and patients in smaller
services waiting 34% longer on aver age.
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Standard 4:

Therapy in line with NICE guidance

Standard 4: T  he therapy provided is in line with that recommended
by the NICE guideline for the patientos

Table 35 indicates the number and percentage of

anxiety disorder (14%).

Table 35 : Percentage of patients for each pri

patients for each primary
diagnosis . The most frequently reported primary diagnoses were Depressive
Episode ( 26 %); Mixed Anxiety and Depression (24%); and Generalised

mary diagnosis

Primary Diagnosis of anxiety or depressive N (%)
disorder covered by a NICE guideline

Depressive Episode 6,917 (26 )
Recurrent or ¢ _hronic depression 2,132 ( 8)
Generalised anxiety disorder 3,880 ( 14)
Obsessive compulsive disorder/ Body dysmorphic 763 ( 3)
disorder

Panic d isorder/agoraphobia 981 ( 4)
Post-traumatic stress disorder 717 ( 3)
Primary diagnosis of other disorders

Social phobia 483 ( 2)
Simple phobia 335(1)
Health anxiety 93(<1)
Schizophrenia 55 (<1)
Bipolar affective  disorder 112 ( <1)
Dementia 18 (<1)
Alcohol misuse 59 (<1)
Drug misuse 21(<1)
Mixed anxiety and depression 6,454 (24 )
Adjustment disorder 258 (1)
Eating disorder 107 (<1)
Personality disorder 149 (<1)
Somatoform disorder 102 ( <1)
Any other disorder 3,219 (12)

Total

26,855 (100)

It should also be noted that there were 46% of patients in the audit sample
There were also 33 cases (

for whom no diagnosis was given

had been given more than one primary diagnosis and these cases were

discounted from the analysis.

< 19%) which
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Diagnostic data by service

For those services with at least six cases (N=224), the proportion of patients
with usable data on primary diagnosis was investigated . From Figure 25 it
can be seen that there is considerable variability across services . Whilst 96
services (43%) had submitted data for all patients, there were 19 service s
(8%) that did not provide th ese data for any patients.

Figure 25 : Percentage of patients who have primary diagnosis data.
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Percentage of patients by service with primary
diagnosis complete

The issue of assigning diagnoses is recognised to be contentious in some

settings . Several services that participated in NAPT made it clear that they

strongly oppose the idea of allocating diagnbhse
problems and believe in other ways of formul (ti
determining appropriate intervention s. Diff erent approaches on giving

diagnoses may have contributed to the large amount of missing data.

However, the overall proportion of missing diagnoses was consistent with
the IAPT year one data review, which found that a usable diagnosis was only
made for 54 % of patients.
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The NICE guidelines used for measuring this standard were:

CG90 Depression:
(update)

CG113 Anxiety:
community care

CG31 Obsessive  -compulsive disorder:
treatment of obsessive

CG26 Post -traumatic stress disorder:
and children in primary and secondary care

For the purposes of measuring the standard
depression , t h e

Core interventions in the
-compulsive disorder and body

the treatment and management of depression in adults

Generalised anxiety disorder and panic disorder (with or
without agoraphobia) in adults. Management in primary, secondary and

dysmorphic disorder

the management of PTSD in adults

for the NICE guidelines for

di agnost i c depaessave episade Sand decuérent

or chronic depression 0 we r e ed togethgyr . The overall proportion  of
clients with a NICE anxiety or depression guideline relating to their diagnosis
was 57 %.
Of the 14,561 people  with a NICE anxiety or depression guideline relating to
their diagnosis , 83% received therapy in line with NICE guidance . Table 36
shows the numbers and proportion of clients for each diagnosis.
Table 36 : Diagnosis of anxiety and depression with NICE guidance
Primary  Diagnosis Total N N %
receiving receiving receiving
therapy NICE NICE
therapy therapy
Depressive Episode or 8499 6979 82
Recurrent or chronic depression
Generalised anxiety disorder 3,662 3,004 82
Obsessive compulsive disorder/ Body 741 664 90
dysmorphic disorder
Panic d isorder/agoraphobia 961 855 89
Post-traumatic stress disorder 698 525 75
Total 14,5 61 1202 8 83
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Service level analysis

The service level analysis included all s
were included in the patient level analysis (N=
variation across services and illustrates the way in which
positively skewed
NICE recommended therapy
data on therapyspgpefiocddnbar apy

types

ervices with at least  six patients who
173). Figure 26 shows the
the data was

In four of those 173 services, no patients received a

This was for a variety of reasons: incomplete

6integratived and &éhi gh i explieitlys redordedl ; as being

non - NICE recommended therapies.

Figure 26 : Percentage of patients by service who receive a NICE
recommended therapy
(n=173)
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Table 37 : Percentage of patients with a NICE diagnosis who receive
the recommended therapy

(n=173)
% of patients who
received a NICE
recommended therapy

Top 25% services: (76%  -100%) >06.4

Above average services: (51% -75%) 87.4 1 96.4

Below average services: (26%  -50%) 77.51 874

Bottom 25% services: (1% -25%) <77.5

Median 87.4

Mean (SD) 82.5 (20.0)

NB: This standard has only been measured for those patients for whom a
diagnosis has been made. No conclusions can be drawn for those patients

whose diagnoses are missing . Similarly, we are not able to judge the
proportion of those who had previously received and failed to benefit from a
NICE recommended therapy and were therefore offered a second line

therapy.

Conclusion

Overall, this standard was met for 83% of patients who had a primary

diagnosis of anxiety or depression covered by a NICE guideline. Patients

with a primary diagnosis of OCD/body dysmorphic disorder, or panic
disorder/agoraphobia were most likely to recei ve therapy in line with NICE
guidance (90% and 89% respectively) and patients with a diagnosis of

PTSD were least likely to receive therapy in line with NICE guidance (75%).

At a service level, the median proportion of patients who received a NICE
recomm ended therapy was 87%. However, there was considerable
variation across services, with the top quartile providing a NICE
recommended therapy for over 96% of their patients, and the bottom
guartile for less than 78% of their patients.

NB: This standard  has only been measured for those patients for whom a
diagnosis has been made. No conclusions can be drawn for those patients
whose diagnoses are missing.
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Standard 5: Satisfactory number of treatment
sessions

Standard 5:  Treatment for high intensity psychological therapy is

continued until recovery or for at least the minimum number of

sessions recommended by the NICE guidel:@
condition/problem

The sample included in the analysis for this standard is those patients who
have a primary diagnosis of anxiety or depression for which there is a NICE

guideline and who received a NICE recommended high intensity therapy

That is, only those who have met standard 4 and received one or more high
inte nsity therapy session . This included 7, 730 patients.

Thirty percento f these patientsr eceived the recommended number of
sessions of high intensity therapy according to the NICE guidance for their
condition/problem. Looking at the b reakdown by condition it can be seen
that those patients with a diagnosis of panic disorder/agoraphobia,

OCD/BDD or PTSD were most likely to receive the NICE recommended

number of sessions . This was the case for over half of the patients with

these diagnoses . However, less than  a quarter of patients with a diagnosis

of depression or GAD received the recommended number of sessions.

Table 38 : Percentage of patients who receive a NICE high intensity

therapy and who receive the recommended number of sessions
Primary Diagnosis Total N Received recommended
number of sessions
N (%)
Depressive Episode or 4872 1151 (24)
Recurrent or chronic depression
Generalised anxiety disorder 1280 225(18 )
Obsessive compulsive disorder/ Body 585 325 (56 )
dysmorphic disorder
Panic d isorder/agoraphobia 494 307 (62 )
Post-traumatic stress disorder 499 304 (61 )
Total 7,730 2,312 (30)
It was possible to determine pre -treatment O6cad®®Boftheso6 for

included sample (N=6,9 55). The approach to determining caseness took
account of the different types of outcomes measures that were used in
participating services and was based on the following algorithm:

1. If both PHQ -9 and GAD -7 had been used then caseness was defined
as above the cut -off on at least one ofth  ese

2. Ifthey had not both been used, but there was a pre -treatment CORE
score then caseness was defined as above the cut  -off on CORE

3. Ifthe above did not apply, the measure used depend ed on the
primary diagnosis
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4a. If the primary diagnosis was depression, a measure of depression
was used with the following order of priority: PHQ -9, HADS -D, BDI

4b. If the primary diagnosis was an anxiety disorder, then a measure of

anxiety was used with the following order of priority: GAD -7, HADS -A,
BAI

Following this algo rithm, it was found that 89% (6,18 7/6,9 55) of the sample
met caseness criteria . 92% (5717/6187) of this sample had post  -treatment
scores that could be used to determine re covery and improvement rates
Recovery was defined as moving from caseness to non -caseness based on
the algorithm above . Reliable improvement  was determined by calculating

the reliable change index for the relevant measure (Jacobson & Truax,

1991).

Of those patients it was found that:

T 2,779/5,717 (49 %) recovered

T 772/5,717 (14 %) did not recover, but  showed reliable improvement

1 2,166/5,717 (38 %) neither recovered nor showed reliable
improvement

Number of sessions in relation to clinical and reliable
improvement

Out of the sample of 5,717 for whom post -treatment scores were  available,
it was found that 3,999 did not have the minimum recommended number of
sessions . Of those who did not have the recommended number of sessions,
46% recovered , 13% made reliable improvement but did not recover, and
41% neither recovered nor made reliable improvement  (see Table 39)

Table 39 : Recovery and improvement in those who did not have the
minimum recommended number of sessions

Recovered Reliable Neither recovery nor Total
Improvement reliable improvement
1,844 507 1,648 3,999

Reasons for ending therapy before the recommended
number of sessions

For those that did not receive the recommended number of sessions, it was
found that the most frequent reasons for therapy ending were completing
treatment (67 %) or dropping out /unscheduled discontinuation (28 %).
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Table 40 : Reasons for ending therapy for those patients who ended
therapy before the recommended number of sessions

Reason why therapy ended
N (%)
Completed treatment 3573 (67)
Dropped out/unscheduled discontinuation 1515 (28)
Declined treatment 140 (3)
Not suitable for service 132 (2)
Deceased 2(<1)
Unknown 8(<1)
Stepped up to step 4 9(<1)
Total 5,389 (100)
Missing 29

Reasons for ending therapy for

patients who did not

receive the right number of sessions and neither

clinically nor reliably improved

Table 41 : Reasons for ending therapy for those patients who ended
therapy before the recommended number of sessions and neither

recovered nor reliably improved

Reason why therapy ended
N (%)
Completed treatment 789 (49)
Dropped out/unscheduled discontinuation 713 (44)
Declined treatment 50 (3)
Not suitable for service 63(4)
Deceased 1(<1)
Unknown 4(<1)
Stepped upto step 4 8(1)
Total 1,62 8 (100)
Missing 20

In summary, 2, 312 patients received the NICE recomme
sessions and 1,844  of those who did
of sessions recovered . Therefore, a

nded number of
not receive the recommended number
total of 4,156  patients (54

%) continued

treatment for at least the minimum number of sessions recommended by
the relevant NICE guideline or until recovery.
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Figure 27 : Percentage of patients by service who received the
recommended number of NICE high int ensity therapy sessions or

who recovered
(n=149)
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Table 42 : Percentage of patients by service who either receive the
recommended number of NICE high intensity sessions or who

recover
(n=149)
% of patients who received
the recommended number of
sessions or who recovered
Top 25% services: (76%  -100%) >65.7
Above average services: (51% - 75%) 56.0 i 65.7
Below average services: (26% -50%) 42.3 1 56.0
Bottom 25% services: (1% -25%) <42.3
Median 56.0
Mean (SD) 54.2 (18.4)

The percentage of patients by service who either received the recommended

number of NICE high intensity therapy sessions ranged from 0 i 100% .

However, it should be noted that the calculation of this percentage for some
services was solely based on number of sessions, as they did not submit

usable outcome data

The median percentage of patients by service who

received the right number of sessions or who recovered is 56%.
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Conclusion

Overall, this standard was met for 54% of patients. At a service level, the
median percentage of patients who received the right number of sessions or
who recovered was 56%.

Number of recommended sessions

30% of patients received the minimum number of sessions recommended in
the specific NICE depression or anxiety diso rder guideline foj
condition/problem. The diagnosis most likely to receive the correct number
of sessions was panic disorder/agoraphobia (62%) and the diagnosis least
likely was Generalised Anxiety Disorder (18%).

Recovery and reliable impro vement rates

It was possible to calculate this for 92% of patients who met the pre -
treatment caseness criteria. Of those that did not have the recommended
number of sessions, 46% recovered, 13% made reliable improvement but

did not recover and 41% neither recovered nor made reliable improvement.

Reasons for therapy ending

For those patients who did not receive the minimum number of sessions and
neither recovered nor reliably improved, the most frequently reported

reasons for ending therapy were completing treatment (49%) or dropping
out/unscheduled discontinuation (44%).
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Standard 6: T  herapist training

Standard 6:  The therapist has received training to deliver the
therapy provided

7,145 therapists were nominated by service audit leads and a total of 3,946
(55% ) completed the questionnaire. Completion rates per service ranged

from 07 100%. The spread of response rate by service can be seen in

Figure 5 .

As can be seen from  Figure 28, the most numerous professional groups
were clinical psychologists, cognitive behaviour al therapists, counsellors and
psychological wellbeing p  ractitioners . General Practitioners were the
smallest professional group delivering psychological therapies for an xiety
and depression.

Figure 28 : Professional group of therapists
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Figure 29 : Therapists' membership of professional organisations
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3,059 (77%) of therapists were registered with at least one professional
body . Therapists were asked to list all organisations of which they were
members . Figure 29 illustrates thatt he most commonly reported
professional bodies were the Health Professions Council (HPC), British
Psychological Society (BPS), British Association of Behavioural and Cognitive
Psychotherapy (BABCP) and  the British Association for Counselling and
Psychothera py (BACP). Looking at those without membership of a
professional body, t he main group was Psychological Wellbeing Practitioners.
The second most frequently  reported group of unregistered practitioners
were trainees.

2 Professional organisations listed are:

BAAT- British Association of Art Therapists

BABCP- British Association for Behavioural and Cognitive Psychotherapies
BACP- British Association for Counselling and Psychotherapy
BPC - British Psychoanalytic Council

BPS- British Psychological Society

GMC- General Medical Council

HPC - Health Professions Council

IGA - Institute of Group Analysis

NMC - Nursing and Midwifery Council

UKCP- United Kingdom Council for Psychotherapy
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High intensity therapies and leve | of training

Figure 30 and Table 43 map the type of high intensity therapy being
delivered against the highest qualification that the therapist has attained for
delivery of that particular therapy.

Figure 30 : Level of training by high intensity therapy for therapists
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Table 43 : Level of training by high intensity therapy for therapists

Working
Currently Short with

Formal undertaking workshops supervision No

training formal (up to 10 (without formal

completed training days) training) training

N (%) N (%) N (%) N (%) N (%)
CBT 1567 (60) 374 (14) 514 (20) 74 (3) 75 (3)
Psychodynamic
therapy 798 (58) 106 (8) 231 (17) 102 (7) 132 (10)
Person -centred 841 (64) 60 (5) 200 (15) 67 (5) 145 (11)
Behavioural
activation 581 (45) 117 (9) 350 (27) 84 (6) 170 (13)
Counselling 867 (70) 64 (5) 152 (12) 53 (4) 105 (9)
Solution focused
therapy 214 (18) 12 (1) 717 (61) 81 (7) 160 (13)
Mindfulness based CT 148 (14) 50 (5) 522 (49) 133 (13) 200 (19)
Problem solving
therapy 238 (29) 30 (4 234 (29) 91 (11) 216 (27)
Systematic family
therapy 261 (34) 28 (4) 257 (33) 61 (8) 161 (21)
Interpersonal therapy 136 (20) 68 (10) 199 (29) 59 (8) 224 (33)
Cognitive analytic
therapy 148 (22) 55 (8) 219 (32) 63 (9) 199 (29)
Couples therapy 194 (30) 17 (2) 175 (27) 74 (11) 195 (30)
EMDR 229 (43) 33 (6) 74 (14) 9(2 185 (35)
DBT 96 (19) 8 (1) 163 (32) 34 (7) 214 (41)
Arts psychotherapies 101 (27) 51) 57 (15) 10 (3) 203 (54)

The type of high intensity therapy is presented in order of the number of
therapists delivering the intervention, showing that the majority of

therapists who completed the questionnaire deliver Cognitive behavioural
therapies (69%) and only a small proport ion of therapists provide Arts

psychotherapies (10%).

Therapists were most likely to have completed formal training in counselling,
person -centred therapy, CBT and psychodynamic therapy. Taking a closer

|l ook at the O6no for mal t rseenthattheghdmberofl u mn
people who have not received formal training increases with the scarcity of

the delivered therapy Just over half of the  people who deliver Arts
psychotherapies have not received formal training for this intervention

However, eve ryone delivering this intervention has obtained a qualification

or is undertaking training within a different therapeutic domain
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