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Foreword 

We are pleased to report the activity and outcomes of the Dundee Advanced Interventions Service 

(AIS) in this, our 2010 Annual Report. The National Services Division will be adopting a new report 

format from 2010/11 onwards, and this report will adopt most (but not all) of the new sections. It 

should be noted that not all of the new sections map onto the activity of the AIS. 

In our 2008 Report1, we provided detailed background information about the interventions 

delivered, along with considerations of the legal framework within which the AIS operates. 

Interested readers are invited to refer to our 2008 Report for more detailed information on the 

interventions2. In addition, up-to-date information on the service can be obtained from our website. 

Finally, as previously, in order to ensure that readers have access to our current treatment 

recommendations, we continue to include our treatment recommendations for Obsessive-

Compulsive Disorder (OCD) and major depression in Appendix 1 (page 43). 

 

                                                           
1
 http://www.advancedinterventions.org.uk/pdf/AIS_Annual_Report_2008.pdf  

2
 All of our reports are available at: http://www.advancedinterventions.org.uk/library_AIS_reports.htm  

http://www.advancedinterventions.org.uk/pdf/AIS_Annual_Report_2008.pdf
http://www.advancedinterventions.org.uk/library_AIS_reports.htm
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Executive Summary 

 

Introduction 

The Dundee Advanced Interventions (Neurosurgery for Mental Disorder) Service was first designated 

as a National Specialist Service in April 2006, and became fully staffed in the first quarter of 2007.  

1 Activity 

 

 Actual Planned 

Assessments 29 24 

Vagus Nerve Stimulation 1 7 

Anterior Cingulotomy 1 5 

Follow-up 11 12 

There were 5 follow-up assessments for ablative procedures and 6 follow-ups for VNS in this 

reporting period. 

1.1.  Referrals 

Forty-two referrals were received during the reporting period (18 men and 24 women); with a mean 

age of 46.8 years. A number were not considered to fall within the remit of the service and advice on 

further management was provided to the referrer. 

There were 2 (4.8%) referrals from England, and 40 (95.2%) from Scotland. 

1.2.  Assessments 

Twenty-nine assessments were conducted during the 2009/10 financial year. Fourteen men and 15 

women were seen, with a mean age of 49.5 years (range 20.3 – 85.2 years). Two assessments were 

conducted outwith the SLA. 

Approximately 50% of patients had a diagnosis of unipolar major depression, and approximately 

20% of patients had a primary diagnosis of obsessive-compulsive disorder. Other disorders made up 

the remaining 30% of assessments. 
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1.3.  Procedures 

One Anterior Cingulotomy and one VNS implantation were performed during 2009/10. Both patients 

came from Scotland. 

2 Mortality Data 

There were no deaths, no post-operative infections and no significant adverse events during the 

reporting year. 

3 Waiting Times 

The average (±SD) waiting time (from referral to assessment) for Scottish patients was 8.2 ± 3.4 

weeks. This is slightly less than the previous year, but may reflect levels of activity. Where patients 

had to wait longer than 15 weeks, this could be accounted for by reasons such as rescheduled 

appointments at the request of the patient. 

4 Quality of Care 

4.1.  Formal Complaints 

There were no formal complaints. 

4.2.  Improving the Patient Experience – Patient Satisfaction 

Patient satisfaction for outpatient assessment and inpatient admission continues to be high, with 

the overwhelming majority reporting positive experiences of the service. 

5 Best Value Healthcare – Clinical Audit and Outcomes 

5.1.  Outcome Data 

Of the 5 patients who had undergone Anterior Cingulotomy and were followed up in 2009/10, two 

met criteria for response, and one met criteria for remission (categories not mutually exclusive). All 

patients undergoing ablative neurosurgery experienced variable degrees of symptom reduction. 

Of the 6 patients who were reviewed following VNS, none met criteria for response or 

remission. Two patients had modest symptom improvement at follow-up. It is recognised that this is 

a very refractory population, and the service continues to collect very detailed outcomes from all 

patients.   
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6 Teaching and Research Activities 

Members of the team continue to deliver presentations at a local and national level. Members of 

staff have been very active from a research perspective, publishing extensively in peer-reviewed 

journals, contributing to textbooks in psychiatry, and contributing to national clinical guidelines. 

In addition, the service contributes to undergraduate and postgraduate teaching programmes 

(local and national) and individuals have supervised projects at an undergraduate and postgraduate 

(PhD) level. 

7 Service Developments and Future Plans 

Agreements, in principle, have been reached for our service to participate in an international, 

multicentre, clinical trial of Deep Brain Stimulation (DBS) for refractory depression, which will 

hopefully begin recruiting later in 2010. This will enable us to not only advance patient care but also 

to develop patient choice in this clinical area. Uniquely, in Dundee, we will have the opportunity to 

evaluate the outcomes for this DBS alongside those for other neurosurgical therapies. 

8 Summary and Conclusions 

Although neurosurgical activity in 2009/10 is less than that of 2008/09, it is recognised that such 

activity varies from one year to the next. In addition, the level of activity is dependent upon the 

nature of the patients referred, and it remains the situation that in many cases, further treatment 

recommendations are given before the patient may return for consideration for a neurosurgical 

intervention. Further, surgery rates for the next reporting period are predicted to be higher, with a 

number of patients already on the pathway for neurosurgery. 

 



Dundee Advanced Interventions Service | Annual Report May 2010 

  

Page 9 of 50 

 

Section A: The Advanced Interventions Service 

A1.  Overview of the Service 

The Dundee Advanced Interventions Service provides comprehensive, multidisciplinary clinical 

assessments for patients referred with chronic, treatment-refractory depression and Obsessive 

Compulsive Disorder (OCD). 

The Dundee service represents one of only a few clinical teams internationally who provide 

neurosurgical interventions for psychiatric disorders. The provision of psychiatric neurosurgery by a 

multidisciplinary/ multi-professional team with members drawn from psychiatry, neurosurgery, 

mental health nursing, clinical psychology, neuropsychology, and dynamic psychotherapy is, to our 

knowledge, unique. However, it is only by drawing on such multidisciplinary expertise within an 

integrated clinical team that patients with such disabling, long-term, healthcare needs can be 

provided with comprehensive, bespoke, treatment plans that best meet those needs. 

A1.a)   What is Neurosurgery for Mental Disorder? 

The standard definition of Neurosurgery for Mental Disorder (NMD) is that provided by The Royal 

College of Psychiatrists:  

 “a surgical procedure for the destruction of brain tissue for the purposes of alleviating 

specific mental disorders carried out by a stereotactic or other method capable of 

making an accurate placement of the lesion” (Royal College of Psychiatrists, 2000)  

This definition is most relevant to ablative (lesion-based) neurosurgery procedures (for example - 

Anterior Cingulotomy). However, the term ‘NMD’ is often used to refer to non-lesion based 

neurosurgical procedures such as Vagus Nerve Stimulation (VNS) and Deep Brain Stimulation (DBS). 

However, the term NMD does not include other, non-neurosurgical, brain stimulation techniques 

such as Transcranial Magnetic Stimulation (TMS/ rTMS) or Direct Current Stimulation (DCS). 

A1.b)   Designation as a National Service 

The Dundee Advanced Interventions (Neurosurgery for Mental Disorder) Service was first designated 

as a National Specialist Service in April 2006, and became fully staffed in the first quarter of 2007. 

We have now been operating as a full service for three years. 
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A2.  Description of Patient Pathway 

A2.a)   Target Group for Service 

The service exists to provide specialist assessment and treatment options for patients with severe, 

chronic, treatment-refractory depression and OCD. Although chronic depression is usually defined as 

unremitting symptoms for at least two years (American Psychiatric Association, 1994), the patients 

we see are defined not only by prolonged periods of illness, but also by having not responded to a 

range of pharmacological (e.g. antidepressants), physical (e.g. ECT), and psychological (e.g. 

Cognitive-Behavioural Therapy) treatments. 

It should be noted that tertiary-level services3 for patients with mood disorders (e.g. 

depression), and anxiety disorders (e.g. OCD) do not exist in Scotland. Dundee AIS, whilst operating 

to some extent as a quaternary service, will often assess patients with complex mood and anxiety 

disorders for whom there is uncertainty about diagnosis or management. In some instances, we are 

also asked to see healthcare staff with complex mental health problems (typically mood disorders). 

Whilst this means that some patients referred to the AIS might be at low likelihood of 

progressing to neurosurgical intervention, it does mean that: 1) Patients for whom future treatment 

is uncertain are able to benefit from a specialist, multi-disciplinary assessment; and 2) we may 

become involved with patients who will later enter a neurosurgical treatment pathway, but at an 

earlier stage. This improves communication between clinical services, provides improved clinical 

care for patients, and facilitates decision-making at a later date. 

A2.b)   Referral 

Referrals to the AIS come from consultant psychiatrists who will usually retain clinical responsibility 

for the delivery of patient care during the assessment process. We do not usually accept referrals 

from psychiatrists working in the private sector, but would instead make recommendations for 

transfer of care to the NHS. 

Referrals are accepted on the understanding that the referring consultant retains overall clinical 

responsibility for the ongoing care of the patient, including the implementation of any treatment 

recommendations made by the service. 

Referrals are accepted from throughout the UK and Ireland. We would recommend that 

referrals from outside of the UK are only made following detailed prior discussion. In some cases, we 

are able to advise on accessing comparative services within the referring country. 

                                                           
3
 Tertiary services are defined by seeing patients who do not respond to secondary care (i.e. community 

mental health teams and inpatient treatment) services. 
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A2.c)    Assessment 

We anticipate that patients will normally be able to travel to Dundee for assessment.  However, it is 

acknowledged that there are clinical circumstances where it is better for us to travel to conduct the 

assessment: 

1) Where the patient is currently a hospital inpatient and travel to Dundee may be impractical. 

2) Where the patient cannot attend for reasons such as: infirmity, risks related to mental state, 

legal status, or inability to leave home. 

3) Where it is considered of additional importance to assess the patient at home. For example, 

in the case of severe obsessive-compulsive disorder. 

Assessments will usually take place over the course of a full day. Prior to the patient’s attendance, 

we will have reviewed all available case notes so that we have as much information as possible on 

previous treatments, response, and adverse effects. 

In the morning, the patient will undergo an extensive diagnostic psychiatric assessment, using 

diagnostic interviews and standard rating scales to rate the severity of illness and associated 

disability. 

In the afternoon, an experienced psychological therapist will focus on the previous 

psychological therapies that the patient has received and explores the patient’s experiences of 

these. After review of all relevant information, we meet with the patient to provide feedback on our 

clinical opinions and to summarise and explain the treatment recommendations we are likely to 

make. This is an opportunity for the patient and accompanying carer or relative to ask questions and 

to seek further clarification. 

For referrals of patients with severe, disabling OCD, it is often better to conduct the evaluation 

at home or elsewhere in their local environment. This may, therefore, require a series of visits by 

several members of the AIS team.  

Following assessment, each patient and referrer is provided with a detailed clinical report on 

diagnosis, with advice on future management that will commonly include the combination of 

evidence-based pharmacological (drug) and psychological therapies. For some patients the 

treatment recommendations may also include neurosurgical interventions. 

 

A2.d)   Neurosurgical pathway 

The pathway from referral, via assessment, to neurosurgery is shown in simplified form below in 

Section E: Referral and Treatment Pathway. It is often the case that patients will be reviewed in 
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Dundee on several occasions before settled agreement is reached to proceed with neurosurgery. 

Further care planning may involve additional visits with the patient and/ or the local psychiatric 

services. 

A2.e)   Follow-up 

All patients who have undergone neurosurgical intervention are reviewed by the service at 12 

months, 24 months, and 5 years. In addition, the team retain contact with the patient’s own clinical 

service, and rating scales completed prospectively help to provide complementary information on 

the patient’s progress. 
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Section B: Quality Domains 

B1.  Efficient 

B1.a)   Report of Actual versus Planned Activity 

Table 1 below shows the summary of activity for the service during 2009/10.  

 

Table 1. Overview of Activity Data for Year Ending May 2010 

 Actual Planned 

Assessments 29 24 

Vagus Nerve Stimulation 1 7 

Anterior Cingulotomy 1 5 

Follow-up 11 12 

B1.a.1.   Follow-up Assessments 

Follow-ups (ACING): 5 

Follow-ups (VNS): 6 

B1.a.2.   Referrals 

Forty-two referrals were received during the reporting period (18 men and 24 women); with a mean 

age of 46.8 years. 

A number of referrals, after careful consideration, were not considered to fall within the remit 

of the service and this was discussed with the referrer, often with advice on further management. 

One individual did not attend their assessment, and after further discussion with the referring 

psychiatrist, it was agreed that we would not proceed with the referral at the current time. One 

referral during the reporting period has been seen in the 2010/11 financial year. 

B1.a.2.1.  Referring NHS Organisation 

Table 2 below shows the referring NHS Organisation. In total, there were 2 (4.8%) referrals from 

England, and 40 (95.2%) from Scotland. 
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Table 2. New Referrals - NHS Organisation referring 

NHS Organisation Country 
No. of 

Referrals 

NHS Dumfries and Galloway Scotland, UK 1 

NHS Fife Scotland, UK 8 

NHS Forth Valley Scotland, UK 1 

NHS Grampian Scotland, UK 5 

NHS Greater Glasgow and Clyde Scotland, UK 5 

NHS Lothian Scotland, UK 3 

NHS Tayside Scotland, UK 17 

Southampton City Primary Care Trust England, UK 1 

West Kent NHS and Social Care Trust England, UK 1 

 Total 42 

Two referrals were made out with the Service Level Agreement (SLA) and required funding from the 

referring NHS organisation. 

B1.a.3.   Assessments 

Twenty-nine assessments were conducted during the 2009/10 financial year. Fourteen men and 15 

women were seen, with a mean age of 49.5 years (range 20.3 – 85.2 years). 

B1.a.3.1.  Referring NHS Organisation 

The NHS organisation (Board or Primary Care Trust) responsible for each assessment is shown below 

in Table 3. Please note that NHS organisation names can change (and frequently do) and the name 

shown is the one at the time of referral/ assessment. 

Table 3. New Assessments: Referring NHS Organisation 

NHS Organisation Country 
No. of 

assessments 

NHS Dumfries and Galloway Scotland, UK 1 

NHS Fife Scotland, UK 3 

NHS Forth Valley Scotland, UK 1 

NHS Grampian Scotland, UK 2 

NHS Greater Glasgow and Clyde Scotland, UK 6 

NHS Lothian Scotland, UK 3 
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NHS Organisation Country 
No. of 

assessments 

NHS Tayside Scotland, UK 11 

Health Service Executive, Western Area (Eire) Eire 1 

West Kent NHS and Social Care Trust England, UK 1 

Total Number of Assessments: 29 

No. of assessments not covered by SLA: 2 

 

B1.a.3.2.  Diagnosis of Patients Assessed 

The distribution of primary diagnostic categories following assessment is shown below in Table 4. 

Secondary (or additional) diagnoses are not listed. The main categories of diagnosis are essentially 

unchanged from previous years with approximately 50% of patients having a diagnosis of unipolar 

major depression, and approximately 20% of patients having a primary diagnosis of obsessive-

compulsive disorder. 

Table 4. Category of Diagnosis for New Assessments 

Diagnosis No. of 
patients 

% 

Organic Disorders 1 3.4% 

Psychotic Disorders 0 0% 

Bipolar Affective Disorder 3 10.3% 

Depressive Episode 4 13.8% 

Recurrent Depression 8 27.6% 

Obsessive Compulsive Disorder 7 24.1% 

Other Anxiety Disorders 3 10.3% 

Other 2 6.9% 

Personality Disorder 1 3.4% 

Total 29 99.80% 

Note that percentages do not sum perfectly due to rounding. 
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B1.a.4.   Procedures 

A summary of neurosurgical procedures performed is given below in Table 5. 

 

Table 5. Procedures performed in 2009-2010 

Anterior Cingulotomy (ACING)  

As first operation: 1 

As second operation: 0 

Total: 1 

Vagus Nerve Stimulation (VNS)  

As first operation: 1 

As second operation: 0 

Total: 1 

Total number of Procedures: 2 

 

B1.a.4.1.  NHS Organisation Referring for/ funding Surgery 

The referring NHS Organisation for neurosurgical patients is shown below in Table 6. 

Table 6. NHS Organisation responsible for Neurosurgical patients 

NHS Organisation Country Procedure 

NHS Grampian Scotland, UK VNS 

NHS Lothian Scotland, UK ACING 

 

 

B1.a.4.2.  Procedures not covered by SLA 

During this financial year, no procedures were undertaken outwith the SLA. 
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B1.a.5.   Inpatient admissions 

B1.a.5.1.  Inpatient Exposure and Response Prevention (ERP) 

The service delivered a bespoke inpatient programme of ERP to one individual from NHS Greater 

Glasgow and Clyde. The inpatient admission was of 39 days during (a six-week programme). On 

admission, the Y-BOCS score4 was 34 and on discharge it was 22, a reduction of 12 points. A 

reduction of 35% or more is considered a treatment response, so the patient was a responder to the 

inpatient ERP treatment programme. This treatment programme was provided as an alternative to 

the patient having to travel to the next nearest specialist inpatient unit for patients with OCD: 

London.  

B1.a.5.2.  Durations of Inpatient stay 

Details of inpatient admissions are shown below in Table 7. Mean scores are not given as the total 

number of inpatient admissions was too small. 

 

Table 7. Duration of inpatient stay (all categories) 

Type of Admission N SLA† Non-SLA 

Total inpatient stay – all NMD patients, Carseview (days) 2 28 - 

Mean inpatient stay – all NMD patients, Carseview (days) - - - 

Total inpatient stay – all NMD patients, Ward 23B (days) 2 3 - 

Mean inpatient stay – all NMD patients, Ward 23B (days) - - - 

Total inpatient stay – Inpatient ERP, Carseview (days)* 1 - 39 

Mean Inpatient stay – Inpatient ERP, Carseview (days)* - - - 

Total inpatient stay – Other, Carseview (days) 0 - - 

Total inpatient stay – Reviews, Carseview (days) 0 - - 

† SLA indicates that the admission was part of the Service-Level Agreement. 

* Inpatient ERP is not included in the SLA and must be funded by the referring NHS organisation. 

 

 

 

                                                           
4
 Yale-Brown Obsessive-Compulsive Scale, the gold-standard rating scale for OCD. Scores range from 0 (no OCD 

symptoms) to 40 (extreme symptoms). 
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B1.a.6.   Comments on variation between actual and planned activity 

The balance of activities was, as ever, largely dictated by the nature of the referred patients. As we 

know from earlier reporting periods, it is not uncommon for surgical procedures to be offered at low 

rates one year and higher rates the next. Surgery rates for the next reporting period are predicted to 

exceed those for 2009-10. At the time of writing (May 2010), one patient has been approved for 

surgery by the Mental Welfare Commission, and two await visits by the MWC. 

B1.b)   Resource Use 

Due to a lower level of neurosurgical activity in this financial year, the service is underspent for the 

2009/10 financial year. Details of inpatient admissions are given above in Section B1.a.5.   

B1.c)   Finance and Workforce 

B1.c.1.   Financial Report 

This is included below in Section D: Financial Statement. 

B1.c.2.   Workforce 

The staff members are listed below in Table 8. 

 

Table 8. Team members as of May 2010, listed alphabetically 

Name Title/ Role 

Dr Karim Abdel-Aziz ST5 in Psychiatry 

Dr Ruth Breen Clinical Neuropsychologist 

Dr David Christmas Consultant Psychiatrist 

Dr Rob Durham Senior Lecturer in Clinical Psychology 

Professor M. Sam Eljamel Consultant Neurosurgeon 

Bob MacVicar Clinical Nurse Specialist 

Anne Mather Senior Mental Health Nurse and Systemic Family Therapist 

Patricia McIntosh Administrator 

Professor Keith Matthews Professor of Psychiatry and Honorary Consultant Psychiatrist 

Professor Douglas Steele Professor of Neuroimaging and Honorary Consultant Psychiatrist 

Margaret Stewart Medical Secretary 

John Swan Clinical Lecturer and Cognitive Behavioural Psychotherapist 
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Name Title/ Role 

Karen Walker Senior Mental Health Nurse and Cognitive Behavioural Psychotherapist  

Fiona Wilson Senior Mental Health Nurse and Cognitive Behavioural Psychotherapist 

Kath Yates Top Grade Psychotherapist (Psychodynamic Psychotherapy) 

 

At present Anne Mather is on a 2-year career break and is currently working within Child and 

Adolescent Services in Vancouver, Canada. Karen Walker was seconded to the service in August 

2009 to cover for Anne’s absence. Karen is a Senior Charge Nurse and Cognitive Behavioural 

Practitioner with experience working in a range of mental health settings. Latterly she worked in the 

Community Mental Health Teams in Angus, working with adults experiencing severe and enduring 

mental health problems; in particular people with depressive illnesses. 

B1.d)   Key Performance Indicators and HEAT targets 

The HEAT targets most relevant to the service are those related to access (waiting times) – further 

details are given below in Section B4.a)   

In addition, it should be noted that due to the planned annual reviews that the service 

undertakes for all patients treated within a surgical pathway, AIS admissions are often misclassified 

as “readmissions” when the HEAT readmission rates for NHS Tayside are being calculated. The 

service has had discussions with the Mental Health Collaborative in relation to this so that the 

readmission calculations within NHS Tayside are as accurate as possible. 

B2.  Effective 

The service assesses clinical effectiveness in a range of domains, and these are reported below. 

B2.a)   Clinical Audit Programme 

B2.a.1.   Multi-disciplinary team meetings 

The continuous review process governing all aspects of patient outcomes ensures that the AIS is able 

to track patient progress closely, and can work with patients, their families, and their care teams to 

maximise recovery and outcomes following neurosurgery. 

The service has weekly multidisciplinary team meetings which embrace a range of activities: 

1) Review of current patient pathways, team discussion about treatment issues, and allocation 

of referrals. Follow-up reviews are scheduled and inpatient admissions are planned. 
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2)  Case discussions where issues have arisen in the treatment or management of particular 

patients. 

3) Research meetings where team members will present either their own research, or review 

recent scientific papers of relevance to the service. In addition, the research activities of the 

service are discussed and updated. 

The multidisciplinary meetings are chaired; have an agenda; and minutes are taken. The minutes 

reflect the current status of all patients involved with the service and mirror the patient pathway. 

The minutes provide a contemporaneous record of the clinical activity of the service, and ensure 

robust clinical governance. 

B2.a.2.   Liaison with other clinical networks 

The AIS has, in partnership with NSD, held fruitful discussions with the nationally commissioned OCD 

services for England and Wales. The two principal areas for discussion have been: 

1) The development of bi-directional clinical pathways between the AIS and the National 

Commissioning Group (NCG)5 OCD network. 

2) The development of a shared clinical audit programme to describe the long term effectiveness 

of the treatment interventions offered to patients with chronic, severe and disabling OCD in the 

UK. 

B2.b)   Clinical Outcomes 

In this report we aim to provide a summary of outcomes for patients reviewed in 2009/10. More 

detailed, cumulative reporting will occur on a periodic basis when the accumulation of more data 

makes this process more meaningful. In standard annual reports, outcomes will be reported on a 

per-patient basis. 

B2.b.1.   Neurosurgery for Mental Disorder – Outcomes during 2009/10 

Eleven patients were reviewed during this reporting period. Their outcomes are shown below in 

Table 9. Outcomes have been grouped by type of intervention, and reductions/ increases in scores 

are colour-coded accordingly. It should be noted that the reason for a second procedure is non-

sustained or partial response to the first intervention. Not all patients reviewed underwent 

neurosurgery as part of the National Service, but outcomes will be reported nonetheless. 

Some important comments include: 

                                                           
5
 The NCG is a Standing Committee of the National Specialised Services Commissioning Group (NSCG) 
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1) ID 99: Patient had VNS implanted as an extra-contractual referral as a treatment for highly-

resistant, rapid cycling Bipolar Disorder prior the establishment and commissioning of the 

AIS as a National Service. 

2) ID 89: Patient was implanted as part of the D-03 clinical study of VNS as a treatment for 

chronic, treatment refractory depression. Subsequent to implantation and treatment, the 

diagnosis was revised to that of Bipolar Affective disorder, and symptoms are now being 

monitored using alternatives to the HRSD and MADRS depression rating scales. Please note, 

‘undeclared’ Bipolar Disorder is a known phenomenon within populations of patients with 

chronic, treatment refractory depression. All patients are screened and pre-surgery 

management plans are drafted with this diagnostic possibility in mind.  
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Table 9. Outcomes from NMD Procedures - Follow-up in 2009/10.  

ID Procedure Indication for surgery 
First or second 

procedure 
Weeks post-

op 
% Change in 

HRSD-17 
% Change in 

MADRS 
% Change in Y-

BOCS 
Response? Remission? 

348 ACING Depressive Episode 1st 52.7 -9% -20% - No No 

249 ACING Depressive Episode 1st 55 -24% -7% - No No 

348 ACING Depressive Episode 1st 53 -9% -20% - No No 

184 ACING Recurrent Depression 2nd 110 -88% -93% - Yes Yes 

61 ACING Recurrent Depression 2nd 111 -62% -51% - Yes No 

99 VNS Bipolar Disorder 1st 223 - - - - - 

126 VNS Depressive Episode 1st 55 19% 9% - No No 

263 VNS Recurrent Depression 1st 51 -15% -9% - No No 

89 VNS Recurrent Depression 1st 232 - - - - - 

295 VNS Depressive Episode 1st 85 -6% -16% - No No 

276 VNS Recurrent Depression 1st 71 8% 12% - No No 

HRSD-17 = 17-item Hamilton Rating Scale for Depression; MADRS = Montgomery-Åsberg Depression Rating Scale; YBOCS = Yale-Brown Obsessive Compulsive Scale. 

Depression Criteria: Response is defined as a ≥ 50% improvement in baseline score on the HRSD-17 OR ≥ 50% improvement in baseline score on the MADRS. Remission is defined as 

HRSD ≤ 7, or MADRS ≤ 10. 

OCD Criteria: Response is defined as ≥35% improvement in baseline Y-BOCS. Remission is a Y-BOCS score ≤ 10. 

 



 

B2.c)   Service Improvement 

B2.c.1.   Clinical Meetings 

The team meets formally to discuss referrals, to review assessments, and to review care pathways on a 

weekly basis. The team also have research meetings where current research activity is discussed, along with 

reviewing treatment outcomes. In addition, members of the team present relevant research at these 

meetings. 

B2.d)   Research 

The following is an overview of research activities undertaken by the service and team members. 

B2.d.1.   List of AIS-relevant publications (in press/ published) 

1) Bajbouj M, Merkl A, Schlaepfer TE, Frick C, Zobel A, Maier W, O’Keane V, Corcoran C, Adolfsson R, Trimble 

M, Rau H, Hoff H-J, Padberg F, Müller-Siecheneder F, Audenaert K, van den Abbeele D, Matthews K, 

Christmas D, Eljamel S, Allen JC, Jayewardene AK, Heuser I. Two-year Outcome of Vagus Nerve 

Stimulation (VNS)  in Treatment-resistant Depression (In Press). Journal of Psychopharmacology 2010. 

2) Durham RC, Chambers JA, Macdonald RR, Fisher PL. Predictive Validity of Two Prognostic Indices for 

Generalized Anxiety Disorder. International Journal of Cognitive Therapy 2009; 2: 383-399. 

3) Scott LJ, Muglia P, Kong XQ, Guan W, Flickinger M, Upmanyu R, Tozzi F, Li JZ, Burmeister M, Absher D, 

Thompson RC, Francks C, Meng F, Antoniades A, Southwick AM, Schatzberg AF, Bunney WE, Barchas JD, 

Jones EG, Day R, Matthews K, McGuffin P, Strauss JS, Kennedy JL, Middleton L, Roses AD, Watson SJ, 

Vincent JB, Myers RM, Farmer AE, Akil H, Burns DK, Boehnke M. Genome-wide association and meta-

analysis of bipolar disorder in individuals of European ancestry. Proceedings of the National Academy of 

Sciences of the United States of America 2009; 106: 7501-7506. 

4) Wilkie MJ, Smith G, Day RK, Matthews K, Smith D, Blackwood D, Reid IC, Wolf CR. Polymorphisms in the 

SLC6A4 and HTR2A genes influence treatment outcome following antidepressant therapy. 

Pharmacogenomics Journal 2009; 9: 61-70. 

5) Ridout N, Dritschel B, Matthews K, McVicar M, Reid IC, O'Carroll RE. Memory for emotional faces in major 

depression following judgement of physical facial characteristics at encoding. Cognition & Emotion 2009; 

23: 739 - 752. 
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6) Gountouna VE, Job DE, McIntosh AM, Moorhead TW, Lymer GK, Whalley HC, Hall J, Waiter GD, Brennan 

D, McGonigle DJ, Ahearn TS, Cavanagh J, Condon B, Hadley DM, Marshall I, Murray AD, Steele JD, 

Wardlaw JM, Lawrie SM. Functional Magnetic Resonance Imaging (fMRI) reproducibility and variance 

components across visits and scanning sites with a finger tapping task. NeuroImage 2010; 49: 552-560. 

7) Hall J, Romaniuk L, McIntosh AM, Steele JD, Johnstone EC, Lawrie SM. Associative learning and the 

genetics of schizophrenia. Trends in Neurosciences 2009; 32: 359-365. 

8) Whalley HC, Steele JD, Mukherjee P, Romaniuk L, McIntosh AM, Hall J, Lawrie SM. Connecting the brain 

and new drug targets for schizophrenia. Current Pharmaceutical Design 2009; 15: 2615-2631. 

9) Moorhead TW, Gountouna VE, Job DE, McIntosh AM, Romaniuk L, Lymer GK, Whalley HC, Waiter GD, 

Brennan D, Ahearn TS, Cavanagh J, Condon B, Steele JD, Wardlaw JM, Lawrie SM. Prospective multi-

centre Voxel Based Morphometry study employing scanner specific segmentations: procedure 

development using CaliBrain structural MRI data. BMC Medical Imaging 2009; 9: 8. 

10) Kumar P, Waiter G, Ahearn T, Milders M, Reid I, Steele JD. Frontal operculum temporal difference signals 

and social motor response learning. Human Brain Mapping 2009; 30: 1421-1430. 

B2.d.2.   Books/ Book Chapters 

1) Steele JD, Lawrie S. Neuroimaging. In Companion to Psychiatric Studies (Ed E Johnstone, SM Lawrie, DC 

Owens, M Sharpe). Churchill Livingstone, 2010. 

2) Steele JD. Neuroimaging. In Companion to Psychiatric Studies (Ed E Johnstone, SM Lawrie, DC Owens, M 

Sharpe). Churchill Livingstone, 2010. 

B2.d.3.   Guideline Contributions 

Staff of Dundee AIS have contributed to the following: 

1) National Institute for Health and Clinical Excellence. Vagus nerve stimulation for treatment-resistant 

depression. National Collaborating Centre for Mental Health, 2009. (http://guidance.nice.org.uk/IPG330) 

2) SIGN. Non-pharmaceutical management of depression in adults. Scottish Intercollegiate Guidelines 

Network, 2010. (http://www.sign.ac.uk/guidelines/fulltext/114/index.html) 

B2.d.4.   Current Research Projects 

Below is a summary of current research projects that the service, or members of the team, are currently 

undertaking: 

http://guidance.nice.org.uk/IPG330
http://www.sign.ac.uk/guidelines/fulltext/114/index.html
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1) Neuropsychological Function as a Result of Chronic Exposure to Methadone and Other Opiates: Neural 

Responses to Rewards - A Study Using Functional Magnetic Resonance Imaging (fMRI) (CI: Dr Alex 

Baldacchino) 

a) Recent research would suggest that substance dependence is related to an abnormal functioning of 

reward valuation systems in the brain - opiate-dependent individuals tend to overvalue drugs 

compared to natural rewards. Substance dependence has also been associated with impulsive 

behaviour i.e. opiate-dependent subjects discount delayed rewards at a larger rate than healthy 

subjects. This study will test whether chronic opiate exposure is associated with measurable executive 

dysfunction and if chronic, long-acting opiates are associated with greater behavioural and 

neuropsychological toxicity. Using fMRI the study will investigate the neural substrates of valuation 

and discounting of delayed rewards in healthy controls and cohort subjects. 

2) Study Title: Diffusion Tensor and Functional Imaging of Chronic Treatment Refractory Depression and 

Neurosurgical Treatments. (CI: Prof. Douglas Steele) 

a) This study will use Diffusion Tensor Imaging (DTI) and functional magnetic resonance imaging (fMRI) 

to relate neuropsychological performance and clinical status (symptoms) with measures of white 

matter integrity and grey matter function in 'emotional-processing-relevant' brain networks. This will 

lead to a greater understanding of the consequences and side-effects of neurosurgery. Using DTI in 

addition to fMRI will help to map lesion topography and subsequent effects on communicating white 

matter tracts with great precision, helping to develop our understanding of the functional 

architecture of depression. This will help guide the development of novel and more effective 

treatment strategies. 

3) A Clinical Evaluation for the Management of Patients with Major Depressive Disorder, single or 

recurrent episode, with Deep Brain Stimulation (CI: Prof. Keith Matthews) 

a) To evaluate the safety and efficacy of Deep Brain Stimulation for patients with MDD, who have failed 

to respond to at least 4 treatments in the current episode. The primary outcome assessment will 

occur at 6 months and all patients will be followed-up for 1 year. See Section C1. below for more 

information. 

b) The study will compare group 1 who will be implanted with the device and activated for stimulation 

and group 2 (the control group) who will be implanted with the device but will not receive active 

stimulation for the first six months of the study. This study will also aim to describe the effects of DBS 

on measures of regional brain metabolic activity using electroencephalography (EEG) and PET 

(positron emission tomography) scanning. 
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B2.e)   Teaching activities 

Many members of the team are involved in undergraduate and postgraduate teaching, both at a local level 

and on a national stage. 

B2.e.1.   Postgraduate meetings 

1)  “Dundee Advanced Interventions Service: A National Service for treatment-refractory depression and 

OCD” | David Christmas & Bob MacVicar | 18 December 2009 | Glasgow 

2) “The Dundee AIS – for Medical Managers in Psychiatry” | Keith Matthews | 12th June 2009 | Glasgow 

3) “Vagus Nerve and Deep Brain Stimulation for Depression” |  Keith Matthews  | May 25th | Edinburgh 

B2.e.2.   Conference Presentations 

1)  “When the small print's too small to read: What are the options for treatment-refractory depression?” | 

David Christmas | 28 April 2009 | ‘Mood Disorders – Problems and Solutions’ | Birmingham 

2) “Management of Treatment-Refractory Depression (Workshop)” | David Christmas & Hamish McAllister 

Williams | 15-16 October | Royal College of Psychiatrists General & Community Faculty Meeting | Cardiff 

B2.e.3.   Other Presentations 

1)  “Deep Brain Stimulation for Depression – The BROADEN Study” | David Christmas | 5 March 2010 | 

Mental Health Research Network Affective Disorders Clinical Research Group | London 

B2.e.4.   Other teaching activities 

The service is currently liaising with the University of Dundee School of Nursing regarding placements for pre 

and post graduate Nursing Students. This has arisen after a number of requests from students regarding an 

elective placement in the department. We are currently developing relevant educational documentation and 

after mentorship training for the AIS staff we hope to welcome our first nursing student later this year. The 

University of Dundee has also extended an invitation to AIS staff to contribute to their course through 

teaching and presentation sessions. 

 

 



Dundee Advanced Interventions Service – Annual Report May 2010 

  

Page 27 of 50 

 

B2.f)   Supporting local services 

Dundee AIS continue to offer support to local mental health services with regards to psychological treatment 

of patients assessed by the service. 

In addition to this, we have further extended the input that the service provides to referring services 

prior to a patient undergoing neurosurgical intervention. Recognising that the post-operative recovery plan is 

a vital component for a favourable outcome, we have spent increasing amounts of time liaising with local 

teams to ensure that agreements are in place before proceeding to intervention. We hope that this will be 

time well spent, as well as improving the relationships between local services and Dundee AIS. 

B3.  Safe 

B3.a)   Risk Register 

Work is underway to develop a contingency management plan for the service. This will incorporate issues 

relating to the current financial pressures facing the host NHS Board, and the deliverability of the service in 

the context of significant changes in the wider NHS in Scotland over the next few years. 

B3.b)   Clinical Governance 

Dundee AIS is subject to the clinical governance framework operated by the host NHS Board. For example: 

appraisal; job planning; continuing professional development; knowledge and skills framework (KSF); etc. 

The NHS Tayside Safety, Governance and Risk framework is being aligned with the new Quality Strategy 

announced by the Cabinet Secretary for Health and Wellbeing in February this year. The three key drivers are:  

Person Centredness (sic); Effectiveness; and Safe. 

The quality and governance approach of Dundee AIS measures up to the key drivers for NHS Scotland 

strategies as well as local frameworks. 

B3.c)   Healthcare Associated Infection and Scottish Patient Safety Programme 

Details of HAIs are given below in Section B3.d.2.   

B3.d)   Adverse Events 

Significant adverse events are discussed first, followed by a more detailed discussion of adverse effects 

relating to the treatments provided. 
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B3.d.1.   Survival Data 

Survival following neurosurgical intervention was 100%. 

B3.d.2.   Number of Hospital Acquired Infections 

Number:  None 

Description:  N/A 

B3.d.3.   Number of Critical Incidents 

There were no critical incidents in the last 12 months of activity. 

B3.d.4.   No. of Deaths 

No deaths have occurred as a result of neurosurgical intervention since such interventions were first offered 

in 1992. 

B3.d.5.   Adverse effects 

We continue to systematically collect information on adverse effects from both Anterior Cingulotomy and 

VNS. In addition, we conduct extensive neuropsychological assessments (clinical battery and computerised 

testing) to identify post-surgical impairments in cognitive function. 

B3.d.5.1.  Anterior Cingulotomy 

The most common adverse effects in the first 2-3 weeks after surgery are: Headache (36.4%); Tiredness 

(22.7%); Nausea (13.6%); Concentration problems (9.1%); Dizziness (9.1%); and Incontinence (9.1%). These 

are expected to have resolved in the first 2-4 weeks after surgery. The adverse effect profile of Anterior 

Cingulotomy continues to be relatively benign, with few effects persisting beyond the immediate post-

operative period. One patient (not during this reporting period) had a single post-operative seizure within the 

first 48 hours post-op, and which responded to prophylactic medication. 

Attributing adverse effects to the neurosurgery is challenging, since some potential adverse effects (such 

as lack of energy and/ or motivation) are common symptoms of the underlying disorder. 

Neuropsychological assessment, conducted prospectively for many years, has failed to evidence 

consistent changes in performance, with most patients demonstrating improvements which are probably 

mediated by the reductions in symptom burden. 
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B3.d.5.2.  Vagus Nerve Stimulation 

VNS continues to be well-tolerated at follow-up with the majority of patients being largely unaware of active 

stimulation. At longer-term follow-up the most common adverse effects in Dundee patients have been: Voice 

alteration (36.4%); Throat Discomfort (27.3%); and Facial Numbness (9%). All adverse effects are stimulation-

related and are generally tolerated. There have been no instances where adverse effects have necessitated 

discontinuation of active stimulation. Magnet use6 is infrequent. 

B3.e)   Formal Complaints  

The service has received no complaints in the last 12 months of operation. 

B4.  Timely (Access) 

B4.a)   Waiting Times 

The national standard for patients referred by a GP to be seen at a new outpatient appointment is 15 weeks 

from 31 March 2009. For referrals coming from out with Scotland, assessment is dependent on confirmation 

of funding being available and this frequently increases the time before a patient can be appointed. 

B4.a.1.   Waiting times from referral to assessment 

Waiting times for 2009/10 are shown below in Table 10. All times are expressed (in weeks) from date of 

referral received to the first appointed date for assessment. There were delays in assessing patients from 

England/ Wales and Eire, and these data are not shown. 

Table 10. Waiting times for the service in 2009/10 

 N 

Average waiting time 

from referral to 

assessment (SD/ range) 

Max waiting time 

  Scotland 
23 8.2 ± 3.4 weeks 16.1 weeks 

  England/ Wales 
- - - 

Please note that the number of patients included in this table may be less than the total number of assessments 

reported in Section B1.a.3.    

                                                           
6
 Patients are given a magnet which can be used to temporarily stop active stimulation in response to problematic 

adverse effects. 
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B4.a.2.   Waiting times from assessment to surgery 

We have to acknowledge that there are significant delays when patients are proceeding to neurosurgical 

intervention. In all cases, it is appropriate and/ or necessary for the patient to have sufficient time to make 

informed choices about such treatments. In many cases, additional treatment trials need to be completed 

before it can be considered reasonable to proceed to neurosurgery, and all patients proceeding to ablative 

neurosurgery have to be reviewed by the Mental Welfare Commission for Scotland who must approve and 

certify the procedure before the treatment can proceed. 

B4.a.3.   Compliance with NHS Scotland Waiting Time Targets 

In the last 12 months, six patients had a time from referral to assessment that exceeded 15 weeks. Reasons 

for these delays are listed below in Table 11. Assessments from all geographical areas are included in the 

table. 

 

Table 11. Reasons for delays in assessments. 

Reason for delay in assessment N 

Based on the clinical history, Dundee AIS requested the referrer to arrange 

neuropsychological assessment and neuroimaging prior to assessment. 

2 

Delays in being sent the case notes.  2 

Referrer requested that the assessment be rescheduled on the basis of the 

patient’s mental health. 

1 

The patient requested that the assessment be rescheduled. 2 

 

 

B4.b)   Review of Clinical Pathway 

The clinical pathway is continually reviewed in order to ensure maximum benefit for patients and minimum 

burden. It is acknowledged that the need to accurately assess baseline functioning does mean that patients 

often find the pre-operative work-up tiring. However, the completion rate is 100% and no patients have 

declined to undergo detailed pre-operative and post-operative assessment. 

The self-report measures that all patients complete in order to provide important complementary data 

on symptom burden, quality of life, and functioning is currently as streamlined as is possible, and any 

additional assessments must demonstrate utility. 
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Members of the team continue to provide teleconferencing when delivering ongoing follow-up for some 

patients in more remote areas of Scotland. Further, in a number of cases in the last year, members of the 

team have attended clinical meetings in the patient’s locality in order to minimise travel for patients, and 

their clinical team. 

B5.  Person-Centred 

All assessments result in a specific set of treatment recommendations which take into account the individual’s 

previous experiences, treatment history, and wishes regarding treatment. In the run-up to neurosurgical 

intervention, individualised care plans are developed which involve identifying the patient’s strengths and 

resilience. 

B5.a)   Patient / Carer / Public Involvement 

Within the reporting period, the AIS have facilitated the setting up of an internet-based, ‘social networking’ 

forum for current and former patients. This closed group is managed/ moderated by two current/ former 

patients and an employee from one of the local Mental Health Associations. The intention of the group is to 

provide independent expert advice and information for any patients entering a prospective neurosurgical 

treatment pathway and to provide support and information for anyone who has already entered such a 

pathway. The AIS staff role is restricted to directing appropriate patients to the website and we have no 

access to the content. However, we do discuss, in general terms, how the forum is functioning and how we 

might contribute to its improvement on a regular basis with the moderators. 

B5.b)   Better Together Programme 

Although the service hasn’t participated directly in the Better Together programme, the service ensures that 

patient feedback is continually obtained and acted upon in order to improve the quality of care provided. The 

specialised nature of the service provided has meant that bespoke tools have been developed in order to get 

patient feedback on the activities of the AIS. 
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B5.c)   Patient Feedback 

We continue to collect patient satisfaction data on a routine basis. Patients are asked to complete and return 

a questionnaire after outpatient assessments and inpatient admissions. Responses are categorised and 

averaged as follows: 

 

Score Represents 

1 Strongly Disagree Much worse 

2 Disagree Worse 

3 Neutral Neutral 

4 Agree Better 

5 Strongly Agree Much better 

B5.c.1.   New Assessments 

The mean scores, for each question are given below in Table 12. The demographics of the sample were: Male 

(10), Female (14) | Country of Residence: Scotland (20), England/ Wales/ NI (3), Eire (1) | Reason for Referral: 

Depression (9), OCD (10), Other (5). 

 

Table 12. Results of outpatient satisfaction questionnaire (N=24). 

 Question Mean Type of Scale 

Explained to me what would happen during the day 4.4 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Easy to complete questionnaires 4.6 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Helpful for partner/relatives/friend to come 4.7 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Pleased that partner/relatives/friend were also seen 4.9 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Helpful to be seen by two people 4.9 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Good to meet at end to discuss recommendations 3.2 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Information given at feedback was helpful 4.0 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Staff were interested in me and not just my illness 4.6 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Felt staff listened to what I had to say 3.8 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Felt staff were honest and open with me 4.3 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Felt I could talk freely with those meeting with me 4.7 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 
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 Question Mean Type of Scale 

Had confidence in doctors and nurses who assessed me 4.6 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Staff seemed knowledgeable about my condition 3.9 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Felt staff involved me in decision-making about my care 4.1 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Staff seemed to respect my decisions about my 
treatment 

4.5 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Overall, I am satisfied with care I received 4.2 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

I found it helpful to be seen by the service 4.6 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

I learned something new about my problems and 
available treatments 

5.0 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

After attending I feel more optimistic about treatment 4.5 Strongly Disagree, Disagree, Neutral, Agree, 
Strongly Agree 

Compared to attendance at other outpatient 
assessments, my attendance at AIS was: 

3.8 Much Worse, Worse, Neutral, Better, Much 
Better 

 

The sample size is growing, and it remains the case that small variations in response can influence the mean 

scores. The average score for “Good to meet at end to discuss recommendations” was comparatively low, 

which was surprising given the number of people that comment on this being helpful. The score also conflicts 

with the high scores for “I learned something new about my problems and available treatments” since the 

feedback session is the main opportunity to discuss diagnosis and treatment options. 

It is a little disappointing that the mean scores for “Felt staff listened to what I had to say” were below 

4.0  but the mean score is much lower than the median and modal scores (not shown), suggesting that this 

reflects a small number of low scores. In this context, it is worth noting that the AIS will often conduct second 

opinion assessments on patients who will have their diagnosis significantly revised as a result of the 

assessment. This can, on occasion, represent a challenge and disappointment for the patient. We are pleased 

to report that the responses are generally highly positive. Dundee AIS uses the feedback to reflect on aspects 

of the service that might generate less favourable responses (e.g. the feedback session at the end of the day). 

Comments from free-text parts of the questionnaire are listed below. The source (number of the 

questionnaire received in sequence) of the quote is given in parenthesis after each quote: 

 

1. “All the staff have put me at my ease, and have been easy to speak to. Excellent. Thank you.” (#1) 

2. “More clarity involved in discussions. Not rushed.” (#3) 

3. “…the staff seemed to have more time and were extremely knowledgeable.” (#4) 
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4. “All the staff on the department were concerned about my wellbeing. They were very caring. Also the 

psychiatrist and his nursing staff bent over backwards to make me feel so at ease. I think all the staff on 

the unit were really nice.” (#5) 

5. “I thought that *using the+ checklist was a good idea because it meant that you did not have to pluck up 

the courage to start talking about difficult thoughts yourself. The staff were also more specialized in 

dealing with people with OCD and they knew the right questions to ask.” (#8) 

6. “…went into more depth about my illness and made me more optimistic” (#11) 

7. “Although I was very anxious I was quickly put at ease. Questions were clear and easily understood, and 

staff were very patient with me.” (#11) 

8. “Felt happy with the experience and would like to thank all involved.” (#12) 

9. “It’s so rare to meet with doctors who have actually taken time to read past notes – and that helped a 

lot. Also you have a very thorough approach.” (#14) 

10. “It was useful to have the link to your website on the appointment letter to get a wee bit more 

information about what the assessment would involve.” (#14) 

11. “The ‘Assessment’ staff had clearly read all my notes and were very much up to speed (a first for 

me)…And Attentive” (#15) 

12. “The length of assessment allowed for trust to be built up and for me to feel I had spoken in full” (#15) 

13. “Firstly it was a much longer assessment and I felt that I had plenty of time to discuss all aspects of my 

condition” (#16) 

14. “Prof. M and B. were really friendly and approachable, and it was good for me to hear of the types of 

treatment that I should be receiving. The listened to all I had to say and then gave me feedback which 

was helpful.” (#16) 

15. “I felt I was treated as a person not an illness. I was not being judged or looked down upon. I felt at 

ease saying what I wanted to say.” (#17) 

16. “People involved were more intelligent and related to my problem.” (#19) 

17. “More comprehensive” (#20) 
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18. “The appointment was much more thorough and I felt the consultants knew where I was coming from. 

Overall very satisfied with treatment I received both from consultants and staff.” (#21) 

19. *If better or worse, can you say why?+ “better because staff showed awareness of OCD treatments e.g. 

ERP and I was not given information on this to date by other psychology services” (#22) 

B5.c.2.   Inpatient Admissions 

Responses to the inpatient questionnaire are given below in Table 13. Scoring is similar to that given above, 

with higher scores representing greater satisfaction. The demographics of the sample were: Male (3), Female 

(8) | Country of Residence: Scotland (8), England/ Wales/ NI (2), Eire (1) | Reason for Referral: Depression (7), 

OCD (3), Other (1). 

Table 13. Results of inpatient satisfaction questionnaire (N=11). 

Question Mean Scale Items 

Ward staff were welcoming 4.8 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Ward staff knew purpose of admission 4.7 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

I had a named nurse 4.8 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

My named nurse knew about purpose of 

admission 

4.8 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

I was orientated to the ward 4.5 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Staff could respond to my physical needs 4.8 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Staff could respond to my emotional needs 4.5 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Able to discuss problems with staff during 

daily one-to-one contact 

4.4 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Ward staff & nurses from AIS were in close 

communication with ward 

5.0 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

My accommodation (room, shower, bed) was 

of acceptable standard 

4.6 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Ward nursing staff were consistently 

approachable, courteous, trustworthy, 

friendly & responsive to my needs 

4.9 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Written info was made available to me 5.0 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

I was clear about arrangement for discharge 4.9 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

I knew who to contact if problems following 

discharge 

5.0 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 
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Question Mean Scale Items 

Ward staff & nurses from AIS were in close 

communciation 

5.0 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Staff were interested in me and not just my 

illness 

4.5 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

I felt staff listened to what I had to say 4.7 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

I felt staff were honest and open with me 4.7 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

I felt I could talk freely with those looking 

after me 

4.8 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

I had confidence in doctors & nurses in ward 4.8 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Staff seemed knowledgeable about my 

condition 

4.7 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

I felt staff involved me in decision-making 

about my care 

4.9 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Staff seemed to respect my decisions about 

my treatment 

4.9 Strongly Disagree, Disagree, Neutral, Agree, 

Strongly Agree 

Compared to inpatient admission in other 

units, my stay in Dundee was: 

4.1 Much Worse, Worse, Neutral, Better, Much 

Better 

 

Overall, the feedback on inpatient admissions is strongly positive, and these results have been fed back to the 

inpatient nursing team. 

B6.  Equitable 

B6.a)   Age limits 

The service has no upper or lower age limit, although it is realistically expected that the time needed to 

demonstrate resistance to a range of treatments, and to result in referral to the service, will mean that most 

patients are in their 20s by the earliest time of referral. Illness characteristics play a role, since the time from 

onset of symptoms in OCD (for example) and the time of diagnosis is approximately eight years. 

B6.b)   Demographics 

A brief description of the demographics of referrals since 2006 is given below in Table 14 (N=160). Again, it 

should be noted that the female:male ratio in depression is unequal, and differences in these rates may 

reflect differences in prevalence rates. 
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Table 14. Demographics of patients referred since 2006. 

Characteristic Number of patients Mean Range 

Gender 

Male 

Female 

 

70 (43.7%) 

90 (56.3%) 

 

- 

- 

 

- 

- 

Age (years)  49.3 ± 13.3 20.2 – 84.0 

B6.c)   Fair for All 

The service has completed an Equality and Diversity Impact Assessment in the last 3 years. No actions were 

required as a consequence of the assessment process. 

Ethnic group has only been recorded systematically in the last few years, but is not complete for every 

patient. However, the ethnicity of assessments seen in 2009/10 is given below in Table 15. 

 

Table 15. Ethnicity of assessments in 2009/10. 

Ethnicity N % 

WHITE - Scottish 22 75.86% 

WHITE - English 5 17.24% 

WHITE - Irish 1 3.45% 

WHITE - Other 1 3.45% 

Grand Total 29 100.00% 

 

B6.d)   Geographical Access 

The geographical distribution of referrals (not assessments) is given below in Table 16. 

Table 16. Geographical distribution of referrals 2006 - 2010. 

Country N Percentage 

Eire 2 1.25% 

England, UK 17 10.63% 

Northern Ireland 4 2.50% 

Scotland, UK 137 85.63% 

 160 100.01% 

 

A further discussion of factors affecting equity of access is given below in Section B6.e)   

Figure 1 below shows the source of the 68 referrals that it was possible to determine latitude and 

longitude for. It should be noted that postcode changes in the last few years will mean that not all postcodes 
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were successfully linked to geospatial coordinates. The extent to which this sample is representative of all 

Scottish referrals is difficult to clarify. 

It is apparent that the majority of referrals come from the central belt, with an eastern predominance. 

Undoubtedly, this reflects the proximity to Dundee, and this is something that is apparent with a number of 

National Services – the majority of referrals come from either the host NHS Board, or neighbouring Boards. 

 

 

Figure 1. Source of referrals to AIS (N=68). Map copyright Google Earth. 

 

Referrals to Dundee AIS are listed by NHS Board below in Figure 2. 
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Figure 2. Referrals to Dundee AIS by NHS Board, 2006-2010. 

In order to address the imbalanced geographical distribution of referrals, AIS plans to work more closely with 

the postgraduate teaching programmes of more remote NHS Boards to ensure that the service can maintain a 

high profile. 

B6.e)   Socioeconomic status of referrals 

To examine the socioeconomic status of referrals, all referrals from 2006-10 were mapped onto data zones, 

and the SIMD 2006 score for each data zone was determined. SIMD scores are only available for Scottish 

referrals, and due to changes in postcodes over time, the SIMD score could not be determined for all referrals. 

In all, SIMD scores for 122/160 (76%) of referrals were available. 

The SIMD scores for these referrals were overlaid with the SIMD scores for all data zones in Scotland. 

This is shown in Figure 3. The median for the Scottish sample was 16.9, and the median for the AIS sample 

was 12.7. This means that referrals to AIS come from a population that is a little less deprived than the 

Scottish average. The reasons are not clear, but AIS intends to monitor this and ensure equity of access. 
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Figure 3. Distribution of SIMD scores for AIS referrals 2006-2010 (blue) and Scotland (red). 
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Section C: Looking Ahead – Service Developments and Expected Changes 

C1.  Deep Brain Stimulation 

The AIS are pleased to report that agreements, in principle, have been reached for our service to participate 

in an international, multicentre, clinical trial of Deep Brain Stimulation (DBS) for refractory depression. 

The BROADEN study (http://www.broadenstudy.com) is a detailed study of the efficacy of electrical deep 

brain stimulation of a specific brain area (Brodmann Area 25) as a treatment for disabling and treatment 

refractory depression. We anticipate being able to offer this experimental treatment to a small number of 

carefully selected patients as an alternative to the established therapies (VNS and Anterior Cingulotomy) in 

Dundee. This would be on the basis of participation in an ethically approved research study. Because the 

study has been designed to evaluate this novel therapy to a very high standard of scientific rigour, we believe 

this represents an excellent opportunity to not only advance patient care but also to develop patient choice in 

this clinical area. Uniquely, in Dundee, we will have the opportunity to evaluate the outcomes for this DBS 

alongside those for other neurosurgical therapies. 

 

http://www.broadenstudy.com/
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Section D: Financial Statement 

 

 
FUNDED 2009/10 VALUES 

 
ANNUAL REPORT 

 
  

  
  

 
      

 
WTE FIXED VARIABLE TOTAL 

 
BUDGET  EXPEND VARIANCE 

 
  COST COST COST  TO MAR TO MAR TO MAR 

 
  £ £ £ 

 
£ £ £ 

STAFF COSTS   
  

  
 

  
 

  

 
  

  
  

 
  

 
  

MEDICAL   
  

  
 

  
 

  
CONSULTANT PSYCHIATRIST 1.0  97814 97814  97814 112048 14234 

 
1.0  97814 97814  97814 112048 14234 

PTA 
        NEUROPSYCHOLOGIST (Band 7) 0.5  23659 23659  23659 20148 -3511 

PSYCHOTHERAPIST 0.1  8621 8621  8621 8013 -608 

 
0.6  32280 32280  32280 28161 -4119 

NURSING 
        ADDITIONAL NURSING/ OBSERVATION 
  

0 0 
 

0 21364 21364 
CLINICAL NURSE SPECIALIST (Band 8A)1 

      
9086 9086 

CLINICAL NURSE SPECIALIST (Band 7) 1.0 
 

46959 46959 
 

46959 43745 -1314 
NURSE GRADE H (Band 7)2 2.0 

 
83850 83850 

 
83850 89867 6017 

 
3.0 

 
130809 130809 

 
130809 164062 33253 

ADMIN 
        Band 4 1.0 

 
23511 23511 

 
23511 21880 -1631 

Band 2 0.5 
 

9637 9637 
 

9637 8462 -1175 

 
1.5 

 
33148 33148 

 
33148 30342 -2806 

TOTAL STAFF COSTS 6.1 
 

294051 294051 
 

294051 334613 40562 

INPATIENT STAY 
        INITIAL ASSESSMENT 
  

8176 8176 
 

8176 15641 7465 
PRE-OPERATIVE CARE 

  
24527 24527 

 
24527 4215 -20312 

NEUROSURGICAL CARE (PRE- AND POST-OP) 
       

0 
 - ABLATIVE NEUROSURGERY (NINEWELLS) 

  
7833 7833 

 
7833 1567 -6266 

 - VAGUS NERVE STIMULATION (NINEWELLS) 
  

3655 3655 
 

3655 522 -3133 
POST-OPERATIVE CARE 

       
0 

 - ABLATIVE NEUROSURGERY (CARSEVIEW) 
  

30658 30658 
 

30658 6132 -24526 
 - VAGUS NERVE STIMULATION 
(CARSEVIEW) 

  
4087 4087 

 
4087 584 -3503 

FOLLOW-UP (INC. MRI) 
  

22208 22208 
 

22208 9894 -12314 
THEATRE COST 

        ABLATIVE NEUROSURGERY + VNS 
  

15849 15849 
 

15849 3474 -12375 
VAGUS NERVE STIMULATION3 

  
60023 60023 

 
60023 0 -60023 

TRAVEL 
  

3670 3670 
 

3670 6347 2677 
MISCELLANEOUS COSTS 

  
4307 4307 

 
4307 0 -4307 

OVERHEADS 
        PROPERTY MAINTENANCE 
 

16616 
 

16616 
 

16616 16616 0 
CLEANING 

 
5057 

 
5057 

 
5057 5057 0 

HEAT, LIGHT & POWER 
 

3123 
 

3123 
 

3123 3123 0 
RATES 

 
2540 

 
2540 

 
2540 2540 0 

CAPITAL CHARGES 
 

18347 
 

18347 
 

18347 18347 0 

TOTAL NON PAY 
 

45683 184993 230676 
 

230676 94059 -136617 

INCOME FROM ENGLISH HEALTH BOARDS3       -14811 -14811 

SERVICE TOTAL 6.10 45683 479044 524727  524727 413861 -110866 

 

Notes 

1. Regraded through Agenda for Change (AFC) 
2. 1.8 in post AFC arrears £16k. 
3. Charge for stimulator in 2008/09.



Section E: Referral and Treatment Pathway 

 

1. Referral received from psychiatrist  ( …./…./…) 

 

2. Referral acknowledged ( …../…../…..) 

  

Is patient from Scotland? 

 

Yes No 

  

3. Patient allocated a provisional 
assessment date 

4. Referrer asked to obtain funding for assessment 

( …../…../…..) 

  

5. Notes requested ( …../…../…..)  Funding obtained? ( …../…../…..) 

  

6. Patient appointed ( …../…../…..)   Yes  No 

   

7. Patient seen ( …../…../…..) 5. Notes requested ( …../…../…..) Referral cannot 
proceed without 
funding   

8. Report sent ( …../…../…..) 6. Patient appointed ( …../…../…..) 

   

 7. Patient seen ( …../…../…..)  

   

 8. Report sent ( …../…../…..)  

   

Is ACING or VNS being considered? 
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Is ACING or VNS being considered? 

 

Yes No 

 

9. Confirmation of funding status: is funding 
available for further intervention? 

Patient to pass back to referring doctor for 
ongoing care. 

Yes No  

   

10. Dundee AIS to request 
opinion from MWC7 

Referrer to obtain 
further funding 

 

 

   

11. Request operation date When funding 
confirmed, go to 

step 10 (left) 

 

  

12. Patient admitted to 
Dundee 7 days before 

operation8 

  

  

 

 

 

    

 

                                                           
7
 Mental Welfare Commission for Scotland 

8
 This may not be necessary for local patients who can attend for assessments in the pre-operative week 



Section F: Appendix 1 – Treatment recommendations prior to ablative 

neurosurgery 

These recommendations are up-to-date at the point of writing (May 2010), but they may change 

depending on the emergence of compelling new clinical evidence. Please check our website for the 

most up-to-date recommendations. 

1 Depression 

1.1.  Physical Treatment Methods 

As a guiding principle, all of the physical treatments that have been shown to be effective in 

‘treatment-resistant-depression’ (preferably in randomised, controlled trials) must have been tried in 

adequate dosage for an adequate period. In general terms, this will reflect the prescription of 

antidepressant drugs within, or above, the dose range recommended by the British National 

Formulary (BNF) for a period of at least six weeks. 

It is important to note that a proportion of individuals with chronic, refractory depression will 

have unrecognised or ‘undeclared’ Bipolar Disorder. Therefore, the following also considers the 

application of “bipolar depression” treatment strategies as part of the framework for treatment 

‘adequacy’ prior to ablative NMD. 

At present, the use of plasma drug concentration monitoring (where possible) is not included as 

a mandatory requirement, but is sometimes desirable. Most patients referred for assessment will 

have been exposed to many different treatment trials. The following represent those deemed 

‘essential’ before proceeding to ablative surgery. 

The minimum inclusion criteria for neurosurgery are: 

1) At least two ‘adequate’ courses of treatment with a tricyclic antidepressant drug. One of these 

trials must be with either clomipramine, imipramine or amitriptyline. 

2) At least two ‘adequate’ courses of treatment with a selective serotonin re-uptake inhibitor 

(SSRI). 

3) At least one ‘adequate’ course of treatment with a ‘classical’ monoamine oxidase inhibitor (i.e. 

not Moclobemide). 

4) At least one of the above (TCA, SSRI or MAOI) plus lithium carbonate augmentation for a period 

of 4-6 weeks with a 12-hour post-medication plasma lithium level of 0.5-0.8 mmol/L. 

5) At least one ‘adequate’ course of treatment with a tricyclic antidepressant drug as defined 

above plus thyroid hormone augmentation for a period of 6 weeks. This involves the 
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administration of liothyronine sodium/ T3 hormone (not T4) [at a dose up to 20 micrograms 

three-times-a-day.]. Failure to respond within 6 weeks ought to lead to termination of T3 

administration. Where the patient is known to suffer from hypothyroidism and is taking 

replacement T4 (biochemically euthyroid), this strategy of T3 augmentation is still advised. 

6) At least two ‘adequate’ courses of treatment with an antidepressant drug as defined above, plus 

the prescription of two atypical antipsychotic drugs for a period of six weeks at a dose within the 

BNF recommended range. There is probably greatest evidence to support the selection of 

olanzapine and risperidone, although others (quetiapine, amisulpride, aripiprazole) may be 

worth considering. Where psychotic symptoms are prominent in the clinical presentation, trials 

of both typical (e.g. Flupentixol) and atypical antipsychotic drugs should be considered. 

7) At least two ‘adequate’ trials of electroconvulsive therapy (ECT), spaced 6 months apart. 

Adequacy in this context is defined as a minimum of 12 bilateral applications of ECT with 

recorded evidence of seizure duration exceeding 15 s per treatment. Failure to respond is 

defined as either no clinical response, minimal clinical response or a brief response with relapse 

within a period of four weeks, despite adequate antidepressant maintenance treatment. Where 

available, and considered more acceptable/appropriate for the patient, a trial of high dose 

unilateral ECT (5 times seizure threshold) can substitute for bilateral ECT. 

8) At least one ‘adequate’ course of treatment with an antidepressant drug as defined above plus 

the essential fatty acid ethyl-eicosapentaenoate (EPA) at a dose of 1g per day. 

9) At least one ‘adequate’ course of treatment with an SSRI as defined above plus the addition of 

bupropion (Sustained Release) at a dose of 150-300mg/day. 

10) At least one trial of an anticonvulsant drug shown to have efficacy in bipolar depression. This 

includes Lamotrigine at a dose of <400mg day, Divalproex sodium (Depakote®) at a dose of up to 

2.5g per day and Carbamazepine at a dose of 800-1200mg per day. 

11) At least one trial of an antipsychotic drug shown to have efficacy in bipolar depression. This 

includes olanzapine (5-20mg/day) and quetiapine (300-600mg /day). NB there is also some 

preliminary evidence for increased response rates in the treatment of Bipolar I depression where 

olanzapine (6-12mg/day) is combined with fluoxetine (25-50mg/day). 

12) At least one of the following: 

a) Combination therapy with clomipramine, lithium carbonate and L-tryptophan. The 

clomipramine to be administered at the maximally tolerated dose (150-250 mg/ day), with a 

12 hr post-medication plasma lithium level of 0.5-0.8 mmol/l. This ought to be administered 

for a minimum period of 6 weeks. 
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b) Combination therapy with phenelzine, lithium carbonate and L-tryptophan. The phenelzine 

to be administered at the maximally tolerated dose (45-90 mg / day), with a     12 hr post-

medication plasma lithium level of 0.5-0.8 mmol/l. This ought to be administered for a 

minimum period of 6 weeks. 

1.2.  Alternative Recommended Pharmacological Treatment Strategies   

Desirable but not essential prior to ablative NMD. Either: an absence of unequivocal evidence of 

efficacy in TRD, or, only suitable for selected patients on the basis of increased risk to physical 

health: 

1) Prescription of an antidepressant drug beyond BNF recommended maximum daily dose. 

a) For example, gradual escalation to highest tolerated dose of venlafaxine (>500 mg / day). 

Beyond 375 mg / day, weekly ECG recordings are advisable, with regular BP monitoring 

required beyond 200 mg / day. 

b) Alternatively, gradual escalation to highest tolerated dose of imipramine (>300 mg / day). 

Similar close physiological monitoring is required. Measurement of plasma levels may be 

indicated, with a target concentration of 200-250 ng/ml. This ought to be continued for 6 

weeks. 

c) Combination of venlafaxine (375mg/day or maximally tolerated dose) with mirtazapine (30-

45mg/day) with appropriate physiological monitoring (BP measurements and ECG 

recordings) 

2) Psychostimulant Drug Treatment. 

a) Prescription of a maximally tolerated dose of a tricyclic drug (preferably imipramine), to 

which methylphenidate (Ritalin®) is added, initially as a single 10 mg test dose, gradually 

increasing to 30 mg t.d.s. This ought to be continued for 6 weeks. 

1.3.  Psychological Treatment Methods 

1) At least one sustained trial of structured, manualised, cognitive-behavioural therapy of 20 

sessions duration (with either a cognitive or a behavioural emphasis), with long-term follow-up. 

Treatments ought to be delivered by a therapist with British Association for Behavioural and 

Cognitive Therapies (BABCP) accreditation. Where there is significant doubt over the adequacy 

of previous trials of psychological treatment, it may be appropriate to offer the patient at least a 

brief trial of a suitable psychological therapy. In some cases, this might suggest that a more 

intensive course of therapy ought to be instigated in either Dundee or elsewhere.  

 

http://www.babcp.com/
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2 Obsessive-Compulsive Disorder (OCD) 

2.1.  Physical Treatment Methods 

As a guiding principle, all of the physical treatments that have been shown to be effective in OCD 

(preferably in randomised, controlled trials) must have been tried in adequate dosage for an 

adequate period of time. In general terms, this will reflect the prescription of antidepressant drugs 

within, or sometimes above, the dose range recommended by the BNF for a period of 12-16 weeks. 

Treatment gains can accrue slowly and premature termination of treatment trials should be 

avoided. Most patients referred for assessment will have been exposed to many different treatment 

trials. The following represent those deemed ‘essential’ before proceeding to surgery. 

The minimum inclusion criteria are: 

1) At least one course of treatment with the tricyclic antidepressant drug clomipramine for 12-16 

weeks in a dose in excess of 150 mg/day. Except in exceptional circumstances, the dose should 

be titrated upwards towards a target of 250 mg/day (or above) depending on tolerability. 

Compliance may be determined by plasma level estimation where deemed necessary. 

2) At least two courses of treatment with different selective serotonin re-uptake inhibitors (SSRI's) 

(fluoxetine, fluvoxamine, paroxetine, citalopram, sertraline or escitalopram) at a maximally 

tolerated dose for a period of 12-16 weeks. This may involve the prescription of these drugs at a 

dose in excess of the BNF maximum recommended dosage. Other than in exceptional 

circumstances, ALL of the drugs from the SSRI class ought to be tried, sequentially, in full dosage 

(or maximum tolerated dosage), for an adequate period of time. (the target dose for fluoxetine 

would be at least 60 mg/day, fluvoxamine at least 300 mg/day, sertraline at least 200mg/day, 

citalopram at least 60 mg/day and paroxetine 60-80 mg/day). 

3) A single trial of a maximally tolerated dose of the serotonin and noradrenaline reuptake inhibitor 

venlafaxine. 

4) At least one trial of clomipramine or an SSRI plus antipsychotic drug augmentation for a period 

of 12 weeks. Please note – antipsychotic drugs are not effective as monotherapy for OCD and 

should be avoided other than as augmenting agents. The drugs which have been demonstrated 

to exert some benefit in resistant OCD are risperidone (up to 3mg daily) and quetiapine (up to 

200-300mg daily). 
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5) The value of olanzapine, amisulpride and clozapine is uncertain. Clozapine has been reported to 

provoke OCD symptoms, in the absence of co-morbid schizophrenia, should generally be 

avoided. (NB: older antipsychotic drugs such as pimozide and haloperidol may be tried 

particularly where OCD is co-morbid with Tic disorders or psychotic symptoms). 

6) It is also anticipated that additional strategies may have been tried (e.g. combination of two 

SSRI’s or SSRI with clomipramine, intravenous administration of clomipramine) but these are not 

absolute requirements. There is insufficient evidence upon which to base a recommendation for 

a trial of either ECT or transcranial magnetic stimulation (rTMS) for refractory OCD. However, for 

patients with severe co-morbid depression, ECT may be considered. 

2.2.  Psychological treatment methods 

1) At least one sustained trial (>26 weeks) of exposure and response prevention under the 

supervision of a BABCP-accredited therapist (minimum therapist contact time 90min per week). 

Whenever possible, we would expect a period (12 weeks) of in-patient behavioural therapy, 

conducted in a specialist unit. However, many sufferers are unwilling, for a variety of reasons, to 

consent to this. Cognitive therapy can also be an effective adjunct to exposure treatment if 

intrusive thoughts and ruminations are prominent. Again, trials of cognitive therapy ought to be 

conducted under the supervision of a BABCP-accredited therapist. 

http://www.babcp.com/
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