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Introduction

How long should psychological treatments last and how frequently should treatment appointments be scheduled? The number of appointments and how often they are sched-uled are almost invisible aspects of service provision, but the way in which these decisions are made can have a major impact on access to services. The evidence-based movement is here to stay. Typically, however, the evidence-base focuses on what therapy is provided not how this therapy is delivered. This chapter addresses the issue of how therapy is delivered, and suggests that patient-led treatment is a low intensity (LI) approach, which can dramatically improve the access, efficiency, and effectiveness of mental health services.

Why is a patient-led approach needed?

Typically, the design of psychological treatments is greater than the number of sessions in which psychological treatments are delivered due to patient attendance patterns (Carey 2006). High intensity treatments, therefore, provide therapy in a time frame to which most patients do not adhere. This results in patients missing out on valuable information; it requires a great deal of effort from therapists to motivate patients to attend for longer than they otherwise would, and it proves costly in terms of therapist and administrative time in missed appointments and rescheduling absent patients.

What is a patient-led approach?

Rather than attempting to fit patients into therapist determined treatment schedules an approach has been developed that provides as much therapy as possible in the time frame of the patient (Carey 2008). This patient-led treatment approach places responsi-bility for the duration and frequency of appointments with patients. In this system, patients arrange appointments in the same way that they arrange to see their general practitioner (GP).

How is a patient-led approach a low intensity intervention?

Patient-led treatment fits well within the definition of LI interventions provided in this text. When patients determine their own treatment schedule the capacity of a service in terms of the numbers of patients who can be seen is greater than in traditional therapies (Carey and Mullan 2007; Carey and Spratt 2009). Typically, therapists offering patient-led treatment have less contact with clients than in traditional treatments because the client paces the treatment. Furthermore, the impact of patient-led treatment in terms of increas-ing patient access and choice as well as improved service flexibility, responsivity, capacity, and cost-effectiveness is completely consistent with LI interventions.

Rationale for a patient-led approach

There are compelling reasons from policy and ethical guidelines, as well as theoretical and empirical support, to move from therapist-driven to patient-led practices. The policies of the United Kingdom (UK) National Health Service (NHS) promote patient choice (see Richards, Chapter 2; Seward and Clark, Chapter 51). A core principle is that the ‘NHS will shape its services around the needs and preferences of individual patients, their families and their carers.' (http://www.nhs.uk/aboutnhs/CorePrinciples/ Pages/NHSCorePrinciples.aspx). Although this is a UK example, recognition of the importance of patient decision-making is occurring internationally. Similarly, ethical guidelines internationally point to the importance of patient choice and control. The ethical codes from both the Australian Psychological Society (APS; http://www.psychology.org.au/Assets/Files/Code_Ethics_2007.pdf, p. 11) and the American Psychological Association (APA; http://www.apa.org/ethics/code2002.pdf, p. 4), for example, acknowledge that autonomy and self-determination are basic rights. Research indicates that patients may already be making choices about the delivery of psychological treatment, but we might not be listening to them (Carey 2006). Treatment drop-outs, for example, are typically defined as patients who attend fewer sessions than the number of sessions the therapist expects, however, the drop-out concept is problem-atic because treatment drop-outs are not necessarily treatment failures (Carey and Spratt 2009). What seems clear from the literature is that, generally, patients expect and attend a relatively low number of therapy appointments (Carey 2005, 2006). Carey (2005) reviewed the treatment duration literature and found that different treatments of different dura-tions are widely reported as well as studies comparing the same treatment of different durations. Rarely, however, is any rationale provided for the particular number of treat-ment sessions chosen. Also, it is important to emphasize that a study demonstrating a particular therapy is effective in 12 sessions is not a study demonstrating that 12 sessions are necessary for treatment effectiveness. While collaboration is fundamental to cognitive behavioural treatments it is not always clear that collaboration—in terms of considering patient preferences—is featured in the design or delivery of psychological treatments. Lampropoulos and Spengler (2005), for example, claim that a large number of patients prefer and benefit from one to three sessions of therapy (see White, Chapter 32). Typically, however, treatments are designed to be much longer than that. Theories of self-regulation are increasingly being recognized as useful in understanding psychological problems (e.g. Mansell 2005). Fundamental to these theories is the principle that, in order to function effectively, people must be able to control the things that are important to them (Carey 2008). A simple way of promoting patients' control is enabling them to determine and regulate their appointment schedule.

Data from the patient-led approach

The patient-led approach has been used in primary and secondary care with adults who voluntarily access psychological services (Carey 2005; Carey and Mullan 2007; Carey and Spratt 2009). Patients experiencing a broad range of problems and disorders have been seen with no patients excluded because of their diagnostic presentation. Detailed results of the patient-led approach are described elsewhere (e.g. Carey 2008). This section presents some of the general findings. Data over a 9-month period indicated that 81 patients attended only one session with 55 patients attending more than one (Carey and Spratt 2009). The greatest number of appointments scheduled was 11 and the average (median) was three. The average number of cancelled or missed appointments was zero. Table 34.1 highlights the increased capacity that a patient-led approach introduced to a service. The patient-led service from which these data were collected commenced in June 2006. At this time there was a 7-month waiting list for the service. By December 2006 that waiting list had been eliminated even though the number of patients being referred had almost doubled and the number of therapists and appointment spaces remained the same. Another comparison with regard to capacity was conducted with first appointments (Carey and Kemp 2007). In one 7-month period first appointments were arranged by the therapist and sent to the patient. In another 7-month period the therapist, using a patient-led approach, sent the patients a letter inviting them to telephone for an appointment. In the first 7-month period 62 appointment letters were sent to patients, whereas in the second seven-month period 164 invitation letters were sent (and 104 of these patients telephoned to arrange an interview). Table 34.2 shows that first appointment attendance was greater for the patient-led group than for the therapist-scheduled group.

Table 34.1 Comparative referral information demonstrating the increased capacity of a patient-led system (Carey and Spratt 2009)

Year Time frame Numbers referred

2004 July to Dec 52

2005 July to Dec 52

2006 July to Dec 93
Table 34.2 Comparison of attended and cancelled appointments for different groups of patients over two 7-month periods

Group in which first appointments were therapist scheduled (%) Group in which first appointments were patient scheduled (%)

Attendance 61 87

Non-attendance 21 2

Cancellation 18 12

Table 34.3 First and last Depression Anxiety Stress Scales 21 (DASS21) (Lovibond and Lovibond 1995) score comparisons as well as effect sizes for patients attending more than one appointment over a 6-month period (Carey and Mullan 2008)

DASS21 Mean first score (SD) Mean last score (SD) Effect size

*Depression 13.1 (5.3) 8.7 (6.1) 0.8

*Anxiety 10.7 (5.1) 7.5 (6.1) 0.6

*Stress 14.3 (4.7) 10.4 (5.2) 0.8

*Total 37.7 (12.7) 26.6 (15.4) 0.8

*Difference between pre and post score significant at p<0.01

developed a dependency on the health system might be similarly reluctant to assume responsibility for their health care in this manner.

Therapist concerns

Relinquishing control of appointment booking can be an uneasy experience for some therapists. It can be unnerving to lose the feeling that one is in charge of the course of therapy. One important aspect to this approach that needs to be acknowledged is that it is less predictable than a therapist driven system. An aspect to this unpredictability is that patients might not recover as much as therapists think they should. Also, periodically col-leagues using conventional approaches have expressed concerns that patients might feel dismissed or undervalued if they are not told when to come back or that patients would not have the skills to telephone for an appointment.

Potential solutions

While working in the NHS we used this approach in both GP practices and hospital outpatient clinics.

Systemic issues

The development of this approach occurred during the provision of clinical services in GP practices in the NHS. All therapists involved used the same CBT approach (Method of Levels, e.g. Carey 2008). The therapy used, however, is perhaps not as important as the fact that therapists worked in the same way, which enabled the same patient to see differ-ent therapists, if desired (see below). At the outset, ideas about a patient-led system were discussed with the GPs. It is important to emphasize how warmly the GPs embraced this approach. A number of factors may have been involved in their enthusiastic reception. They were now going to have a psychology service on-site, rather than referring off-site. There were lengthy waiting lists for the psychol-ogy service that they would not have to contend with by having an on-site service. Finally, they appreciated the increased level of communication as therapists made patient notes directly into each patient's practice files and also met informally with the GPs during practice hours. Perhaps an indication of the degree to which therapists were assimilated into the practices were the invitations they received at the end of the year to attend their staff Christmas parties! Initially, one GP practice was used as a trial and then, after positive evaluations, the procedure was adopted in other GP practices with different combinations of therapists or therapists working on their own. To commence the program, appointment time slots for psychological treatment were entered into the general appointment booking computer software system of the practice. The receptionists accessed therapist appointment diaries in the same way that they accessed the GP appointment diaries. It was explained to GPs that they could refer as many patients to the service as they deemed appropriate by booking them into an avail-able appointment. Receptionists adapted easily to the program because they made appointments with psychology patients the same way they did with GP patients. Given that there may be an increase in the amount of appointments receptionists have to book it would be important to monitor their workloads to ensure they are not inundated. This did not occur, however, in the services provided. At the end of the first appointment patients were informed that they could make appointments whenever they needed to. A typical dialogue might be:

Therapist Now that you've been referred by your GP you can make appointments to work on your problems as often as you'd like for as long as you'd like. We think you're the best person to tell what the right pace is to work on your problems so we'll leave that up to you. Would you feel OK about phoning up to make your own appointment?

Patient Yes, well I phoned to make this appointment. So could I come back next week?

Therapist Absolutely. If that's when you'd next like to work some more on your problems.

Patient Well when do you think I should come back?

Therapist As soon as you'd like more help with your problem.

Patient Yes, I think I'll come again next week.

As mentioned above, patients were advised that they could see different therapists. For example, if patients wanted to see a therapist when their regular therapist was away (on annual leave for instance) then they could book in to see the other therapist. At every first appointment patients were asked if they would feel comfortable making appointments in this way. Because appointment schedules were part of the practice's computing system, thera-pists had access to the computerized records of the patients. In these records, the GP's reason for referring the patient could be obtained. At the end of each appointment brief notes were typed into the patient's record, which the GPs reported finding very helpful. A copy of those notes was also kept for the patient file in the Clinical Psychology Department for which the therapists worked. In a sense, patients were never discharged from the service. For administrative purposes patients' files were closed if they had had no contact with the service for 3 months. However, patients could still access the service any time after their file was closed by sim-ply phoning the receptionist for an appointment. When that occurred the patient's file was re-opened. This system was also implemented in a hospital outpatient clinic and operated in much the same way as it did in the GP practices. Because access to the hospital computing system was not available, the calendar feature of the email system of the Clinical Psychology Department was used. Department secretaries agreed to schedule patient appointments when they phoned and, to do this, the secretaries were given editing access to the thera-pist's calendar. The receptionist in the outpatient clinic also agreed to book appointments as required and was given editing access. In this setting, same day appointments were not available because the therapist was unable to access a computer at the hospital. If a patient did book a same day appointment, therefore, the therapist would not know. Apart from this modification, however, the system worked in the same way as the GP practices. The same details were explained to patients at the first appointment and patients were seen whenever they booked appoint-ments from then on.

Patient concerns

Patient concerns were dealt with on an individual basis as they arose. When the system was explained most patients readily understood the idea that people work through prob-lems in different time periods. Also, because the system was similar to the way in which patients schedule appointments to see their GP this comparison was used to reassure them. It is interesting to note that one of the concerns about using this approach was that patients would over-use it and create a strain on the service. Over-use, however, was never a problem. In fact, paradoxically, some patients said that they did not feel the need to keep scheduling regular appointments because they knew they could get an appointment whenever they needed one. Ironically, with many patients attending a small number of appointments, resources were available for patients who needed more appointments.

Therapist concerns

Some of our colleagues were perhaps the most persistently concerned group during the implementation and operation of this program. It seems that some colleagues will readily understand and endorse this way of working, while others will feel a need to maintain the role of appointment scheduler. The roles of the therapist and the patient, and the importance of autonomy and self-determination can be valuable topics to discuss in peer supervision forums or professional development activities. It is important to note, however, that this way of working appears to present challenges to some therapists at a philosophical, as well as at a procedural level. How much symptom improvement is desir-able may well be one of these challenges. When discussing concerns it might be helpful to refer to the policy, ethical, empirical, and theoretical support there is for this way of working. The ongoing evaluation of the service is also important. The data collected, for example, did not support concerns about patients feeling undervalued or dismissed or lacking the skills to telephone for an appointment.

Conclusion

Patient-led treatment is an approach addressing the how of psychological treatment delivery, rather than the what. It is not a magical solution to all problems of service delivery, but it is one way of dramatically improving service efficiency. Sometimes the best ideas can be the easiest to overlook. A patient-led approach to service delivery may well be one of those ideas.
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Take home messages

Treatments are usually designed according to therapists' and researchers' time  ◆

frames, not patients

Patient-led treatment is more flexible, but less predictable than therapist-led  ◆

treatment

Patient-led treatment improves access to services, patient choice, and the cost- ◆

effectiveness of a service

Moving to a patient-led system can help improve service capacity ◆

There is good policy, ethical, theoretical, and empirical support for patient-led  ◆

treatment.
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