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Foreword and highlights 

We are pleased to present our annual report for the financial year 2014-15. 

As usual, up-to-date information on the service can be obtained from our website 

(www.advancedinterventions.org.uk). Whilst the reports provide detailed information 

on activity and outcomes, they cannot be guaranteed to provide the most up-to-date 

information about the service. The website, however, provides the most contemporary 

information available. 

In previous years we had included additional information about treatment 

recommendations and pathways in the annual report, but in order to ensure that 

people are accessing the most recent versions, we would like to direct readers to the 

website for treatment recommendations for Obsessive-Compulsive Disorder (OCD)1 and 

major depression2. 

 

  

                                                           
1 http://www.advancedinterventions.org.uk/index.php/ocd/ocd-treatment-guidelines.html  
2 http://www.advancedinterventions.org.uk/index.php/depression/treatment-guidelines-for-
depression.html  

http://www.advancedinterventions.org.uk/
http://www.advancedinterventions.org.uk/index.php/ocd/ocd-treatment-guidelines.html
http://www.advancedinterventions.org.uk/index.php/depression/treatment-guidelines-for-depression.html
http://www.advancedinterventions.org.uk/index.php/depression/treatment-guidelines-for-depression.html


Dundee Advanced Interventions Service | Annual Report | FINAL (WEB VERSION) August 2015 

  

Page 6 of 63 

 

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. It is commissioned to provide assessment and neurosurgical 

treatment of chronic, severe treatment-refractory depression and obsessive-compulsive 

disorder (OCD). It has also been providing intensive treatment programmes for OCD 

over the last year as well. 

1 Activity 

1.1.  Summary of activity for year ending March 2015 

 Actual Planned 

Assessments 35 24 

Anterior Cingulotomy 1 3-5 

Follow-up 7 12 

Intensive OCD treatment 4 4-6 

1.2.  Referrals 

Forty-eight referrals were received during the reporting period (23 men and 25 women); 

with a mean age of 44.1 years. There were 47 referrals (97.9%) from Scotland, and 1 

referrals (2.1%) from England. 

1.3.  Assessments 

Thirty-eight assessments were conducted during the 2014/15 financial year for 35 

patients. Fifteen men and 20 women were seen, with a mean age of 44.8 years (range 

16.9 – 66.6 years). Most (97.1%) assessments were for Scottish patients. One 

assessment was conducted outwith the SLA. 
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We have continued to see a high number of people with OCD (22.9%), with 20.0% 

having major depression. A range of other disorders were also represented – these 

indicate the diagnosis made by the AIS (rather than the referrer) and reflect the nature 

of complex and comorbid mental disorders reaching tertiary and quaternary services. 

Of note is that 11.4% of assessments were given a diagnosis of autism spectrum 

disorder. 

1.4.  Procedures 

One neurosurgical procedure (Anterior Cingulotomy) was performed during 2014/15. 

The patient was Scottish. 

2 Mortality Data & Adverse Effects 

There have been no deaths and no post-operative infections during the reporting year. 

Rates of adverse effects were largely unchanged from previous years, and are 

consistent with the published literature on the procedures undertaken. 

3 Waiting Times 

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

8.9 ± 5.7 weeks. This is consistent with the previous year. Overall, 50% of Scottish 

patients waited less than 8 weeks to be seen. Only 11.4% waited longer than 12 weeks 

and there were unavoidable reasons for all of these. 

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. 
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5 Best Value Healthcare – Clinical Audit and Outcomes 

5.1.  Outcome data for Cingulotomy 

The following table only includes those patients reviewed in 2014-15. It is not possible 

to generalise to all patients undergoing the procedure. 

 Size of change in symptom scores (categories are exclusive) 

Indication for 

surgery 

≤20% ≥20% ≥35% ≥50% 

Depression (N=5) 2 1 0 2 

OCD (N=1) 0 0 0 1 

 

6 Intensive OCD treatment 

Four patients have been treated as part of the intensive OCD treatment programme. 

Three completed a course of treatment. At the point of discharge from hospital two 

patients (66.6%) were responders and one patient (33.3%) was a non-responder. 

7 Teaching and Research Activities 

Members of the team continue to deliver presentations at a regional, national, and 

international level and publish in peer-reviewed journals. The research output of the 

service continues to be of a high-standard and is internationally-recognised. 

8 Service Developments and Future Plans 

The retiral of the neurosurgeon in the service meant that we established a partnership 

with experienced neurosurgeons at the National Hospital for Neurology and 

Neurosurgery in London. More information is provided below in section C1.  

9 Summary and Conclusions 
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The service has experienced a temporary interruption to the provision of neurosurgery 

during this financial year but we have been able to ensure continued provision due to 

partnership with the NHNN in London. The intensive OCD programme has run 

successfully over the last year and outcomes are comparable with other specialist 

centres. The number of referrals and assessments continues to be above the planned 

level. 
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Section A: The Advanced Interventions Service 

 Overview of the service 

The Dundee Advanced Interventions Service provides comprehensive, multidisciplinary 

clinical assessments for patients with chronic, treatment-refractory depression (TRD) 

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, 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 (NMD)? 

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)3 or Direct Current Stimulation (DCS)4. 

 

                                                           
3 https://en.wikipedia.org/wiki/Transcranial_magnetic_stimulation  
4 https://en.wikipedia.org/wiki/Transcranial_direct-current_stimulation  

https://en.wikipedia.org/wiki/Transcranial_magnetic_stimulation
https://en.wikipedia.org/wiki/Transcranial_direct-current_stimulation
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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 eight years 

(2007-2015). 

A2.  Description of the 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 services5 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 options are uncertain are able to benefit from a specialist, multi-

disciplinary assessment; and 2) we may become involved with patients at an earlier 

stage who may later enter a neurosurgical treatment pathway. This improves 

                                                           
5 Tertiary services are those that see patients who do not respond to secondary care (i.e. 

community mental health teams and inpatient treatment) services. 
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communication between clinical services, provides improved continuity and clinical care 

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

A2.b)   Referral 

Referrals to the AIS come from consultant psychiatrists who are asked to retain clinical 

responsibility for the coordination and delivery of patient care in the patient’s locality 

throughout the assessment process. We are unable to accept referrals from 

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

for transfer of care to the NHS and subsequent onward referral if clinically-indicated. 

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. The patient's 

own psychiatrist and team has a clear accountable role for the overseeing of ongoing 

treatment and the coordination of relevant clinicians and organisations. 

Referrals are accepted from throughout the UK and Eire. We 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. 

A2.c)    Assessment 

We anticipate that patients will normally be able to travel to Dundee for assessment.  

However, it is acknowledged that there are some 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. Patients who are detained under the respective mental health act 

will usually be assessed locally; 

2) Where the patient cannot attend for reasons such as: infirmity; concerns over 

mental state; legal status; or inability to leave home (due to symptom severity, 

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

For example, in the case of severe obsessive-compulsive disorder where 

symptoms may be confined to the home and it is important to observe and 

understand the nature of the symptoms. 

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

attendance, we will endeavoured to 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 interviews6 and standard rating scales to quantify the 

severity of symptoms and associated disability. 

We will also meet with relatives/carers/friends so that we can get a comprehensive 

understanding of the patient’s difficulties. This is done as a separate interview (with the 

permission of the patient) so that we can also get important information about the 

individual’s premorbid functioning and the effects of illness over time. 

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

psychological therapies that the patient has received and explore the patient’s 

experiences of these. After review of all relevant information, we meet with the patient 

(and carers) 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 helpful 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, the referrer is provided with a detailed clinical report on 

diagnosis, and advice on future management that will commonly include the 

combination of evidence-based pharmacological (drug) and psychological therapies. For 

                                                           
6 For example, the MINI International Neuropsychiatric Interview. 
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some patients the treatment recommendations may also include neurosurgical 

intervention. 

It is our standard practice to provide the patient with a copy of the report so that 

recommendations (and the rationale for making them) can be considered, and 

discussed as part of collaborative care planning. 

A2.d)   Neurosurgical pathway 

Since patient histories and their journeys through healthcare are almost always 

complex, and illnesses present with a range of diagnostic issues, the service will aim to 

review the patient 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. Since patients and their families may require 

considerable time to consider treatment options, the time from initial assessment to 

neurosurgery may be extensive. We continue to be guided by our patients regarding the 

pace of progression through the pathway. 

Since we have partnered with neurosurgeons at the National Hospital for 

Neurology and Neurosurgery in London, we would routinely arrange for the patient 

(and carers) to meet with members of the AIS team along with the neurosurgical team 

to discuss treatment prior to referral to the Care Quality Commission. 

A2.e)   Follow-up 

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

at one year, two years, and 5 years after surgery. 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. 

Whilst scheduled follow-up only extends to 5 years, our relationships with patients 

and referrers make it easy to ensure that we retain contact with all neurosurgical 
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patients indefinitely.7 Given the nature of the interventions, we believe that it is 

important to observe outcomes for as long as possible. 

 

                                                           
7 This might not necessarily involve full review assessments in Dundee, but may involve 

telephone/email contact with patients and referrers, or the collection of rating scale data. 
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 Quality Domains 

B1.  Efficient 

B1.a)   Report of actual versus planned activity 

Table 1 below shows the summary of activity for the service during 2014/15. 

Table 1 | Overview of Activity Data for Year Ending March 2015 

 Actual Planned 

Assessments 35 24 

Anterior Cingulotomy 1 3-5 

Follow-up 7 12 

Intensive OCD treatment 4 4-6 

 Referrals 

Forty-eight referrals were received during the reporting period (23 men and 25 women); 

with a mean (±SD) age of 44.1 ± 14.1 years. The M:F ratio was 0.9:1. 

As in previous 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. Referrals that have been received 

but not yet seen will be included in next year's report. 

 Referral diagnosis 

A specific diagnosis is not always provided and is sometimes uncertain. However, it was 

usually possible to determine the general diagnostic category based on the information 

provided. This are shown below in Table 2. 

Table 2 | General diagnostic category for referrals to the service 

Diagnostic Category N % 

OCD 18 37.5% 

Depressive Episode 11 22.9% 
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Diagnostic Category N % 

Recurrent Depression 6 12.5% 

Not explicit in referral 3 6.3% 

Bipolar Disorder 3 6.3% 

Anxiety disorders 2 4.2% 

Personality disorder 2 4.2% 

Schizophrenia 1 2.1% 

Schizoaffective Disorder 1 2.1% 

Substance misuse 1 2.1% 

Total 48 100% 

We have continued to receive more referrals for OCD (37.5% of the total) than for other 

conditions; similar to last year. We also receive a wide range of referrals regarding other 

conditions, many of which fall outside the remit of our service. 

 Outcome from referral 

Table 3 below describes the outcomes for all referrals (N=48). In a small number of 

cases the descriptions may not be perfect, but they illustrate the range of referrals that 

the service receives, and the various responses that the service is able to provide. 

Of the 48 referrals, 26 (54.2%) were accepted. It is worth noting that 8 (16.7%) of 

referrals were for patients whose diagnosis and/or clinical history suggested that their 

needs would be better met elsewhere. In many cases, the patient had perhaps not had 

the range of treatments that we would normally expect them to have had prior to being 

seen and recommendations and/or advice were given on further treatment options. 

Table 3 | Outcome from referral 

Diagnostic Category N % 

Referral Accepted - Appointment given 26 54.2% 

Referral not appropriate - Advice given on treatment 5 10.4% 

Referral not appropriate - Outwith remit of AIS 5 10.4% 

Referral not appropriate - Further information requested 4 8.3% 

Referral not appropriate - Diagnosis not appropriate 3 6.2% 

Did not meet criteria – Case note review offered 2 4.2% 

Referral not appropriate - Other 2 4.2% 

Referral not appropriate - Referred on 1 2.1% 
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Total 48 100% 

 Referring NHS organisation (referrals) 

Table 4 below shows the referring NHS organisation. In total, there were 47 referrals 

(97.9%) from Scotland and one referral (2.1%) from England. No referrals were received 

from Eire or Northern Ireland. 

One referral was made from NHS organisations that aren’t covered by the SLA with 

NHS Scotland. 

Table 4 | New referrals received during 2014/15: NHS organisation referring 

NHS Organisation Country 
No. of 

Referrals 

NHS Ayrshire & Arran Scotland 1 

NHS Borders Scotland 3 

NHS Dumfries and Galloway Scotland 2 

NHS Eilean Siar (Western Isles), NHS Shetland, and NHS Orkney Scotland 1 

NHS Fife Scotland 4 

NHS Forth Valley Scotland 4 

NHS Grampian Scotland 7 

NHS Greater Glasgow and Clyde Scotland 7 

NHS Highland Scotland 1 

NHS Lanarkshire Scotland 1 

NHS Lothian Scotland 4 

NHS Tayside Scotland 12 

South West London and St George’s Mental Health NHS Trust England 1 

 Total 48 

 Assessments 

The total number of appointments offered was 38. The number of unique individuals 

offered appointments was 35. In a small number of cases, patients were re-appointed 

because they were unable to attend the first offered appointment. In some cases, 

further assessments were scheduled in order to obtain sufficient information to 
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complete the assessment. The number of people seen represents 72.9% of all referrals 

(N=48). 

 Demographics of assessments 

There were 15 men (42.9%) and 20 (57.1%) women assessed. The M:F ratio was 0.8:1. 

The mean age of all assessments (±SD) was 44.8 ± 14. The lowest age was 16.9 and the 

highest age was 66.6. 

 Location of assessment 

The location for assessments was as follows: 84.2% of assessments took place at 

Ninewells Hospital; and 5.3% took place in the patient’s home. Another hospital was the 

location of assessment for 2.6% of assessments, and the percentage of assessments 

that only included a case note review was 5.3%. 

 Referring NHS organisation (assessments) 

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

shown below in Table 5. 

Table 5 | New assessments: referring NHS organisation 

NHS Organisation Country 
No. of 

assessments 

NHS Ayrshire & Arran Scotland 1 

NHS Borders Scotland 2 

NHS Dumfries and Galloway Scotland 1 

NHS Eilean Siar (Western Isles), NHS Shetland, and NHS Orkney Scotland 2 

NHS Fife Scotland 3 

NHS Forth Valley Scotland 3 

NHS Grampian Scotland 4 

NHS Greater Glasgow and Clyde Scotland 8 

NHS Highland Scotland 1 

NHS Lanarkshire Scotland 0 
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NHS Organisation Country 
No. of 

assessments 

NHS Lothian Scotland 2 

NHS Shetland Scotland 0 

NHS Tayside Scotland 7 

South West London and St George’s Mental Health NHS Trust  England 1 

Total Number of Assessments: 35 

No. of assessments not covered by SLA: 1 

 Diagnosis of patients assessed 

The distribution of primary diagnostic categories following assessment is shown below 

in Table 6. Secondary (or additional) diagnoses are not listed. Compared to previous 

years, a higher proportion of patients had a diagnosis of OCD. 

The main diagnostic categories were: Depression (20.0%); OCD (22.9%); Bipolar 

Disorder (14.3%); Organic Disorder (2.9%); Non-OCD Anxiety Disorder (5.7%); 

Personality Disorder (2.9%); Psychotic and psychotic-like Disorders (8.6%); Autism 

Spectrum Disorders (11.4%). 

In the majority of cases, patients had a number of comorbid diagnoses and it is 

challenging to classify a single diagnosis as the ‘primary’ diagnosis. In chronic and 

treatment-refractory mental illness comorbid conditions and complex presentations are 

the norm. For simplicity, only the main diagnosis is reported below. 

Table 6 | Primary diagnosis for new assessments 

Diagnosis No. of 

patients 

% 

F01.23 Subcortical vascular dementia with other symptoms, 

predominantly depressive 

1 2.9% 

F22.0 Delusional disorder 1 2.9% 

F25.1 Schizoaffective disorder, depressive type 2 5.7% 

F31.3 Bipolar affective disorder, current episode mild or 

moderate depression 

2 5.7% 

F31.7 Bipolar affective disorder, currently in remission 1 2.9% 

F31.8 Other bipolar affective disorders 2 5.7% 

F32.1 Moderate depressive episode 2 5.7% 
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Diagnosis No. of 

patients 

% 

F32.2 Severe depressive episode, without psychotic symptoms 1 2.9% 

F33.0 Recurrent depressive disorder, current episode mild 1 2.9% 

F33.1 Recurrent depressive disorder, current episode moderate 1 2.9% 

F33.4 Recurrent depressive disorder, currently in remission 2 5.7% 

F42.0 Obsessive compulsive disorder, predominantly 

obsessional thoughts or ruminations 

1 2.9% 

F42.2 Obsessive compulsive disorder, mixed obsessional 

thoughts and acts 

6 17.1% 

F42.8 Other obsessive-compulsive disorders 1 2.9% 

F43.1 Post-traumatic stress disorder 1 2.9% 

F45.2 Hypochondriacal disorder8 2 5.7% 

F60.9 Personality disorder, unspecified 1 2.9% 

F84.5 Asperger’s syndrome 4 11.4% 

NOT RECORDED / DIAGNOSIS AWAITED 3 8.7% 

Total 35 100.0% 

 

The service has also noticed an increasingly complex group of patients being referred, 

typically experiencing symptoms and behaviours in a number of areas, such as: autism 

spectrum disorder; OCD; personality disorder; and mood disorder.  

 Assessment outcomes 

Broad categorical outcomes from assessments are shown below in Table 7. Please note 

that this table includes a category for multiple visits for assessment. 

Table 7 | Outcomes from assessment 

Outcome N % 

Discharged with treatment recommendations (Drug & 

Therapy) 

27 71.0% 

Further appointment given 4 10.5% 

Casenote review only 3 7.9% 

Failed to Attend (No notice Given) 2 5.3% 

                                                           
8 Please note that body dysmorphic disorder (BDD) is classified under hypochondriacal disorder 

in ICD-10. 
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Outcome N % 

Appointment cancelled by patient (please give details) 1 2.6% 

Intensive OCD Treatment pathway | Under consideration 1 2.6% 

Total 38 100.0% 

 Procedures 

A summary of neurosurgical procedures performed is given below in Table 8. DBS and 

VNS procedures are not part of the SLA-funded activity and have included here to allow 

comparison across years. 

The procedure number doesn't automatically indicate that the patient has had 

more than one neurosurgical procedure. For example, a number of patients will have 

had VNS as the first procedure and ACING as the second procedure. 

Table 8 | Procedures performed in 2014-2015 

Anterior Cingulotomy (ACING)  

As first procedure: 0 

As second procedure: 1 

As third procedure: 0 

Total: 1 

Vagus Nerve Stimulation (VNS)  

As first procedure: 0 

As second procedure: 0 

As third procedure: 0 

Total: 0 

Deep Brain Stimulation (DBS)  

As first operation: 0 

As second operation: 0 

Total: 0 

Total number of Procedures: 1 
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 NHS organisation referring for/funding surgery 

The referring NHS Organisation for neurosurgical patients is shown below in Table 9. 

DBS procedures are not listed here. 

Table 9 | NHS Organisation responsible for Neurosurgical patients 

NHS Organisation Country Procedure 

NHS Tayside Scotland ACING 

 

 Indication for procedure 

The ACING procedure performed this year was for the treatment of depression. The 

ICD-10 diagnosis was F33.2 Recurrent depressive disorder, current episode severe 

without psychotic symptoms. 

 Procedures not covered by SLA 

During this financial year, no ablative procedures were performed outwith the SLA. 

 Inpatient admissions 

Inpatient admission is routine for most neurosurgical patients, although we will try to 

accommodate patient preferences. For example, if someone is able to travel to attend 

pre-operative assessments, pre-operative admission can be avoided. 

In the last few years, we have been able to minimise post-operative inpatient 

admission for those patients who express a strong preference for returning home early. 

We continue to have detailed discussions with the patient, their relatives/carers, the 

neurosurgical team, and often the general practitioner to ensure that patient 

preferences are central to the post-operative care plan. 

 Inpatient Exposure and Response Prevention (ERP) 

Details of intensive ERP programmes are given below in section B2.c)  . 
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 Duration of inpatient stay 

Details of inpatient admissions are shown below in Table 10. 

Table 10 | Duration of inpatient stay (all categories) 

Type of Admission N SLA† Non-

SLA 

Total inpatient stay - all NMD patients, Carseview (days) 1 14 - 

Mean inpatient stay - all NMD patients, Carseview (days) 1 14 - 

Total inpatient stay - all NMD patients, NHNN, London 1 4 - 

Mean inpatient stay - all NMD patients, NHNN, London 1 4 - 

Total inpatient stay - Inpatient ERP, Carseview (days) 3 137 - 

Mean Inpatient stay - Inpatient ERP, Carseview (days) 3 45.7 - 

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

Total inpatient stay - Reviews (days) 0 - - 

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

* Inpatient ERP was not included in the SLA during 2012-13 and must be funded by the referring NHS organisation. 

 Comments on variation between actual and planned activity 

Comments on variation are provided below. 

 Referrals and assessments 

The number of assessments conducted is 46% higher than our commissioned activity 

and the service continues to receive higher-than-predicted numbers of referrals. We 

are, in many cases, able to offer advice on further treatment options even though we 

might not assess the patient. 

 Surgical activity 

Between 2006 and 2014, the number of procedures each year has ranged from one to 

five, with a mean and median of three procedures per year. The current year has been 
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excepted because of changes in service provision relating to necessary changes in the 

location of provision of neurosurgical services (see Section C1.  below). 

The time taken to establish working clinical pathways with the National Hospital for 

Neurology and Neurosurgery in London has meant that it has not been possible to 

conduct any neurosurgery in Dundee in the last 12 months. However, we have now 

been able to transfer this part of the service and patient are now able to undergo 

neurosurgery. 

 Intensive OCD treatment 

We have been able to provide five separate inpatient treatment episodes for four 

individuals in the last year. This is within our planned level of activity. 

B1.b)   Resource Use 

Details of inpatient admissions are given above in section B1.a.4.  Any non-SLA 

assessments and procedures undertaken in 2014-15 permit revenue from this activity 

to be offset against funding for the service. 

B1.c)   Finance and workforce 

 Financial Report 

This information is included below in Section D: Financial statement. 

 Workforce 

We have recently made an offer to an individual for the post of senior mental health 

nurse. They will join our existing nursing and therapist team with a special focus on 

supporting the expanding intensive treatment programme for OCD. 
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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)  . The service has had no unplanned 

readmissions. 

B2.  Effective 

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

below. 

B2.a)   Clinical Audit Programme 

The AIS works hard to ensure a continuous review process governing all aspects of 

patient outcomes. This enables us to work closely with patients, their families, and their 

care teams to maximise recovery and clinical outcomes following neurosurgery. 

 Multi-disciplinary team meetings 

The service meets weekly at the multidisciplinary team meetings during which: 

1) Current patient pathways are discussed and planned; 

2) Emerging treatment issues are considered; 

3) New referrals are discussed and allocated; 

4) Follow-up reviews are scheduled and inpatient admissions are planned; 

5) Particular cases are discussed so that the team is able to learn from experience 

and improve the quality of care provided; 

6) Team members present 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; they 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. 
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B2.b)   Clinical outcomes: Neurosurgery for Mental Disorder (NMD) 

In this report we aim to provide a summary of outcomes for patients reviewed in 

2014/15. More detailed, cumulative reporting will occur on a periodic basis when the 

accumulation of more data makes this process more meaningful. 

On a routine basis detailed summaries of clinical outcomes are provided on a per-

patient basis to clinical staff involved in their care and treatment using standard 

proformas that cover rating scale scores over long periods of time. 

 Neurosurgery for Mental Disorder – Outcomes during 2014/15 

Eight patients were reviewed during this reporting period. Outcomes are shown below 

in Table 11 and have been grouped by type of intervention. Outcomes for DBS 

procedures are not reported here (one patient). One patient was seen for review but 

had undergone Anterior Capsulotomy outwith the commissioning of the AIS and so 

outcomes are not reported. 

We would continue to urge caution when trying to generalise outcomes from this 

small sample and we are keen to ensure that outcomes from neurosurgery are 

reported in a meaningful way.  

As above, the procedure number doesn't automatically indicate that the patient has 

had more than one neurosurgical procedure. For example, a number of patients will 

have had VNS as the first procedure and ACING as the second procedure. 
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Table 11 | Outcomes from NMD Procedures (Follow-up performed in 2014/15) 

ID Procedure Indication for surgery 
Procedure 

No. 

Weeks 

post-

op 

% Change 

in HRSD-17 

% Change 

in MADRS 

% Change 

in Y-BOCS 
Response? 

Remission

? 

67 ACING 
F33.2 Recurrent depressive disorder, current episode 

severe without psychotic symptoms 
3 106 5.8% -4.1% - NO NO 

171 ACING 
F42.2 Obsessive compulsive disorder, mixed obsessional 

thoughts and acts 
1 261.5 - - -94.6% YES YES 

189 ACING 
F33.2 Recurrent depressive disorder, current episode 

severe without psychotic symptoms 
3 52 -71.7% -76.3% - YES YES 

202 ACING 
F33.1 Recurrent depressive disorder, current episode 

moderate 
2 193.7 6.5% -5.4% - NO NO 

276 ACING 
F33.2 Recurrent depressive disorder, current episode 

severe without psychotic symptoms 
2 53.1 -75.6% -85.3% - YES YES 

291 ACING 
F33.1 Recurrent depressive disorder, current episode 

moderate 
2 322 -26.1% -29.4% - 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. 
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B2.c)   Clinical outcomes: Intensive treatment for OCD 

The following is a brief description of the intensive OCD treatment service.  

 Overview of intensive (inpatient) treatment programme 

The treatment programme is split into four phases. In the last year, we have 'de-

coupled' Phase 1 and Phase 2 to improve flexibility when delivering treatment and also 

to ensure that there is an opportunity to review learning from Phase 1 before 

embarking on treatment.  

1.  Phase 1: Assessment and pre-treatment - The first 2 weeks of the inpatient stay 

will typically consist of assessment, formulation, treatment-planning, and 

orientation to the model. Structured assessments of symptom ratings will be 

conducted, and the effects of the illness on the patient and their family will be 

explored in detail. 

2.  Phase 2: Intensive inpatient treatment - This phase of treatment will consist of 

at least three hours per day of therapist-guided exposure and response 

prevention; being delivered as an inpatient. For most individuals, this will consist 

of 30-40 hours of exposure. 

3.  Phase 3: Home-based treatment - Following intensive inpatient treatment the 

service will aim to deliver a phase of home-based treatment, in conjunction with 

local services. The frequency and intensity of this treatment will be determined 

on a case-by-case basis but typically it will comprise of an additional five days of 

treatment. 

4.  Phase 4: Long-term follow-up - Patients will be asked to complete ongoing 

rating scales of symptoms and functioning and these will be used inform 

discussions with the patient’s local team. 
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The service has developed standardised assessment information and documentation 

and detailed integrated care pathways. The operational framework for the service can 

be downloaded from our website.9 

 Severity of patients with OCD assessed in 2014/15 

The majority of patients continue to be in the severe to extreme range of symptom 

burden (measured using the clinician-administered Y-BOCS scale). The mean (±SD) 

clinician-rated Y-BOCS score was 32.1 ± 4.7. The severity (categorised using the Y-BOCS) 

was: extreme (71.4%); severe (28.6%). 

The mean EQ-5D utility score was 0.208 representing a substantial impairment of 

functioning and quality of life. This is approximately half of scores reported in 

populations with coronary heart disease (van Stel & Buskens, 2006) and is substantially 

lower than scores in Chronic Obstructive Pulmonary Disease and Osteoarthritis (Brazier, 

Roberts, Tsuchiya, et al, 2004). The mean SF-36 score was 42. In summary, the illness 

burden and impairment of functioning in this population is significant. 

 Overview of clinical activity 

A summary of categorical outcomes from the programmes delivered this year is shown 

below in Table 12. 

Table 12 | Summary of outcomes for intensive ERP programme 

Outcome of admission Number 

ERP | Phase 1 & 2 completed (premature exit) 1 

ERP | Phase 1 (assessment) only 2 

ERP | Phase 1, 2, and 3 completed as planned 2 

 

                                                           
9 http://www.advancedinterventions.org.uk/index.php/ocd/intensive-ocd-operational-framework.html  

http://www.advancedinterventions.org.uk/index.php/ocd/intensive-ocd-operational-framework.html
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More details about each treatment programme are shown below in Table 13. Each 

admission is recorded separately even though some patients may have only had one 

complete episode of treatment (see notes on 'de-coupling' above). 

The total duration of inpatient stay was 114 days (or 16.3 weeks). The median 

inpatient stay was 21 days and the interquartile range was 16 days. 
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Table 13 | Summary of intensive OCD treatment 

ID Duration 

of 

admission 

(days) 

Outcome NHS Board Phase 2 

No. of ERP 

sessions 

Phase 2 

treatment 

hours 

Phase 3  

No. of 

ERP 

sessions 

Phase 3 

treatment 

hours 

Total no. of 

sessions 

Total therapy 

contact (hours) 

589 28 

ERP | Phase 1, 2, 

and 3 completed as 

planned 

NHS Greater 

Glasgow and Clyde 
20 37.5 16 46 36 83.5 

525 12 
ERP | Phase 1 

(assessment) only 

NHS Ayrshire & 

Arran 
1 27.0 0 0 1 27 

525 21 

ERP | Phase 1 & 2 

completed 

(premature exit) 

NHS Ayrshire & 

Arran 
9 17.3 0 0 9 17.3 

598 11 
ERP | Phase 1 

(assessment) only 
NHS Lothian 0 0 0 0 0 44 

335 42 

ERP | Phase 1, 2, 

and 3 completed as 

planned 

NHS Dumfries and 

Galloway 
21 42 7 20 28 86 

 114   51 123.8 23 66 74 257.8 
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 NHS Board 

The NHS Board for each treatment programme is included in the table above. 

 Demographics 

Of the four patients who received inpatient treatment, all were male. Their mean age 

was 35.9 years (range 21-56). 

 Clinical outcomes 

Clinical outcomes are shown below in Figure 1. Outcome data are available for 3/4 

patients since one patient declined to enter the treatment phase of the programme. 

At the end of Phase 2 (discharge from inpatient care), two patients (66.6%) were 

classified as responders (≥35% improvement in baseline Y-BOCS score) and one patient 

(33.3%) was a non-responder to inpatient treatment. 
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Figure 1 | Clinical outcomes following intensive treatment for OCD 

It is not uncommon for individuals to experience an increase in symptoms following 

treatment. This reflects the course of chronic and treatment-refractory OCD. In such 

cases the service will continue to maintain contact with the local NHS Board and will be 

available to discuss further treatment options. 

B2.d)   Service improvement 

 

 Clinical meetings 

The team meets formally on a weekly basis to discuss referrals, to review assessments, 

and to review care pathways. The team also have research meetings where current 

research activity is discussed, along with reviewing treatment outcomes. In addition, 

members of the team present current and relevant research at these meetings. 

B2.e)   Research 

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

members. 

 Journal publications 

BALDACCHINO A, BALFOUR DJ, MATTHEWS K. Impulsivity and opioid drugs: differential 

effects of heroin, methadone and prescribed analgesic medication. Psychological 

Medicine. 2015; 45(6): 1167-1179. http://dx.doi.org/10.1017/S0033291714002189  

 

CARSON AJ, STONE J, HANSEN CH, DUNCAN R, CAVANAGH J, MATTHEWS K, MURRAY G, 

SHARPE M. Somatic symptom count scores do not identify patients with 

symptoms unexplained by disease: a prospective cohort study of neurology 

outpatients. Journal of Neurology, Neurosurgery & Psychiatry. 2015; 86(3): 295-

301. http://dx.doi.org/10.1136/jnnp-2014-308234  

 

FINEBERG NA, REGHUNANDANAN S, SIMPSON HB, PHILLIPS KA, RICHTER MA, 

MATTHEWS K, STEIN DJ, SAREEN J, BROWN A, SOOKMAN D. Obsessive-

compulsive disorder (OCD): Practical strategies for pharmacological and somatic 

treatment in adults. Psychiatry Research. 2015; 227(1): 114-125. 

http://dx.doi.org/10.1016/j.psychres.2014.12.003  

http://dx.doi.org/10.1017/S0033291714002189
http://dx.doi.org/10.1136/jnnp-2014-308234
http://dx.doi.org/10.1016/j.psychres.2014.12.003
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GRADIN VB, PEREZ A, MACFARLANE JA, CAVIN I, WAITER G, ENGELMANN J, DRITSCHEL B, 

POMI A, MATTHEWS K, STEELE JD. Abnormal brain responses to social fairness in 

depression: an fMRI study using the Ultimatum Game. Psychological Medicine. 

2015; 45(06): 1241-1251. http://dx.doi.org/10.1017/S0033291714002347  

 

JOHNSTON BA, COGHILL D, MATTHEWS K, STEELE JD. Predicting methylphenidate 

response in attention deficit hyperactivity disorder: a preliminary study. Journal 

of Psychopharmacology. 2015; 29(1): 24-30. 

http://dx.doi.org/10.1177/0269881114548438  

 

MCKAY D, SOOKMAN D, NEZIROGLU F, WILHELM S, STEIN DJ, KYRIOS M, MATTHEWS K, 

VEALE D. Efficacy of cognitive-behavioral therapy for obsessive-compulsive 

disorder. Psychiatry Research. 2015; 225(3): 236-246. 

http://dx.doi.org/10.1016/j.psychres.2014.11.058  

 

MCMURDO ME, WITHAM MD, JOHNSTON D, STRUTHERS AD, GUTHRIE B, MATTHEWS K. 

Identifying older heart failure patients with major depression in primary care: a 

feasibility study. International Journal of Geriatric Psychiatry. 2014; 29(5): 547-

549. http://dx.doi.org/10.1002/gps.4089  

 

NUTT R, KIDD B, MATTHEWS K. Assessing the Adherence to Guidelines of Media 

Reporting of Suicide Using a Novel Instrument—the “Risk of Imitative Suicide 

Scale” (RISc) [In Press]. Suicide and Life-Threatening Behavior. 2014. 

http://dx.doi.org/10.1111/sltb.12137  

 Guideline contributions 

CLEARE A, PARIANTE CM, YOUNG AH, ANDERSON IM, CHRISTMAS D, COWEN PJ, 

DICKENS C, FERRIER IN, GEDDES J, GILBODY S, HADDAD PM, KATONA C, LEWIS G, 

MALIZIA A, MCALLISTER-WILLIAMS RH, RAMCHANDANI P, SCOTT J, TAYLOR D, 

UHER R. Evidence-based guidelines for treating depressive disorders with 

antidepressants: A revision of the 2008 British Association for 

Psychopharmacology guidelines. Journal of Psychopharmacology. 2015; 29(5): 

459-525. http://dx.doi.org/10.1177/0269881115581093  

 

NUTTIN B, WU H, MAYBERG H, HARIZ M, GABRIËLS L, GALERT T, MERKEL R, KUBU C, 

VILELA-FILHO O, MATTHEWS K, TAIRA T, LOZANO AM, SCHECHTMANN G, DOSHI 

P, BROGGI G, RÉGIS J, ALKHANI A, SUN B, ELJAMEL S, SCHULDER M, KAPLITT M, 

ESKANDAR E, REZAI A, KRAUSS JK, HILVEN P, SCHUURMAN R, RUIZ P, CHANG JW, 

COSYNS P, LIPSMAN N, VOGES J, COSGROVE R, LI Y, SCHLAEPFER T. Consensus on 

guidelines for stereotactic neurosurgery for psychiatric disorders. Journal of 

Neurology, Neurosurgery & Psychiatry. 2014; 85(9): 1003-1008. 

http://dx.doi.org/10.1136/jnnp-2013-306580  
 

http://dx.doi.org/10.1017/S0033291714002347
http://dx.doi.org/10.1177/0269881114548438
http://dx.doi.org/10.1016/j.psychres.2014.11.058
http://dx.doi.org/10.1002/gps.4089
http://dx.doi.org/10.1111/sltb.12137
http://dx.doi.org/10.1177/0269881115581093
http://dx.doi.org/10.1136/jnnp-2013-306580
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B2.f)   Teaching activities 

Many members of the team are involved in undergraduate and postgraduate teaching, 

both at a local level and on a national stage. 

 Conference presentations 

Date Title Presenter Conference Location 

9 May 2014 DSM-5: Fictions, Fallacies, 

and the Future of 

Classification 

David 

Christmas 

General Adult Faculty 

Conference, Royal 

College of Psychiatrists in 

Scotland 

Crieff, Scotland 

18 September 

2014 

Bridging the gap: Pan-

European symposium on 

chronic depression 

Bob 

MacVicar 

European Association of 

Cognitive Behavioural 

Therapy Conference 

The Hague, 

Netherlands 

26 November 

2014 

Stereotactic Ablative 

Surgery for Psychiatric 

Disorders 

Keith 

Matthews 

Unit for Functional 

Neurosurgery Special 

Interest Day 

London, UK 

27 February 

2015 

Neurosurgery for 

Psychiatric Disorders: 

Cuckoos may fly but do 

not nest 

Keith 

Matthews 

Mental Health Research 

Network (England and 

Wales) Annual Scientific 

Meeting 

York, UK 

12 March 2015 Advanced interventions in 

depression: how good are 

the clinical outcomes? 

David 

Christmas 

V Annual Meeting on 

Therapeutics in 

Psychiatry 

Barcelona, Spain 

 Conference posters 

Date Title Authors Conference Location 

20 Sep 2014 Anterior Cingulotomy for 

Refractory Major 

Depression: case series 

outcomes and predicting 

response 

Serenella Tolomeo, 

David Christmas, 

Muftah S. Eljamel, 

J. Douglas Steele, 

Keith Matthews 

European Society for 

Stereotactic and 

Functional 

Neurosurgery (ESSFN) 

21st Congress 

Maastricht, 

Netherlands 
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Date Title Authors Conference Location 

20 Sep 2014 A model for modernity? 

Interpreting outcome 

data for the stereotactic 

subcaudate tractotomy 

(SST) 

Christine 

Matthews, Keith 

Matthews 

European Society for 

Stereotactic and 

Functional 

Neurosurgery (ESSFN) 

21st Congress 

Maastricht, 

Netherlands 

 Workshops 

Date Title Authors Conference / Event Location 

17 October 

2014 

OCD Management 

Masterclass 

Keith Matthews Royal College of 

Psychiatrists Faculty of 

General Adult 

Psychiatry Annual 

Meeting 

Brighton, UK 

17 October 

2014 

Introduction to CBASP Bob MacVicar Glasgow Branch BABCP Glasgow, UK 

21 November 

2014 

Introduction to CBASP Bob MacVicar Inverness Branch 

BABSP 

Inverness, UK 

18-20 March 

2015 

CBASP Intensive 3-day 

Workshop 

Bob MacVicar CBT Therapists 

Scotland, Westpark 

Conference Centre 

Dundee, UK 

B2.g)   Supporting local services 

We continue to work with local services to improve the pathways of patients on a 

neurosurgical pathway. We continue to strive to facilitate cross-boundary coordination 

of patient care, and we aim to ensure that an understandably anxiety-provoking journey 

for patients is managed as smoothly as possible. 

More time is being spent planning post-operative care prior to neurosurgery, and 

we are pleased to see that outcomes are enhanced by close working with local services. 

With the establishment of the intensive treatment programme for OCD, we are ensuring 

that local services are enabled to deliver behavioural treatments for OCD and the AIS 

liaises closely with referring teams and offers workshops and support prior to patients 

entering the OCD pathway. 
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B3.  Safe 

B3.a)   Risk register 

Risk management is managed within the framework of the host service, NHS Tayside. 

The service also holds a separate risk register. 

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 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 (HAI) and Scottish Patient Safety 

Programme (SPSA) 

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. 

 Survival data 

Survival following neurosurgical intervention continues to be 100%. 

 Number of Hospital Acquired Infections (HAIs) 

Number:  None 

Description:  N/A 

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

 No. of deaths 

No deaths have occurred as a result of neurosurgical intervention since such 

interventions were first offered in 1992. In 2011 a patient who underwent neurosurgery 

in the early 1990s died from an unrelated cause. 

 Adverse effects 

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

Cingulotomy and VNS. In addition, we conduct extensive neuropsychological 

assessments (including computerised testing) to identify post-surgical impairments in 

cognitive function. 

The following section has not changed significantly from previous reports as 

significant adverse effects continue to be uncommon. 

 Anterior Cingulotomy 

Attributing adverse effects to neurosurgery is challenging, since some potential adverse 

effects (such as lack of energy and/ or motivation) are common symptoms of the 

underlying disorder and/ or some treatments (e.g. antidepressants). We continue to 

attempt to attribute patient complaints to neurosurgical intervention, adverse effects 

from medication, or symptoms of the underlying disorder, maintaining a low threshold 

for attributing adverse effects to neurosurgery. 

The most common adverse effects in the first 2-3 weeks after surgery are: 

Headache (40.9%) Tiredness (40.9%); Nausea (27.3%); Concentration problems (27.3%); 

Dizziness (18.2%); and Incontinence (13.6%). 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. At 12 months the most common problems reported are: Memory 

problems (36.85%); Concentration problems (26.3%); Weight gain (26.3%); and 
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Headache, Nausea, Tiredness (each 15.8%). The confidence that we have in attributing 

these effects to the procedure is relatively low, since depressive symptoms will explain 

many of them. Similarly, weight gain is relatively small and is frequently due to 

medication effects. 

The service continues to collect data on adverse effects using the Systematic 

Assessment for Treatment Emergent Effects (SAFTEE; Levine & Schooler, 1986) and it is 

used pre-operatively and post-operatively. However, due to its recent introduction, 

baseline data are unavailable for most patients currently being followed-up so it will be 

a little time before we are able to report in detail. 

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. The 

fact that self-reports of memory problems and concentration difficulties are not 

evidenced by objective testing would suggest that these complaints are explainable by 

on-going depressive symptoms. 

 Neuropsychological performance 

The service has used the CANTAB neuropsychological test battery for many years. A 

brief summary of the key tests is as follows: 

Test name Cognitive domain tested 

ID-ED shift 
Tests the ability to learn new rules and attentional set 

shifting 

Spatial Working Memory 
Tests working memory and the ability to develop 

strategies to solve learning problems 

Stockings of Cambridge Tests spatial planning, motor control 

Paired Associates Learning 
Tests episodic memory and learning – a version of the 

'pairs' game 

Reaction Time Measures time to respond to a stimulus 
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Test name Cognitive domain tested 

Spatial Recognition Memory Tests memory for spatial locations 

Pattern Recognition Memory Tests memory for patterns 

Delayed Matching to Sample 
Tests memory relating to matching patterns 

immediately and after a delay 

Spatial Span A test of working memory capacity 

Rapid Visual Processing Measures ability to sustain visual attention 

 

The following table reports each individual who was followed-up this year and whether 

there were clinically significant10 changes in neuropsychological performance on the 

CANTAB computerised test battery. The code used is: 

 

Imp = Improvement in performance 

NC = No significant change 

SD = Slight deterioration, but unlikely to be clinically significant 

D = Deterioration in performance and corroborated by impaired functioning 

 

 

 

 

 

                                                           
10 'Clinically-significant' means changes that are not only measurable on formal testing but which 

correspond to reports from the patient and/or others relating to performance in a range of 

tasks. The magnitude of change has to be large enough to impact on functioning to qualify for 

this criterion. 
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67 Imp NC Imp NC Imp NC SD SD NC NC 

171 Imp SD Imp SD NC NC Imp NC NC NC 

189 Imp NC SD Imp Imp NC NC NC NC NC 

202 NC NC NC NC Imp Imp NC NC NC NC 

276 Imp Imp Imp NC NC NC NC NC NC NC 

291 SD NC NC SD NC NC Imp Imp NC NC 

The summary above does not take into account changes in symptom severity or 

changes in medication which could affect performance on neuropsychological testing. 

B3.e)   Formal complaints  

No complaints relating to commissioned activity have been received during this 

reporting period. One complaint was received that related to other clinical work 

undertaken by the service and was dealt with by the NHS Tayside complaints process. 

B4.  Timely (access) 

B4.a)   Waiting times 

NHS Scotland has had a target “for 90 per cent of patients to wait no longer than 18 

weeks from referral to treatment”, from December 2011.11 Compliance with this target 

is reported below. The service aims to assess all Scottish patients within 12 weeks of 

referral, where there is no definable reason for delay. 

                                                           
11 
http://www.scotland.gov.uk/About/scotPerforms/partnerstories/NHSScotlandperformance/18weeksRTT  

http://www.scotland.gov.uk/About/scotPerforms/partnerstories/NHSScotlandperformance/18weeksRTT
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The mean (±SD) waiting time for Scottish patients was 8.9 ± 5.7 weeks. The shortest 

waiting time was 3 weeks and the longest waiting time was 36.6 weeks, although 

reasons for delay are listed in the table. 

The median waiting time was 8 weeks; which means that 50% of people waited less 

than 8 weeks to be seen. Seventy-five percent of people waited less than 10.4 weeks to 

be seen. 

In total, there were 4 individuals who waited longer than 12 weeks to be seen, 

although all patients received an appointment within 12 weeks. Reasons for delay 

include: Patient in hospital so appointment was rescheduled (N=2); Patient didn't attend 

the first appointment, requiring rescheduling (N=1); Further information/ investigations 

requested prior to assessment (N=1). 

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, resilience, and future goals. 

We will, in most cases, give a copy of the completed report and recommendations 

to the patient so that they are fully informed regarding their ongoing treatment. 

B5.a)   Patient / carer / public involvement 

The AIS was one of the first national services to have its own website which acts as a 

portal for professionals and patients. Up-to-date information is provided, along with 

rating scales and tools for the use of patients, and current guidelines used within the 

service. In the last year the website has undergone a significant redesign to ensure that 

it provides a useful service to referrers and to patients coming for assessment. 

The website continues to list all reports relating to the service and also includes 

downloadable copies of presentations made by members of the team. Copies of 

operational frameworks and other relevant information are made publicly available via 

the website. 
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 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. As in previous years, we will present cumulative summaries of responses 

received. Responses are categorised as follows and averaged. 

 

Score Represents 

1 Strongly Disagree Much worse 

2 Disagree Worse 

3 Neutral Neutral 

4 Agree Better 

5 Strongly Agree Much better 

 Patient feedback for new assessments 

The demographics of the sample are shown in Table 14. The mean scores, for each 

question are given below in Table 15. 

Table 14 | Demographics of patient satisfaction questionnaire sample (N=82) 

Characteristic N % 

Gender 

Male 

Female 

Not answered 

 

47 

34 

1 

 

57.3% 

41.5% 

1.2% 

Age Group 

18-29 

30-39 

40-49 

50-59 

60 and above 

 

6 

19 

23 

25 

9 

 

7.3% 

23.2% 

28.0% 

30.5% 

11.0% 
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Characteristic N % 

Country of Residence 

Eire 

England/ Wales/ NI 

Scotland 

Other 

 

1 

8 

72 

1 

 

1.2% 

9.8% 

87.8% 

1.2% 

Reason for referral 

Depression 

OCD 

Depression & OCD 

Other 

 

40 

18 

16 

8 

 

48.8% 

22.0% 

19.5% 

9.8% 

At least one questionnaire was returned from each NHS Board in Scotland. 

† Obsessive Compulsive and Related Disorders (includes body dysmorphic disorder). 

 

Table 15 | Results of outpatient satisfaction questionnaire (N=82) 

 Question Mean 

Score 

Type of Scale 

Explained to me what would happen during the day 4.3 Strongly Disagree… Strongly Agree 

Easy to complete questionnaires 3.6 Strongly Disagree… Strongly Agree 

Helpful for partner/relatives/friend to come 4.4 Strongly Disagree… Strongly Agree 

Pleased that partner/relatives/friend were also seen 4.5 Strongly Disagree… Strongly Agree 

Helpful to be seen by two people 4.2 Strongly Disagree… Strongly Agree 

Good to meet at end to discuss recommendations 4.6 Strongly Disagree… Strongly Agree 

Information given at feedback was helpful 4.4 Strongly Disagree… Strongly Agree 

Staff were interested in me and not just my illness 4.4 Strongly Disagree… Strongly Agree 

Felt staff listened to what I had to say 4.5 Strongly Disagree… Strongly Agree 

Felt staff were honest and open with me 4.6 Strongly Disagree… Strongly Agree 

Felt I could talk freely with those meeting with me 4.5 Strongly Disagree… Strongly Agree 

Had confidence in doctors and nurses who 

assessed me 

4.6 Strongly Disagree… Strongly Agree 

Staff seemed knowledgeable about my condition 4.6 Strongly Disagree… Strongly Agree 

Felt staff involved me in decision-making about my 

care 

4.3 Strongly Disagree… Strongly Agree 
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 Question Mean 

Score 

Type of Scale 

Staff seemed to respect my decisions about my 

treatment 

4.4 Strongly Disagree… Strongly Agree 

Overall, I am satisfied with care I received 4.5 Strongly Disagree… Strongly Agree 

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

I learned something new about my problems and 

available treatments 

4.3 Strongly Disagree… Strongly Agree 

After attending I feel more optimistic about 

treatment 

3.8 Strongly Disagree… Strongly Agree 

Compared to attendance at other outpatient 

assessments, my attendance at AIS was: 

4.3 Much Worse… Much Better 

 

We are pleased that overall responses continue to be favourable. Most ratings have 

gone up very slightly although this may represent non-significant variation. Importantly, 

no ratings have reduced. 

Reassuringly, respondents continue to value multidisciplinary assessment and the 

involvement of relatives and carers. Respondents rated the knowledge of staff highly 

and the overwhelming majority of respondents felt that it was helpful to be seen by the 

service, even if they didn't feel optimistic about treatment. Importantly, 82.2% of 

respondents thought that their attendance at appoints was better (31.5%) or much 

better (50.7%) than other assessments. This provides endorsement for our approach 

and our assessment processes. 

Free text responses from patient satisfaction questionnaires have been reported 

previously and we have not included such responses in this year’s report. 

 Free-text responses for new assessments 

The following are free-text comments from patient-satisfaction questionnaires received 

since these were last reported in our 2013-2013 report. The number in parenthesis 

represents the order in which the questionnaire was received. 
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1.  “Thank you…for putting me as much at ease as was possible…I feel much more 

hopeful about the future treatment of my illness and that takes a great weight off 

my shoulders…Thank you all from the bottom of my heart for your most caring 

attitude to us.” (#57) 

2.  “I felt for the first time in my life, it was explained to me, the nature of my illness + 

how it was affecting my life. My depression is still very bad, but in a strange kind of 

way it was reassuring to know I was really ill.” (#60) 

3.  “Very good structure with in depth assessment by different specialists and 

feedback session afterwards. Very thorough.” (Misc #496) 

4.  “…this has been the first time in years that I’ve felt like the psychiatrist knew more 

about depression that I did…” (Misc #496) 

5.  “…the AIS is 10-15 years ahead in terms of background knowledge and evidence-

based treatment.” (Misc #496) 

6.  “I get great care from Dr XXXXX…I got the same care and respect from AIS. Very 

Good.” (#64) 

7.  “On behalf of myself and my family I think a big thankyou is in order. My family has 

praised AIS for the service we received. I do realize my illness has a long way to go, 

but I feel the family now are better informed. Thank you.” (#64) 

8.  “Professor, Nurses and Staff made you feel very welcome and put you at ease.” 

(#68) 

9.  “I found the Advanced Interventions Service first class from start to finish. 

Everybody was welcoming to my family and myself, and could not do enough to 

help. I found the staff really knowledgeable about my condition, as I hoped. The 

whole experience was as good as it could have been considering how ill I feel, and 

credit must go to the staff involved. I now feel more optimistic about my future 

interventions regarding my OCD.” (#70) 

10.  “I was treated with kindness and patience. I felt they had a good knowledge of 

my problems”. (#72) 
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11.  “I appreciate the length of time that was taken to go through my problems. I 

felt very safe and I felt I could trust them. I believe that thanks to Dr XXXXX some of 

my treatment will be changed and it gives me a little bit of hope that things might 

get better. Thanks to all of you.” (#72) 

12.  “Staff listened well and explained options clearly.” (#73) 

13.  “My overall experience was very good. All the staff were very friendly, helpful 

and extremely knowledgeable about my illness. The time spent with me was very 

interesting and advice was extremely valuable. I cannot praise my time here high 

enough!!” (#75) 

14.  “I am very grateful for the time and care that has been given to me and I feel 

very lucky and fortunate that this has been the case. I am also very grateful for the 

respect shown to both myself and my wife.” (#76) 

15.  “Thank you. I felt I was treated with kindness and respect and time was given to 

me unbegrundgingly. I left feeling encouraged and reassured.” (#77) 

16.  [Compared to attendance at other outpatient assessments, my attendance at 

the Dundee AIS was] “Much better. More time to look at specific ways to manage 

my OCD.” (#80) 

17.  “Clear that the staff had knowledge about OCD…included family and listened to 

what they had to say. Gave us information to further our knowledge. Showed me 

what my exposure and response prevention should be like. Gave me treatment 

options and discussed it with me. Excellent service.” (#80) 

 Patient feedback for inpatient admissions 

As we have only a small number of inpatient admissions, these data will take some time 

to report. We have developed a patient satisfaction questionnaire for our intensive OCD 

programme but it is likely to be 2-3 years before we have meaningful and 

representative data to report (based on 4-6 admissions per year). 
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B6.  Equitable 

B6.a)   Age limits 

The service has no upper or lower age limit. The mean age of all assessments (±SD) was 

44.8 ± 14. The lowest age was 16.9 and the highest age was 66.6. The age distribution of 

assessments is shown below in Figure 2. 

 

Figure 2 | Age distribution of assessments 

B6.b)   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. 
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 Ethnicity of assessments 

Ethnicity was recorded for the majority of assessments. The ethnicity was as follows: 

White – Scottish (57.9%); White – British (10.5%); White – English (5.3%); Not recorded 

(26.3%). 

B6.c)   Geographical access 

The NHS Board for referrals is shown below in Table 16. 

Table 16 | Referrals per 100,000 for NHS Boards (Year Ending 2015) 

NHS Organisation No. of Referrals Referrals per 

100,000 

NHS Ayrshire & Arran 1 0.27 

NHS Borders 3 2.65 

NHS Dumfries and Galloway 2 1.35 

NHS Fife 4 1.09 

NHS Forth Valley 4 1.35 

NHS Grampian 7 1.26 

NHS Greater Glasgow and Clyde 7 0.58 

NHS Highland 1 0.32 

NHS Lanarkshire 1 0.18 

NHS Lothian 4 0.47 

NHS Tayside 12 2.96 

NHS Eilean Siar (Western Isles), NHS 

Shetland, and NHS Orkney 
1 1.45 

 46  

  

The NHS Board for all assessments in 2014/15 is shown below in Table 17.  

Table 17 | NHS Board for assessments and rates per 100,000 population  

NHS Board No. of 

Assessments 

Population 

(2011)12 

Assessments 

per 100,000 

NHS Ayrshire & Arran 1 366,890 0.27 

NHS Borders 2 113,150 1.77 

                                                           
12 http://www.gro-scotland.gov.uk/statistics/theme/population/estimates/mid-year/time-series.html  

http://www.gro-scotland.gov.uk/statistics/theme/population/estimates/mid-year/time-series.html
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NHS Board No. of 

Assessments 

Population 

(2011)12 

Assessments 

per 100,000 

NHS Dumfries and Galloway 1 148,060 0.68 

NHS Fife 3 367,292 0.82 

NHS Forth Valley 3 295,541 1.02 

NHS Grampian 4 555,280 0.72 

NHS Greater Glasgow and Clyde 8 1,210,254 0.66 

NHS Highland 1 311,960 0.32 

NHS Lanarkshire 0 563,185 0.00 

NHS Lothian 2 848,727 0.24 

NHS Tayside 7 405,721 1.73 

NHS Eilean Siar (Western Isles), 

NHS Shetland, and NHS Orkney 
2 68,740 2.91 

 

Referrals continue to come from all over Scotland and it is expected that the majority of 

referrals come from the ‘central belt’ because this is the most densely-populated part of 

Scotland. There is a higher ‘density’ of assessments from the eastern half of Scotland, 

however, and this probably reflects the location of the host NHS Board. 

Compared to previous years, there has been an increase in the relative number of 

referrals (and assessments) coming from some of the larger NHS Boards such as NHS 

Greater Glasgow and Clyde. Despite this, it still refers fewer patients than its size would 

suggest. 

B6.d)   Socioeconomic status of referrals 

 Socioeconomic status 

Please note that SIMD scores are only available for Scottish patients. The SIMD decile 

scores for the 31 patients where the postcode could be matched to a SIMD 2012 scores 

is shown below in Figure 3. The total size of the Scottish dataset was 34 which means 
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that 3 postcodes could not be matched. Please note that lower decile scores represent 

greater socioeconomic deprivation. 

 

Figure 3 | Socioeconomic status for assessed patients 
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The socioeconomic status for the population of Scotland is shown below in Figure 4.

 

Figure 4 | SIMD distribution for the population of Scotland 

The distribution (despite numbers being small in the AIS group) doesn't differ 

significantly supporting the impression that patients being seen represent a broad 

sample of the Scottish population. 

B7.  AIS quality indicators 

This is the first year where these indicators are being reported and it should be noted 

that data may be incomplete in some cases. These service-specific quality indicators are 

summarised in Table 18 below. The status of each indicator is as follows: 

1. In preparation – sufficient incomplete data to prevent full reporting during this 

time period; 

2. In preparation – most data are available and the indicator can be reported, 

although caution should be exercised before judgements are made on the 

reporting. Further refinement is expected in the coming year. 
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3. Complete – the data can be reported and there is sufficient confidence that there 

are no missing and/or incomplete data. 



Dundee Advanced Interventions Service | Annual Report | FINAL (NSD VERSION) May 2015 

 

 Page 55 of 63 

Table 18 | AIS quality indicators summary (links in blue are clickable) 

Category Quality aim 
Indicator 

code 
Indicator description Outcome Status 

Person-

centred 

All people seen will receive 

a copy of treatment 

recommendations within 

three weeks of assessment, 

where clinically-appropriate 

PC1 

Percentage of assessments that 

receive a copy of personalised and 

collaborative recommendations for 

treatment following assessment 

Of 32 face-to-face assessments 

that had been completed by 

31/3/15, 18 (56.3%) had received 

a copy of the full assessment or 

the treatment recommendations. 

3 

The service will aim to see 

people in the most 

appropriate location 

PC2 

Percentage of initial assessments 

conducted within the referred 

patient’s locality 

The location of initial assessment 

is reported in Location of 

assessment above. 7.9% of 

assessments took place in the 

patient's own locality with 5.3% 

taking place in their own home. 

3 

Safe 

No patient undergoing 

neurosurgery will develop a 

surgical site infection or a 

hospital-acquired infection 

SAF1 

Number (and percentage) of 

neurosurgical procedures where 

there is a reported adverse effect 

relating to infection 

None, although the total no. of 

procedures performed in 2014/15 

is small. 
3 

SAF2 

Number of additional occupied bed 

days due to post-operative 

complications 

None, although the total no. of 

procedures performed in 2014/15 

is small. 

3 
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Category Quality aim 
Indicator 

code 
Indicator description Outcome Status 

Safe 

Neuropsychological 

sequelae from surgery will 

not differ significantly from 

those attributable to the 

underlying condition 

SAF3 

Number (and percentage) of 

patients who, at 12-months post-

op, display evidence of clinically-

significant deterioration in 

neuropsychological performance 

on three or more measures 

following neurosurgical treatment 

These are reported in more detail 

above under Neuropsychological 

performance. 

2 

All patients discharged 

from hospital will have a 

clear record of medication 

and the reasons for change 

SAF4 

Percentage of discharged patients 

where there is a clear documented 

record of medication changes, 

along with medicines reconciliation 

(where relevant) 

Only one neurosurgical patient 

was discharged and the discharge 

letter included information on 

medication changes. Of the four 

who received intensive treatment 

for OCD, there were no major 

changes in medication and all 

discharge letters had a record of 

medication on discharge. 

3 

Effective 

A significant proportion of 

people undergoing 

neurosurgery will 

experience improvement in 

their symptoms and quality 

of life 

EFF1 

Number (and percentage) of 

patients showing improvements in 

symptoms of 25% and 50% at 12-

months, 24-months, and 5-years 

following neurosurgery 

Outcomes for the reviews 

conducted are given above in 

Table 11. We will work on 

expanding this indicator to 

include all patients who have 

undergone neurosurgery during 

the lifetime of the service. 

2 
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Category Quality aim 
Indicator 

code 
Indicator description Outcome Status 

EFF2 

Overall improvements in self-

reported quality of life at 12-

months, 24-months, and 5-years 

following neurosurgery 

Whilst these data are available, 

we are determining which 

measure is the most accurate one 

to use. 

1 

 

Efficient 

The pathways that patients 

follow will ensure the most 

efficient use of the service 

EFC1 

Total number of commissioned 

assessments, follow-ups, and 

procedures delivered 

These are described in detail 

under 'Report of actual versus 

planned activity' above. 

3 

EFC2 

Categorical outcomes (number and 

percentage of total) from referral 

to the AIS, including: not seen; 

recommendations made; assessed; 

treatment delivered; etc. 

Outcome from referral is 

summarised in Table 3 and 

outcome from assessment is 

summarised in Table 7. 

3 

We will work with local 

services to increase their 

capabilities and quality of 

treatment following 

intensive treatment for 

OCD in Dundee 

EFC3 

Number of contacts (including visits 

and case discussions) with local 

services to discuss and plan care 

for patients going through the 

intensive OCD pathway 

Twenty-six local contacts occurred 

during 2014-15, with the majority 

of these occurring during the 

planning or delivery of the OCD 

treatment programme. The 

service also had one video 

conference with local teams. 

3 

EFC4 
Number of workshops delivered to 

local services/teams 

Five workshops / presentations 

were provided to local teams. 
3 
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Category Quality aim 
Indicator 

code 
Indicator description Outcome Status 

Equitable 

We will ensure that the 

service is accessible to all 

Scottish patients and that 

there are no barriers to 

receiving treatment 

EQT1 

Number of referrals and 

assessments per 100,000 people 

for each NHS Board 

These are reported below under 

'Geographical access'. 3 

EQT2 

Number (and percentage) of 

referrals and assessments received 

from non-NHS Scotland 

organisations 

Only one referral (2.8%) was 

received from a non-Scottish NHS 

organisation and this referral 

(2.9% of all assessments) was 

seen for assessment. 

3 

EQT3 

Socioeconomic status of referrals 

will be compared to the Scottish 

distribution to ensure equitable 

access across all socioeconomic 

statuses 

SIMD scores for Scottish patients 

are reported under section 

'Socioeconomic status of 

referrals' below. 

3 

Timely 

All patients undergoing 

intensive treatment for 

OCD will receive treatment 

on time 

TIM1 

Total delays between 

agreed/planned admission date 

and start date of treatment 

There were no recorded delays 

for patients whose treatment 

dates had been decided. 
3 
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Category Quality aim 
Indicator 

code 
Indicator description Outcome Status 

There will be no 

unnecessary delays in the 

patient pathway 

TIM2 

Percentage of Scottish patients 

who are offered an appointment 

within 12 weeks from date of 

receipt of referral 

This is reported in more detail 

above under section 'Waiting 

times' above. Only 11.4% of 

patients waited longer than 12 

weeks to be seen and there was 

an unavoidable reason for all of 

these. 

3 
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 Looking ahead – service developments and 

expected changes 

 Partnership with National Hospital for Neurology and 

Neurosurgery, London 

Mr Sam Eljamel stood down as the neurosurgeon within the service in 2014 and this 

meant that psychiatric neurosurgery could no longer take place at Ninewells Hospital. 

Scotland, unfortunately, lacked the appropriate expertise for this type of surgery and so 

we established a partnership with the National Hospital for Neurology and 

Neurosurgery (NHNN) at Queens Square in London. 

The need to establish a clinical pathway that re-established the neurosurgical 

component of the service in London meant there was an understandable delay in being 

able to provide this part of the service throughout most of 2014-15. However, we now 

have an operational framework in place and the first individual underwent 

neurosurgery in London in March 2015. 

This pathway introduces a number of significant changes to the neurosurgical 

pathway. First, the service works closely with Scottish patients and their families to 

ensure that the travel to London is carefully planned around their preferences and 

needs. Second, patients requiring neurosurgery now require their surgery to be 

authorised by the Care Quality Commission (CQC) under Section 57 of the Mental 

Health Act 1987. This replaces the previous requirement to have surgery authorised by 

the Mental Welfare Commission for Scotland as surgery now takes place under English 

mental health legislation. For Scottish patients, although surgery now takes place in 

London, assessment will take place in their own locality (as before). 

At this stage, we are pleased to report that the cross-border and multi-disciplinary 

pathway is functioning as planned and a number of individuals are now either awaiting 

surgery or assessment by the Care Quality Commission. 
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C2.  Inpatient treatment for OCD 

This new development now means that patients requiring intensive/inpatient treatment 

of their OCD can now receive it in Scotland rather than having to travel to units in 

England. This has allowed us to work much more closely with local teams, patients, and 

carers and discharge plans are much easier to arrange and more effective. 

The first nationally-commissioned inpatient programmes for OCD took place within 

this financial year and are described above in the Section 'Clinical outcomes: Intensive 

treatment for OCD' above. 

We are now in a position to start reporting on outcomes and over time we will be 

able to contribute to the national and international literature on treatment outcomes 

for this chronic and severe population. 
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 Financial statement 
 

This was submitted separately by NHS Tayside finance department. 
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