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We are pleased to present our annual report for the financial year 2016 -17. 

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


 

 

 

 

 Actual Predicted 

Assessments 20 24 

Neurosurgical procedures 0 3-5 

Follow-up 10 12 

Intensive OCD treatment  3 3-5 

 

Forty-three referrals (25 men and 18 women) were received during the reporting period. The 

M:F ratio was 1.4:1. The mean (± SD) age of referrals was 40.7 ± 13.7 years. 

 

Twenty-eight assessments were conducted during the 2016-17 financial year for 20 patients. 

Thirteen men and seven women were seen, with a mean age of 40.2 years (range 17.0 Ɖ 62.9 

years). Most (85.0%) assessments were for Scottish patients. Three assessments were 

conducted outwith the SLA. The location for assessments was as follows: Ninewells Hospital 

(89.3%); Other Hospital in Scotland (3.6%); Other Hospital in England (7.2%). 

The percentage of people seen with OCD was 25%, with 20% having major depression. 

20% of assessments had an autism spectrum disorder. Other disorders were also seen. 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. 

 

No neurosurgical procedures were performed during 2016 -17. 

 

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

of adverse effects are unchanged from previous years, and are consistent with the published 



 

literature on the procedures undertaken. We continue to see no consistent and widespread 

effects on neuropsychological functioning. 

 

The average (±SD) waiting time (from referral to assessment) for Scottish patients was 9.2 ± 

3.4 weeks. Overall, 50% of Scottish patients waited less than 8.7 weeks to be seen; 

unchanged from previous years. Only 2 people waited longer than 12 weeks. 

 

 

There were no formal complaints. 

 

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

with the overwhelming majority reporting positive experiences of the service. This high level 

of patient satisfaction has been maintained over the last seven years. 

 

 

The following table only includes those patients undergoing cingulotomy reviewed in 2016-

17. It is not possible to generalise to all patients undergoing the procedure. Those undergoing 

other procedures (e.g. VNS, ACAPS) are not included here. 

 Size of change in symptom scores (categories are exclusive) 

Indication for 

surgery 

ǻǏǍӆ ǼǏǍӆ Ǽǐǒӆ ǼǒǍӆ 

Depression (N=2) 2 0 0 0 

OCD (N=2) 0 1 0 1 

 

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

patient received a short period of intensive inpatient treatment  and experienced 



 

improvements of 26% and 25% in OCD symptoms and depressive symptoms respectively. 

Importantly, there were significant improvements in functioning which have been maintained 

after discharge. 

Two patients have been treated as part of the outreach programme. One has completed 

the outreach programme and was treated intensively as an inpatient. Outcomes will be 

³X°³ºXT  « ´ÄM´X²ÄX«º ³X°³º´Ÿ A|X º|X³ °Jº X«ºŻ´ N«ºJNº  ´ «z «zŸ 

 

This year, members of the team have delivered 4 workshops and 3 presentations to local 

teams. We have contributed to the teaching of University courses on psychological therapy 

and also the Clinical Associated in Applied Psychology (CAAP) course. 

We have published a number of papers and have presented posters internationally. We 

have an active research and clinical audit programme. 

 

The service continues to meet a relatively niche but important need in Scottish mental health 

services. The outcomes from neurosurgical treatment and intensive OCD treatment are 

comparable to other expert centres worldwide and represent meaningful outcomes for 

°Jº X«º´ Ç| T«Żº ³X´°«T º N«ÆX«º «JӃ º³XJºªX«º´. 

We look forward to continuing to provide specialist treatment services for this clinical 

population, and also develop the service to meet the future needs of NHS Scotland. 

 



 

 

 

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, entirely unique internationally. However, it is only by drawing on such 

multidisciplinary expertise within an integrated clinical team that pati ents with such disabling, 

long-term, healthcare needs can be provided with comprehensive, bespoke, treatment plans 

that best meet those needs. 

Since April 2013 we have also been able to provide intensive (usually inpatient) 

treatment programmes for people with chronic and severe OCD for whom other treatment 

options have been tried and failed. 

 

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

Royal College of Psychiatrists: 

 żŹJ ´Ä³z NJӃ °³NXTÄ³X Z³ º|X TX´º³ÄNº « Z M³J « º ´´ÄX Z³ º|X °Ä³°´X´ Z

alleviating specific mental disorders carried out by a stereotactic or other method 

NJ°JMӃX Z ªJ¦ «z J« JNNÄ³JºX °ӃJNXªX«º Z º|X ӃX´ «Ž(Royal College of 

Psychiatrists, 2000)  

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

example -  «ºX³ ³ $ «zÄӃºªÉƏŸ ,ÇXÆX³ŵ Ç| Ӄ´º º|X ºX³ª ź65&Ż  ´ ZºX« Ä´XT º ³XZX³ º

non-lesion based neurosurgical procedures such as Vagus Nerve Stimulation (VNS) and Deep 

Brain Stimulation (D#?Əŵ º|X´X º³XJºªX«º´ J³X ZºX« ³XZX³³XT º J´ ź«XÄ³ªTÄӃJº «ŻŸ

Similarly, other treatments such as Transcranial Magnetic Stimulation (TMS/ rTMS)3 or Direct 

                                                           
3 https://en.wikipedia.org/wiki/Transcranial_magnetic_stimulation   

https://en.wikipedia.org/wiki/Transcranial_magnetic_stimulation


 

Current Stimulation (DCS)4 are considered to be neuromodulatory and are not provided by 

the Service. 

 

The Royal College of Psychiatrists has recently issued a position statement on psychiatric 

neurosurgery. The College position is: 

żA|X >ÉJӃ $ӃӃXzX Z ;´ÉN| Jº³ ´º´ N«´ TX³´ º|Jº º|X TXӃ ÆX³É Z ´JZX J«Teffective 

neurosurgical interventions represents an important element of the ethical and 

optimised management of patients with chronic, otherwise treatment refractory 

mental disorder Ɖ specifically mood disorders (Major Depression and Bipolar 

Disorder) and Obsessive Compulsive Disorder (OCD).  The evidence base to support 

this College position is derived from an accumulated literature comprising open case 

´X³ X´ XÆJӃÄJº «´ŵ ´ªX Z °³Ӄ«zXT TÄ³Jº « J«T | z| ²ÄJӃ ºÉŸŽ  (Committee on ECT 

and Related Treatments, 2017) 

 

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 ten years (2007-2017). 

 

 

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

severe, chronic, treatment-refractory dX°³X´´ « J«T 8$&Ÿ  Ӄº|Äz| źN|³« NŻ TX°³X´´ «  ´

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 

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

https://en.wikipedia.org/wiki/Transcranial_direct-current_stimulation


 

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. 

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 communication between clinical 

services, provides improved continuity and clinical care for patients, and facilitates decision-

making at a later date. 

 

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

³X´°«´ M Ӄ ºÉ Z³ º|X N³T «Jº « J«T TXӃ ÆX³É Z °Jº X«º NJ³X  « º|X °Jº X«ºŻ´ ӃNJӃ ºÉ

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.  

 

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); 



 

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 

manifest most prominently within the home environment, and it is important to 

observe and understand the nature of the symptoms. 

 ´´X´´ªX«º´ Ç ӃӃ Ä´ÄJӃӃÉ ºJ¦X °ӃJNX ÆX³ º|X NÄ³´X Z J ZÄӃӃ TJÉŸ ;³ ³ º º|X °Jº X«ºŻ´

attendance, we will have 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 

Ä«TX³´ºJ«T «z Z º|X °Jº X«ºŻ´ T ZZ NÄӃº X´Ÿ A| ´  ´ T«X J´a separate interview (with the 

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

 «T Æ TÄJӃŻ´ °³Xª³M T ZÄ«Nº « «z J«T º|X XZZXNº´ Z  ӃӃ«X´´ ÆX³ º ªXŸ 

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

°´ÉN|Ӄz NJӃ º|X³J° X´ º|Jº º|X °Jº X«º |J´ ³XNX ÆXT J«T XÈ°Ӄ³X º|X °Jº X«ºŻ´ XÈ°X³ X«NX´ Z

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 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. 

                                                           
6 For example, the MINI International Neuropsychiatric Interview.  



 

 

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. 

 

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 

°Jº X«ºŻ´ Ç« NӃ « NJӃ ´X³Æ NXŵ J«T ³Jº «z ´NJӃX´ Nª°ӃXºXT °³´°XNº ÆXӃÉ |XӃ° º °³Æ TX

Nª°ӃXªX«ºJ³É  «Z³ªJº « « º|X °Jº X«ºŻ´ °³z³X´´Ÿ 

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 patients 

indefinitely. 7 Given the nature of the interventions, we believe that it is important to observe 

outcomes for as long as possible. 

 

 

The OCD outreach step is likely to be applicable to the majority of people referred to the 

service with OCD. It has a number of features: 

1) It will provide support to local treating team s to optimise the delivery of psychological 

J«T °|J³ªJNӃz NJӃ º³XJºªX«º´Ÿ  Ӄº|Äz| º|X  .? Ç«Żº TXӃ ÆX³ º|X º³XJºªX«ºŵ ´ÄN|

                                                           
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.  



 

support will accelerate the rate at which patients can progress through the most 

effective treatment options;  

2) It will increase the prospective contact that the AIS has with the local teams. This will 

have the advantage of making treatment planning more efficient should the patient 

require intensive/inpatient treatment;  

3) It will provide knowledge and skills to local teams with regards to behavioural 

treatments for OCD. This will have wider benefits for people with OCD throughout 

NHS Boards in Scotland.8 

4) .º Ç ӃӃ źZ³«º-ӃJTŻ J´´X´´ªX«º ´ º|Jº º|X  .? Ç ӃӃ MX MXººX³ °ӃJNXT º ªJ¦X TXN ´ «´

about more intensive treatment at an earlier stage. 

 

Key steps are summarized below in Table 1. 

 

                                                           
8 There is already evidence that a number of local teams have accumulated greater skills in managing 
OCD. 



 

Step Objectives  Location  Duration 

(weeks) 

Pharmacological treatment steps  Therapy treatment steps  

1 ¶ Where applicable, communicate 

recommendation to change 

medication to consultant & GP. 

¶ Liaise with local team to set up a 

community-based treatment 

programme. 

N/A  12 1. If patient has not responded 

to current medication, a 

further trial will be 

recommended. 

None. 

2 ¶ Team to develop community-based 

treatment programme, with input 

from AIS to set up programme. 

¶ Family assessment by AIS (may be 

considered in step 1, depending on 

circumstances). 

Community / 

Dundee 

4-12 

(depending on 

response to 

treatment)  

2. Review response to 

treatment and determine 

total duration of current trial.  

3. Recommendations regarding 

augmentation. 

¶ Hierarchy building: clear end point and 

beginning; the use of SUDS in 

treatment -delivery. 

¶ Establishing response prevention. 

¶ Test/demonstration of ERP trial. Does 

habituation take place? 

3 ¶ Review patient and if no evidence of 

response, start planning for intensive 

treatment.  

Community / 

Dundee 

4-8 4. Review tolerability and 

response. 

5. Ensure optimisation of 

therapy before intensive 

treatment.  

¶ Supporting local team / troubleshooting  

4 ¶ Intensive treatment in Dundee Inpatient 

(Dundee) 

4 6. Maintenance of existing drug 

treatment.  

¶ Intensive inpatient ERP (15 

hours/week).  

5 ¶ Home-based treatment Community 1 7. Maintenance of existing drug 

treatment.  

¶ Transfer treatment gains to home. 

¶ Work with family.  

6 ¶ Six-month review.  Community / 

Dundee 

0 8. Consider additional 

augmentation strategies. 

¶ Relapse prevention. 

7 ¶ Exploration of 4 th-line and higher 

medication trials 

¶ Discussion of next-step options 

Community / 

Dundee 

26-104 9. Less-evidentiary and more 

complex psychopharmacology 

¶ Troubleshooting and optimisation. 

¶ Consideration of alternate modalities 

(e.g. cognitive-focus > behavioural focus) 

 

 



 

 

Patients will only progress to intensive treatment if they fail to get clinically -significant 

benefit from enhanced community-based treatment and optimised pharmacological therapy; 

both delivered by their local team. 

 

Intensive treatment programmes will be tailored to the individual. In most cases, intensive 

treatment will aim to deliver 30 -50 hours of therapist -guided exposure therapy (excluding 

self-directed sessions by the patient). For most people receiving inpatient treatment, this will 

take between 3-5 weeks (not including assessment / pre-treatment). 

 

The following describes the range of interventions that will be provided.  

 

Typically, patients will receive 3 hours of therapist-guided ERP per day, for five days each 

ÇXX¦Ÿ A|X ºJ³zXº źT´XŻ Ç ӃӃ MX Ǽ ǎǒ |Ä³´ Z (>; °X³ ÇXX¦Ÿ ;Jº X«º´ Ç ӃӃ MX XÈpected to 

engage with homework tasks, i.e. the patient will have additional self -directed exposure tasks 

to complete outside of the therapist -guided treatment sessions. 

 

It is recognised that OCD does not occur in isolation, and families and carers are invariably 

affected by the illness. Their engagement and involvement is a vital part of treatment and the 

AIS is committed to working with them as part of the intensive treatment programme. 

Importantly, the involvement of family is related to assessments of service quality and 

satisfaction (Mavrogiorgou, Siebers, Juckel, et al, 2013). 

The assessment process will involve families and carers, and the discharge planning 

process will usually involve those with close contact with the patient. We recognise that 

attempting to reduce symptoms without wider environmental change is less effective. 

 



 

 

 

 

Table 2 below shows the summary of activity for the service during 2016 -17. 

 Actual  Predicted  

Assessments 20 24 

Anterior Cingulotomy / Anterior Capsulotomy  0 3-5 

Follow-up 10 12 

Intensive OCD treatment (including outreach) 3 3-5 

 

Forty-three referrals (25 men and 18 women) were received during the reporting period. The 

M:F ratio was 1.4:1. The mean (± SD) age of referrals was 40.7 ± 13.7 years. 

Each year 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. The outcome from all referrals is shown below in Table 4. 

Although not all referrals are seen, they often result in the service engaging with local 

services to discuss patient management, and provide treatment recommendations. This 

ensures that the referring service is able to get some suggestions about treatment and the 

most appropriate pathways for the patient.  

 

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 3. 

 

 



 

Diagnostic Category  N % 

OCD  23  53.5%  

Depression  15  34.9%  

Bipolar Disorder  1  2.3%  

Persistent Mood Disorder  1  2.3%  

Personality disorder(s)  1  2.3%  

Psychotic disorders  1  2.3%  

Unclear - Assessment requested  1  2.3%  

Total 43 100% 

 

It is important to recognise that although the main referral diagnosis might appear to be 

outwith the remit of the service, such patients typically had presenting problems (e.g. 

compulsive behaviour) that had been unresponsive to treatment and for which specialist 

opinion was being sought. 

The percentage of referrals for OCD (53.5%) is higher than that of last year (34.4%). This 

potentially reflects a greater degree of demand for treatment of OCD. However, many 

°Jº X«º´ T«Żº X«ºX³  «º º³XJºªX«º Ç º| º|X ´X³Æ NX J«T ³XJ´«´ Z³ º| ´ J T ´NÄ´´XT ӃJºX³Ÿ 

 

Table 4 below describes the outcomes for all referrals (N=43). In a small number of cases the 

descriptions may not be ideal, but they illustrate the range of referrals that the service 

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

Of the 43 referrals, 17 (39.5%) were accepted. This is similar to the rate last year. It is 

worth noting that 10 ( 23.3%) 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 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.  

 

 

 



 

Outcome  N % 

Referral Accepted - Appointment given  17  39.5%  

Referral not accepted - Advice given on treatment  6  14%  

Referral unclear - Further information requested  5  11.6%  

Referral unclear - referrer invited to present to AIS  4  9.3%  

Not appointed - funding awaited/required  3  7%  

Referral from Primary Care - Referral needed from psychiatrist  3  7%  

Referral not accepted - Outwith remit of AIS (give details)  3  7%  

Did not meet criteria - Casenote review offered  1  2.3%  

Referral not accepted - Other (Give details)  1  2.3%  

Total 43 100% 

 

Table 5 below shows the referring NHS organisation. This year, 93.0% of referrals came from 

Scotland, whilst 7.0% of referrals came from England. No referrals were received from Wales, 

Eire, or Northern Ireland. 

NHS Organisation  Country  No. of 

Referrals 

NHS Ayrshire & Arran  Scotland 1  

NHS Dumfries and Galloway  Scotland 3  

NHS Eilean Siar (Western Isles), NHS Shetland, and NHS 

Orkney 

Scotland 2  

NHS Fife  Scotland 4  

NHS Grampian  Scotland 5  

NHS Greater Glasgow and Clyde  Scotland 7  

NHS Highland  Scotland 1  

NHS Lanarkshire  Scotland 2  

NHS Lothian  Scotland 4 

NHS Tayside  Scotland 11 

Private Provider | The Priory  England 1 

Cornwall Partnership NHS Foundation Trust  England 1 

Pennine Care NHS Foundation Trust  England 1 

 Total 43 



 

 

 

The total number of appointments offered was 28. The number of unique individuals offered 

appointments was 20. In most cases, further assessments were scheduled in order to obtain 

sufficient information to complete the assessment. The number of people seen represents 

46.5% of all referrals (N=43). 

The source of assessments was: Scotland (85%); England (15%). 

 

There were 13 men (65.0%) and 7 (35.0%) women assessed. The M:F ratio was 1.9:1. The 

mean age of all assessments (±SD) was 40.2 ± 13.5. The lowest age was 17 and the highest 

age was 62.9 years. 

 

The location for assessments was as follows: Ninewells Hospital (89.3%); Other Hospital in 

Scotland (3.6%); Other Hospital in England (7.2%); ;Jº X«ºŻ´ ,ªX Ǝ0.0%). 

 

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

shown below in Table 6. 

NHS Organisation  Country  No. of 

assessments 

NHS Dumfries and Galloway  Scotland, UK  2  

NHS Eilean Siar (Western Isles), NHS Shetland, and NHS 

Orkney 
Scotland, UK  2  

NHS Fife  Scotland, UK  2  

NHS Grampian  Scotland, UK  2  

NHS Greater Glasgow and Clyde  Scotland, UK  1  

NHS Lanarkshire  Scotland, UK  2  

NHS Lothian  Scotland, UK  4  

NHS Tayside  Scotland, UK  2  



 

NHS Organisation  Country  No. of 

assessments 

North Cumbria Mental Health and Learning Disabilities NHS 

Trust  
England, UK  1  

Northumberland, Tyne and Wear NHS Trust  England, UK  1  

Pennine Care NHS Foundation Trust  England, UK  1  

Total Number of Assessments: 20 

No. of assessments not covered by SLA: 3 

 

The general primary categorical diagnosis is shown below in Table 7. The most common 

primary diagnostic categories were: OCD (25.0%); an Autism Spectrum Disorder (20%); and 

Depression (20%). It should be noted that most patients had significant comorbidity and 

many received additional diagnoses. In our reports, we will always discuss the treatment 

recommendations in relation to different areas of difficu lties that the patient may be 

experiencing. 

Diagnostic Category  N % 

OCD  5  25%  

Autism Spectrum Disorders  4  20%  

Depression  4  20%  

Other anxiety disorders  2  10%  

Psychotic disorders  2  10%  

Confirmed Diagnosis awaited  1  5%  

Other Mood Disorders  1  5%  

Personality disorder(s)  1  5%  

Total 20 100% 

 

The distribution of more -specific primary diagnoses is shown below in Table 8, ordered by 

ICD-10 diagnostic code. Please note that where further investigations are awaited, the 

T Jz«´ ´ ªJÉ «º MX N«Z ³ªXT J«T  º  ´«Żº  «NӃÄTXT MXӃÇŸ 

 



 

Diagnosis No. of 

patients  

% 

F20.0 Paranoid schizophrenia  1  5%  

F25.1 Schizoaffective disorder, depressive type  1  5%  

F32.2 Severe depressive episode, without psychotic symptoms  2  10%  

F33.11 Recurrent depressive disorder, current episode moderate 

with somatic syndrome  
1  5%  

F33.2 Recurrent depressive disorder, current episode severe 

without psychotic symptoms  
1  5%  

F38.1 Recurrent brief depressive disorder  1  5%  

F41.1 Generalised anxiety disorder  2  10%  

F42.2 Obsessive compulsive disorder, mixed obsessional thoughts 

and acts  
5  25%  

F60.5 Anankastic personality disorder  1  5%  

*ӅǑŸǒ  ´°X³zX³Ż´ ´É«T³ªX 3  15%  

F84.9 Pervasive developmental disorder, unspecified  1  5% 

Total 19 100.0% 

 

The service continues to see a complex group of patients. Many will  typically be experiencing 

symptoms in a number of areas, such as: autism spectrum disorder; OCD; personality 

disorder; and mood disorder.  

 

Broad categorical outcomes from assessments are shown below in Table 9. Please note that 

this table includes multiple assessments (where applicable). 

Outcome  N % 

Discharged with treatment recommendations (Drug & Therapy)  12  42.9%  

Further appointment given  9  32.1%  

Discharged with treatment recommendations (Medication only)  3  10.7%  

Neurosurgical pathway (Ongoing discussions)  2  7.1%  



 

Outcome  N % 

Case note review only  1  3.6%  

Neurosurgical pathway (Neurosurgery offered)  1  3.6%  

Total 28 100.0% 

 

Ten reviews were conducted this year. These included a number of reviews of patients 

outwith the 12 -month, 24-month, and 60-month scheduled reviews. In these cases, the 

service had been asked to review the patient in order to contribute to ongoing patient care. 

Where the review is the purpose of the review is to assess outcomes following 

neurosurgery, these reviews are reported under Section 4.2.1 below. 

 

No procedures were performed during this reporting period.  

 

 

One individual received intensive treatment as an inpatient. The duration of admission was 

10 days. Two individuals received treatment as part of the outreach programme (see section 

4.1.7 below). 

 

The total duration of inpatient stay in the Carseview Centre, Dundee was 10 days. 

 

As described in section 3.6 above, the outreach programme incorporates a range of activities, 

with a focus on supporting local teams to deliver evidence-based therapy, and also to get the 

patient to the point at which we are able to determine wh ether intensive and/or inpatient 

treatment is required. A summary of activity for the two patients is shown below in Table 10. 

Please note that therapy hours will almost always involve working alongside local 

services. 



 

Patient ID  NHS Board No. of 

community visits 

Therapy 

hours  

Contact 

hours 

Total hours 

(includes 

travel) 

629 NHS Lanarkshire 8 8 16.5 64 

697 NHS Lothian 8 9.5 13.0 35 

 

The first patient has subsequently entered the intensive treatment programme, and the 

second patient has yet to complete the outreach programme.9 

We have learnt a lot about the delivery of outreach, particularly the challenges involved 

in trying to support community mental health teams to provide regular, and often prolonged, 

sessions in the home-based environment. Simply identifying individuals who can commit to 

such treatment has often taken considerable time. 

 

 

Although the number of referrals this year is broadly consistent with previous years, the total 

number of individual patients assessed is slightly lower. We have looked at this in some detail 

and our conclusions include: 

1. The complexity of patients being assessed is greater. As a result, we are having to spend 

more time collecting corroborative information from relatives and other people.  

2. In the last 10 years, 80% of referrers have only made 2 or fewer referrals. 58% of 

referrers only ever make one referral. 

3. Over the last 10 years, the mean age of referrers has reduced from 55 years to 48 years. 

4. During the last 10 years, many of the more regular referrers were older, and possibly 

more experienced clinicians who possibly had some experience of tertiary mood disorders 

services. Many of these individuals have either retired or are about to retire. 

5. There is possibly a prevailing view that other treatments for depression (including newer 

antidepressants) are more effective (Martin & Elworthy, 2013) . There is no evidence 

whatsoever to support this but perception is important and  º ªJÉ  «ZӃÄX«NX J NӃ « N J«Ż´

reasoning behind whether they should make a referral. In many cases, we suspect that 

                                                           
9 The figures provided represent the hours within this financial year. 



 

referrers are likely to be delaying referral beyond the point at which there is a reasonable 

expectation that the patient will respond to other treatments.  

6. In the last few years, mental health services are becoming increasing fragmented with 

ever-increasing demands on existing services. This fragmentation presents a risk to 

continuity and affects the likelihood that services are able to manage an extended care 

pathway for patients.  In addition, the increasing vacancy rate in consultant psychiatrist 

posts in Scotland (it as quadrupled in the last 5 years) means that patients are seeing the 

same psychiatrist less and are seeing locums more. All of these things have the potential 

to affect whether a psychiatrist is able to take a longer-ºX³ª Æ XÇ Z J °Jº X«ºŻ´ NJ³X °ӃJ«ŵ

and to review the previous history prior to making a referral.  

7. There is a risk that we are perceived more as a neurosurgical service than a tertiary mood 

disorders service. As a result, thresholds for referral may be very high; particularly in 

younger psychiatrists (especially if there is a misperception that their existing treatments 

are more effective than they are). This may partly explain changes in referral patterns 

over time. Since making a referral is the key trigger for a patient to enter treatment 

pathways, these thresholds may be important. 

 

In order to address these issues, we are considering a number of options which are discussed 

in section 5.1 below. 

 

The total number of reviews is consistent with predicted activity.  

 

As previously discussed, surgical activity tends to be relatively low and is dependent on the 

numbers and types of referrals that the service receives. This is discussed in more detail 

above. 

 

One of the biggest challenges that we are facing relates the complexity of trying to support 

and coordinate treatment for patients in the community. This is, currently, the most 

significant bottleneck affecting entry into the intensive treatment programme. In order to 

facilitate patient movement along a pathway we have introduced an outreach programme 

where treatment is delivered by the local team but is supported by the service. 



 

,ÇXÆX³ŵ NÄ³³X«º ´X³Æ NX´ J³X ´º³ÄzzӃ «z º T º| ´ J«T JӃº|Äz|  º  ´«Żº ³XZӃXNºXT  « º| ´

report, the AIS spends a considerable amount of time getting involved in the coordination of 

these activities. In some cases, local services are unable to identify a named therapist who is 

able to deliver 1-Ǐ |Ä³ ´X´´ «´  « º|X °Jº X«ºŻ´ |ªXŸ 

Unfortunately, we find it difficult to move forward until this has been done. We are 

constantly reviewing our pathways to try and support local services but it is concerning that 

there are significant barriers within secondary care mental health services across Scotland. 

 

Details of inpatient admissions are given above in section 4.1.6. 

Three assessments were performed outwith the SLA and the income received for these 

can be used to offset the overall costs of the service. 

 

 

The financial report is submitted separately by NHS Tayside finance department. 

 

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

further details are given below in Section 4.4.1. The service has had no unplanned 

readmissions. 

 

 

In this report, we aim to provide a summary of outcomes for patients reviewed in 2016-17 as 

part of the scheduled follow-up process. More detailed, cumulative reporting will occur on a 

periodic basis when the accumulation of more data makes this process more meaningful. In 

addition, clinical outcomes will continue to be reported in peer-reviewed journals. 

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. All referrers receive very detailed summaries of 

the reviews we undertake. 



 

 

Six patients underwent formal review  during this reporting period. Outcomes are shown 

below in Table 11 and have been grouped by diagnosis. Outcomes for DBS procedures are 

not reported here (one patient). 

We would continue to urge caution when t rying 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. 

 

 

 

 



 

 

ID Procedure Indication for surgery  Procedure 

No. 

Weeks 

post-op 

% Change 

in HRSD-17 

% Change 

in MADRS 

% Change 

in Y-BOCS 

Response 

? 

Remission

? 

396 VNS F32.1 Moderate depressive episode 1 296 -9.6% -9.7% - No No 

540 ACING F32.2 Severe depressive episode, without 

psychotic symptoms 

1 55.7 4.9% -6.0% - No No 

310 ACING F33.2 Recurrent depressive disorder, 

current episode severe without psychotic 

symptoms 

2 53.8 -11.8% -19.5% - No No 

129 ACING F42.2 Obsessive compulsive disorder, 

mixed obsessional thoughts and acts 

1 263.7 - - -21.9% No No 

551 ACING F42.2 Obsessive compulsive disorder, 

mixed obsessional thoughts and acts 

1 60.1 -86.3% -82.1% -58.6% Yes No 

211 ACAPS F42.2 Obsessive compulsive disorder, 

mixed obsessional thoughts and acts 

2 54 - - 0.0% 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  ´ TXZ «XT J´ J Ǽ ǒǍӆ  ª°³ÆXªX«º  « MJ´XӃ «X ´N³X « º|X ,>?&-ǎǓ 8> Ǽ ǒǍӆ  ª°rovement in baseline score on the MADRS. 

Remission  ´ TXZ «XT J´ ,>?& ǻ Ǔŵ ³ 5 &>? ǻ ǎǍŸ 

OCD Criteria: Response  ´ TXZ «XT J´ Ǽǐǒӆ  ª°³ÆXªX«º  « MJ´XӃ «X H-BOCS. Remission is a Y-#8$? ´N³X ǻ ǎǍŸ 

 

 

 



 

One patient has undergone an intensive treatment programme as an inpatient. Two others 

entered the outreach programme and one of these has subsequently been treated intensively 

J´ J«  «°Jº X«º Ǝº MX ³X°³ºXT  « «XÈº ÉXJ³Ż´ ³X°³ºƏŸ 

For the individual who was treated this year, there was a 26% improvement in OCD 

symptoms and a 25% reduction in depressive symptoms. Self-reported quality -of-life 

improved by 20%. Following discharge, the AIS met with º|X °Jº X«ºŻ´ ӃNJӃ ºXJª º T ´NÄ´´

management over the next six months. At last contact, the patient was remaining well with 

continued reductions in symptoms, an improvement in functioning, and was planning to go 

on holiday. 

 

The International College of Obsessive Compulsive Spectrum Disorders (ICOCS) together 

with the Obsessive Compulsive and Related Disorders Network (OCRN) of the European 

College of Neuropsychopharmacology (ECNP) and the Anxiety and Obsessive Compulsive 

Disorders Section of the World Psychiatric Association (WPA) has published a standards of 

care programme for OCD centres Ǝ5X«N| «ŵ ÆJ«  ªX³ «zX«ŵ &XӃӃŻ8´´, et al, 2016). 

A|X ´ºJ«TJ³T´  «NӃÄTX ź³XNªªX«TXTŻ J«T źXÈNXӃӃX«NXŻ N³ ºX³ J JN³´´ ǒ TªJ «´ŷ

Resources (N=7); Human resources (N=16); Procedures and management (N=32); 

Management and follow-up (N=17); and Quality Indicators (N=8). 

In the last 12-months we have audited our service according to these standards. We 

currently meet 86% of the źrecommendedŻ criteria across all domains; 74% of the źexcellenceŻ 

criteria; and 83% of all criteria. 

We have looked at potential improvements to our clinical pathways; particularly with 

regards to the explicit documentation of particular aspects of the clinical history that feature 

in many of the criteria. We believe these to be easy to address and we plan to re-audit in 12-

ª«º|´Ż º ªXŸ 
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Members of the team have delivered a total of four workshops and three presentations to 

local teams. The workshops typically involve a case presentation, and training for staff who 

may be working jointly with the patient.  

 

Staff contribute their expertise on an annual basis to both the MSc in cognitive-behavioural 

psychological therapies and to the Clinical Associate in Applied Psychology (CAAP) course; 

both run by the University of Dundee.  

 

5 AA,(F? 1Ÿ ?ºX³XºJNº N ӃX´ « ´Ä³zX³É Z³ 8$& J«T &X°³X´´ «ŷ J °´ÉN| Jº³ ´ºŻ´ Æ XÇŸ

Presented at 'The Noble Art of Lesioning' Residential Course. London; 14 April 2016.  

 

CHRISTMAS D. Physical Treatments for Mood Disorders. Presented at Masters in Affective 

Disorders - Kings College London. London; 7 February 2017.  

 

Staff members have provided 1-day courses for Health in Mind, a charity based in Edinburgh. 

This ensures that the expertise in the team is shared with a range of partners involved in 

providing treatment for patients with depression, OCD, and other anxiety disorders in 

Scotland. 

                                                           
10 This poster won the best poster prize at the conference, beating over 90 other posters. The AIS 
medical staff supervised the medical student who won the prize. 

http://www.rcpsych.ac.uk/pdf/VNS%20DBS%20and%20ablative%20neurosurgery%20-%20ECT%20ctee%20statement%20Feb%2017.pdf
http://www.rcpsych.ac.uk/pdf/VNS%20DBS%20and%20ablative%20neurosurgery%20-%20ECT%20ctee%20statement%20Feb%2017.pdf


 

 

 

 

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

service also holds a separate risk register. 

 

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. 

 

Details of HAIs are given below in Section 4.3.4.2 

 

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

adverse effects relating to the treatments provided. 

 

Survival following neurosurgical intervention continues to be 100%. 

 

There have been no HAIs reported during this year. 

 

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



 

 

 

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. 

 

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. 

4.3.4.5.1 Anterior Cingulotomy 

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

effect s (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 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. 

4.3.4.5.2 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 Ɖ a version of the 

'pairs' game 

Reaction Time Measures time to respond to a stimulus 

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 significant11 changes in neuropsychological performance on the CANTAB 

computerised test battery. The code used is: 

                                                           
11 '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.  



 

 

 

 

Imp = Improvement in performance 

NC = No significant change 

SD = Slight deterioration, but unlikely to be clinically significant 

D = Deterioration in pe rformance and corroborated by impaired functioning  
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396 VNS 296 NC NC SD Imp NC NC NC NC NC NC 

540 ACING 55.7 NC Imp NC NC Imp SD Imp NC NC NC 

310 ACING 53.8 Imp NC NC NC NC SD NC SD SD NC 

129 ACING 263.7 Imp NC Imp D NC Imp Imp NC NC NC 

551 ACING 60.1 Imp Imp NC SD NC SD NC NC NC NC 

211 ACAPS 54 SD NC NC Imp SD NC Imp NC 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. For example, 

medication may affect reaction time. 

It is important to note that these scores compare current testing to baseline testing. In 

many cases, there has been improvement in recent years (e.g. between years 3 and 5) that are 

not reflected in this summary table. Similarly, evidence of reductions in performance may 

have occurred later than the effects of surgery and probably reflect recurrence of symptoms. 



 

 

Overall, however, there is no consistent pattern  of neuropsychological impairment. 

F|X³X º|X³X ªJÉ MX ªXJ´Ä³JMӃX ³XTÄNº «´  « °X³Z³ªJ«NXŵ º|X´X J³X«Żº Ç TX´°³XJT J«T  «

the majority of cases, other tests of similar functioning are unchanged or improved. 

Many of the tests measu³ «z źXÈXNÄº ÆXŻ ZÄ«Nº «´ Ǝe.g. ID-ED shift, SWM, SOC, PAL) show 

improvements or no change in most people. 

 

There have been no complaints received during this reporting period. 

 

 

NHS Scotland has had a target żfor 90 per cent of patients to wait no longer than 18 weeks from 

referral to treatmentŽŵ Z³ª &XNXªMX³ ǏǍǎǎŸ12 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. 

The mean (±SD) waiting time for Scottish patients was 9.2 ± 3.4 weeks. The shortest 

waiting time was 4.9 weeks and the longest waiting time was 17.9 weeks. In order to 

understand reasons for this, please see additional information below. 

The median waiting time was 8.7 weeks; which means that 50% of people waited less 

than 8.7 weeks to be seen. Around seventy-five percent of people waited less than 10.4 

weeks to be seen. These indicators are more indicative than a simple mean (which is affected 

more by extremes) and are similar to previous years. There has been no overall change in 

waiting times in recent years. 

There were two  Scottish patients who were seen later than 12 weeks from referral. 

Reasons for delay were: Ensuring availability of same staff to re-assess patient (N=1); Staff 

unavailability (N=1). 

 

                                                           
12 
http://www.scotland.gov.uk/ About /scotPerforms/partnerstories/NHSScotlandperformance/18weeks
RTT  

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


 

 

 

 

All assessments result in treatment recommendations which consider the indiÆ TÄJӃŻ´

previous experiences, treatment history, and wishes regarding treatment. Prior to the patient 

going home we will discuss our formulation and treatment recommendations with the patient 

and their family to ensure that there is a shared understanding of their difficulties. 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.  

Further, in the run-up to neurosurgical intervention, individualised care plans are 

developed which involve identifying the pat X«ºŻ´ ´º³X«zº|´ŵ ³X´ Ӄ X«NXŵ J«T ZÄºÄ³X zJӃ´Ÿ

These are planned alongside the patient, their current services, and their family. 

 

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. 

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

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

operational frameworks and other relevant information are made publicly available via the 

website. 

 

 

 

 

 

 

 

 

 

 



 

 

 

We continue to collect patient satisfaction data on a regular 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  

 

The demographics of the sample are shown in Table 15. The mean scores, for each question 

are given below in Table 16. 

Characteristic N % 

Gender 

Male 

Female 

Not answered 

 

45 

55 

1 

 

44.6% 

54.5% 

1.0% 

Age Group 

18-29 

30-39 

40-49 

50-59 

60 and above 

 

9 

22 

26 

29 

15 

 

8.9% 

21.8% 

25.7% 

28.7% 

14.9% 

Country of Residence 

Eire 

England/ Wales/ NI  

Norway 

Scotland 

 

1 

9 

1 

90 

 

1.0% 

8.9% 

1.0% 

89.1% 



 

 

Characteristic N % 

Reason for referral 

Depression 

OCD 

Depression & OCD 

Other 

 

46 

25 

14 

16 

 

45.5% 

24.8% 

13.9% 

15.8% 

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

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

 

 Question  Mean 

Score 

Description  of Scale 

Explained to me what would happen during the day 4.4 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Easy to complete questionnaires 3.6 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Helpful for partner/relatives/friend to come  4.4 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Pleased that partner/relatives/friend were also seen 4.5 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Helpful to be seen by two people 4.3 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Good to meet at end to discuss recommendations 4.6 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Information given at feedback was helpful 4.4 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Staff were interested in me and not just my illness 4.4 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Felt staff listened to what I had to say 4.6 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Felt staff were honest and open with me 4.6 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Felt I could talk freely with those meeting with me  4.5 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Had confidence in doctors and nurses who assessed me 4.6 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Staff seemed knowledgeable about my condition 4.6 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Felt staff involved me in decision-making about my care 4.4 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Staff seemed to respect my decisions about my treatment 4.4 Strongly & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Overall, I am satisfied with care I received 4.5 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

I found it helpful to be seen by the service 4.6 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

I learned something new about my problems and available 

treatments 

4.3 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

After attending I feel more optimistic about treatment  4.0 ?º³«zӃÉ & ´Jz³XXŹ ?º³«zӃÉ  z³XX 

Compared to attendance at other outpatient assessments, 

my attendance at AIS was: 

4.3 5ÄN| F³´XŹ 5ÄN| #XººX³ 



 

 

 

We are pleased we have been able to maintain overwhelmingly positive responses from year-

to-year. As before, respondents continue to value multidisciplinary assessment (being seen by 

two people) and the involvement of relatives and carers in the assessment process. Many 

people comment to us that it is often the first time that relatives and/or partners have been 

involved in the assessment process. 

Respondents also rate the knowledge of staff highly. Overall, the overwhelming majority 

of respondents felt that it was helpful to be seen by the service, even if they didn't feel as 

optimistic about treatment. This is sometimes the case when diagnoses are revised or further 

treatment recommendations are made. Importantly, staff were recognised as being 

knowledgeable, interested, open, and willing to listen. 

The reception and admin team continue to receive favourable comments and make 

people welcome. Since people and their relatives will be attending all day, we are keen to 

make sure that people feel at ease. Patients and relatives continue to receive free tea and 

coffee. 

 

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

these were last reported in our 2015 -16 report. The number in parenthesis represents the 

order in which the questionnaire was received. 

¶ ż,JÆX ´ÄZZX³XT Ç º| 8$& Z³ ÉXJ³´ŹMX «z ³XZX³³XT º º|X NӃ « N ÇJ´ J ³XӃ XZ JZºX³ MX «z

pushed from pillar to post to have 2 people who ººJӃӃÉ Ä«TX³´ºT ÉÄ³ N«T º «ŸŽ

(#93) 

¶ ż,°XZÄӃ º|Jº «Ç . NJ« MX º³XJºXT °³°X³ӃÉ ´ «NX . ÇJ´ T Jz«´XTŸ 5J«É º|J«¦´ º JӃӃ

Ç| Ç³¦ º|X³Xŵ º|XÉ NÄӃT«Żº T X«Äz| º |XӃ° ÉÄŸŽ ƎưǔǐƏ 

¶ ż5ÄN| ª³X TXºJ ӃXT J´´X´´ªX«ºŹª³X º ªX z ÆX«Ÿ ;´ÉN|Ӄz NJӃ J´ ÇXӃl as 

°´ÉN| Jº³ N J´´X´´ªX«ºŸ $«Z TX«NX º|Jº º³XJºªX«º  ´ XÆ TX«NX MJ´XTŸŽ ƎưǔǑƏ 

¶ ż. Jª  ª°³X´´XT MÉ º|X JªÄ«º Z º ªX ´°X«º Ç º| ªX ªJ¦ «z J º|³Äz| J´´X´´ªX«ºŸ

A|X TX°J³ºªX«º |J´ J ÆX³É Z³ X«TӃÉ ZXXӃ «z J«T ª³JӃX ´XXª´ zTŸŽ ƎưǔǑƏ 

¶ ż. T T ZXXӃ º|Jº JZºer years of seeing other health professionals that at Dundee Prof 

Keith Matthews and clinical nurse consultant Bob MacVicar knew more about my 

OCD, were friendlier and that they were the only people to offer a solution and plan of 

NJ³X Z³ ªXŹM³ «z «z |°X º «º «ӃÉ ªX MÄº ªÉ ªº|X³ŸŽ ƎưǔǒƏ 



 

 

¶ ż. ÇJ´  ª°³X´´XT Ç º| º|X JªÄ«º Z º ªX JӃӃNJºXT º ªX J«T º|X  «ºX³X´º ´|Ç«  «

ªÉ °³MӃXª´Ź Ӄ´ JӃӃ ´ºJZZ ÇX³X XÈº³XªXӃÉ Z³ X«TӃÉ J«T |XӃ°ZÄӃ Jº JӃӃ º ªX´ŸŽ ƎưǔǒƏ 

¶ ż1«ÇӃXTzXJMӃX ´ºJZZŹ;ӃX«ºÉ Z º ªX Z³ ZÄӃӃassessment. Much more in-depth 

consideration of problem and attempt to get me as well as possible, not just 

81Ź(ÈNXӃӃX«º ´X³Æ NXŸŽ ƎưǔӄƏ 

¶ żA|X ´ºJZZ ¦«XÇ XÈJNºӃÉ Ç|Jº º|X °³MӃXª ÇJ´Ÿ A|XÉ ÇX³X ÆX³É Ä«TX³´ºJ«T «z J«T

´Ä°°³º ÆXŸŽ ƎưǔǓƏ 

¶ ż ´ º|X °J³º«X³ Z º|e above, I found this day to be so helpful and I came away feeling 

ÆX³É °º ª ´º N JMÄº ªÉ ZÄºÄ³X J´ ÇXӃӃ J´ ªÉ |Ä´MJ«TŻ´Ÿ ,X ZXӃº º|X ´JªXŸ A|X Ç|ӃX

staff were brilliant. I could not be more satisfied and grateful. There was no judgement, 

just great hel°ŸŽ ƎưǔǓƏ 

¶ ż5É º ªX Ç º| &³ $|³ ´ºªJ´ J«T | ´ ӃÆXӃÉ NӃӃXJzÄX Ɛ ««X 5Jº|X³Ƒ ªJTX ªX ³XJӃ ´X

there is light at the end of the tunnel. For the first time in many years I was hopeful 

(although not give a guarantee that things will get better). I was listened to and the 

feedback I got was comforting knowing I had someone understand my feelings. Thank 

ÉÄ Z³ z Æ «z ªX º|X °°³ºÄ« ºÉ  « ªXXº «z JӃӃ º|X Ç«TX³ZÄӃ ´ºJZZŸŽ ƎưǔӅƏ 

¶ ż5É J´´X´´ªX«º Jº &Ä«TXX ÇJ´ ªÄN| MXººX³ MXNJÄ´X . ÇJ´ Ӄ ´ºX«XT º J«T ªÉ

difficulties  ÇX³X Ä«TX³´ºTŸŽ ƎưǎǍǎƏ 

 

 

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

was 40.2 ± 13.5. The lowest age was 17 and the highest age was 62.9 years. The age 

distribution of assessments seen in 2016-17 is shown below in Figure 1. 



 

 

 

The overall distribution for all patients assessed since April 2006 is shown below in Figure 2. 
























