NHS
——~

National
Services
Scotland

Dundee Advanced Interventions
Service

Annual Report
1 April 2016 to 31 March 2017

Host Board: NHS Tayside

In partnership with:
NHS University )
N of Dundee o
Tayside

University College London Hospitals NHS

NHS Foundation Trust




Table of contents

SeCtion 1 - INTFOAUCTION ....uuiiiiiiiiieiiieieeeee s s 2 22 e e e e e e e e e e e e e e e s sse 02 O
1.1  Foreword and highlightS...........oooiiiiiiiiiiiii e 6..
SecCtion 2 - EXECULIVE SUMIMATY .....cceieieiieieeeeeeeee s s s e e e e e e e e eeeaess s e s eaeeaeeeeeees 7..
7220 ¥ ox 11/ 1Y/ 7..
2.1.1 Summary of activity for year ending March 2017 ............ooooiiiiiiiiiiiceeeeeeeee e 1.

A N (< (= 1 = U PPPPPRPRPPY 4
2.0.3 ASSESSIMENIS ... ittt e e e ettt eemmm e e e e e e e e eeeeesreeenmmennann s eeeeeeeeeeeeessias
W B (o Tot =T [ (=T P PPUP PP RPN 7..

2.2 Mortality data & adverse effeCtS ..o 7

2 T VAV - V1 (1 o 11 = USRS 8

2.4 QUANILY OF CAIE ...vueeeeeeie et 8

2.4.1 FOrmMal COMPIAINTS.....ceviiiiiiiiiiie e eemme ettt e e bbb e e e e e e e e 8

2.4.2 Improving the patient experience b patient satisfaction...............ccccvvvvviicemeennnnnnn. 8

2.5 Best value healthcarebclinical audit and outcomes..................evvvvvviiceeeennnns 8
2.5.1 Outcome data for CiINQUIOTOMY ........uuiiiiiiiiiiiiiiiii e e e e e e e e e e e e e ens 8.

2.5.2 INteNSIVE OCD trEAIMENT .....eviiiiiiiiieeieeee e e e e cmmeiiii bttt eeemmn e e e e e e e nsee s meens 8

2.6 Teaching and research aCtiVitieS............uuuuuiiieiiiiicemrriiiie oo 9
2.7 Summary and CONCIUSIONS...........uuiiiiiiiiiiiceeme e eeeen e e e e 9..

Section 3 - The Advanced INterventions SEerVICE............ccoviiiiiiiiii e e 10

3.1 Overview Of the SEIVICE .......uuuiiiiiiieiei e 10

3.2 What is Neurosurgery for Mental Disorder (NMD)? .........uueuiiiiinnninnnimmmeennn. 10

3.3 The current status of neurosurgical treatment..............ccccoeiiiiiicceeei e, 11

3.4 Designation as a National SEerviCe............cceiiiiriiiiiimmmmm e e e e eeeeeeenenns 11

3.5 Description of the patient pathway D neurosurgical treatment.................... 11

3.5. 1 Target group fOr SEIVICE........coiiiiiei e e e e e e e e e e e e eeees 11

G T 7 = (=1 o = | PP 12

G B TR NS T 1 1= o | R 12

3.5.4 Neurosurgical PAtNWAY ...........uuiiiiiie e e e 14
5.5 FOOW-UD e e eemnn e e e e e e e e e e 14.

3.6 Intensive OCD treatment D Outreach ...........ccoveeeiiiiiiii e 14

Page 2 of 54



O T RO Y =T /1= AP 14

3.7 Intensive OCD programme Dinpatient treatment ................ccceevvviiicccceeeenes 17
3.7.1 Duration Of tre@tMeNt ............coiiiiiiiiiiiiireee e e mmmn e 17
3.7. 2 INTEIVENTIONS ...ttt cmee ettt eeenr e e e e e e e e s s mnm s a e e e 17

Section 4 - Quality OMAINS ......ceeviiiiiiiee e ettt 2 2 e e e e e e e e eeeanenss s 18

N S 1 (o =T o | PP PP PPRTPPPTPPRN 18
4.1.1 Report of actual versus predicted acCtiVIty ..........cccccvviiiiiiiiicmmeiiiiiiiiiieeeeeee e 18
4,12 RETEITAIS. ..ottt mmer et e et e e mmnee e e e e e e e e e e e an 18
4.0.3 ASSESSIMEBINTS .....coiiiiiiiiieiee e e e cmren ettt et e mmmm s 21
.14 REVIEWS ...t eiiiit et eeeee ettt et e oo 4o mmnam s ook et e e e e e e skt e s mmmmm bttt e e e e e e e e nne 24
A, 1.5 PrOCEAUIES. ...t emm ettt mmmne ettt e e e st e e e e e s mmmen e e e e e b eneeeeeenns 24
4.1.6 Inpatient @dMISSIONS. .......coiiiiiiiiii i errer e e e e e e e e e e e s s anenn e e e eeeeeeeeeeeeesmmmm e 24
4.1.7 OCD 0ULreach SUMMAIY.........ccoiiiiiiiiiiii i ceeeei e e e e e e et eeeee s er e e e e e e e e e e e e e s man 24
4.1.8 Comments on variation between actual and predicted activity ..............cccceeeeeeenn 25
4. 1.9 RESOUICE USE......ciiiiiiiiiiiitit i erree e e e e e e e e e s e e e s s s s s s s mmmme s ee et et e et eeeeeeeeeeesmmnnnsssnnnnrnnnnnnees 27
4.1.10 Finance and WOTKFOICE ..........ouuiiiiiiiiiiiisccmre et eeeee e 27
4.1.11 Key performance indicators and HEAT targetsS.......ccceeeeeiieeeiiiiiiiceeeeeeiiiicee e 27

4.2 EfECHUVE ... e 27
4.2.1 Clinical outcomes: Neurosurgery for Mental Disorder..............cccccvviviiieeeeeeeeeennn. 27
4.2.2 Clinical outcomes: Intensive treatment for OCD...........oovviiiiiiiiiiii e 30
4.2.3 Service improvement and AUIt...........ooooeiiiiiiiiiieemee e mmmme e 30
4. 2.4 RESEAICH.....uuiiiiiiiiiiii it e e e e e e meenr et e e e e e e e e e e e e e e aaae 31
L T == T 411 T R PP PP PPPPPPPPPPPPPN: 32

4.3 SAFE...coiiiiie e 33
T B 1] N =T0 51 (T PP PPOPPPPPPP 33
4.3.2 ClINICAl QOVEINMANCE. ..ot e e mmmem e e e e e e et e e e e e e mmmmm e 33
4.3.3 Healthcare Associated INFECHIONS ...........cooiiiiiiiiii i ieere e 33
4.3.4 AQVEISE BVENTS.....coiiiiiiii i ettt e e e e e mmmmn e e e e e et e e e e e mmmmm e 33
4.3.5 FOrmal COMPIAINTS.........uiiiiiiiiiiiiiii e e e e e e e e mmmnn e e 37

N N 1 1=V (= Tod o= 2= 37
o AT = 1 (1 o 1] 0 =S 37

4.5 PerSOMCENIIEM ....uuiiiiie ettt ettt eeeen e 38
A.5. 1 OVEIVIEW ...ttt eeeee ettt ettt et e e e mmmm ettt e 38
4.5.2 Patient / carer / public INVOIVEMENT ..........omiiiiiiiiiii e 38

Page 3 of 54



4.5.3 Overview of patient feedbDack PrOCESSES. ........cuvviiiiiiiiieee i mmmmeiiiieeeeee e mmmee s 39

4.5.4 Patient feedback for Nnew asseSSMENtS...........ccooviiiiiiiiiicemmmiiii e 39
4.5.5 Free-text responses for NEW aSSESSMENTS........vvuvuiiueiiiiiie e e e e e e e emeees 41
4.6 EQUILADIE......cccieeei e s ee 2
T Ao = 110 1 = UURRPPPPUPRR” 52,
4.6.2 EthniCity Of ASSESSMENTS ... ..uuviiiiiiiiiiiiiiiii e s ssssiirmense e e e e e e e e e e e e e e e e e eennn A
4.6.3 GEOGraphiCal BCCESS ... .cuuiiiiiiiiiiiee e eeeeb bttt e e bbbt e e e as a4
4.6.4 Socioeconomic Status Of referrals...........cccooviiiiiiiiccmriii e 46
4.7  AlS qUAlILY INAICALOIS. ....eeviiiiiiiiiiiiiiiimrmen e e e e e e e e e e e e e e e eeeeeens 48

Section 5 - Looking ahead and future plans.............ccccooiiiii s D3

5.1  Changes iN StaffiNg.........uuuueumiiii e 53

5.2 Service deVelOPMENTS.........coouuiiiiii et ceeee e e e s e e e e 53

SECHON B - REIEIENCES. ... e et eee e e e eeee e e s s e e nnn D4

Page 4 of 54



List of tables

Table 1. Overview of OCD outreach programme.............cuueieiiiiieecc e emmmm e 16
Table 2. Overview of Activity Data for Year Ending March 2017 ............ooovvvviiiiiiiiacccciiiinnnes 18
Table 3. General diagnostic category for referrals to the service.........cccvvveiiiiiiecc e, 19
Table 4. Outcome from TEFEITAL ...........uiiiiiiiiiie e ennee e 20
Table 5. New referrals received during 2016-17: NHS organisation referring...................... 20
Table 6. New assessments: referring NHS 0rganiSation...............cooooeviiimmniiiiiiinniiiieieeeeeeas 21
Table 7. Primary diagnosSiS (CAtEOOIY).......ccoviiiiiiiiiiiiiieemmm et eeeeeeeeeeeeesattteeeen s e e e e aeeaseeeessrenn 22
Table 8. Primary diagnosis for NEW aSSESSMENTS..........cccciiiuiiiiiiiaeeee e e e e e e e e e e e e e e meeneeeeees 23
Table 9. OUtCOMES frOM ASSESSIMENL..........uviiiiiiiiiiitiaci e mmnee et e e e e e 23
Table 10. Summary of OCD OULIEACKH...........uuuiiiiiiiiiiiii e e e 25
Table 11. Outcomes from NMD Procedures (Follow-up performed in 2016-17)................... 29
Table 12. Summary of CANTAB TESTS......ccoiiiiiiiii i eeeee et mmmmn e an 35
Table 13. Summary of neuropsychological changes after surgery.........ccccovveeeiiiiiiiccccc e, 36
Table 14. Scorirg for patient satisfaction QUESHIONNAINES .........cccovveiiiiiiiiiiii e 39.
Table 15. Demographics of patient satisfaction questionnaire sample (N=101).................... 39
Table 16. Results of outpatient satisfaction questionnaire (N=101)............ccvveerirriiiiimmccnnnnns 40
Table 17. Referrals per 100,000 for Scottish NHS Boards (Year Ending 2017)..................... 44
Table 18. NHS Board for assessments and rates per 100,000 population.......................ee.a- 45
Table 19. AIS quality indicators summary(links in blue are clickable)...............ccccovvviiiceeennnns 49
List of figures
Figure 1. Age distribution of asseSSMeNts (N=20)..........uuuuuuiimiiiiiii e e 43
Figure 2. Age distribution of all patients seen Since 2006.............ccooiiiiiiiiii i 44
Figure 3. Socioeconomic status for all Scottish Assessments 20062017 .............cceeeeeeeennriens a7
Figure 4. SIMD distribution for the population of Scotland .............ccooooeiiiiiiccccc. 48

Page 5 of 54



Section 1 - Introduction

1.1 Foreword and highlights

We are pleased to presentour annual report for the financial year 2016-17.
As usual, upto-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} and major

depressior?.

I http://Iwww.advancedinterventions.org.uk/index. php/ocd/ocd -treatment -quidelines.html
2 http://www.advancedinterventions.org.uk/index.php/depression/treatment  -quidelines-for -

depressionhtml
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Section 2 - Executive summary

2.1 Activity

2.1.1 Summary of activity for year ending March 2017

Actual Predicted
Assessments 20 24
Neurosurgical procedures 0 3-5
Follow-up 10 12
Intensive OCD treatment 3 3-5

2.1.2 Referrals

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.

2.1.3 Assessments

Twenty -eight assessments were conducted during the 2016-17 financial year for 20 patients.
Thirteen men and sevenwomen were seen, with a mean age 0f40.2 years (rangel7.0 ©62.9
years). Most 85.0%) assessments were for Scottish patientsThree assessments were
conducted outwith the SLA. The location for assesanents 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 disorderOther 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.

2.1.4 Procedures

No neurosurgical procedures were performed during 2016-17.

2.2 Mortality data & adverse effects

There have been no deaths and no postoperative infections during the reporting year. Rates

of adverse effects are unchanged from previous years, and are consistent with the published
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literature on the procedures undertaken. We continue to see no consistent and widespread

effects on neuropsychological functioning.

2.3 Waiting times

The average (xSD) waiting time (from referral to assessment) for Scottish patients wa®.2 +
3.4 weeks. Overall, 50% of Scotish patients waited less than 8.7 weeks to be seern

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

2.4 Quality of care

2.4.1 Formal complaints

There were no formal complaints.

2.4.2 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. This high level

of patient satisfaction has been maintained over the lastsevenyears.

2.5 Best value healthcare - clinical audit and outcomes

2.5.1 Outcome data for Cingulotomy

The following table only includes those patients undergoing cingulotomy reviewed in 201 6-
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 Al An £l An i on £5 An
surgery
Depression (N=2) 2 0 0 0
OCD (N=2) 0 1 0 1

2.5.2 Intensive OCD treatment

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
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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 beentreated as part of the outreach programme. One has completed
the outreach programme and was treated intensively as an inpatient. Oucomes will be
3 X°-30XT « T AM X2 AX«©® 3X°-30°7Y A|X -°] X3

2.6 Teaching and research activities

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.

2.7 Summary and conclusions

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

°J° X«° ' C|- T-«Z° 33X °-«T °- N-«AEX«® -«JH
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.
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Section 3 - The Advanced Interventions Service

3.1 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 Disorcer (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.

3.2 What is Neurosurgery for Mental Disorder (NMD)?

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

2Z2Jd A3z NJIJK °3-NXTA3X Z-3 o9/ X TX °93AN° -«
alleviating specific mental disorders carried out by a stereotactic or other method
NJ°IMBEX -2 2aJ! «z J« JNNARoyaPCllledefff/ NX2 X«© -2
Psychiatrists, 2000)

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

- Z

2/

example- «© X3 -3 % <(2A|f)-0-aEeY , - CXAEX3 W C| Ko o X

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

Brain Stimulation (D# ? 9w ©° | X~ X ©°93 XJ°%2a X«©°” J3X -Z°X« 3XZX33X

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

S https://en.wikipedia.org/wiki/Transcranial magnetic stimulation
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Current Stimulation (DCS} are considered to be neuromodulatory and are not provided by

the Service.

3.3 The current status of neurosurgical treatment

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

neurosurgery. The College position is:

2A| X >-FEJE $-EBEXzX -2 ; ENJ] J°3 CeffectiveN- « = TX?3
neurosurgical interventions represents an important element of the ethical and

optimised management of patients with chronic, otherwise treatment refractory

mental disorder D 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 O XAIBAJO -« W T -aX -Z °(ConitteedXECT TA3 J©
and Related Treatments, 2017)

3.4 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

guarter of 2007. We have now been operating as a full service for ten years (2007-2017).

3.5 Description of the patient pathway - neurosurgical treatment

3.5.1 Target group for service

The service exists to provide specialist assessment and treatment options for patients with
severe, chronic, treatment-refractorydX° 3 X~ - « J«T 8%$&Y Kol -Az| ZN|J
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 ¢.g.antidepressants),
physical €.9.ECT), and psychologicale.g.Cognitive-Behavioural Therapy) treatments.
It should be noted that tertiary -level services for patients with mood disorders (e.g.

depression), and anxiety disorders €.9.OCD) do not exist in Scotland. Dundee AIS, whilst

“ 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.
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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.

3.5.2 Referral

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

3X" -« M KB °E Z-3 ©°9| X N--3T «J° -« J«T TXK /EX3E
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 withinte referring country.

3.5.3 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 obsessivecompulsive disorder where symptoms may
manifest most prominently within the home environment, and it is important to

observe and understand the nature of the symptoms.

X7 aX«oT C KB ATAIJKBKE °J!' X °KINX - /EX3 ©°|] X N-AZ
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 interviews® 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
AcTX3 °2J«T «z -2Z °| X °J° XseparateinrvigvAwitiNthel, © X~ Y A
permission of the patient) so that we can also get important information about the
«T F£ TAIKZ  °3X2-3M T ZA«N° -« «z J«T °| X XZZXN
In the afternoon, an experienced psychological therapist will focus on the previous
° " EN| -K-z NJK °| X3J° X~ ©°]Jo o] X °Jo X«©° | J° 3XN
these. After review of all relevant information, we meet with the patient (and carers) to
provide feedback on our clinical opinions and to summarse 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.
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3.5.4 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.

3.5.5 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

°J° X«°Z ' -C« NK « NJIJK ~ X3 /E NXW J«T 3J° «z ~ NJIKX

N-a°5XaX«°J3E «Z-3aJo - K -« 0|X °© Jo X«© 7~ °©3 _ 73
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. ” Given the nature of the interventions, we believe that it is important to observe

outcomes for as long as possible.

3.6 Intensive OCD treatment - outreach

3.6.1 Overview

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 °| J3a8JIJN-K-z NJIJK ©°93XJoaXxX«o Y Kol -Az| °| X

" 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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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®

4)'0 (; 555’\]2TZ3'J((,0,X,,aX«0 s OlJo olX ,)

about more intensive treatment at an earlier stage.

Key steps are summarized below inTable 1.

8 There is already evidence that a nunber of local teams have accumulated greater skills in managing
OCD.
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TABLE 1. OVERVIEW OF OCD OUTREACH PROGRAMME

medication trials
Discussion of next-step options

Dundee

complex psychopharmacology

Step | Objectives Location Duration Pharmacological treatment steps | Therapy treatment steps
(weeks)
1 Where applicable, communicate N/A 12 If patient has not responded None.
recommendation to change to current medication, a
medication to consultant & GP. further trial will be
Liaise with local team to set up a recommended.
community-basedtreatment
programme.
2 Team to develop community-based Community / 4-12 Review response to Hierarchy building: clear end point and
treatment programme, with input Dundee (depending on treatment and determine beginning; the use of SUDS in
from AIS to set up programme. response to total duration of current trial. treatment -delivery.
Family assessmentby AIS (may be treatment) Recommendations regarding Establishing response prevention.
considered in step 1, depending on augmentation. Test/demonstration of ERP trial. Does
circumstances). habituation take place?
3 Review patient and if no evidence of Community / 4-8 Review tolerability and Supporting local team / troubleshooting
response, start planning for intensive Dundee response.
treatment. Ensure optimisation of
therapy before intensive
treatment.
4 Intensive treatment in Dundee Inpatient 4 Maintenance of existing drug Intensive inpatient ERP (15
(Dundee) treatment. hours/week).
5 Home-based treatment Community 1 Maintenance of existing drug Transfer treatment gains to home.
treatment. Work with family.
6 Six-month review. Community / 0 Consider additional Relapse prevention.
Dundee augmentation strategies.
Exploration of 4"-line and higher Community / 26-104 Lessevidentiary and more Troubleshooting and optimisation.

Consideration of alternate modalities
(e.g.cognitive-focus > behavioural focus)
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3.7 Intensive OCD programme - inpatient treatment

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.

3.7.1 Duration of treatment

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 / pretreatment).

3.7.2 Interventions

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

3.7.2.1 Exposure and Response Prevention (ERP)

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

CXX!Y A| X ©°9J3zX° z2T-"XZ C BK MX £ patedtec A3~

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

to complete outside of the therapist -guided treatment sessions.

3.7.2.2 Family work / work with carers

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.

Page 17 of 54

(>



Section 4 - Quality domains

4.1 Efficient

4.1.1 Report of actual versus predicted activity

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

TABLE 2. OVERVIEW OF ACTIVITY DATA FOR YEAR ENDING MARCH 2017

Actual Predicted
Assessments | 20 | 24
Anterior Cingulotomy / Anterior Capsulotomy 0 3-5
Follow-up 10 12
Intensive OCD treatment (including outreach) 3 3-5

4.1.2 Referrals

Forty-three referrals (25 men and 18 women)were received during the reporting period. The
M:F ratio was 1.4:1. The mean (x SD) age of referrals wa€l0.7 + 13.7 years.

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

most appropriate pathways for the patient.

4.1.2.1 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 3.
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TABLE 3. GENERAL DIAGNOSTIC CATEGORY FOR REFERRALS TO THE SERVICE

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 «© ~ T- «Z0° X «O X3 « O - 03 XJO0ayXegh?o C ©°| °] X ~ X3

4.1.2.2 Outcome from referral

Table 4 below describes the outcomes for all referrals (N=3). 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 issimilar 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.
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TABLE 4. OUTCOME FROM REFERRAL

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 AlS 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%

4.1.2.3 Referring NHS organisation (referrals)

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 re@ived from Wales,

Eire, or Northern Ireland.

TABLE 5. NEW REFERRALS RECEIVED DURING 2016-17: NHS ORGANISATION REFERRING

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 Scotland 2
Orkney
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
Pennine Care NHS Foundation Trust England 1
Total 43
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4.1.3 Assessments

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%).

4.1.3.1 Demographics of assessments

There were 13 men (65.0%) and7 (35.0%) women assessed. The M:F ratio wad.9:1. The
mean age of all assessments (xSD) wa40.2 + 13.5. The lowest age was17 and the highest
age was62.9 years.

4.1.3.2 Location of assessment

The location for assessments was as follows: Ninewells Hospital §9.3%); Other Hospital in
Scotland 3.6%); Other Hospital in England (7.2%);; J © X« ° D0%), - 2 X 3
4.1.3.3 Referring NHS organisation (assessments)

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

shown below in Table 6.

TABLE 6. NEW ASSESSMENTS: REFERRING NHS ORGANISATION

NHS Organisation Country No. of
assessments
NHS Dumfries and Galloway | Scotland, UK | 2
gl:kieli/llean Siar (Western Isles)NHS Shetland, and NHS 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
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NHS Organisation Country No. of
assessments
North Cumbria Mental Health and L ing Disabilities NHS |
or umbria Mental Health and Learning Disabilities England, UK 1
Trust
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

4.1.3.4 Diagnosis of patients assessed

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

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

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

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

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

experiencing.

TABLE 7. PRIMARY DIAGNOSIS (CATEGORY)

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 inTable 8, ordered by

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

T Jz«-"~ ’ a JE «-0° MX N-«Z 38 XT J«T °
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TABLE 8. PRIMARY DIAGNOSIS FOR NEW ASSESSMENTS

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 1 50

with somatic syndrome

F33.2 Recurrent depressive disorder, current episode severe 1 50

without psychotic symptoms

F38.1 Recurrent brief depressive disorder 1 5%

F41.1 Generalised anxiety disorder 2 10%

F42.2 Obsessive compulsive disorder, mixed obsessional thoughts 5 250

and acts

F60.5 Anankastic personality disorder 1 5%

*NOY oS T X3 zX37 T E«T3-axX 3 15%

F84.9 Pervasive developmental disorder, unspecified 1 5%

Total 19 100.0%

The service continues to see acomplex group of patients. Many will typically be experiencing
symptoms in a number of areas, such as: autism spectrum disordefQCD; personality

disorder; and mood disorder.

4.1.3.5 Assessment outcomes

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

this table includes multiple assessments (where applicable).

TABLE 9. OUTCOMES FROM ASSESSMENT

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%
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Outcome N %

Casenote review only 1 3.6%
Neurosurgical pathway (Neurosurgery offered) 1 3.6%
Total 28 100.0%

4.1.4 Reviews

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.

4.1.5 Procedures

No procedures were performed during this reporting period.

4.1.6 Inpatient admissions

4.1.6.1 Intensive Exposure and Response Prevention (ERP)

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).

4.1.6.2 Duration of inpatient stays

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

4.1.7 OCD outreach summary

As described in section3.6 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.
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TABLE 10. SUMMARY OF OCD OUTREACH

Patient ID NHS Board No. of Therapy Contact Total hours
community visits hours 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®

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 homebased environment. Simply identfying individuals who can commit to

such treatment has often taken considerable time.

4.1.8 Comments on variation between actual and predicted activity

4.1.8.1 Referrals and assessments

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 detalil

and our conclusionsinclude:

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

referrers only ever make one referral.

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 someexperience 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}
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reasoning behind whether they should make a referral. In many caseswe suspect that

% The figures provided represent the hours within this financial year.
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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. Inthe 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 s&ng the
same psychiatrist less and are seeing locums more. All of these thingkave the potential
to affect whether a psychiatrist is able to take alonger-® X3 &8 &£ XC -2Z J °J°% X«?°
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 resultthresholds 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. Sincemaking 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 consideringa number of options which are discussed

in section 5.1 below.

4.1.8.2 Reviews

The total number of reviews is consistent with predicted activity.

4.1.8.3 Surgical 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 detalil

above.

4.1.8.4 Intensive OCD treatment

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.
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report, the AIS spends a considerable amount of time getting involved in the coordination of
these activities. In some @ses, local services are unable to identify a named therapist who is
abletodeliver1-l | - A3 ~ X~ - «’ « 9] X °Jo° X«°Z ' | -2aXxXY
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.

4.1.9 Resource use

Details of inpatient admissions are given above in section4.1.6.
Three assessments were performed outwith the SLA and the income received for these

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

4.1.10 Finance and workforce

4.1.10.1 Financial Report

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

4.1.11 Key performance indicators and HEAT targets

The HEAT targets most relevant to the service are those related to access (waiting timesp
further details are given below in Section 4.4.1. The service has had no unplanned

readmissions.

4.2 Effective

4.2.1 Clinical outcomes: Neurosurgery for Mental Disorder

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 perpatient
basis to clinical staff involved in their care and treatment using standard proformas that cover
rating scale scores over long peiods of time. All referrers receive very detailed summaries of

the reviews we undertake.

Page 27 of 54



4.2.1.1 Neurosurgery for Mental Disorder - Outcomes during 2016-17

Six patients underwent formal review during this reporting period. Outcomes are shown
below in Table 11 and have been grouped bydiagnosis 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.
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TABLE 11. OUTCOMES FROM NMD PROCEDURES (FOLLOW-UP PERFORMED IN 2016-17)
ID Procedure Indication for surgery Procedure Weeks % Change % Change % Change = Response Remission
No. post-op | in HRSD-17 | in MADRS in Y-BOCS ? ?
396 VNS F32.1 Moderate depressive episode 1 296 -9.6% -9.7% - No No
540 ACING F32.2 Severe depressive episode, without 1 55.7 4.9% -6.0% - No No
psychotic symptoms
310 ACING F33.2 Recurrent depressive disorder, 2 53.8 -11.8% -19.5% - No No
current episode severe without psychotic
symptoms
129 ACING F42.2 Obsessive compulsive disorder, 1 263.7 - - -21.9% No No
mixed obsessional thoughts and acts
551 ACING F42.2 Obsessive compulsive disorder, 1 60.1 -86.3% -82.1% -58.6% Yes No
mixed obsessional thoughts and acts
211 ACAPS F42.2 Obsessive compulsive disorder, 2 54 - - 0.0% No No
mixed obsessional thoughts and acts
HRSD-17 = 17-item Hamilton Rating Scale for Depression;MADRS = Montgomery -Asberg Depression Rating ScaleYBOCS= Yale-Brown Obsessive Compulsive
Scale.
Depression Criteria: Response ©~ T XZ «XT J° J /£ 6An a e 3 . EXaE)« °8 > «E MIRMANKinAséseliné ddore’ o the MADRS] X
Remission ©~ TXZ «XT J° ,>?& &4 Uw -3 5 &>? & aAyY
OCD Criteria: Response ~ T XZ «XT J° /& 065 ABOTS. REXBsKRs D Y-# & $ MJ~ NH3 X X4 HAAY
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4.2.2 Clinical outcomes: Intensive treatment for OCD

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« «®J°% X«©° FO°- MX 3 X°-30XT « «XE° EXJ3z~ 3
For the individual who was treated this year, there was a 26% improvement in OCD

symptoms and a 25% reduction in depressive symptons. Selfreported quality -of-life

improved by 20%. Following discharge,the AISmetwith © | X °J° X«©°Z" K- NJK ©°XJ

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.

4.2.3 Service improvement and audit

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) haspublished a standards of
care programme for OCD centres3 5 X « N| © « W /] « a XétalROMAGL« W & XKKZ8
Al X “°J«TJ3T’ «NBATX 23 XN-22X«TXTZ J«T zZXENXEK
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 standardsWe
currently meet 86% of the ZecommendedZcriteria across all domains; 74% of thezxcellenceZ
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 reaudit in 12-
a. 0|7z o axy
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4.2.4 Research

4.2.4.1 Journal publications

BALDACCHINO A, ARMANYOUS M, BALFOUR DJK, HUMPHRIS G, MATTHEWS K.
Neuropsychological functioning and chronic methadone use: A systematic review and meta
analysis.Neuroscience & Biobehavioral Reviev2§17; 73: 23-38.
https://doi.org/10.1016/j.neubiorev.2016.11.008

$,>. ?2A5 ? &5#w ?F((6(H Y ?2X3/&F NX A" X3w °Jo°
°© . 3 X0 A3 « British Jbirnaldf P¥yehfatAaQ16; 209(1): 9-13.
http://dx.doi.org/10.1192/bjp.bp.115.167221

RIDOUT N, DRITSCHEL B, MATTHEWS K, O'CARROLL R. Autobiographical memory
specificity in response to verbal and pictorial cues in clincal depression.Journal of Behavior
Therapy and Experimental Psychiatr016; 51: 109-115.
http://dx.doi.org/10.1016/}.jbtep.2016.01.002

TOLOMEO S, GRAY S, MATTHEWS K, STEELE JD, BALDACCHIN®O Multifaceted
impairments in impulsivity and brain structural abnormalities in opioid dependence and
abstinence. Psychological Medicin€2016; 46(13): 2841-2853.
http://dx.doi.org/10.1017/S003321716001513

WALKER KJ, CHRISTMAS DMB. Understanding challenges around implementation of
specialist service recommendations for obsessivecompulsive disorder. Psychiatric Bulletin.
2017; 41(2): 121. http://dx.doi.org/10.1192/pb.41.2.121

4.2.4.2 Conference posters and presentations

MATHER A, CHRISTMAS D, MATTHEWS K. Bilateral anterior cingulotomy for chronic,
treatment refractory depression: effects on interpersonal functioning and relationship to
symptom change. Presented atXXIl Congress of the European Society for Stereotactic and
Functional NeurosurgeryMadrid, Spain; 28 September- 1 October 2016.

MATTHEWS K. Development and Implementation of a WSSFN Psychiatric Neurosurgery
Committee Lesion Registry. Resented at XXIlI Congress of the European Society for Stereotactic
and Functional Neurosurgeryadrid, Spain; 28 September- 1 October 2016.

MATTHEWS K. A randomised controlled trial of deep brain stimulation in obsessive
compulsive disorder: a compari®n of ventral capsule/ ventral

striatum and subthalamic nucleus targets. Presented atXXIl Congress of the European Society
for Stereotactic and Functional Neurosurgeriadrid, Spain; 28 September- 1 October 2016.
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ONG S, CHRISTMAS D. The Search fortte Ideal Rating Scale for Quality of Life. Presented at

Faculties of Child & Adolescent Psychiatry and General Adult Psychiatry Annual Conference 2016

ICC, Birmingham; 6-7 October 2016. 10

4.2.4.3 Contributions to guidelines and the NHS

COMMITTEE ON ECT AND RELATED TREATMENTS. Statement on Neurosurgery for
Mental Disorder (NMD), also known as Psychiatric Neurosurgery (Position statement CERT
05/17). London: Royal College of Psychiatrists, 2017 February 2017.
http://www.rcpsych.ac.uk/pdf/VNS%20DBS%20and%20ablative%20neurosurgery%20 -
%20ECT%20ctee%20statement%20Feb%2017.pdf

4.2.5 Teaching

4.2.5.1 Workshops and presentations

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.

4.2.5.2 Contributions to training in NHS Scotland

Staff contribute their expertise on an annual basis to both the MSc in cognitive-behavioural
psychological therapies and to the Clinical Associatein Applied Psychology (CAAP)course;
both run by the University of Dundee.

4.2.5.3 Teaching on national / international courses

5 AA, (F? 1Y ?2°9X3X-°9JN° N KX -« ~A3zX3E Z-3

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

CHRISTMAS D. Physical Treatments for Mood Disorders. Presergd at Masters in Affective
Disorders- Kings College Londor.ondon; 7 February 2017.

4.2.5.4 Working with charity partners

Staff members have provided 1-day courses for Health in Mind, a charity based in Edinburgh.
This ensures that the expertise in the team isshared 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 AlS
medical staff supervised the medical student who won the prize.

Page 32 of 54

8% &


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

Dundee Advanced Interventions Service | Annual Report 2017 | DRAFT May 2017

4.3 Safe

4.3.1 Risk register

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

service al® holds a separate risk register.

4.3.2 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 AlS measures up to the key drivers for

NHS Scotland strategies as well as local frameworks.

4.3.3 Healthcare Associated Infections

Details of HAIs are given below in Section4.3.4.2

4.3.4 Adverse events

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

adverse effects relating to the treatments provided.

4.3.4.1 Survival data

Survival following neurosurgical intervention continues to be 100%.

4.3.4.2 Number of Hospital Acquired Infections (HAIs)

There have been no HAIs reported during this year.

4.3.4.3 Number of critical incidents

There were no critical incidents in the last 12 months of activity.
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4.3.4.4 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.

4.3.4.5 Adverse effects

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

Cingulotomy and VNS. In addition, we conduct extensive neuropsychological assessments

(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
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%); Concentian problems (27.3%); Dizziness
(18.2%); and Incontinence (13.6%). These are expected to have resolved in the first-2
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 attibuting 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 effectsusing the Systematic
Assessment for Treatment Emergent Effects(SAFTEE; Levine & Schooler, 1986and 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.
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Neuropsychological assessment, conducted prospectively for many years, has failedo

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 orrgoing 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 fdlows:

TABLE 12. SUMMARY OF CANTAB TESTS

Test name

Cognitive domain tested

ID-ED shift

Spatial Working Memory

Stockings of Cambridge

Paired Associates Learning

Reaction Time
Spatial Recognition Memory
Pattern Recognition Memory

Delayed Matching to Sample

Spatial Span

Rapid Visual Processing

Tests the ability to learn new rules and attentional set
shifting

Tests working memory and the ability to develop
strategies to solve learning problems

Tests spatial planning, motor control

Tests episodic memory and learningb a version of the
'pairs' game

Measures time to respond to a stimulus
Tests memory for spatial locations
Tests memory for patterns

Tests memory relating to matching patterns immediately
and after a delay

A test of working memory capacity

Measures ability to sustain visual attention

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

were clinically significant'* 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 whech
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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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

TABLE 13. SUMMARY OF NEUROPSYCHOLOGICAL CHANGES AFTER SURGERY

> > Q

g s g g
S & 5 s 2§ 2
e S Q = = 1)
= £ 3 s £ 2 3
ID g 2 8 8 o 5 & § o
X - 2 | 5 8 £ 3 S & =
o 3 = g n 3 = ) &) = Q ?
S o n o < g o - N S

S 0 = £ = 2 ol - o T

@ X o 8 = @ 5 8 o > 2 o
Q @ L S Q = I c £ < T [
e o A a i) T o} o S [} Q ©
a = Q %) N a o N a o) %) o
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 538 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 601 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 €cent years €.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.
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Overall, however, there is no consistent pattern of neuropsychological impairment.
F|] X3 X ©°| X3X 2JE MX 2XJ A3 JMKX 3 XTAN° - «’ «
the majority of cases, other tests of similar functioning are unchanged or improved.

Many of the tests measu®? « z Zz X E X N A °e.g ADED shift ASWNI° SOC, ® Ashaiv

improvements or no change in most people.

4.3.5 Formal complaints

There have been no complaints receivel during this reporting period.

4.4 Timely (access)

4.4.1 Waiting times

NHS Scotland has had a target#or 90 per cent of patients to wait no longer than 18 weeks from
referral to treatmenZ W Z 3 - 2 & X NEXComapince Wwith 3hi Yarget 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 (xSD) waiting time for Scottish patients was9.2 + 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 informationbelow.

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 toprevious 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 reassess patient (N=1); Staff

unavailability (N=1).

12

http://www.scotland.gov.uk/ About/scotPerforms/partnerstories/NHSScotlandperformance/18weeks
RTT
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4.5 Person-centred

4.5.1 Overview

All assessments result in treatment recommendations which consider the indlE T AJ K Z~
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 understandingof 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 identifyingthepat X «© Z~ ~°23 X«z o | "W 3 X~ K X«NX\V

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

4.5.2 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.

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.
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4.5.3 Overview of patient feedback processes

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.

TABLE 14. SCORING FOR PATIENT SATISFACTION QUESTIONNAIRES

Score Represents
1 Strongly Disagree | Much worse
2 Disagree Worse
3 Neutral Neutral
4 Agree Better
5 Strongly Agree Much better

4.5.4 Patient feedback for new assessments

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

are given below in Table 16.

TABLE 15. DEMOGRAPHICS OF PATIENT SATISFACTION QUESTIONNAIRE SAMPLE (N=101)

Characteristic N %
Gender
Male 45 44.6%
Female 55 54.5%
Not answered 1 1.0%
Age Group
18-29 9 8.9%
30-39 22 21.8%
40-49 26 25.7%
50-59 29 28.7%
60 and above 15 14.9%
Country of Residence
Eire 1 1.0%
England/ Wales/ NI 9 8.9%
Norway 1 1.0%
Scotland 90 89.1%
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Characteristic N
Reason for referral
Depression 46 45.5%
OCD 25 24.8%
Depression & OCD 14 13.9%
Other 16 15.8%

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

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

TABLE 16. RESULTS OF OUTPATIENT SATISFACTION QUESTIONNAIRE (N=101)

Question

Explained to me what would happen during the day
Easy to complete questionnaires

Helpful for partner/relatives/friend to come

Pleased that partner/relatives/friend were also seen
Helpful to be seen by two people

Good to meet at end to discuss recommendations
Information given at feedback was helpful

Staff were interested in me and not just my illness

Felt staff listened to what | had to say

Felt staff were honest and open with me

Felt | could talk freely with those meeting with me

Had confidence in doctors and nurses who assessed me
Staff seemed knowledgeable about my condition

Felt staff involved me in decision-making about my care
Staff seemed to respect my decisions about my treatment
Overall, | am satisfied with care | received

| found it helpful to be seen by the service

| learned something new about my problems and available
treatments

After attending | feel more optimistic about treatment

Compared to attendance at other outpatient assessments,
my attendance at AIS was:
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We are pleasedwe have been able to maintain overwhelmingly positive responsesfrom 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 assessmentprocess. 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 ken to
make sure that people feel at ease. Patients and relatives continue to receive free tea and

coffee.

4.5.5 Free-text responses for new assessments

The following are free-text comments from patient -satisfaction questionnaires received since
these were lastreported in our 2015 -16 report. The number in parenthesis represents the

order in which the questionnaire was received.

1 2, JA&FX " AzzX®XT ¢ °/ 8%& Z-7 EXJ3 ZMX «z 3XZX33
pushed from pillar to post to have 2 people who © - ° JKBEE A« TX3 ©°- - T E-A3

(#93)

ﬂz','oXZA'ﬁ g/JO «_C i NJ « MX 03 XJOoXT 03_0X35E’

C/- C-3] °] X3XWwW °] XE N-ABKT«Z° T- X«-Az] ©-

1 Z25AN] 2-3X TX°J BXT J X ~aX«°Z2-lasX ° 2aX =z

-

| Xt

AEX <

°TEN/ J°3 N J° X TaX«%Y $-«Z TX«NX ©°]JO 03XxXJO:

1T 2. J?@ acs X" XT ME °/ X Ja-A«° -2 ©° ax 7~ °Xg0

Al X TX°Jd3°ax«o [J° J AX3E 23 X«TKE ZXXE «z

1T 2. T T Ze&f Xelrs of $edirfg otlier ealth 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
NJIJ3X Z-3 2aXZM: «z %2z «|/B-E°XX MA° af a.o] x3sy7Z
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1T z. CJ- aecsx  XT C ©°)] ©°/]X Ja-A«° -2 °© ax JEK-/
afF °s3.MEX2 Z K - JKE ~°JZZ CX®X XE°3XaAXKE Z3 )

1 Z21«-CBXTzZXJIMEX =~ °JZZZAssesstmert Bluch @oreindepth 7 - 3
consideration of problem and attempt to get me as well as possible, not just
81Z( ENXEBEX«° ~ X3 & NXYZ Fuwipd

1 ZA/ X ~°JZZ | «XC XEJN°KE C/J° °/ X °3- MKX?4
TAe e .30 FEXYZ FJuiUS

T 2z ° 9/ X ° &aboweXhbund tlis day to be so helpful and | came away feeling

ZAKHK

cJ Y

AEXIE -°0 a o N gM-A° aF ZAoAIX J  CXKK J  2E

staff were brilliant. | could not be more satisfied and grateful. There was no judgement,
Justgreathel® YZ Jwd U

1 25E ° ax ¢ ©°) &3 $/3 ‘°aj’ J«T | ~ K-AEXEBE

there is light at the end of the tunnel. For the first time in many years | was hopeful
(although not give a guarantee that things will get better). | was listened to and the

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

E-A Z-3 2z &F «z 24X o/ X - .30« OF « dXX©

1 Z5E J° "X TaX«© J° &A«TXX CJ  2AN] MX°OoXS3
difficulies CX3 X A« TX3 ©°--TYZ FJuwdAdo

4.6 Equitable

4.6.1 Age limits

The service has no upper or lower age limit. The mean age of all assessments (xSD) 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 seenin 2016-17 is shown below in Figure 1.
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FIGURE 1. AGE DISTRIBUTION OF ASSESSMENTS (N=20)

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