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1. Foreword

We were pleased to report in detail the activity and outcomes of the Dundee Advanced
Interventions Service in our 2008 Annual Report. In our 2008 Report, we also provided background
information about the interventions provided, along with considerations of the legal framework in
which the service operates. Interested readers are invited to refer to our 2008 Report for more
detailed information on the interventions.

In order to ensure that readers have access to current treatment recommendations, we have
again provided our treatment recommendations for OCD and major depression in Appendix 1 (page

35).

L All of our reports are available at: http://www.advancedinterventions.org.uk/library AIS reports.htm
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| 2. Executive Summary

\ 2.1 Introduction
The Dundee Advanced Interventions (Neurosurgery for Mental Disorder) Service was first designated
as a National Specialist Service in April 2006, and became fully staffed in the first quarter of 2007.

We are therefore reporting on the second full year of service activity.

2.2 Activity
Actual Planned
Assessments 26 24
Vagus Nerve Stimulation 4 7
Anterior Cingulotomy 3 5
Follow-up 11 12

: 2.2.1 Referrals
Twenty-five referrals were received during 2008/09. Twenty-two (88%) came from Scotland, 2 (8%)

came from England, and 1 (4%) came from Northern Ireland.

i 2.2.2 Assessments
Twenty-six assessments were performed. One patient did not attend for initial assessment. The
source of assessments mirrored that of referrals, with 3 assessments being conducted outwith the
Service Level Agreement (SLA) and was funded by referring NHS Trust in England/ Ireland).
Approximately 60% of assessments had a primary diagnosis of unipolar major depression.
Approximately 20% had a diagnosis of Obsessive-Compulsive Disorder. Bipolar disorder, organic

disorders, personality disorder, and other anxiety disorders made up the remaining diagnoses.

: 2.2.3 Procedures
During 2008/09, 7 procedures (3 cingulotomies and 4 Vagus Nerve Stimulator implantations) were

performed. Five procedures were funded outwith the SLA.
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2.3 Mortality Data
There were no deaths, no post-operative infections and no significant adverse events during the

current year.

2.4 Waiting Times
The average (xSD) waiting time (from referral to assessment) for Scottish patients was 10.7 £ 6
weeks. Where patients had to wait longer than 15 weeks, this could be accounted for by reasons

such as rescheduled appointments at the request of the patient.

] 2.5 Quality of Care

: 2.5.1 Formal Complaints

There were no formal complaints.

: 2.5.2 Improving the Patient Experience Patient Satisfaction
Patient satisfaction for both outpatient assessment and inpatient admission was consistently high,
with the majority of patients rating their experience positively. The service was rated highly for

quality of assessment. Inpatient experience was uniformly positive.

2.6 Best Value Healthcare Clinical Audit and Outcomes

. 2.6.1 Outcome Data
In the patients reviewed during 2008/09, six had undergone ACING (four as their second procedure)
and five had undergone VNS. Response rates for VNS were 20%. This is believed to reflect the high
levels of chronicity, disability and treatment-resistance within the patient group treated in Dundee.
With respect to these clinical features, the VNS patients treated in Dundee were not comparable to
those typically included in published studies where higher response rates have been described. Two

out of 4 (50%) patients undergoing a second ACING for major depression achieved clinical remission.

] 2.7 Teaching and Research Activities
Staff have delivered a range of presentations at national and regional meetings throughout the year.
Invited presentations have also been given at postgraduate psychiatry meetings in Scotland.
The service continues to publish academic papers on NMD and related topics and a number of

AIS staff have been awarded grants for further research.
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2.8 Service Developments and Future Plans
Dundee AIS continues to build links with local mental health services and a variety of third-sector
organisations. In the last year, members of the team have visited tertiary-level inpatient OCD
treatment services in London.

The service is optimistic about the possibilities for participation in international multi-centre

trials of Deep Brain Stimulation (DBS) for both depression and OCD.

2.9 Summary and Conclusions
Although of the referral rate for assessments was lower this year than last, we continue to exceed
our SLA recommended activity level. This reporting year has been busier with respect to
neurosurgical activity and our engagement in post-operative care planning with referring services
has continued to build and evolve.

New members of the team bring with them exciting possibilities for the service to build on its
existing research portfolio and to ensure the delivery of best clinical practise in the delivery of

complex and advanced interventions for chronic, refractory psychiatric illness.
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| 3. Introduction

\ 3.1 What is Neurosurgery for Mental Disorder?
The definition of Neurosurgery for Mental Disorder (NMD) most relevant to current practice is the
one from The Royal College of Psychiatrists:
¢a surgical procedure for the destruction of brain tissue for the purposes of alleviating
specific mental disorders carried out by a stereotactic or other metapdble of

making an accurate placement of the lesigRoyal College of Psychiatrists, 2000)

This definition is most relevant to ablative neurosurgery (Anterior Cingulotomy). However, the term
‘' NMD’ is often used to refer to reversible proce
Deep Brain Stimulation (DBS). However, NMD does not include Transcranial Magnetic Stimulation

(TMS) or Direct Current Stimulation (DCS).

| 3.2 The Dundee AIS/ NMD Service

: 3.2.1 Overview of the Service
The Dundee Advanced Interventions Service provides comprehensive, multidisciplinary clinical
assessments for patients referred with chronic, treatment-refractory depression and Obsessive
Compulsive Disorder (OCD).

Following assessment, each patient and 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 and psychological therapies. For some patients the treatment
recommendations may also include neurosurgical interventions.

The Dundee service represents one of only a few clinical teams internationally who provide
neurosurgical interventions for psychiatric disorders. The provision of psychiatric neurosurgery by a
multidisciplinary/ multi-professional team with members drawn from psychiatry, neurosurgery,
mental health nursing, clinical psychology, neuropsychology, and dynamic psychotherapy is, to our
knowledge, unique. However, it is only by drawing on such multidisciplinary expertise within an
integrated clinical team that all patients with such disabling, long-term, healthcare needs can be

provided with comprehensive, bespoke, treatment plans that best meet those needs.
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- 3.2.2 Staff
3.2.2.1 Changes in Staffing

In the last year, Frances Armstrong retired after working in the service for many years. We are
pleased to have recruited Patricia MclIntosh as our new Administrator. We have also welcomed two
new members to the clinical team.

Professor Douglas Steele joins us having worked for the past 5 years as a Clinical Senior Lecturer
at the University of Aberdeen and Consultant General Adult Psychiatrist at the Royal Cornhill
Hospital in Aberdeen. Previously, he trained as a Specialist Registrar in psychiatry at the Royal
Edinburgh Hospital. Professor St e emajer tlisical interest is in the management of mood
disorders and in January of this year he moved to Dundee to the position of Professor of
Neuroimaging at the University of Dundee and honorary consultant psychiatrist with the Advanced
Interventions Service. His research expertise is in the fields of structural and functional
neuroimaging, particularly in psychiatric disorders. One of his many ongoing interests, with
particular regard to the AlS, is optimising anterior cingulotomy lesion location and volume, with
regard to clinical efficacy and safety. Last year we published a paper on this subject (Steele,
Christmas, Eljamel, et a] 2008) and further work is ongoing.

The service also welcomed Dr Ruth Drackford to the service. Dr Drackford completed a BSc in
Psychology in Wales in 2003 before travelling across the world to take up a position studying for a
Clinical Neuropsychology doctorate at the University of Melbourne, Australia. There she developed a
particular interest in Behavioural Neurology and specifically Functional Neuroanatomy. Research
completed during this time involved collaborating with Neuroradiology in investigating long-term
medical, psychosocial and cognitive outcomes of endovascular coiling for intracranial aneurysms.
Psychological and neuropsychological outcome following neuroradiological/ neurosurgical
intervention has remained an ongoing interest, and one that plays an important part in working for
the Advanced Intervention Service. Dr Drackford joined the AlS in February of this year and is
responsible for the pre- and post-operative neuropsychological assessments and reviews for all

patients undergoing surgery.
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3.2.2.2 Currernt Staffing

Tablel. Team members as of May 200isted alphabetically

Name Title/ Role

Dr David Christmas

Dr Ruth Drackford

Dr Rob Durham

Mr Sam Eljamel

Bob MacVicar

Anne Mather

Patricia Mclntosh
Professor Keith Matthews
Professor Douglas Steele
Margaret Stewart

John Swan

Fiona Wilson

Kath Yates

Consultant Psychiatrist

Clinical Neuropsychologist

Senior Lecturer in Clinical Psychology

Consultant Neurosurgeon

Clinical Nurse Specialist

Senior Mental Health Nurse

Administrator

Professor of Psychiatry

Professor of Neurolmaging and Consultant Psychiatrist
Medical Secretary

Clinical Lecturer and Cognitive Behavioural Psychotherapist
Senior Mental Health Nurse

Top Grade Psychotherapist
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| 4. Activity Data 1 April 2008¢ 31 Mard 2009

\ 4.1 Overview
Table 2 below shows the summary of activity for the service during 2008/09. Although the overall
number of assessments is lower than the previous year, neurosurgical activity is slightly greater.
Additionally and as previously recognised, the number of follow-ups is likely to increase year-upon-

year as the number of procedures increases.

Table2. Overview of Activity Data for Year Ending 200

Actual Planned

Assessments 26 24
Vagus Nerve Stimulation 4 7
Anterior Cingulotomy 3 5
Follow-up 11 12

4.2 Followup Assessments
Follow-ups (ACING): 6

Follow-ups (VNS): 5

4.3 Referrals

- 4.3.1 Referrals Receiveduring 2008/09
Twenty-five referrals were received (12 men and 13 women).

: 4.3.2 Referring NHS Organisation
Table 3 below shows the referring NHS Organisation. In total, there were 2 (8%) referrals from

England, 1 (4%) from Northern Ireland, and 22 (88%) from Scotland.
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Table3. New Referrals NHS Organisationeferring

. No. of
NHS Organisation Country Referrals
Newcastle, North Tyneside and Northumberland Mental
Health NHS Trust ! R SIS !
Southampton City Primary Care Trust England, UK 1
Belfast Health and Social Care Trust Northern Ireland 1
NHS Fife Scotland, UK 4
NHS Grampian Scotland, UK 4
NHS Greater Glasgow and Clyde Scotland, UK 3
NHS Highland Scotland, UK 1
NHS Lothian -West Lothian Healthcare Division Scotland, UK 1
NHS Tayside Scotland, UK 9
Total 25

Three referrals were made outwith the Service Level Agreement and required funding from the

referral NHS organisation.

4.4 Assessments

. 4.4.1 Total Assessments
Twenty-six assessments were conducted during the 2008/09 financial year. One patient did not
attend for assessment and the team further discussed the case with the referring consultant

psychiatrist.

- 4.4.2 Referring NHS Organisation

The NHS organisation (Board or Primary Care Trust) responsible for each assessment is shown below
in Table 4. Please note that NHS organisation names can change (and frequently do) and the name

shown is the one at the time of referral/ assessment.
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Table4. New Assessments: Referring NHS Organisation
NHS Organisation Country No. of
assessmernts
Dorset Health Care NHS Trust England, UK 1
Rotherham Primary Care Trust England, UK 1
Belfast Health and Social Care Trust Northern Ireland 1
NHS Eilean Siar (Western Isles) Scotland, UK 1
NHS Fife Scotland, UK 6
NHS Grampian Scotland, UK 3
NHS Greater Glasgow and Clyde Scotland, UK 4
NHS Greater Glasgow and Clyde -East Glasgow CHCP Scotland, UK 1
NHS Lothian -West Lothian Healthcare Division Scotland, UK 2
NHS Tayside Scotland, UK 6
Total Number of Assessments: 26
No. of assesments not covered by SLA: 3

. 4.4.3 Diagnosis of Patients Assessed

The primary diagnosis (and ICD-10 code) made following assessment is shown below in Table 5.

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

unchanged from the previous year with approximately 60% of patients having a diagnosis of unipolar

major depression, and approximately 20% of patients having obsessive-compulsive disorder.

Tableb. Categoryof Diagnosis for New Assessments

Diagnosis No. of %
patients

Organic Disorders 1 3.8%
Psychotic Disorders 1 3.8%
Bipolar Affective Disorder 2 7.7%
Depressive Episode 4 15.4%
Recurrent Depression 11 42.3%
Obsessive Compulsive Disorder 5 19.2%
Other Anxiety Disorders 1 3.8%
Personality Disorder 1 3.8%
Total 26 99.80%

Note that percentages do not sum perfectly due to rounding.
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45 Procedues

. 4.5.1 Procedures performed

A summary of procedures is given below in Table 6.

Table6. Pracedures performed in 2002009

Anterior Cingulotomy (ACING)

As first operation: 2
As second operation: 1
Total: 3

Vagus Nerve Stimulation (VNS)

As first operation: 4

As second operation: 0

Total: 4

Total number of Procedures: 7

4.5.2 NHS OrganisatioReferring for/ fundingSurgery

The referring NHS Organisation for neurosurgical patients is shown below in Table 7.

Table7. NHS Qganisation responsible for Neurosurgical patients

NHS Organisation Country Procedure

Health Service Executive, Western Area (Eire) *  Eire ACING

Rotherham Primary Care Trust* England, UK ACING

Tees, Esk and Wear Valleys NHS Trust * England, UK VNS (two procedures)
South Eastern Health and Social Care Trust * Northern Ireland VNS

NHS Fife Scotland, UK ACING

NHS Highland Scotland, UK VNS
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- 4.5.3 Procedures not covered by SLA
Five procedures (ACING x 2, VNS x 3) were funded outwith the Service Level Agreement. These are

indicated in Table 7 above by an asterisk.

4.6 Inpatient admissions

:4.6.1 Inpatient Exposure and Response Preventi@RP)
In the last financial year, there were no admissions for inpatient ERP. At the time of writing, funding

has been approved for one inpatient admission that will take place in Q3 of 2009.

: 4.6.2 Durations of Inpatient stay
Details of inpatient admissions are shown below in Table 8. Two patients required inpatient

admission for their reviews.
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Table8. Duration of inpatient stay(all categories)

Type of Admission

Total inpatient stay — all NMD patients, Carseview (days) 7 29 92
Mean inpatient stay —all NMD patients, Carseview (days) 7 14.5 18.4
Total inpatient stay — all NMD patients, Ward 23B (days) 7 5 14
Mean inpatient stay —all NMD patients, Ward 23B (days) 7 2.5 2.8
Total inpatient stay — Inpatient ERP, Carseview (days)* 0 - -
Mean Inpatient stay — Inpatient ERP, Carseview (days)* 0 - -
Total inpatient stay — Other, Carseview (days) 0 - -
Total inpatient stay — Reviews, Carseview (days) 2 4 6

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

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

4.7 Additional Clinical Activity

:4.7.1 Supporing local services
Dundee AIS continue to offer support to local mental health services with regards to psychological
treatment of patients assessed by the service.

In addition to this, we have further extended the input that the service provides to referring
services prior to a patient undergoing neurosurgical intervention. Recognising that the post-
operative recovery plan is a vital component for a favourable outcome, we have spent increasing
amounts of time liaising with local teams to ensure that agreements are in place before proceeding
to intervention. We hope that this will be time well spent, as well as improving the relationships

between local services and Dundee AlIS.
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| 5. Mortality and Morbidity Data

\ 5.1 No. of Deaths

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

offered in 1992.

5.2 Adverse effects
We continue to systematically collect information on adverse effects from both cingulotomy and
VNS. In addition, we conduct extensive neuropsychological assessments (clinical battery and

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

. 5.2.1 Anterior Cingulotomy
The adverse effect profile of anterior cingulotomy continues to be modest, with few effects
persisting beyond the immediate post-operative period. The general profile of adverse effects has
not changed significantly from that reported last year, and we have not reproduced such similar data
here.

In recent years, a few patients treated by Anterior Cingulotomy have reported subjective
impairments in difficult-to-define areas of cognition, but which share common features such as
complex planning tasks, divided attention, and working memory. In the majority of cases these
cannot be corroborated using objective clinical testing. In one case, such subjective difficulties were
matched by neuropsychological test impairments in some specific domains. However, these
difficulties were also demonstrable prior to neurosurgery.

These evolving findings have led us to change the emphasis when discussing possible adverse
effects from neurosurgery and provide an incentive for the service to further develop its testing

procedures to be better able to characterise possible changes in performance after surgery.

i 5.2.2 Vagus Nerve Stimulation
VNS continues to be well-tolerated at follow-up with the majority of patients being largely unaware
of active stimulation. Individuals who underwent VNS in the last 12 months experienced a slightly
higher than predicted number of adverse effects (such as throat discomfort and voice alteration)
after device activation, necessitating early tailoring of stimulation parameters to minimise adverse
effects.
At longer-term follow-up the most common adverse effects in Dundee patients have been:

Voice alteration (36.4%); Throat Discomfort (27.3%); and Facial Numbness (9%). All adverse effects
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are stimulation-related and are generally tolerated. There have been no instances where adverse

effects have necessitated discontinuation of active stimulation. Magnet use” is infrequent.

? patients are given a magnet which can be used to temporarily stop active stimulation in response to
problematic adverse effects.
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| 6. Waiting Times

\ 6.1 Introduction
The national standard for patients referred by a GP to be seen at a new outpatient appointment is
for this to occur within 18 weeks of receipt of referral at hospital from 31 December 20073, This will
be reduced to 15 weeks from 31 March 2009.
It is recognised that for referrals coming from outwith Scotland, assessment is dependent on
confirmation of funding being available and this frequently increases the time before a patient can

be appointed.

6.2 Waiting times from referral to assessment
Waiting times for 2008/09 are shown below in Table 9. All times are expressed (in weeks) from date

of referral received to the first appointed date for assessment.

Table9. Waiting times for the servicein 2008/09

Average waiting time
N from referral to
assessment (SD/ range)

23 10.7+6
Scotland

1 12.9

England/ Wales

Northern Ireland

Please note that the number of patients included in this table may be less than the total number of
assessments reported in Section 4.4 above.

6.3 Waiting times from assessment to surgery

All of our referrals come from consultant psychiatrists (rather than GPs) but we aim to see people
well within the NHS Scotland target of 18 weeks from referral to treatment. However, we have to
acknowledge that there are significant delays when patients are proceeding to neurosurgical
intervention. In all cases, it is appropriate and/ or necessary for the patient to have sufficient time to
make informed choices about such treatments. In many cases, additional treatment trials need to be

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

® http://www.isdscotland.org/isd/5628.html
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proceeding to ablative neurosurgery have to be reviewed by the Mental Welfare Commission for

Scotland.

However, we continue to keep the waiting times under review and aim to ensure that there are

no unacceptable delays in patients undergoing treatment.

6.4 Compliance with NHS Scotland Waiting Time Targets
In the last 12 months, four patients had a time from referral to assessment that exceeded 15 weeks.

Two of these were seen within 18 weeks of referral. Reasons for these delays are listed below.

6.4.1 Explanation of variances in waiting times for patienéxceeding thel5-week
: target

1) Intwo cases the patient cancelled their initial assessment and a further date was arranged.

2) Inone case, assessment was rearranged because the patient had been admitted to hospital.
They were seen after they had been discharged.

3) In a further case, additional information had been requested from the referrer and there was a

delay in this arriving.

] 6.5 Time from referral to assessment with regards to Mental Welfare Commission
We have also explored the times taken for the MWC to assess patients considered suitable for
neurosurgery following referral by the AIS. The MWC aims to see a patient within six weeks of
referral.

Data were available for 12 patients seen by the MWC between 2003 and 2008. Four were
English; seven were Scottish; and one was Irish. The median time taken between referral and
assessment was 63 days (45 — 107 days). Scottish patients were seen, on average, approximately 4
days quicker than English patients suggesting that place of residence is not a significant factor.

Dundee AIS are working with the MWC to ensure that delays in assessment are minimised.
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| 7. Quality of Care

\ 7.1 Formal Complaints

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

\ 7.2 Improving the Patient Experiencd®atient Satisfaction
We continue to collect patient satisfaction data on a routine basis. Patients are asked to complete
and return a questionnaire after outpatient assessments and inpatient admissions. Responses are

categorised and averaged as follows:

Score Represents
-2 Strongly Disagree Much worse
-1 Disagree Worse
0 Neutral Neutral
1 Agree Better
2 Strongly Agree Much better

: 7.2.1 New Assessments

The mean scores, for each category are given below in Table 10.
Tablel0. Results obutpatient satisfaction questionnaire

Category Mean Score No. of negative responseis

whole category

Attending the Service 1.15 5/108°
Assessment Process 1.44 3/84°
Quality of Assessment 1.5 2/96°
Overall Satisfaction 1.1 3/60°

‘One patient felt that they didn’t have suffici
expressed anxiety because they had insufficient information. Two patients found the department difficult to
get-to.

it difficult to complete the questionnaires. One patient did not find it helpful for their relatives to be seen as
well (our usual practice if consent is given).

“ Two patients felt thatt h e y  wrealved auffitiently in decision-making.

? Two patients felt less optimistic about treatment after assessment. O n e patient didn’t

*One patient felt that they didn’t receive suffi

had learnt anything new about their condition or treatment.
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We aim to use this information to improve patient care and the patient experience. Some issues,
such as lack of clarity about why they had been referred and perceptions about ease of finding the
service, are somewhat out of our control. However, we wish to ensure that the information we send
to patients is sufficient for most peapgptl e’ s neec
guestionnaires that we ask people to complete as part of the assessment.
Of course, it is difficult to ensure that all patients can leave us with a sense of optimism. Whilst
we endeavour to instil hope and provide a realistic perspective on the prognosis of theirillness, it is
acknowledged that some people have very difficult-to-treat illnesses and their outlook may not be as
they would wish. Since we collect this information anonymously, we do not know whether the
patient’s diagnosis affects such perceptions.
Overall, we are pleased that 75% of respondents found their attendance at Dundee AIS to be

‘ Btegr’ or ‘" Much Better’ than their previous outp

: 7.2.2 Inpatient Admissions
Responses to the inpatient questionnaire are given below in Table 11. Scoring is similar to that given

above, with higher scores representing greater satisfaction.

Tablell. Results of inpatient satisfaction questionnaire

Category Mean Score No. of negative responses in whol;
category
Stay in Ward 1, Carseview 1.62 2/77°
Quality of Care 1.80 0/63°
Overall Satisfaction 8. 7% of patients felt tha
or ‘Much Better’' than pre

one respondent rated thei

® One patient felt that they were unable to discuss issues with nursing staff during their one-to-one contact.
One patient did not feel as though they were oriented to the ward environment.
b Perceptions of quality of care were uniformly positive.

We are confident that the inpatient experience for our patients is a positive one, with positive

opinions about their care in terms of practical aspects of care and care quality.
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| 8. Best Value HealthcareClinical Audit and Outcomes

\ 8.1 Specific Issues

1 8.1.1 Survival Data
Survival following neurosurgical intervention was 100%.

: 8.1.2 Number of Hospital Acquired Infections

Number; None

Description  N/A

i 8.1.3 Number of Critical Incidents

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

8.2 Clinical Audit

8.2.1 Outcome Data
Please see Section 9 below for a detailed analysis of outcomes from NMD Procedures.

8.2.2 Patient Satisfaction

Please see Section 7.2 above for a detailed report on patient satisfaction.

8.3 Clinical Meetings

The team meets formally to discuss referrals, to review assessments, and to review care pathways
on a weekly basis. The team also have research meetings where current research activity is
discussed, along with reviewing treatment outcomes. In addition, members of the team present

relevant research at these meetings.
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| 9. Outcomes from NMD Procedures

\ 9.1 Introduction
In this report we aim to provide a summary of outcomes for patients reviewed in 2008/09. More
detailed reporting will occur on a regular cycle when the accumulation of more data makes this

process more meaningful.

9.2 Neurosurgery for Mental Disordeg Outcomes during2008/09

Eleven patients were reviewed during this reporting period. Their outcomes are shown below in
Table 12. Outcomes have been grouped by first and second procedure. It should be noted that the
reason for a second procedure is non-response to the first intervention.

It is encouraging to note that outcomes from a second procedure are favourable, with 2/4
patients achieving clinical remission by the time of follow-up.

Response rates for VNS (1/5; 20%) are lower than those reported in the world literature. The
most likely explanation is that the population undergoing VNS in Dundee are more chronic, disabled
and more treatment-refractory than participants in published clinical studies. Whilst not meeting
response criteria, one further patient experienced a significant reduction from baseline depression

scores.
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Table12. Outcomes from NND Procedures Follow-up in 2008/09

Indication for  First or second Weeks post %Change in  %Change in % Change in-Y

PIOEEEITE surgery procedure op HRSBEL7 MADRS BOCS FE R SO

45 ACING OCD 1% 260 - - -35% Yes No
202 ACING Depression 1% 105 -32.7% -2.6% - No No
62 VNS Depression 1% 316 -5.3% -12.1% - No No
88 VNS Depression 1% 162 -65.3% -65.9% - Yes No
90 VNS Depression 1% 160 -46.7% -15.4% - No No
141 VNS Depression 1% 162 -17.1% 0.0% - No No
189 VNS Depression 1% 57 +4.3% +36.0% - No No
10 ACING Depression 2" 103 +6.6% +11.4% - No No
61 ACING Depression 2" 54 -37.7% -18.6% - No No
82 ACING Depression 2" 106 -67.4% -53.3% - Yes Yes'
184 ACING Depression 2" 55 -98.0% -95.6% - Yes Yes

HRSEL7 = 17-item Hamilton Rating Scale for Depression; MADRS= Montgomery-Asberg Depression Rating Scale; YBOCS Yale-Brown Obsessive Compulsive Scale.

Depression CriteriaResponse s def i ned as a = 50% i mpr o-7ORee n50 % ni rbparsocev & meen ts ciorr eb BemsdibimefinéttReSaDr

HRSD < 7, or MADRS < 10.
OCD CriteriaResponsdsdefined as =235% i mpr oBOG.RemissionsaY-BO&SebcpneeY<s 10.

! On the basis of a HRSD-17 score of 7.
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| 10.Teaching and Research Activities

\ 10.1 Teaching activities

: 10.1.1 ConferencePresentations

10.1.1.1Royal College of Psychiatristdeneral Adult Psychiatry Falty Meeting.
Manchester, 1617 October 2008

David Christmas and Hamish McAllister-Williams from the Newcastle Affective Disorders Service ran
a joint workshop on the management of treatment-refractory depression. The workshop was
oversubscribed and was very positively received. The workshop will be repeated at the Faculty

meeting in Cardiff in 2009.

10.1.1.2British Association of Behaviour and Cognitive Psychotherapy (BABCP)
Conference, Edinburgh, August 2008

John Swan and Bob MacVicar delivered an introductory workshop on the Cognitive Behavioural
Analysis System of Psychotherapy (CBASP) the first psychotherapy designed for the treatment of
chronic depression at the August 2008 conference of the British Association of Behaviour and
Cognitive Psychotherapy (BABCP) held in Edinburgh.

The workshop addressed the difficulties of working with people with chronic depression and
the novel strategies, derived from the theoretical perspectives of the CBASP model, which assist the
clinician to deal with them within the therapeutic relationship.

The evaluation of the workshop was very positive.

: 10.1.2 Undergraduate Courses
1. Major Depression and Public Health — A Tayside Perspective. David Christmas. University of

Dundee M Pub Health Course, November 2008.

: 10.1.3 PostgraduateMeetings
1. Advancs in the Management of Chronic and Treatment Refractory Depre&sitmMatthews.

Glasgow Postgraduate Psychiatry Meeting March 2009.

2. Advances in the Management of Chronic and Treatment Refractory Depré&ssibmatthews.

Edinburgh Postgraduate Psychiatry Programme April 2009.
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10.2 Publications/Reports/ Theseg20082009

: 10.2.1 List of AlSrelevant publications (in press/ published)

1.

Matthews K, Christmas Neurosurgery for Psychiatric Disorders [In Press]. In: Gelder MG,
Lopez-lbor Jr JJ, Andreasen NC, Geddes J, eds. Oxford Textbook of Psychiatry. 2nd ed. Oxford:
Oxford University Press.

Christmas DMBCurran S, Matthews K Eljamel MSNeurosurgery for mental disorder, vagus
nerve stimulation, and deep brain stimulation. Psychiatry2009; 8: 139-143.

Anderson IM, Ferrier IN, Baldwin RC, Cowen PJ, Howard L, Lewis G, Matthews K McAllister-
Williams RH, Peveler RC, Scott J, Tylee A. Evidence-based guidelines for treating depressive
disorders with antidepressants: A revision of the 2000 British Association for
Psychopharmacology guidelines. J Psychopharmaca008; 22: 343-396.

Matthews K Coghill D, Rhodes S. Neuropsychological functioning in depressed adolescent girls. J
Affect Disord2008; 111: 113-118.

Wilkie MJ, Smith G, Day RK, Matthews K Smith D, Blackwood D, Reid IC, Wolf CR.
Polymorphisms in the SLC6A4 and HTR2A genes influence treatment outcome following

antidepressant therapy. Pharmacogenomics2d09; 9: 61-70.

Ridout, N., Dritschel, B., Matthews, K Mc Vi car , M. , Rei d, | . & O’ Ca

encoding task on memory for emotional faces in major depression [In Press]. Cognition and
Emotion

Cruickshank, G., MacGillivray, S., Bruce, D., Mather, A, Matthews, K & Williams, B. Cross-
sectional survey of patients in receipt of long-term repeat prescriptions for antidepressant drugs

in primary care [In Press]. Mental Health in Family Medicine

10.2.2 Grants

1.

PhD studentship - "Exploration of white matter tracts in patients with chronic, refractory mood
disorders treated by therapeutic lesions of the antecingulate and anterior internal capsule

using probabilistic neighbourhood tractography (PNT) modelling of diffusion tensor imaging (DTI)
data". This is a three year studentship funded by the Scottish Imaging Network: a Platform for

Scientific Excellence (SINAPSE)* consortium starting September 2009.

Small Project Grant from an Anonymous Trust: "Diffusion Tensor Imaging (DTI) Tractography to

investigate the Therapeutic and Adverse effects of Ablative Psychiatric NeuroSurgery

4 .
http://www.sinapse.ac.uk
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11. FinancialStatement

FUNDE2008/09 VALUES ANNUAL REPORT
WTE FIXED VARIABLE TOTAL BUDGET EXPEND VARIANCE
COST COST COST TO MAR TO MAR TO MAR
£ £ £ £ £ £
STAFF COSTS
MEDICAL
CONSULTANT PSYCHIATRIST 1.0 95896 95896 95896 98848 2952
1.0 95896 95896 95896 98848 2952
PTA
NEUROPSYCHOLOGIST (Band 7) 0.5 23195 23195 23195 5679 -17516
PSYCHOTHERAPIST 0.1 8452 8452 8452 8423 -29
0.6 31647 31647 31647 14102 -17545
NURSING
CLINICAL NURSE SPECIALIST (Band 7) 1.0 46038 46038 46038 46693 655
NURSE GRADE H (Band 7) 2.0° 82206 82206 82206 83269 1063
3.0 128244 128244 128244 129962 1718
ADMIN
GRADE 4 (Band 4) 1.0 23050 23050 23050 25423 2373
RECEPTIONIST GRADE 3 (Band 3) 0.5 9448 9448 9448 8044 -1404
15 32498 32498 32498 33467 969
TOTAL STAFF COSTS 6.1 288285 288285 288285 276379 -11906
INPATIENT STAY
INITIAL ASSESSMENT 8016 8016 8016 0 -8016
PRE-OPERATIVE CARE 24046 24046 24046 4723 -19323
NEUROSURGICAL CARE (PRE- AND POST-OP) 0
- ABLATIVE NEUROSURGERY (NINEWELLS) 7679 7679 7679 2516 -5163
- VAGUS NERVE STIMULATION (NINEWELLS) 3583 3583 3583 1677 -1906
POST-OPERATIVE CARE 0
- ABLATIVE NEUROSURGERY (CARSEVIEW) 30057 30057 30057 3838 -26219
- VAGUS NERVE STIMULATION
(CARSEVIEW) 4007 4007 4007 0 -4007
FOLLOW-UP (INC. MRI) 21773 21773 21773 1106 -20667
THEATRE COST
ABLATIVE NEUROSURGERY + VNS 15538 15538 15538 2702 -12836
VAGUS NERVE STIMULATION 58846 58846 58846 31936 -26910
TRAVEL 3598 3598 3598 3437 -161
MISCELLANEOUS COSTS 4223 4223 4223 1703 -2520
OVERHEADS
PROPERTY MAINTENANCE 16290 16290 16290 16290 0
CLEANING 4958 4958 4958 4958 0
HEAT, LIGHT & POWER 3062 3062 3062 3062 0
RATES 2490 2490 2490 2490 0
CAPITAL CHARGES 18347 18347 18347 18347 0
TOTAL NON PAY 45147 181366 226513 226513 98785 -127728
INCOME FROM ENGLISH HEALTH BOAF -67392 -67392
SERVICE TOTAL 6.10 45147 469651 514798 514798 307772 -207026

Notes

1. Alison Livingstone left in July 2008.
2. 1.8in post.
3. Irish: £14,598; English: £21,900.



| 12.Service Developments and Future Plans

\ 12.1 Service Development

: 12.1.1 Strengthening withinservice pathways
In order to build upon robust governance pathways between neurosurgical and psychiatric teams
within the service, referral pathways have been strengthened to ensure that all relevant information
is transferred before a patient is scheduled for surgery. In addition, we have ensured that copies of
relevant documentation pass with the patient.
Such procedures are important since many neurosurgical patients are not only outwith the

everyday care of the psychiatric team, but may also reside in another country.

: 12.1.2 Building links with local mental health services
Over the course of the last year, members of the service have met with local community mental
health teams in Tayside to provide an overview of the service and provide information on referral. It
is recognised that many National Services receive many referrals from services with greater
proximity to their base and it is recognised that good relationships with local services need to be

maintained.

- 12.1.3 Visits to specialist UK centres
Two members of the Advanced Interventions Service visited the in-patient Behavioural Cognitive
Psychotherapy Unit (BCPU) in Springfield University Hospital, Tooting Bec, London for a week in
December 2008.

The primary aims of the visit were to identify similarities and differences in referral criteria,
clinical and psychological assessment, characteristics of the patient population, psychotherapy
delivery and research activity. In addition it was an opportunity to share and network with our
colleagues who work in the English service.

The BCPU provides Level 6, (NICE stepped care model), inpatient or intensive treatment for
people with obsessive-compulsive and/ or body dysmorphic disorder and is funded separately by the
Department of Health in England. The Behavioural and Cognitive Psychotherapy Unit is headed by Dr
Lynne Drummond and the team comprises of psychiatrists from training grades to consultants,
nurses and specialist CBT therapists.

The AIS staff participated in the video conference intake meeting for the National Specialist
Service. Patients can be referred by existing routes to individual units (either Dr Lynne Drummond
at the Behavioural Cognitive Psychotherapy Unit, Springfield Hospital, London; Professor Paul

Salkovskis at Centre for Anxiety Disorders and Trauma of The Maudsley Hospital, London; Dr David
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Veale at the Anxiety Disorders Residential Unit, The Bethlem Royal Hospital, Beckenham or Professor
Naomi Fineberg at Queen Elizabeth Il Hospital, Welwyn). All referrals must be made from local
community mental health teams (CMHTSs). We had a helpful discussion about referral criteria which
are in line with those of the Scottish service.

In addition we had an opportunity to participate in an in-patient therapy group, an in- patient

review meeting, a research meeting and a discussion with the lead CBT therapist.
Conclusioss:

There are differences in the total number of patients who are referred and treated which reflects
the population differences between Scotland and England. It was noted that the BCPU has treated
and was planning to offer treatment to patients who reside in Scotland under Extra Contractual
Referral (ECR) arrangements.

The referral criteria, designed to select patients who are resistant to standard evidenced-based
medication and CBT treatments are shared by both services and adhere to guidance from NICE
(National Institute for Health and Clinical Excellence, 2005).

As with those patients with OCD referred to the AlS, there are generally high levels of
complexity, severity and significant levels of co-morbidity in the patients who are deemed suitable
for in-patient treatment.

The rating scales used to assess symptom severity are similar, but the AlS is now considering
the addition of the Padua Inventory (Sanavio, 1988) - an additional measure routinely used by the
BCPU. There are reports in the literature suggesting the psychometric properties of this scale offer
some advantages as an additional measure of OCD symptoms.

The primary model of psychotherapy, which we share with the BCPU, emphasises the role of
sustained high intensity Exposure and Response Prevention in the treatment of Obsessive
Compulsive Disorder. The BCPU shares in-patient accommodation with patients from other services.
The service in Scotland utilises beds in an acute psychiatric admission ward for the inpatient
treatment of people with severe and difficult to treat obsessive compulsive disorder. Both services
recognise the challenges of delivering inpatient exposure and response prevention in these
circumstances. Both services acknowledge that this is a compromise between what is therapeutically
optimal and the constraints that exist on accommodation within the NHS.

We would like to extend our thanks to all members of the BCPU clinical team who made our

stay informative and interesting.
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: 12.1.4 Developing links withThird Sector Organisations
As part of our strategy to develop closer links with the Voluntary Sector organisations involved with
our patient population, we have had several helpful meetings with the organisers, patients and
carers involved in OCD Action’ and Depression Alliance®. Our aim was to help to raise awareness of

our service and offer any support required.

12.1.4.1Depression Alliance

Depression Alliance is the leading UK charity for people affected by depression. It is a user-focussed
organisation, which works to relieve and prevent the condition by providing information; support
services and self help groups. They also work to reduce stigma and give accurate information about
depression to help people access appropriate help when required.

In February this year, we visited Depression Alliance, Scotland based in Edinburgh. Our aims
were to exchange ideas and develop relationships. We plan to attend the Dundee self help group in

the near future.

12.1.4.20CD Actia

OCD Actiois the leading national charity for Obsessive Compulsive Disorder. It provides support
and information for people affected by OCD and their carers. There are 2 self-help groups in
Scotland.

In July 2008 we had several meetings with the organisers of the Edinburgh group, who are
based within the Healthin-Mind organisation’ in Edinburgh. The purpose of our meetings was to
explore experiences of the availability of helpful, evidence-based assessment and treatment options
nationally for people who experience severe OCD.,

We have also discussed the lack of funding available to sustain the OCD Actiosupport groups
and possible sources of funding to investigate. We have put the director of Healthtin-Mind in touch
with our NSD Programme Manager to further investigate funding for a worker to continue the OCD
group.

In addition to this we have attended two of the self-help groups to offer information about our
service and to listen to sufferers and carers experiences of accessing help with their condition. We

remain in contact with this service.

> http://www.ocdaction.org.uk
® http://www.dascot.org
7 http://www.health-in-mind.co.uk
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12.2 Future Plans

12.2.1 Research collaborations

In the last year, Dundee AIS have had productive discussions with device manufacturers about
participation in international multi-centre clinical trials of Deep Brain Stimulation (DBS) for both OCD
and Depression. These have led to the prospect of Dundee becoming a centre offering DBS as part of

two clinical trials. It is hoped that we will be able to start recruiting towards the end of 2009.
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| 13.Summary and Conclusions

Dundee AIS continues to report clinically significant outcomes for a population of patients
undergoing neurosurgery where all previous treatments have failed. We are pleased to report that
favourable numbers (50%) of patients undergoing a second neurosurgical procedure for depression
are able to achieve clinical remission.

Adverse effects for VNS are in line with those reported in the world literature, and consistent
impairments in neuropsychological function after anterior cingulotomy have not been found, even
after a second procedure. We are therefore gaining important experience and confidence in
recommending a second procedure if the first one fails to achieve response. We hope that this

information can provide a degree of confidence for patients and referrers alike.
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| 14. Appendix1 ¢ Treatment recommendations prior to ablative neurosurgery

These recommendations are up-to-date at the point of writing (May 2009), but they may change
depending on the emergence of compelling new clinical evidence. Please check our website for the

most up-to-date recommendations.

14.1 Depression

. 14.1.1 Physical Treatment Methods
As a guiding principle, all of the physical treatments that have been shown to be effective in
Wi NB [-rasstanyRiS LINS (praféradlyitrandomised, controlled trials) must have been tried in
adequate dosage for an adequate period. In general terms, this will reflect the prescription of
antidepressant drugs within, or above, the dose range recommended by the British National
Formulary (BNF) for a period of at least six weeks.
It is important to note that a proportion of individuals with chronic, refractory depression will

have unrecognised or undecl ar ed’ Bi pol ar Disorod

appl i c dipolandepressfich “t r e at me nstpartoftthe atewvgrk fe sreatment
‘adequacy’ prior to ablative NMD.

At present, the use of plasma drug concentration monitoring (where possible) is not included as
a mandatory requirement, but is sometimes desirable. Most patients referred for assessment will

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

WS & & $efotieorbckefling to ablative surgery.

The minimum inclusion criteria for neurosurgery are:
1) Atl east two ‘adequat e’ trigydidamtidepressanodrug. One e thdseme nt wi t

trials must be with either clomipramine, imipramine or amitriptyline.

2) Atl east two ‘adequate’ cour ses -gptakeinhibftaat ment wi t
(SSRI).
3) Atl east one ‘adequmntt ewi tcloua s‘eclodssirealt memonoami

not Moclobemide).

4) At least one of the above (TCA, SSRI or MAOI) plus lithium carbonate augmentation for a period
of 4-6 weeks with a 12-hour post-medication plasma lithium level of 0.5-0.8 mmol/L.

5) Atleastone WI R S ljcdaksdioSt@atment with a tricyclic antidepressant drug as defined
above plus thyroid hormone augmentation for a period of 6 weeks. This involves the
administration of liothyronine sodium/ T3 hormone (not T4 [at a dose up to 20 micrograms
three-times-a-day.]. Failure to respond within 6 weeks ought to lead to termination of T3
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6)

administration. Where the patient is known to suffer from hypothyroidism and is taking
replacement T4 (biochemically euthyroid), this strategy of T; augmentation is still advised.

At leasttwo WI R S ljcdatsds & eatment with an antidepressant drug as defined above, plus
the prescription of two atypical antipsychotic drugs for a period of six weeks at a dose within the
BNF recommended range. There is probably greatest evidence to support the selection of
olanzapine and risperidone, although others (quetiapine, amisulpride, aripiprazole) may be
worth considering. Where psychotic symptoms are prominent in the clinical presentation, trials
of both typical (e.g. Flupentixol) and atypical antipsychotic drugs should be considered.

At leasttwo WI R S ljtdals ¢f Se@roconvulsive therapy (ECT), spaced 6 months apart.
Adequacy in this context is defined as a minimum of 12 bilateral applications of ECT with
recorded evidence of seizure duration exceeding 15 s per treatment. Failure to respond is
defined as either no clinical response, minimal clinical response or a brief response with relapse
within a period of four weeks, despite adequate antidepressant maintenance treatment. Where
available, and considered more acceptable/appropriate for the patient, a trial of high dose
unilateral ECT (5 times seizure threshold) can substitute for bilateral ECT.

At least one WI R S ljcdatsdioft@atment with an antidepressant drug as defined above plus
the essential fatty acid ethyl-eicosapentaenoate (EPA) at a dose of 1g per day.

At leastone WI R S ljcdatsdioft@atment with an SSRI as defined above plus the addition of

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

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

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

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

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

includes olanzapine (5-20mg/day) and quetiapine (300-600mg /day). NB there is also some
preliminary evidence for increased response rates in the treatment of Bipolar | depression where

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

12) At least one of the following:

a) Combination therapy with clomipramine, lithium carbonate and L-tryptophan. The
clomipramine to be administered at the maximally tolerated dose (150-250 mg/ day), with a
12 hr post-medication plasma lithium level of 0.5-0.8 mmol/I. This ought to be administered
for a minimum period of 6 weeks.

b) Combination therapy with phenelzine, lithium carbonate and L-tryptophan. The phenelzine

to be administered at the maximally tolerated dose (45-90 mg / day), witha 12 hr post-
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medication plasma lithium level of 0.5-0.8 mmol/I. This ought to be administered for a

minimum period of 6 weeks.

: 14.1.2 Alternative Recommended Pharmacological Treatment Strategies
Desirable but not essential prior to ablative NMiher: an absence of unequivocal evidence of
efficacy in TRD, or, only suitable for selected patients on the basis of increased risk to physical
health:

1) Prescription of an antidepressant drug beyond Becommended maximum daily dose

a) For example, gradual escalation to highest tolerated dose of venlafaxine (>500 mg / day).
Beyond 375 mg / day, weekly ECG recordings are advisable, with regular BP monitoring
required beyond 200 mg / day.

b) Alternatively, gradual escalation to highest tolerated dose of imipramine (>300 mg / day).
Similar close physiological monitoring is required. Measurement of plasma levels may be
indicated, with a target concentration of 200-250 ng/ml. This ought to be continued for 6
weeks.

c) Combination of venlafaxine (375mg/day or maximally tolerated dose) with mirtazapine (30-
45mg/day) with appropriate physiological monitoring (BP measurements and ECG
recordings)

2) Psychostimulant Drug Treatment

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

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

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

14.1.3 Psychological Treatment Methods
1) At least one sustained trial of structured, manualised, cognitive-behavioural therapy of 20
sessions duration (with either a cognitive or a behavioural emphasis), with long-term follow-up.
Treatments ought to be delivered by a therapist with British Association for Behavioural and
Cognitive Therapies (BABCP) accreditation. Where there is significant doubt over the adequacy
of previous trials of psychological treatment, it may be appropriate to offer the patient at least a
brief trial of a suitable psychological therapy. In some cases, this might suggest that a more

intensive course of therapy ought to be instigated in either Dundee or elsewhere.
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14.2 ObsessiveCompulsive Disorder (OCD)

: 14.2.1 Physical Treatment Methods
As a guiding principle, all of the physical treatments that have been shown to be effective in OCD
(preferably in randomised, controlled trials) must have been tried in adequate dosage for an
adequate period of time. In general terms, this will reflect the prescription of antidepressant drugs
within, or sometimes above, the dose range recommended by the BNF for a period of 12-16 weeks.
Treatment gains can accrue slowly and premature termination of treatment trials should be

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

trials. The following represent those deemed ' es
The minimum inclusion criteria are:

1) At least one course of treatment with the tricyclic antidepressant drug clomipramine for 12-16
weeks in a dose in excess of 150 mg/day. Except in exceptional circumstances, the dose should
be titrated upwards towards a target of 250 mg/day (or above) depending on tolerability.
Compliance may be determined by plasma level estimation where deemed necessary.

2) Atleast two courses of treatment with different selective serotonin re-uptake inhibitors (SSRI's)
(fluoxetine, fluvoxamine, paroxetine, citalopram, sertraline or escitalopram) at a maximally
tolerated dose for a period of 12-16 weeks. This may involve the prescription of these drugs at a
dose in excess of the BNF maximum recommended dosage. Other than in exceptional
circumstances, ALL of the drugs from the SSRI class ought to be tried, sequentially, in full dosage
(or maximum tolerated dosage), for an adequate period of time. (the target dose for fluoxetine
would be at least 60 mg/day, fluvoxamine at least 300 mg/day, sertraline at least 200mg/day,
citalopram at least 60 mg/day and paroxetine 60-80 mg/day).

3) Asingle trial of a maximally tolerated dose of the serotonin and noradrenaline reuptake inhibitor
venlafaxine.

4) At least one trial of clomipramine or an SSRI plus antipsychotic drug augmentation for a period
of 12 weeks. Please note — antipsychotic drugs are not effective as monotherapy for OCD and
should be avoided other than as augmenting agents. The drugs which have been demonstrated
to exert some benefit in resistant OCD are risperidone (up to 3mg daily) and quetiapine (up to
200-300mg daily).

5) The value of olanzapine, amisulpride and clozapine is uncertain. Clozapine has been reported to
provoke OCD symptomes, in the absence of co-morbid schizophrenia, should generally be
avoided. (NB: older antipsychotic drugs such as pimozide and haloperidol may be tried

particularly where OCD is co-morbid with Tic disorders or psychotic symptoms).
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6) Itis also anticipated that additional strategies may have been tried (e.g. combination of two
SSRI'"s or SSRI with c¢clomipramine, i ntravenous
absolute requirements. There is insufficient evidence upon which to base a recommendation for
a trial of either ECT or transcranial magnetic stimulation (rTMS) for refractory OCD. However, for

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

14.2.2 Psychologicalreatment methods
1) Atleast one sustained trial (>26 weeks) of exposure and response prevention under the
supervision of a BABCP-accredited therapist (minimum therapist contact time 90min per week).
Whenever possible, we would expect a period (12 weeks) of in-patient behavioural therapy,
conducted in a specialist unit. However, many sufferers are unwilling, for a variety of reasons, to
consent to this. Cognitive therapy can also be an effective adjunct to exposure treatment if
intrusive thoughts and ruminations are prominent. Again, trials of cognitive therapy ought to be

conducted under the supervision of a BABCP-accredited therapist.
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