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Foreword

We are pleased to report the activity and outcomes of the Dundee Advanced Intemgi8&rvice
(AIS) in this, our 2010 Annual Report. The National Services Division will be adopting a new report
format from 2010/11 onwards, and this report will adopt mdsti{ not all) of the new sections. It
should be noted that not all of the new seati®map onto the activity of the AlS.
In our 2008 Repott we provided detailed background information about the interventions
delivered along with considerations of the legal framework within which Ai8operates.
Interested readers are invited to reféw our 2008 Report for more detailed information on the
interventiong. In addition, upto-date information on the service can be obtained from our website.
Finally, as previously, in order to ensure that readers have access to our current treatment
recommendations, we continue to include our treatment recommendations for Obsessive

Compulsive Disorder (OCD) and major depression in Appendix 14page

! http://ww.advancedinterventions.org.uk/pdf/AIS_Annual_Report_2008.pdf
% All of our reports are available dittp://www.advancedinterventions.org.uk/library AIS_reports.htm
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Executive Summary

Introduction

The Dundee Advanced Interventions (Neswurayery 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.

1 Activity

Actual Planned
Assessments 29 24
Vagus Nerve Stimulation 1 7
Anterior Cingulotony 1 5
Follow-up 11 12

There were 5 followup assessments for ablative procedures and 6 follpw for VNS in this

reporting period.

1.1. Referrals

Forty-two referrals were received during the reporting period (18 men and 24 women); with a mean
age of 46.8 yea. A number were not considered to fall within the remit of the service and advice on
further management was provided to the referrer.

There were 2 (4.8%) referrals from England, and 40 (95.2%) from Scotland.

1.2. Assessments

Twentynine assessments were conttad during the 2009/10 financial year. Fourteen men and 15
women were seen, with a mean age of 49.5 years (range@8532 years). Two assessments were
conducted outwith the SLA.

Approximately 50% of patientseada diagnosis of unipolar major depressi@amd approximately
20% of patienthiada primary diagnosis of obsessiwempulsive disordeiOther disorders made up

the remaining 30% of assessments.
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1.3. Procedures

One Anterior Cingulotomy and one VNS implantation were performed during 2009/10. Bothtpatien

came from Scotland.

’ 2 Mortality Data

There were no deaths, no pesperative infections and no significant adverse events during the

reportingyeatr.

’ 3 Waiting Times

The average (xSD) waiting time (from referral to assessment) for Scottish patier82# a4
weeks.This is slightly less than the previous year, but may reflect levels of adfithigre 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.

4  Quality ofCare

4.1. Formal Complaints

There were no formal complaints.

4.2, Improving the Patient Experience Patient Satisfaction

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

the overwhelming majority reporting positivexperiences of the service.

5 Best Value Healthcare Clinical Audit and Outcomes

5.1. Outcome Data

Of the 5 patients who had undergone Anterior Cingulotomy and were followed up in 2009/10, two

met criteria for response, and one met criteria for remission (catieganot mutually exclusive). All

patients undergoing ablative neurosurgery experienced variable degrees of symptom reduction.
Of the 6 patients who were reviewed following VNS, none met criteria for response or

remission Two patients had modest symptomprovement at followup. It is recognised that this is

a very refractory population, and the service continues to collect very detailed outcomes from all

patients.
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6  Teaching and Research Activities

Members of the team continue to deliver presentationsadbcal and national level. Members of
staff have been very active from a research perspective, publishing extensively irepiesved
journals, contributing to textbooks in psychiatry, and contributing to national clinical guidelines.

In addition, the sevice contributes to undergraduate and postgraduate teaching programmes
(local and national) anishdividualshave supervised projects at an undergraduate and postgraduate
(PhD) level.

7  Service Developments and Future Plans

Agreements, in principle, have beeeached for our service to participate in an international,
multicentre, clinical trial of Deep Brain Stimulati@i®BS) for refractory depression, which will
hopefully begin recruiting later in 2010. This will enable us to not only advance patientutaats®d

to develop patient choice in this clinical area. Uniquely, in Dundee, we will have the opportunity to

evaluate the outcomes for this DBS alongside those for other neurosurgical therapies.

8 Summary and Conclusions

Although neurosurgical activity ir029/10 is less than that of 2008/09, it is recognised that such
activity varies from one year to the next. In addition, the level of activity is dependent upon the
nature of the patients referred, and it remains the situation that in many cases, furteaiment
recommendations argiven before the patient may return for consideration for a neurosurgical
intervention. Further, surgery rates for the next reporting period are predicted to be higher, with a

number of patients already on the pathway for nesuegery.
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Section A: The Advanced Interventions Service

Al. Overview of the Service

The Dundee Advanced Interventions Service provides comprehensive, multidisciplinary clinical
assessments for patients referred with chronic, treatmeefractory depression and Obsessive
Gompulsive Disorder (OCD).

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

provided with comprehensive, bespoke, treatment plans that best meet those needs.

Al.a) What is Neurosurgery for Mental Disorder?

Thestandarddefinition of Neurosurgery fokental Disorder (NMD) ithat provided byThe Royal

College of Psychiatrists:
Gl adzaNBAOIf LINPOSRANB F2NJ 6KS RS&AGNHzOGA2Yy 27
specific mental disorders carried out by a stereotactic or other method capable of
mal Ay3 |y I O0dz2NT (S [(RbylalC&IaGE of Bsychidtristd, RBO)f SA A 2 y €

This definition is mst relevant to ablativglesionbased)neurosurgery procedure@dor example-
P'YOGSNA2NI / Ay3dzZ 2G2Y@0d | 246 S 3S NBonlefobbase NY Wbas5Q A
neurosurgicaprocedures such as Vagus Nerve Stimulation (VNS) and Deep Brain Stin{0IB®).

Howeverthe term NMD does not includether, nortneurosurgical, brain stimulation techniques

such aslranscranial Magnetic Stimulation (TMBMS or Direct Current Stimulation (DCS).

_Alb) Designation as a National Service

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

We have now been operating as a full service for three years.
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A2. Description of Paent Pathway

A2.a) Target Group for Service

The service exists to provide specialist assessment and treatment efwiopatients with severe,
chronic, treatmentrefractory depression and OCD. Although chronic depression is usually defined as
unremitting symptans for at least two year§American Psychiatric Association, 1934 patients
we see are defined not only by prolonged joels of illness, but also by having not responded to a
range of pharmacologica (g.antidepressants), physica..ECT), and psychologicald.
CognitiveBehavioural Therapy) treatments.
It should be noted that tertiaryevel serviceSfor patients wth mood disorders (e.g.
depression), and anxiety disorders (e.g. OCD) do not exist in Scotland. Dundee AIS, whilst operating
to some extent as a quaternary service, will often assess patients with complex mood and anxiety
disorders for whom there is unceinty about diagnosis or management. In soim&ancesweare
also askedo seehealthcare staff with complex mental health problems (typically mood disorders)
Whilst this means that some patientsferred to the Al3night be at low likelihood of
progressing to neurosurgical interventioit,does mearthat: 1) Patients for whom future treatment
is uncertain are able to benefit from a specialist, mdisiciplinary assessmerand2) we may
become involved with patients who will latenter a neurosurgicaireatment pathway, but at an
earlier stage. This improves communication between clinical sepyicegides improved clinical

care for patientsand facilitates decisiomaking at a later date.

- A2.b) Referral

Referrals to theAlScome from consultant psychiastis who willusuallyretain clinical responsibility
for the delivery ofpatient careduring the assessment process. \enot usually accept referrals
from psychiatrists working in the private sector, but woirldteadmake recommendations for
transfer ofcare to the NHS.

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.

Referals are accepted from throughout the UK and Ireland. We would recommend that
referrals from outside of the UK are only made followdtegailedprior discussionin some cases, we

are able to advise on accessing comparative services within the refertimgrgo

% Tertiary services are defined by seeing patients who do not respond to secondary care (i.e. community
mental health teams and inpatient treatment) services.
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We anticipate that patients will normally be able to travel to Dundee for assessment. However, it is
acknowledged that there are clinical circumstances where it is better for us to travel to conduct the
assessment:
1) Where the patient igurrently a hospital inpatient and travel to Dundee may be impractical.
2) Where the patient cannot attend for reasons such as: infirmity, risks related to mental state,
legal status, or inability to leave home.
3) Where it is considered of additional importanieassess the patient at home. For example,
in the case of severe obsessisempulsive disorder.
laaSaaySyda oAttt dzadatfte GF1S LIXIFOS 20SNI KS
we will have reviewed all available casstes so that v have as much information agssible 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 rate the sgvefrillnessand associated
disability.

In the afternoonanexperienced psychological therapist will focus on the previous

psychological therapies that the patient has received explores thelJ G A Sy 1 Q& of SELISNRA Sy O

these. After revievof all relevaninformation, we meetwith the patient to provide feedback oour
clinical opinions and to summarise and explaintifeatment recommendations we are likely to
make. This is an opportunity for the patiesmid accompanying carer or relatit@ask questionsand
to seek furtherclarification

For referrals of patients witeevere, disabling OCD, it is often better to conduct the evaluation
at home or elsewhere in their local environment. This may, therefore, require a series of visits by
several members of #AIS team.

Following assessment, each patient and referrer is provided with a detailed clinical report on
diagnosiswith advice on future management that will commonly include the combination of
evidencebased pharmacologicédirug)and psychological #rapies. For some patients the

treatment recommendations may also include neurosurgical interventions.

. A2.d) Neurosurgical pathway

The pathway from referral, via assessment, to neurosurgery is shown in simplifietbébomin

Section EReferral and Treatment Pathwaly is often the case that patients will be reviewed in
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Dundeeon several occasiorsefore settledagreement is reached to proceed with neurosurgery.
Further cae planning may involve additional visits with the patient and/ or the local psychiatric

services,

- A2.e) Followup
All patients who have undergone neurosurgical intervenaoareviewed by the service at 12
months, 24 months, and 5 years. In addition, the te&@iirl Ay O2y il OG 6AGK (GKS
service, and rating scales completed prospectively help to praadglementanjinformation on
GKS LI GASYGQa LINRPINBaao
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Section B: Quality Domains

B1l. Efficient

- Bl.a) Report of Actual versus Planned Activity

Tablel below shows the summary of activity for the service during 2009/10.

Tablel. Overview of Activity Data for Year Ending May 2010

Actual Planned

Assessments 29 24
Vagus Nerve Stimulation 1 7
Anterior Cingulotomy 1 5
Followup 11 12

Bl.a.l. Follow-up Assessments

Followups (ACING): 5

Followups (VNS): 6

. Bl.a.2. Referrals

Forty-two referrals were received during the reporting period (18 men and 24 women); with a mean
age of 46.8 years.

A number of referrals, after careful considdat, were not considered téall within the remit
of the service and thiwas discussed with the referrasften with advice on further management.
One individual did not attend their assessment, and after further discussion with the referring
psychiatrist it was agreed that we would not proceed with the referral at the current time. One

referral during the reporting periotlas beerseen in the 2010/11 financial year.

: Bl.a.2.1. Referring NHS Organisation

Table2 below showshe referring NHS Organisation. In total, there were 2 (4.8%) referrals from
England, and 40 (95.2%) from Scotland.
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Table2. New Referrals NHS Organisation referring

NHS Organisation Country RZ]%r(r);Is
NHS Dumfries and Gaway Scotland, UK 1
NHS Fife Scotland, UK 8
NHS Forth Valley Scotland, UK 1
NHS Grampian Scotland, UK 5
NHS Greater Glasgow and Clyde Scotland, UK 5
NHS Lothian Scotland, UK 3
NHS Tayside Scotland, UK 17
Southampton City Primary Care Trust Englang UK 1
West Kent NHS and Social Care Trust England, UK 1
Total 42

Two referrals were made out with the Service Level Agreement (SLA) and required funding from the

referring NHS organisation.

' Bl.a.3. Assessments

Twentynine assessments were camtted during the 2009/10 financial year. Fourteen men and 15

women were seen, with a mean age of 49.5 years (range@8532 years).

Bl.a.3.1. Referring NHS Organisation

The NHS organisation (Board or Primary Care Trust) responsible for each assessment islslown be
in Table3. Please note that NHS organisation names can change (and frequently do) and the name

shown is the one at the time of referral/ assessment.

Table3. New Assessments: Referring NHS Organisation

NHS Organisation Country assNeZ.src:enF
NHS Dumfries and Galloway Scotland, UK 1
NHS Fife Scotland, UK 3
NHS Forth Valley Scotland, UK 1
NHS Grampian Scotland, UK 2
NHS Greater Glasgow and Clyde Scotland, UK 6
NHS Lothian Scotland, UK £
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NHS Organisation Country assNez.s?r:ents
NHS Taside Scotland, UK 11
Health Service Executive, Western Area (Eire) Eire 1
West Kent NHS and Social Care Trust England, UK 1
Total Number of Assessments: 29
No. of assessments not covered by SLA: 2

Bl.a.3.2. Diagnosis of Patients Assessed

Thedistribution ofprimary diagnostic categasfollowing assessment is shown belowTiable4.
Secondary (or additional) diagnoses are not listed. The main categories of diagnesisearially
unchangedrom previous yeawith approximately 50% of patients having a diagnosis of unipolar
major depression, and approximately 20% of patidraging gprimary diagnosis afbsessive

compulsive disorder.

Table4. Category of Diagnosis for New Assessments

Diagnosis No. of %
patients

Organic Disorders 1 3.4%
Psychotic Disorders 0 0%
Bipolar Affective Disorder 3 10.3%
Depressive Episode 4 13.8%
Recurrent Depression 8 27.6%
Obsessive Compulsive Disorder 7 24.1%
Other Anxiety Disorders 3 10.3%
Other 2 6.9%
Peronality Disorder 1 3.4%
Total 29 99.80%

Note that percentages do not sum perfectly due to rounding.
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Bl.a.4. Procedues

A summary oheurosurgicaproceduresperformedis given below ifTableb.

Table5. Procedures performed in 2062010

Anterior Cingulotomy (ACING)

As first operation: 1
As second operation 0
Total: 1

Vagus Nerve Stimulation (VNS)
As first operation:
As second operation

Total:

N | O B

Total number of Procedures:

: Bl.a.4.1. NHS Organisation Referring for/ funding Surgery

The referring NHS Organisation for neurosurgical patients is shown belabliet.

Table6. NHS Organisation responsiblerfbleurosurgical patients

NHS Organisation Country Procedure
NHS Grampian Scotland, UK VNS
NHS Lothian Scotland, UK ACING

Bl.a.4.2. Procedures not covered by SLA

During this financial year, no procedures were undertaken outwith the SLA.
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Bl.a.5.1. Inpatient Exposure and Response Prevention (ERP)

The service delivered a bespoke inpatient programme of ERP to one individual from NHS Greater
Glasgow and Clyde. The inpatient admission was of 39 days duringug@egiprogramme). On
admissionthe Y-BOCScoré was 34 and on discharge it was 22, a reduction of 12 points. A
reduction of 35% or more is considered a treatment response, so the patient was a respotfuer to
inpatient ERRreatment programmeThis treatment programme was provided as an altérreto

the patient having to travel to the next nearest specialist ingattiunit for patients with OCD:

London.

Bl.a.5.2. Durations of Inpatient stay

Details of inpatient admissions are shown below able7. Mean scores are not givers ¢éhe total

number of inpatient admissions was too small.

Table7. Duration of inpatient stay(all categories)

Type of Admission {[ ! NonSLA

Mean inpatient stay all NMD patients, Carseview (days) - - -
Total inpatient stay, all NMD patients, Ward 23B (days) 2 3 -
Mean inpatient stay all NMD patients, Ward 23B (days) - - -
Total inpatient stay, Inpatient ERP, Carseview (days)* 1 - 39
Mean Inpatient stay; Inpatient ERP, Carseview (days)* - - -
Total inpatient stay, Other, Carseview (days) 0 - -

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

W {[! AYRAOIFGSa GKIG OKSLeteR\grdeinanh 2y ¢l & LI NI 2F (GKS
* Inpatient ERP is not incled in the SLA and must be funded by the referring NHS organisation.

* YaleBrown Obsessiv€ompulsive Scale, the gedtandard rating scale for OCD. Scores range from 0 (no OCD
symptoms) to 40 (extreme symptoms).
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Thebalance of activities wass ever, largely dictated by the nature of the referred patients. As we
know from earlier repoling periods, it is not uncommon for surgical procedures to be offered at low
rates one year and higher rates the next. Surgery rates for the next reporting period are predicted to
exceed those for 20020. At the time of writing (May 2010), one patient hlbsen approved for

surgery by the Mental Welfare Commission, and two await visits by the MWC.

. Bl.b) Resource Use

Due to a lower level of neurosurgical activity in this financial year, the service is underspent for the

2009/10 financial year. Details of inpatiesdmissions are given above in Sectiiha.5.

: Bl.c) Finance and Workforce

Bl.c.1. Financial Report

This is includetielowin Section DEinancial Statement

. Bl.c.2.  Workforce

The staff members are listed belowTable8.

Table8. Team members as of May 2010, listed alphabetically

Name Title/ Role

Dr Karim AbdelAziz ST5 in Psychiatry

Dr Ruth Breen Clinical Naropsychologist

Dr David Christmas

Dr Rob Durham
ProfessorM. Sam Eljamel
Bob MacVicar

Anne Mather

Patricia Mclntosh
Professor Keith Matthews
Professor Douglas Steele
Margaret Stewart

John Swan

Consultant Psychiatrist

Senior Lecturer in Clinical Psychology

Consultant Neurosurgeon

Clinical Nurse Specialist

Senior Mental Health Nursend Systemi€amily Therapist
Administrator

Professor of Psychiatand Honorary Consultant Psychiatrist
Professor of Neulionaging andHonoraryConsultant Psychiatrist
Medical Sexetary

Clinical Lecturer and Cognitive Behavioural Psychotherapist
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Title/ Role
Karen Walker Senior Mental Health Nursend Cognitive Behavioural Psychotherapi
Fiona Wilson Senior Mental Health Nursand Cognitive Behavioural Psychotherapi
Kath Yates Top Grade Psychotherapi®sychodynamic Psychotherapy)

At present Anne Mather is on ay2ar career break and is currently working within Child and
Adolescent Services in Vancouver, Canada. Karen Walker was seconded to the service in August
200 tocolS NJ T2 NJ | vy K&e&has a Saniar Ea@& Murse and Cognitive Behaliour
Practitioner with experience working in a range of mental health settings. Latterly she worked in the
Community Mental Health Teams in Angu®rkingwith adults experiening severe and enduring

mental health problemsn particular people with depressive ilinesses.

The HEAT targets most relevant to the service are those related to access (waiting; tiords3r
details are given belv in SectiorB4.a)

In addition,it should be noted thatlue to the plannedinnualreviews that the service
undertakesfor all patients treated within a surgical pathwayS admissions are oftemisclassified
asdreadmissiose when the HEAT readmission rates for NHS Tayside are being calculated. The
service has had discussions with the Mental Health Collaborative in retattbis sothat the

readmission calculationsithin NHS Taysidare as accurate as possible.

B2. Effective
The service assesses clinical effectiveness in a range of domains, and these are reported below.

- B2.a) Clinical Audit Programme

B2.a.1. Multi-disciplinary team meetings

Thecontinuousreview process governing all aspects of patient outcomes essiat the AlS is able
to track patient progress closely, andnwork with patients, their families, and their care teams to
maximise recovery and outcomes following neurosurgery.
The service has weekly multidisciplinary team meetings which embrace a range of activities:
1) Reviev of current patient pathways, team discussion about treatment issues, and allocation

of referrals. Followup reviews are scheduled and inpatient admissions are planned.
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2) Case discussions where issues have arisen in the treatment or management of particula
patients.

3) Research meetings where team members will present either their own research, or review
recent scientific papers of relevance to the service. In addition, the research activities of the
service are discussed and updated.

The multidisciplinary metings are chaired; have an agenda; and minutes are taken. The minutes
reflect the current status of all patients involved with the service and mirror the patient pathway.
The minutes provide a contemporaneous record of tlieical activity of the servigeand ensure

robust clinical governance.

B2.a.2. Liaison with other clinical networks

The AIS has, in partnership with NSD, held fruitful discussions with the nationally commissioned OCD
services for England and Wales. The two principal areas for discussiondgmave b
1) The development of kdirectional clinical pathways between the AIS and Mational
Commissioning GroupNCG® OCD network.
2) The development of a shared clinical audit programme to describe the long term effectiveness
of the treatment interventions déred to patients with chronic, severe and disabling OCD in the
UK.

. B2.b) Clinical Outcomes

In this report we aim to provide a summary of outcomes for patients reviewed in 2009/10. More
detailed, cumulative reporting will occur on a periodic basis when the aslatibn of more data
makes this process more meaningful. In standard annual reports, outcomes will be reported on a

per-patient basis.

B2.b.1.  Neurosurgery for Mental Disorde¢ Outcomes during 2009/10

Eleven patients were reviewed during this reporting periociTutcomes are shown below in
Table9. Outcomes have been grouped by type of intervention, and reductions/ increases in scores
are colourcoded accordingly. It should be noted that the reason for a second proeésiuon-
sustainedor partialresponse to the first intervention. Not all patients reviewed underwent
neurosurgery as part of the National Service, but outcomes will be reported nonetheless.

Some important comments include:

®The NCG is @tanding Committee of the National Specialised Services Commissioning Group (NSCG)
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1) ID 99: Patient had VNS impladtas an extra&ontractual referral as a treatment for highly
resistant rapid cyclinddipolar Disorder prior the establishmergnd commissioningf the

AIS as a National Service.

2) ID 89: Patient was implanted as part of th@®clinical studyf VNS as ag¢atment for
chronic, treatment refractory depressioSsubsequent to implantatioand treatment the
diagnosis was revised that of Bpolar Affective disorder, and symptoms amn®w being
monitored using alternatives to the HRSD and MADRS depression satitesPlease note,
Wdzy R S @ipdlaNmBsAreer is a known phenomenon within populations of patients with
chronic, treatment refractory depression. All patients are screened andyrgery

management plans are drafted with this diagnostic possibilityiind.
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Table9. Outcomes from NMD Procedures-ollow-up in 2009/10.

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

Response? Remission?

ID Procedure Indication for surgery

procedure op HRSBEL7 MADRS BOCS

348 ACING Depressive Episode 1% 52.7 -9% -20% - No No
249 ACING Depressive Episode 1% 55 -24% -1% - No No
348 ACING Depressive Episode 1% 53 -9% -20% - No No
184 ACING  Recurrent Depression 2" 110 -88% -93% - Yes Yes
61 ACING  Recurrent Depression 2" 111 -62% -51% - Yes No
99 VNS Bipolar Disorder 1% 223 - - - - -

126 VNS Depressive Episode 1% 55 19% 9% - No No
263 VNS Recurrent Depression 1% 51 -15% -9% - No No
89 VNS Recurrent Depression 1% 232 - - - - -

295 VNS Depressive Episode 1% 85 -6% -16% - No No
276 VNS Recurrent Depression 1% 71 8% 12% - No No

HRSBEL7 = 17item Hamilton Rating Scale for DepressiMiADRS= MontgomeryAsberg Depression Rating ScXBOCS YaleBrown Obsessive Compulsive Scale.

Depression Criteria: ResponsedeF A Y SR a | X pJ/E: A YLNE @S Y-$A0Rx Apy/ ' | RBUEINBE BS ¥ D2 INSA 2 yo ReiBdiofsyidfired 852 N
lw{5 X 73 2NJa!5w{ X mno

OCD CriteriaResponset & RSFAY SR | & xo0p: -BOCSReRISOISEYBH / A yaOR KNSt Xy @no
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B2.c) Service Improvement

B2.c.1.  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 distoisgedith
reviewing treatment outcomes. In addition, members of the team present relevant research at these

meetings.

. B2.d) Research

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

B2.d.1. List of AlSelevant publicatiors (in press/ published)

E1) .l 202dz2 aX aSNJ]f !X {OKfIlSLI¥FSNI ¢9> CNARO]l /X %208
M, Rau H, Hoff 1, Padberg F, MiilkSiecheneder F, Audenaert K, van den AbbeeMdthews K
Christmas DEljamel SAllenJC, Jayewardene AK, Heuser |.-Jaar Outcome of Vagus Nerve
Stimulation (VNS) in Treatmerdgsistant Depression (In Pres3yurnal of Psychopharmacolog®10.

2) Durham RCChambers JA, Macdonald RR, Fisher PL. Predictive Validity of Two Prognossiédndic
Generalized Anxiety Disordénternational Journal of Cognitive Therd}09;2: 383.399.

3) Scott LJ, Muglia P, Kong XQ, Guan W, Flickinger M, Upmanyu R, Tozzi F, Li JZ, Burmeister M, Absher D,
Thompson RC, Francks C, Meng F, Antoniades A, SouiMi&chatzberg AF, Bunney WE, Barchas JD,
Jones EG, Day Ratthews K McGuffin P, Strauss JS, Kennedy JL, Middleton L, Roses AD, Watson SJ,
Vincent JB, Myers RM, Farmer AE, Akil H, Burns DK, Boehnke M. Geideragsociation and meta
analysis of bipoladisorder in individuals of European ances®yoceedings of the National Academy of
Sciences of the United States of Ame?ie@9;106. 75017506.

4) Wilkie MJ, Smith G, Day R#atthews K Smith D, Blackwood D, Reid IC, Wolf CR. Polymorphisms in the
SLC6A4nd HTR2A genes influence treatment outcome following antidepressant therapy.
Pharmacogenomics Jourri009;9: 61-70.

5) Ridout N, Dritschel Bjatthews K McVicar M, Reid IC, O'Carroll RE. Memory for emotional faces in major
depression following judgement physical facial characteristics at encodi@ggnition & Emotio2009;

23 739-752.
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6) Gountouna VE, Job DE, Mcintosh AM, Moorhead TW, Lymer GK, Whalley HC, Hall J, Waiter GD, Brennan
D, McGonigle DJ, Ahearn TS, Cavanagh J, Condon B, Hadley DM, Mifshaly ADSteele JD
Wardlaw JM, Lawrie SM. Functional Magnetic Resonance Imaging (fMRI) reproducibility and variance
components across Visits and scanning sites with a finger tapping\askolmage2010; 49: 55560.

7) Hall J, Romaniuk L, Mcintosh AMeele JDJohnstone EC, Lawrie SM. Associative learning and the
genetics of schizophrenidrends in Neuroscienc2809;32: 359365.

8) Whalley HCSteele JDMukherjee P, Romaniuk L, McIntosh AM, Hall J, Lawrie SM. Connecting the brain
and new drug targes for schizophreniaCurrent Pharmaceutical Desig09;15: 26152631.

9) Moorhead TW, Gountouna VE, Job DE, McIntosh AM, Romaniuk L, Lymer GK, Whalley HC, Waiter GD,
Brennan D, Ahearn TS, Cavanagh J, Condste®e JDWardlaw JM, Lawrie SM. Prospectinalti-
centre Voxel Based Morphometry study employing scanner specific segmentations: procedure
development using CaliBrain structural MRI d&®&IC Medical Imaging009;9: 8.

10) Kumar P, Waiter G, Ahearn T, Milders M, Regidele JDFrontal operculum temoral difference signals
and social motor response learnirtguman Brain Mapping009;30: 14211430.

. B2.d.2.  Books/ Book Chapters

1) Steele JDLawrie S. Neuroimaging.@ompanion to Psychiatric Stud{&s E Johnston&§M Lawrie, DC
Owens, M SharpeLhurchill Limgstone, 2010.

2) Steele JDNeuroimaging. l€ompanion to Psychiatric Stud{&sl E Johnston&M Lawrie, DC Owens, M
Sharpe)Churchill Livingstone, 2010.

B2.d.3.  Guideline Contributions
Staff of Dundee AIS have contributed to the following:

1) National Institute forHealth and Clinical Excellent&agus nerve stimulation for treatmengsistant

depressionNational Collaborating Centre for Mental Health, 2008p://guidance.nice.org.uk/IPG330

2) SIGNNon-pharmacetical management of depression in adulcottish Intercollegiate Guidelines

Network, 2010(http://www.sign.ac.uk/quidelines/fulltext/114/index.html

B2.d.4. Current ResearcPRrojects

Below is a summary of current research projects that the service, or members of the team, are currently

undertaking:
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1) Neuropsychological Function as a Result of Chronic Exposure to Methadone and Other Opiates: Neural

Responses to RewardsA Study Using Functiml Magnetic Resonance Imaging (fMRI) (ClI: Dr Alex

Baldacchino)

a) Recent research would suggest that substance dependence is related to an abnormal functioning of

reward valuation systems in the braiopiate-dependent individuals tend to overvalue drugs
compared to natural rewards. Substance dependence has also been associated with impulsive
behaviouri.e. opiate-dependent subjects discount delayed rewards at a larger rate than healthy
subjects. This study will test whether chronic opiate exposure is adedaivith measurable executive
dysfunction and if chronic, lorgcting opiates are associated with greater behavioural and
neuropsychological toxicity. Using fMRI the study will investigate the neural substrates of valuation

and discounting of delayed rewds in healthy controls and cohort subjects.

2) Study Title: Diffusion Tensor and Functional Imaging of Chronic Treatment Refractory Depression and

Neurosurgical Treatments. (Cl: Prof. Douglas Steele)

a) This study will use Diffusion Tensor Imaging (DTI) aralifumal magnetic resonance imaging (fMRI)

to relate neuropsychological performance and clinical status (symptoms) with measures of white
matter integrity and grey matter function in ‘emotionpfocessingelevant' brain networks. This will
lead to a greateunderstanding of the consequences and safiiects of neurosurgery. Using DTl in
addition to fMRI will help to map lesion topography and subsequent effects on communicating white
matter tracts with great precision, helping to develop our understandinth@functional

architecture of depression. This will help guide the development of novel and more effective

treatment strategies.

3) A Clinical Evaluation for the Management of Patients with Major Depressive Disorder, single or

recurrent episode, with Deep Bin Stimulation (Cl: Prof. Keith Matthews)

a)

b)

To evaluate the safety and efficacy of Deep Brain Stimulation for patients with MDD, who have failed
to respond to at least 4 treatments in the current episode. The primary outcome assessment will
occur at 6 mortts and all patients will be followeap for 1 year. See Secti@1.below for more

information.

The study will compare group 1 who will be implanted with the device and activated for stimulation
and group 2 (the control groupyho will be implanted with the device but will not receive active
stimulation for the first six months of the study. This study will also aim to describe the effects of DBS
on measures of regional brain metabolic activity using electroencephalographydBEBET

(positron emission tomography) scanning.
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B2.e) Teaching activities
Many members of the team are involved in undergraduate and postgraduate teaching, both at a local level

and on a national stage.

B2.e.l. Postgraduate meetings

1) dDundee Advanced Interventionsr@ce: A National Service for treatmesfractory depression and

OCR | David Christmas & Bob MacVicar | 18 December 2009 | Glasgow
2) dThe Dundee AlSfor Medical Managers in Psychiadrly Keith Matthews | 12th June 2009 | Glasgow

3) d&vagus Nerve and Deepdr Stimulation for Depressidh Keith Matthews | May 25 | Edinburgh

B2.e.2. Conference Presentations

1) dAWhen the small print's too small to read: What are the options for treatrefnactory depressiorf?
5 AR / KNRAGYlF& p Hy dtLINEROEE SHvian op yuR W a22f 2dR01 A52AYEa2CNRIS N

2) oManagement of TreatmenRefractory Depression (Workshép) y 5+ AR / KNA&adYla s
Williams | 1516 October | Royal College of Psychiatrists General & Community Faculty Meeting | Cardiff

B2.e.3.  Other Presentatiors

1) dDeep Brain Stimulation for Depressipfihe BROADEN Stédy y 5+ @A R / KNRAaAGYlF & p p

Mental Health Research Network Affective Disorders Clinical Research Group | London

. B2.e.4.  Other teaching activities

The service is currently liaiginvith the Univesity of DundeeSchool of Nursing regarding placements for pre
and post graduate Nursing Student$is has arisen after a number of requests from students regarding an
elective placement in the departmentVe are currently developing relevant educatiodatumentation and
after mentorship training for the AIS staff we hope to welcome our first nursing student later thisTyear
University of Dundee has also extended an invitation to AIS staff to contribute to their course through

teaching and presentatiosessions.
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. B2.f)  Supporting 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 seevprovides to referring services
prior to a patient undergoing neurosurgical intervention. Recognising that thequestative recovery plan is
a vital component for a favourable outcome, we have spent increasing amounts of time liaising with local
teamsto 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 AIS.

B3. Safe

B3.a) Risk Register

Work is underway to develop a contingenmyanagement plan for the service. This will incorporate issues
relating to the current financial pressures facthg hostNHSBoard and the deliverability of the service in

the context of significant changes in tivéder NHS in Scotlanalver the next fewyears

B3.b) Clinical Governance

Dundee AIS is subject to the clinical governance framework operated by the host NHS Board. For example:
appraisal; job planning; continuing professional development; knowledge and skills frameworle{&SF);

The NHS Tayside SgfeGovernance and Risk framework is being aligned with the new Quality Strategy
announced by the Cabinet Secretary for Health and Wellbeing in February this year. The three key drivers are:
Person Centrednessi); Effectiveness; and Safe.

The quality ad governance approach of Dundee AIS measures up to the key drivers for NHS Scotland

strategies as well as local frameworks.

B3.c) Healthcare Associated Infection and Scottish Patient Safety Programme

Details of HAIs are given below in Sect&hd.2.

B3.d) Adverse Events

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

relating to the treatments provided.
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B3.d.1. Survival Data

Survival following neurosurgical intervention was 100%.

B3.d.2.  Numberof Hospital Acquired Infections
Number: None

Description  N/A

B3.d.3.  Number of Critical Incidents

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

B3.d.4.  No. of Deaths

No deaths have occurred as a result of neurosurgical intervention since saokemtions were first offered
in 1992.

B3.d.5. Adverse effects

We continue to systematically collect information on adverse effects from Batkrior Ghgulotomy and
VNS. In addition, we conduct extensive neuropsychological assessments (clinical battery aniceaapu

testing) to identify possurgical impairments in cognitive function.

. B3.d.5.1.  Anterior Cingulotomy

The most common adverse effects in the firs3 &veeks after surgery are: Headache (36.4%); Tiredness
(22.7%); Nausea (13.6%); Concentration problems (90&@iness (9.1%); and Incontinence (9.1%égse
are expected to have resolved in the first 2veeks after surgenfhe adverse effect profile dinterior
Cingulotomycontinues to beelatively benign with few effects persisting beyond the immediate pos
operative period. One patier{hot during this reporting period)ad a single posbperative seizure within the
first 48 hours posbp, and which responded to prophylactic medication.
Attributing adverse effects to the neurosurgery is challenging, sooge potential adverse effects (such
as lack of energy and/ or motivation) are common symptoms of the underlying disorder.
Neuropsychological assessment, conducted prospectively for many years, has failed to evidence
consistent changes in performance, witiost patientsdemonstrating improvements which are probably

mediated by the reductions in symptom burden.
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B3.d.5.2. Vagus Nerve Stimulation

VNS continues to be watblerated at followup with the majority of patients being largely unaware of active
stimulation. A longerterm 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 are stimulation
related and are generally tolerated. There have beelinstances where adverse effects have necessitated

discontinuation of active stimulation. Magnet Jsg infrequent.

. B3.e) Formal Complaints

The service has received no complaintshia kast 12 months of operation.

B4. Timely (Access)

B4.a) Waiting Times

The national stndard for patients referred by a GP to be seen at a new outpatient appointment is 15 weeks
from 31 March 2009. For referrals coming from out with Scotland, assessment is dependent on confirmation

of funding being available and this frequently increasestiime before a patient can be appointed.

B4.a.1l. Waiting times from referral to assessment

Waiting times for 2009/10 are shown belowTablel0. All times are expressed (in weeks) from date of
referral received to the first appointed tafor assessment. There were delays in assessing patients from

England/ Wales and Eire, and these data are not shown.

Table10. Waiting times for the service in 2009/10

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

23 8.2 + 3.4 weeks 16.1 weeks
Scotland
Bﬂ England/ Wales ) ) )

Please note that the number of patients included in this table may be less than the total number of assessments
reported in SectiorB1.a.3.

® patients are given a magnet whichn be used to temporarily stop active stimulation in response to problematic
adverse effects.
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B4.a.2. Waiting times from assessment to surgery

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 timak&éo m
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 proceeding to ablative
neurosurgery have to be reviewed by theeMal Welfare Commission for Scotland whastapproveand

certify theprocedurebefore the treatment can proceed

B4.a.3. Compliance with NHS Scotland Waiting Time Targets

In the last 12 months, six patients had a time from referral to assessment that exceedextis. Reasons
for these delays are listed below Trable11. Assessments from all geographical areas are included in the

table.

Tablell Reasons for delays in assessments.

Reason for delay in assessment

‘

Based on the clinical history, Dundee AIS requested the referrer to arrange 2

neuropsychological assessment and neuroimaging prior to assessment.

Delays in being sent the case notes. 2
Referrer requested that the assessment be rescheduled on this bathe 1
LI GASyGdQa YSydltf KSIHEOIKo®

The patient requested that the assessmentrbscheduled. 2

. B4.b) Review of Clinical Pathway

The clinical pathway is continually reviewed in order to ensure maximum benefit for patients and minimum
burden.lt is acknowleded that the need to accurately assess baseline functioning itheas that patients
often find the preoperative workup tiring. However, the completion rate is 100% and no patients have
declined to undergo detailed preperative and posbperative assessemt.

The selreport measures that all patients complete in order to provide important complementary data
on symptom burden, quality of life, and functioning is currently as streamlined as is possible, and any

additional assessments must demonstrate uilit
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Members of the team continue to provide teleconferencing when delivering ongoing folfpofer some
patients in more remote areas of Scotland. Further, in a number of cases in the last year, members of the
team have attended clinical meetings inthepad®y 1 Qa f 20Ff AG& Ay 2NRSNJ 42 YA

their clinical team.

B5. PersonCentred

lff FaaSaavySyida NBadAZ G Ay || aLISOAFAO aSit 2F GNBIF G
previous experiences, treatment history, andsteés regarding treatment. In the reup to neurosurgical

intervention, individualised care plans are developed which invioleetifyingli KS LIt G A Sy 4 Q& & NX

resilience.

B5.a) Patient/ Carer / Public Involvement

Within the reporting period, the AIS hafacilitated the settingup ofaninternégi 8 SR Wa2 OAl £y ¢
forum for current and former patiemst This closed group is managetbderated by twocurrent/ former

patients and an employee from one of the local Mental Health Associations. Theiagmefthe group is to

provide independent expert advice and information for any patients entering a prospective neurosurgical
treatment pathway and to provide support and information for anyone who has already entered such a

pathway. The AIS staff rolerisstricted to directing appropriate patients to the website and we have no

access to the content. However, we do discuss, in general terms, how the forum is functioning and how we

might contribute to its improvement on a regular basis with the moderators.

B5.b) Better Together Programme

lf 0K2dAK GKS &ASNIWAOS K IBattgrdagetheprogiamniAthdisaiviERendreNERO (1 f &
patient feedback is continually obtained and acted upon in order to improve the quality of care provVided.
specialisd nature of the service provided has meant that bespoke tools have been developed in order to get

patient feedback on the activities of the AIS.
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B5.c) Patient Feedback

We continue to collect patient satisfaction data on a routine basis. Patients are &skethplete and return
a questionnaire after outpatient assessments and inpatient admissions. Responses are categorised and

averaged as follows:

Score Represents
1 Strongly Disagree | Much worse
2 Disagree Worse
3 Neutral Neutral
4 Agree Better
5 Strorgly Agree Much better
B5.c.1. New Assessments

The mean scores, for each question are given belolaiiel2. The demographics of the sample were: Male
(10), Female (14) Country of Residenc8cotland (20), England/ Wales/ NI (3), Eijg Reason for Referral
Depression (9), OCD (10), Other (5).

Tablel2. Results of outpatient satisfaction questionnaire (N=24).

Question Mean Type of Scale

Explained to me what would happen during the day 4.4 Strongly Disages Disagree, Neutral, Agreg
Strongly Agree

Easy to complete questionnaires 4.6 Strongly Disagree, Disagree, Neutral, Agrg
Strongly Agree

Helpful for partner/relatives/friend to come 4.7 Strongly Disagree, Disagree, Neutral, Agrq
Strongly Agree

Pleased that partner/relatives/friend were also seen 4.9 Strongly Disagree, Disagree, Neutral, Agrq
Strongly Agree

Helpful to be seen by two people 4.9 Strongly Disagree, Disagree, Neutral, Agrq
Strongly Agree

Good to meet at end to discuss recommendaso 3.2 Strongly Disagree, Disagree, Neutral, Agr¢
Strongly Agree

Information given at feedback was helpful 4.0 Strongly Disagree, Disagree, Neutral, Agr¢
Strongly Agree

Staff were interested in me and not just my illness 4.6 Strongly Disagree, Disagy, Neutral, Agree,
Strongly Agree

Felt staff listened to what | had to say 3.8 Strongly Disagree, Disagree, Neutral, Agrq
Strongly Agree

Felt staff were honest and open with me 4.3 Strongly Disagree, Disagree, Neutral, Agr¢
Strongly Agree

Felt | caild talk freely with those meeting with me 4.7 Strongly Disagree, Disagree, Neutral, Agr¢
Strongly Agree

Page32 of 50



Dundee Advanced Interventions Servic&nnual Report May 2010

Question Mean Type of Scale

Had confidence in doctors and nurses who assessed 4.6 Strongly Disagree, Disagree, Neutral, Agr¢
Strongly Agree

Staff seemed knowledgeable altany condition 3.9 Strongly Disagree, Disagree, Neutral, Agr¢
Strongly Agree

Felt staff involved me in decisianaking about my care 4.1 Strongly Disagree, Disagree, Neutral, Agrq
Strongly Agree

Staff seemed to respect my decisions about my 4.5 Strongly Disagree, Disagree, Neutral, Agrg

treatment Strongly Agree

Overall, | am satisfied with care | received 4.2 Strongly Disagree, Disagree, Neutral, Agr¢
Strongly Agree

| found it helpful to be seen by the service 4.6 Strongly Disagree, Disagreegutral, Agree,
Strongly Agree

| learned something new about my problems and 5.0 Strongly Disagree, Disagree, Neutral, Agrq

available treatments Strongly Agree

After attending | feel more optimistic about treatment 4.5 Strongly Disagree, Disagree, NelitiAgree,
Strongly Agree

Compared to attendance at other outpatient 3.8 Much Worse, Worse, Neutral, Better, Muc

assessments, my attendance at AlS was: Better

The sample size is growing, and it remains the case that small variations in responstieandrthe mean
a02NBad ¢KS |GoRIMImassat and® dldeussirecdidmendatonsg I & O2 Y LI NI GA @S
which was surprising given the number of people that comment on this being helpful. The score also conflicts
gAUK (KS KA2AlKedsdthid dewBBodtIng problems and available treatndentsi A y OS (G K S
feedback session is the main opportunity to discuss diagnosis and treatment options.
LG A& | fAG3GES RA A&l LILRehk staif stérigd ta vihht i hadit& e Below & O2 NX
4.0 but the mean score is much lower than the median and modal scores (not shown), suggesting that this
reflects a small number of low scores.thiscontext, itis worth noting that the AIS will often conduct second
opinion assessments on fants who will have their diagnosis significantly revised as a result of the
assessment. This can, on occasion, represent a challenge and disappointment for the patient. We are pleased
to report thatthe responses are generalyghlypositive. Dundee Al$ses the feedback to reflect on aspects
of the service that might generate less favourable responses (e.g. the feedback session at the end of the day).
Comments from fregext parts of the questionnaire are listed below. The source (number of the
gquestiomaire received in sequence) of the quote is given in parenthesis after each quote:

1. a!ff GKS adlFF KF@S Lizi YS G Yeé SIasSsz FyR KI @S

2. Ga2NBE Of F NAGE Ay@2f OSR AY RA&OdzaAaA2yad b2d NUHZAKS

¢
Q
(0p))
P
&
(0p))

3. aXUKS agBRTH2aB8BEYS Y2NB UGAYS |y EGNBYSte |
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10.

11.

12.

13.

14.

15.

16.

17.

Gttt GKS adl¥F 2y GKS RSLINIYSYyld 6SNB O2yOSNYySR
psychiatrist and his nursing staff bent over backwards to make me feel so at ease. | thittkeaditaff on

(KS dzoyAd 6SNB NBFEt& yAOS®E o1 po

GL GK2dAKG GKFG wdzaAy3d GKS8 OKSOlfAaad gha + 3I22R
the courage to start talking about difficult thoughts yourself. The staff were also more specialized in
dSFHfAy3a gAGK LIS2LXS gAGK h/5 FyR GKS& (ySé GKS NJ

aX6S8Syid Ayid2 Y2NB RSLIK Fo2dz2i Yé AfftySaa FyR YIRS

6! f1K2dz3K L ¢6+& OSNB | yEA2dzda L 61 & ljdza O1f & Lidzi |
siF¥F 6SNB OSNE LI GASYyd gAGK YSPE 61 mmo

GCSt i KFLILR $A0GK GKS SELISNASYOS [yR ¢2dzZ R tA1S
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B5.c.2.  Inpatient Admissions

Responses to the inpatient questionnaire are given beloWainlel3. Scoring is similar to that given above,

with highe scores representing greater satisfaction. The demographics of the sample were: Male (3), Female

(8) | Country of Residenc8cotland (8), England/ Wales/ NI (2), Eire Rg&son for ReferraDepression (7),

OCD (3), Other (1).

Tablel13. Results of inpatient satisfaction questionnaire (N=11).

Question
Ward staff were welcoming

Ward staff knew purpose of admission
| had a named nurse

My named nurse knew about purpose of
admission
| was orientated to the ward

Staff could respond to my physical needs
Staff could respond to my emotional needs

Able to discuss problems with staff during
daily oneto-one contact

Ward staff & nurses from AIS were in close
communication with ward

My accommaodation (room, shower, bed) wa
of acceptable standard

Ward nursing staff were consistently
approachable, courteous, trustworthy,
friendly & responsivéo my needs

Written info was made available to me

| was clear about arrangement for discharge

I knew who to contact if problems following
discharge

Mean
4.8

4.7

4.8

4.8

4.5

4.8

4.5

4.4

5.0

4.6

4.9

5.0

4.9

5.0

Scale Items

Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Strongly Disagree, Disagree,utlal, Agree,
Strongly Agree

Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Strongly Disagree, Disagree, Neutrajree,
Strongly Agree

Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Strongly Disagree, Disagreesutral, Agree,
Strongly Agree

Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Strongly Disagree, Disagredeutral, Agree,
Strongly Agree

Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Page35of 50

0«

o



Dundee Advanced Interventions Servic&nnual Report May 2010

Question Mean Scale Items

Ward staff & nurses from AIS were in close 5.0 Strongly Disagree, Disagree, Neutral, &gre

communciation Strongly Agree

Staff were interested in me and not just my 4.5 Strongly Disagree, Disagree, Neutral, Agree,

illness Strongly Agree

| felt staff listened to what | had to say 4.7 Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

| felt staffwere honest and open with me 4.7 Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

| felt | could talk freely with those looking 4.8 Strongly Disagree, Disagree, Neutral, Agree,

after me Strongly Agree

I had confidence in doctors & nurses iang 4.8 Strongly Disagree, Disagree, Neutral, Agree,
Strongly Agree

Staff seemed knowledgeable about my 4.7 Strongly Disagree, Disagree, Neutral, Agree,

condition Strongly Agree

| felt staff involved me in decisiemaking 4.9 Strongly Disage, Disagree, Neutral, Agree,

about my care Strongly Agree

Staff seemed to respect my decisions about 4.9 Strongly Disagree, Disagree, Neutral, Agree,

my treatment Strongly Agree

Compared to inpatienadmissionin other 4.1 Much Worse, Wrse, Neutral, Better, Much

units, my stay in Dundee was: Better

Overall, the feedback on inpatient admissions is strongly positive, and these results have been fed back to the

inpatient nursing team.

B6. Equitable

B6.a) Age limits

The service has no upper or lower age limit, although itafiscally expected that the time needed to
demonstrate resistance to a range of treatments, and to result in referral to the service, will mean that most
patients are in their 20s by the earliest time of referral. lliness characteristics play a rogetrs#time from

onset of symptoms in OCD (for example) and the time of diagnosis is approximately eight years.

. B6.b) Demographics

A brief description of the demographics of referrals since 2006 is given lrelbable14 (N=160). Againt
should be noted that the female:male ratio in depression is unequal, and differences in these rates may

reflect differences in prevalence rates.
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Table14. Demographics of patients referred since 2006.

Characteristic Number ofpatients
Gender
Male 70 (43.7%) - -
Female 90 (56.3%) - -
Age (years) 49.3+13.3 20.2¢ 84.0

B6.c) Fair for All

The service has completed an Equality and Diversity Impact Assessment in the last 3 years. No actions were
required as a consequer of the assessment process.
Ethnic group has only been recorded systematically in the last few yméiis, not complete for every

patient. However, the ethnicity of assessments seen in 2009/10 is given belablal 5.

Tabk 15. Ethnicity of assessments in 2009/10.

Ethnicity N %
WHITE Scottish 22 75.86%
WHITE English 5 17.24%
WHITE Irish 1 3.45%
WHITE Other 1 3.45%
Grand Total 29 100.00%

B6.d) Geographical Access
The geographical distributioof referrals (not assessments) is given belowaiblel6.

Table16. Geographical distribution of referrals 20062010.

Country N Percentage
Eire 2 1.25%
England, UK 17 10.63%
Northern Ireland 4 2.50%
Scotland, UK 137 85.63%
160 100.01%

A further discussion of factors affecting equity of access is given below in SB6te)n
Figurel below showghe source of the 68 referrals that it was possible to determine latitude and

longitude for.It should be noted that postcode changes in the last few years will mean that not all postcodes
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were successfully linked to geospatial coordinates. The extewhtoh this sample is representative of all
Scottish referrals is difficult to clarify.

It is apparent that the majority of referrals come from the central belt, with an eastern predominance.
Undoubtedly, this reflects the proximity to Dundee, and thiosathing that is apparent with a number of

National Services the majority of referrals come from either the host NB&ard, or neighbouring Boards.

Figurel. Source of referrals to AIS (N=68). Map copyright Google Earth.

Refarals to Dundee AIS are listed by NHS Board beldwgumre2.
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