Does employing a Human Givens therapist in a general practice provide a cost - effective service for patients with mental health problems? 
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Summary
The proposal is for an evaluation of the effects of integrating a Human Givens (HG) therapist into an NHS general practice. We will examine whether this is effective in meeting the needs of primary care patients with mental health problems and psychosocial distress. The study also incorporates a case-control economic analysis, using both historical and control practice data, on both prescribing rates for relevant medication and also referral rates to counselling and Community Mental Health Services.
Introduction

One in six adults of working age suffers from a mental health problem, and for every one hundred patients who consult their general practitioner about such problems, 91 will be treated in primary care1. However mental health services in the NHS have historically suffered from lack of investment, and few primary care professionals have had training in this area. As a result, in my personal experience of 23 years in general practice, many patients suffer prolonged distress because of delayed and / or ineffective treatment.
A new type of integrated bio/psycho/social approach to mental health problems, known as Human Givens (HG), has been developed as a result of research by Griffin and Tyrell2 .  This integrates the best evidence based tools from other therapies with up to date scientific insights into the psychology and biology of human functioning.  The principles of HG therapy are to ensure that the patient’s emotional needs are fulfilled and that they are using their innate resources effectively. 

The HG therapist often uses techniques to reduce emotional arousal which create an immediate improvement in the patient’s well-being and sleep pattern. The HG ‘Rewind technique’ seems to be particularly effective in removing extreme emotional responses attached to traumatic memories, especially in patients with post-traumatic stress disorder. The experience of therapists using the HG techniques is that they produce rapid and enduring improvement in levels of distress in, on average, three one-hour treatment sessions. Formal evaluation has begun in several different settings, but as yet the organisation does not have a published evidence base.
The restructuring of the National Health Service in 2006 entails a move to Practice Based Commissioning. Previously, packages of care for patients with mental health problems have been commissioned by Primary Care Trusts, and general practitioners have had little input into these decisions. Now Practice Based Commissioning Groups of general practices will be able to commission care directly. This change offers opportunities for primary care to review the effectiveness of established methods of providing services and to consider new models. In order to do this, decision makers (mainly general practitioners) will require access to information on the feasibility and costs of both established and new models of care.
Traditional counselling services are well established in UK general practice, with between one third and one half of practices offering on-site counselling3. In 2001, 76% of PCTs offered a counselling service4. A Cochrane review of seven randomised controlled trials of counselling5 concluded that it was popular with patients and associated with modest improvement in outcomes in the short-term compared to ‘usual care’, but provided no additional advantages in the long term. Previous economic analyses of counselling have examined drug costs and use of GP and mental health services 5,6,7,8. Patients in these trials, on average, received between six and twelve hours of counselling, and these studies have suggested that a counselling service is ‘cost-neutral’.

The aim of this study is therefore to evaluate the introduction of an HG therapist into a general practice, using practical outcome measures which will inform Practice Based Commissioning groups about the effectiveness and costs of the intervention.  The use of data from other local GP practices as a ‘case-control’ group will make this evidence more robust.
Setting
The general practice is situated in Luton and covers an area which is mainly urban. It has 7,000 patients, three full-time partners, and three sessional GPs.  It is a research practice, funded by the Department of Health, which in 2004 was awarded ‘Investigator-led Research Practice’ status by the Royal College of General Practice, one of only seventeen such practices in the UK. It belongs to a newly-formed Practice Based Commissioning group which covers approximately 140,000 patients. The practice does not employ a counsellor, but has the option of referral to a PCT – commissioned ‘Talking Therapies’ counselling service, for which there is currently a twelve week waiting list. Many patients consider this too long, and will request medication or private referral instead.  Approximately 150 patients per year are referred by the practice to Talking Therapies, and another 50 adults and children to Community Mental Health services.

Methods
HG therapists will be employed to work in the practice for twelve months, seeing twelve patients per week with one hour appointments.  They will see adults of sixteen and over who have been referred by the general practitioners. Their problems will cover the whole range of mental health and psychosocial distress normally seen in general practice. It is anticipated that these patients will be seen between one and six times each, so that approximately 150 patients will be treated during the study period.
Evaluation of the effectiveness of the service will be undertaken by means of two simple tools, the CORE-OM and ORS. CORE-OM is a validated questionnaire designed to evaluate the effectiveness of counselling services in improving clinical outcomes. It is widely used in the NHS, including (previously) the local Talking Therapies service, and a large volume of comparative data is available9. The ORS is a validated visual analogue scale which gives an indication of the patient’s level of distress. These outcome measures will be offered at every session, and also six months after completion of therapy.  Regular outcome measurement has been recommended by the Department of Health in their recent document Organising and Delivering Psychological Therapies (2004). Clinicians and other practice staff will also be interviewed at the end of the study period, to assess their subjective impressions of the service and evaluate any changes in the working culture of the practice.

A cost-effectiveness evaluation will also be conducted. Variables will be:

1. The cost to the practice of antidepressant and other drugs for mental health problems during the study period
2. The number of referrals made to Mental Health services outside the practice (CMHT and TT)

3. The number of consultations made by the study patients with the doctors and nurses of the practice

These parameters will be compared with historical practice data relating to the pre-study period. A case-control study will also be performed on variables 1 and 2, using contemporaneous data from other practices within the same Practice Based Commissioning Group.

Evaluation

The following data will be analysed:
· CORE-OM and ORS scores before and after treatment and at three months. These will be compared with baseline data from populations and from other counselling services

· Assessment by the patients of the value of the sessions using SRS
· Qualitative assessment by the practice of the value of the service

· Quantitative assessment of the impact on practice consultation rates

· Inter and intra-practice variation in prescribing and referral costs
Statistical advice will be sought on the best method of interpreting these data once their characteristics are known.
Ethics

No ethical problems are anticipated from this study, which is a service evaluation.  The proposal will be submitted to the Luton and South Bedfordshire Local Ethics Committee and to the Evidence Based Practice Committee of Luton Teaching Primary Care Trust.

Timeline

Months 1-3: preliminary work, data collection, ethics committee and PCT approval
Months 4-15: study period, ongoing data collection

Months 16-21: ongoing data collection

Months 22-24: analysis, writing for publication and dissemination
Costings

Researcher’s locum costs: half day per week for 92 weeks @ £150
£13,800

Service costs for room @ £120 / week x 46 weeks


£  5,520

Therapist @ £35 per session x 12 x 46 weeks



£19,320

Research assistant for 140 hours @ £8 per hour    


£  1,120

Telephone








£      50

Postage








£    120

Paper









£      50

Photocopying







£    200

Travel to meetings







£    168

TOTAL








£40,348
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Human Givens





The term ‘human givens’ refers to our fundamental physical and emotional needs and the innate resources to help us fulfil them. These have evolved over millions of years and are our common biological inheritance, whatever our cultural background and it is because these needs and resources are incorporated into our biology that they are called ‘givens’.  All humans are driven by nature to get these needs met in the environment to fulfil themselves. � �In psychotherapy it is the emotional needs we are mainly concerned with. They include: The need for security; the need to give and receive attention; the need for a sense of autonomy and control; the need to feel connected to others and be part of a wider community; the need to feel competent which comes from successful learning and effectively applying skills (the antidote to ‘low self-esteem’); the need for privacy (to reflect on and consolidate our experiences) and the need to be ‘stretched’ in what we do, from which comes our sense that life is meaningful.� �The resources Nature provides us with include: The ability to learn and add new knowledge to innate (instinctive) knowledge, memory and the ability to forget; curiosity, imagination and the ability to problem solve; the ability to focus attention; the ability to understand through metaphor (pattern-matching); self-awareness (an observing self); resilience; the ability to empathise and connect with others; a dreaming brain that de-arouses the autonomic nervous system every night thereby keeping us sane. �� �The premise is simple: Those whose needs are well met in the world do not have mental health problems and are better integrated with other people. Those whose needs are not fulfilled, for whatever reason, suffer considerable distress and may develop mental illness, and/or, as a means of coping, antisocial behaviour.�
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