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HGIPRN Main Study (April 2007 – March 2008) note: Includes Luton Data

	
	ALL CLIENTS ACCEPTED FOR TREATMENT

and attended more than 1 session
	BELOW CUT-OFF

(non-clinical)
	ABOVE CUT-OFF

(clinical) ALL
	ABOVE CUT-OFF

(clinical) 

planned endings
	ABOVE CUT-OFF

(clinical) 

unplanned endings

	Note: A small amount of data was missing due to incomplete outcome measures and incomplete recording of endings

* 10 clients with incomplete outcome measures   ** 20 clients with no data on planned and unplanned endings

	TOTAL
	599
	68 
	521 *
	390 **
	111 

	RECOVERED

(improved by 5 points or more AND finished below the cutoff)
	301 (50%)
	These clients cannot recover because they are already below the cut-off to begin with


	298 (57%)
	278 (71%)
	14 (13%)

	RELIABLY

IMPROVED 

(improved by 5 points or more but did not cross the clinical cut-off)


	117 (20%)
	22 (32%)

started and finished non clinical
	95 (18%)
	61 (16%)
	31 (28%)

	RECOVERED AND/OR 

RELIABLY  IMPROVED


	418 (70%)
	22 (32%)
	394 (75%)
	339 (87%)
	45 (41%)


HGIPRN Luton Study (April 2007 – March 2008)

	
	ALL CLIENTS ACCEPTED FOR TREATMENT
	BELOW CUT-OFF

(non-clinical)
	ABOVE CUT-OFF

(clinical) ALL
	ABOVE CUT-OFF

(clinical) 

planned endings
	ABOVE CUT-OFF

(clinical) 

unplanned endings

	
	
	
	
	
	

	TOTAL
	112
	14
	98
	71
	27

	RECOVERED

(improved by 5 points or more AND finished below the cutoff)
	48 (43%)
	These clients cannot recover because they are already below the cut-off to begin with


	48 (49%)
	40 (56%)
	8 (30%)

	RELIABLY

IMPROVED 

(improved by 5 points or more but did not cross the clinical cut-off)


	27 (24%)
	7 (50%)

started and finished non clinical
	20 (20%)
	14 (20%)
	6 (22%)

	RECOVERED AND/OR 

RELIABLY  IMPROVED


	75 (67%)
	7 (50%)
	68 (69%)
	54 (76%)
	14 (52%)
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Following the commencement and completion of the Luton Pilot Project (1/4/2007 – 31/03/2008) and the commencement of the wider project (early adopters; 1/4/2007, main participants; 1/10/2007 – ongoing) data was captured on 1/07/2008 and detailed analysis of all closed cases has been made. Powerpoint presentations have been produced outlining the main findings from both projects and these have been distributed to various parties. The work of the HGIPRN is ongoing and all the original participants have been encouraged to continue to collect data.

Commentary on the data

It is very important to bear contextual factors in mind in interpreting the results in tables 1 and 2. The Luton Pilot Project was extremely tightly controlled. Every client who opted into the service was seen. 12 clients attended 1 appointment only. The remaining 112 who attended more than one session all had valid outcome measures. The Luton data therefore reflect the results for the whole cohort . Luton clients who scored clinically (above the clinical cut-off) at the onset of treatment and went to an agreed planned ending achieved recovery and/or improvement rates (RCI) of 76%. The aggregated results for ALL clients, above and below the cut-off, planned AND unplanned endings showed RCI of 67%. While the results from the wider study (which includes the Luton results) are slightly higher in some areas, this must be seen in the context that the rest of the data is based on 34 therapists voluntarily contributing their data from a vast array of settings, including a sizeable proportion from private practice. While the data is still of high quality it pragmatically could not be subjected to the same sort of rigour as the Luton data and necessarily will not have as high a confidence interval.

[NOTE: A client is deemed to have ‘recovered’ when the CORE score moves from a clinical score to a non-clinical score, that is, from above 10 to below 10. A client is deemed to have ‘improved’ when there is a reduction in the CORE score by 5 points or more. The term used to describe this as a rate of change is recovery and/or improvement rates, or ‘reliable change index’ (RCI). The term ‘confidence interval’ means the degree to which one can have confidence that the results from any sample reflect what one would find in a much bigger sample, or in an entire population.]

 The larger dataset on which the table on page 1 is based consists of HG closed cases at a particular date in time (July 1, 2008). Taking a snapshot today (14/11/2008) of ALL closed clients in the HGIPRN database that have been accepted for treatment and have at least two valid outcome measures (an outcome measure is considered invalid if not enough questions have been answered) the RCI is 68%. Caution needs to be exercised in the interpretation and use of the results. Based on careful and conservative analysis of the data it is reasonable to claim that, in the aggregate, clients who progress into treatment with Human Givens Therapists achieve a typical RCI of 67% in an average of four sessions and those clients who remain in treatment and come to an agreed planned ending achieve a typical RCI of 76%. It is of note to observe that in over three years of HG data collection with ever increasing numbers of therapists in widely differing settings, and clients of wide ranging severity, the average number of sessions has remained consistent at four. However, 26% of HG clients terminate their treatment without agreement with us. In this subgroup the RCI is 40%. While this may indicate that 2 out of 5 clients got what they needed, it may be an aspiration for Human Givens therapists to aim for improved retention rates because the success rate with planned endings is considerably higher. 

Steps towards publication in peer reviewed scientific journals

While it is obviously desirable for these findings to be published as soon as possible, it is important to proceed carefully to valid conclusions and to communicate these conclusions clearly both to the HG community and externally. Strong links have been established with research psychologists at Strathclyde University, Nottingham Trent University, Leeds University and with research colleagues in Colorado, Santa Cruz and Chicago. In addition, Professor Bruce Wampold of University of Madison and Prof. Mike Lambert of Bringham Young University, both of whom are internationally recognised leading lights in practice based evidence, are aware of the work of the  HGIPRN.

Challenges

CORE IMS have published benchmarks around delivery of counselling and psychotherapy in Primary Care based on data provided by the CORE National Research database (NRD). The original benchmarking was carried out on data contributed by 32 different services involving 33,587 patients and 637 practitioners. These benchmarks were published in March 2006 (Mullin et al, 2006) and remain the most recent available. Since then the NRD has grown significantly and now has a much larger database of well in excess of 200,000 patients but the work has not yet been done to publish new benchmarks.

As the HGIPRN adopted CORE as the methodology (along with ORS/SRS in many cases) it was anticipated to be able to make useful comparison around rates of recovery and/or improvement of the HGIPRN data against the established benchmarks. While the descriptive comparisons around waiting times, demographics such as age, sex, employment status, severity of intake scores etc. is very useful and helpful the HGIPRN has run into some difficulty around comparison of rates of recovery and/or improvement. 

1. The published benchmarks are based on a Time 1/Time 2 methodology whereas the CORE outcome measures are offered at the beginning and the end of therapy only.

2. Because the 32 services were donating their data on a voluntary basis there is no guarantee that all clients assessed had data collected. 

3. Because a Time 1/Time 2 methodology was used, all clients who failed to complete therapy do not have Time 2 data. (Out of 33,587 patients assessed that have Time 1 measures, only 11,953 patients, or less than 36%, have Time 2 measures)

4. For the same reason as in ‘2’ above, there is no guarantee that even those clients who did complete treatment had a Time 2 measure administered.

Aware of the typical sorts of criticisms around missing data from cohort studies in naturalistic settings, from the outset HGIPRN training was rigorous in emphasis of the need for a complete dataset. In Luton there was 100% data collection – every client who attended more than one session has a second outcome measure to allow change to be measured. In the wider study very high standards of data entry were also achieved. 

Since the HGIPRN commenced its study the Improved Access to Psychological Therapies (IAPT) programme has been rolling out across the country. Interestingly, the target on data collection set by Government for the IAPT programme is a minimum of 90% data collection on outcomes for all clients that attend more than one session. The anticipated achievement is that at least 50% of those treated will demonstrate improvement or recovery. The HGIPRN methodology and data collection comfortably meets these rigorous standards set by the IAPT programme. While the measures used in the HGIPRN are not identical, the CORE measures have very high correlation with the measures used by the IAPT programme.

The conclusion from this is that it is difficult to make really meaningful comparison with the existing CORE NRD around recovery and improvement rates because the rigorous every session methodology adopted and carried out by the HGIPRN does not allow comparison to be made with the NRD benchmarks that were established using a traditional Time 1/Time 2 methodology.

Solutions

As indicated above, the HGIPRN evaluators are actively pursuing directions and orientations for publication. They are seeking services or therapists that have applied the same rigour in their gathering of data to see how the effect of sessional measurement has impacted on their services. They are further exploring the comparisons of evaluation of change using 2 the different systems (ORS and CORE). At the beginning of this document (pages 1 & 2) are summary tables of the Luton Pilot Project and the findings from the entire project (including the Luton data). These cover the main points of HGIPRN findings to date. Comprehensive statistical analysis of the data is currently in progress.

It is very important that all participants in the HGIPRN carry on in their rigorous work. In July this year the HGIPRN had 37 therapists with a minimum of 10 clients each in the database. Now there are 49. In addition, there are a further 15 therapists with less than 10 clients each. Thankfully, the numbers continue to grow.

The work of the HGIPRN is taking us into unchartered territory in the field of outcome measurement and, as with entering any new territory, one has to tread very cautiously, taking great care to double check on one’s story, exploring independent methods of assessment using researchers with no allegiances to ‘Human Givens’. The HGIPRN is complying precisely with Government recommendations as detailed in the 2004 report into delivery of psychological therapies (DH, 2004). It is crucial that the pioneering therapists involved in this adventure continue to monitoring outcomes rigorously and that new therapists do so as they begin their work. 
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