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 A large-scale demonstration programme, run 

by the Health Foundation 
 Aim to embed self management support 

within mainstream health services across the 
UK and equip individuals and clinicians to 
work in partnership to achieve better 
outcomes 
 



 
 Giving people with long term conditions the 

skills, confidence and support to self manage. 
 Helping clinicians to develop the skills, 

knowledge and attitude to support and 
motivate people with long term conditions. 

 Changing health systems so that they 
encourage and facilitate self management 
 



 
 Self-management programme (SMP )  
 Clinician training (ADP ) 
 Service Improvement Programme (SIP) 

 



The aim of CCH was to make every 
consultation between a clinician and patient 

a meeting of two equal, and 
complimentary, experts. 

 



 
 Initially 8 sites – 4 paired sites each concentrated 

on one Long-term condition 
 Torbay – depression with St. George’s in London 
 Also 2 sites each for chronic pain, diabetes and 

COPD 
 Phase 2 - seven sites 

 



 3 session course in collaborative working 
 First half of session lecture format with 

exercises 
 Second half was ‘skills practice’ 

 





 
 

 This is a comparison of the management of 
depression in a (CCH naïve) GP surgery before 
and after the clinician training course (ADP).  
To do this we compared the total number of 
patients seen by GPs, SSRi antidepressant 
prescriptions and secondary service referrals 
in the two months before and after ADP – 
July/August and November/December 2011. 



 Why did we choose referrals to measure? 
 As part of the clinician training programme 

we do suggest that attendees make a major 
change in their referral practice 

 The commissioners liked it as a way of 
showing if savings could be made 
 



Pre-ADP  July/August 2011 
Post –ADP November/December 

2011 

Number of patients 3450 3923 

Number of SSRi antidepressant prescriptions 261 280 

Number of SSRi antidepressant prescriptions per 
1000 patients 

75.7 71.4 



 
 
 

 So basically, as would be expected when 
comparing winter to summer, the total 
number of patients seen, together with the 
number of patients with depression seen, 
increased.  There was a drop in 
antidepressant prescribing but this was not 
statistically significant. 
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Following training the GPs in the promotion of self-
management and collaborative working there was a statistically 
significant drop in secondary service referrals. 
 
There was an increase in referrals to the self-management 
groups but overall there was a decrease in the number of 
depressed patients referred in spite of there being more 
patients seen and more acute prescriptions of SSRi 
antidepressants prescribed (hence saving money) 
 
 ? This is because as part of the collaborative working training 
we asked GPs to change their referral process. 



 
 



IS IMPROVING A PATIENT’S 
CONFIDENCE TO SELF-

MANAGE THEIR DEPRESSION 
WORTHWHILE? 

  



 7 session group therapy course 
 Courses also ran in evenings and weekends 
 Based on agenda setting, client goal setting 

and follow up 
 

 







IS IMPROVING A PATIENT’S 
CONFIDENCE TO SELF-
MANAGE THEIR DEPRESSION 
MAINTAINED? 

6/12 TO 2 YEAR FOLLOW-UP 
  















 
 Here we have compared the SMP course in Torbay 

with the returns from the IAPT team in Torbay, 
using the designation of a successful treatment 
that the IAPT service use, called “moving toward 
recovery”. 

 The definition of recovery rates used by the IAPT 
team  = Number  of patients moving toward 
recovery (i.e. those who have completed 
Treatment where last PHQ9 score <=9 and last 
GAD7 score <= 7 MINUS those whose first was 
PHQ9 score <= 9 AND first GAD7 score <= 7) 
 



 
 
 

 Total patients in SMP courses due to end  Jul-Nov 2011  = 78. 
 No of completers (filled in PHQ9 and GAD at 1st and last session) = 

53. 
 Last PHQ9 score <=9 and last GAD7 score <= 7 = 22 patients 
 First PHQ9 score <=9 and first GAD7 score <= 7 = 6 patients 
 TOTAL MOVING TOWARD RECOVERY  =16/53 
 = 30.2% 
 Total IAPT moving toward recovery at the same time =   144/422 = 

34.1% 
 Difference not statistically significant 
 (Fisher's exact test - The two-tailed P value equals 0.645) 

 
 



SMP IAPT 

Cost per patient per completed 
treatment course 

£276 £373.59 



So, as a group therapy the self-management 
course was significantly cheaper than the 
cheapest standard treatment and appears to 
be as good. 





 
 
 

 Comparison of GP attendances in one pratice 
pre and post-SMP 

 Before SMP – 187 
 After SMP – 143 
 AVERGAGE CONTACTS PER PATIENT DROPPED 

FROM 6.7 TO 5.1 
 T-test two-tailed P value equals 0.0377 





I SUSPECT THAT SOME OF YOU ARE 
STILL NOT CONVINCED! 
 
Of course a change in practice after attending a course does not 
prove causality but – 
 
The changes we asked them to make on the course to their 
practice on referring patients were minor, easy to do and 
potentially very cost-effective 
 
What were they?  



We asked the GPs to stop saying “I am 
going to refer you to..” and start saying 
things like: 
 
“How do you feel about my making a 
referral to..” or  
 
“Would you like a referral to…” 



So collaborative working is 
Good practice 
Definitely not ‘rocket science’ 
Simple to implement 
Relatively small changes can produce cost-
savings 
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