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Evaluation frameworkEvaluation framework

��������������	���������������	�

�
��	�����
����
��	�����
���

�
��	���	��	��	��	�
��	���	��	��	��	

�� ����������������������������������������
����������������������������������������
����������   �
����
���
!��"�������#!��"�������#

�� $��!����%��&�$��!����%��&�
��������������

�� '�������������'�������������
��������������

�� ���(�!����(�!�   )�(�)�!����)�(�)�!����
��������������

�� �������������(�����������������(����

�� ��!�����������!����!�����������!��

Research EquipoiseResearch Equipoise

How it feelsHow it feels



© University of Sheffield

About the studyAbout the study

• Three-year evaluation of demonstration 
sites in Doncaster and Newham

• Commissioned by NIHR Service Delivery 
& Organisation programme, 2006-2009

• Project extension to May 2010 to capture 
8 month costs and outcomes in our cohort

• Broad overview of partial, emergent and 
preliminary findings, for discussion with 
and feedback from stakeholders (e.g. you)

• Subject to change as analyses proceed
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IAPT evaluation IAPT evaluation -- contentscontents

1. Newham and Doncaster service data

2. The patients’ experience 

3. Plans for comparisons with IAPT 
published data and pre-IAPT services

4. Research cohort study: baseline data, 
length of episodes, patient satisfaction

5. Organisational case study

1. Newham and Doncaster services1. Newham and Doncaster services
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Clients = 10792
473 had >1 referral, status unclear

10319

735 Awaiting 1st contact

9584
Discharged - No contacts recorded (Total=2819):
Episode completed = 1129
Declined treatment = 548
Not suitable = 385
Dropped out = 752
Deceased = 5

>=1 contact = 6765

Discharged 

5868

897 Still in treatment

Episode 
completed

Declined 
treatment

Not 
suitable

Dropped-
out

Deceased

3691 440 542 1189 6

Doncaster service 1/6/06 Doncaster service 1/6/06 –– 6/5/096/5/09
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Referrals 
3287

(255>1 referral)

560 still in treatment

Discharged
2727

1570 (57.6%) No intervention session

No contact established = 468 (30%)
Flexible engagement session only  = 165 (10%)
Assessed = 60%

Intervention 

1157 (42.4%)

Episode 
completed

Declined

service

Not 
eligible/ 
suitable

Terminated Referred 
on

599 

52%

103

9%

58

5%

383

28%

72

6%

Newham service:  23/6/06 Newham service:  23/6/06 –– 23/3/0923/3/09

361 429 559 680 838

6 month periods July 2006 to Dec 2008

2. The service 2. The service 
usersusers’’ experienceexperience
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Service User InterviewsService User Interviews

• Semi-structured interviews with 77 recently 
‘discharged’ patients: 23 from Newham; 54 from 
Doncaster

• 52 women; 25 men; age 16-69; mainly White in 
Doncaster; mainly non-White in Newham

• Mean PHQ9 

pretreatment = 16.6; post treatment = 9
• 67% Step 2, 33% Step3 (Doncaster); 
• 48% Step 2 and 52% Step 3 (Newham)

• Average = 7 contacts (up to 1 hour each) with service
• > One third seen by more than one worker
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Framework MethodFramework Method

The Charts:
A.Symptoms, access and changes *
B.Autonomy and choice *
C.Background
D.IAPT service experiences *
E.Other service experiences
F.Work related *

*Preliminary analyses reported here
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Symptoms & Access Symptoms & Access 
• Expectations
She explained about the service and 

summarized my illness. This helped me 
decide to continue. The first session was 
very powerful

• Speed of access
Best thing about IAPT is the timescales 

involved

• Flexibility
Would maybe have worked when mildly 

depressed but I was at a point when I 
needed more
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•Recovered (8/77)
It’s been phenomenal…has changed my 
outlook on life

•Improvement (45/77)
I’m not always in tears-I don’t feel so down

•Little or no change attributed to therapy (25/77); 
Not really sure if there have been any 
changes…life hasn’t got any easier

Patients have different definition of ‘recovery’
from psychometric one (10% vs 52%)

Descriptions of changesDescriptions of changes
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Autonomy and ChoiceAutonomy and Choice

• Choice
• Availability of alternatives
They did say say if this didn’t work maybe you could try 

a group therapy, but I found it to be really good

• Minor or significant choices
I had the option of the computer or they could print out 

the materials

• Desperation and trust
At that point I was prepared to try anything to make me 

feel better
I asked the GP if there was something I could go to—I 

left it with him

© University of Sheffield

Autonomy & choiceAutonomy & choice

• Decision making 
• Information sharing

I don’t think that they actually explained the 
process to me and why it would be beneficial

• Communication
I  was trying to talk about important things but I 
couldn’t. felt very unsafe. It is such a big step 
..asking for help and now I have failed

• Negotiation
GP gave me information on both medication and 
IAPT and sent me away to think about it
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AttitudesAttitudes

• Commitment and persistence
I was adamant I wanted to get better. I felt 
vulnerable at the beginning….but worked hard 
and improved

• Stigma
I was embarrassed. I didn’t want my family 
coming round and finding notes about anxiety 
and depression…I didn’t want any reminders 
that I was this crazy lady
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IAPT low intensityIAPT low intensity

• Effectiveness
I think that it was the best thing I have ever done. I 
didn’t think that it would help, but as we started it was 
much more effective

• Partnership
• Staff accessibility and encouragement

• ...Without the tools the builder’s no good, without the 
builder I don’t think that the tool would be much use

• I was drowning and someone was throwing me a ring 
that landed about 10 miles away, it just didn’t feel real 
enough to be helpful

• Perceived staff workloads
• She said I could always ring her but felt she was 

always so busy so I couldn’t really
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Responsive to needsResponsive to needs

• Again, a mix of views around this theme

• Right level and length
It was too superficial, no follow-up, just 
procedural. If they listened things might have 
been different

• Quality of the relationship
She was comfortable to talk to and put me at 
ease.
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High Intensity and the High Intensity and the 
Experience of SteppingExperience of Stepping--upup

• No prior research into this group
• Minority of service users in Doncaster
• Purposive sampling

– Targeted people who were nearing the end or 
completed CBT

– 100 flyers sent N = 11 (1 male, 10 female)

• Interviewed about their entire service 
experience

• Analysed using Interpretative 
Phenomenological Analysis (Smith, Flowers 
& Larkin, 2009)
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• If low intensity interventions not helpful 
• Many felt hope when offered CBT 
• Felt that they were being “listened to ” that the 

self-help wasn’t working. 
• Others were frustrated that they had not been 

offered this sooner
• Some felt anxious about being passed on from a 

worker with whom they had a good relationship. 
• Where stepping up had been part of a clear 

plan people had no particular feelings.

High Intensity and the High Intensity and the 
Experience of SteppingExperience of Stepping--upup
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IAPT and WorkIAPT and Work

• Employment status
• Changes look favourable: 
• Not yet able to say if this is related to therapy
• Caveats: lots of transitory states & missing data

• In work
• Commitment, motivation, struggles to cope
• Work source of support & motivator for recovery
• Re-evaluate job and negotiate new work roles
• Threat of job loss

• Out of work
• Shock & financial difficulties
• Access to services
• Long-term incapacity or caring responsibilities
• Starting something new
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3. Plans for Comparisons: 3. Plans for Comparisons: 
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Planned comparisonsPlanned comparisons

• Analyses ongoing: not yet ready for dissemination
• Aim to locate the outcomes of Newham & Doncaster 

demonstration sites in terms of evidence of outcomes outside 
these settings but with similar clients.

• Evidence to be drawn from two approaches:

• (a) Efficacy trials:
– Depression

– Anxiety Disorders

• (b) Health service data sets:
– Condition Management Programmes

– Common mental health problems in primary care

• Derives from ‘quality improvement’ domain; not a test of 
therapy efficacy

• Places demonstration sites in wider context, providing ‘added 
value’
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Methodological issuesMethodological issues

• Important to get the right comparisons: 
• within those who completed treatment
• completers of post measures or ‘intention to treat’
• effect sizes can be given in terms of pre, post or 

pooled standard deviations 

• In archived datasets, important to find those with 
similar data quality & type of case mix.

• Not good to compare effect sizes across 
different measures, but no archived outcome 
datasets and few published studies use PHQ 
and GAD.
• More specific measures tend to give higher ES
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Benchmarking PlanBenchmarking Plan

• Randomised trials – UK studies of primary care 
treatments using comparably specific measures 
(i.e.PHQ/BDI, GAD/BAI).

• Practice-based evidence – published UK studies 
& large clinical datasets using comparably 
specific measures and/or transformed measures 
(i.e. CORE-OM to BDI, CORE-OM to PHQ9). 

• Development of methods proposed by Minami et 
al (2007 JCCP).  i.e. Critical values based on 
‘confidence band’ around derived benchmarks 
and sample size (n) of service data.
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Benchmarking plan contBenchmarking plan cont’’ dd

• Investigate effects of heterogeneity of included 
studies and methodology (pre, post or pooled 
SD, fixed or random effects?).

• Investigate potential impact of case mix

• Effect size and recovery rate benchmarks for 
depression, anxiety and other common mental 
health problems. 

• Study of ‘therapist effects’ and recovery rates for 

different therapists. 
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4. Research cohort4. Research cohort

© University of Sheffield

Research cohort studyResearch cohort study

• Recruit people eligible for IAPT from General 
Practice in Demonstration sites and 
Comparator sites

• Comparator sites chosen to be 
demographically as similar as possible to the 
Demonstration sites

• Follow them up for 8 months whether or not 
they access IAPT

• Examine access to psychological therapies, 
costs and outcomes for both groups
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Cohort RecruitmentCohort Recruitment

• Contacted GP practices in Newham & Doncaster and 
comparators (City & Hackney, Tower Hamlets, 
Barnsley & Wakefield)

• 67 practices signed up from 5 PCTs.
• GPs sent packs to patients who met local IAPT criteria 

• mild to moderate anxiety or depression, >6 months for 
Newham and City & Hackney).

• 530 participants returned packs = 20% (of 2700)
• Initial returns poor, improved when £10 shopping 

voucher offered for each completed questionnaire.
• 2nd pack sent at 4 months, 3rd pack at 8 months.
• Current return rate at 4 months is 83%
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Research Cohort Data (1)Research Cohort Data (1)

Doncaster Wakefield Barnsley Newham City & 
Hackney

Demo 
sites

Comp 
sites

n 290 83 31 76 50 366 164

Age

Mean (sd)

42 

(14.2)

39

(14.6)

43 

(12.6)

39 

(12.0)

42 

(13.7)

41 

(14.6)

41 
(14.0)

Total Number recruited = 530
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Research Cohort Data (1)Research Cohort Data (1)

Doncaster Wakefield Barnsley Newham City & 
Hackney

Demo 
sites

Comp 
sites

n 290 83 31 76 50 366 164

Age

Mean (sd)

42 

(14.2)

39

(14.6)

43 

(12.6)

39 
(12.0)

42 

(13.7)

41 

(14.6)

41 
(14.0)

% males 27.7 28.9 16.1 40.0 14.3 30.0 22.1

% ‘not 
white/British

1.1 0 0 41.1 29.2 9.2 8.7
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Research Cohort Data (1)Research Cohort Data (1)

Doncaster Wakefield Barnsley Newham City & 
Hackney

Demo 
sites

Comp 
sites

n 290 83 31 76 50 366 164

Age

Mean (sd)

42 

(14.2)

39

(14.6)

43 

(12.6)

39 
(12.0)

42 

(13.7)

41 

(14.6)

41 
(14.0)

% males 27.7 28.9 16.1 40.0 14.3 30.0 22.1

% ‘not 
white/British

1.1 0 0 41.1 29.2 9.2 8.7

PHQ-9

Mean (sd)

16 

(7.1)

16 

(7.0)

14 

(7.9)

14 
(7.2)

15 

(6.0)

16 

(7.2)

15 
(6.9)

GAD-7 

Mean (sd)

14 

(5.7)

13 

(5.6)

13 

(6.8)

12 

(5.6)

14 

(5.1)

14 

(5.7)

13 
(5.8)

CORE-OM 
Mean (sd)

21 

(7.9)

20 

(7.9)

19 

(8.7)

19 

(7.7)

20 

(6.7)

20 

(7.9)

20 
(7.7)
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Research Cohort Data (1)Research Cohort Data (1)
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(7.9)

19 

(8.7)

19 

(7.7)

20 
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Patient Satisfaction: Patient Satisfaction: 
Research Cohort CSQResearch Cohort CSQ--88
Don-
caster

Wakefield 
and 

Barnsley

New-
ham

City & 
Hack

Demo 
sites

Comp-
arator 
sites

n (%) CSQ-8 
Completed at 
Stage 2

243

(84)

84 

(74)

49 

(64)

39 

(78)

292

(80)

123

(75)

Percentage 
rating question 
positively 
(average)

73.7 62.7 77.6 68.4 74.3 64.5

Mean (SD) 

CSQ-8 Score

23.4

(6.1)

21.4 

(5.8)

22.1

(6.2)

24.7

(4.8)

23.4

(6.1)

22.4 

(5.8)
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Speed of access & chronicitySpeed of access & chronicity

• The mean (sd) time since the first onset of depression, 
anxiety or stress was 10.3 (11.3) years for comparator 
sites and 8.3 (9.9) years for IAPT sites.

• The mean (sd) duration of current episode, prior to 
referral, was 1.7 (3.7) years for comparator sites and 1.8 
(4.4) years for demonstration sites.

For Doncaster and Newham:

• The time since ‘first onset’ was 8.1 (9.7) years for 
Doncaster and 9.3 (10.7) years for Newham

• The duration of most recent episode was 1.3 (3.4) years 
for Doncaster and 3.1 (6.8) years for Newham. 

5. Organisational system 5. Organisational system 
impactsimpacts

Organisational Case Studies
• Discrete strand of the overall evaluation
• Aims to describe how delivery of IAPT 

service was operationalised 
• Method:

• Documentary analysis
• Semi-structured interviews with strategic, 

operational and frontline staff
• Semi-structured interviews with partners and 

stakeholders



Sample CharacteristicsSample Characteristics
n

Strategic managers (includes PCT & MH 
Trusts & Chief Execs, partner orgs)

17

Operational managers (IAPT & partners) 10

Other stakeholders (GPs, proj consultants) 8
Front line staff (therapists & case managers) 18

National IAPT leaders 4

Total 57

Organisational LessonsOrganisational Lessons

• Service design
• The implementation process
• Partnership working
• The project management role
• System capacity
• Discussion

Service DesignService Design

• IAPT needs a discrete identity, structure 
and profile

• Phased development focussed on 
implementing one step then expanding 
service

• Appropriate accommodation



The The ImplementationImplementationProcessProcess

• Timescales

• IT systems

• Stakeholder relationships

• Service champions

• Negotiation of referral pathways

• Increasing access

Partnership WorkingPartnership Working

• Maintaining true partnership working

• Commissioners’ role

• Service users’ role

• Negotiating solutions across partners

• Resolving intra-NHS conflict

Management ResourcesManagement Resources

• Complex and innovative service requires 
high level of management skills/resource

• Clinical supervision and line management 
are best delivered through separate roles

• High levels of clinical support are needed, 
particularly during set up phase



System CapacitySystem Capacity

• Service uptake

• Balancing capacity

• Managing waiting lists

• Monitoring cases and referral routes

• Staff shortages and recruitment issues

ImplicationsImplications

Findings highlight a range of practical points for 
the national roll out, including:

• Clear and separate service model

• Realistic implementation timescales

• Appropriate and timely IT systems

• Commissioner-led partnership working

• Constant monitoring of referral pathways

• Adequate management & supervision  resource

Further information from Further information from 

and feedback to:and feedback to:

g.d.parry@sheffield.ac.ukg.d.parry@sheffield.ac.uk


