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SECTION 1: REPORT CONTENT 
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and Community Sector 

 
Meeting: 

 
Integration Joint Board 
 

Date: 26th July 2018 

Submitted By: Dr Louise Cumbley 

Action: For Discussion and Noting 
 

 
1.          Introduction 

 
1.1 NHS Dumfries and Galloway has been unable to achieve the psychological 

therapies heat target since its introduction in 2014.  A paper was presented to the 
Performance and Finance Committee in November 2017.  It was recommended 
that a paper be brought back to summarise the links between secondary and 
primary care for mental health and the role of the 3rd and independent sector, 
including community groups in improving the mental health of people in Dumfries 
and Galloway.  This paper outlines the current position and plans for the future 

 
 
2.          Recommendations 

 
2.1 The Integration Joint Board is asked to: 
 

 Note the work undertaken by health and social care staff alongside 
the 3rd and independent sector.  
 

 Note the progress to date and plans for future work.  
 
 
3.          Background 

 
3.1 The Psychology Department has an ongoing shortfall in the service’s capacity to 

respond to the demand for psychological therapies within the Health Improvement, 
Efficiency, Access to Services and Treatment standard (HEAT) of eighteen weeks, 
which is reported on a quarterly basis. 
 
Compliance with the HEAT standard remains below the expected standard since its 
inception in December 2014.  However, there have been recent improvements in 
compliance with the current rate as at June 2018, of 78% (the target being 90%).  
This equates to approximately 140 people a month experiencing waits over 18 
weeks. 
 
The demand for psychological therapies has consistently outstripped the service’s 
capacity to respond in a satisfactory and timely manner despite previous increases 
in staffing. This is in the context where referral rates remain high.  Per head of 



 
 

 

population, this demand has been consistently higher than the national average and 
is currently nearly twice the Scotland average referral rate.  NHS Dumfries and 
Galloway has referral rates three times higher than those in the other equivalent 
mainland boards.  In order to manage this referral level, building and maintaining 
relations with other services is essential in ensuring people get the support that they 
need.     
  
For the past year, work has been ongoing within localities, particularly with the 
Annan One Team.  This involved mapping local services for those needing mental 
health input.  During the mapping exercise it was clear that a fundamental link 
between General Practitioners and the third sector was crucial.  However, GPs do 
not have the capacity to know and be able to refer to the many and varied 3rd sector 
services and community groups available in their locality.  The role of the 
community link worker is an important part of this.  
 
Since February 2017, Psychology has had a primary care liaison service and they 
have established a role in offering supervision and support to the link workers as 
well as working closely with the GP practices and community staff. 
 
 

4.         Main Body of the Report 
 
4.1         Annandale and Eskdale Locality 

 
Data from Annandale and Eskdale Community Link Worker (CLW) project from 
2015-2016, demonstrates a clear need for this role.  The team of four staff (3 wte) 
received 350 referrals, most of which were from community nursing or GPs and 
social work.  More than half (54%) of those referred had mental health issues and 
social issues, including loneliness and isolation. 
 
Qualitative feedback from those referred to the community link workers is included 
in appendix 1.    
 
Signposting to 3rd and independent sector.  From the 350 referrals, 58 were referred 
onto community groups.  Table 1 below shows the breakdown of services 
signposted to. 
 

 
 



 
 

 

In 2017-18 the service received 365 referrals, 241 from GP Practices, 68% with 
mental health issues 

Of these 241 referrals 51% referred/signposted to community/third sector support 
(Community Groups, CAB, Day Centres, Carers Centre, Handy van, Visibility, Food 
bank, Food Train, Befriending and volunteering opportunities etc) 

 From April to Jun 2018, 105 referrals were received, 74 from GP Practices 

 4.2 Stewartry Locality 
 
The primary care liaison projects for psychology and psychiatry has also been 
working closely with GP practices in the Stewartry. The Stewartry locality has a very 
limited CLW service consisting of one worker with an additional support worker 
starting in September 2017. The data from the last 2 years is outlined below. 
 
Community Link Worker Service - September 2015-September 2016 
 
CLW was completed by 1wte worker during this time.   121 referrals were received, 
half of which from GP practices.  
Of those referred to CLW by GPs, 50 of those 85% were signposted to 3rd 
sector/community organisations.  The CLW service is a vital link between GPs and 
community based services.   
 
Community Link Work Service - September 2016-september 2017 
 
CLW was completed by 1 wte who, due to a change in job role and banding, 
reduced their CLW by more than half to include other work.  Referrals for this year 
were therefore lower.  There were 66 referrals of which half were from GPs.   All of 
the GP referrals were signposted to community projects and the third sector but a 
small proportion declined this input. 
 
Community Link Work Service - September 2017-April 2018, the 1-1 support has 
been done by a support worker with the CLW supervising.     
 
April 17-April18 there were 89 referrals in total, with 36 from GP practices, 61% of 
which were signposted onto 3rd sector organisations such as Men’s Shed, U3A, 
Mindfulness, Food Train, Support in Mind, exercise and activity opportunities. 

 
 4.3 Nithsdale Locality 

Our Primary Care Psychology Liaison project will be extended and enhanced into 2 
GP practices in Nithsdale, particularly focusing on our high referring practices.   

Healthy Connections is part of Nithsdale Health and Wellbeing Team, which is a 
core funded Health and Social Care service.  The team, comprising of 3.3 wte, are 
based in 5 GP practices.  The team received 441 referrals in 2017, more than half 
of which were received from GPs.  In 2017/18, 907 onwards referrals were made to 
3rd and independent sectors organisations or community groups.  The signposting 
destinations for these people are outlined in Appendix 2.  Whilst not all of these 
referrals are related to mental health, a good proportion of them have mental health 
issues which are being addressed within community settings.   



 
 

 

4.4 Wigtownshire Locality 

 The service in the West of the region received 149 referrals in 2017, more than half 
of these were referred by GPs.  A quarter of them were referred onto 
community based- groups and the table highlights the other destinations for people 
following input from the team. No updated data was available for 2017/18. 
 
Destination Number 
Community groups 26 
Health, Social work, FIAT team 23 
Leisure centre 19 
Food train 15 
Volunteering  12 
D&GC work club 9 
Working part-time 4 
Total 108 
 

          4.5 Primary Care Psychology Liaison Service - Annandale and Eskdale and Stewartry 
 

General Practitioners often cite their biggest challenge is patients who attend their 
surgery with psychological difficulties who are unlikely to make effective use of 
existing psychological therapies provision.  We know from our own data that those 
who complete psychological interventions have better outcomes but traditional 
models of therapy do not suit everyone.  
 
GPs have identified the need for psychological practitioners, based in primary care, 
who can actively guide and facilitate people with psychological difficulties. These 
clients, who often do not meet the referral criteria for existing services could also be 
directed to a wider variety of mental health-enhancing activities or 3rd sector 
resources.  
 
The new Mental Health Strategy outlines work with primary care as an important 
aspect of mental health care and boards are expected to be demonstrating the use 
of resources linked to primary care by 2018/19. 

The Specialist Psychologist Therapist and one Assistant Psychologist have been in 
post since February 2017.  They are currently working with two GP practices and 
are embedded in the GP surgeries across the week.  In the early stages, 
establishing the right people to refer to liaison was a priority but this work is now 
being completed.  The referral rates from both practices have reduced since the 
start of the liaison project (Appendix 3).  Key messages are: 

 Significant reduction in referrals to adult mental health 
 Significant improvement in mental health and wellbeing, including social 

connectedness in clients seen in the liaison service 

Staff and clients report a positive impact of the service as outlined in (Appendix 3a 
and 3b). 

 
Closer links have been established between mental health services and those 
working in primary and community care and the third and independent sector.  Work 
is ongoing to ensure pathways and connectedness between services is maintained. 



 
 

 

 
Year 2 plans: 
We have recruited a second assistant psychologist for this project and the frequent 
attenders project (see below) and they are now in post.  They are working on 
piloting a telephone triage service for those with the longest waits and a text service 
for appointments for those areas that have the highest DNA rates. 
 

4.6 Frequent Attenders and Psychology Liaison - Nithsdale 
 
Frequent attenders at primary care with mental health difficulties are a challenge for 
the already stretched services and staff.  The priority is to ensure they receive the 
care that they need without compromising the care of others in equal need.  
Frequent attenders often present to different staff members prompting an 
inconsistent and variable response to their needs.  In addition, this leads to 
increased referrals to psychology and other secondary mental health services, for 
individual therapy. 
 
This proposal includes the application of well evaluated work in the Emergency 
Department in DGRI and the Galloway Community Hospital.  This work has 
involved creating a shared understanding of an individual’s needs by using a 
psychological formulation. It also includes a shared action plan for future 
presentations.  We now want to utilise this model and offer the same psychological 
perspective on the reasons people may frequently attend and use GP services.  
This would be trialled in the large Dumfries GP practices, who are high referrers to 
Psychology and have high levels of frequent attenders for psychological difficulties.  
 
Update 
Recruitment for this post is ongoing, previous applicants had not been able take up 
post.  We are hopeful that this post will be recruited to by October 2018. We are 
already working with GP practices in preparation to this project to begin. 

 
Impact 
Our two highest referring practices refer approximately 70 clients a month.  This is a 
significant amount of clinical and administrative time for GPs.  A proportion of these 
are clients who have been referred numerous times with limited success.  GPs time 
is taken up with seeing clients frequently often referring for unnecessary tests and 
interventions.   

 
Expected Outcomes 
 

 Reduction in unnecessary assessments or interventions. 
 Improve understanding of reasons why people frequently attend GP 

services 
 Improve consistency of management  
 Scope demand and reasons for variance in referral rates by GP to inform 

future service plans. 
 Reduce workload for GP practice staff. 
 Improve patient experience 

 
 

Outcomes: 



 
 

 

 Evaluated trial of response to unmet psychological need for people 
whose difficulties cannot be met by existing mental health services. 

 Reduction in number of inappropriate referrals to psychology, as well as 
a reduction in the number of people who do not opt-in for talking therapy 
or who fail to attend. 

 Early interventions that prevent psychological distress culminating in 
unnecessary and often unproductive referrals to other secondary mental 
health services. 

 
4.7 Identifying functional difficulties and tackling loneliness in older adult population 
 

Impact update 
One year’s money from this funding stream has been used for a psychological 
therapist.  With additional NES funding we have recruited a clinical psychologist for 
23 months and extended the psychological therapist post for 8 months.  The project 
has initially focussed on work in Wigtownshire. 

 
Drawing on previous local research findings into low referrals rates for older adults 
with functional difficulties, the team have embarked on an awareness campaign, 
‘beating the lows’ starting with GP trainees and moving to GPs across the region.  

 
Impact 

 Increased awareness of mental health problems in later life for GP 
trainees across the region. Most of the GP trainees who attended said 
that they would use older adult psychology more and felt they were more 
equipped to identify mental health issues in older adults. 

 Training with care at home staff about identification of social 
connectedness. 

 A clear referral pathway has been established (appendix 4). 
 A loneliness self-help guide has been co-produced with service users 

from U3A that includes information about local community and third sector 
resources and groups. 

 Establishing good working relationships with practice and district nurses, 
including training and support to identify mental health issues and 
involvement in the development of co-ordinated referral pathways. 

 Offering consultation to Healthy Connections workers to support their 
development in working with older adults 

 Local and social media awareness raising campaigns 
 Work with Speech and Language Therapy looking at the link between 

loneliness and communication.  This will be looking at the reduction in 
voice use and its impact on incidence of speech difficulties.  Simply asking 
those who come to clinic about social connectedness can help to identify 
loneliness and support that might be needed. 

 Psychology Stand at flu clinics in large GP practice in target locality to 
raise awareness of Beating the Lows.       

 
It is still early days in the lifespan of the project but there is evidence of increased 
referrals to Psychology services for older adults with functional difficulties.  There is 
also early evidence of identification and management of issues within community 
and primary care.  Staff also meet regularly with community link workers to offer 
some supervision and guidance around working with older adults with issues of 



 
 

 

loneliness, how to assess for functional issues underlying loneliness and when to 
refer on. 
 
Future plans 

 Joint work with the falls clinic.  Those who are at risk of, or have had falls 
are more likely to become socially isolated and avoid physical activity. 

 Awareness raising with care home staff 
 Community events to further increase awareness in the community 
 Spread of work so far to other localities and link current work with other 

initiatives in Wigtownshire (coh-sync, mPower). 
 

             4.8   Computerised CBT (cCBT) – region wide 
 
A recent European study has identified that cCBT is an effective way for clients to 
access evidenced-based psychological therapies utilising new technologies.  A 
number of health boards using cCBT in Scotland have been doing so for several 
years and are reporting it to be of benefit with good clinical outcomes. The trials 
included people with mild to moderate difficulties who reported having chronic 
psychological difficulties.  cCBT is included in the new Mental Health Strategy with 
the expectation all boards will offer this approach.  cCBT is an eight session model 
and adds to our existing tiered model of service delivery, offering psychological 
therapy between the existing services of the Self-Help service and psychological 
therapists. 
 
Impact: 
Since starting to accept referrals from GPs in May 2017, 348 people have already 
been referred which is in excess of the target set by the national team for the 
lifespan of the project until 2020.  Whilst it is anticipated that cCBT will generate 
some referrals that would not previously have been referred, directing even 30-50 
people a month to cCBT would make a significant impact on waiting times and 
access for those who need psychological interventions.  The outcomes for those 
completing cCBT are currently being analysed by national team but are anticipated 
to be in-line with research findings.   
 
Outcomes: 
 Resource for GPs for people with mild to moderate psychological difficulties 

which allows access to guided computerised CBT in home and community 
settings.  

 Waiting times for psychological interventions are reduced. 
 Those who go on to need further psychological therapy are more likely to 

make good use of the intervention as they have been socialised to therapy 
already. 

 People who use cCBT enhance their capacity to cope with psychological 
difficulty as evidenced by outcomes from national research. 

 
             4.9 10minute CBT – region wide 

10 Minute CBT training has been provided to a cohort of GPs to apply in their 
clinical practice.  It is designed to provide practical CBT skills, which build upon their 
existing knowledge and communication skills.  Feedback on this has been very 
good.  This allows GPs to begin psychological therapy conversations with those 



 
 

 

they are considering referring. It may help to assess suitability, orientate clients to 
psychological approaches or may be sufficient for GPs to manage the client’s 
difficulties within primary care. 

Previous roll out of this training has been very successful and it is hoped that as 
part of the primary care improvement plan as a result of the new GP contract, this 
will form part of the work in transforming primary care. 

4.10 Primary Care Mental Health Liaison (Psychiatry) Service Update June 2018 

 The PCMHL service has been operational since May 2017. The service is based 
within the Stewartry locality at Castle Douglas Medical Group and Solway Medical 
Group, and within the Wigtownshire locality at Lochinch Practice and Lochree 
Practice. The service only recently commenced in Lochree Practice. 

In the year 2017/18, 720 referrals were received across the practices, 185 achieved 
a positive outcome and a further 132 were signposted onto other services within 
NHS and 3rd sector/independent or community sector.  

See Appendix 5 for the most recent quantitative evaluation. Patient feedback forms 
(optional) are demonstrating overall positive feedback.  Suggestions from patients 
have been for an increased number of sessions with no other concerns identified.  

Qualitative feedback was elicited from GP/ANP’s in December via Qualtrics survey 
with 100% of staff rating this as an excellent service; this has been reviewed in 
May/June and is in Appendix 5.  Since the survey no changes have been made to 
the service design, referrals continue to be high and patients are engaging well with 
the service. 

We are working with a data analyst to begin gathering intelligence around quality 
outcomes, to ensure the service is appropriate to need and make improvements 
where necessary. The steering group will now develop an Operational Policy for the 
service.   

 
 
5.          Conclusions 

 
5.1 There is a national understanding that the community link work model is an effective 

way of clients getting the help they need at the lowest tier and within their 
community.  A national report about the gold standard is here:  
https://vhscotland.org.uk/wp-content/uploads/2017/06/Gold-Star-Exemplars-Full-
report.pdf  The need for community link work initiatives is clear and having an 
ongoing, sustainable service is a vital tier in the suite of low level engagement on 
offer to service users. Without this tier, this increases the pressure on other parts of 
the system (GPs, CMHTs, Psychology) and people are not seen at the most 
appropriate time by the right person and waiting times grow.   
 
Currently, there is a large amount of variance both in the size of the workforce in 
community link work but also in the role that they fulfil in their locality.  This is partly 
due to meeting the specific needs of the locality that they cover but also due to 
historic factors from previous management structures.  The importance of having a 
consistent approach across Dumfries & Galloway is essential. Currently the model 

https://vhscotland.org.uk/wp-content/uploads/2017/06/Gold-Star-Exemplars-Full-report.pdf
https://vhscotland.org.uk/wp-content/uploads/2017/06/Gold-Star-Exemplars-Full-report.pdf


 
 

 

is delivered inconsistently across the region both the role and the capacity to 
deliver.  If it is to have maximum impact we would want to ensure that localities had 
adequate resource and equity of capacity would be of benefit to all the communities 
involved.  
 
The role and function of community link workers is under review and there are 
models both locally and regionally that work well.  Recent training across all 
localities has given the staff the same starting framework in which to embed their 
practice.  This training has been completed collaboratively between Public Health, 
locality Public Health Practitioners, senior management and Psychology.  Work to 
make services equitable is ongoing across localities and using the expertise of 
Public Health and Psychology to inform this process.  However, as some of the 
posts are fixed-term, this presents a challenge in relation to future vision for these 
services.  
 
There are plans to develop a regional Strategic Social Prescribing Framework which 
will provide further governance and structure for the work of low-level support in 
primary care and community link work service in each locality. The purpose of the 
framework will to be to establish a regional approach to social prescribing to ensure 
consistency of models and delivery. This will also establish social prescribing as a 
first line approach to promoting health and wellbeing. 

 
The new GP contract and primary care transformation is likely to include significant 
work for mental health and community staff trained to offer low-level interventions or 
signposting.  It is hoped that the transformation of primary care and the availability 
of mental health support at a GP and community level will improve the service 
users’ experience of mental health support from community level, primary and 
secondary care. 
 
Secondary mental health services have been piloting primary care mental health 
services with good outcomes.  It is envisioned that this should continue under 
transformation programme but in a more joined-up way.  The model proposed 
would involve the combining of the Psychology and Psychiatry liaison with 
additional input from Occupational Therapy.  Community link work would fit easily 
into this multi-disciplinary model offering connection to 3rd, independent and 
community sector.   
 
The Psychology Liaison staff have been offering supervision to the link workers 
around their work with clients with mental health difficulties.  It has become clearer 
over the past year, that the cases they have been referred have been people with 
complex difficulties, active self-harm or suicidality or pose a risk to themselves and 
staff.  Link workers have no formal professional training but due to a lack of co-
ordinated mental health support in the community, they have been involved in cases 
more suited to mental health service.  The supervision, support of link workers is a 
key role for primary care mental health services going forward as well as the 
clarification of roles in the team.  We would envisage a single point of entry to 
reduce processes and ensure people are seen by the right person as soon as is 
needed.  Across the UK, models such as Community Connectors, employed within 
the third sector (similar to link work) has been very successful for older adults but 
for working age adults too.   
 



 
 

 

Psychology are attempting to balance the direct work with clients with complex 
psychological needs, that can only be seen by psychologists with connecting with 
primary care and working more closely with staff in the community.  The department 
is keen to be an outward facing department, working alongside and with colleagues 
to reach as broad a spectrum of the population so that we can to improve the quality 
of their mental health.  There is a wealth of excellent psychological practice within 
communities and primary at a very low level.  Psychology staff are keen to support 
this work and offer advice, guidance, training and supervision as needed to ensure 
practice is safe, effective and person-centred. 

 
  



 
 

 

SECTION 2: COMPLIANCE WITH GOVERNANCE STANDARDS 

 
6. Resource Implications 
 
6.1 There are resource implications for the localities in funding the CLW service and 

other community based activity. 
 

 
7. Impact on Integration Joint Board Performance and Finance Committee 

Outcomes, Priorities and Policy 
 
7.1. There are already signs that the primary care projects are making a difference to 

our referral rates and therefore to our waiting times.   
 
 
8. Legal & Risk Implications 
 
8.1. None noted 
 
 
9. Consultation 
 
9.1 Not required at this stage 
 
 
10. Equality and Human Rights Impact Assessment 
 
10.1. Not required at this time. 
 
 
11. Glossary 

 
CBT  Cognitive Behavioural Therapy 
CLW  Community Link Worker 
HEAT  Health Improvement, Efficiency, Access to services and Treatment 

  WTE  Whole Time Equivalent 
 

 
  



 
 

 
Appendix 1 – Outcomes for CLW in Annandale and Eskdale 2015-16 

 Outcomes 
The tables below show responses from people who have used the Community Link Service:-  

 
 
 

 
 
 
People were asked to describe any changes in their life following their experience with a Link Worker? 
 
Some of the comments received -  
 
“Helped to ease the stress in my life, which in turn has helped improve my mental health” 
 
“I am much happier all the time my worker has got me volunteering at New Start Recycle. I started 
volunteering for 2 hours a week and am now doing 4 days a week for longer days.” 
 
“I was overwhelmed constantly by my situation previous to working with my allocated link worker. The work 
we have done together has increased my awareness, helped me to find coping strategies and to feel less 
insecure and isolated.  I no longer feel shame when in need of help or support.  I know that there are other 
people with whom I can now share my experiences/issues.” 
 
“The Link worker gave me the confidence to manage the position I was in, with the knowledge that they could 
assist me with any problems that arose.” 
 



 
 

 
“My son has asked me to reply on his behalf - when he was at school he had no outside school social 
interaction - no friends came round. He wouldn’t get involved in any outside activities. When he left school he 
became totally shut inside his own room - there was no reason to leave.  I managed to get him several job 
interviews but his social skills were minimal and needless to say he was never offered any jobs.  When the link 
worker became involved they understood him and his challenges, and also saw his potential. They made him 
feel secure so he trusted them to help. The link worker set up for him to volunteer at the Day Centre alongside 
another person who is similar to him.  The link worker went with him, helped and supported him until he felt 
able to manage on his own. His self confidence blossomed. Through this he felt confident to do other 
volunteer work at the Langholm Initiative. He now has such a huge sense of self worth and I've noticed how 
much more confident he is when talking to people.  He applied for a place on Project Search and I know it is 
because of his volunteering activities and his confidence at interview that he has now been accepted.  I know 
too many people the input from the link worker may seem small but they made all the difference to my son 
and to his future I can’t thank them enough!” 
 
 
In a recent focus group with the GPs from the North Surgery in Annan there was a reported benefit, as 
described by the GP’s, in the amount of their time that was saved by CLWs taking on the referrals. It was also 
highlighted that not only do the CLWs have the time in which to truly understand the nature of the problem, 
but that they described them as having ‘quality conversations’ and using a ‘holistic’ and ‘person-centred 
approach’.  It was also recognised that the CLWs have firmly established themselves as an ‘integral member 
of the multi-disciplinary team’.  
 
The style and approach of the CLWs was being narrowed into phrases such as ‘able to gain trust’, ‘build 
rapport with a wide range of individuals that often disengage with other services’, ‘work with the 
community’, ‘help individuals understand and maximise their own capabilities’.  

  



 

 
 

0 10 20 30 

ADS Gardening  
Afracadabra 

Alcohol and Drugs 
ARC 

Arts and Crafts in the Community  
Barony Wildlife Hospital 

Benefits Maximisation 
Blue Badge 

Building Healthy Communities  
CAB 

Capability Scotland 
Carer Centre  

Choir - Dumfries Community 
CLD 

Community Circles 
Community Nurse  

Country Dancing 
Day Centre  

Dementia Services  
DGT 

Disability Sport 
Energy Support  

Falls Class/Leaflet  
Fibromyalgia Support 

Food Bank 
Food Train  

General Health and Wellbeing Info 
Georgetown Community Centre 

GP/Practice Nurse  
Hard of Hearing Group 

Housing Support  
Incredible Edibles 

Lifestyles 
LLTTF 

Mens Shed  
NHS Retirement Fellowship 

Online resources  
Pain Assocc 

Pharmacy 
Physio and OT 

Rehab Unit 
RVS Transport 

Sensory Support Team  
Silver Age  

Social Work 
Steps to deal with stress  

Support in Mind 
Taxi Card  

U3A 
Village Pride 

Volunteering  
Walking Works 

Women's Aid 

Outstanding  

Appendix 2:  
Signposting 
destinations for 
referrals to Nithsdale 
Healthy Connections 
 



 

 

0 

1 

2 

3 

4 

5 

6 

Redirected Referrals 

Appendix 3:  Primary Care Psychology Liaison Service Evaluation 

Primary Care Psychology Liaison Service 
 

 
Referrals Summary  
 

  82 referrals to Primary Care Liaison between 1st of May 2017 and 31st of May 2018. 

 58 referrals from Annan North and 24 from Dalbeattie  

 57 of these referrals have been accepted into the service.   

 1 patient is currently being processed  

 Remaining 24 patients referred of signposted to other agencies:  
 

 5 referred onto Older Adult  

 4 referred onto Self Help  

 4 sent back to GP or CLW with appropriate information about signposting to appropriate 3rd sector services  

 4 referred onto CMHT 

 1 referred onto AMH 

 1 referred to Occupational Health  

 1 referred to Computerised CBT 

 1 referred onto Clinical Health Psychology  

 1 referred to CATs 

 1 referred to Stewartry Healthy Connections 

 1 referred to Weight Management  
 
 

 
 
 
 
 
 
 
  



 

 

Consultations Summary  
 

 Average of 1 hour 25 minutes per week spent on formal and informal consultation with GPs and CLWs.    

 Streamlines the referral process for both GPs and Psychological services.   
 
Uptake Rates 
 

 Currently referrals for 57 patients have been accepted into the Primary Care Lision Service.   

 51 of these patients have opted into the service = 89.4% 
 
Waiting Times  
 
Waiting times for all patients who have been seen is shown in the table below.  Waiting times are representative of 
the number of days between initial referral and first appointment offered.  It is worth noting that long wait times 
for some patients have occurred due to the patient being unavailable prior to the first offered appointment.   
 

 
Number of Days 

Min 16 

Average  38.7 

Median  41 

Max 79 
 
 
 
Which people are using the service?  
 

 Of the 57 patients accepted into the service 51 patients have opted-in. 

 57% of these opted in patients have had one or more previous referral to AMH or Self-Help.   

 47% of referrals to AMH or Self Help for the same time period have had one or more previous referral.   

 I.e. PCL is slightly more likely to catch patients that find it difficult to engage or seem to have cyclic 
referrals.   

 

 PCL patients with previous referrals to AMH or Self-help have a 59% discharge due to DNA rate  

 The discharge due to DNA rate for the PCL service is currently 11%.   
 

 The average age of patients has been 37 

 69% of patients have been female and 31% male 
 

 43% living in the most deprived areas within Dumfries and Galloway as falling into the 1st deprivation 
quartile – see chart below   

 27% fall into the 2nd deprivation quartile  

 The remaining 30% fall into all other deprivation categories.   

 Appeal for people living in the most deprived areas the service but still accessible for all people from all 
socioeconomic backgrounds.   
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Referrals to Psychological Services 
 

 Referrals to AMH from Dalbeattie and Annan North have dropped in comparison to previous years.  

 2017/2018 = 35, 2016/2017 = 71, 2015/2016 = 75, 2014/2015 = 56 

 Self Help referrals not impacted.   

 PCL is not being used as a default for GPs and those that are appropriate for Self Help are still able to access 
that service.   
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Psychological Services data  
 
Did not opt in (DNOI) rates of referrals to psychological services (excluding Primary Care Liaison) have decreased in 
Annan North and Dalbeattie while the PCL service has been in place.   
Additionally DNOI rates for referrals from Annan North and Dalbeattie have dropped below the DNOI percentage 
rate from all other practices combined for the first time.   
This suggests that not only are Annan North and Dalbeattie reducing the number of referrals they make to 
Psychological Services but also that the ones they do make are more appropriate and for people who are more 
likely to engage in services.   This suggests a better understanding in GPs of the role of psychology and helps to 
streamline the referral process. It looks as though a psychological service in close liaison is impacting favourably on 
appropriateness of referrals to psychological services.   
 
  

 
DNA 

Rates 
within 

Psychological Services  
The graph below shows the appointment DNA rate for people who have been referred within each financial year 
since 2014.   
The graph appears to show that appointment DNA rates (excluding PCL appointments) have decreased for patients 
who have been referred from Dalbeattie and Annan North practices and that this appointment DNA rate is lower 
than for those patients who have been referred in this time from all other practices.  
It is worth noting however that this graph is based on referral date and therefore some patients who have been 
referred during the time PCL has been in place will still be on waiting lists and therefore the graph may be subject 
to change as more patients who were referred into services during this time are seen by services.   
 
 
 



 

 

6.0 

7.0 

8.0 

9.0 

10.0 

11.0 

12.0 

13.0 

14.0 

2014/2015 2015/2016 2016/2017 2017/2018 

Percentage DNA Rate of Appointments for 
Patients within all Psychological Services 

(excluding PCL appointments)    

Annan North DNA Percentage 

Dalbeattie DNA Percentage 

All other Practices DNA 
Percentage 

0 

5 

10 

15 

20 

25 

30 

35 

40 

45 

2015/2016 2016/2017 2017/2018 

Percentage 

Year 

Percentage of People Discharged Each Month 
with Clinical Intervention Delivered as Discharge 

Reason from all Psychological Services   

All other practices 

Annan 

Dalbeattie 

 
 
 
 
 
 
 
 
 
 
 

Completion Rates of patients within psychological services  
The graph below shows the completion rates of patients discharged within each financial year since 2015. That is it 
is the percentage of patients discharged who have clinical intervention delivered, assessment delivered or 
treatment complete recorded as their discharge reason.  
The graph suggests that a higher proportion on people that have been referred from Annan North and Dalbeattie 
practices have completed therapy than in previous years before the PCL service was in place.  Additionally this 
proportion is higher for patients from these practices when compared to referrals from all other practices.   
It is worth noting however that this graph is based on date of discharge and therefore some people may have been 
referred to services before the PCL was in place and therefore it cannot be said for certain that it is the PCL that is 
causing this effect.   The graph may be subject to change as more patients who were referred into services during 
PCL are seen by services.   
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 Further data on impact on referral rates 

 Current trends look promising 

 30% reduction on same time period for years 2014-2016. 

 No change in referrals to self-help.  This is to be expected as the PCLS service was not designed to reduce 

referrals to low-intensity intervention. 

 33-53% reduction in referrals for a psychologist compared to 2014-2016. 

 70-85% reduction in referrals for CBT – is this due to the introduction of cCBT?  

 Future evaluation of attendance at GP or other primary care setting for those who have been seen in PCLS. 

 Use of anti-depressant or other medication. 

  



 

 

Appendix 3a: Qualitative feedback from Primary Care Psychology Liaison Service - Stakeholders 
 
 

Patient Feedback 

All patients are asked to complete a feedback questionnaire and 15 of the 17 discharged patients have 
returned these.  This feedback has overall been positive with the patient reporting that the psychologists 
with the service had been “very helpful and understanding”.   
Answers to tick box questions are displayed in the table below  
 

 Definitely True Mostly True Not True Don’t know 
1. I feel I got what I wanted 

from the service 

13 0 1 1 
2. I am satisfied with the 

quality of service I 
received 

13 1 0 1 
3. I have been given 

enough explanation 
about what the liaison 
service is for 13 2 0 0 

4. I feel that the people here 
know how to help me. 

11 3 1 0 
5. The liaison service has 

met my need  

11 2 1 1 
6. I am satisfied with the 

number of sessions I 
received.   

13 0 1 1 
7. I can now manage my 

own problems more 
effectively 

6 4 3 2 
8. Overall, in a general 

sense, the help I have 
received here is good 

13 0 1 1 

 
Have received 15 feedback forms back from discharged patients, comments have been: 
 

 [Service was] “Very helpful and understanding”.   

 [Liked] “The fact that it was in [their] surgery” 

 The service let me talk about how  things affected my moods and didn't judge about my topics of 
discussion  

 I found they were easy to talk about how I felt 

  [liked] feeling I had someone to talk to  

 [they were] very friendly relaxing sessions  

 They listened to me and my needs. They spoke to the GP and got me more help  

 Very worthwhile and would recommend to people that have similar problems to myself  

 Very knowledgeable and willing to think outside the box to help people overcome obstacles  



 

 

 [Clinician] is lovely and explains everything great  

 I am very grateful and thankful to have been able to speak with [clinician] and for the strategies 
and information she has shared and taught me.  Also she is empathetic and genuine  

 Very relaxed sessions, I was able to say as little or as much as I wanted  

 [I liked] being understood and being told what I was feeling was in fact ‘normal’ for what I had 
been through  

 To have someone with the experience to understand my problems was very helpful  

 To be seen in the local doctors surgery was very helpful  

 Very helpful to get the information about where I can go should I have any relapse in my condition  
 

 I tried to contact the office to arrange a meeting but no answer  

 I’m trying to learn how to manage my own problems effectively with the tools I’ve been given – 
whether they help or not is yet to be seen  
 

GP Feedback  
GP feedback has been received by seven doctors at both the 6 month review and the 1 year review.  Five GP 
returned questionnaires from Annan North (71%) and two returned from Dalbeattie (33%). 
Positive Feedback Examples  
 

 “Patients who are too complicated for self help, but would not manage to engage in full psychology have 
benefited massively from a few in depth sessions to look at their coping strategies and other issues” 

 “Referred people for help who otherwise would have been recurrent attenders at the GP with little benefit, 
or who would have not engaged with full psychology” 

 “[I have] Better understanding of psychology input, [I find] MDT discussion helpful” 

 “Being able to speak directly to a team member regarding who to refer to or most appropriate 
intervention” 

 “This has been a really good pilot and something that should be rolled out into other practices” 

 “By working in a primary care setting the liaison service has been able to discuss cases more readily with 
other team members resulting in a more joined up approach to managing the patient's mix of psychosocial 
needs” 

 “The input to MDT has been really valuable - linking with other support staff” 

 “There have been patients who have been able to be seen fairly quickly who I am convinced we would have 
'missed the boat' with if they had waited for full psychology.” 

 “Even when liaison psychology has not been the best route for the patient... [it]has not felt like these 
referrals were being 'bounced' but helpful advice given that is just not possible with a remote service” 

 “I have a much better idea of who to refer where and have a useful point of contact who can give advice 
that I trust. I think I have actually referred less to psychology overall because of this contact and been able 
to redirect patients more effectively where previously I might have just gone along with their request while 
knowing that they were unlikely to engage in the end.  

 “Recent patient I referred gained a lot from liaison and since then has been less dependent on myself” 

 “I get the impression that the patients who have engaged with psychology liaison are less likely to present 
back with the same issues “ 

 “There has been a real 'can do' approach that we have not seen before in Primary care.” 

 “I hope that you are able to find the evidence to extend the service but from a qualitative point of view it 
has been a good success and valued by us and the patients who have been seen.” 

 
Criticism (From One GP at 6 month review) 
 

 “As with many new things we are still working out where this fits in and how people may get the best from 
it” 

 “I have diverted patients to that service- but not very many - it is early days I feel” 



 

 

 
Appendix 4 – Loneliness referral pathway - Older Adults 

 

 

 
 

 
 
 
 
  



 

 

Appendix 5:  Primary Care Psychiatry Liaison Service Evaluation – June 2018. 
 

Psychiatry Primary Care Liaison Evaluation Report  
The Psychiatry Primary Care Liaison Service has been underway within Lochinch Practice since April 2017, 
Castle Douglas Medical Group and Kirkcudbright Health Centre since May 2017, and Loch Ree Medical 
Centre since October 2017.  
The evaluation report covers the first year of service implementation from April 2017 to May 2018.  

Referrals to Primary Care liaison service  
 To date 718 patients have been referred to services across all GP practices.   

 632 of these patients have been seen for initial assessments 

 601 have been discharged  
 
Castle Douglas  
 

 275 referrals from Castle Douglas 

 231 initial assessments  

 39 DNA First assessment  

 4 waiting for first assessment  

 1 inappropriate referral  
 
Kirkcudbright  
 

 117 referrals from Kirkcudbright 

 110 initial assessments 

 6 DNA First assessment  

 1 inappropriate referral  
 

Lochinch  
 

 186 referrals in Lochinch 

 162 initial assessments 

 24 DNA First assessment  
 
Loch Ree 
 

 139 referrals in Loch Ree 

 122 initial assessments 

 17 DNA First assessment 

 
Demographics 
 

 The average age of patient referred to the PCL service is 43.2 years.   

 In Stewartry the average of those referred is 44 and in Stranraer it is 43.  

 Overall there have been 491 female and 229 males referred to the PCL service.   

 277 females and 118 males in Stewartry  

 214 females and 111 males in Stranraer 
 



 

 

 
The chart below shows the distributions of ICD-10 codes assigned to patients in each practice.  The chart 
only reflects data since April 2017 as it was at this point that ICD-10 codes were being reliably recorded.   
The data demonstrates that Stewartry is regularly assessing more patients with anxiety than depression 
and Stranraer shows the opposite pattern assessing more patients with depression than anxiety.   

 
 
 

Outcomes  

Outcome CDMG Kirkcudbright Lochinch Loch 
Ree 

Total 

Desired outcomes achieved 59 41 65 20 185 

DNA first appt 40 6 25 19 90 



 

 

 
 

 

Referrals sent to other services  
 
Currently there are 59 referred to another D+G teams  
 

 28 to CMHT 

 10 to Psychology 

 5 referred to Counselling  

 5 to Memory Clinic 

 3 to Drug and Alcohol 

 2 to Occupational Health 

 2 to neurology 

 2 to self help 

 1 to pain clinic 

 1 to CATs 
 

 
 
 
 
 
CORE-10 Score Outcomes  
 
The graph below shows the change in Core-10 scores for the 86 discharged patients who have had at least 
two CORE-10 Scores recorded.  The size of each circle represents the number of appointments which 
suggests that the service is achieving good outcomes with low numbers of appointments which frees up 
clinician time to see more people.   
The service is showing very good recovery rates.   

Disengaged 37 14 17 6 74 
Referred/Signposted 36 19 9 9 73 

Patient declined further input 21 7 6 0 34 
Referred to another NHS D and G 
Team 17 12 21 9 59 
Discharged 11 2 2 2 17 

Seen once/assessed 10 1 17 12 40 

Advice request only 4 3 2 2 11 

Unable to improve further 2 2 0 0 4 

(blank) 1 0 1 0 2 

Inappropriate referral 1 2 1 4 8 
Moved Practice 1 0 1 2 4 

Total 240 109 167 85 601 



 

 

 42% of people were classed into recovery group – their first CORE-10 score was above 10 and their 
last was below 10 those.  

 7% of patients have experienced significant improvement in CORE-10 Score - that is their CORE-10 
score declined by at least 5 points.  

 19% experienced no significant change in CORE-10 scores but it should be noted that this does not 
mean that they did not improve but that the change was not enough to be reliably attributed 
factors other than chance.  

 33% of cases had no change possible – that is their CORE-10 score was below the 10 point 
recovery thresholds both before and after intervention.  Again many of these patients CORE-10 
scores did improve and are therefore the scores are more indicative of the low level of severity of 
some of the patients being seen.  This suggests the service can meet the need of a wide range of 
patients experiencing mental health difficulties.  

 
 

 
Wait 

times  
 
The table 

below 
shows the 

average, 
minimum, 

median, and 
maximum 

number of 
days 

between a 
referral of a 
patient and 
the first 

attended 
assessment 

appointment. 
It is worth noting that this does not include offered appointments and therefore long waits are likely due 
to a patient repeatedly cancelling and re-arranging rather than the service not being able to 
accommodate them.   
 
As such the median days waited is the most accurate figure for representing the wait times of the service 
as it is not skewed by these long waits.   
 

value Stewartry  Stranraer 



 

 

average 19.8 15.3 
min 0 0 
med 16 13 
max 143 54 

 
 

Re-referral rates  
 
Only 6% of refferals from Stewertry and 3% of referrals from Stranraer have been for people who have 
been seen by the service twice suggesting that one intervention with the PCL service is sufficient to meet 
the needs of those reffered.      
 

 Stewartry Stranraer 

Total 392 326 

Unique 370 317 

Duplicate 22 9 

% 6 3 

 

Referrals to CMHT 
 
The following graphs represent referrals to CMHT from the patients within the PCL practices.  According 
to line chart rules there has been no significant change in referrals to CMHT.  However these referral rates 
include all patients from these practices and are not restricted to referrals from GPs as there is not 
currently a way to reliably distinguish between these.   
The data may therefore not be fully representative of any change.  
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The charts below show inappropriate referrals to CMHT from Stewartry and Stranraer practices.  Charts 
show the number of days between inappropriate referrals to CMHT. Number of days between 
inappropriate referrals to CMHT from Castle Douglas Medical Group and Kirkcudbright has significantly 
increased (exceeded significant grey shaded area).   
 
Number of days between inappropriate referrals to CMHT from Lochinch and Loch Ree have not 
significantly increased (have not exceeded significant grey shaded area).   
However this may be due to the late start date within Loch Ree practice and lower referral numbers in 
general from these practices which make it more difficult to see a change.   
 
 

 
Referrals to psychology 
 
Referrals to psychological services from Castle Douglas Medical Group, Kirkcudbright Health Centre, Loch 
Ree Medical Centre and Lochinch Practice are all lower in the last financial year compared to previous 
financial years.  This suggests GPs are less likely to be referring to psychology in those practice where the 
PCL liaison service is based.   
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Patient 
feedback 

 
To date the 

PCL has 
received 

41 feedback 
forms in 
total from 
discharged 

patients.  
28 of these 

have come 
from Stewartry patients and 13 from Stranraer patients.   
 
Answers to checkbox questions are displayed in the table below  
 

 
 
Additional comments from these patients included 
 

 ‘I liked that I was given a lot of time and patience to adjust to the sessions which really helped me’ 

 ‘Got signposted to the right support for carers’ 

 ‘Having someone easy to speak to – accessed the appointment quickly’ 

 ‘I didn’t know what to expect but found it helped to prevent things from getting worse’ 

 Definitely true  Mostly True Not true Don’t know 

1.I feel like I got what I wanted from 
the service 

33 6 0 2 

2.I am satisfied with the quality of the 
service I received 

41 0 0 0 

3.I have been given enough explanation 
about what the liaison service is for 

38 3 0 0 

4.I feel people here know how to help 
me 

37 2 0 0 

5. The liaison service met my need 33 6 0 2 

6.I am satisfied with the number of 
sessions I received 

27 9 3 3 

7. I can now manage my own problems 
more effectively 

17 15 5 4 

8. Overall, in a general sense, the help I 
have received here is good 

38 3 0 0 



 

 

  ‘Someone who understood me and believed in me’ 

  ‘I think the support worker was brilliant and most helpful with things, she believed in me to change my 
way of thinking’ 

 ‘Big step to ask for help but the process was easy to access and helped’ 

  ‘Being able to talk to someone soon, when I was feeling low and stressed’ 

  ‘Service very helpful and supported me throughout, gave me the ability to manage my own problems’ 

 ‘Being heard, I felt there was someone to go to when I needed to, I felt less alone and knowledge that I 
would be signposted to the appropriate service for longer term support’ 

 ‘I didn’t feel judged and felt they were trying hard to help me’ 

 ‘It was fast to get the initial appointment and I felt so glad I didn’t need to justify myself, very helpful’ 

 ‘I liked the resources, good communication from staff and therapy was complete – no gaps’ 

 ‘Feel more positive and encourages by range of strategies’ 
 ‘ I felt relaxed and could talk to someone who listened and understood’ 
 ‘[Clinician} did an excellent job and couldn’t rate him higher – the service needs to continue’  
 ‘I think if I had had to wait 16 weeks to see someone this would have been too late’ 
 ‘Felt comfortable in a familiar setting: no stigma attached’ 
 ‘Very quickly seen which makes a huge difference’ 
 ‘helped me to realise what was wrong and given practical solutions’  

 
Service improvement feedback comments: 
 

 ‘More sessions to talk more about past issues’ 

 ‘Found it hard with lots of questions being asked in the initial appointment’ 

  ‘ I think there needs to be more sessions than three or four’ 

 ‘Higher number of sessions’ 

 ‘Longer period of sessions as felt I had more to discuss’ 

 ‘I would have liked more sessions – mainly down to how good [clinician] was’  

 ‘the waiting time could be improved’  

  

 
GP Feedback 
 
The GP feedback questionnaire has been distributed on two occasions – firstly in November 2017 and 
then in March 2018.  11 responses were collected in November and 4 were collected in March.   
 

This feedback was extremely positive with all 15 responses rating the quality of service as excellent and 
that they would definitely or were likely to recommend the service to a colleague.  They also all said they 
felt they could deal with their patients problems more effectively, that overall they were either very or 
mostly satisfied with the service, and that they would use the service again.  14 responses reported that 
most or all of their needs had been met while 1 response reported that only a few of my needs had been 
met.  14 responses were mostly or very satisfied with the amount of input they had had from the service 
while 1 response stated they were Indifferent or mildly dissatisfied. 
 
GP Positive Feedback  
 

 Improved care for patients with mild-moderate mental health problems and reduced the burden 
to a certain extent on the GPs and the CMHT. 

 Patient support and review excellent and allowed some to be discharged from GP follow-up 



 

 

 Patients are being managed more appropriately thus requiring fewer GP appointments and less 
time off work 

 We have been able to book appropriate patients directly into appointments, and where we are 
unsure we can discuss suitability before booking them in. The patients are seen quickly and we get 
feedback very quickly (directly into the patient record, followed quickly by a more detailed 
summary. We can also discuss their case directly and alter medication quickly where necessary. 

 Recovery from severe reactive depression and suicidal ideation owing to repeat expert input 

 Access has improved for the patient, ease of referral, direct liaison is invaluable, better sharing of 
information, reduction in workload for GP- especially in reviews, patients get a better service 
overall. 

 They have longer appointments in which to deliver some basic CBT for patients who I've felt would 
benefit 

 With the pharmacist this is the best addition to the practice team. This is a fantastic service which 
is of great value to the patients and all clinical staff here in CDMG. I hope this will be adopted 
longer term. 

 One of the most useful recent changes to primary care provision. 

 Difficult to quantify but impression is that it has improved patient care directly by the service, 
indirectly by improving my management of mental health problems through informal 
discussion/learning and reduced workload. 

 One of the most innovative projects as a preventative proactive service which undoubtedly is 
highly successful in terms of improved outcomes for the pts/ families, [Staff] are highly 
professional and very hard working and we feel privileged to be able to offer such a service with 
pride and having worked in the practice for 34 yrs it IS one of the most innovative ever! 

 Invaluable- it has made a big difference to our workload. If it were to be removed we would 
struggle again to provide the same service. I hope it has had a positive impact on the CMHT 
services also I hope outcomes for patients will be shown in due course to have improved. 

 Patients have reported themselves that they found it very helpful. 

 In the past 9 months I have only referred 3 patients to CMHT. 

 I have noticed there have been fewer patients returning with recurrence of symptoms and being 
caught in the revolving door. 

 
GP service improvement feedback 
 

 I have noticed secondary care are now asking the liaison service to see patients, (I can give you 
examples if you want). This will put a greater strain on the service and lead to longer waiting times 
for patients to be seen and if the waiting times get longer, then patients will come back to us. For 
this service to work to reduce pressure on primary care it should in my view only accept referrals 
from primary care. 

 I have not been at Loch Ree long enough to experience many of my perceived long-term benefits 
of the service. I would value a chance to follow-up some of the patients I referred to the service to 
see how they got on. 
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Psychiatry Primary Care Liaison Evaluation Report  

The Psychiatry Primary Care Liaison Service has been underway within Lochinch Practice 

since April 2017, Castle Douglas Medical Group and Kirkcudbright Health Centre since May 

2017, and Loch Ree Medical Centre since October 2017.  

The evaluation report covers the first year of service implementation from April 2017 to 

May 2018.  

Referrals to Primary Care liaison service  

 To date 718 patients have been referred to services across all GP practices.   

 632 of these patients have been seen for initial assessments 

 601 have been discharged  
 
Castle Douglas  
 

 275 referrals from Castle Douglas 

 231 initial assessments  

 39 DNA First assessment  

 4 waiting for first assessment  

 1 inappropriate referral  
 
Kirkcudbright  
 

 117 referrals from Kirkcudbright 

 110 initial assessments 

 6 DNA First assessment  

 1 inappropriate referral  
 

Lochinch  
 

 186 referrals in Lochinch 

 162 initial assessments 

 24 DNA First assessment  
 
Loch Ree 
 

 139 referrals in Loch Ree 

 122 initial assessments 

 17 DNA First assessment 

 
Demographics 
 

 The average age of patient referred to the PCL service is 43.2 years.   

 In Stewartry the average of those referred is 44 and in Stranraer it is 43.  

 


