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Appendices - Health Psychologists in Primary Care Evaluation Report 

Appendix 1 – Data Tables for patient outcomes referred to in the report above 

 

Table 1. Demographics of those seen – SIMD*, Age and Gender  

 Ravenswood (n=78) Academy (n=307) 

Proportion of those seen 
in each SIMD quintile1 

Most Deprived     1=11 (14.1%)  
2=18 (23.1%) 
3=35 (44.9%) 
4=13 (16.7%) 

Least Deprived     5=1 (1.3%) 

Most Deprived      1=39 (13.0%) 
2=49 (16.4%) 
3=127 (42.5%) 
4=50 (16.7%) 

Least Deprived      5=34 (11.4%) 

Mean (s.d.) age of those 
seen 

46 (20) yrs; (range =17-84yrs) 44 (18); (range=15-82yrs) 
 

Gender breakdown of 
those seen 

Male=19 (24.3%), Female=58 
(74.4%), Transgender=1(<1%) 
 

Male=93 (30.3%), Female=214 
(69.7%), Transgender=1(<1%) 
 

*
SIMD rank is from 1 (most deprived) to 5 (least deprived) 

1
Data missing for 8 Academy patients, proportions based on patients (Academy), patients (Ravenswood) 

 

Table 2. Average waiting time from referral to being seen in number of days for all patients who 

have been seen 

 Ravenswood1  Academy2  

Median wait in 
days (range) 

14 (0-61) days 
2 (2.6%) were seen on the same day 
as referral 
 

 7 (0-177) days,  
 51 (17.2%) were seen on the same 
day as referral 
 

Number waiting 
≥14 days  

 51.9%  24.3% 

1
Data missing for 1 patients 

2
Data missing for 11 patients 

 

Table 3. Improvement in presenting problem (CGI)  

 Ravenswood Academy 

CGI (Clinician Rating), Median 
(range) 

2 (1-4)1 2 (1-5)3 

CGI (Patient Rating), Median 
(range) 

2 (1-4)2 2 (1-4)4 

NOTE 
Analysis only includes patients with > 1 contact who had completed their involvement and had a 
CGI/PGI at final follow-up. Does not include those lost to follow-up. A score of 1 indicates the 
patient is very much improved, while 7 indicates the patient is very much worse compared to 
their presentation at the beginning of treatment. 

 
1
Data for 22 patients 

2
 Data for 20 patients

  3
 Data for 103 patients 

4
 Data for 97 patients 

 

  



2 
 

Table 4. Change in Self-rated health  

 Ravenswood1 Academy2 Total* 

Self-rated health at pre-
intervention; Mean (s.d.) 

Median (range)  

 
2.9 (0.93)  
3, Good (1.5-5) 

 
2.4 (0.97)  
2.5, Fair-Good (1-4) 

 
2.6 (0.98)  
3, Good (1-5) 

Self-rated health at post-intervention;  
Mean (s.d.) 

Median (range)  

 
3.2 (0.91)  
3, Good (1-5) 

 
2.9 (0.95)  
3, Good (1-4) 

 
3.0 (0.94)  
3, Good (1-5) 

Change in Self-rated health*; 
Mean (s.d.)  

Median (range) 

 
0.3 (0.96)  
0 (-1-2) 

 
0.5 (0.92)  
0 (-1-2) 

 
0.4 (0.93) 
0 (-1-2) 

NOTE.  

Analysis only includes patients with > 1 contact who had completed their involvement and had a SRH 

score at final follow-up. For self-rated health a score of 1=poor up to 5=excellent.  

 
1
Data for 15 patients, 10 lost to follow-up 

2
 Data for patients 44 patients, 119 lost to follow-up 

 

* t(58)=3.57, p<0.01 (95% CI -0.68, -0.19) 

 

Table 5. Change in Satisfaction with Life score  

 Ravenswood1 Academy2 Total* 

Satisfaction with life at pre-
intervention;  

Mean (s.d.)  
Median (range) 

  
 
19.4 (6.62)  
20 (11-28) 

  
 
18.2 (6.54)  
18 (7-30) 

 
 
18.5 (6.52) 
18.5 (7-30) 

Satisfaction with life at post-
intervention; 

Mean (s.d.)  
Median (range) 

 
 
25.5 (6.02)  
28 (11-32) 

 
 
24.7 (6.13)  
26 (2-35) 

 
 
24.9 (6.06) 
26 (2-35) 

Change in Satisfaction with 
life*; 

 Mean (s.d.)  
Median (range) 

 
6.1 (6.10)  
6 (0-18) 

 
6.4 (6.46)  
7 (0-18) 

 
6.3 (6.31) 
7 (0-18) 

NOTE.  

Analysis only includes patients with > 1 contact who had completed their involvement and had a SWLS 

score at final follow-up. For satisfaction with life score a lower score indicated more dissatisfied with 

life (possible range 5-35), Category for SWLS is from 1=extremely satisfied to 7=extremely dissatisfied.  

 
1
Data for 15 patients, 10 lost to follow-up 

2
 Data for patients 43 patients, 120 lost to follow-up 

 

* t(56)=7.70, p<0.01 (95% CI -8.11, -4.79) 
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Table 6. Change in Satisfaction with Life Category 

 Ravenswood1 Academy2 

Satisfaction with life; median 
(range) at pre-intervention 

 4, Neutral (2-6) 5, Dissatisfied (2-7)  

Satisfaction with life; median 
(range) at post-intervention 

2, Satisfied (1-6) 2, Satisfied (1-5) 

Change in Satisfaction with life; 
median (range) 

1, (0-4) 2, (-1-4) 

NOTE.  
Analysis only includes patients with > 1 contact who had completed their involvement and had a 
SWLS score at final follow-up. For satisfaction with life score a lower score indicated more 
dissatisfied with life (possible range 5-35), Category for SWLS is from 1=extremely satisfied to 
7=extremely dissatisfied.  

 
1
Data for 15 patients, 10 lost to follow-up 

2
Data for patients 44 patients, 119 lost to follow-up 

 

 

Table 7. Change in behavioural outcome measure 

 Ravenswood1 Academy2 

Proportions recording change in 
behavioural outcome 

1= 6 (46.2%)  
2= 6 (46.2%) 
3= 1 (7.8%) 

1= 50 (53.6%)  
2= 39 (40.2%) 
3= 7 (7.2%) 
4= 1 (1.0%) 
 
 

Median change in behavioural 
outcome (range) 

2 (1-3) 1 (1-4) 

NOTE.  
Analysis only includes patients with > 1 contact who had completed their involvement and had a 
relevant behavioural outcome at final follow-up. Behavioural outcomes were rated using a 4-
point scale with clear criteria for each: 1=substantial change, 2=moderate change, 3=no change 
and 4=worse.  

 
1
Data for 13 patients 

2
Data for 97 patients 
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Appendix 2. Patient comments were all in an optional open answer box following a fixed 

choice question 

How satisfied were you with the service you received from the Health Psychology Service? 

 

 

 

 

What did you like about your experience with the Health Psychology Service?  

 

 
 
 
 
 
 
 
 
 
 
 
What did you dislike about your experience with the Health Psychology Service?? 

 
 
 
 
 
Did you feel like you benefited from your experience with the Health Psychology Service?  

Very helpful service with a dedicated 

professional for expressing personal 

issues/worries which overall with 

techniques learnt has helped me to 

be more in control of my life.  Am 

welcomed back with any future 

concerns I may have. 

Appts could have perhaps been longer 

to go over former medical history. 

Opportunity to 

discuss issues, be 

heard, interactive 

problem solving, 

focus and outcome 

oriented. 

I was surprised when my GP offered 

me the referral. It's really good the 

service is at my health centre. That 

saved me travelling elsewhere. 

It happened very 

quickly which was a 

great help in 

nipping my problem 

in the bud rather 

than going on a 

long waiting list. 

I was able to feel more 

confident in dealing 

with my health issues, 

and feel reassured that 

I can make contact 

again if I need too. 

After my sessions with Alyssa 

I am now better equipped to 

cope with my health anxiety. I 

have 'coping strategies' and 

'tools' which I can use and I 

now have a better 

understanding of my 

'condition'. 

I worked through 

assignments to work 

out ways to lead a 

healthier lifestyle 

with healthier food 

choices and mindful 

eating. 

She explained how 

pain works and 

explained how it 

affects me and my 

thinking.  This 

knowledge was useful 

in my recovery. 
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Appendix 3. Analysis of Health Psychology Impact on Appointment demand (n=148)* 

Table 1. Appointment means pre- and post-intervention, t-test score and statistical 
significance ‘p’ value. 

 Mean 
appointments 
pre-intervention 
(SD)  

Mean 
appointments 
post-intervention 
(SD) 

T  P  

Total 
N=148  

3.74 (2.76)  2.14 (2.55)  -7.02  0.00  

Ravenswood 
Surgery, N=28  

4.32 
(2.28)  

3.75 (3.26)  -1.01  0.32  

Academy Medical 
Centre, N=120  

3.60 (2.85)  1.7 (2.20)  -7.55  0.00  

 

Figure 1. Mean clinician appointments pre- and post- Health Psychology intervention across 
the two practices. 
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Figure 2. Mean clinician appointments pre- and post- single/multi session Health Psychology 
intervention across the two practices. 

 

 

 

 

*Note. Data provided for Academy Medical Centre via a summary report from the Vision system by Gillian Paul, GMS IM & 

T Facilitator. Due to system errors, all data was manually checked for accuracy and amended accordingly. Data provided for 

Ravenswood Surgery via a manual search of the Vision system by Health Psychologists. Analysis and interpretation 

conducted by Emma Wilson, Trainee Health Psychologist.  

Data cleaning conducted by Health Psychologists by removing patients who were not eligible for inclusion for the following 

reasons: patient had health psychology intervention appointments outwith the period of analysis therefore three months 

pre/post data was not available at the time of data extract; patient had not had intervention contact i.e. assessment and 

signpost/referral only and/or rejected referrals; patient had a severe mental health breakdown requiring inpatient 

treatment during the period of analysis; patient had only just joined the practice so didn’t have three months appointment 

data available; patient left the practice during the three month post-intervention period. 
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Appendix 4. Referral data from Psychological Therapies, Beating the Blues and Adult 

Psychiatry*  

 

 

 
Ravenswood 

 

 
Academy 

 

 

Yr  
16/17 

Yr 
17/18 

% 
change 

Yr 
16/17 

Yr 
17/18 

% 
change 

Clinical Psychology
1
 25 47 88% 88 88 0% 

General Psychiatry
2
 37 67 81% 144 175 22% 

Psychiatry of Old Age
2
 22 14 -36% 51 54 6% 

Beating the Blues
3
 0 14 - 2 39 1850% 

Records held locally show of those referrals made in the year 17/18 those coming directly from the Health Psychologists were as follows 
1Clinical Psychology: Ravenswood= 8; Academy=27 
2General Psychiatry/Psychiatry of Old age; Ravenswood=0; Academy=11  
3Beating the Blues; Ravenswood=5; Academy=28  

 

*Note. Data provided via a summary report from the TOPAS and TrakCare Universe (Tayside) by Lorna Pennycook, 

Programme Manager (Mental Health), Business Unit. Referral data from Learning Disabilities, CAMHS and Psychotherapy 

have been removed from analysis. Beating the Blues data provided by Anne Joiner, Project Co-ordinator Beating the Blues 

cCBT Service.  
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Appendix 5. Staff ratings and comments from the staff survey 

Q. There might be times when patients aren't seen directly by the Health Psychologists 

but they provide input into the teams' management of their case. How useful do you think 

this is? 

 Ravenswood (n=6) Academy (n=11) 

Mean (std dev) 3.33 (1.21) 4.36 (0.81) 

Median (range)  3.5 5 

NOTE. 
Scale from 1 (Definitely not useful) – 5 (Extremely useful)  

 

Q. Do you feel that working alongside the Health Psychologists has impacted on how you 

interact with patients? 

 

 

 

 

Q. When you talk with patients who have seen or are seeing the Health Psychologists, 

have you noticed any difference in their health, behaviours, beliefs/attitudes, frequency 

of attendance at practice, or something else? 

 
Q. What do you feel is most valuable about  
having the Health Psychologists as part of  
the team? 

 
 
 
 
 
 
Q.If the Health Psychologists were no longer working in the practice, what, if any, impact 
would this have on you and your work?  

A proportion of their workload would no 

doubt develop ‘chronicity’. Resulting in 

increased demand for situation that are 

not resolvable in the classic medical model 

Allows us to offer a more holistic 

approach to care away from 

medical interventions only 

They are usually more 

engaged due to the support. 

Seeing the problem as 

something they can work on 

rather than ‘fix it doc’. 

Feel better equipped to discuss health behaviour 

change, more confident and "somewhere to 

go/refer" for more specialist support. 
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Appendix 6. Case studies - *All names have been changed  

Case study 1 

Laura* had contacted the GP practice as she had a flare up of a sexually transmitted infection. She 

was managing the physical symptoms competently but recurrent infections had made an impact on 

her emotionally and were preventing her from seeking new romantic relationships. This was mainly 

due to concerns about how to talk to potential sexual partners about her condition but also worry 

about how she would be judged and the possible risk of this information being broadcast in her 

small community.  

She initially contacted the sexual health team but was only provided with a leaflet detailing 

symptoms/treatments. She felt this did not sufficiently tackle the emotional toll of this condition, 

which was negatively impacting on her quality of life. 

An appointment was made with the Health Psychologist to explore this issue further and to provide 

possible intervention work to help Laura adjust to her condition and plan for the future. 

Laura had 4 appointments with the Health Psychologist, which focused on using principles and 

techniques from Acceptance and Commitment Therapy and Cognitive Behaviour Therapy to help 

Laura recognise and manage difficult thoughts and feelings more successfully.  

In the first session the Health Psychologist allowed Laura to give voice to the unfairness of the 

situation and normalised these feelings and Laura’s experience. Laura was asked to keep a log of 

times when difficult thoughts and feelings arose and to consider the difference between struggling 

with these or making room for them by allowing them to occur even though unpleasant. Through 

this exercise Laura was able to make a connection in the second session between letting negative 

emotions occur and feeling better in the long-term.  

The Health Psychologist also asked Laura to notice and challenge thoughts relating to her long-term 

romantic future. For example having the thought “I’ll never find anyone”. Laura was able to notice 

that trying to predict the future was an unhelpful thinking style and was worsening her mood state.  

By challenging this and looking for contradictory evidence Laura felt more positive and hopeful 

about future prospects.  

On the third appointment, Laura was introduced to the idea of helping prepare herself for future 

romantic and sexual encounters to reduce the anxiety she felt about telling others about her 

condition. The Health Psychologist helped her to develop a script for introducing this to a new 

partner and discussed the parameters under which she would do so. This was redrafting and tested 

with friends and at the fourth and final appointment Laura stated she felt better, had improved 

satisfaction with her life as she felt more in control and was no longer dwelling on her condition.  

Unique factors about this intervention and approach: 

 Patient received quick access to support and was able to attend within her GP surgery, 

possibly reducing stigma and stress. 

 Served an unmet need as no emotional support was available within sexual health services. 

 Integrated health psychology theory and expertise into formulation and treatment, 

addressing both the emotional and practical toll of a long-term physical health condition.  
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Case Study 2 

John*first presented at the GP practice with symptoms of breathlessness and panic in March 2017. 

He attended twice in September 2017 to see the nurse for a review of his COPD and panic was 

identified as a contributory factor to his breathlessness symptoms, which had worsened in the 

previous weeks. John then saw his GP in early October to discuss further. He wanted to avoid 

medications if possible, so the GP booked him into see the Health Psychologist the next day.  

John discussed experiencing panic symptoms at night in particular. Since March, these had been 

happening at least monthly, and more recently every day. He had experienced two bereavements 

recently and was feeling it was a particularly stressful time, which may have exacerbated some of 

the worries relating to the panic. When he experienced these symptoms, he had a shortness of 

breath and it was particularly difficult for him to get catch his breath, which fed into the panic. When 

the symptoms happened, John would attempt to relax and eventually would find the feelings 

subsided and would no longer be breathless. The Health Psychologist discussed the distinction 

between COPD symptoms and panic, along with some information about panic, why the body has 

the ability to have a panic response, and the effects of panic, including that panic symptoms can’t kill 

people. Although John was able to separate the symptoms he experiences from COPD from the 

symptoms of panic, the COPD remained a factor, given the added difficulty that he has in catching 

his breath. 

Together, John and the Health Psychologist developed a plan for what John would do when he 

experienced these symptoms. This involved John getting up out of bed and going into a different 

room, looking at the plan we developed together, reminding himself that he has always regained his 

breath/control previously, and reminding himself that the panic won’t kill him.  

A few weeks later, John and the Health Psychologist had a review over the phone. John reported 

having not experienced any panic symptoms since their original appointment, he felt able to control 

his symptoms and if he started to feel any symptoms coming on, he was now able to put any worries 

out of his mind and stop them developing. John also discussed feeling less breathless in general, not 

just an alleviation of the specific panic symptoms at night. He reported an overall improvement of 

his quality of life at that he was no longer frightened to get out of bed, as he had been at times.  

Both John and the Health Psychologist agreed that his symptoms had very much improved and that 

no further appointments were needed.  

In January 2018, John phoned the GP practice as he was experiencing shortness of breath again. The 

nurse assessment, along with John, agreed that this was related to feelings of panic. The Health 

Psychologist saw John on the same day and the trigger had been his dog dying 2 weeks previously. 

Since the trigger the previous year had been bereavements, this helped explain why this had been a 

trigger, particularly since John had worries about not being able to catch his breath. We revisited the 

things that had helped previously and developed a new plan that included reminding himself that 

the panic won’t kill him.  

We met again two weeks later and the symptoms were under control again. To help support 

management of these symptoms if they occurred again, we wrote a plan that he or his wife could 
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refer to should he get similar symptoms again. This could be used at any point in the future to help 

John to manage symptoms of breathlessness and panic. 

 Patient received quick access to support and was able to attend within the GP surgery, 

possibly reducing stigma and stress.  

 Integrated health psychology theory and expertise into formulation and treatment, 

addressing the similarities and differences between physical and psychological symptoms in 

a way that was easily understood by the patient. 

 After a period of improvement when some symptoms returned within a four month period 

quick access to the same Health Psychologist prevented a worsening of the patients mental 

health and reduced possible negative consequences for him.  

 

  



12 
 

Case Study 3 

William* and his partner had attended the GP practice twice to raise a concern over his drinking 

behaviour, which had escalated in the past months and was placing a toll on their relationship. As 

William also had a history of depressed mood he was referred to both alcohol counselling services 

and the Community Mental Health Team.  William did not return to alcohol counselling services 

following an initial assessment appointment.  

An appointment was made with the Health Psychologist to support William with motivation to make 

some changes to his drinking behaviour and to access appropriate services. William’s biggest 

concern was actually his poor sleep so initially the Health Psychologist provided information and goal 

setting regarding sleep hygiene and explored the link between alcohol and poor sleep. By the third 

appointment having seen some improvements in this area William was able to open up more about 

his concerns about his drinking. The Health Psychologist used Motivational Interviewing to explore 

William’s ambivalence to addressing the amount of alcohol he consumed. Together they came up 

with a more accurate picture of his current daily and weekly consumption and looked at William’s 

reasons for wanting to change and his confidence that he could do so. At this time William wanted 

to come up with his own strategies for reducing his daily consumption and they agreed to trial this 

for around one month.  

Unfortunately during this period William’s mood appeared to worsen and his drinking behaviour 

escalated. He became suicidal with a plan to end his life. The Health Psychologist ensured urgent 

assessment was carried out by the Community Mental Health Team for Older People. This timely 

crisis support resulted in William being supported by a wider network of professionals and as a 

result William’s suicidal ideation reduced.  

By this point a decision was made to offer the services of a separate in-house Health Psychologist to 

support William’s partner, who was finding William’s erratic behaviour difficult to cope with. The 

Health Psychologist saw William’s partner initially for three appointments, during which Jane was 

able to use the space to discuss the difficulties coping and gain a better understanding of the nature 

of addiction. Together they identified helpful steps that Jane could take to support her partner to 

reduce his drinking behaviour. They also explored ways that Jane could still engage in activities that 

she enjoyed as well as more joint activities with William. Jane came back to see the Health 

Psychologist  once, two months later as she was struggling with William’s lapses. Jane also returned 

two months following that for two final appointments as she was finding things difficult, however 

this time it was less directly related to William’s drinking behaviour. They explored the pattern of 

Jane’s routine, which wasn’t always helpful to her, deciding together to refer Jane to the 

computerised cognitive behaviour therapy service, Beating the Blues, to help her break the cycle of 

negative thoughts, feelings and behaviours. They also explored how Jane could best support herself 

through the winter with her seasonal affective disorder (SAD) and she also subsequently attended an 

event at the practice aimed at helping people prepare for the winter when they suffer from SAD. 

William himself had a further three appointments with the Health Psychologist, during which time 

there was a continued attempt to link him into more specialist services. This involved a large amount 

of psychoeducation, mainly about the impact of addiction on the brain and the possible negative 

impact of complete unplanned cessation. The Health Psychologist tried to bolster William’s 
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confidence that he could change by asking him to think about past experiences when he had 

successfully stopped an unhealthy behaviour, such as when he quit smoking, and more recently 

when he stopped drinking for three months. The Health Psychologist helped William to see the 

importance of behavioural strategies and support, rather than relying on willpower alone, pointing 

out that this can be limited at times when William was bored, lonely, low, tired, or when William had 

even a small amount of alcohol, which acted as a disinhibitor, possibly leading to over consumption 

and William getting ‘out of control’.  William still struggled to see the relationship between his 

alcohol consumption and depressed mood, but improving his mood was a significant motivator for 

him. As part of this the Health Psychologist also encouraged William to plan and continue to engage 

in enjoyable activities, for example as part of the University of the Third age. 

The Health Psychologist liaised with the Clinical Psychologist from the Older Peoples CMHT to try 

and set up support for William, particularity to address low mood using a long-term therapeutic 

approach. This was deemed important as during the process of discussing William’s consumption he 

had discussed broader issues such as mood deterioration since retirement and some experiences 

from his childhood. At this time William decided to stop drinking and did so at home with the 

support of the Dr, who provided medication to help with Delirium Tremens.  

Once other services were in place to support William the Health Psychologist reduced frequency of 

contacts and followed up via a phone call several weeks later. This confirmed William was continuing 

to manage his daily consumption, with the help of behavioural strategies and through support of his 

partner who had taken control of access to alcohol in the house. 

Unique factors about this intervention: 

 The patient had disengaged from support from alcohol counselling services but was able to 

access behavioural support within the GP setting, which proved more acceptable to him 

 Integrated health psychology theory and expertise into formulation and treatment, 

addressing both the physiological and psychological aspects of addiction and mood, plus the 

importance of motivational and behavioural strategies  

 Immediate support at the right time could be provided for the patient’s partner who was 

affected by the patient’s difficulties and in need of advice and understanding, but who also 

proved essential in efforts to help the patient overcome his problems 

 Able to liaise quickly and effectively with other clinical teams, including the CMHT and 

psychological therapies service to ensure a smooth handover for crisis and longer term 

therapeutic work 

 

 

 

 

 

 

 

 

 


