
1 
 

Health Psychologists in Primary Care Evaluation Report 

Dr Alyssa Lee alyssalee@nhs.net , Dr Hannah Dale hannahdale@nhs.net  

1. Situation  

 

1.1 Two GP practices within Angus integrated two Health Psychologists (1 Wte, job-

share) into their teams. One practice (Academy Medical Centre; AMC) had already 

redesigned services, informed by the Alaskan Nuka system of care [1, 2]. This 

involved each patient being assigned a team of professionals involving a GP, a 

nurse, administrator and healthcare assistant. The other, smaller practice 

(Ravenswood; RW) integrated a telephone based case management approach into 

a more traditionally aligned doctor patient relationship (which saw doctors case 

manage patients through a combination of telephone and face-to-face 

appointments). 

 

1.2 This report presents evaluation data from the first year of the Health Psychology 

part of the service (1st August 2017-31st July 2018). It also makes recommendations 

regarding the development and implementation of Health Psychologists within 

Primary Care. These recommendations are drawn from the experiences and 

evaluation data from a one year pilot project within Angus, NHS Tayside. 

 

2. Background 

 

2.1 Research shows that supporting people to improve their health and well-being 

requires empathetic, collaborative interactions and improved access to behavioural 

and psychological interventions [3-5]. One promising approach is co-located 

integrated teams encompassing behavioural and psychological expertise. Within 

this context, a further goal of the project was to work collaboratively with staff to 

support their knowledge, confidence and ability to better support and intervene 

with relevant patients.  

 

2.2 Patients targeted for intervention in both practises were adults (16 years and over) 

presenting to General Practice where the presenting issue relates to prevention or 

management of long term conditions, management of medically unexplained 

symptoms and symptoms of stress, lifestyle behaviours and/or mental well-being. 

Behavioural management within an integrated team in General Practice was 

desirable to support patients with motivation and volition e.g. taking steps to 

achieve behavioural changes, high stress and poor coping mechanisms, poor 

adherence to medications and medical advice or in order to promote wellbeing in 

the context of ill-health. Patients targeted for intervention were those for whom a 

purely medical approach was not likely to be effective.  
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2.3 Particular patient groups were also specifically targeted for intervention. For 

example, in AMC, patients with Impaired Glucose Tolerance were sent tailored 

information about the health psychology service along with requests for their 

annual bloods to allow self-referral. Patients with COPD were also targeted in a 

similar way when they were sent information about management of their COPD 

over winter. In RW, all patients with long term conditions received a tailored letter 

highlighting what the Health Psychologists could offer. 

 

2.4 The intervention approach was based largely on the Behavioural Health Consultant 

Role within the Alaskan Nuka system of care [6]. Interventions were short, focussed 

and behavioural in nature and varied from low-high intensity, according to patient 

need. Patients generally required a minimum of 30 minutes of 

assessment/psychoeducation/intervention plus 1-5 follow up sessions by phone or 

face-to-face to support them to build on initial changes and sustain them. 

Approaches used included behaviour therapy and behaviour change techniques, 

acceptance and values-based work, relaxation and mindfulness, motivational 

interviewing, psychoeducation and brief cognitive work, among other techniques.  

 

2.5 A one-year pre-post evaluation was conducted for patients seen by the Health 

Psychologists and to assess staff outcomes. This used routinely collected patient 

data for auditing outcomes and a staff survey sent via Survey Monkey. Data 

auditing appointments with other (non-health psychology) clinicians pre and post 

intervention were compared using a report pulled from the Vision system. Referrals 

to psychological therapies, the community mental health team and computerised 

CBT treatment were audited. A short patient satisfaction survey was also sent out, 

usually within a month of completion with the Health Psychologists. Further details 

are available by contacting the Health Psychologists listed in this report. 

 

3. Assessment 

 

3.1 Patient Evaluation 

 

3.1.1 There were a total of 446 referrals made to the Health Psychologists in one year. 

Of these 40 (9.0%) were rejected for intervention work, although nine of these 

patients were seen or spoken to for signposting and/or referral onto another 

service. Rejected referrals were greater in the first six months of the project than 

the latter six months (Reduced from 8 to 2 at RW and 18 to 12 at AMC).  The 

main reasons for rejecting referrals were patients were under 16, not 

appropriate for a brief intervention (e.g. bereavement, rape, severe mental 

health history) and/or patient was already being seen by other services more 

appropriate to their needs (e.g. Community Mental Health Team, Angus Adult 

Psychological Therapies team). 
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3.1.2 In total 385 patients were seen/spoken to in one year. Thirty-two of those not 

seen were non-contacble, the remaining 29 were rejected referrals. Patients 

were seen across the deprivation quintiles and age ranges (16-84 years) at both 

practices. Relative to the practice population, referrals were more likely from 

more deprived areas (i.e. 14.1% of patients seen were in this quartile compared 

to a practice population of 9.7% at RW and 13% compared with a practice 

population of 7.9% at AMC). Most patients referred were female, although there 

were more referrals for males at the practice operating team-based care (AMC). 

Full data shown in Appendix 1, Table 1. 

 

3.1.3 Waiting times to be seen by the Health Psychologist were short in both practices. 

Most patients were seen within two weeks of referral, 19.8% of patients were 

seen on the same day. Median patient waits were lower at the practice operating 

team-based care (AMC) and patients were much more likely to be seen on the 

day (Appendix 1, Table 2). There may have been several reasons for this. 

Although the Health Psychologists had a slightly greater presence in RW per 

practice population, appointments were only available on two days, as opposed 

to four days in AMC, which may have contributed to waiting times. Further in 

AMC, the Health Psychologists were co-located when not seeing patients, 

particularly in the mornings. This allowed for greater visibility and discussion 

about patients; very often another member of the team would discuss a patient 

while they were still on the phone to them and book them in later that day, 

resulting in lower wait times. 

 

3.1.4 Health Psychologists dealt with a range of presenting problems. As time went on 

and referring staff became more familiar with the role, reasons for referral 

shifted slightly in AMC with a greater proportion in the last six months reflecting 

for more traditional areas of work for health psychology (i.e. adjustment/long-

term condition management/lifestyle change work and/or stress management). 

Referrals where the primary presenting reason had a mental health/wellbeing 

component occurred in 42% of cases in the first six months at AMC and this 

dropped to 38% at 1 year, with an increase in referrals for core health psychology 

areas (e.g. management of long term conditions and lifestyle issues) from 30% at 

six months, up to 41% at 1 year. There was no such change in RW with the same 

proportion of referrals at 6 months and 1 year having a mental health/wellbeing 

component (30%), however their referrals for this reason were lower 

comparatively than AMC from the beginning of the project. Referrals for core 

health psychology intervention also stayed the same at this practice (55% at both 

six months and one year). 

 

3.1.5 On average, using both clinician and patient-rated improvement scores, patients 

were ‘much improved’ following intervention work with the Health 
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Psychologists. There was an improvement in self-rated health at both practices, 

with a larger change at AMC. Patients in both practices also saw a positive 

change in their satisfaction with life score; this was a slightly greater change in 

AMC since patients typically reported less satisfaction with life at baseline. These 

changes were statistically significant. At follow-up patients on average reported 

they were ‘satisfied’. This compared with patients feeling ‘neutral’ (RW) or 

‘dissatisfied’ (AMC) pre-intervention. Finally, almost all patients with data 

available showed change in at least one behavioural outcome at follow-up 

(91.8% at AMC and 92.3% at RW). At AMC the median change was ‘substantial’, 

while at RW; median change was ‘moderate’. Outcome data is shown in 

Appendix 1, Tables 3-7. 

 

3.1.6 Forty-seven patients responded to the patient experiences survey regarding their 

involvement with the Health Psychologists. Findings were almost universally 

positive i.e. 93% of patients felt the number of contacts was ‘about right’, 89% 

were either ‘satisfied’ or ‘very satisfied’ with the service they received, 91% of 

patients would recommend the service to someone in a similar position to them 

and 79% of patients felt they benefited from the service.  We have included 

opened ended comments from patients in Appendix 2. 

 

3.2 GP attendance data 

 

3.2.1 Analysis of patients seen by the Health Psychologists across the two practices 

suggests that on average, intervention reduced demand for GP services (from 

3.74 appointments with any other clinician (e.g. GPs, nurse, health care 

assistants) in the three months prior to intervention to 2.14 appointments in the 

three months post-intervention) and this was generally true regardless of 

intervention intensity (Appendix 3). Proportionally across the practices, 67.5% of 

patients (n = 100) had fewer ‘other clinician’ appointments post-intervention; 

16.2% (n = 24) of patients had more ‘other clinician’ appointments; and for 

16.2% of patients (n = 24), the number of ‘other clinician’ appointments post-

intervention remained the same. The reduction in appointments was much more 

marked at AMC and was statistically significant. At RW there was no significant 

reduction in appointments despite the same positive trend as was found at AMC; 

findings should be interpreted with caution due to the small sample size.  

 

3.3 Psychological therapies/General Psychiatry referrals 

 

3.3.1 Data on one year referrals to the Angus Adult Psychological Therapies team 

shows an increase at RW practice but not at AMC. These changes cannot be fully 

explained by an increase in the practice population during this time. Personal 

communications with the Area Head of Psychological therapies has suggested 

that referrals across Tayside are on the rise so the finding that there was no 
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change in AMC perhaps suggest that the Health Psychologists were able to deal 

effectively with some patients presenting problems via brief intervention, who 

might otherwise have required longer-term psychological intervention. Referrals 

that turned out to be inappropriate for brief intervention prompted onward 

referral, following assessment by the Health Psychologists. Around a quarter of 

referrals from AMC were attributable to the Health Psychologists, while at RW 

this figure was 17% (Appendix 4).  

 

3.3.2 Adult psychiatry referrals increased at both practices, however this increase was 

larger at RW, although psychiatry of older age referrals decreased at this 

practice. These changes cannot be fully explained by an increase in the practice 

population during this time. There was minimal indication that the increase was 

driven by referrals generated by the Health Psychologists in post as only 6% of 

referrals to adult psychiatry/psychiatry of old age were attributable to the Health 

Psychologists (Appendix 4).  

 

3.3.3 There was a large increase in the number of referrals to Beating the Blues in the 

year the Health Psychologists were employed within the practices compared with 

the previous years. This included referrals from the Health Psychologists and an 

increase from other staff (Appendix 4). 

 

3.4 Staff Evaluation 

 

3.4.1 Staff were asked about their perception of the usefulness of Health Psychologists 

being involved in the teams’ case management of patients. Overall staff thought 

this was ‘somewhat useful’, however this appeared to vary depending on which 

practice was surveyed. Staff at AMC were more favourable in their opinions 

compared to staff from RW, as shown in Appendix 5, along with open-ended 

comments from staff. This might be as a result of Health Psychologists more 

deliberately being involved in case management as a result of weekly huddles 

and co-location.  

 

3.4.2 Despite the Health Psychologists not delivering any formal staff training, around 

one third of staff felt there had been an impact on their practice/interactions 

with patients. Around 30% of staff stated they noticed a difference in patients as 

a result of working with a Health Psychologist.  Two thirds of respondents to the 

staff survey felt there would be a worsening of service for patients and/or an 

increased demand on other staff if Health Psychologists no longer worked within 

the practices.  

 

3.4.3 In the follow-up survey, staff were more likely to recognise the role of the Health 

Psychologist within the practice as supporting with lifestyle change, helping with 
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adjustment/management of chronic/long-term conditions and managing 

patients with frequent attendances. 

 

3.5 Case Studies 

 

3.5.1 Appendix 6 presents three case studies that illustrate the breath and complexity 

of Health Psychology work within the practice. These case studies demonstrate 

the importance of integrated health psychology theory and expertise into 

formulation and treatment and the ability to liaise and work directly with the 

clinical team and external services as required.  

 

4. Conclusions and Recommendations 

 

4.1 There were a large number of referrals to the Health Psychology service, which was 

able to be response to patient need quickly. Waiting times in particular were shorter 

in the co-located practice but this might have been in part due to the working 

pattern of the Health Psychologists.  Patient comments suggest the ability to access 

psychological and behavioural interventions quickly within the GP practice helped to 

prevent problems from worsening. Promoting mental and physical well-being in 

patients presenting to the GP practice is especially important in patients with long-

term conditions where lifestyle and adjustment changes are required (e.g. CVD, 

COPD, IGT, diabetes), medically unexplained symptoms or frequent attendances, 

carers etc. [7]. Health Psychologists are specifically trained to work with such 

patients. Our case studies demonstrate some examples of such work in practice. 

There some early suggestive evidence that such an approach can help reduce GP 

demand and promote increased satisfaction with life among patients. 

 

4.2 Although mental health and well-being was a frequent reason for referral, in the 

second six months of the project referrals became more focused on core health 

psychology areas, as evidenced by a lower rate of rejections/signposting/referral 

only and a higher rate of intervention work. Some of referrals for work around 

mental health/wellbeing were appropriate as it typically focused on supporting 

patients to manage stress and make behavioural changes to enhance wellbeing, as 

well as supporting those with anxiety and depression through brief interventions. 

Towards the end of the first year (not within the period of evaluation) one of the 

practices (AMC) introduced a mental health and well-being nurse role. As their role is 

primarily regards responding to acute mental health crises, assessment and 

signposting/referral, Health Psychologists would appear to be well placed to work 

alongside this new role.  

 

4.3 Health Psychologists can be integrated into teams within a short space of time. 

However there is a need for continuous dialogue with staff to develop an agreed 

understanding of the potential and focus of the role. This improved with time and 
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engagement, and a team-based approach appears most beneficial for this. Feedback 

from clinical colleagues in response to the one year evaluation suggests the value of 

health psychology co-location in GP surgeries is considered essential for relationship 

building and integration into the teams. Some patient outcomes, GP demand 

reduction data and referral rates to other services were also most favourable at the 

practice with a co-location model.  

 

4.4 The potential for the Health Psychologists’ role in relation to staff training/education 

and support with team dynamics hasn’t been explored fully during this pilot period. 

Nonetheless many staff felt having Health Psychologists as part of the team 

positively improved their understanding and practice and their input was considered 

useful in terms of complex case management. Staff do require time with which to 

engage and this can be a major challenge, therefore regular meetings or huddles will 

continue to be important. Limited staff time prevented Health Psychologists from 

engaging more formally with staff though workshops, case discussions etc. until later 

in the project, possibly limiting the impact of this role on staff’s confidence, practice 

and ways of working. Making staff time available for coaching and other training 

would be beneficial to help support and develop staff. 

 

4.5 Removing Health Psychology involvement in the practices is likely to result in staff 

being less likely to prioritise patients’ psycho-social needs; relying on medicalised 

interventions is unlikely to help prevent longer-term difficulties. For some patients, 

due to either patient preference/engagement, a lack of other services available, or 

due to the desirability of an in-practice team-based approach, their presenting 

difficulties would remain unaddressed. Demand for appointments with other 

clinicians would likely increase. Patients are also unlikely to see the same 

improvements in their satisfaction with life without Health Psychology input. 

Satisfaction with life contributes to health and longevity via a reduction in distress 

and an increase in immune function [8]. Overall, this would reflect a worsening of 

service and a likely increase in complexity and pressure on remaining staff members.  

 

4.6 The following are recommendations arising from this evaluation: 

 

 Health Psychologists continue to be employed within GP practices. The focus 

of their work should enable them to support patients holistically as part of 

the wider practice team to better manage long-term conditions, address 

medically unexplained/somatic symptoms, lifestyle changes and situational 

stress. 

 There should be consideration at how best to utilise Health Psychology 

resources within GP practices, consideration could be given to developing 

and delivering group interventions and wider use of case management 

consultancy. 
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 GP practices more widely should consider integrated care teams, and at the 

very least co-location of core primary care staff, but also the wider multi-

disciplinary team, including Health Psychologists. This approach appears to 

maximise efficiency and outcomes. 

 The health psychology role should work directly with staff, as well as patients, 

to help support a biopsychosocial approach to care, both through informal 

interactions and more formal training/coaching, along with joint working. 

Thought should be given locally about how to achieve this given staff time 

constraints.  
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