Primary Health Care Research and Development 2006; 7: 211-220

Self-help for common mental health problems:
evaluating service provision in an urban
primary care setting

K Lovell, PE Bee and DA Richards School of Nursing, Midwifery and Social Work, University of Manchester,
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Common mental health problems are highly prevalent in primary care, the UK National
Service Framework for mental health demanding that effective and accessible services be
made available. Although built upon a strong evidence base, traditional psychological ther-
apies are often limited in terms of their applicability and availability. As a consequence
innovative self-help programmes are increasingly being advocated as an alternative
means of managing mental health illness within primary care.This study reports the results
of a three month evaluation of a self-help service provided by a busy UK urban Primary
CareTrust. Levels of utilization, effectiveness and stakeholder acceptability were examined
through a combination of quantitative and qualitative data. A total of 662 patients were
referred to the self-help clinics over a three month period, 67% of whom attended their first
appointment. The mean number of sessions per patient was 2.8 (SD = 2.4), with an aver-
age total time of 69.6min (SD = 48.2). Mean Clinical Outcomes in Routine Evaluation
(CORE-OM) scores improved significantly between baseline and three month follow-up
(P < 0.001), 39% of patients demonstrating a clinically significant improvement. Both self-
help therapists and referring general practitioners reported moderate to high satisfaction
with the self-help treatment model, with the majority of patients perceiving the interven-
tion to be appropriate to their needs. Data demonstrated that, whilst there was a clear need
for a simple self-help service to be based in primary care, the ultimate success of this pro-
vision necessitates a well developed infrastructure capable of providing sufficient support
and information to ensure that it is flexible and responsive to individual needs.
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Introduction and depression (Goldberg and Bridges, 1987).
Standards 2 and 3 of the UK National Service

It is estimated that 23% of the total burden of dis- Framework for Mental Health (Department of

ease in developed countries is a result of mental ill-
ness (World Health Organisation, 1999). In the UK,
primary care currently assumes responsibility for
the management and treatment of approximately
95% of these problems (Goldberg and Gournay,
1997), a significant proportion of which relates to
common mental health disorders such as anxiety
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Health, 1999) state that any service user who con-
tacts their primary health care team with such
problems should not only have their mental health
needs assessed, but also be offered effective and
efficient treatments, including referral to specialist
services if required. Providing easy access to effect-
ive mental health treatment is therefore a key goal
for primary care.

The basic criteria of any good service provision
are that it is built upon a strong evidence base, that it
is cost effective and that it is sufficiently coordinated
with other staff and agencies to facilitate continuity
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of care (Department of Health, 1999). In order to
meet these requirements, primary care has trad-
itionally relied upon the provision of a variety of
psychological treatment options including cogni-
tive behavioural therapy (CBT), interpersonal and
short-term psychotherapy, problem-solving and/or
individual and couple-focussed counselling. Primary
care counselling in particular has expanded rapidly
in recent years and now attracts widespread accept-
ance from patients (Priest et al., 1996). Nevertheless,
access to such interventions remains problematic.
With hourly face to face sessions recommended
as the dominant form of service delivery (Depart-
ment of Health,2001), traditional services demand
intensive therapist input. The prevalence with
which common mental health problems present
in primary care settings far exceeds the number of
mental health professionals available (Gournay,
2000) and as a result this mode of delivery often
results in inaccessible treatment options for the
population it aims to serve. With such disparity
between need and provision, many services have
lengthy waiting lists and waiting times.

Similarly, there exists a huge unmet need in pri-
mary care from people with sub-threshold disorders.
Although these individuals may still benefit from
brief evidence-based therapies, the severity of their
problems is not always sufficient to warrant a refer-
ral to secondary services (Lovell and Richards,
2000). For this group, treatment in primary care
often falls short of optimal practice (Donoghue and
Tylee, 1996) and outcomes are correspondingly poor
(Rost et al., 1994).

In order to provide effective services that are not
only evidence based, but also more accessible, the
use of alternative treatment models needs to be
examined. Providing briefer treatments is one solu-
tion that may to lead to decreased waiting times and
increased cost effectiveness (Richards et al.,2003).
Within this context, both national and international
attention has been focussed on the feasibility of
primary care based self-help clinics (Ekers and
Lovell, 2002; Hodges et al.,2003; Lovell et al.,2003).
Self-help interventions are suitable for a wide range
of psychological conditions with increasing evidence
that for some problems outcomes are equal to those
of longer, more costly treatment options (Lovell and
Richards, 2000). In a review of guided self-help
across a number of disorders, Lewis et al. (2003)
concluded there was sufficient evidence to recom-
mend this service, providing that the self-help
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intervention was itself CBT based and that its
use remained closely monitored by a health care
professional.

On the basis of such evidence, current UK
National Institute for Clinical Excellence (NICE)
guidelines for depression (NICE, 2004) recom-
mend the adoption of a stepped model of care.
Alongside ‘watchful waiting’ and other brief psy-
chological therapies, the stepped care model iden-
tifies CBT based self-help programmes as an
effective intervention for mild depression, reserving
antidepressant drugs and intensive therapies for
more complex cases or cases where simpler methods
fail to produce an adequate response. Although still
being run by trained mental health workers, and
remaining consistent with the theoretical basis of
traditional CBT, this lower level of service
demands much less face to face therapist input
than conventional methods. As such, the stepped
care model seeks to identify the most effective yet
least restrictive and least costly intervention for
the problems with which an individual presents
(Davison, 2000). However, in order to successfully
implement this model into local protocols, primary
care providers must not only consider the degree
of effectiveness that is associated with the treat-
ment, but also its potential rate of patient uptake
and the likely impact an unsuccessful intervention
would have on other treatment modalities. Research
recommendations within the NICE guidelines thus
propose that future studies focus on both the effi-
cacy and acceptability of guided self-help provi-
sion in primary care.

Aim

The aim of the current evaluation was to examine
the levels of utilization, effectiveness and stake-
holder acceptability of a new self-help service pro-
vided by one UK Primary Care Trust (PCT).

Methodology

Setting

At the time of the study, 34 pilot self-help clinics
were operating within the catchment area of
North Manchester PCT. Patients were referred to
these clinics through a system of open referral that
included self-referral without general practitioner
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(GP) diagnosis as well as referral by primary care
staff. In order to be eligible for assessment,
patients had to be aged 16 years or above with a
mild to moderate mental health problem. Patients
suffering from substance misuse, psychosis, dege-
nerative cognitive disorders or risk to themselves
or others were not eligible for referral. No restric-
tions were placed on patients’ first language and
interpreters were made available for patients who
could not speak English. The new self-help service
was advertised via word of mouth, health pro-
motion posters in GP surgeries and extensive and
ongoing communication with a wide range of
stakeholders including mental health and social
care trusts, non-statutory organizations and nurs-
ing forums. Waiting times at the time the study was
undertaken were approximately eight weeks.

The aim of the clinics was to offer an accessible
service comprising of an initial 45-min assessment,
and up to ten 15-min follow-up sessions based
around problem-solving and monitoring of progress.
Most of the interventions used by the self-help
clinics were based on CBT principles, with an
emphasis on providing behavioural, cognitive and
lifestyle advice through published literature
(Marks, 1978; Greenberger and Padesky, 1995;
Kennedy and Lovell, 2002) and previously val-
idated materials (Ekers et al., 2002). Each patient
who attended the clinic received an individually
tailored programme of care supported by a trained
therapist. The therapists working at the clinics com-
prised four registered mental health nurses, two
counsellors and one social worker, each with more
than five years professional experience.

Sample

At the time the study was undertaken, North
Manchester PCT was serving a population of
approximately 117000 people, 51% of whom were
female. Eighty six per cent were of white ethni-
city, 5% Pakistani, 2.5% of mixed origin and the
remainder from a variety of other black and ethnic
minority groups. Forty four per cent of those aged
between 16 and 74 years possessed no formal
educational qualifications and 10.4% had either
never worked or were classified as long-term
unemployed (Office for National Statistics, 2001).

Given that the study was not a test of a specific
intervention but rather an uncontrolled observa-
tional study designed to examine the operation of a
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new service, statistical power considerations were
not used to determine sample size. The limits of
the available patient population were instead set
by the number of individuals who were referred.

Measures

The service evaluation consisted of a quantitative
and a qualitative component, both of which are
reported here. Service utilization (number of refer-
rals, patient attendance) and efficiency (therapist
input per patient, patient use of other services) were
evaluated using clinical audit data extracted from
service protocols, management information and
clinical records over a three month period. Clinical
effectiveness was assessed using the CORE-OM
(Clinical Outcomes in Routine Evaluation Outcome
Measure) 34-item self-report questionnaire (Evans
et al., 2000). The CORE-OM is used to measure
problem severity over a range of psychological con-
ditions and constituted a routine part of the care
offered by the self-help service at baseline and
three month follow-up.

User satisfaction and professional views of ser-
vice acceptability were ascertained through semi-
structured interview. Interviews were conducted
with a randomly selected sub-sample of (i) GPs
working within the locality of the PCT, (ii) mental
health workers employed at the self-help clinics
and (iii) patients currently or recently in receipt of
self-help services. All interviews were conducted
by an independent researcher who had had no
prior contact with the self-help service or the
people interviewed. For ease of access, all GP and
patient interviews were conducted via the tele-
phone. Self-help therapists were interviewed face
to face. All interviews followed the same topic
schedule, which covered the applicability, per-
ceived effectiveness and limits of the self-help
service provision.

Permission to undertake the study was granted
by the relevant Local Research Ethics Committees.
Signed consent was sought from study participants
and all data were anonymized at source.

Analysis

Quantitative audit data were analysed using
SPSS version 10.0. Service utilization, availability
and equity data were summarized using descrip-
tive and inferential statistics. CORE-OM data
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were compared with published data from other
primary care psychological therapy providers
(Mellor-Clark et al., 2001) using measures of clin-
ically significant and reliable change. A clinically
significant change in CORE-OM scores moves a
person from a score typical of a clinical group to
one typical of a normal population based on pub-
lished data (Barkham et al., 2001). A reliable
change is of sufficient magnitude that it is unlikely
to be due to measurement unreliability (Jacobsen
and Traux, 1991).

Normative data suggest that cut-off mean
CORE-OM scores of 1.19 for males and 1.29 for
females separate clinical from normal populations.
For the purposes of the current study, a clinically
significant change was thus defined as a reduction
in mean total CORE-OM scores between baseline
and three-month follow-up that moved a person
from above to below these values. Where the gen-
der of participants was not specified, a weighted
mean cut-off of 1.25 was used.

Qualitative interview data were audio-recorded
and transcribed verbatim. Two independent
researchers manually sorted the data correspond-
ing to each main interview topic in order to iden-
tify emergent themes. Analyses were validated
against each other and any disagreement between
the two was discussed and resolved with a third

party.

662 patients were referred to the
self-help clinics over a 6-month period

A

Results

Service utilization

Twenty seven out of 34 self-help clinics (79%)
provided data for analysis. Over the three month
study period, a total of 662 patients were referred
to these clinics, 216 (33%) of whom did not attend
for assessment (Figure 1). Of the 446 who attended,
430 (97 %) provided clinical audit data, 252 (54 %)
also providing data relating to their sociodemo-
graphic circumstances (Table 1). Seventy seven of
the 430 patients (18%) for whom audit data were
available were referred on to other services, 54 of
whom were referred immediately following their
first appointment.

In accordance with the referral criteria of the self-
help service, the vast majority of patients (85%) pre-
sented with depressive or anxiety related disorders,
59% reporting relatively long-standing problems of
12 months or over (Table 2). The mean number of
sessions per patient was 2.8 (SD = 2.4,range = 1-12,
n = 430), with an average total time of 69.6min
(SD = 48.2,range = 15-320min, n = 421).

Clinical effectiveness

CORE-OM data were available for 292/446
patients (65%) at baseline and 102/446 (23%) at
three month follow-up. Over this period statistically

216 did not attend
their first appointment

446 attended their first appointment, of
whom 430 provided therapy data

A 4

A

54 were judged unsuitable for
self-help and referred elsewhere

132 attended
one appointment only

244 attended multiple
appointments

I ,

23 stopped self-help
following referral to
other services

40 used self-help in
conjunction with
other services

181 used self-help
only

Figure 1
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Table 1 Demographic characteristics of self-help
patients (n = 252)
n %

Gender

Male 96 38.0

Female 156 62.0
Ethnicity

White 230 91.3

Non-white 22 8.7
Marital status

Single 106 421

Married/cohabiting 101 40.1

Divorced/separated 31 12.4

Widowed 14 5.4
Education

Degree/further education 58 22.9

A-level or equivalence 36 14.2

GCSE or equivalence 70 279

No qualifications 88 34.9
Employment status

Employed full/part time 98 39.0

Unemployed 81 32.2

Looking after home/family 27 10.9

Retired 18 7.1

Other 28 10.8

Table 2 Clinical characteristics of self-help patients

(n = 430)
n %
Presenting problem
Depression/low mood 172 40.0
Anxiety 132 30.7
Mixed anxiety—-depression 58 13.5
Grief/bereavement 25 5.8
Anger 9 2.1
Other 34 7.9
Problem duration
Short (<1 year) 175 40.7
Moderate (1-10 years) 157 36.6
Long (>10 years) 98 22.7
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significant improvements were observed on all six
CORE-OM sub-scales (Table 3). Mean total pre-
treatment scores ranged from 0.29 to 3.68 with a
mean total score of 2.08 (SD = 0.67). Ninety per
cent of patients achieved a mean total score com-
parable to a clinical population. Post-treatment
scores ranged from 0.00 to 3.53 with a mean of 1.42
(SD = 0.91). Fifty six per cent obtained a mean
total score comparable to a clinical population.
Thirty nine per cent of patients demonstrated a
clinical and reliable improvement in their mental
health, a further 30% demonstrating a reliable,
non-clinically significant change.

Qualitative data

Semi-structured interviews were conducted with
21 stakeholders comprising 10 GPs (eight male,
two female), three full-time self-help clinicians
(one male, two female) and eight patients (two
male, six female). The patient sample closely
reflected the larger clinic population in terms of
their mental health problems, with five out of eight
reporting that they had been suffering from
depression or anxiety for 12 months or more.
Participant responses centred on the perceived
appropriateness, efficacy and limits of the self-help
service, the three main topics covered by the inter-
view schedule:

i) Service appropriateness and accessibility
Six out of eight patients interviewed believed
that the self-help clinics were appropriate for
their needs. Equally positive in this respect
were the views of the health professionals
involved in their care. All interviewed GPs said
that they would recommend self-help clinics as
a means of treating patients with common
mental health problems, with most believing

Table 3 CORE-OM scores at baseline and three-month follow-up

Baseline Three months Difference (n = 99)
(n=292) (n=102)
Mean 95% ClI t P
Mean (SD) CORE-OM sub-scale score

Wellbeing 2.67 (0.81) 1.78 (1.07) 1.02 0.78-1.25 8.63 <0.001
Psychological health 2.59 (0.80) 1.77 (1.08) 0.96 0.75-1.18 8.87 <0.001
Daily functioning 2.07 (0.77) 1.49 (0.97) 0.66 0.48-0.83 743 <0.001
Risk 0.69 (0.77) 0.38 (0.65) 0.28 0.15-0.41 4.14 <0.001
All non-risk items 2.38 (0.72) 1.65 (1.00) 0.84 0.66-1.03 8.93 <0.001
All items 2.08 (0.67) 1.42 (0.91) 0.74 0.58-0.91 8.79 <0.001
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that this type of intervention was appropriate
for all but a minority of individuals:

I’d certainly speak to her [the therapist]
again, absolutely no problem at all. Yes
definitely ... I've recommended it to a
friend of mine who’s had similar problems.

(Patient 03)

There is a good range of people who will
benefit very much from this, which is what
I think we are finding ... I've referred
people and they’ve found it very helpful.
(GP04)

I'd say for the majority of clients the self-
help clinics are appropriate ... and I think
the self-help clinics can be used across a
range of mental health presentations ...
In terms of the relationship between this
and other treatments I think it fits in.
(Self-help Clinician 01)

ii) Perceived efficacy

In terms of the perceived effectiveness of the
self-help service, six out of eight patients
reported that their attendance at the clinics had
significantly improved their psychological well-
being or daily functioning. For many, the gains
that they experienced appeared to emanate
from the development of a one to one relation-
ship with the self-help clinician, something that
was often considered preferable to more con-
ventional pharmacological treatments. Most
service providers also highlighted the potential
therapeutic benefits of the clinics, several sug-
gesting that in an environment where there is
often a lack of alternatives to psychoactive drug
prescribing such a service had made a substantial
contribution to readdressing the balance of care:

I just thought I would have somebody to
talk to about the way I was feeling and
might be able to get some help that wasn’t
necessarily drug related ... when I left I
felt you know like I'd sort of got some-
thing off loaded.

(Patient 02)

It’s certainly been a very useful strategy
as an alternative to simply prescribing
antidepressants.

(GP02)
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iii)

Although three out of the eight patients inter-
viewed could not recall receiving any self-help
materials, the majority (n = 6) reported utiliz-
ing a number of resources ranging from
generic information leaflets to personal
thought diaries. All those who had used self-
help material regarded it positively and
believed it had at least partially contributed to
their recovery. Two out of the three self-help
clinicians also identified some specific advan-
tages associated with using such interventions:

It wasn’t one of those things I needed
religiously but it was nice to know that it
was there ... if you got yourself in a quiet
place, if you sat down and read it, it often
took the anxiety or stress away from any
situation you were in.

(Patient 06)

I’'ve worked in clinics where people have
come in and they’ve brought in their files
... and there’s a thought diary here and a
behavioural activation diary here. I've
read that and it works brilliantly.
(Self-help Clinician 02)

Service limitations

A common caveat to the perceived success of
the self-help service was the notion that not all
health care professionals felt they had a clear
understanding of the service aims. Within this
context, most confusion was centred upon the
interface between secondary community ser-
vices and services based in primary care. In
particular, it was felt that a better definition of
the self-help service and its criteria for referral
was a prerequisite to identifying the most suit-
able treatment option for people with a mod-
erate severity of mental health problems.

I suppose I was relatively clear at the start
... but the information we get back is
very limited. I still feel a little bit like, I
don’t feel totally confident in what the
limits to the service are.

(GP05)

Some clients that have been referred are
clearly not under our remit, not common
mental health problems. I've had one or
two psychotic presentations.

(Self-help Clinician 03)
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Discussion

Analysis of clinical audit data suggested that the
provision of self-help clinics in primary care might
usefully complement traditional psychological ser-
vices. More than half of all patients who presented
for an initial assessment attended multiple self-help
sessions, and qualitative interview data suggested
that levels of patient satisfaction were high. A low
number of referrals to other services further con-
firmed that the self-help service offered an appro-
priate treatment option for the majority of patient
needs.

This accepted, a relatively high rate of non-
attendance for assessment (one in three) was
observed. Ethical limitations prevented the identi-
fication of these non-attendees and as a conse-
quence the explicit reasons for their failure to
present at the clinics could not be ascertained.
However, analysis of qualitative data did provide
some evidence to suggest that patients may have
been provided with an insufficient amount of infor-
mation regarding the self-help service objectives.
Both service users and referring GPs reported a
low level of knowledge regarding this new inter-
vention, its applicability to primary mental health
care and the benefits it had to offer. Previous
research into patients’ understandings of a self-
help clinic has demonstrated that user expect-
ations may be improved if GPs provide a greater
level of referral information that both clarifies the
purpose of self-help and highlights the differences
between this and other types of primary care man-
agement such as psychological therapy (Rogers
et al., 2004). Furthermore, since all mental heath
service users need to make informed decisions
about their care, access to good information is likely
to have had a significant influence on patient satis-
faction, attendance and service utilization as a
whole. Other primary care based studies confirm
that the nature of an initial consultation is often
critical in terms of increasing patient trust and
treatment commitment (Nolan and Badger, 2005).

From the perspective of the referring GPs, a
lack of information regarding the self-help service
remit was believed to contribute to a small num-
ber of inappropriate referrals. This accepted, an
analysis of the patients attending the clinic sug-
gested that for the most part, appropriate referrals
were indeed being made. Following assessment at
the self-help clinics only a very small proportion of
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patients were immediately referred elsewhere,
with most patients who continued to utilize the ser-
vice suffering from common mental health prob-
lems such as anxiety and depression. The pattern
of patient flow through the clinics suggested that
the provision of a self-help service did not simply
delay access to traditional mental health care but
was instead an effective treatment in its own right.
This finding was corroborated by the relatively
high proportion of patients who demonstrated an
improvement in their mental health, as demon-
strated by a change in scores on the CORE-OM
questionnaire.

The number of patients demonstrating a clin-
ically significant change in CORE-OM scores
between baseline and three month follow-up was
lower than that observed during a previously
uncontrolled evaluation of a self-help clinic based
elsewhere (39% versus 48%, respectively, Lovell
et al.,2003). Nonetheless, the proportion of patients
who demonstrated a reliable improvement in their
mental health was broadly comparable to that
observed following therapy from more traditional
primary care based counselling services (69% ver-
sus 75%, respectively, Mellor-Clark et al., 2001).
This apparent incongruity in measures of clinical
effectiveness can ultimately be explained by the
fact that mean CORE-OM scores at baseline were
already raised in patients attending the self-
help clinics provided by North Manchester PCT.
Whilst normative data suggests a mean CORE-
OM score of 1.19-1.29 for a clinical population
(Barkham et al.,2001), patients participating in the
current study began treatment after attaining a
mean baseline of 2.16. An audit of a pilot self-help
clinic located in the South of England has previ-
ously reported a mean baseline score of 1.59
(Ekers and Lovell, 2002). Thus, despite demonstrat-
ing a comparable post-treatment change to other
primary care services, it appears that the present
self-help intervention was unable to initiate an
improvement of a sufficient magnitude to move
the most severely ill patients from a clinical to
non-clinical population.

The exceptionally high level of patient acuity that
was demonstrated at baseline can in part be attrib-
uted to the unique sociodemographic characteris-
tics of the area. North Manchester PCT provides
health services to approximately 117000 people,
many of whom reside in an area of high social
deprivation (Department of Health, 2002). In North
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Manchester, in particular, the expected level of need
for mental health services is more than double the
national average. Mental Illness Needs Indices
(MINI) for this area range from 1.75 to 3.18 with
nine out of eleven wards exhibiting an index of
over two. The average index for England and Wales
is one (Royal College of Psychiatrists, 1992).

Sociodemographic data provided by a sub-sample
of self-help patients reflected the social reality of
this situation. The vast majority of individuals who
provided data reported that they were educated at
or below GCSE (General Certificate of Secondary
Education) level, 35% possessing no qualifications at
all. Whilst these figures are elevated in comparison to
the national picture, they remain commensurate with
those of the general population residing within the
catchment area of North Manchester PCT. Most
recent data at the time the study was undertaken
suggest that 34% of Manchester’s population and
44% of people living in North Manchester PCT pos-
sess no formal educational qualifications (Office for
National Statistics, 2001). Within the clinic sample,
a slight bias towards women was observed; however,
it is recognized that this group often experience
greater risk of mental illness as a consequence of
exposure to disadvantageous circumstances (Stewart
et al.,2001). In particular, high levels of mental health
needs are known to exist among ethnic minority
women who may be at specific risk of exclusion from
current provision. Data from the present service
evaluation demonstrated that over 90% of patients
attending the self-help clinics were of Caucasian ori-
gin. Whilst high, this figure is not substantially differ-
ent from the proportion of white individuals (86%)
within the North Manchester PCT population. There
is therefore no evidence to suggest that a self-help
service based in primary care is likely to exclude
ethnically vulnerable populations.

Qualitative data collected by the present study
highlighted the therapeutic advantages of the self-
help service with most patients who were inter-
viewed emphasizing the importance they attributed
to having someone to talk to. Wherever these thera-
peutic alliances existed, they were highly valued
by patients and regarded as an important compon-
ent in their recovery. It thus appears that at least
part of the success of facilitated self-help relies on
aspects of the therapeutic relationship found at
the core of more traditional psychological ther-
apies. A similar finding has been reported previ-
ously (Rogers et al, 2004). The present study
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suggests, however, that by providing psychological
therapies as a much briefer intervention, such
beneficial treatment options can ultimately be
delivered to a much wider population.

Study limitations

Whilst providing a valuable insight into current
methods of self-help service provision within one
UK PCT, this uncontrolled evaluation is limited
by the difficulties inherent in applying a formal
research design to a naturalistic setting. The poten-
tial for spontaneous remission (Posternak and
Miller,2001) means that outcome data is difficult to
interpret particularly given the level of sample attri-
tion between baseline and three month follow-up.
A relatively short follow-up period precludes any
assessment of relapse or progress in the long term,
and it therefore remains unclear whether the bene-
fits that were observed were as sustainable as those
emanating from traditional CBT interventions.
The ability to demonstrate a similar level of out-
come to more traditional counselling services does
suggest that the patients who were referred to the
self-help service were not receiving markedly less
effective treatments. However, rigorous proof of
equivalence requires a much larger controlled trial.

A further limitation occurred in the timing of
data collection for the current study. Clinical audit
data were collected over a three month period close
to the start of the new self-help service. Whilst the
observed number of referrals was encouraging,
more recent statistics suggest a much higher refer-
ral rate of approximately S000 patients per year.
The current study was designed to evaluate the
efficiency and effectiveness of a self-help service
provided by one particular PCT in an area of unique
sociodemographic characteristics. In order to con-
firm the external validity of the results, further stud-
ies in other settings are required. The degree to
which service quality may vary between individual
clinics and less experienced clinicians also warrant
additional investigation.

A major strength of this study is that it presents
data from real practice, with the qualitative aspect
of the design focussing on the range of experiences
expressed by a relatively diverse group of stake-
holders. It is acknowledged, however, that such sub-
jective satisfaction data is limited by its potential
for bias and assessment error. Telephone interviews
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in particular have traditionally been seen as appro-
priate only for short, structured questioning
(Fontana and Frey, 1994). Prior comparison of the
quality of the data yielded by telephone and face to
face methods has produced mixed results. Whilst
some researchers report increased evasiveness,
response bias and contradictory answers within
telephone administered interviews (Jordan et al.,
1980), others report no significant response differ-
ences (Miller, 1995). Ultimately, telephone inter-
viewing may elicit data from individuals who are
reluctant to participate in face to face interviews
(Greenfield et al.,2000) or from those who are diffi-
cult to access in person (Tausig and Freeman, 1988).
Within the present study, a relatively low
response rate to participate in this part of the evalu-
ation was observed and semi-structured inter-
views were conducted only with patients who had
attended the self-help clinics. It may well be that
these patients, as well as those who completed
treatment but declined to be interviewed, may
have held less positive views of the service than has
been reported. Nonetheless all data were analysed
by an independent researcher, the collection of
qualitative as well as quantitative data allowing
some triangulation of findings to be achieved.

Conclusion

Delivering effective mental health treatments
within primary care is a difficult task which can be
affected by organizational arrangements and the
varying requirements of different stakeholder
groups. The current study has highlighted a need for
a simple and accessible service to be made available
to patients, suggesting that facilitated self-help may
offer a useful complement to traditional psycho-
logical therapy. The future success of such services
is likely to depend on a well developed infrastruc-
ture that provides sufficient support and informa-
tion to ensure that health professionals can
adequately respond to individual patient needs.
An increased integration of service delivery and
research may help this objective to be achieved.
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