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Executive Summary 

This report provides a picture of activity in Improving Access to Psychological Therapies 
(IAPT) services and of the people that used them in 2014/15. 

 

Key findings 
Between 1st April 2014 and 31st March 2015: 

1,267,193 referrals were received; 

 of which  495,721 (39.1%) were self-referrals. 

815,665 referrals entered treatment; 

for which 32.0 days was the average (mean) waiting time between the 
referral and the first treatment appointment. 

1,123,002 referrals ended; 

 of which  468,881 (41.8%) finished a course of treatment; 

for which 6.3 was the average (mean) number of attended 
treatment appointments; 

and of which 285,060 (60.8%) showed reliable improvement; 

and 421,744 (89.9%) started treatment at caseness1; 

 of which 189,152 (44.8%) moved to recovery; 

 and   180,300 (42.8%) showed reliable recovery. 

 

This yearôs report includes more detailed analysis presenting outcomes at sub-national 
geographies, for different types of problem, and different groups of patients. For example: 
 

¶ 57 of 211 CCGs were able to meet or exceed the 50% recovery target2; 

¶ The highest recovery rate was in NHS Cannock Chase CCG (69.4% of 680 referrals); 

¶ The lowest recovery rate was in NHS Heywood, Middleton and Rochdale CCG (18.8% 
of 1,410 referrals); 

¶ The CCG with the shortest average waiting time from referral to the first treatment 
appointment was NHS Dudley CCG at 6.7 days; 

¶ The CCG with the longest average waiting time from referral to the first treatment 
appointment was NHS Blackpool CCG at 124.1 days; 

¶ The majority (39.6%) of referrals that finished a course of treatment in 2014/15 were 
for people with anxiety and stress related disorders, for whom the recovery rate was 
47.8%, compared to an overall recovery rate of 44.8%; 

¶ The recovery rate for people identified as ex-British Armed Forces personnel was 
47.1%. 

 
 
                                            
1
 For an explanation of caseness, please see the Glossary at the end of this report. 

2
 The Mandate: A mandate form the Government to NHS England: April 2015 to March 2016, p 16-17, available 

at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/386221/NHS_England_Mandate.
pdf    

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/386221/NHS_England_Mandate.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/386221/NHS_England_Mandate.pdf
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Introduction 

Content of this publication 
This is the third annual report produced from the IAPT dataset and is intended to give an 
overall picture of IAPT services between 1st April 2014 and 31st March 2015, based on key 
measures of activity and outcomes. This is in addition to the monthly reports on specific 
measures that have been published throughout the year3. 

This release consists of this report, as well as a series of data tables summarising key 
measures at England and Clinical Commissioning Group (CCG) levels, and is published at 
http://www.hscic.gov.uk/pubs/psycther1415.  Descriptions of the methods used in the 
analysis are included within these data tables. 

The IAPT dataset changed from version 1.0 to version 1.5 partway through the 2014/15 
financial year4, meaning that direct comparisons between equivalent figures in the 2013/14 
report5 should not be made. 
  

Background to the IAPT programme 
IAPT is an NHS programme implemented in England that offers interventions approved by 
the National Institute for Health and Care Excellence (NICE)6 for treating people with 
depression and anxiety disorders. 

The programme was created to offer patients a realistic and routine first line treatment 
combined, where appropriate, with medication. The programme started in 2008 and was 
initially mainly focused on people of working age, but in 2010 was opened to adults of all 
ages.  

The second phase of the programme was marked by the publication of óTalking therapies: a 
four year plan of actionô7 in February 2011. This plan was published alongside óNo health 
without mental health, a cross-government mental health outcomes strategy for people of all 
agesô8 with aims to expand the scope of the programme in future to children and young 
people, those with long-term physical conditions, those with medically unexplained 
symptoms, and those with severe mental illness.  

The scale of the IAPT programme has expanded each year since 2008. The NHS Mandate9 
stated that at least 15% of people with depression and/or anxiety disorders in the community 
should have access to treatment in IAPT services by 31st March 2015.  

The IAPT programme is also designed to support the NHS in delivering: 

¶ Access to services and treatments by people experiencing depression and anxiety 
disorders from all communities within the local population; 

                                            
3
 Please see http://www.hscic.gov.uk/iaptreports for a full list of available IAPT publications. 

4
 For detailed information about the changes, see http://www.hscic.gov.uk/media/15415/Methodological-

change-2014-Improving-Access-to-Psychological-Therapies-IAPT-
Reports/pdf/MethChange20141028_IAPT.pdf  
5
 See http://www.hscic.gov.uk/pubs/psycther1314  

6
 https://www.nice.org.uk/  

7
 óTalking therapies: a four year plan of actionô available at:  

https://www.gov.uk/government/publications/talking-therapies-a-4-year-plan-of-action   
8
 óNo health without mental health, a cross-government mental health outcomes strategy for people of all agesô 

available at: https://www.gov.uk/government/publications/the-mental-health-strategy-for-england  
9
 The Mandate: A mandate form the Government to NHS England: April 2015 to March 2016, p 16-17, available 

at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/386221/NHS_England_Mandate.
pdf  

http://www.hscic.gov.uk/pubs/psycther1415
http://www.hscic.gov.uk/iaptreports
http://www.hscic.gov.uk/media/15415/Methodological-change-2014-Improving-Access-to-Psychological-Therapies-IAPT-Reports/pdf/MethChange20141028_IAPT.pdf
http://www.hscic.gov.uk/media/15415/Methodological-change-2014-Improving-Access-to-Psychological-Therapies-IAPT-Reports/pdf/MethChange20141028_IAPT.pdf
http://www.hscic.gov.uk/media/15415/Methodological-change-2014-Improving-Access-to-Psychological-Therapies-IAPT-Reports/pdf/MethChange20141028_IAPT.pdf
http://www.hscic.gov.uk/pubs/psycther1314
https://www.nice.org.uk/
https://www.gov.uk/government/publications/talking-therapies-a-4-year-plan-of-action
https://www.gov.uk/government/publications/the-mental-health-strategy-for-england
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/386221/NHS_England_Mandate.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/386221/NHS_England_Mandate.pdf
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¶ Increased health and wellbeing, with at least 50% of those finishing a course of IAPT 
treatment moving to recovery and most experiencing a meaningful improvement in their 
condition; 

¶ Patient choice, and high levels of satisfaction from people using IAPT services and their 
carers; 

¶ Timely access to services; 

¶ Improved employment, benefit, and social inclusion status; including help for people to 
retain employment, return to work, improve their vocational situation, and participate in 
the activities of daily living. 
 

The IAPT dataset 
The IAPT programme is supported by a regular return of data generated by providers of 
IAPT services in the course of delivering those services to patients, including patient-
reported outcomes recorded during treatment. The dataset10 also includes information from 
independent sector organisations who are providers of NHS-funded IAPT services. These 
data are received by the Health and Social Care Information Centre (HSCIC)11. 

Since quarter 1 of 2012/13, the HSCIC has produced quarterly data on access, activity, and 
outcomes from the dataset, as well as monthly data quality reports. The HSCIC began 
reporting access, activity, and outcomes data on a monthly basis from April 201512.  

A new version of the IAPT reporting database was created as the data source for this report 
and any future analysis for the year.  This reconciles the duplication and inconsistencies that 
occur across submissions to provide a coherent view of all data submitted for the year.  This 
means there will be slight discrepancies between figures published in this report and figures 
for the year that might be calculated from published monthly and quarterly figures covering 
the same period.  A more detailed explanation and a description of the method used for 
creating this annual database asset are included in Appendix 1. 
 

Data Quality 
The IAPT data published by the HSCIC are designated as official statistics and are produced 
to a level of quality that meets usersô needs, and which informs users about the quality of 
statistical outputs. The HSCIC has published a separate Data Quality Statement13 that 
supports all HSCIC produced IAPT statistics including those covered within this report. This 
document highlights issues that could affect the quality of individual measures within this 
report.   
 
In addition, as part of the standard monthly publications, two Data Quality reports about the 

validity, coverage and consistency of data submitted for the specific reporting period are also 

published. This information is presented at national and provider level, providing monthly 
measures on key issues. These monthly reports should be treated as the key source for any 
investigations into the quality of specific measures or breakdowns within this report. In 
particular, the validity of Generalised Anxiety Disorder (GAD7) scores, Patient Health 
Questionnaire (PHQ9) score and the recording of Appointment Type will have an impact on 
recovery and waiting time measurements.  To assist readers of this report, a summary of 
submissions for the year by provider is included in Appendix 5, highlighting possible issues 
for consideration when interpreting local analysis. 
 

                                            
10

 For more information about the IAPT dataset, see Appendix 1 of this report. 
11

 http://www.hscic.gov.uk  
12

 For a full list of IAPT reports published by the HSCIC, see http://www.hscic.gov.uk/iaptreports.  
13

 http://www.hscic.gov.uk/media/16923/IAPT-DQ-Month/pdf/IAPT-month-dqs.pdf  

http://www.hscic.gov.uk/
http://www.hscic.gov.uk/iaptreports
http://www.hscic.gov.uk/media/16923/IAPT-DQ-Month/pdf/IAPT-month-dqs.pdf
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In this annual publication, patients for whom the information submitted would not support the 
allocation of a reliable pseudo identifier ï known as óbypass patientsô14 ï have been 
excluded from our analysis. This is because the information would not support the 
calculation of waiting times and outcomes.  Readers should be aware that this will impact 
any comparisons with published monthly and quarterly counts of Referrals Received in this 
reporting year. In 2014/15, there were 11,113 referrals received that were óbypassô patients 
(0.9% of all referrals received). 
 

Feedback 
We welcome feedback on the utility of these statistics, as well as any other comments you 
would like to make. If you wish to provide feedback, you can contact us through 
enquiries@hscic.gov.uk (please include óIAPTô in the email subject line). 
 

Key measures and concepts 
Below is a list of some key concepts in understanding this patient pathway and the wider 
IAPT programme. Other useful terms are defined in the Glossary, found at the end of this 
report. 
 

Referrals 
In order to access IAPT services, an individual requires a referral. Referrals are often 
provided by General Practitioners (GPs), but there may be other potential sources of referral, 
including self-referral by an individual. Once a referral has been received, it should follow the 
recommended stepped care pathway15.  

One patient can only have one open referral at a provider at any given time, but could have 
multiple referrals across different providers or multiple referrals in the same provider across 
the year.  

In most cases a count of referrals is used, rather than a count of people, when looking at 
activity in IAPT services, including recovery. 
 

Treatment appointment 
At a treatment appointment, the therapist will deliver a NICE-recommended therapy 
appropriate to the patientôs problem, and patients will also be asked to complete well-
validated16 questionnaires that assess the severity of their clinical condition17. The two main 
questionnaires are: 

¶ Patient Health Questionnaire (PHQ-9), which assesses the severity of depression; 

¶ A questionnaire that assesses the severity of anxiety ï either the Generalised Anxiety 
Disorder scale (GAD7) or another appropriate Anxiety Disorder Specific Measure 
(ADSM).  

The IAPT dataset also records the type of problem, the type of therapy delivered, and the 
extent to which the problem interferes with everyday functioning (as assessed by the Work & 
Social Adjustment Scale). 
 
 

                                            
14

 See Glossary for an explanation. 
15

 For further information, see óTalking therapies: a four year plan of actionô available at: 
https://www.gov.uk/government/publications/talking-therapies-a-4-year-plan-of-action  
16

 For further information, see http://www.iapt.nhs.uk/silo/files/the-iapt-data-handbook.pdf  
17

 A full list of these questionnaires, their scores, and thresholds for assessing caseness for each score can be 
found in Appendix 3 of this report. 

mailto:enquiries@hscic.gov.uk
https://www.gov.uk/government/publications/talking-therapies-a-4-year-plan-of-action
http://www.iapt.nhs.uk/silo/files/the-iapt-data-handbook.pdf


Psychological Therapies; Annual Report on the use of IAPT services: England 2014/15 

8 
 

 

Finished course of treatment 
A referral that has finished a course of treatment in the period is one that has ended having 
had at least two attended treatment appointments during the course of the referral. Follow-up 
appointments do not count. All patients who have finished a course of treatment are eligible 
for assessment of outcome (recovery, reliable improvement, no reliable change, or reliable 
deterioration). 
 

Caseness 
Caseness is the term used to describe a referral that scores highly enough on measures of 
depression and anxiety to be classed as a clinical case. It is measured by using the 
assessment scores that are collected at IAPT appointments; if a patientôs score is above the 
clinical/ non-clinical cut off18 on either anxiety, depression, or both, then the referral is 
classed as a clinical case. 
 

Recovery 
A referral is classed as órecoveredô if the patient finished a course of treatment and moved 
from caseness to not being at caseness by the end of the referral. To be considered as 
recovered, a patient needs to score below the caseness threshold on both anxiety and 
depression measures at the end of their treatment. This is an unusually strict criterion which 
reflects the IAPT programmeôs aim to ensure that people show broad recovery, rather than 
just reduction in one specific clinical state. Referrals that started their course of treatment not 
at caseness are not included in recovery counts. 
 

Reliable change 
All measures of symptoms are subject to error. As a consequence, small changes in 
questionnaire scores may not indicate a real change in clinical state. A change of scores 
between the beginning and end of a course of treatment is considered a reliable change if it 
exceeds the measurement error19 of the questionnaire. 
 

Reliable improvement/deterioration 
Patients are classed as having shown reliable improvement if they show a reliable decrease 
in their anxiety or depression score between the first and last measurement, and the other 
clinical state (depression or anxiety) either also reliably decreases or shows no reliable 
change.  

It is possible for people to show deterioration, as well as improvement, during a course of 
therapy. Patients are classed as having shown reliable deterioration if they show a reliable 
increase in anxiety or depression score between the first and last measurement, and the 
other clinical state (depression or anxiety) either also reliably increases or shows no reliable 
change. 
 

Reliable recovery 
If a patient meets the criteria for both recovery and reliable improvement when they have 
finished a course of treatment, they are said to have reliably recovered.  

                                            
18

 Information on the cut off values and how they should be used can be found in the IAPT data handbook: 
http://www.iapt.nhs.uk/silo/files/iapt-data-handbook-v2.pdf  
19

 For more information on reliable change, see Jacobsen, N.S. & Truax, P. (1991), óClinical Significance: A 
Statistical Approach to Defining Meaningful Change in Psychotherapy Researchô, Journal of Consulting and 
Clinical Psychology, 59, p12-19. 

http://www.iapt.nhs.uk/silo/files/iapt-data-handbook-v2.pdf
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Outcome measures in IAPT 

This section describes the key measures of outcome in IAPT, which meet the stated aims of 
the programme in delivering: 

¶ Access to services and treatments by people experiencing depression and anxiety 
disorders from all communities within the local population; 

¶ Increased health and wellbeing, with at least 50% of those finishing a course of IAPT 
treatment moving to recovery and most experiencing a meaningful improvement in their 
condition. 

The key measures are recovery, reliable improvement, and reliable recovery, analysed by a 
range of factors such as the referralôs problem descriptor code, the type of therapy given, 
demographic factors, and by CCG.  

 

Recovery 

 

One of the key outcome measures relating to the IAPT service is the measurement of 
recovery, calculated from clinician-recorded outcome tools. These are designed to allow 
therapists to track the progress of patients, but the first and last recorded scores against 
each measure can also be used to determine whether recovery has been achieved. Higher 
scores on the questionnaire measures indicate a higher severity of illness.  

1,123,002 referrals ended in 2014/15; 

of which 468,881 finished a course of treatment (has had at least two attended treatment 
appointments); 

of which 421,744 started treatment at ócasenessô ï this means that either the first 
recorded PHQ-9 score or the first recorded relevant ADSM score, or 
both, was above the caseness threshold;  

of which 189,152 (44.8%) recovered. This means that both the last 
recorded PHQ-9 and the last recorded relevant ADSM score 
were below the caseness threshold. 

Key facts about recovery 

¶ The government target for recovery, up to the 31st March 2015, was that 50% of 
referrals to IAPT services should move to recovery by the end of their course of 
treatment. 

¶ Nationally, there were 421,744 referrals that finished a course of treatment in the 
year that started treatment at caseness, and 189,152 referrals that moved to 
recovery; this gives a recovery rate of 44.8%. 

¶ 57 of 211 CCGs were able to meet or exceed the 50% recovery target.  

¶ The highest recovery rate was in NHS Cannock Chase CCG (69.4% of 680 
referrals) 

¶ The lowest recovery rate was in NHS Heywood, Middleton and Rochdale CCG 
(18.8% of 1,405 referrals). 
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It is important to note that all referrals that finished a course of treatment are included in the 
denominator for the recovery rate formula, even if outcome data (i.e. depression and anxiety 
scores) are missing. By contrast, the numerator only includes people who have outcome 
data and where that data demonstrates recovery. This ensures that providers are 
incentivised to have high data completeness for these fields, as poor data quality for referrals 
finishing a course of treatment will result in a lower recovery rate. 

 
Recovery rates by age and gender 

Figure 1 below shows that, broadly, recovery rates are similar between males and females, 
and are generally higher amongst older patients, peaking at 57.7% for males and 57.9% for 
females aged 65 and over.  
 
Figure 1: Recovery rates20 by age and gender, 2014/15 

                                            
20

 Only activity for patients aged 18 and over is shown, but a small number of patients under the age of 18 are 
recorded as accessing the adult IAPT services covered by this dataset. 

Calculating recovery rates 

 
Number of referrals that finished a course of treatment in the 

year and moved from caseness at the start of treatment to not 
caseness at the end of treatment 

 

 
 

 
Number of referrals 

that finished a course 
of treatment in the 

year 

Number of referrals that 
finished a course of treatment 
and started treatment not at 

caseness 

- X 100   =   Recovery rate 
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Recovery rates by problem descriptor and therapy type 

IAPT services aim to implement NICE guidance when providing treatment for different 
clinical problems. Figure 2 below shows the recovery rate for different problem descriptor 
codes. It shows that recovery rates are slightly higher amongst referrals with a problem 
descriptor of anxiety and stress related disorders. Amongst this group, those with a specific 
problem descriptor of óspecific (isolated) phobiasô had the highest rate of recovery (62.7%), 
and those with a problem descriptor of agoraphobia had the lowest recovery rate (36.2%). 
 
Figure 2: Recovery rates by problem descriptor21, 2014/15 

 

NICEôs recommendations vary with the severity and type of problem. For many mild to 
moderate cases NICE recommends a stepped care model with most people being offered a 
course of a low intensity intervention (such as guided self-help or computerized cognitive-
behaviour therapy) first. People who recover with the low intensity intervention are 
discharged. Those with continuing symptoms should be offered a ñstep-upò to a high 
intensity therapy. People with more severe symptoms or with social anxiety disorder or 
PTSD would normally be expected to go straight to high intensity therapy. NICE 
recommends a range of high intensity therapies for depression. These include cognitive-
behaviour therapy (CBT), interpersonal psychotherapy (IPT), couples therapy, counselling 
and brief psychodynamic therapy, Currently, NICE only recommends CBT as a high intensity 
for anxiety disorders.  

The 2nd Annual IAPT Report showed recovery rates for different clinical problems. This 
report goes further by also reporting recovery rates by the last therapy that a person 
received before finishing their course of treatment in IAPT.  

                                            
21

 Problem descriptor codes are based on ICD-10 international standards for the classification of diseases and 
have been grouped for presentation purposes. For further information, see the óConstructionsô worksheet of the 
data tables that accompany this report, as well as the IAPT Technical Output Specification, available from 
http://www.hscic.gov.uk/iapt.  

F32/F33 Depression 

F40-F43 Anxiety and stress related disorders 

Other F codes ï other mental health disorders 

Other recorded code ï other valid ICD10 codes 

Invalid diagnosis code 

Unspecified diagnosis code 

http://www.hscic.gov.uk/iapt
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Readers should be aware that variation in recovery rates between different last therapy 
types is likely to be influenced by a range of factors in addition to the effects of the therapies 
themselves. For example, none of the people who failed to recover at low intensity and were 
stepped up to high intensity will be included in the calculation of recovery rates for people 
with a low intensity therapy as their last therapy. Initial symptom severity levels may have 
differed between therapy types. Some therapies were available in all IAPT services and 
some were only available in a subset of services. IAPT services should offer patients choice 
and it is likely that different therapies appeal to different people. Finally, among the high 
intensity therapies there is variation in the extent to which people had previously had a 
course of low intensity therapy. Despite this complexity, analysis of rates by last therapy type 
provides an indication of the extent to which people with different problems recover while 
receiving different types of therapy.  

Figure 3 below shows recovery rates for the various therapy types offered where the 
problem descriptor was depression; NICE recommends a full range of therapies for this 
condition, whereas many therapy types are not recommended for anxiety disorders and so 
the number of people with anxiety disorders who received some therapies will be very small 
for these groups. Further detail on the numbers and rates of recovery for a wider range of 
problem descriptor and therapy type combinations can be found in tables 5a and 5b of the 
data tables that accompany this report22.   

Figure 3 also shows that, for referrals with a problem descriptor of depression, Computerised 
Cognitive Behavioural Therapy (CCBT) has the highest rate of recovery.  

 
Figure 3: Recovery rates by therapy type for referrals with a problem descriptor of 
depression, 2014/15 

 

 

 

 

 

 

 

 

 

                                            
22

 http://www.hscic.gov.uk/pubs/psycther1415  

http://www.hscic.gov.uk/pubs/psycther1415
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Recovery rates by Clinical Commissioning Group 

In 2014/15, 57 of 211 CCGs were able to meet or exceed the 50% recovery rate target. 
Figure 4 below divides CCGs into five approximately equal sized groupings based on their 
recovery rates. Broadly, there is a greater number of CCGs with observed higher rates of 
recovery located in the South compared to the North West, where a greater number of CCGs 
with observed lower recovery rates are located.  
 
Figure 4: Recovery rates by Clinical Commissioning Group, 2014/15 

 

 

 
 

London 
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Reliable improvement 

 

The assessment of recovery by examining simply whether a referral moves below the 
caseness threshold has a number of drawbacks. For example, there may be cases which do 
not move below the caseness threshold but still show a large improvement across their 
treatment. Conversely, referrals which were not above the caseness threshold at their first 
treatment may still have shown an improvement that is not reflected when looking solely at 
caseness. Further, scores for referrals that were óborder lineô, i.e. just over the caseness 
threshold on entering treatment, may only decrease by a small amount but still be counted 
as having recovered. 

In order to account for these issues, we have also looked at the number of referrals that 
have shown reliable improvement, regardless of whether or not they were above the 
caseness threshold at the start of treatment.  

1,123,002 referrals ended in 2014/15; 

of which  468,881 finished a course of treatment (has had at least two attended 
treatment appointments); 

of which 285,060 (60.8%) have shown a decrease in one or both 
assessment measure scores that surpasses the 
measurement error23 of that questionnaire, and neither score 
has shown an increase beyond the measurement error. 

 

Equally, if a referral shows an increase in one or both scores that is more than the 
measurement error for that score, then they are described as having reliably deteriorated. 
29,144 referrals reliably deteriorated in 2014/15. 

                                            
23

 This is the amount by which a difference could be attributable to natural variance. For more information on 
measurement errors for specific questionnaires, the óIAPT Reporting FAQsô, available from: 
http://www.hscic.gov.uk/media/18182/IAPT-Reporting-
FAQs/pdf/Understanding_and_replicating_our_published_reports_-July_2015___v1.2.pdf  

Key facts about reliable improvement 

¶ Nationally, there were 468,881 referrals that finished a course of treatment in the 
year, and 285,060 referrals that reliably improved; this gives a reliable 
improvement rate of 60.8%. 

¶ 193 of 211 CCGs had a reliable improvement rate of over 50%.  

¶ The highest reliable improvement rate was in NHS South West Lincolnshire CCG 
(76.8% of 1,390 referrals) 

¶ The lowest reliable improvement rate was in NHS East Staffordshire CCG (24.8% 
of 460 referrals). 

http://www.hscic.gov.uk/media/18182/IAPT-Reporting-FAQs/pdf/Understanding_and_replicating_our_published_reports_-July_2015___v1.2.pdf
http://www.hscic.gov.uk/media/18182/IAPT-Reporting-FAQs/pdf/Understanding_and_replicating_our_published_reports_-July_2015___v1.2.pdf
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Reliable improvement rates by age and gender 

Figure 5 below shows that, as with recovery rates, reliable improvement rates are broadly 
similar between males and females, and increase slightly with age. 
 
Figure 5: Reliable improvement rates by age24 and gender, 2014/15                        

 

                                            
24

 Only activity for patients aged 18 and over is shown, but a small number of patients under the age of 18 are 
recorded as accessing the adult IAPT services covered by this dataset. 

Calculating reliable improvement rates 

 Number of referrals that finished a course of treatment in the 
year, and  

have shown a decrease beyond the measurement error for at 
least one assessment score and no increase beyond the 

measurement error in the other score 
 

 
Number of referrals that have finished a course of treatment 

in the year 

X 100    = 
Reliable 

improvement rate 
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Reliable improvement rates by Clinical Commissioning Group 

In 2014/15,193 of 211 CCGs achieved a reliable improvement rate of at least 50%. Figure 6 
below divides CCGs into five approximately equal sized groupings based on their reliable 
improvement rates. Broadly, CCGs located in the south and east midlands tend to have 
higher rates of reliable improvement, and those located in the north-west and west tend to 
have lower rates. 
 
Figure 6: Reliable improvement rates by Clinical Commissioning Group, 2014/15 

 

 

 

 

 

 

London 



Psychological Therapies; Annual Report on the use of IAPT services: England 2014/15 

17 
 

Reliable recovery 
Reliable improvement and recovery can be combined to create an overall measure of 
reliable recovery ï a count of those referrals who show both a change from caseness to not 
being caseness during the course of the referral and which also show a reliable improvement 
in their score(s).  

Combining the two measures also allows examination of the outcomes for óborder lineô 
referrals, such as those which showed recovery with no reliable improvement, or those which 
did not show recovery but did show reliable improvement. In some cases it is even possible 
for an individual to show recovery but also deteriorate when evaluating both the PHQ-9 and 
ADSM25. 

 

Table 1: Summary of referrals moving to recovery26, reliable improvement27 and 
reliable recovery26 above by NHS Comissioning Region 

 

 

Table 1 above shows that in 2014/15 there were 180,300 referrals that showed reliable 
recovery in the year; 42.8% of the number of referrals that finished a course of treatment and 
were at caseness at the start of their treatment. This is 2.0% lower than those showing 
recovery only, which is to be expected since reliable recovery is a more stringent measure. 
The same pattern is seen across all NHS Commissioning Regions. 

                                            
25

 A full picture of the possible pathways a referral can take can be found in Appendix 2 of this report. 
26

 The denominator used in recovery and reliable recovery rates is the number of referrals completing a course 
of treatment in the year minus those who were not at caseness at the start of their treatment. 
27

 The denominator used to calculate reliable improvement rates is the number of referrals completing a course 
of treatment in the year, regardless of whether or not they were at caseness at the start of their treatment. 

Recovery Reliable 

Improvement

Reliable 

Recovery

England 189,152 (44.8% ) 285,060 (60.8% ) 180,300 (42.8% )

Y54 North of England Commissioning Region 56,235 (43.1% ) 86,830 (60.5% ) 53,955 (41.4% )

Y55 Midlands and East of England Commissioning Region 51,865 (46.1% ) 76,015 (60.8% ) 49,490 (44.0% )

Y56 London Commissioning Region 24,385 (41.6% ) 37,805 (56.9% ) 23,055 (39.3% )

Y57 South of England Commissioning Region 56,350 (47.2% ) 83,915 (63.0% ) 53,505 (44.8% )

Unknown 315 (38.8% ) 490 (52.5% ) 295 (36.2% )

Calculating reliable recovery rates 

 Number of referrals that finished a course of treatment in the 
year and moved from caseness at the start of treatment to not 

caseness at the end of treatment, and 
have shown a decrease beyond the measurement error for at 

least one assessment score and no increase beyond the 
measurement error in the other score 

 

 
 

 
Number of referrals 

that finished a course 
of treatment in the 

year 

Number of referrals that 
finished a course of treatment 
and started treatment not at 

caseness 

- X 100    = 
Reliable recovery 

rate 



Psychological Therapies; Annual Report on the use of IAPT services: England 2014/15 

18 
 

Referrals for ex-British Armed Forces personnel 

The IAPT dataset is unique compared to other national mental health datasets in that it 
contains a flag to identify referrals as relating to ex-British Armed Forces personnel 
(including dependents)28.  

Between 1st April 2014 and 31st March 2015: 

18,579 referrals were received for ex-British Armed Forces personnel (including 
dependents); 

14,953 referrals entered treatment for ex-British Armed Forces personnel (including 
dependents); 

9,074 referrals for ex-British Armed Forces personnel (including dependents) finished a 
course of treatment; 

of which 8,111 (89.4%) started treatment at caseness29; 

of which 3,824 (47.1%) moved to recovery. 

Further information at CCG-level is available within the data tables that accompany this 
report. 

 

 

  

                                            
28

 For more information, see the IAPT Technical Output Specification, available from 
http://www.hscic.gov.uk/iapt.  
29

 For an explanation of caseness, please see the Glossary at the end of this report. 

http://www.hscic.gov.uk/iapt
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Waiting times 

 

One of the aims of the IAPT programme is to ensure that patients referred to IAPT services 
do not wait longer than is necessary to begin their treatment. Government targets for waiting 
times were first introduced part-way through this financial year30 and performance against 
these targets have been reported by the HSCIC in monthly publications from January 
201531.  

The targets are now based on referrals that finished a course of treatment, but this report 
focuses on the previous method of reporting waiting times for referrals entering treatment in 
the year, in line with most quarterly reports published in 2014/15. Waiting times are 
measured from the point a provider receives a referral to the point at which the patient first 
attends a treatment appointment. The measurement does not take into account patients who 
fail to attend a first appointment.  

To calculate waiting times, a referral must have entered treatment in the year - 815,665 
referrals entered treatment in 2014/15. 

 

Figure 7 below shows the distribution of waiting times in England and its constituent NHS 
Commissioning Regions in 2014/15.  

Nationally, 66.9% of referrals entering treatment in the year waited less than 28 days. 73.7% 
of those entering treatment in South of England Commissioning Region waited 28 days or 
less, compared to 68.3% of those in London Commissioning Region, 66.0% of those in 

                                            
30

 These targets have been published in óAchieving Better Access to Mental Health Services by 2020ô p17, 
available at: https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/361648/mental-
health-access.pdf 
31

 See http://www.hscic.gov.uk/iaptreports for a full list of IAPT publications released by the HSCIC.  

Key facts about waiting times from referral to first treatment appointment 

¶ Nationally, 815,665 referrals entered treatment in 2014/15, of which: 
o 545,323 (66.9%) waited 28 days or less; 
o 154,868 (19.0%) waited between 29 and 56 days; 
o 57,333 (7.0%) waited between 57 and 90 days, and; 
o 58,141 (7.1%) waited more than 90 days. 

¶ 416,364 ended prior to treatment. 

¶ 32.0 days was the average (mean) waiting time between referral and first 
treatment appointment. 

 

Calculating waiting times rates 

 
Number of referrals that entered 

treatment in the year and waited less 
than X days for their first treatment 

appointment 
 

 
Number of referrals that entered 

treatment in the year 

 

= 
 

Percentage of referrals 
entering treatment that 

waited less than X days for 
treatment 

X 100 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/361648/mental-health-access.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/361648/mental-health-access.pdf
http://www.hscic.gov.uk/iaptreports
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Midlands and East of England Commissioning Region, and 61.1% of those in North of 
England Commissioning Region.  

Nationally, 7.1% waited longer than 90 days from referral to first treatment appointment. 
9.7% of those in North of England Commissioning Region waited longer than 90 days, 
compared to 8.5% of those in Midlands and East of England Commissioning Region, 6.2% of 
those in London Commissioning Region, and 3.1% of those in South of England 
Commissioning Region. 

 

Figure 7: Distribution of waiting times for referrals that entered treatment, 2014/15 
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Waiting times by problem descriptor 

Figure 8 below shows referrals that waited 28 days or less from referral to first treatment 
appointment as a percentage of all referrals entering treatment, split by problem descriptor. 
The rates are largely similar between depression and total anxiety and stress related 
disorders; however, for specific anxiety and stress related disorders there is some variation. 
Those coded as óother F40-F43 codeô have the highest rate of referrals waiting 28 days or 
less, and referrals for Obsessive-compulsive disorder show the lowest rate. 

 

Figure 8: Waiting times: percentage of referrals waiting 28 days or less by problem 
descriptor32, 2014/15 

 

 

  

                                            
32

 Problem descriptor codes are based on ICD-10 international standards for the classification of diseases and 
have been grouped for presentation purposes. For further information, see the óConstructionsô worksheet of the 
data tables that accompany this report, as well as the IAPT Technical Output Specification, available from 
http://www.hscic.gov.uk/iapt. 

F32/F33 Depression 

F40-F43 Anxiety and stress related disorders 

Other F codes ï other mental health disorders 

Other recorded code ï other valid ICD10 codes 

Invalid or unknown diagnosis code 

http://www.hscic.gov.uk/iapt
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Waiting times by Clinical Commissioning Group 

Figure 9 divides CCGs into approximately five equal groups based on referrals that waited 
28 days or less from referral to first treatment appointment, as a percentage of all referrals 
entering treatment. 

Broadly, a range of CCGs had a high percentage of referrals waiting less than 28 days. 
However, a number of CCGs located throughout the North can be seen to have a low 
percentage of referrals waiting less than 28 days. 
 
Figure 9: Waiting times by Clinical Commissioning Group, 2014/15 

Proportion that waited 28 days or less for treatment          

 

  

London 
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Activity 

The following section shows a range of measures for key stages of the patient pathway 
through IAPT services. The key stages of this pathway are explained below: 

 

 

 

Referrals received 
A referral is generated when a person is referred to IAPT services for treatment. One 
individual can only have one referral for a given provider at any one time, but can have 
multiple referrals across different providers, or could receive more than one referral over the 
course of the year. A count of referrals, therefore, is not a count of people. 

In 2014/15 there were: 

¶ 1,250,126 people referred to IAPT services, and 

¶ 1,267,193 referrals received for IAPT services. 
 

There are several reasons for there being more referrals than people: 

¶ A patient may have finished a referral to IAPT services, but been referred again later 
in the year; 

¶ A patient may make multiple service requests across different providers; 

¶ A patient may be óstepped upô to high intensity treatment, or óstepped downô to low 
intensity treatment and this may need to be referred to a new provider33. 

                                            
33

 This generates a new referral, despite the step being part of a single spell of care. It is not currently possible 
to track these individuals across providers within the IAPT dataset and so this is also likely to contribute to the 
issue of multiple referrals being received in the year for a single service user.  

Referral received 

A referral record is generated when a patient is referred to a provider of IAPT services. A 
referral often comes from the patientôs GP, but can have other sources, such as self-referral. 

In 2014/15 there were 1,267,193 referrals to IAPT services. 

Entering treatment 

The patient is assessed for the severity of their condition and, if necessary, enters a course 
of treatment. There is a range of available treatments. 

In 2014/15 815,665 referrals entered treatment. 

Referral ends 

A referral may end for a range of reasons. Usually it is because the patientôs course of 
treatment has finished; this may result in further treatment with a new referral. Other 
reasons include that the assessment was not followed by any treatment, or the patient 
withdrew from the programme. 

In 2014/15 1,123,002 referrals ended, of which 468,881 finished a course of treatment. 
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Referrals received by problem descriptor  

In 2014/15, problem descriptor34 was recorded for 51.3% (650,132) of new referrals received 
by IAPT. Most referrals last for several months and information about problem descriptor will 
probably not be recorded until the patient has been seen and assessed. It is therefore to be 
expected that not all referrals received in the year (some of which may not have been seen 
or assessed) will have a problem descriptor recorded.    

ICD-10 diagnosis codes35 are presented at three and four character level (e.g. F32, F41.2), 
to show the breadth of service provision within the IAPT programme. It is important to note 
that direct comparisons should not be made between three (shown in dark blue in the chart 
below) and four (shown in light blue) character classifications as four character codes are a 
subset of three character codes.  

Figure 10 below shows that the highest proportion of referrals received are for a problem 
descriptor of Anxiety or stress related disorders (27.3% or 346,412 referrals). Amongst this 
type of problem descriptor, Mixed anxiety and depressive disorder has the highest proportion 
of referrals received (14.2% or 180,395 referrals). 
 
Figure 10: Referrals received by problem descriptor, 2014/15 

 

 

 

 

 

                                            
34

 Problem descriptor is recorded as an ICD-10 code. Diagnosis codes are presented at three and four 
character level, to show the breadth of service provision within the IAPT programme. It is important to note that 
direct comparisons should not be made between three and four character classifications as four character 
codes are a subset of three character codes. More information about ICD-10 codes is available at: 
http://www.who.int/classifications/icd/en/ 
35

 More information about ICD-10 codes is available at: http://www.who.int/classifications/icd/en/  

F40-F43 Anxiety and stress related disorders 

F32/F33 Depression 

Other F codes ï other mental health disorders 

Other recorded code ï other valid ICD10 codes 

Invalid or unknown diagnosis code 

http://www.who.int/classifications/icd/en/
http://www.who.int/classifications/icd/en/


Psychological Therapies; Annual Report on the use of IAPT services: England 2014/15 

25 
 

Referrals received by age and gender 

Figure 11 below shows that, in 2014/15, women received more referrals than men. There 
were also differences between the distribution across age groups for males and females. 
 
Figure 11: Referrals received by age group36 and gender, 2014/15 

 

 

  

                                            
36

 Only activity for patients aged 18 and over is shown, but a small number of patients under the age of 18 are 
recorded as accessing the adult IAPT services covered by this dataset. 
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Referrals received by Clinical Commissioning Group 

Figure 12 below divides the number of referrals received in each CCG into five 
approximately equal sized groups. Broadly, CCGs with the higher numbers of referrals in 
2014/15 are found in the South West and far North of England.  
 
Figure 12: Referrals received by Clinical Commissioning Group, 2014/15 

 

 

Referrals entering treatment 
Once an individual has been referred to IAPT services, they should be assessed and, if 
appropriate, enter treatment.  

In order to be classed as óentering treatmentô, a referral must have attended at least one 
treatment appointment in the year. A treatment appointment is one where at least one 
therapy type is recorded as having been delivered.  

In 2014/15, 815,665 referrals entered treatment.  

Not all referrals enter treatment, as a patient may be discharged or otherwise choose not to 
continue in the service.  

In 2014/15: 

416,364 (37.1% of referrals ending in the year) ended before entering treatment 

of which  371,882 (89.3%) did not attend any type of appointment. 

London 
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Some referrals that entered treatment in 2014/15 will have been received in 2013/14. 
Similarly, some referrals that were received in 2014/15 will enter treatment in 2015/16. 

Problem descriptor was recorded for 64.8% (528,838) of the referrals entering treatment in 
2014/15, showing higher data completeness than for new referrals received. 

Figure 13 below shows the number of referrals entering treatment for each problem 
descriptor code, as a percentage of all referrals entering treatment in 2014/15. The number 
of referrals with anxiety and stress related disorders is larger in relation to those for 
depression when compared to the volumes for referrals received. 
 
Figure 13: Referrals entering treatment in the year by problem descriptor37, as a 
proportion of all referrals entering treatment in 2014/15 

 

 

Referrals ending in the year 
A referral ends when a provider enters an end date. A referral may end for several reasons. 
The most common reason for a referral ending is that a course of treatment had finished. 
Many referrals also end without having been seen by the service; i.e. there were no attended 
appointments during the course of the referral.  

In 2014/15, 1,123,002 referrals ended. Figure 14 describes the different reasons a referral 
may end. 416,364 referrals to IAPT received no treatment, of which 371,882 (33.1% of all 
referrals ending in 2014/15) were never seen by the service. 
 
 

                                            
37

 Problem descriptor codes are based on ICD-10 international standards for the classification of diseases and 
have been grouped for presentation purposes. For further information, see the óConstructionsô worksheet of the 
data tables that accompany this report, as well as the IAPT Technical Output Specification, available from 
http://www.hscic.gov.uk/iapt. 

F32/F33 Depression 

F40-F43 Anxiety and stress related disorders 

Other F codes ï other mental health disorders 

Other recorded code ï other valid ICD10 codes 

Invalid diagnosis code 

http://www.hscic.gov.uk/iapt
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Figure 14: Reasons for a referral ending as a proportion of all referrals ending in the 
year, 2014/15 

 

Referrals finishing a course of treatment 

A referral is classed as having finished a course of treatment if it has at least two treatment 
appointments. A referral must have finished a course of treatment in order to be assessed 
for recovery and other outcomes measures. In 2014/15, 468,881 referrals finished a course 
of treatment. 

Figure 15 below shows the number of referrals by their problem descriptor code as a 
percentage of all referrals finishing a course of treatment in 2014/15. The number of referrals 
with anxiety and stress related disorders is larger in relation to those for depression when 
compared to the volumes for referrals received and referrals entering treatment. 
 
Figure 15: Proportion of referrals that finished a course of treatment in the year by 
problem descriptor38, 2014/15 

 
                                            
38

 Problem descriptor codes are based on ICD-10 international standards for the classification of diseases and 
have been grouped for presentation purposes. For further information, see the óConstructionsô worksheet of the 
data tables that accompany this report, as well as the IAPT Technical Output Specification, available from 
http://www.hscic.gov.uk/iapt. 

F32/F33 Depression 

F40-F43 Anxiety and stress related disorders 

Other F codes ï other mental health disorders 

Other recorded code ï other valid ICD10 codes 

Invalid diagnosis code 

http://www.hscic.gov.uk/iapt
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Employment for referrals finishing a course of treatment 

One of the main aims of the IAPT programme is improved employment, benefit, and social 
inclusion status, including help for people to retain employment, return to work, improve their 
vocational situation, and participate in the activities of daily living. Employment status should 
be recorded at every applicable appointment and this information can then be used to look at 
the employment status at the start and end of a course of treatment. 

Table 2 below groups the various employment status codes39 into two broad categories. It 
shows that of the 468,881 referrals finishing a course of treatment in 2014/15, 98,313 
(21.0%) started óunemployed and seeking work; or long term sick or disabled, or in receipt of 
benefit paymentsô. Of these, 22.1% (21,775) were óemployed or not actively seeking work by 
the end of their course of treatment.  

336,604 (71.8%) of referrals finishing a course of treatment in 2014/15 were óemployed or 
not actively seeking workô at the start of their treatment. Of these, 88.0% (296,189) were still 
in this category at the end of their course of treatment.  
 
Table 2: Referrals with a finished course of treatment by employment status at start 
and end of treatment, 2014/15 

 

 

Psychotropic medication status for referrals finishing a course of 
treatment 

At each appointment the psychotropic medication status should be recorded; this describes 
whether a person has been prescribed and is currently taking medication.  

Table 3 below shows the psychotropic medication status of referrals that finished a course of 
treatment in 2014/15 before and after treatment. Of the 468,881 referrals finishing a course 
of treatment in 2014/15, 49.6% (232,421) were being prescribed medication at the point of 
their first treatment session. Of these, 14.3% were not being prescribed medication at the 
end of their treatment.  

                                            
39

 For more information about employment status codes, see the IAPT Technical Output Specification 
document, which describes the data submitted to the HSCIC. This can be found at http://www.hscic.gov.uk/iapt.  

Numbers

Status at start of treatment

Total at start of 

treatment

Unemployed and 

seeking work; or 

Long term sick or 

disabled, or in receipt 

of benefit paymentsa

Employed or not 

actively seeking workb Invalid or not stated

Unemployed and seeking work; or 

Long term sick or disabled, or in receipt of benefit paymentsa
98,313 68,849 21,775 7,689

Employed or not actively seeking workb
336,604 21,176 296,189 19,239

Invalid or not stated 33,964 2,506 4,516 26,942

Total at end of treatment 468,881 92,531 322,480 53,870

(a) Referrals for people who are receiving Incapacity Benefit, Income Support, or both; or Employment and Support Allowance.

(b)

England

Status at end of treatment

Amalgamated data field consisting of the following employment status codes: Employed; Students who are not working or actively seeking work; Home maker who is not working 

or actively seeking work; Not receiving benefits and not working or actively seeking work; Unpaid voluntary work and not working or actively seeking work; Retired.

http://www.hscic.gov.uk/iapt


Psychological Therapies; Annual Report on the use of IAPT services: England 2014/15 

30 
 

Of the 35.7% (167,202) referrals that were not being prescribed medication at the start of 
their treatment, 68.9% (115,211) were still not being prescribed medication at the end of their 
treatment.  
 
Table 3: Referrals with a finished course of treatment by psychotropic medication 
status at start and end of treatment, 2014/15 

 

 

Attended appointments 
3,822,121 appointments were attended in 2014/15; these may be for a range of purposes 
such as assessment, treatment, or review. The main methods of contact for these 
appointments were face to face and telephone.  

Appointments by therapy type 

There were 3,576,565 treatment appointments in 2014/15. Figure 16 below shows the 
number of treatment appointments by therapy type40 given. The total number of attended 
treatment appointments does not equal the sum of attended appointments of the different 
therapy types. This is because multiple therapy types can be offered in one treatment 
appointment (the dataset allows for up to 4 therapy types to be recorded at one 
appointment).  A treatment is any appointment with a therapy type recorded.  

There were 1,209,341 treatment appointments for Cognitive Behavioural Therapy (CBT), 
making it the most common therapy type in IAPT. Employment Support is the least common 
with 4,921 treatment appointments. 

26.8% (324,464) of CBT appointments were in Midlands and East of England 
Commissioning Region, compared to 28.2% in South of England Commissioning Region, 
26.7% in North of England Commissioning Region, and 18.2% in London Commissioning 
Region. 

 

 

 

                                            
40

 A full list of distinct therapy types given in 2014/15 is available in Appendix 4 of this report. 

Numbers

Status at start of treatment

Total at start of 

treatment

Prescribed at last 

session

Not prescribed at 

last session

Unknown at last 

session

Prescribed at first session 232,421 171,623 33,332 27,466

Not prescribed at first session 167,202 30,066 115,211 21,925

Unknown at first session 69,258 8,529 6,852 53,877

Total at end of treatment 468,881 210,218 155,395 103,268

England

Status at end of treatment
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Figure 16: Number of appointments by therapy type in the year, 2014/15 

 

 

Treatment appointments 

In order for a psychological treatment to be as effective as possible, it must be given in the 
appropriate dose. NICE issues recommendations about the number of treatment sessions 
that should be offered for different clinical conditions and their severity.  

The average (mean) number of treatment appointments for referrals finishing a course of 
treatment in 2014/15 was 6.3. Figure 17 below shows the average (mean) number of 
treatment appointments for referrals finishing a course of treatment in 2014/15, split by 
problem descriptor code. There is little variation between the mean number of sessions 
delivered for depression (6.5) and anxiety and stress related disorders (6.6); however, for 
specific anxiety and stress related disorder codes, Obsessive-compulsive disorder has the 
highest average number of treatment appointments (9.4) and ómixed anxiety and depressive 
disorderô and óother anxiety and stress related disordersô have the lowest (6.2).  
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Figure 17: Mean number of appointments in a finished course of treatment by problem 
descriptor41, 2014/15 

 

 

Figure 18 below shows the average (mean) number of treatment appointments for finished 
courses of treatment where the problem descriptor code was depression. Interpersonal 
Psychotherapy (IPT) has the highest mean number of treatment appointments (7.4) and 
Employment Support the lowest (1.5).  

When analysed alongside recovery rates, Interpersonal Psychotherapy also has the second 
highest recovery rate for referrals where depression is the recorded problem descriptor, and 
Employment Support the lowest.  

 

 

 

 

 

 

 

 

                                            
41

 Problem descriptor codes are based on ICD-10 international standards for the classification of diseases and 
have been grouped for presentation purposes. For further information, see the óConstructionsô worksheet of the 
data tables that accompany this report, as well as the IAPT Technical Output Specification, available from 
http://www.hscic.gov.uk/iapt. 

F32/F33 Depression 

F40-F43 Anxiety and stress related disorders 

Other F codes ï other mental health disorders 

Other recorded code ï other valid ICD10 codes 

Invalid diagnosis code 

Unspecified 

http://www.hscic.gov.uk/iapt
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Figure 18: Mean number of treatment appointments in a finished course of treatment 
by therapy type for referrals with a problem descriptor of depression, 2014/15 

 

 

Figure 19 below shows the average (mean) number of treatment appointments by the type of 
therapist attending the appointment. Where therapist role has been stated, the highest 
average number of treatment appointments was for Cognitive Behavioural Therapy (CBT) 
Therapists (4.9), and the lowest Psychological Wellbeing Practitioners (3.0).  

 

Figure 19: Mean number of appointments in a finished course of treatment by 
therapist type, 2014/15 
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Appendix 1: data source for this report 

A single authoritative national database of IAPT data was created to be the source of data 
for this report. This section explains some of the features of the data flow and how we 
manage the data asset for our monthly reports. It also explains why and how we created a 
separate database as the source for this annual report.  

Providers of adult IAPT services are required to submit data for patients with open referrals 
every month, in accordance with the IAPT data standard42. 

Submissions to HSCIC are validated and pseudonymised by the Open Exeter Bureau 
Service provided by the Systems and Service Delivery Team and received by the 
Community and Mental Health Team as a monthly pseudonymised XML extract. Because 
most courses of IAPT treatment last for more than a single month, information about the 
same referrals is included in successive submissions. However, the details of these referrals 
changes across submissions and this could lead to inconsistencies in our published reports.   

In order to ensure a stable view of the data for each of our monthly reports, we have to apply 
a set of business rules to our analysis, to ensure that the same instance of each referral is 
used for each individual periodôs reporting. We also derive a nationally unique identifier for 
each referral to ensure that all the related information about the referral can be linked across 
submissions. 

For the annual report there are additional requirements for an authoritative source of data for 
the year, because this will be used for historical and time series analysis in future and we 
need to ensure that consistent figures will be produced in future. 

We therefore created a view of the data for the whole year, including a single instance of 
each referral with the most up to date information provided during the year for that referral.  
For example, if the problem descriptor was first recorded as óanxietyô and later updated to 
óObsessive-compulsive disorder (OCD)ô then the problem descriptor associated with this 
referral in the annual database will be óOCDô. 

Additionally, we have created a view of the data that enables us to identify the dates of 
treatment appointments according to the methodology prevailing at the time of the 
appointment. Treatment appointments are crucial in calculating the date of entering 
treatment and whether referrals complete a course of treatment, but the method for 
identifying them changed in July 2014 with the introduction of the new version of the dataset 
(v1.5). 

Further details about the construction of the annual dataset are available on request and the 
details of the logic we apply in calculating key measures are described in our óIAPT 
Reporting FAQsô document, available on our website43. 

  

                                            
42

 See http://www.hscic.gov.uk/iapt.  
43

 See http://www.hscic.gov.uk/iaptmonthly.  

http://www.hscic.gov.uk/iapt
http://www.hscic.gov.uk/iaptmonthly
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Appendix 2: Caseness, Recovery, and Reliable 
improvement 

Caseness 

Caseness is the term used to describe a referral that scores highly enough on measures of 
depression and anxiety to be classed as a clinical case. It is measured by using the 
assessment scores that are collected at IAPT appointments; if a patientôs score is above the 
clinical/ non-clinical cut off44 on either anxiety, depression, or both, then the referral is 
classed as a clinical case. 

Recovery 

A referral is classed as órecoveredô if the patient finished a course of treatment and moved 
from caseness to not being at caseness by the end of the referral. To be considered as 
recovered, a patient needs to score below the caseness threshold on both anxiety and 
depression measures at the end of their treatment, to ensure that recovery is measured by 
looking at the welfare of the individual rather than one specific symptom. Referrals that 
started their course of treatment not at caseness are not included in recovery counts. 

 

 

 

        

 

                                            
44

 Information on the cut off values and how they should be used can be found in the IAPT data handbook: 
http://www.iapt.nhs.uk/silo/files/iapt-data-handbook-v2.pdf  

GAD7 or 
relevant ADSM

PHQ9

Caseness 
Threshold

Scores:
Higher 

scores = 
higher 

severity of 
condition

First GAD7/
ADSM = 

Below the 
threshold
NOT AT 

CASENESS

First PHQ9 = 
Above 

Threshold
AT CASENESS

Definition of caseness= either the PHQ9 
or GAD7/ADSM must be above the 

caseness threshold on the first score.
Therefore this record is AT CASENESS

The higher a referral scores on 
the measures of anxiety and 
depression, the higher the 
severity of their clinical condition. 

 

A referral is at ócasenessô at the 
start of treatment if either the first 
recorded PHQ-9 score or the first 
recorded relevant ADSM score, 
or both, are above the caseness 
threshold. 

Last GAD7/
ADSM = 

Below the 
threshold
NOT AT 

CASENESS

Last 
PHQ9=Below the 

threshold
NOT AT 

CASENESS

Definition of recovery = both scores must be below the 
threshold at the last score, after having been at 

caseness at first score.
Therefore this record shows RECOVERY

A referral has recovered at the 
end of a course of treatment if 
both the last recorded PHQ-9 
score and the last recorded 
relevant ADSM score are 

below the caseness threshold. 

http://www.iapt.nhs.uk/silo/files/iapt-data-handbook-v2.pdf


Psychological Therapies; Annual Report on the use of IAPT services: England 2014/15 

36 
 

Reliable improvement 

The assessment of recovery by examining simply whether a referral moves below the 
caseness threshold has a number of drawbacks. For example, there may be cases which do 
not move below the caseness threshold but still show a large improvement across their 
treatment. Conversely, referrals which were not above the caseness threshold at their first 
treatment may still have shown an improvement that is not reflected when looking solely at 
caseness. Further, scores for referrals that were óborder lineô, i.e. just over the caseness 
threshold on entering treatment, may only decrease by a small amount but still be counted 
as having recovered. 

In order to account for these issues, we have also looked at the number of referrals that 
have shown reliable improvement, regardless of whether or not they were above the 
caseness threshold at the start of treatment. A referral is deemed to have shown reliable 
improvement if it shows a decrease in one or both assessment measure scores that 
surpasses the measurement error45 of that questionnaire. In addition, neither measure can 
show an increase beyond the measurement error. Equally, if a referral shows an increase in 
one or both scores that is more than the measurement error, they can be described as 
having reliably deteriorated. 

 

Change between 
first and last = 
greater than 

measurement 
error of PHQ9 

RELIABLE 
IMPROVEMENT

Definition of Improvement = Reliable improvement on 
at least one score, while the other has not 

deteriorated. 
Therefore this record shows RELIABLE IMPROVEMENT  

 

Reliable recovery 

Reliable improvement and recovery can be combined to create an overall measure of 
reliable recovery ï a count of those referrals who show both a change from caseness to not 
being caseness during the course of the referral and which also show a reliable improvement 
in their score(s).  

Combining the two measures also allows examination of the outcomes for óborder lineô 
referrals, such as those which showed recovery with no improvement, or those which did not 
show recovery but did show improvement. In some cases it is even possible for an individual 
to show recovery but also deteriorate when evaluating both the PHQ-9 and ADSM. A full 
understanding of the possible pathways a referral can take is described below: 

 

 

 

                                            
45

 This is the amount by which a difference could be attributable to natural variance. For more information on 
measurement errors for specific questionnaires, see Appendix 3 of this report. 

A referral has reliably improved 
at the end of a course of 
treatment if at least one score 
has decreased beyond the 
measurement error for that 
score, and the other measure 
has not increased beyond the 
measurement error. 
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Figure 20: Flowchart of the potential output pathway of a completed referral46 

 

 

  

                                            
46

 Although unlikely, it is possible for referrals to show recovery and also deterioration, or to move from not 
being at caseness and still show improvement. This generally occurs when looking at óborderlineô cases, which 
may show a small change on one measure that passes the caseness threshold while showing a larger change 
in another measure which does not pass the caseness threshold. This is not expected to occur in many cases 
but the possibility is included in this diagram for completeness. 
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