


Overview
 Pilot Project from April 2017 – March 2019

 5 GP Practices over Stewartry and Stranraer Localities

 Two senior Community Mental Health Nurses and two 
senior Mental Health Care Support Workers



Background and Rationale
 Prevention and Early Intervention are one of the key 

drivers for improving mental health care. (Scottish Gov, 2017) 

 The Project is designed to address this by offering 
accessible assessment and support that will identify early 
onset mental health problems, preventing acute 
symptoms developing which would requiring access to 
Secondary Mental Health services and often a multi 
agency approach. The overall aim is prevention of mental 
health problems developing.



Approach
 Initial mental health assessment lasting an hour. This 

ensures the patient has the time to discuss their concerns 
but also for clinicians to obtain a clear assessment.

 Short term therapy which is person centred and promotes 
patient-self management and recovery.

 A strong approach of encouragement to empowerment.

 Low level psychological approach  using low intensity CBT, 
problem solving and brief behavioural activation.



Approach contd.
 Partnership working with local agencies, signposting to 

other services to prevent social isolation.

 Streamlined transition to Secondary Services where 
appropriate with more informed referral information.



Encouragement-Empowerment
 Assessment and therapy may highlight problems however 

the model focuses on individuals empowerment to 
problem solve and self-manage.



Aims Of The Service
 To offer early mental health intervention to patients in 

Primary Care within 4 weeks of referral to prevent 
worsening of mental health symptoms.

 To assess and offer brief therapy for patients suffering 
from Mild/Moderate Depression, Emotional Problems, 
Stress/ Anxiety and Adjustment Disorder.

 To support GP`s by adding to a Multidisciplinary  Service 
in a Primary Care Setting.

 Regular communication with all disciplines.



AIMS OF THE SERVICE contd.
 Lowering of number of return appointments to GP`s. 

 Lowering number of referrals to Secondary Care Services

 Improve Physical Health Monitoring for patients with 
severe and enduring mental health problems.

 Reduce inappropriate prescribing. 

 Treatment will promote self management and recovery.

 Offer support to patients and carers in rural locations and 
hard to access communities.
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Do mental health problems mean    
mental illness?

 Connect

 De-stigmatize

 Educate

 Normalise

 Empower



Health care support worker role
 Appropriate signposting and linking in with multi-

agencies.

 Facilitating engagement, ensuring support is in place.



Evaluation Process and Methods
 End of therapy patient feedback questionnaires

 Collation of data using spreadsheet

 Current use of outcome measures – Core 10 and Group 
Identification Scale (G.I.S.)

 Data collection for referrals to CMHT and Psychology.

 An online survey to Primary Care and Secondary Care 
staff.



Data collected in first 10 months
 Patients referred 

 Number Assessed/ received therapy 

 Referred to other agencies

 Referred to CMHT 

 Referred to Psychology 



Patient Questionnaire Feedback
 All patients asked to complete- feedback to date has been 

positive.

 “ I felt that the service was excellent and helped me 
immensely”

 “Staff were easy to talk to and I felt they listened”

 “The quick response from enquiring about the service 
until I was seen and then the convenience of follow up 
sessions”

 “I was treated well and not patronised.”



Patient feedback cont.
 “Very quickly seen which makes a huge difference.”

 “Being able to discuss my problems with someone who 
understands what I was going through.”

 “The nurse was honest in their approach. I felt allowed to 
talk in the language of how I speak.”

 “Support has helped me realise I am strong and I can 
cope with this”.



Future Plans of Service
 The project will continue over the proposed period of 

twenty two months and will be reviewed at regular 
intervals. 

 The project will continue to develop as it proceeds, taking 
into account feedback from patients, families/carers and 
colleagues. 

 A final working format will be developed which would be 
adaptable to all Primary Care Practices in Dumfries and 
Galloway. 


