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Abstract

Background. Clinical audit is a sustained cyclical quality improvement process seeking to improve patient care
and outcomes by evaluating services against explicit standards and implementing necessary changes.
National audits aim to improve population-level clinical care by identifying unwarranted variations and
making recommendations for clinicians, managers and service commissioners. The National Clinical Audit of
Anxiety and Depression aimed to improve clinical care for people admitted to English hospitals for treatment
of anxiety and depression, to provide comparative data on quality of care, and to support local quality

improvement initiatives by identifying and sharing examples of best practice.

Procedures. Thirteen standards were developed based on NICE guidelines, literature review and feedback
from a steering committee and reference group of service users and carers. Il providers of NHS inpatient
mental health services in England submitted details of between 20-10C <enr ice users/patients admitted
between April 2017 and September 2018. To ascertain data reliabili v, p irticipating services re-audited 5 sets
of case-notes with a second auditor, and the coordinating tear. ~he.ked 10 randomly-selected sets of case-
notes from 3 services, also selected at random. The reference gi up and steering committee identified key
findings and developed a series of recommendations, w!.ic’. ' vere discussed in regional quality improvement

workshops and on-line webinars.

Findings. Data from 3795 case notes were analyseu A sizeable proportion of records indicated that at least
one important aspect of initial assessment was 1.t documented. Many service users/patients who could have
benefited from an intervention targeted at of ririising physical health did not receive it. Only a minority (39%)
were referred for psychological therap7,. .'se of outcome measures varied considerably but no single outcome
measure was being used routinely. n.nst individuals had a care plan recorded in the notes, but a review date

was documented in only two-tk...'s, and almost half of individuals had not received a copy.

Conclusions. There was consia. vable variation between English mental health services across many variables,
and much scope for improvement. Clinicians should ensure that care plans are developed collaboratively with
service users/patients and identified carers should be provided with information about support services.
Health services should investigate the reasons for low referral rates for psychological therapies. Clinicians
should ensure all service users have jointly developed crisis plans in place at discharge. Service managers
should agree outcome measures to evaluate the treatment provided and clinicians should use these measures
at initial assessment and review appointments. The implementation of such changes provides an opportunity

for collaborative research into mental health service delivery and quality.
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1. Background

Clinical audit is a quality improvement process which seeks to improve patient care and outcomes through
systematic review of care against explicit criteria and the implementation of change. It comprises sustained
and cyclical activity, by which aspects of the structure, processes, and outcomes of care are selected and
systematically evaluated, and changes are implemented at an individual, team or service level, with further
monitoring to confirm improvement in healthcare delivery [1]. Although external evidence on its effectiveness
in improving outcomes is mixed [2-4], clinical audit has been adopted widely within clinical governance
measures in local and national health care systems, and is regarded as a key component for supporting

improvements in clinical practice.

Local clinical audit is undertaken extensively within locality-specific mentai ealth services, as a mechanism
for evaluating and improving the quality of care. The recommendations €or _hanged practice which arise from
such audits are embraced inconsistently and implemented variabl, ‘or s.ructural, process-driven and
attitudinal reasons [5, 6]. In England, national clinical audits or .~m.monly-occurring medical conditions are
commissioned and managed by the Healthcare Quality Improver. -nt Partnership (HQIP), and are part of the
National Clinical Audit and Patient Outcomes Programmc, fur ded by NHS England. Improvements in clinical
care associated with such audits are thought to ari<= 1, "\m many factors, including awareness-raising, patient
advocacy group partnership, media engagement, *» geted service commissioning, payment incentives and

accreditation schemes [7].

The Royal College of Psychiatrists hosts a rar 1e of national audits of mental health services. The Prescribing
Observatory for Mental Health (POMH- U, helps specialist mental health services across the UK to improve
their prescribing practice through au ‘it-uased quality improvement programmes: recent findings from POM-
H studies include potentially he_.dous prescribing of valproate-containing medicines to women of
reproductive age [8] and wia. sbicad poor monitoring of physical health after rapid tranquilisation [9]. The
National Audit of Dementia ea.mines the quality of care received by people with dementia in general
hospitals: key findings include variable quality of assessments of cognition and functioning [10] and sub-
optimal screening for delirium [11]. The National Clinical Audit of Psychosis aims to increase the quality of
clinical care provided to people with psychosis: key findings include sub-optimal assessment and treatment
of comorbid physical health conditions [12], low use of clinical outcome measures in early intervention

services [13], and marked variations in the use of community treatment orders [14].

A previous binational (England and Wales) audit of psychological therapy for adults with anxiety or depression
identified marked variations in service provision [15], and reports of bad experiences of therapy in
approximately 5% of individuals [16]. The National Clinical Audit of Anxiety and Depression (NCAAD) was a

three-year improvement programme established to evaluate and improve the quality of care received by



hospitalised service users/patients with primary diagnoses of anxiety or depressive disorders in National
Health Service (NHS) funded secondary mental health services in England. It comprised a core audit on care
during and after a period of hospital care, a spotlight audit on psychological therapies, and a second
spotlight on the experiences of service users who received psychological therapy. More details are available at

https://www.rcpsych.ac.uk/improving-care/ccqgi/national-clinical-audits /national-clinical-audit-of-anxiety-

and-depression/what-is—-ncaad. The core audit addressed seven themes (access to services;

comprehensiveness of assessment; shared decision making: guidance-concordant prescribing; guidance-
concordant psychological therapies; discharge arrangements; outcome measurement) and measured the
performance of 54 providers of mental health services (Mental Health Trusts) in meeting thirteen quality
standards derived from national and professional guidance (Table 1). Thr objectives of NCAAD were to enable
Trusts and other organisations to improve the quality of care for people ~“m. ted to hospital for treatment of
anxiety and depression; to provide comparative data on quality of car~* . srovide comparative data on
service user outcomes following treatment; and to generate data ' vh..> support local quality improvement

initiatives by identifying and sharing examples of best practice.

2. Methodology

The thirteen standards were developed based on NICF guiuciines and quality standards, a literature review,
and feedback from a NCAAD steering committe’ anr a reference group of service users and carers.
Contributing partners included advocacy anc' orofessional groups (Anxiety UK, British Psychological Society,
Care Quality Commission, Carers Trust, HQ'~, “Acrin Foundation, Mind, Rethink Mental lliness, Royal College

of General Practitioners, Royal College o” i:"'rsing, and Royal College of Psychiatrists).

The audit tool included items relatirg .o demographic information, diagnosis, admission, assessment, care
planning, medication, psycholodica’ th :rapies, physical health, discharge, readmission, follow-up, crisis
planning, and outcome me. <ui s (- ee Table 1). Through a secure on-line system, participating Trusts
submitted to the NCAAD team f ie details of between 20-100 service users/patients meeting the following
criteria: aged 16 years or older; admitted for inpatient care between April 2017 and September 2018

(inclusive); and a primary diagnosis at discharge of an anxiety or depressive disorder using ICD-10 coding.

Exclusion criteria were a diagnosis of cyclothymia or an affective or non-affective psychosis (including F32.3
depressive episode with psychotic symptoms), and admission to a forensic unit or long-stay ward. If service
users/patients had more than one admission during the data collection period, data from only the first
admission were returnable. As some primary diagnoses were recorded infrequently, we constructed four
broad categories of psychiatric diagnoses with certain similarities, sufficient in size to permit comparisons

and to prevent potential identification of individuals when findings were returned to participating Trusts.
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The NCAAD team checked returns against eligibility criteria, identifying duplicate cases, missing data and
unexpected values, and attempted to clarify seemingly erroneous data with local audit teams. From 3885
returns, data from 3795 case notes were subsequently analysed using IBM SPSS Statistics 21, Stata or
Microsoft Excel 2016. Where there were clear errors (for example, a discharge date before an admission date)
but no response was received from the relevant Trust, the data response was changed to ‘unknown/not
documented’. In a second round of analysis, the team amended responses if they could identify data entry
errors with a high degree of confidence; but when this was not possible, no changes were made. To ascertain
the reliability of data, all Trusts were asked to re-audit five sets of case-notes from the submitted sample,
with a second auditor: in addition, the NCAAD team performed a quality assurance check of 10 randomly

selected sets of case-notes, from each of three Trusts also selected at ra i\dom.

Once the audit was complete, the reference group and steering commit ;ee 1 elped to identify key findings,
leading to key recommendations in published reports. Findings and recc mmendations were discussed in a
series of facilitated regional workshops with participating Trusts, .°eld shortly after report publication,

followed by interactive on-line webinars.

3. Findings

Equity of access (standard 7). Demographic and r.ini al . aracteristics are summarised in Table 2. Data on
ethnicity were not recorded in 212 (6%) cases. The . ~corded ethnicity profile of audit participants is broadly
similar to that in the English national populatior, according to the 2011 Census (which has 85% self-
described as ‘White’). Most service users/pat ar.s (77%) were resident in mainstream housing. Approximately
6% of the sample were homeless, this "a.ing marked regional variation (e.g. 12% homeless in the London
region). The most commonly recorac Y (5 1%) primary diagnosis was depressive episode. Approximately 43%
of service users/patients had a .. arued comorbid diagnosis, the most common additional diagnoses being
mental and behavioural diso. Yer. uue to psychoactive substance use (14%) and disorders of adult personality

and behaviour (11%): approxi..ately 6% had a recorded long-term physical illness.

Access to inpatient care (standard 2). A total of 1031 (27%) case-notes contained no data on the date and
time when a receiving hospital had been notified of the need for admission. The admission date was recorded
in all patients, but the time of admission was not specified in 422 (11%) individuals. In 2270 service
users/patients for which requisite data were available, the median time between notification and admission
was approximately 5 hours (range 1-31 hours), although average waiting times were longer than 25 hours in
two Trusts. Delays were longer in the youngest individuals (aged 16-17 years) where the median delay was
17 hours. Trusts varied in the proportion of their admissions (14%-100%) which occurred within the national
target of four hours. Most (69%) admissions were designated as ‘emergencies’ (via crisis resolution or home

treatment teams, community mental health teams, Emergency departments, or through Section 135/136 of



the Mental Health Act). Most admissions (83%) were voluntary, but a minority (17%) were through provisions

of the Mental Health Act.

Comprehensiveness of assessment (standards 3 and 4). A sizeable proportion of records indicated that at
least one important aspect of initial assessment was not documented. As examples, 21% of case-notes
included no evidence of enquiry about a history of trauma; and 19% of the case-notes did not contain
documentation of the previous response to treatment where this was relevant. Over 10% of records contained
no documentation of education or employment, or difficulties relating to finances, or information relating to
dependents. Over half of the sample were recorded as overweight; almost half were recorded as current
smokers, or consumers of alcohol; and almost 30% were recorded as misusing drugs or alcohol. Many service
users/patients who could have benefited from an intervention targeted a. ptimising physical health did not
receive it: for example, only 29% of those who required an intervention targ ‘ted at body weight were offered

one, and only 47% of identified cigarette smokers were offered advi .e a. out how to stop smoking (Table 3).

Collaboration in decision-making (standards 5 and 6). A familv . ~an . %er, friend or carer was identified as the
main source of support in 2339 (62%) case-notes. These recora. - ontained documentation of the provision of
information about support services in 1458 service user /ratients (62%), and of a carer assessment being
offered in 579 (25%) patients. A care plan was in p'~ce ‘"1 most (3445, 91%) service user/patients, with
documentation of joint development (clinicians a."9 patient) in 2826 cases (82%): however a review date was

documented in only 2251 (65%), and just ove, half (2016, 59%) received a copy of their care plan.

Guidance-concordant psychotropic drug nre. cr bing (standard 7). The majority of service users/patients
(3317, 87%) were prescribed at least ¢ 1e nsychotropic medicine. The case-notes included no record of
whether written or verbal informatio,  abuut medication was given before discharge from hospital in 27% of
the 3285 service users/patients ..o were both prescribed medication and discharged in the audit period.
Reviews of medication were “nuucted in 2861 (87%) individuals prior to discharge, with consideration of
response in 2294 (80%) and o. side effects in 1775 (62%). Those aged less than 30 years (n=596) were less
likely to have had antidepressant medication reviewed: only 102 (23%) were followed-up within one week of
admission, and records indicated a review of medication in only 64% of service users/patients. Review of
records relating to the most commonly prescribed (i.e. those prescribed to >5% of patients) medicines
(citalopram, fluoxetine, mirtazapine, sertraline, venlafaxine) found that prescriptions reflected British National
Formulary guidance in 99.8% of cases. Among those who received antipsychotic medication, documentation
included records of blood glucose in 85%, BMI in 73%, and blood cholesterol in 46%. Benzodiazepine
anxiolytics or ‘z-drug’ hypnotics were prescribed in 1373 (36.2%) of participants: the dataset did not allow
accurate information on the duration of prescriptions, but 93% of those who were prescribed hypnotic or
anxiolytic medications at the point of leaving hospital had a review of medication within two weeks of

discharge.



Guidance-concordant psychological therapies (standard 8). A minority (1478, 39%) of service users/patients
were referred for individual, group, or combined individual-group psychological therapy (with much variation
between Trusts (2.6%-87%): 54% of referred patients had started individual therapy and 72% had started
group therapy, by the end of the audit period. The main reasons for not having started therapy were that the
patient declined (31% of referrals for individual therapy, 44% of referrals for group therapy), or that the
referral was considered inappropriate (21% for individual therapy, 14% for group therapy). Waiting times for
therapy could only be calculated in 515 referrals, and were found to have poor inter-rater reliability. The
most common individual therapies were cognitive behavioural therapy and counselling (221 and 63 patients,
respectively), the most common group therapies being art-based psychotherapies and mindfulness (62 and
55 individuals, respectively). After exclusion of those in whom comorbid conditions (substance use disorders
[n=543], personality disorders [n=359], learning difficulties [n=32]) mic* in. >act the offered therapy, and
after also excluding those with conditions for which NICE makes no s~ac “_ recommendation for
psychological treatment [n=513], 2348 service users/patients cot «d >~ .ncluded in an analysis of guideline-
concordant psychological intervention: 884 individuals in this suu group (38%) had been referred, and 255

(47%) of those who had started therapy were receiving guidar .e-.~ncordant therapy.

Discharge planning (standards 9-12). A total of 3301 . erv -~ users/patients (87%) were discharged from
inpatient care during the audit period. Notice of .mmn .nent discharge (i.e. within 24 hours) was given to 2546
(77%) individuals, and 1401 (70%) of identified family members or carers. A discharge letter was sent to a
general practitioner in 2831 (99%) of the ser.. = users/patients who were registered in primary care: 1270
letters (45%) were sent within twenty-foi. ho..s of discharge. A care plan was sent to an accepting service in
only 1526 individuals (46% of those d sch.-ged). There was considerable variation between Trusts in the time
between discharge and the sending o: ~ discharge letter. The majority (2962, 90%) were followed-up after
discharge (82% by face-to-facr ap, ointments, 18% by telephone): where dates could be calculated, follow-up
appointments occurred within "8 hours of discharge in 1628 (57%) patients. A total of 2448 individuals (74%)

had a crisis plan in place at the time of discharge.

Outcome measurement (standard 13). The use of outcome measures varied considerably across Trusts (used
in between 7-100% of patients): overall, there was evidence of at least one outcome measure being used at
least once in 61% of cases. The most commonly used measures were the Health of the Nation Outcome Scale
in adults (18 years or older) (55%), and the Children’s Global Assessment Scale in younger (aged 16-17 years)

individuals (40%): but no single outcome measure was being used routinely.

Feedback from workshops and webinars. Feedback from 64 workshop participants comprised numerical
scores on satisfaction with presentation content and delivery, and free-text comments on highlights and

possible improvements: participants indicated their willingness to engage with quality improvement



processes including the implementation of the audit recommendations. Similarly positive feedback was

obtained from the 43 webinar participants.

4.

Principal recommendations arising from key findings

The audit findings led the NCAAD service user and carer reference group and the NCAAD steering committee

to jointly identify certain key areas for improvement, relating to assessment, care planning, psychological

therapies, crisis plans, and use of outcome measures. These are summarised below. The full list of

recommendations is available at https://www.rcpsych.ac.uk/improving-care/ccqi/national-clinical-

audits/national-clinical-audit-of-anxiety-and-depression [17].

a)

)

e)

As important information (demographic factors, history of trauma, p evious response to treatment,
psychiatric comorbidities, and physical health) is not being recorde’. i *itinely, NHS Trusts should provide
effective systems that enable clinicians to record key informatio’. />r ail service users, so that appropriate

care plans can be developed.

Although most service users had a documented care plar, sha: 2d decision-making needs to be improved,
as service users are not always given a copy of their -.re plan, and key information is not being routinely
shared with service users and carers: therefe e, 'inic’ans should ensure that care plans are developed
collaboratively and service users are given a co, ‘. and that identified carers are provided with
information about support services; and <er. e managers should review the involvement of carers and

ensure that information is available in ac ecsible formats to all service users prescribed medication.

As psychological therapies were or. offered to a minority of service users, clinicians should routinely
offer psychological therapies i, 'ir 2 with NICE guidance, and Trusts should investigate the reasons for

low referral rates.

Although a majority received a follow-up after discharge, many service users did not have a crisis plan at
the point of discharge, and sufficient notice of discharge was not always provided: therefore, clinicians
should ensure that all service users are given at least 24 hours’ notice in advance of discharge, that
jointly developed crisis plans are in place at discharge, and that all service users receive follow-up within
48 hours; and Trusts should provide systems to ensure discharge letters are sent to primary care services

within 24 hours.

As outcome measures are not being used routinely to assess change, Trusts should agree outcome

measures that can be used reliably to evaluate the treatment provided and ensure that clinicians are
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trained in the use of these measures; and clinicians should routinely use outcome measures at both initial

assessment and review appointments.

5. Discussion

The NCAAD design has certain strengths, including its co-development with service user and carer
organisations, the inclusion of all providers of inpatient mental health services within England, its large size,
and embedded measures to enhance reliability. Its findings reflect the performance of English inpatient
mental health services in meeting pre-specified and widely accepted quality standards for anxiety and
depression during the period 2017-2018. The recommendations which derive from these findings benefit
from the involvement of service users/patients and carers and professior al groups, and have key target
groups for implementation. However, there are some limitations. These i~~lu 2 the restriction to mental
health service providers in England, the possibility that local audit te>s ~~.urned data from only the most
auditable case-notes, the focus on process markers rather than o stc. > 2 measures, and the inability of the
NCAAD team to externally audit more than 30 sets of case-no.es -epresenting less than 1% of all returned
individual datasheets). The findings and recommendations m-y n.* be fully generalizable or applicable to

mental health services in other countries within the Unit ¢ Ki igdom or beyond.

The substantial variability between mental health . rvices in meeting multiple quality standards raises
concern and requires further exploration in suL-equent evaluations: it would be important to determine
whether such geographic variation is a persis .er t finding, and associated with differences in local patient
populations (for example, higher props. ions of homeless individuals, or people with comorbid conditions) or
staff provision. The considerable va.ati. 1 between services in the proportion of service users/patients
referred for psychological interventic - (2.6% to 87%) is particularly striking, and accords with previous
findings [15]. Aspects of ps, ~hc'~7cal therapy provision were explored in a subsequent spotlight audit,
which identified important pc*<.atial influences such as long waiting times and lack of choice in key aspects of
therapy [18]. Further studies are needed to examine whether the ensuing principal recommendation, namely
the implementation of Trust-wide psychological therapies management committees will lead to more

consistent, greater and quicker access.

The multiple findings that important personal (for example, history of traumatic experiences) and clinical (for
example, previous response to treatment) details were not recorded in case-notes for substantial proportions
of individuals suggests the need for concerted efforts to ensure the comprehensiveness of assessment over
the course of hospital admission: these may be facilitated by standardised checklists or periodic reminders to
make suitable enquiries. Recording of accurate demographic information is also essential at a service level,

for monitoring and advancing equity of access in mental health care. Such systemic prompts could also be

10



implemented to ensure that individuals with identified physical health improvement needs (such as reduction
in weight, smoking cessation, and reduction in alcohol consumption) could receive them either whilst in
hospital or after discharge. Similar systems could be adopted to encourage the incorporation of repeated use
of outcome measures within routine clinical practice, as recommended by the International Consortium for
Health Outcomes Measurement [19]: but this would require substantial clinician training programmes, service
user engagement, and managerial endorsement. The success of other recommendations, such as the
collaborative development of care plans, provision of adequate notice of discharge from hospital, and early
review following discharge is likely to be reliant upon close and effective partnerships with service
users/patients and carers. This may require certain service providers to undergo substantial restructuring:
and similar structural and systemic changes may be needed to enhance communications and working

relationships with primary care services.

To conclude, the National Clinical Audit of Anxiety and Depressio . e, ~~.iined the performance of 54 English
mental health service providers of inpatient services in meetin § re "-ornmended care quality standards, and
identified frequent and substantial deficits in performance an'. mc-ked variation between services. It is
uncertain whether mental health services in other counti’e, e <perience similar problems. The key findings
relating to assessment, decision-making, psycho’ sy a1 “herapies, discharge planning and outcome
measurement provide an evidence base for a serie. of recommendations for individual care and treatment

and mental health service delivery, implementa.’on of which will rely on structural and systemic changes.
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Table 1. Selected standards

1.
2.
3.

10.

11.
12.

13.

The Trust routinely collects data to assess equity of access.
Service users have timely access to inpatient care when required
Service users’ assessments are comprehensive and include consideration of:

a. Identification of social support and/or stressors in relation to finance, education/employment

and relationships

b. Previous traumatic experiences or associated symptoms

c. Previous treatments and response to them (if applicable)
Service users’ physical health is considered as part of their assessment and treatment, with support,
advice or onward referral offered where appropriate
The needs of service users’ family members, friends or carers are c¢nsi'ered as part of the assessment
process and they are offered an assessment of their needs
Care plans are jointly developed with service users and their . mily member, friend or carer (if
applicable), and they are given a copy with an agreed datc for ' eview
Psychotropic medication is provided in line with the re'~vant NICE and BNF guidance for the service user’s
diagnosis/condition
Psychological therapies are provided in line "vith ‘elevant NICE guidance for the service user’s
diagnosis/condition
Within 24 hours of discharge a discharo_ '~tte: is sent to the service user’s GP and copy of the service
user’s care plan is sent to the accept’. 1 s_.vice (if applicable)
The service user and their family .nen.~er, friend or carer (if applicable) receives at least 24 hours’ notice
of discharge and this is documenu
Service users discharged from .'n inpatient setting receive a follow-up within 48 hours of discharge
Service users have a crisis ~lan agreed and in place prior to discharge from an inpatient service
Assessments include the use of an appropriately validate outcome measure(s) (e.g. symptoms, level of

functioning and/or disability) which are used to monitor, inform and evaluate treatment

12



Table 2. Demographic and clinical characteristics

Demographic features

Gender, n (%)

Male 1944 (51.2); Female 1845 (48.6); Non-binary/other 6 (0.2)

Age band, n (%)

16-17 yrs, 95 (3); 18-25 yrs, 481 (13); 26-35 yrs, 671 (18); 36-45
yrs, 621 (16); 46-55 yrs, 703 (19), 55-65 yrs, 473 (13); 66+ yrs,

751 (20)

Ethnicity, n (%)

White 3194 (89), Asian/Asian British 155 (4),
Black/African/Caribbean/Black British 81 (2), Mixed/Multiple
Ethnic Group 69 (2), Other Ethni CGroup 66 (2), Unknown/Not

Documented 212 (6), Declined *< ~ns.ver 18 (0.5)

Employment status n, (%)

Retired 772 (20), employed ‘..~re wnan 16 hours per week 668
(18), long-term sick or d.sab..u 665 (18), unemployed and
seeking work 660 (171, nc benefits / not working 191 (5), student
157 (4), homemaker 0 (.,, employed less than 15 hours per week
81 (2), unpaid /v ~'un ary work 21 (1), unknown/not documented

482 (13) de ‘lincd to answer 8 (0.2)

Accommodation status n (%)

Mainstrear. housing 2936 (77), homeless 223 (6), other 163 (4),
other cu e support 80 (2), mental health care support 52 (1),

sheltar.d housing 48 (1), acute/long stay healthcare 34 (1),

‘ criminal justice support 6 (<0.1), unknown not documented 250

| \7), declined to answer 3 (0.1)

Diagnostic features

Depressive episode (F3z,. n vy

1289 (34): male 673 (35), female 615 (33) *

Recurrent depressive disoiuer
(F33); persistent mood disorder
(F34), other mood disorders

(F38-39): n (%)

657 (17): male 287 (15), female 370 (20) *

Phobic anxiety disorders (F40);
other anxiety disorders (F41);
obsessive-compulsive disorder

(F42): n (%)

801 (21): male 363 (19), female 436 (24) *
Phobic anxiety disorders n=17
Other anxiety disorders n=691

Obsessive-compulsive disorder n=93

Reaction to severe stress and

adjustment disorders (F43): n (%)

1048 (28): male 621 (32), female 424 (23) *

Acute stress reaction n=248
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Post-traumatic stress disorder n=181
Adjustment disorders n=596

Other reactions to severe stress n=23

Additional diagnoses n (%)
None or uncertain

1 additional diagnosis

2 additional diagnoses

3 or more additional diagnoses

2182 (58)
1349 (36)
229 (6)

35(0.9)

* |n 6 service users/patients, gender was not recorded or reported a non-binary/other
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Table 3. Identification of and intervention for markers of poor physical health

Parameter

Patients screened

Patients needing an

Patients needing and offered

n (%) intervention, n (%) an intervention, n (%)
BMI > 25 kg/m? 2590 (70) 1375 (53) 404 (29)
BMI > 30 kg/m? 2590 (70) 615 (24) 218 (36)
BMI > 23 kg/m2 (South | 102 (70) # 59 (58) 18 (31)
Asian and Chinese only)
Blood pressure 714 (19) 65 (9.1) 29 (45)
Glucose control 451 (12) 50 (11.1) 8 (16)
Cholesterol 388 (10) 13 3) ' 2.5)
Smoking status 3155 (84) § 1387 (44) 646 (47)
Alcohol consumption 3084 (83) A 1431 (46) "/ 507 (35)
Alcohol consumption - 407 (13) \ 271 (67)
above 14 units / week
Substance misuse 3468 (91) 10° ’|_78, 345 (34)

Three thresholds are used for intervention for BMI: Bi." > 25 kg/m2 corresponds to being overweight (and includes any

South Asian or Chinese origin people with BMI at .~at level; BMI > 30 kg/m2 denotes obesity, where people are

regarded as being at increased risk of long-.e m nealth problems; BMI > 23 kg/m2is a recognised threshold for being

overweight in South Asian or Chinese 6. 1in p.ople. #: documented refusal in 10 case-notes; § documented refusal in

22 case-notes; A documented refusai .~ 72 case-notes.
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Highlights

The National Clinical Audit of Anxiety and Depression examined the performance of all English mental health
service providers against 13 specified care quality standards, for individuals receiving inpatient care for

anxiety depression between April 2017 and September 2018.

Audit of the care of 3795 individuals identified sub-optimal performance across many domains; including
initial assessment, care planning, intervention for comorbid physical health problems, provision of

psychological therapies, discharge arrangements and outcome measurement.

The key findings provide an evidence base for a series of recommendations for individual care and treatment

and mental health service delivery, implementation of which will rely on . tructural and systemic changes.

17



