
Easington and Peterlee Medical Group – IntraHealth 
William Brown Medical Centre Peterlee and Arbroath House Surgery Easington
Minutes of Patient Focus Group Meeting

25th June 2009
Attendance List:  Dr P Barlow (EPMG), G Carroll (EPMG), T Davies (EPMG), Paula Heath, Alec Dennison, Cath O’Donnell, Frank King, Adeline Todd, Ann Stephenson, Michelle Howarth and John Sanderson.
Apologies:  
	Item
	Outcome

	1. Minutes of previous meeting 
	1.1. Minutes 5th March agreed. 


	2. Matters Arising
	2.1. X Ray reports: Mr King noted a problem he had encountered with X-ray reports and agreed he would follow this up and advise Theresa
2.1.1. ACTION: Mr King



	3. Psychology Service
	3.1. Dr Paula Heath (Clinical Psychologist) gave a presentation about the Psychology service she provides from William Brown Centre

3.2. Copy of the presentation is enclosed
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	4. Patient Survey
	Doctors:

4.1.  One of the groups noted the very complimentary feedback he had received about the service from a hospital consultant.

Reception: 

4.2. New Staff: One of the group noted she had encountered some problem sorting a prescription when dealing with new staff at Arbroath house. 

4.3. The computer self check-in: is proving to be well liked with most of the group reporting that they use it. A problem had however occurred when a nurse had been off and the self check in allowed the patient to sign in – only to be left waiting. It was suggested that when a GP/Nurse is absent for a booked clinic – that it is also put onto Jayex board and perhaps on the TV display.

4.4. Passing Messages: Some group members had given message to reception re apologies for meeting – which didn’t get passed on:

4.4.1. ACTION: Theresa

4.5. Booking appointments on-line was proving to be well liked by a number of those who had used the facility.

Nurses: 

4.6. The group reported some difficulty in getting nurse appointments and wondered would like further information on the general arrangements for booking nurse appointments:

4.6.1. ACTION: Catherine McGann to prepare a note for the next meeting.

Telephone :
4.7. The new system for WBC was outlined and it seemed that the telephone response was much better. However, the group reported that the prescription line whilst providing a very good service – was proving difficult to get through to on busy mornings. 

4.8. The Facility to order repeat prescriptions online from the web site was enthusiastically commented and some of the group reported that they now always use the online method.

New Opening times

4.9. Extended Opening: At Peterlee we are open late each weekday and we open on Saturday mornings. And this has been widely promoted but we need to do more because people still don’t seem to know.

4.10. Mr King also commented on one of the leaflets we have to promote this and would put it into plain English for us.

Facilities

4.11. Refurbishment of Arbroath house and Extra Car Parking at William Brown are still the priority. The PCT have been informed
4.12. Carpet near Main reception at Arbroath House looks shabby:

4.12.1. ACTION: Theresa

IntraHealth - HealthWorks/Wingate

4.12.2. The opening of our new services in Wingate and Easington are proving to be popular. The group were reminded that they could make use of the HealthWorks walk-in facility 7 days a week (open 8-8) and they didn’t need an appointment
System on line 

4.13. The Facility to order repeat prescriptions online from the web site was enthusiastically commented and some of the group reported that they now always use the online method.

4.14. Also - Booking appointments on-line was proving to be well liked by a number of those who had used the facility.



	5. Any other Business
	5.1. Support Groups: Are welcome to supply suitable leaflets/posters which we will display on the TV screen
5.2. Older People Event: Mr King debriefed the group on his participation in an Older People Event held at Shotton Hall. The meeting was facilitated by Hanna Jeffry and Mr King felt that it had been well organised

5.3. GP Referrals: The group discussed referrals between GPs and between GPs and specialists such as Paula Heath. At the moment it is not possible for patients to self refer to those with special interest. The rout to such expertise is via a normal GP appointment.

	6. Date and time of next meeting
	Mrs Davies  to arrange for 3 months
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SUMMARY


The Clinical Psychology Service at The William Brown Centre is now in its 16th year of continuous service. Over this period the Service has accepted referrals of more than 1140 new patients, referred by the General Practitioners of Easington and Peterlee Medical Group.

The current period from April 2008 to March 2009, has seen many changes at The William Brown Centre, but the Clinical Psychology Service continues to provide a service to adults referred from the GPs of EPMG, and this year has received a record number of referrals. 

Many people are familiar with the format of the Psychology Service, but for the benefit of those who are not, Patient appointments are typically of a standard one hour duration, however this is extended to 90 minutes for new assessments and, where appropriate, to two hours for psychometric assessment for neuropsychological referrals  (ie. Memory testing / early Alzheimers assessments etc). Referral may involve assessment and opinion only, or more complex formulation and treatment where indicated. Sometimes, where advice only is sought or where referral is being considered, simple consultation is appropriate, and individual cases are discussed more informally with other members of the Primary Care Team. 

A range of standard psychological models are used to treat individuals, couples and occasionally families. Cognitive Behavioural Therapy is used where possible and where this has proven efficacy and is endorsed by NICE guidelines.  At other times, more generic psychological approaches are used for complex cases. Treatment may range from a simple sharing of the formulation with patients, to use of educational strategies or, where appropriate, formal therapy (of varying durations). Often strategies will include preparing patients for relapse prevention once treatment is completed. 

Although this is a stand-alone service, liaison, where appropriate, takes place with the local Community Mental Health Team.  In these cases, we have developed a way of working together over several years, which maximises shared-care for complex cases and improved continuity of care between the Primary and Secondary Care settings. There is also a possibility of referral on to Counselling Services within the Practice if this is more appropriate.

As the Department of Health move towards the wider application of the Improving Access to Psychological Therapies initiative, it will be interesting to see how this may change the profile of psychological services offered within the practice. Currently, at a local level, consideration is being given to the possibility of lower intensity options of patient support within group settings in addition to the higher intensity one-to-one therapy available currently. However, with limited resources available within the Practice, this is still at a discussion stage only.


This year has seen the introduction of new areas of audit of clinical data, as a direct result of feedback from stakeholders who have considered previous audit material. For example, this audit now includes a section looking at the prevalence of previous and current suicidal ideation of the patients seen. This information is important as it gives evidence of the extent of patient need at the point of referral and of the severity of symptoms presented, and indicates that the traditional ‘common mental health problem’, or ‘mild to moderate’ categorisations may be inaccurate for some of the patients actually seen by the Service.  Indeed, it remains the case that patients referred on to secondary care, often return to the Psychology Service at WBC for Psychological treatment.

Audit of clinical data has traditionally been carried out on discharged files, where treatment has been completed and outcome data is available, and so the present document therefore does not include information relating to any current patients who continue to be seen by the Service. The data contained in this summary report therefore refers specifically to 86 patients, who were formally discharged between April 2008 and March 2009. Activity data, however, (numbers of appointments, attendance rates etc) refers to the actual work carried out during this period, regardless of whether the patients seen were later discharged during this period or remain actively in treatment.

Finally, in addition to the above, there is also a summary of patient satisfaction data where this is available. There are some omissions which may skew feedback to be overly positive, and it is acknowledged that more effort is needed to obtain feedback from people who choose not to take up the offer of psychological therapy when referred by their GP. It is hoped to consider this issue further over the next few months. However, this year, significant effort has been made to encourage feedback from Service Users, particularly as the Service has a second ‘rolled over’ 12 month contract rather than the 3 year contracts previously awarded. It was therefore deemed to be even more important to encourage patients to give their views of their experience of the service, so that funding authorities and commissioners have closer access to Service User feedback. Therefore, this year, all patients who have engaged in treatment following their assessment (in practice, those with two or more appointments), have been advised more fully of the purpose and utility of the Patient Satisfaction Feedback Forms, and also verbally assured that any individual comments written would be fed back directly to the funding authorities (anonymously). All hand written comments have therefore been included in the appendix.


PATIENT DEMOGRAPHIC AND CLINICAL DATA

GENDER  AND AGE

There were a total of 86 patients discharged from the service in 2008/9. Of these, 46 (53%) were male and 40 (47 %) female.  This marks a change from the usual referral profile in which, in the past, female referrals have always outnumbered those of male patients.
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The Psychology Service is for Adult Patients. Patients are generally accepted from age 18 upwards. However, this year’s referrals also included a 16 and 17 year old, where waiting lists elsewhere for services designed for this age group were considered prohibitive, by the GPs involved.  In total, there were 4 people under the age of 20. There is no upper age limit to referrals accepted by the service, again this differing from some other services in the area. In 2008/9 patients from age 16 to 74 were seen within the service. There are some slight differences in age distribution between the genders as demonstrated below.
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This chart shows a more equal distribution of referrals across the middle age ranges for men, as opposed to the more skewed distribution for women, who have higher levels of referrals within the 21-30 age group. This distribution is similar to previous years.
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REFERRERS

This year has again seen many changes to the Primary Care staff at EPMG. This has included a change in overall management of the Practice, which is now under the umbrella of Intrahealth. This means that there have been changes to the number of Principal Partners and an increase in Salaried GPs and GPs in training positions. At times there have been as many as 17 GPs, all referring into the Psychology Service. This has again been reflected in the numbers of patients referred, inevitably making waiting times considerably longer for first appointment and also reflecting in the numbers of non-attenders for first appointment. Interestingly, the system of ‘opt-in’ letter has identified that 25 patients referred to the Service, failed to respond, and so assessment appointments were not wasted by non-attendance in these cases. In the Chart below the category ‘Other’ refers to referrals from all other sources other than the 10 primary referrers at EPMG – this includes salaried GPs and Trainees in addition to referrals made directly from secondary care (CMHT) back to the Psychology Service.
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Although there is a large variance between the different referrers, it is apparent from discussion with patients that they may elect to change from their regular GPs for consultation for a particular problem when they perceive that they have more emotional / psychological needs that they would like their GP to consider. Interestingly, there is also variance between referral of patients of different genders, so it would be interesting to consider if this is due to self-selection of consulting choices, or conversely to do with identification of patient need differing between GPs. For example, there are 3 times as many referrals of female patients, compared to referrals of male patients, made by the non-principle referrers, which raises some interesting questions regarding referral selection.

DIAGNOSIS

The following graphs indicate the primary diagnosis of patients discharged during 2008/9. Often patients present with several concurrent problems which could legitimately fit into several diagnostic categories. Where this is the case the primary, or more severe problem, has been indicated. The category ‘other’ indicates diagnostic categories where there are less than three cases identified. These have included bi-polar disorder, eating disorder and psychometric testing for memory dysfunction problems.   This year has seen a reversal in the usual referral rate of patients with Depression and Anxiety based problems, with Depression being presented twice as often as Anxiety based difficulties. It is interesting to consider if the prevalence of lowered affective state may be a reflection of the credit crunch / economic climate difficulties in which we are living currently.  
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Although the service is essentially a Primary Care Service, there has historically been a shortage of Clinical Psychology Services in Secondary Care. For this reason, the service has tended to work in a more generic way than some other Primary Care Psychology services , offering treatment as appropriate according to NICE guidelines across the spectrum of diagnostic problems. Liaison with Secondary care Services at Merrick House has again occurred where appropriate, including attendance at Merrick House for discussion of shared cases.  Although this does take some time away from a purely clinical workload, it is essential for the shared care of more complex cases.  With this in mind, case conferences and joint meetings remain kept to a minimum, to maximise on patient face to face contact within the Practice.  This year has also seen a need for maintaining contact with patients who were temporarily in in-patient care elsewhere, but who would be returning in due course to be supported by the Primary Care Team. Again, this meant that transition of care from Secondary to Primary Care was facilitated.

Primary Diagnosis by Gender
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The chart above compares the Primary Diagnosis between the different genders.  It shows that there are some marked significant differences between the men and women in certain categories (for example, four times as many men were referred for Anger based problems as woman, and again almost four times as many men than women for PTSD ) This may simply reflect cultural differences in presentation between the genders, or the fact that some of the male PTSD patients were ex-military personnel . Interestingly, there is usually a significant difference between the prevalence of depression between the genders, (usually twice female to male) which was not the case this year, therefore indicating that there is a discernable increase in the number of men now seeking help for Depression than in previous years. 


TREATMENT EFFICACY

All patients are sent pre-therapy, self-completion questionnaires with their initial appointment details, and are requested to bring these, completed, to their appointment. In this way, pre-therapy data is complete for almost all patients who attend the service. Post therapy data is collected from patients at the end of treatment. This post-therapy data has traditionally been much more difficult to obtain, as patients are less likely to return paperwork after their treatment has been completed, for a variety of reasons.  Individual patients complete a number of specialist questionnaires throughout treatment according to individual requirements, however, all patients are asked to complete the Beck Depression Inventory and the Beck Anxiety Inventory (where scores of 12 and over indicate clinically significant levels of symptoms present), and the General Health Questionnaire (measuring more general indicators of wellbeing along with suicidal ideation and hopelessness – where scores of 5 or more indicate clinical significance). It is worth noting that some patients indicated maximum scores on the GHQ, which includes indicators of suicidal ideation with active intent to self harm. In these cases direct liaison with GPs remains part of the appropriate protocol.
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Scores on Pre-Therapy measures indicate that some patients are reporting extremely high levels of symptoms across all areas at assessment. Quite often this includes a number of worrying symptoms indicating issues of risk of deliberate self-harm or suicidal ideation. The Service seeks to be inclusive rather than exclusive regardless of patient presentation. On occasion, it is necessary to liaise directly with the patient’s GP regarding issues of suspected risk or severity, potential medication needs etc, on other occasions liaison with secondary services is necessary. However, it is hoped that patients will benefit by not being passed from one service to another unnecessarily during such communication between services.


This year, for the first time, an audit was taken of patients who disclosed previous or current suicidal behaviour or intent. Of the 60 patients who were offered assessment appointments, 19 of these patients met criteria for inclusion in this audit of suicidal ideation. This means that almost a third of patients referred to the service may have been considered for Secondary Care services in the past rather than referred for psychological treatment within Primary Care. It is also interesting to consider how appropriate, or otherwise, it would have been if these patients had been directed to low intensity support under the Increasing Access to Psychological Care (IAPT) initiative.  Certainly in the experience of this service, many patients would have needs in excess of those currently being labelled as ‘low intensity’.
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Where patients do complete and return closing questionnaires, it is possible to look at reduction of symptoms achieved during treatment.  It is clear that there is a significant difference between the patient’s experience of symptoms before and after their treatment, and this bears out the clinical observation of improvement. It is also worth noting that, where patients complete post-therapy measures, the average scores after treatment fall within norms for non-clinical populations, thus indicating that patients are generally no longer describing symptoms which would suggest clinical levels of concern. This is in accordance with patients’ subjective view of improvement achieved by treatment.  Of course, it is not possible to comment on the subjective progress of patients who fail to return closing questionnaires.

ACTIVITY DATA


APPOINTMENTS

Number and Type of Appointments


The Service aimed to provide an average number of 10 appointments per week (maximum of 5 clinical hours, face-to-face, per day), within the current contract of 4 clinical sessions per week over 45 weeks. A fifth session is provided to cover administration, report writing, scoring questionnaires, planning treatment regimens, writing information handouts for patients etc. This overall level of activity was maintained this year with a total of 421 appointments being offered over the 12 month period.  In addition to this clinical contact in the Practice, a small number of domiciliary visits were carried out where appropriate, this year, for example,  it was possible to visit one young mum at home following her discharge from general hospital after major orthopaedic surgery, offering support which would otherwise have been impossible for her to access.  Additionally, it was possible to carry out visits to the Crisis House at Seaham, where our patients were staying as residents – thus offering continuity of care in preparation for discharge back into the community.
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There is a high number of patients who were referred to the service, but who later decide not to return a validation / opt-in letter. This year, the number of patients who failed to return their validation letter was 25. Whilst this is very high, the Psychology Service could not have catered for this number of patients if all had wished to be seen. However, it raises issues as to what occurred between the patient seeing the GP, the referral being made, and the patient deciding not to take up the offer of Psychological help. An audit of the reasons behind patients’ decisions not to opt into the service would be interesting. 

The highest number of appointments for any one individual patient, at discharge from the service, was 40, which had been over a number of years, offering 6 monthly reviews for the last few appointments.  This provided additional support to one individual patient by allowing ‘maintenance’ appointments for a longer period of time than would normally be considered, until confidence of independent functioning was achieved.


Attendance Rates


This year the failure to attend (ie did not attend and did not cancel) of appointments actually allocated has been reduced to 4.2%. This is an extremely low rate, and means that we have had less wasted appointment slots than previously due to failure to attend (only 18 appointments have been wasted in this manner). The cancellation rate is just 8.1% and indicates a reduction in the cancellation rates of previous years (overall number 34, throughout the year). Unfortunately, where cancellations are made, these are usually on the day, and so it is often not possible to offer these appointments to other patients.
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WAITING  LIST  DATA


There are currently 30 people on the waiting list. Although the service operates a chronological referral system, this is sometimes by-passed according to priority, as identified by the referrer. There are various criteria for priority status as given by the GPs, and in the past this has included, current vulnerability / risk of deliberate self harm issues, past episodes of deliberate self harm, dependent children, occupational issues. The longest waiting time is currently 6 months, and it is acknowledged that it is inappropriate for patients to wait this long for a first appointment. However, once assessed by the Service, patients are not returned to the waiting list as they may be in other services, thus assuring patients of a more continuous service once seen initially. It was hoped to improve on this overall waiting time over the year, unfortunately given the number of additional referrals, this has not been possible.

CURRENT CASELOAD


There are currently 20 patients who are active on the Psychology Service caseload. This comprises patients who may be seen weekly, fortnightly or at longer intervals for review and maintenance appointments. 


TRAINING


This year ongoing  training has been undertaken in a range of  specialist areas. For example, training in the identification, assessment and treatment of Body Dysmorphic Disorder is proving helpful in dealing with an increasing number of patients who are excessively concerned about body image issues, in addition to an increasing number who are specifically seeking cosmetic correction of perceived imperfections.  Two courses specifically looking at the increasing need for access for larger numbers of patients into Psychological Therapy Services have also been undertaken. One model, which has been in existence for many years in Glasgow uses ‘Stress Training’ courses to target large numbers of patients in a ‘training’ situation rather than one to one therapy arrangements, thus providing easy access for patients who might require low intensity input. Alternatively, the Oxford model focuses more on matching the government’s IAPT initiative to actual real-life situations. Both courses offered insight into some of the potential benefits and challenges of working with high numbers of patients in low intensity situations. Some initial discussion is now taking place within the Practice to consider the possibilities of application to a local situation, but this would require additional resources to implement. All of the above training has taken place outside of the contracted hours and has been personally funded.

TRAINING WITH PRACTICE STAFF

Workshops have been arranged with Practice staff to help to increase awareness of the work of the Psychology Service and to help to improve the knowledge and skills of staff who may come into contact with patients who have psychological and emotional difficulties.

LIAISON WITH STAKEHOLDERS

The enclosed information is being disseminated to the following parties; Darlington and Durham PCT, GPs at WBC, Intrahealth, WBC Patient Focus Group and Service Users Group.  Feedback is welcomed regarding any aspect the Audit Document, or Psychology Service in general. Meetings have already been arranged with some of the above Stakeholders, to encourage discussion and feedback.

PATIENT SATISFACTION DATA

All patients are invited to complete a closing questionnaire indicating their level of satisfaction with the treatment they have received from the Psychology Service. This year the response rate of patient Satisfaction Forms has been extremely good with 53 % of patients, who had more than one appointment, returning the form.  This improvement in response rate is considered to be a direct result of increased discussion with patients regarding how their information would be collated and fed back to other parties. Consideration is currently being given to how feedback from non-engaged patients may be accessed more effectively.


Results from Patient Satisfaction Questionnaires are as follows;

1. How would you rate the quality of treatment received ?


Poor


Fair


Good


Excellent
100%

2. Did you get the kind of treatment you wanted ?


Yes definitely
100%
Yes mostly


Not really

Not at all


3. How satisfied are you with the amount of help you received ?


Very satisfied
100%
Quite satisfied


Not really satisfied
Not at all satisfied


4. Did the treatment meet your needs ?


No, none of my needs were met
Some of my needs were met
    Most of my needs were met
24 %
Yes, all of my needs were met
76%

5. How closely did the Psychologist listen to you ?


Very closely 100%
Quite closely
 
Not very Closely
Not at all closely


6. How competent was the Psychologist ?


Very competent 100%      Quite competent    Not very competent
Not at all competent


7. Has the treatment halped you to understand your problems better ?

No, not at all 

Not really

Mostly
9%

Yes definitely
91%


8. Has the treatment helped you to deal more effectively with your problems ?


It helped a great deal   95%    It helped a bit   5%    It didn’t really help    Not at all


9. What do you think about the number of appointments you have been given ?

Just right
85%
Not enough 
15%

Too many


10. If a friend needed similar help, would you recommend this service to him / her ?


Yes, I definitely would
100%

I might

I don’t think so

No, definitely not


11. How satisfied are you with the time spent waiting to receive your appointment ?


Not at all satisfied  
  Not really satisfied  5%   Quite satisfied  10%   Very satisfied  85%


12. If you were to seek help again would you come back to this service ?


Yes definitely  100%  

Yes probably
 
No I don’t think so
No definitely not


PATIENT SATISFACTION DATA


The following comments are taken directly from completed Patient Satisfaction Questionnaires

Before I came to counselling, my life was so miserable I would wake up and wish it was bedtime again. So I would curl up on the couch, blinds closed. Front door locked, and wish for bedtime. Now since seeing Paula I have learnt how to bring my stress levels down. Also the information sheets explain everything so well and Paula made it even more understandable with the diagrams on the whiteboard. With all this information I was able to go on holiday and do shopping by myself. So now life is a ton better. I need to work on my confidence in myself now.

In the beginning obviously the problems are at their peak and the waiting time for an appointment can seem distressingly long – I have used the service intermittently  over a period of five years and without it I am not sure where I would be now, I have received counselling in the past but just talking didn’t help – having someone help me to readjust my thinking – give me the power to see my own ‘crooked’ thinking has been the most beneficial for me personally.

As the position of the ticks testify, I m appreciative of the support and advice I have received from Dr Heath. Over the past few years she has guided me through some stressful situations with skill and a friendly atmosphere. My wife and I will always be forever grateful.

Helpful – somebody like Paula to listen to my problems and help me to think – to do things differently.  Unhelpful – not satisfied with how long I waited for an appointment.

I am concerned that the NHS might try to stop this service. I for one will miss it as I look forward to my appointments. 


I found the course very enlightening and rewarding. This was achieved by the wonderful teachings of Dr Paula Heath. I thank the Trust for their wise appointment of this lady. I think the service could possibly be improved if candidates for future courses had any fears of the course spoke to some of the previous patients who had attended the Anxiety Management Course

I had to wait for a long time to get an appointment, but now realise that at the time I probably wasn’t ready anyway to accept treatment. Since starting the treatment from March 08, I now feel 100% better than I did when I was first referred. The psychologist treated me with respect at all times, listened, challenged and helped me to look at things differently and supported me throughout. It is brilliant service that you offer and I thank you so much for all your help.

The Psychologist I have seen is fantastic, she has learned me so much. How to cope with my problems, I feel in control of my life again. Also the William Brown Centre were I go is fantastic as I don’t feel like anyone knows what I am going for, if it had been somewhere else like Sunderland or Hartlepool I would never have done it.

Paula has helped me deal with my problems. And helped me understand how to cope with my problems. It has been very convenient to have help from Paula from my Doctors surgery.

I have found the service to be extremely helpful in helping me get over my problem. Thank you so much.

I would like to take this opportunity to say, that over the time this service has been available to me it has helped me tremendously. I’ve had many family and personal problems over time, many of which are never going to be resolved but been able to talk to someone when you need to has been a huge help. Some days / weeks are very difficult to cope with and without this help, I don’t think I would be able to cope.


I was very happy with the advice given and in the not too distant future would like to be considered for further appointments as discussed with the psychologist. I would like to thank the Doctor for good advice.


Thank you – this has turned my life around. It should be more widely available.

Right from the beginning, the Psychologist made me feel relaxed, was very friendly and patient. She listened intently and was very supportive. The idea of a one to one appointment is a good idea because you can open out more than if you were in a group.

In January this year I was diagnosed with a tumour in the bladder, operated on in February, received the all clear in July. Under Dr Heath’s guidance my family and I were able to cope with the original diagnosis, operation and subsequent treatment in a very positive way. I cannot speak highly enough of her guidance, support and friendship which has, to quote a modern term, ‘given me a worthwhile lifestyle’ and allowed me to make my own meaningful contribution to society.

I am extremely grateful for this service which has given me the tools I needed to deal with personal issues which have affected my life for a number of years. As a recipient of counselling services in the past, I have found Cognitive Behavioural Therapy to be the most effective way of coming to terms with issues and also equipping me for dealing with the future in a positive way. As a professional working with families in the communities of the local area, I was disappointed that I was unaware of the service and the excellent outcomes it produces. Also having worked with vulnerable families, I know that this service is valuable and many more clients could benefit from it.

DR PAULA HEATH



CONSULTANT CLINICAL PSYCHOLOGIST
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