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Part 1: Abstract 

Persistent Physical Symptoms (PPS) are distressing physical symptoms, for which 

no medical cause can be found. An estimated 15–30% of primary care consultations 

are for PPS. Those affected use significantly more healthcare resources, without 

resolving either their symptoms or the associated psychological factors. 

The aim of our project was to offer one detection and treatment approach to support 

individuals with PPS. A screening tool for routine GP use was introduced into five GP 

practices across Gloucestershire to detect and facilitate early intervention for PPS 

patients. A treatment protocol and manual were developed. Primary care and IAPT 

staff were trained to offer the psychological intervention. 

We screened over 1100 patients: 364 (31%) patients reported at least one PPS 

cluster and 26.2% of patients met caseness for psychological distress. In total, 200 

(17%) patients met the criteria for at least one PPS cluster and for at least one 

psychological distress measure. 121 (60.5%) of these stated that they would accept 

psychological treatment. 

By using an easy-to-administer screening tool, the project has shown that a large 

number of patients attending GP surgeries experience PPS. In addition, a large 

proportion of these patients with PPS wish to receive psychological treatment. A 

number of people are currently receiving treatment and the team will continue to 

screen and identify eligible patients, and will broaden access to therapist and 

supervisor training, in order to overcome challenges around therapist attrition.  

Note. Since our original application to the Health Foundation, there has been discussion of the 

terminology used when describing what have previously been known as “Medically Unexplained 

Symptoms”; we are now referring to them as Persistent Physical Symptoms (PPS) and will be using 

this term from this point in the report1. 

  

                                                
1 See, for example, Marks, E. M. & Hunter, M. S. (2015). Medically Unexplained Symptoms: an 
acceptable term? British Journal of Pain, 9(2), 109-114. DOI: 10.1177/2049463714535372 
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Part 2: Progress and outcomes  

Persistent Physical Symptoms (PPS) are upsetting, sometimes disabling, physical 

symptoms, for which there is no obvious medical explanation. Most symptoms have 

psychological components, which vary within and between “clusters” e.g. sleep, pain, 

fatigue etc. Let’s Talk Improving Access to Psychological Therapies (IAPT) service in 

Gloucestershire has identified that they receive only a small number of referrals to 

their service for PPS, compared to what would be expected given primary care 

prevalence estimates.  

Our intervention is based on evidence for the effectiveness of Cognitive Behavioural 

Therapy (CBT) for PPS. Specific PPS clusters have previously required different 

strategies, implemented by staff with extensive, specific, training in multiple, 

differently-focussed treatments. Professor Paul Salkovskis and colleagues have 

developed a transdiagnostic approach to CBT, adapted to PPS. This approach is 

based on a CBT core, focussed on emotional distress such as health-focussed 

anxiety, arising from work on delivering such treatment in medical settings2. The 

addition of symptom-specific modules to a transdiagnostic core makes our project 

innovative. Our project also offers one detection and treatment approach to a very 

large group, whose current health needs are either unmet or poorly met.   

The first phase of our project was to identify whether there is an issue with detection 

of PPS in General Practices, by establishing prevalence. This was done using a new 

primary care screening tool, developed by Prof. Salkovskis and colleagues. Having 

established prevalence in this way, we supported therapists in delivering CBT 

applied to PPS by providing top-up training and supervision. We are referring eligible 

patients to our service and are routinely monitoring outcomes. 

Screening for PPS 

We used a new screening tool within primary care to help GPs improve detection 

rates of PPS, and improve their understanding of treatment options and referral 

pathways. Ultimately, the screening aimed to allow us to increase both awareness of 

the tool, and referral rates from GPs to IAPT, for PPS. 

We experienced an overwhelmingly positive reaction from patients during the 

screening phase, and to date we have had over 1100 responses. Table 1 shows the 

response rates for the screening phase. From our conversations with GPs during the 

screening phase, their responses indicated that they were positive about the 

acceptability of the screening for both them and their patients as well as the premise 

of the project in terms of early intervention: 

                                                
2 Tyrer, P., Cooper, S., Salkovskis, P., Tyrer, H., Crawford, M., Byford, S. … Barrett, B. (2014). 
Clinical cost-effectiveness of cognitive behaviour therapy for health anxiety in medical patients: a 
multicentre randomised controlled trial. The Lancet, 383(9913), 219-225. doi: 10.1016/S0140-
6736(13)61905-4 
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Table 1: Response Rates  

GP Surgery Number Returned Response Rate3 

Dursley 440 - 

Cam 232 77.6% 

Chipping 191 76.5% 

Culverhay 117 73.9% 

Berkeley 193 - 

Total 1173 76% 

 

Based on experiences with screening, some of the common reasons for patients not 

filling in the questionnaire were: 

• Patients went straight into appointment, so there was no chance to approach 

them;  

• Patients did not have adequate English skills (patients were offered the 

questionnaire to take away, to complete in their own time/with support). 

Prevalence of PPS and Psychological Distress 

Prior to this project, there was limited data on prevalence estimates of PPS in GP 

waiting rooms. We used stringent criteria to define PPS covering a range of 

                                                
3 Response rate from first phase of screening only. Data from Dursley and Berkeley surgeries not 
available  

76% of patients we 

contacted returned 

their questionnaire  

“The screening has been 

well received by patients” GP 
“…no complaints received by 

any practice.” GP 

“…we are excited about the potential 

to identify health anxious people early 

and before the medical profession has 

caused iatrogenic harm. GP 
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symptom clusters; this increases confidence that people being identified experienced 

PPS:  

  

 

 

 

 

 

 

 

 

The sometimes related areas of sleep difficulties, pain and fatigue were the most 

commonly reported PPS clusters4 (see Figure 1). Interestingly ‘Heart and chest’ 

symptoms were the least commonly reported, which may reflect both the medical 

tests and explanations available for symptoms in this cluster. 

Figure 1. Percentage of patients meeting the criteria for each cluster of PPS  

                                                
4 Please note that for gynaecological problems, the percentage has been calculated using only 
patients who indicated they were female. Please see Appendix 1C for raw data. 
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Consistent with the evidence base our screening procedures indicated that a high 

proportion of patients waiting to see their GP were experiencing depression and 

anxiety symptoms of sufficient severity to warrant a referral to primary care 

psychological services (Figure 2). Our qualitative experience was that the referral 

rates to the local IAPT services by GPs were not reflecting the mental health 

prevalence rates being detected in their practices.  This finding suggests that there is 

an argument for standard use of general MH screening within GP practices to 

generally improve access to psychological therapies. 

 

 

 

 

 

 

 

 

 

 

Figure 2. Percentage of patients meeting the criteria for each measure of 

psychological distress  

 

To enable the referral of patients who experienced PPS and were eligible for referral 

to the IAPT service, we were interested in the number of individuals who 

experienced both PPS and psychological distress:  

 

 

 

 

We were interested in willingness to engage in psychological treatment.  
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200 (17%) patients met the criteria for at least one PPS cluster and scored 

above the clinical cut-off for at least one psychological distress measure.  
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• Of those with psychological issues, but no PPS, 44 out of 107 (41.1%) said 

they would accept treatment.  

• Of those who had both PPS and psychological issues, 121 out of 200 (60.5%) 

said they would accept referral for treatment.  

 

 

 

 

 

  

Hybrid transdiagnostic manual 

Based upon Prof. Salkovskis’ previous work on CBT for Health Anxiety and a recent 

publication outlining an innovative approach to working psychologically with people 

experiencing PPS (Salkovskis et al, 2016) a hybrid transdiagnostic CBT manual was 

developed. This manual has been shared with CBT therapists working on the 

project, and in collaboration with these therapists, we have been able to receive 

feedback and develop the manual, in order to make it more user-friendly. In addition 

to the core manual, we have also developed specific guides for each of the PPS 

clusters. 

 

Training and supervision programme for Psychological Therapists 

 

Prof. Paul Salkovskis delivering “top-up” training on CBT for PPS and Health Anxiety to IAPT 

staff.  

To enable IAPT psychological therapists to feel confident and competent to work 

with patients referred as a consequence of the detection phase of the project we 

Contrary to conventional wisdom, this 

indicates people with PPS are open to 

psychological treatment. 
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provided training to over 40 members of staff on PPS and Health Anxiety. This 

training was in large part based upon the hybrid transdiagnostic manual referred to 

above.  

As well as obtaining qualitative feedback from attendees: 

 

therapists were also asked to self-rate their perceived competence on the Roth and 

Pilling CBT Competence Framework5, before and after the workshops. The trend 

was for therapists to self-rate as more competent after the workshops (see Figure 3). 

 

Figure 3. Mean pre-post self-rating of competency change for CBT Health 

Anxiety training.  

                                                
5 Roth, A. D. & Pilling, S. (2015). A competence framework for psychological interventions with people 
with persistent physical health conditions. Retrieved 25th October 2017. 
https://www.ucl.ac.uk/pals/research/cehp/research-
groups/core/pdfs/Physical_Health_Problems/Physical_Background_Doc.pdf 
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PPS IAPT treatment service  

The second phase of our project involves the treatment of people with PPS detected 

in phase 1.  

Figure 3 shows the breakdown of screening. As our project was delayed at the 

beginning, four patients are still undergoing CBT. We were granted an extension by 

the Health Foundation, as treatment involves up to 16 sessions of CBT on a high 

intensity, 1:1 basis, with outcome measures given at each session. Once patients 

have completed treatment, we plan to gather and analyse routinely collected data, to 

look at the outcomes of these patients.  

Therapists working on the project continue to receive supervision from colleagues at 

the University of Bath. This allows discussion of cases and the use of problem-

specific measures and the transdiagnostic manual.  

Service Use Data 

We also aim to evaluate the impact of our intervention in terms of rate of GP 
consultations and referral into secondary care, through routine patient information 
gathered by CCGs. We are in the process of obtaining data on this from the CCG.  
 
We hope to obtain data on GP utilisation and consultation rates pre, during and six-
months post intervention. We estimate that patients’ use of services will decrease 
following our intervention, as they will have received CBT for the psychological 
distress they are experiencing in relation to their symptoms (also see Part 3). 
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Figure 4: Flowchart Showing Screening, Eligibility and Referrals6 

                                                
6 Please note that patients have been discharged from the service for a number of reasons. These 
include: Excluded by GP; Unable to contact; Declined treatment; Not eligible for IAPT service i.e. after 
a IAPT clinical intake assessment. 
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Part 3: Cost impact 

Current Service Provision 
 
The local IAPT service (Let’s Talk) receives referrals from GPs and other health care 
professionals as well as self-referrals (via a Freephone number). The service is 
commissioned and paid for by the Gloucestershire Clinical Commissioning Group 
(CCG) to offer psychological therapy to Gloucestershire residents (registered with 
Gloucestershire GP) who are over 18 and who have a mild to moderate common 
mental health problem.  
 
Patients will receive a comprehensive assessment that identifies the appropriate 
NICE guided treatment to meet their needs. Care is provided according to a stepped-
care model, ranging from low to high intensity (for example psycho-educational 
courses, guided self-help, to individual face-to-face therapy up to 16 sessions). The 
service is commissioned to meet a number of Key Performance Indicators (KPIs) 
(10,000 patients treated pa, 50% recovering, 75% of people treated within 6 weeks 
and 95% treated within 18 weeks of referral). Recovery is measured by a minimum 
dataset of self-report questionnaires administered at every session. Commissioned 
priority groups are patients with medically unexplained symptoms, patients with long 
term conditions and older people. Other priority groups include perinatal mental 
health veterans and black and ethnic minority groups. 
 
Finally, financial evaluation of the project would either need to be provided by, or 
commissioned by the CCG as the project relates to Primary Care. The specific 
resource costs were identified in the application to the Health Foundation, however, 
collection of cost information beyond this point would require additional resource, 
and may not be warranted on cost grounds. As discussed, the current service 
provision process for monitoring performance is against KPIs. 
 
To evaluate the impact of the treatment phase of the project we plan to evaluate 
patients’ service utilisation data, which is available from the local CCG. We anticipate 
being able to estimate cost savings based upon such information requests from the 
local CCG by comparing service usage pre-post treatment. Based upon similar, but 
larger scale projects where patients with PPS type presentation have been treated 
with CBT for Health Anxiety it would be expected that initially the treatment would be 
cost neutral with increasing economic benefits in the long-term. 
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Part 4: Learning from your project 

On reflection we have largely accomplished what we hoped to achieve but certain 

aspects of the project have not advanced as much as we would have liked, but they 

remain in progress.  The project has resulted in a number of significant 

achievements: the production of a therapist manual for PPS and associated 

publication; the training of psychological therapists to deliver the therapy manual; the 

screening of over 1000 patients; the results of the detection work being presented as 

the national BABCP conference and most important facilitating the referral of people 

to primary care psychological services who would otherwise have most likely 

received no service or an inappropriate service.  

Enablers  

GP involvement 

The contribution and cooperation of GPs and Practice Managers in the project has 

been very important. While screening in surgeries may have created more work in 

the short-term GPs were “on-board” with the project, seeing the potential long-term 

benefits of early identification of patients with PPS. GP contribution has also been 

vital in advising on issues such as patient referrals, information governance and 

consultation data. The GP lead for the project, Simon Opher, has been instrumental 

in liaising with practices and ‘ironing our creases’ that could have otherwise have 

become ‘roadblocks’. 

Patient response 

The number of patients who were willing to complete questionnaires when they were 

in the surgery to see their GP far exceeded expectations. This level of patient 

involvement is testament to the interpersonal skill and determination shown by the 

research assistant for the project who spent many days in GP surgeries interacting 

with patients and handing out questionnaires.  This shows how vital it is to have the 

resource available from grants such as those provided by the Health Foundation to 

employ high quality project assistants. 

IAPT psychological therapists 

The ‘buy-in’ and interest in the project from the Let’s Talk Psychological Therapists 

has been critical to the project: attending training and supervision sessions, 

contributing to the development of the training manual.  Without the strategic support 

from the Clinical Lead of the IAPT service (first Alison Sedgewick-Taylor and then 

Alex Burrage) - who both prioritised the project on numerous occasions when there 

were multiple other competing demands - the time and general service support 

would not have been available to enable staff to act on their interest and participate 

in the project. 
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Working relationship between Let’s Talk IAPT, University of Bath and GP 

consortia 

The project has faced many challenges and disruptions (see below) but the 

determination and commitment of the stakeholders to the project has enabled a 

strong working relationship to be forged that has been resilient to these tests. Key to 

the development of this relationship has been the frequent and numerous 

stakeholder and project update meetings that have been held as well as the many 

hours of telephone conversations and skype meetings outside of these. Through this 

we have learned about the great importance of regular communication 

Barriers 

An unexpected risk of the project was the length of time it took to gain R&D approval, 

and it was important that all parties involved in the project were happy with the 

project proposal. This resulted in a lengthy delay in the project that has had 

implications throughout the project with the screening phase starting many months 

later that we had planned.  As a consequence the treatment phase of the study is not 

as advanced as we had aimed for but we are pleased that this has started and that 

we have a number of people currently in treatment. An extension from the Health 

Foundation in this respect has been greatly appreciated. We hope that by obtaining 

this extension we will be able to get more patients through treatment on the project, 

and thus be able to better report outcomes for PPS patients referred to Let’s Talk’s 

IAPT service for transdiagnostic CBT for PPS.  

Another potential issue within the project has been patient attrition. While patients 

have been identified as eligible at the time of screening, some have latterly declined 

treatment or not attended treatment appointments. This may be due to the time 

between screening and referral, during which patients report they have improved, or 

that they no longer have symptoms.  This has taught us that the time between 

screening, referral and initial assessment is crucial.  This is partly due to the volume 

of people screened and the time that it takes to input the data from this and establish 

eligible referrals. From this we learn that smaller chunks of information should be 

processed so that eligible referrals are identified in small rather than large batches. 

Related to this we have learned that although the project stakeholders are largely on 

the same page the organisation that they represent may not be with project team 

members often facing bureaucratic barriers both within and between stakeholder 

organisations. This has resulted in a number of delays that have impeded the 

progress of the project, for example the employment of a research assistant;  

receiving the necessary approvals to commence clinical work and also not being 

able to access service usage data in a timely fashion.   

Key message we will take away from the project: 

Many of the barriers were mostly outside of the project team’s control but we have all 

learned greatly about the challenges that can be faced in this type of project and 



Innovating for Improvement Round 4: final report  15 

what constitutes a ‘realistic’ timeframe.  This will be a crucial lesson for the future 

planning and development of the project.  

 

What people doing something similar need to know: 

• Important to have committed and determined project team members; 

• Regular communication between stakeholders; 

• Pre-empt and plan for organisational barriers that could cause delay: ‘expect 

the unexpected!’ 

 



Innovating for Improvement Round 4: final report  16 

Part 5: Sustainability and spread 

Dissemination 

In November 2016, we published an article in the journal Behaviour Change outlining 

the use of CBT for PPS7.  

 

In May 2017, 2gether put on a GP event for GPs in Gloucestershire. Professor 

Paul Salkovskis was the Keynote speaker, and gave a talk entitled “Worried Sick to 

Worried Well: Using CBT in your practice”, which enabled him to further inform GPs 

about our project and generate interest in wider roll-out. Plans are currently 

underway to do another GP event, similar to this one, in the Herefordshire area. 

In July 2017 we attended the British Association for Behavioural and Cognitive 

Psychotherapies (BABCP) Conference and presented the preliminary results of 

the screening phase of the project as part of a symposium on PPS. The symposium 

was in collaboration with colleagues from Iceland who are trialling a similar treatment 

approach but in a work occupation context.  

                                                
7 See Salkovskis, P., Gregory, J., Sedgwick-Taylor, A., White, J., Opher, S. & Olafsdottir, S. (2016). Extending Cognitive-Behavioural Theory and 
Therapy to medically unexplained symptoms and long-term physical conditions: A hybrid Transdiagnostic/ problem specific approach. Behaviour 
Change, 33(4), 172-192. 

Our article on 

CBT for PPS was 

published in the 

“Behaviour 

Change”  
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We are currently writing up the screening phase of the project for publication and we 

are aiming to have a manuscript ready for submission in 2018.  In addition the CBT 

therapists attached to the project are collecting a range of data as part of their work 

with PPS patients referred from the screening phase which will form part an 

evaluation of the treatment. This should in time lead to dissemination of the results 

from the treatment phase of the project. 

Sustaining our Intervention  

• We will share the successful findings of this project with our CCG, highlighting 

how this work fits with the LTC / PPS agenda in the Five Year Forward View 

and future direction of IAPT services.  We will use this as a framework to 

explore opportunities to imbed in routine clinical practice / develop integrated 

services.  

• We will work with the CCG to disseminate the findings across GP clusters, 

highlighting the prevalence of PPS and psychological distress and the 

willingness of patients to accept psychological therapy.  

• We will use the IAPT ‘PPS clinical champions’ developed through the project 

to upskill IAPT therapists by offering clinical supervision and in house training. 

• The clinical champions’ will be used to work with GP practices to support the 

identification of patients with PPS and refer appropriate patients in to therapy.  

The screening tool will be made available to GP’s to support this.  

Spreading Improvement Application  

We have submitted an application to the Health Foundation’s Spreading 

Improvement programme for additional funds of £30,000. Within this application, we 

proposed to further the project, focusing on the activities described below. 

• Training for GPs on PPS screening tool: The original project demonstrated 
this screening tool is quick and easy to administer in general practice 
integrated with current mental health screening, it identified a high proportion 
of PPS and subsequently PPS patients in distress likely to benefit from 
psychological treatment. We aim to support GPs in the use of the tool which 

We presented our 

preliminary 

findings at the 

BABCP Annual 

Conference 2017 

in Manchester 
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can be achieved through training workshops or more cost-effective methods 
of digital resources shared directly or through e-mail or on staff intranet.  

 

• Host a regional event: A regional event would have a number of purposes. 
Firstly, to disseminate the findings from the previous project; secondly, to gain 
invaluable feedback from GPs involved in the first phase of the project 
potentially through the use of interview methods, questionnaire methods or 
video testimonies (this can also allow further dissemination of the project at a 
later date i.e. conferences, presentations); thirdly, to conduct training on the 
use of the screening tool (workshops); and finally, to educate primary care 
staff on the care pathways in the local IAPT service for PPS referrals.  

 

• Evaluate sustained behavioural change in the treatment of PPS: We will aim 
to monitor the longevity of the project in the original surgeries and the use of 
the screening tool by looking at the referral rates to the IAPT PPS pathway 
from the original 5 surgeries in Stroud and Berkeley Vale.  

 

• Additional screening and evaluation of PPS screening tool: We will carry out 
additional screening in neighboring localities to further evaluate the PPS 
screening tool and examine patterns of PPS in a different geographical area / 
population. This will generate new referrals via the PPS pathways in IAPT to 
allow continued evaluation on the therapy outcomes and treatment manual. 

 

• Adaptation of manual: accessing a greater number of psychological therapists 
and PPS patients who require psychological intervention will allow us to 
develop and improve the treatment manual and modular elements ready to 
make it available “open access”.  

 

• Training for psychological therapists: In order to meet the above throughput of 
new referrals, it is important that therapists in the localities outside of the 
original project’s remit are trained to deliver PPS CBT (hybrid transdiagnostic 
model). We propose the development of a cost-effective training package for 
both psychological therapists which will involve digital training resources and 
a modular video training package.  

 

• Training for supervisors: An increased number of psychological therapists 
trained in and providing PPS-CBT creates a greater demand and need for 
increased capacity of PPS-CBT supervision. We aim to meet this demand and 
capacity need by developing a specialist PPS supervision training package 
which could include digital resources such as a training manual. 

 

• The above training packages will not limit the geographical reach of training 
and will allow us to maximise the impact by creating a package which will 
have unlimited potential in its application on a national level.  

 

• Regional interest groups/peer supervision groups: Regional interest groups 
could allow a space for therapists to reflect upon their therapeutic work with 



Innovating for Improvement Round 4: final report  19 

PPS patients, sharing of learning, and an opportunity for peer-supervision 
structures to be set up. This could involve identifying psychological therapists 
as PPS champions within IAPT. This could initially be facilitated by University 
of Bath and/or 2gether with the view that this will be a peer-led structure after 
the project ends. 

 

We expect to hear the outcome of this application in due course. 
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Appendix 1: Resources and appendices 

Appendix 1A 

Descriptive statistics of all patients screened  

Gender 

Gender Count Valid Percentage (%) 

Male 420 38 

Female 686 62 

Missing/ Not specified  67 - 

Total 1173 100 

 

Age 

Descriptive Statistics Age (years) 

Minimum 18 

Maximum 97 

Range 79 

Mean (Standard Deviation) 53.32 (19.12) 

 

Employment 

Employment status Count Valid Percentage (%) 

Employed full time (30 or 

more hours per week) 

362 31.8 

Employed part-time 172 15.1 

Unemployed 83 7.3 

Full-time student 23 2.0 

Retired 408 35.8 

Full-time homemaker or 

carer 

86 7.6 

Other 5 0.4 

Missing/ Not specified  34 - 
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Total 1173 100 

 

Marital Status 

Marital Status Count Valid Percentage (%) 

Single 222 19.3 

Married 653 56.8 

Civil partnership 12 1.0 

Cohabiting 83 7.2 

Divorced/ separated 93 8.1 

Widow(er) 86 7.5 

Missing/ Not specified 24 - 

Total 1173 100 

 

Appendix 1B 

Data from CBT for health anxiety workshop  

 

Note. PWP = Psychological Wellbeing Practitioner 

Figure 1. Attendance at CBT for Health Anxiety Workshop by Job Role 
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Appendix 1C 

Raw data for number and percentage of patients meeting the criteria for each PPS 

cluster  

 Sleep Pain Chronic 

tiredness  

Gastro-

intestinal 

Heart/ 

chest 

Dizziness Gynae-

cological 

Count 117 149 172 71 42 79 32 

Total 1173 1173 1173 1173 1173 1173 686 

Percentage 15.1 12.7 14.7 6.1 3.6 6.7 4.7 

 

Raw data for number and percentage of patients meeting the criteria for each measure 

of psychological distress  

 Depression Anxiety Health Anxiety At least one of 

the measures  

Count 248 191 97 307 

Total 1173 1173 1173 1173 

Percentage 21.14 16.28 8.27 26.17 

 

Raw data for SPSS cross-tabulation of caseness for psychological distress and PPS 

clusters 

 

Meets cut off for at least one MUS 

cluster 

Total No Yes 

Meet caseness for either 

depression or anxiety or HA 

Yes 
107 200 307 

Total 107 200 307 

 

 


