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GUIDELINES

Identification and care pathways for common mental
health disorders: summary of NICE guidance

Stephen Pilling,'? Craig Whittington,? Clare Taylor,” Tony Kendrick,* on behalf of the Guideline

Development Group

At any one time, as many as 15% of people in the United
Kingdom' experience common mental health problems
such as depression and anxiety disorders, including gen-
eralised anxiety disorder, panic disorder, post-traumatic
stress disorder, and obsessive-compulsive disorder. These
may cause considerable impairment and disability, with
high costs for both the person and society. Most people
who are diagnosed with a common mental health disorder
(about 80%) are treated in primary care’; however, there
is widespread under-recognition of depression and anxi-
ety disorders.’ *

This article summarises the most recent recommenda-
tions from the National Institute for Health and Clinical
Excellence (NICE) to improve identification of common
mental health disorders, access to services, and pathways
to care.’ The guideline also adopted or adapted treat-
ment recommendations from existing NICE guidance on
depression,® 7 generalised anxiety disorder and panic
disorder,® post-traumatic stress disorder,” obsessive-com-
pulsive disorder,'® and antenatal and postnatal mental
health'! and organised them into a common stepped care
framework.

Recommendations

NICE recommendations are based on systematic reviews
of best available evidence and explicit consideration of
cost effectiveness. When minimal evidence is available,
recommendations are based on the Guideline Develop-
ment Group’s experience and opinion of what constitutes
good practice. Evidence levels for the recommendations
are in the full version of this article on bmj.com.

Identification of common mental health disorders
¢ Be alert to possible depression (particularly in
people with a history of depression or a
chronic physical health problem with associated
functional impairment), and consider asking
people who may have depression two questions,
specifically:
-During the past month, have you often been
bothered by feeling down, depressed, or
hopeless?
-During the past month, have you often been
bothered by having little interest or pleasure in
doing things?

If a person answers “yes” to either of the above ques-
tions consider depression and follow the recommenda-
tions for assessment (see below).
¢ Be alert to possible anxiety disorders (particularly

in people with a history of depression or those who

have possible somatic symptoms of an anxiety
disorder or have experienced a recent traumatic
event). Consider asking the person about their
feelings of anxiety and the ability to stop or control
worry using the two item generalised anxiety
disorder scale (GAD-2"%) (box).
-If the person scores 3 or more on the GAD-2
scale, consider an anxiety disorder and follow the
recommendations for assessment
-If the person scores less than 3 on the GAD-2
scale but you are still concerned they may have
an anxiety disorder, ask: “Do you find yourself
avoiding places or activities and does this cause
you problems?” If the person answers “yes”
consider an anxiety disorder and follow the
recommendations for assessment (see below).

Assessment of common mental health disorders

o If the identification questions (above) indicate a
possible common mental health disorder but you
are not competent to perform a mental health

Generalised anxiety disorder scales (GAD-2'? and GAD-7")*

GAD-2 (short screening tool)

Overthe past two weeks how often have you been
bothered by the following problems:

e Feeling nervous, anxious, oron edge?

® Being unable to stop or control worrying?

GAD-7 (seven item)

This comprises the two questions above plus the following
questions.

Over the past two weeks, how often have you been
bothered by the following problems:

e Worrying too much about different things?

e Trouble relaxing?

® Being so restless that it is hard to sit still?

® Becoming easily annoyed or irritable?

e Feeling afraid as if something awful might happen?

*Scoring for both scales, for each question: not at all=0; several
days=1; more than halfthe days=2; nearly every day=3
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assessment, refer the person to an appropriate
healthcare professional; if this professional is not
the person’s general practitioner, inform the general
practitioner of the referral. If you are competent,
however, to perform a mental health assessment,
you should review the person’s mental state and
associated functional, interpersonal, and social

difficulties.

e When assessing a person with a suspected common
mental health disorder, consider using:
-A diagnostic or problem identification tool or

-The quality of interpersonal relationships
-Living conditions and social isolation

-A family history of mental illness

-A history of domestic violence or sexual abuse
-Employment and immigration status.

o If appropriate, assess the impact of the presenting
problem on the care of children and young people
and, if necessary, follow local safeguarding
procedures.

¢ Always ask people about suicidal ideation and
intent. If there is a risk of self harm or suicide:

algorithm—for example, the screening prompts
tool in the data handbook from the Improving

Access to Psychological Therapies programme'*
-A validated measure relevant to the disorder or
problem being assessed—for example, the nine

item patient health questionnaire (PHQ-9)," the
hospital anxiety and depression scale (HADS),

-Assess whether the person has adequate social
support and is aware of sources of help
-Arrange help appropriate to the level of risk
-Advise the person to seek further help if the
situation deteriorates.

Treatment and referral for treatment

or the seven item generalised anxiety disorder

scale (GAD-7)" (box) to inform the assessment

and support the evaluation of any intervention.

e As well as assessing symptoms and associated

functional impairment, consider how the following
factors may have affected the development, course,
and severity of a person’s presenting problem:

-A history of any mental health disorder or

chronic physical health problem

-Any experience of and response to treatments

Focus of intervention

Step 3

Persistent subthreshold depressive
symptoms or mild to moderate depression
that has not responded to a low intensity
intervention; initial presentation of
moderate or severe depression; general-
ised anxiety disorder with marked
functional impairment or that has not
responded to a low intensity intervention;
moderate to severe panic disorder;
obsessive-compulsive disorder with
moderate or severe functional impairment;
post-traumatic stress disorder

Step 2

Persistent subthreshold depressive
symptoms or mild to moderate depression;
generalised anxiety disorder; mild to
moderate panic disorder; mild to moderate
obsessive-compulsive disorder;
post-traumatic stress disorder (including
mild to moderate)

Step 1

All disorders—known and suspected
presentations of common mental health
disorders

e When discussing treatment options with a person
with a common mental health disorder, consider:

-Their past experience of the disorder and their
experience of and response to previous treatment
-The trajectory of symptoms
-The diagnosis or problem specification and the
severity and duration of the problem
-The extent of any associated functional
impairment arising from the disorder itself or any
chronic physical health problem

Nature of intervention

Depression - Cognitive behavioural therapy, interpersonal therapy, behavioural
activation, behavioural couples therapy, counselling,* short term psychodynamic
psychotherapy,* antidepressants, combined interventions, collaborative care,t self
help groups

Generalised anxiety disorder - Cognitive behavioural therapy, applied relaxation,
drug treatment, combined interventions, self help groups

Panic disorder - Cognitive behavioural therapy, antidepressants, self help groups
Obsessive-compulsive disorder - Cognitive behavioural therapy (including exposure
and response prevention), antidepressants, combined interventions and case
management, self help groups

Post-traumatic stress disorder - Trauma focused cognitive behavioural therapy, eye
movement desensitisation and reprocessing, drug treatment

Alldisorders - Support groups, educational and employment support services;
befriending, rehabilitation programmes; referral for further assessment and interventions

Depression - Individual facilitated self help, computerised cognitive behavioural
therapy, structured physical activity, group based peer support (self help)
programmes,t non-directive counselling delivered at home, antidepressants, self
help groups

™" Generalised anxiety disorder and panic disorder - Individual non-facilitated and

facilitated self help, psychoeducational groups, self help groups
Obsessive-compulsive disorder - Individual or group cognitive behavioural therapy
(including exposure and response prevention), self help groups

Post-traumatic stress disorder - Trauma focused cognitive behavioural therapy or
eye movement desensitisation and reprocessing

Alldisorders - Support groups, educational and employment support services;
referral for further assessment and interventions

Alldisorders - Identification, assessment, psychoeducation, active monitoring;
referral for further assessment and interventions

* Discuss with the person the uncertainty of the effectiveness of counselling and psychodynamic psychotherapy in treating depression
T For people with depression and a chronic physical health problem

+ For women during pregnancy or postnatally

Stepped care model for common mental health disorders, showing treatments that should be offered at each step and guidance
on referral (for further details see the NICE guideline®)
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-The presence of any social or personal factors
that may have a role in the development or
maintenance of the disorder

-The presence of any comorbid disorders.

¢ Provide information about:

-The nature, content and duration of any proposed
intervention

-The acceptability and tolerahility of any proposed
intervention

-Possible interactions with any current
interventions

-The implications for the continuing provision of
any current interventions.

o If the person has:

-Depression that is accompanied by symptoms

of anxiety: the first priority should usually be to
treat the depressive disorder, in line with the NICE
guideline on depression®

-An anxiety disorder and comorbid depression or
depressive symptoms: consult the NICE guidelines
for the relevant anxiety disorder®'® and consider
treating the anxiety disorder first

-Both anxiety and depressive symptoms with
functional impairment but no formal diagnosis:
discuss with the person the symptoms to treat first
and the choice of intervention

-A common mental health disorder and harmful

or dependent drinking: refer for treatment of the
alcohol misuse'” ' first as this may significantly
improve depressive or anxiety symptoms.

e When offering treatment for a common mental
health disorder or making a referral, follow the
stepped care approach, usually offering or referring
for the least intrusive, most effective intervention
first (figure).

Improving access to services and developing local care
pathways

Primary and secondary care clinicians, managers, and
commissioners should work together to develop local care
pathways that promote access and care that are integrated
across primary and secondary care services; access to serv-
ices should be possible via various routes (including self
referral) and entry points.

Ensure effective communication, with protocols for shar-
ing information about patients’ care (a) with service users
and their families and carers where appropriate; (b) with
other professionals (including general practitioners); and
(c) with the services in the care pathway and services out-
side the pathway.

Overcoming barriers

Under-recognition of common mental disorders remains
a problem,’ “ although use of the quality and outcomes
framework (QOF) (a voluntary annual incentive pro-
gramme for general practices in England to achieve spe-
cific results'®) may improve the recognition and assessment
of depression. Similar incentives for anxiety disorders do
not exist, and their adoption might be considered to pro-
mote recognition. Developing effective and efficient local
care pathways can improve the quality of care but requires

collaboration between professionals and managers in both
primary and secondary care services.

Such collaboration needs to reach beyond healthcare
professionals and traditional healthcare settings if it is to
improve poor service access for some groups, such as older
people and those from black and minority ethnic groups.
This means working with a broad range of community
based organisations in developing methods to improve
access and settings in which to deliver services. The guide-
line provides clear advice about the criteria on which to
base referrals for various psychological treatments, but
access to such treatment remains limited, and clinicians
may be over-using medication, particularly in milder dis-
orders. Thus the continued roll-out of programmes sup-
porting evidence based psychological interventions, such
as the Improving Access to Psychological Therapies pro-
gramme (to train over 3000 new psychological therapists
in the English NHS to provide such interventions in line
with NICE guidance), 2° ?* will be important.
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EASILY MISSED?
Giant cell arteritis

Nada Hassan,' Bhaskar Dasgupta,' Kevin Barraclough?

Giant cell arteritis affects large and medium sized arter-
ies, often branches of the external carotid artery but also
the ciliary and retinal arteries. The symptoms are caused
by local ischaemia due to endovascular damage and
cytokine mediated systemic illness. There is considerable
overlap with polymyalgia rheumatica: 16-21% of patients
with polymyalgia rheumatica have giant cell arteritis on
temporal artery biopsy, and symptoms of polymyalgia
rheumatica are present in 40-60% of patients with giant
cell arteritis.!

Why is giant cell arteritis missed?

A systematic review analysed the presenting clinical
features in a mixture of studies with a total of 1435
cases of giant cell arteritis.” The sensitivity of individual
clinical features was relatively low (table), reflecting the
diverse presentation of this condition: 24% of cases had
no headache at all, and only 52% had a temporal head-
ache. Giant cell arteritis can be easily missed when sys-
temic symptoms (such as low grade fever or weight loss),
ischaemic symptoms (jaw claudication or transient visual
symptoms), or polymyalgic symptoms (proximal myalgia

LEARNING POINTS

Giant cell arteritis is a medical emergency, as irreversible
loss of vision can occurin 20% of cases without prompt
treatment with steroids

“Typical” features such as headache and scalp tenderness
may be absent, and this subgroup has a high risk of visual
loss

Jaw ortongue claudication occurs in a minority of cases
and heralds impending ischaemic complications
Erythrocyte sedimentation rate and C reactive protein are
normalin only 4% of cases but may be just mildly raised in
a fifth of cases

If giant cell arteritis is suspected, immediate treatment
with high dose corticosteroids is indicated, and temporal
biopsy should be arranged within two weeks of starting
treatment

CASE SCENARIO

Apreviously fitand well 72 year old man presented to his
general practitioner after several months of malaise and
weight loss. When asked about any pain, he pointed to his
left scalp as being painful. Examination was normal except
that his left temporal artery was not palpable. Suspecting
giant cell arteritis, the GP started 40 mg prednisolone and
requested an erythrocyte sedimentation rate, which was
86 mm/h. The symptoms largely disappeared in 48 hours.
She also referred the patient for a temporal artery biopsy,
which showed giant cell arteritis.

HOW COMMON IS IT?
e Giant cell arteritis occursin 2.2 per 10000 patient years
in the United Kingdom®

o Afulltime general practitioner may expect to see one
new case every 1-2 years

e |tis virtually unknown in people aged under 50

or morning stiffness) predominate over the well known
hallmark of temporal headache. The mean duration of
symptoms in the 1435 patients at diagnosis was 3.5
months. A 1971 Swedish study examined 1097 consecu-
tive autopsies with temporal artery examination carried
out in each of them. Sixteen cases of undiagnosed giant
cell arteritis were identified. Retrospective analysis of the
case notes documented typical features of undiagnosed
giant cell arteritis in 9.” A recent audit of 65 patients with
giant cell arteritis showed that 44 had had unrecognised
visual disturbance, visual loss or stroke in the mean of 35
days between onset of symptoms and diagnosis (range of
2 to 336 days).” Eleven of these patients presented with-
out headache or scalp tenderness and 10 of these had
visual loss.

Why does this matter?
Acute blindness occurs in up to 20% of patients with giant

cell arteritis.” Delay in recognition may explain the high
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Sensitivity of clinical features in predicting giant cell arteritis®

% of biopsy
proven cases
Clinical feature (sensitivity)
Headache:
Any headache 76
Temporal headache 52
Scalp tenderness 31
Jaw claudication 34
Visual symptoms:
Anyvisual symptom 37
Unilateral visual loss 24
Diplopia 9
Myalgia 39
Previous diagnosis of polymyalgia rheumatica 34
Weight loss 43
Fever 42
Temporal artery: 45
Pulse absent 45
Any abnormality on palpation of temporal artery 65
(absent, prominent, beaded)
Erythrocyte sedimentation rate:
“Normal” 4
»50mm/h 83

incidence of irreversible loss of vision, which is prevent-
able with early diagnosis and treatment.* Jaw or tongue
claudication occurs in a minority of cases but heralds a
high risk of impending ischaemic complications.®

How is giant cell arteritis diagnosed?
The typical presentation of giant cell arteritis is with
temporal headache of recent onset, myalgia, or systemic
malaise or fever, and the mean age of onset is 70. Eryth-
rocyte sedimentation rate or C reactive protein is typically
raised.” The case presented illustrates that “typical” fea-
tures may be absent or subtle.

A meta-analysis looked at studies examining the
value of individual clinical features in predicting posi-
tive results of temporal artery biopsy in patients with
suspected giant cell arteritis.’ No clinical features had a
high negative likelihood ratio, because no clinical feature
(even headache) was reliably present in all cases. Several
symptoms were moderately predictive of a positive biopsy
result (likelihood ratio >2):
¢ Jaw claudication (present in 34% of cases);

claudicant pain comes on gradually during

chewing, whereas temperomandibular pain or
dental pain is immediate

¢ Diplopia (present in 8% of cases)

e Any abnormality on palpation of the temporal
artery—absent, beaded, tender, or enlarged (present
in 65% of cases).

Other useful predictive features (likelihood ratio >1.5)
were:

e Temporal headache

e Scalp tenderness

e Erythrocyte sedimentation rate >100 mm/h

¢ Anaemia.

The limitation of these studies is that giant cell arteri-
tis was already highly likely, as all patients in the stud-
ied population had biopsies. In practice, the condition
should be suspected in anyone over the age of 50 with
headache, scalp tenderness, transient visual symptoms,
or unexplained facial pain. Examination may show no
abnormalities, but palpation of the temporal artery is
often abnormal. Only 4% of patients have a completely
“normal” erythrocyte sedimentation rate (half the age
of the patient, plus 5 for women’); 83% have a rate
above 50 mm/h. Once giant cell arteritis is suspected,
refer patients urgently for temporal artery biopsy, which
needs to be done within two weeks of starting steroids.
The true sensitivity of temporal biopsy is not known, but
one model estimates a sensitivity of 87%.°

How is giant cell arteritis managed?

Most treatment recommendations are based on experts’
opinion, as randomised trials would be unethical.” Once
the diagnosis is suspected, treat with high dose corticos-
teroid immediately. Give 40 mg prednisolone daily unless
the patient has ischaemic symptoms (jaw or tongue clau-
dication, or visual symptoms). With claudication symp-
toms, give 60 mg prednisolone daily; if the patient has
visual symptoms, admit for treatment with intravenous
methylprednisolone.

Once symptoms and abnormal test results resolve, the
dose can be reduced in 10 mg steps each two weeks to
20 mg, then in 2.5 mg steps. Most patients have stopped
taking steroids by two years.’
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A PATIENT’S JOURNEY

Bilateral developmental dysplasia of the hips

Sophie West,' Johan Witt?

While training as a surgeon, Sophie West was
diagnosed with bilateral developmental hip
dysplasia. This is an account of her experience
of the condition and of becoming a patient

I had just been offered a place on the London Deanery core
surgical training programme, and was half way through com-
pleting my master’s degree in sports and exercise medicine.
I'was also training for my first triathlon, having completed a
duathlon the previous year. One night I woke up with groin
pain. After checking myself repeatedly for hernias, I took
some painkillers and managed to get back to sleep. The next
morning I could hardly walk due to pain in my left hip and
so hobbled around for the next couple of days, after which
the pain improved and disappeared. I assumed [ had pulled
amuscle or something. I thought nothing more of it until it
happened again about two weeks later, and then again, and
again. After the fourth time I realised that something was
not right and I got some radiographs done. A professor on
my course reviewed the films and immediately told me I had
hip dysplasia.

Despite having worked in orthopaedics during my second
year as a junior doctor, I thought this condition was only seen
in babies; my only experience had been when I performed
the Ortolani and Barlow tests as part of new baby checks as
amedical student. If it is missed in childhood, problems can
develop later in life, but I still struggled to get my head round
the fact I had this condition that was going to significantly
affect my ability to walk. From the outset an osteotomy was
mentioned, and [ adamantly stated that no one was going to
break my bones, let alone my pelvis.. . . this was real denial!

Accepting the diagnosis and treatment

One of the benefits of working in the NHS was that I was able
to bypass the usual referral routes and had access to several
opinions from orthopaedic specialists. After the fourth surgeon
had told me I needed a periacetabular osteotomy on my left
hip—a surgical procedure in which the bones of the hip joint
are cut, reorientated, and fixed in a new position—it started
to dawn on me that this was the path I was going to have to
take. During these months the pain had become a permanent
feature and my right hip had also started to hurt, meaning that
my mobility was becoming progressively impaired. In just a
few months I had gone from running 20 kilometres a week
to relying on crutches to walk and being in pain most of the
time. The irony of the orthopaedic senior house officer being
on crutches did not escape my patients either.

Knowing now that I was going to need two lots of major
surgery, each with prolonged recovery and rehabilitation
periods, and potentially lifelong problems with my hips, left
me in a state of despair. I felt that my life was turning upside
down. By this time I had started working at the hospital
where [ was going to be treated, and despite having lots of col-

leagues to talk to about the condition and the operations, no
one could tell me what it was like to have a pelvic osteotomy
and how it was going to affect my life—I felt very alone.

Finding support

I discovered a charity, Steps, of which I have since become a
trustee. Through their family contacts, they put me in touch
with other people with developmental dysplasia of the hips.
It was such a relief to be able to talk at last to someone who
understood exactly how scared I was, what it was like living
in pain, and who could answer some of my questions about
surgery and recovery. One of the things that struck me talk-
ing to fellow patients was the length of time and number of
visits to different specialists many people had been through
to get an accurate diagnosis. Although this did not surprise
me (having not known about it myself) it highlighted for me
the importance of recognising the causes of hip pain in young
adults.

Being a patient

Most people are apprehensive about being patients, but as
a surgical trainee I had insight into what I was really let-
ting myself in for, especially when [ ended up having to
assist my surgeon doing the operation on someone else.
A periacetabular osteotomy involves the bones around the
hip socket being broken and then realigned to give better
coverage of the femoral head, restoring the biomechanics of
the joint to nearly normal in the process, and reducing the
risk of secondary arthritis—joint preservation surgery. [ was
relieved to have this option available to me; the thought of a
total hip replacement at the age of 27 years was a frightening
prospect, and until recently that was the only option avail-
able to people in my situation.

I'am lucky, I have a supportive husband and family. We
quickly realised that this was something we were all going
to go through together. After the operations I was not going
to be able to look after myself, which meant moving out of
the flat I share with my husband and staying with my par-
ents over 70 miles away. After each operation I was unable
to put any weight through my hip for six weeks and then
I gradually built up to walking with no crutches over the
subsequent four weeks. I also used a wheelchair to go out
of the house as it was too tiring and painful to walk with
crutches all the time. The hardest thing was after the first
periacetabular osteotomy, knowing that however much pain
I'was in, I was going to have to go through it all again with
the right hip.

I felt extremely vulnerable as a patient, and the complete
loss of independence was something I could not have pre-
pared for. Relying on others to help you complete the most
basic of daily tasks (washing, dressing), initially from col-
leagues at work and then from my husband and parents, was
arevelation to say the least, and it has given me insight into
being a patient that I could never have appreciated before.
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ADOCTOR’S PERSPECTIVE

Hip dysplasia is a condition in which the acetabulum is too
shallow and does not effectively cover enough of the femoral
head. About 80% of cases occurin female patients. The
consequence is that weight bearing stress is concentrated
overa small area of the articular surface, and this initially
causes damage at the junction of the acetabular labrum (the
ring of cartilage that surrounds the acetabulum) with the
articular cartilage. If this abnormal stress continues in this
area, it can result in the breakdown of the articular cartilage
and in turn osteoarthritis.

Hip dysplasia is a common cause of osteoarthritis of the
hip in patients aged between 50 and 80 years. About 80%
of patients coming in for hip replacement surgery have a
biomechanical abnormality of the hip, which leads to the
development of osteoarthritis; in women, the commonest
abnormality is hip dysplasia. This trend in women suggests
that earlierin life a lot of these patients may well have had
unrecognised symptoms. Hip symptoms caused by dysplasia
commonly present as pain in the groin region that are
associated with activity. For example, symptoms may initially
begin aftera sporting activity, but as damage to the labrum
progresses, pain becomes more persistent and can be very
severe, sometimes necessitating the use of crutches.

The diagnosis of this condition relies largely on the
awareness that recurrent groin pain associated with activity
in ayoung individual is not normal and requires further
investigation. The diagnosis can usually be made with plain
radiographs, but these require correct interpretation—for
example, subtle dysplasia where the deficiency s largely
anterior can easily be missed by a radiograph. MRI scans by
themselves can be misleading, in that labral tears are very
common in the presence of dysplasia because this is where

It was an eye opening experience using a wheelchair, seeing
how differently people treat you, and just how hard getting
around in one can be.

Bridging the gap

Most orthopaedic surgeons carry out thousands of proce-
dures in their career, while very few will need one of these
procedures done themselves. I wanted to be able to use my
experience to bridge this gap of knowledge. Along with my
surgeon, we arranged a focus group including anaesthetists,

FURTHER READING

Steps charity (www.steps-charity.or=g.uk)—National UK
based charity that provides support and information for
patients and their families with lower limb conditions,
including developmental dysplasia of the hips. “We don’t take
walking for granted”

The International Hip Dysplasia Institute (www.hipdysplasia.
org)—International group with the mission to reduce the
physical, social, and economic burden for children and adults
affected by neonatal hip instability and hip dysplasia. They
provide information for patients and medical professionals
and conductimportant research into the condition

Hip Surgery (www.hipjointsurgery.co.uk)—Website
providing information on hip dysplasia, hip arthroscopy,
femoroacetabularimpingement, periacetabular osteotomy,
and total hip replacement. Developed by Johan Witt
(co-author ofthis article), an orthopaedic surgeon
specialisingin hip conditions in young people

the initial lesion develops. Although this may be diagnosed
on MRI, dysplasia leading to the tear will not necessarily be
recognised.

Once patients show symptoms, this is an indication that the
hip is starting to decompensate with damage occurring at the
capsulo-labral complex. Treatment is largely based around
correcting the underlying structural abnormality of the hip. This
type of surgery is suitable for patients in whom the femoral
head is nottoo deformed and where arthritic damage has not
progressed too far, hence the importance of early recognition.

Periacetabular osteotomy is the procedure of choice to
correct the bony abnormality. The surgery involves rotating
the acetabulum into a new position after making bony cuts
to free it from the pelvis. The acetabular fragment is then
held in the new position by screws. This allows the patient to
mobilise and start rehabilitation without the need for external
splints. Forthe patient, the idea of such a procedure can be
quite daunting because itis clearly a major intervention. An
advantage of increased subspecialisation in surgery is that
procedures such as this can now be performed safely and
effectively with good reproducibility in terms of outcome.
This type of surgery can also be performed through a small,
cosmetically acceptable incision (8-10 cm), which is an
important consideration foryoung patients.

Recovery after surgery is related to psychological factors
surrounding the procedure itself and patients’ perception of
how they will be during and after surgery. Identifying these
factors before surgery is extremely important so that they
can be addressed. We have found that a patient focus group
has been very helpfulin identifying factors that can clearly
influence recovery.

Johan Witt jdwitt@doctors.org.uk

pre-assessment nurses, physiotherapists, and occupational
therapists. We invited five patients who had undergone a
periacetabular osteotomy, including myself, to share their
ideas, concerns, and experiences. The most interesting out-
come was the difference between what the medical team
thought would be the most discussed topics (such as pain
and hospital stay), and what the patients actually felt were
the most important factors (such as information before and
after the operation and the rehabilitation period). This expe-
rience has shown me that as physicians, while we think
we know how patients may feel and what they are worried
about, we really don’t. The experience of the focus group
was valued by everyone involved and has led to changes and
better provision of information for patients. A patient focus
group with a multi-disciplinary team input is an excellent
way to understand our patients and the conditions we treat.

Looking forward

Although I still have one small operation on my right hip
to come, I am now getting on with my life with the knowl-
edge that my hips still have plenty of years left in them. I
am enjoying working and finally getting on with my train-
ing, and have even entered a triathlon for next year. It will
be three years since I last signed up to one, but I know the
achievement now is going to be so much greater.
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