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[bookmark: _GoBack]The National Health Service (NHS) in England provides psychotherapy for adults through its Improving Access to Psychological Therapies (IAPT) programme. Developed as a means of delivering evidence-based treatment for mild to moderate anxiety and depression (The National Collaborating Centre for Mental Health, 2018) in line with National Institute for Health and Care Excellence (NICE) recommendations (Clark, 2011), IAPT was conceived to make therapy more accessible for those with common mental health issues through low-dose, cost-effective treatments (Lamph et al., 2020), with cognitive behavioural therapy (CBT) being the main therapeutic modality used (Omylinska-Thurston et al., 2019). IAPT has been the focus of considerable quantative studies (Amos et al., 2018); however, this paper will review six qualitative evaluations of patient experience of IAPT for issues including perinatal and post-natal depression, anxiety, depression, personality disorders and obsessive compulsive disorder with a view to establishing factors that facilitate or inhibit positive therapeutic experiences and identifying areas for further research and development.
IAPT follows a stepped care model in its delivery of services where ‘low intensity’ treatments such as brief, manualised interventions like guided self-help and computerised therapy are delivered by psychological wellbeing practitioners (PWPs) - graduates with mental health training (Millett et al., 2017). The authors add that patients with more complex issues or those who do not benefit from low intensity interventions are offered ‘high intensity’ therapy by more experienced therapists. A report on IAPT services (NHS Digital, 2020) reveals there were 1.69 million referrals for talking therapies between April 1, 2019 and March 31, 2020 in England, an increase of 5.7% from 2018-19, and 1.17 million referrals started treatment, up 6.7% from the previous year, indicating rising demand for psychotherapy services. Other notable figures include that 606,192 patients completed their treatment; 87.4% started treatment within 6 weeks and had an average of 6.9 sessions. Moreover, 51.1% of referrals ‘moved to recovery’ after treatment, no longer meeting the necessary criteria for IAPT services. However, it can be suggested that although these patients met IAPT’s recovery criteria, it does not necessarily mean that they had recovered. In addition, it can be deduced from the figures that 563,808 (48.1%) of referrals failed to finish the programme. It is hoped this review may also help to highlight potential reasons for patient drop-out.
Knopp-Hoffer et al. (2016) gathered the views of 36 adults with OCD who received two low intensity CBT interventions focusing on exposure and response prevention over a 12-week period: guided self-help, which involved 6 hours’ PWP support, and computerised CBT (cCBT), which included a total of 1 hour of PWP support. Despite being open to trying new treatments, participants perceived a hierarchy of interventions, with high intensity, face-to-face therapy seen as superior and minimally supported cCBT as inferior. Guided self-help offered a compromise; greater PWP contact was perceived to address some of the limitations of minimally supported cCBT. More recently, a study by Lamph at al. (2020) explored the experience of IAPT patients who presented with common mental health disorders such as anxiety and depression but additionally identified as having co-morbid personality disorder traits. The 22 participants had recently received or were currently engaged in low intensity treatment in the form of guided self-help (Step 2) or high intensity treatment which involved up to 20, one-hour sessions of CBT (Step 3). Those in Step 2 treatment described more negative experiences than those receiving Step 3 interventions; shared complaints included that Step 2 was rigid, scripted, robotic, inflexible and shallow. Six sessions were also not considered to be enough. However, Step 3 participants broadly described positive or mixed experiences; they regarded the additional time and depth of therapy as the most helpful aspects. Furthermore, participants with anxiety and depression cited having enough time to talk as a positive therapeutic factor; those who subjectively experienced sessions as too short were less likely to consider therapy to be effective overall (Amos et al., 2019). It is therefore apparent that therapeutic contact is seen as valuable and the more therapeutic contact there is, the better the intervention is perceived. Moreover, participants in therapeutic contact for longer, such as in Step 3, face-to-face interventions, reported more positive experiences.
Participants in the Lamph et al. (2020) study also reported finding CBT to be a ‘one size fits all’ approach that failed to acknowledge or address how their current issues had been impacted by early life experiences. They also frequently described a lack of treatment choice, with only 2 of the 22 participants referencing different approaches (acceptance and commitment therapy (ACT) and mindfulness); however, feedback was positive when choice was experienced. Likewise, participants with perinatal depression felt they had a lack of choice (Millett et al., 2018). Similarly, Omylinska-Thurston et al. (2019) found IAPT clients’ perceptions of unhelpful factors in CBT included that core underlying issues were unaddressed. The study explored the experiences of 9 participants, 4 of whom reported that feelings brought to the fore during therapy were also not addressed or explored, while 5 participants commented that only CBT was available to them, describing it as “a monopoly of CBT” which was chosen because it was a cheap option; one client accepted CBT because the waiting list for counselling was so long, another said he was told to have CBT first before getting the right therapy, while a third had no choice but CBT. Moreover, some mothers with PND did not perceive CBT to be appropriate for them (Hadfield et al., 2019). While most in the study, which featured 14 participants, reported a collaborative therapist-client experience, a few found thought challenging difficult and believed that while CBT was somewhat useful it failed to address deeper-seated issues that some mothers with PND may experience. It can therefore be said that themes identified include a perceived lack of choice regarding therapeutic approach in IAPT and core underlying issues not being addressed. Consequently, the feedback suggests that CBT may not be appropriate for all clients, which could be particularly pertinent since it came from three client groups with varied presentations. 
Personalisation was highlighted as important in many of the studies and key to positive treatment experiences, along with therapeutic connection and therapist flexibility. Participants with personality disorder traits (Lamph et al., 2020) associated personalisation with the therapist knowing them as an individual, paying attention and being interested in them. Conversely, they identified therapist training and the rigidity of the IAPT programme as potential barriers to personalisation. Similarly, Omylinska-Thurston et al. (2019) found it unhelpful that therapists appeared to follow a CBT protocol rather than attend to them individually, leaving them feeling misunderstood and invalidated. Several also viewed their therapists as not empathic. This was echoed by some participants receiving treatment for anxiety and depression in the Amos at al. (2019) study who reported failing to connect with their therapist because they felt they were working to set protocols rather than a genuine desire to help, therefore they did not feel listened to. Likewise, participants with perinatal depression reported that IAPT could feel impersonal and process-driven (Millett et al., 2018). Meanwhile, participants with OCD equated therapist support with establishing rapport and the warmth of the relationship between therapist and client (Knopp-Hoffer et al., 2016); however, these factors were absent for some involved in low intensity interventions, who described therapist support as ‘clinical’. It appears that participants across these studies perceived therapists as adhering rigidly to a process instead of adapting to them as individuals, which would have been preferred. In some cases this hampered clients’ connection with their therapist and made them feel the therapist was not paying attention, not listening to them and not interested in helping them. This, along with the perceived value of therapist support, suggests some participants recognised the importance of the therapeutic relationship and, equally as importantly, identified when it was unsatisfactory or missing. Since a positive therapeutic relationship is considered the most important factor to successful therapeutic outcome (Stamoulos et al. 2016), it can be assumed that an unsatisfactory relationship perceived by clients is linked to a negative experience of IAPT. Moreover, it could be suggested that this negative experience in real world settings may contribute to patient drop-out. From the above feedback, it can also be suggested that delivering CBT through IAPT in a flexible, empathic and responsive way would meet the needs of more clients.
Interestingly, the therapeutic relationship was considered more important for participants undertaking individual therapy for PND than those taking part in group therapy. Indeed, those in group therapy cited the relationships formed with fellow participants to be more important, offering additional benefits of social support from other mothers, which helped to alleviate feelings of isolation, normalise their experience and reduce some of the shame and stigma associated with PND (Hadfield et al., 2019). However, it appears that 50% of these participants were recruited via the NHS, with the remainder becoming involved via word of mouth or through unspecified charities; furthermore, two of the four authors of the study appear to have an affiliation to Greater Manchester Mental Health NHS Foundation Trust. Both may indicate an element of bias to the study; for example, the group therapy participants recruited through the NHS may have been encouraged to take part because their experiences were positive, potentially skewing the results. Likewise, authors’ links to the NHS could suggest intentions to demonstrate this particular client group’s satisfaction with IAPT. Consequently, these issues raise questions regarding ethics. Nonetheless, the extra benefits experienced by group therapy participants suggests an area for further research; for example, assessing the effectiveness of group therapy against individual therapy for PND, especially since both have been found to be similar in terms of costs (Radhakrishnan et al., 2013). Moreover, the authors of the perinatal depression study (Millett et al., 2018) acknowledge the possibility that women may have been referred to take part by clinicians who felt they may be especially positive about IAPT, therefore it could be suggested that the absence of a similar acknowledgement in the Hadfield et al. (2019) study adds weight to the above discussion.
The rigidity of the IAPT programme was also a theme in studies involving clients with perinatal depression and PND (Millett et al., 2018; Hadfield et al., 2019), with eight of 10 of those involved in the former study reporting that they would benefit more from treatment tailored to their maternal context. Particpants with OCD in the Knopp-Hoffer et al. (2016) study felt similarly; they considered self-help materials to be too generic and found it difficult to engage in tasks that were less relevant to them. The authors state that tailoring self-help materials for this client group is especially pertinent given the varied symptoms associated with OCD. These studies indicate a need for the IAPT programme to tailor treatment not only for specific client groups but also individuals. Meanwhile, clients with personality disorder presentations frequently reported the importance of being able to link past to present in therapy (Lamph et al., 2020). However, tailoring therapy to meet the needs of this client group highlights a further need for trauma-informed approaches to be incorporated into therapy should past traumas be identified. Moreover, it could be argued that PWPs delivering low intensity treatments may not be confident or experienced enough to deviate from the specified approach, therefore further training would be beneficial in order to meet the needs of certain client groups.
Despite their wishes for more tailored treatments, all participants from the PND client group found their interventions helpful in improving mood, parental confidence and their relationship with their child. (Hadfield et al, 2019). Most thought the programme had met some of their needs, particularly if their beliefs about being a ‘bad mother’ were challenged and altered. Overall, the perinatal depression client group (Millett et al., 2017) found IAPT helpful, with seven out of 10 participants offering generally positive feedback, which included valuing how it helped them separate fact from fiction and identify what triggered their fear. It can therefore be said that CBT techniques such as thought challenging appear especially useful for this client group.
The six studies offer a snapshot of largely negative client experiences of IAPT across a range of client groups which identify areas in which the services offered could be improved. However, Knopp-Hoffer et al. (2016) point out limitations common to qualitative studies such as these, namely low response rates and small sample sizes. Aside from the Omylinska-Thurston et al. (2019) study which clearly focuses on unhelpful aspects of IAPT, it could be posited that those who participated in the remaining 5 studies represent a biased subgroup of clients who were drawn to the studies in order to have the opportunity to voice their negative experiences. It would therefore be highly beneficial for further qualitative studies to be carried out featuring larger sample sizes so that more nuanced responses could be gathered and a clearer picture formed which may include more positive aspects experienced by IAPT clients. Indeed, in gathering the research for this review it became apparent there is a dearth of qualitative literature on this topic, particularly of positive client experiences of IAPT. Thus the Omyliska-Thurston et al. (2019) study was included in this paper; that its negative stance is not balanced by a wholly positive study, which may appear biased, is acknowledged by this researcher.  
In terms of research limitations in the literature, interviews in the perinatal depression study (Millett et al., 2018) were taken from a larger body of research exploring experiences of a range of services for perinatal health issues, therefore more depth may have been gained through separate interviews focusing solely on IAPT. Meanwhile, the study featuring mothers with PND (Hadfield et al., 2019) involved a variety of therapy such as group CBT, individual CBT and, in the case of one participant, EMDR. While the authors acknowledge that such variety is representative of the real make-up of primary care mental health services for PND, it may mean each was not explored sufficiently enough. Further studies relating solely to, for example, client experiences of group therapy for PND, may produce a clearer, more detailed picture of the service’s strengths and weaknesses in this regard. Furthermore, common to all of the studies in this review is a lack of ethnic diversity among participants; the vast majority classed themselves as white British, although two studies (Amos et al., 2019; Lamph et al., 2020) state their sample to be representative of the area in which the research was carried out. However, it can be said that the lack of diversity leaves those with different ethnic backgrounds underrepresented; for example, in relation to the Hadfield et al. (2019) study, mothers of black and ethnic minority (BAME) or immigrant backgrounds have been found to frequently experience challenges in accessing mental health services for PND (Wittkowski et al., 2017), therefore recruiting more ethnically diverse participants is necessary to add greater depth to research as well as to potentially inform care that is more culturally relevant.
In conclusion, it can be said that the majority of participants in the above studies reported mixed or negative experiences relating to IAPT, which is pertinent since the research was carried out across a variety of client groups. Participants with PND and perinatal depression reported the most positive experiences, which may be because CBT is most effective for their particular presentations, although bias may have been a factor which contributed to the positivity of the findings in the PND study. Nonetheless, there appears to be a case for further assessment of group and individual therapy for PND since the former afforded additional benefits to study participants while being similarly cost effective.  Perceptions of face-to-face therapy being superior to lower intensity interventions were highlighted, further research could focus on levels of engagement during the latter and whether the perception of ‘inferior’ treatment contributes to drop-out. Therapist contact was considered valuable, supporting the importance of a therapeutic relationship from a client perspective, although it was also noted to be lacking or ‘clinical’ in lower intensity interventions; whether the latter contributes to lesser engagement and/or drop-out may be determined by further studies. Furthermore, additional research may also assess whether personalisation and tailoring of treatment positively affects client experience of IAPT and therapeutic outcome, since these were identified as important. Finally, greater sample sizes, and indeed more qualitative studies on client experiences of IAPT, paying particular attention to the above themes, would provide more breadth and depth to the research currently available and may contribute to identifying reasons for the large number of clients failing to complete the IAPT programme.
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