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Aim: To determine the effectiveness of primary care chaplaincy (PCC) when used as the

sole intervention, with outcomes being compared directly with those of antidepressants.

This was to be carried out in a homogenous study population reflective of certain

demographics in the United Kingdom. Background: Increasing numbers of patients

are living with long-term conditions and ‘modernmaladies’ and are experiencing loss of

well-being and depression. There is an increasing move to utilise non-pharmacological

interventions such as ‘talking therapies’ within this context. Chaplaincy is one such

‘talking therapy’ but within primary care its evidence base is sparse with only one

quantitative study to date. There is therefore a need to evaluate PCC excluding those

co-prescribed antidepressants, as this is not evidenced in the literature as yet. PCC also

needs to be directly compared with the use of antidepressants to justify its use as a valid

alternative treatment for loss of well-being and depression. Methods: This was a

retrospective observational study based on routinely collected data. There were 107

patients in the PCC group and 106 in the antidepressant group. Socio-demographic data

were collected. Their pre- and post-intervention (either chaplaincy or antidepressant)

well-being was assessed, by the Warwick-Edinburgh Mental Well-being Scale

(WEMWBS) which is a validated Likert scale. Findings: The majority of both groups

were female with both groups showing marked ethnic homogeneity. PCC was asso-

ciated with a significant and clinically meaningful improvement in well-being at a mean

follow-up of 80 days. This treatment effect was maintained after those co-prescribed

antidepressants were removed. PCC was associated with an improvement in well-being

similar to that of antidepressants with no significant difference between the two groups.
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Introduction

For several years now there has been a mandate for
the provision of spiritual care within the NHS
(Scottish ExecutiveHealth Department HDL, 2002;
Scottish Government Department of Health and
Wellbeing, 2008). Such provision in primary care is

somewhat behind the curve of secondary care.
However, there are signs of growth with the devel-
opment of the Community Chaplaincy Listening
Service (Mowat et al., 2012; Bunniss, 2013) and
Sandwell and West Birmingham Chaplains for
Wellbeing project (Bryson et al., 2012) along with
other smaller projects.
Certainly when viewed as a ‘talking therapy’,

primary care chaplaincy (PCC) fits well into the
political agenda (DOH, 2011), with a govern-
mental desire for timeously accessible ‘talking
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therapies’ for patients with mental health issues.
Practically this can be challenging to achieve due
to lack of availability. PCC typically fits well into
this model due to local provision, flexible
appointments and practice attached chaplains.
Spirituality within healthcare can be difficult to

define. It is, however, well encapsulated by Parga-
ment (1999) when he describes it as a search for the
sacred. It can also be seen as a search for meaning
in the midst of suffering but ultimately, many defi-
nitions point to the concept of transcendence
(Tanyi, 2002; King and Koenig, 2009; Puchalski
et al., 2009). PCC should at its best support patients
who in their disease search for meaning, wholeness
and indeed transcendence.

Rationale for chaplaincy
As we face the well-recognised issues of an age-

ing population (Christensen et al., 2009; Oliver,
2012) and the increase in long-term conditions
(LTC) (Barnett et al., 2012) it will be important to
utilise such PCC services. It is known that patients
with LTC’s experience more mental health issues
(some estimate up to 30%) (Cimpean and Drake,
2011) which affect their well-being. Patients with
LTC’s will do well to engage with a new definition
of health (Mathers, 2014), which will require them
to adapt to and self manage their multiple health
issues. With such longevity and multimorbidity
will come a greater awareness of physical losses,
and the need for wholeness independent of their
physical condition. It could be argued that, in the
face of their declining physical health, patients will
therefore require greater spiritual resilience
(Manning, 2014) to co-exist with this new health
definition. It would also seem that the concept
of reducing the burden of treatment (Mair and
May, 2014) in LTC’s could be fulfilled by PCC as
opposed to potential use of further medication such
as antidepressants. Patients are often aware of their
spiritual needs, value support in addressing them
(Williams et al., 2011) and are receptive to spiritual
care in palliative settings (Delgado-Guay, 2014). It
seems reasonable to provide the same holistic care
for LTC’s that we provide for palliative patients.
Indeed patients value spiritual needs being raised
by practioners (Ehman et al., 1999; Vallurupalli
et al., 2012) and are aware of their inner needs or
spirituality impacting on their health.
The other cohort of patients recognised to ben-

efit from addressing a new ‘way of being’

(Mathers, 2014) and holistic health promotion
are those suffering from one of the ‘modern
maladies’ described by Hanlon et al. (2011).
Hanlon describes loss of well-being (as distinct
from depression), obesity, addictive behaviours
and depression as the epidemics of our time. There
is evidence that these conditions are possibly over
medicalised and potentially medicated due to
various pressures (Moscrop, 2011; Moynihan,
2011; Dowrick and Frances, 2013; Hofmann, 2016).
It is also thought that such presentations reflect an
underlying ‘inner’ or spiritual need that is not met
by the prevailing philosophies of modernity such as
‘materialism, individualism and consumerism’

(Hanlon et al., 2011).
These very practical needs for PCC coupled

with patients receptiveness creates an environ-
ment ideal for PCC.

PCC intervention
The ‘type’ of PCC delivered is based on the work

done in the author’s practice. Regent Gardens
Medical Practice PCC started in 2008. It was initially
based solely on the model provided by the Karis
Medical Practice based in the Sandwell hub (Bryson
et al., 2012). This is rooted in a ‘human givens’ or
‘deepest human needs’ (Bryson et al., 2012)
approach and is informed by Maslow’s hierarchy of
needs (Maslow, 1943; Maslow, 1970 [1964]),
addressing themes of significance and security. Over
time the author’s practice has developed PCC into a
synthesis of the Karis model and the ‘modern
maladies’ approach of Hanlon et al. (2011). When
such modern malady presentations arise they are
seen as ‘cues’ that may be highlighting a deeper
inner need, thus prompting a referral to PCC.

It can be difficult to fully describe what happens
in a PCC intervention. However, certain key fea-
tures have been evidenced from the literature
(McSherry et al., 2016). These resonate with the
author’s practice where listening with generosity of
time, spiritual direction in the search for meaning
and compassionate presence are key to the impact
upon patient well-being.

Reason for study
There are certain rate limiting factors to such ser-

vice delivery. Some of these centre around resource
and practioner confidence in raising spiritual matters
in the consultation (Vermandere et al., 2011).
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However, as with any new service confidence
increases as evidence of effectiveness accumulates.
There is to date a relatively small body of research
into PCC. The study by Kevern and Hill (2015) was
the first quantitative study looking at patient well-
being before and after PCC intervention. This study
showed a clinically significant improvement in
patient well-being post-chaplaincy intervention. It is
noteworthy that this was an ethnically diverse
population with a probable richness of worldviews.
A follow-up study (Kevern, 2015) identified that
despite this clinical improvement in well-being, the
use of resource in the form of future GP consulta-
tions and prescriptions of antidepressants did not
diminish. It also seems there is a need to evaluate
non-pharmacological therapies in LTC’s given it is
common comorbidity of mental health pathology.

In view of these findings there was felt to be an
opportunity to contribute to the evaluation of
PCC, further clarifying its impact on patient well-
being. The objectives of this study were therefore
threefold.

Objectives

1. Determine if PCC is associated with improve-
ment in well-being in patients who receive this
intervention alone.

2. Determine if PCC is associated with improve-
ment in well-being relative to typical care – in
this case antidepressants.

3. Determine if PCC is associated with improve-
ment in well-being in a homogenous population.

Methods

Study design
This study was a retrospective service evalua-

tion. It was purely observational with no allocation
or randomisation occurring.

Participants and setting
This study took place entirely with patients from

Regent Gardens Medical Practice. This is a
suburban General Practice near Glasgow with
relatively little ethnic diversity, significant eco-
nomic diversity and a list size of just under 10 000.
Patients aged 16 and over (Brown, 2008) attending
the practice chaplain or starting antidepressants

between 1March 2015 and 1August 2016 had their
routinely collected data analysed. This time period
was chosen as there was optimal continuity (prior
to the chaplain’s sabbatical). It also coincided with
an adequate number of participants, see below for
sample size calculation.

Patients were given written and verbal infor-
mation at the initial contact regarding the purpose
of the service evaluation. Their written consent
was obtained to use this data at this first contact.

The notes of patients in the chaplaincy (C) group
were reviewed once the data collection finished.
This allowed identification of those co-prescribed
antidepressants. These patients were removed to
form the ‘cleaned’ chaplaincy (CC) group. There
were therefore three groups: (C), (CC) a subset of
(C) and the antidepressant group (AD).

Intervention
Patients were assessed by their GP and either

started on an antidepressant or referred to the
practice chaplain. This assessment was based
solely on their usual consultation skills with
patients being included in decision making. It is,
however, known, from previous internal semi-
structured interviews, that certain factors do
influence GP’s referral to PCC within this practice.
Speed of access into PCC is known to encourage
referral. The presenting issue also has a bearing on
referral. Patients with issues of bereavement, loss
or psychosocial crisis are more likely to be refer-
red. This is borne out in the results below.

The practice chaplain saw each referred patient
within a week of referral. Duration of appointment
was determined by the patient (up to 1h) as were the
number of future appointments. Chaplaincy inter-
vention was in line with the model described above.

Assessment tool
Warwick-Edinburgh Mental Well-being Scale

(WEMWBS) is a 14-itemwell-being scale scored by
the summation of a 1–5 Likert scale (Appendix 1).
The chaplain oversaw it is administration in group
(C) and the involved GP oversaw it is administra-
tion at first contact in group (AD). It was selected to
evaluate the difference in pre- and post-
intervention well-being, as it was the rating scale
used in the only other quantitative PCC study
(Kevern and Hill, 2015). It is also well validated in
several settings including Scotland (Braunholtz
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et al., 2007; Tennant et al., 2007; Maheswaran et al.,
2012; Bartram et al., 2013). It assesses mental well-
being as opposed to mental health and so will
reduce ceiling effects that may obscure health
improvement in the healthier end of a population
(Brown, 2008). Although it has not been validated
for use in the diagnosis of depression it was not
being used for this purpose with clinician’s usual
judgement being relied on. It is, however, known to
have a strong inverse correlation with the Centre
for Epidemiologic Studies Depression (CES-D)
scale for depression (Donatella, 2012). CES-D
(Radloff, 1977) has frequently been used as the
gold standard assessment tool in such studies.
WEMWBS cut-off scores of <40.5–41.5 and <44.5
correlate highly with risk of major depression and
depression, respectively. These scores equate to the
CES-D cut-off scores that are most stringent for
diagnosing depression and have the greatest sensi-
tivity and specificity of>90% (Vazquez et al., 2007).
A clinically significant improvement in well-

being is evidenced by an increase of 7 points
(Maheswaran et al., 2012).
Permission was granted for use in this project by

Warwick Medical School in January 2015.
Patients were sent a post-interventionWEMWBS

by means of a stamped addressed envelope for ease
of return. This was sent at 6 weeks and 12 weeks
with the intention of achieving at least one return.
Where more than one return was received the final
return was used in the data analysis. This concept of
a ‘final’ return is utilised in the original study in PCC
(Kevern and Hill, 2015).

Sample size
A formal sample size was not calculated given

this was a service evaluation. However, early work
done in validating the use of WEMWBS (Brown,
2008) has shown that in a list of 10 000 patients a
sample size of 133 patients should detect a change
down to the level of 3 points, with significantly less
patients required to detect a larger increment.

Data management and analysis
Data were collected and entered into respective

encrypted excel sheets in line with WEMWBS
guidelines (Brown, 2008). Data entry were checked
by a third party who was blind to the study concept.
Any missing data were handled according to the
WEMWBS guidance – that is, if one item was
missing from the returned questionnaire it was

filled by imputation. It was given the lowest possi-
ble value. If more than one item was missing the
data were discarded. Only eight questionnaires
required imputation for one item of missing data
and no questionnaires had more than one item
missing.

GraphPad Prism 7 was used to analyse data with
all patients enrolled included.

Data included pre- and post-WEMWBS scores,
age, gender, employment status and ethnicity for
all three groups AD, C and CC. Specific statistical
test used are described in each result section.

Results

Figure 1 shows a flowchart of study participants.
The mean duration of days between first and

final WEMWBS was AD 80.6 95% confidence
interval (CI) 73.3–87.8, C 80.14 95% CI 72.9–87.3
and CC 82 95% CI 72.3–91.7.

Presenting issues
In addition to depression or anxiety, the pre-

valence of issues of loss, bereavement, relationships,
image or self acceptance were C 70% and AD 42%.

Antidepressants used
Standard antidepressants were used as follows:

sertraline 64 (42 on 50mg, 21 on 100mg and 1 on
150mg), citalopram 19 (3 on 10mg and 16 on
20mg), mirtazipine 14 (11 on 15mg and 3 on 30mg),
trazdone 2 (50mg), amitryptiline 3 (20mg), fluox-
etine 3 (20mg) and paroxetine 1 (20mg). The
average duration of antidepressant prescription was
6.3 months (median 7, mode 3). There was no evi-
dence of non-prescription use of antidepressants. In
total, 20 patients in the antidepressant group were
advised to attend non-PCC counselling but as this
was a self-referral service uptake figures were not
available.

For the sake of clarity baseline characteristics
were compared between the three groups but pre-
and post-interventionWEMWBS scores were only
compared between AD and CC to show the effect
of PCC alone relative to antidepressants.

Comparison of baseline characteristics between
groups AD, C and CC

The socio-demographic characteristics of each
group are summarised in Table 1. χ2 test was used
to assess data.
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There was no significant difference in char-
acteristics between the groups:

a. Gender: There was a higher proportion of
females than males in all three groups by a
ratio of at least 3:1.

b. Employment status: The data were grouped as
employed, unemployed or retired. Although
the differences between groups were not
significant there was a slightly higher percen-
tage in C and CC who were retired.

c. Ethnicity: The data were grouped as White,
Black or Asian. Each group showed remarkable
homogeneity, each at over 97% White. This
reflects the over all practice population.

d. Age: The data were grouped in age ranges of 10
years from 16 years old. Although not reaching
significance there was a slight preponderance of
25–39-year olds in the AD group and >65-year
olds in the CC group.

e. Initial WEMWBS score: Table 2 summaries the
data. Unpaired t tests were used to assess data.

Figure 1 Flowchart of study participants.
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AD was compared with C and then CC. The
baselines scores were significantly different
between groups, with the greatest difference
being between AD and CC. However, each
groups’ mean baseline scores were below the
40.5–41.5 and 44.5 cut-off scores found in the
Donatella (2012) paper to correlate highly with
likelihood of major depression and depression,
respectively. It therefore could be argued that
each group is similar at baseline in terms of
diagnosis but not in the extent of symptoms.

f. Followed-up (FU)/lost to follow-up (LTFU):
χ2 test was used to test for difference in

follow-up rates between the three groups as
displayed in Table 3. Thus, there was no
significant difference in follow-up rates between
groups. Follow-up rate was noted to be high.

g. Baseline WEMWBS in FU/LTFU: Unpaired
t tests (and Mann–Whitney U test where non-
parametric) were used to compare baseline
WEMWBS scores for FU and LTFU within each
of the three groups. AD median (interquartile
range: IQR) FU 32.5 (25–39), LTFU 35 (28.5–38),
P 0.27. Cmean (standard deviation: SD) FU 37.86
(9.14), LTFU 34.81 (9.49), P 0.18. CC median
(IQR) FU 40 (35–47), LTFU 38 (33.5–45), P 0.51.

Table 1 Socio-demographic status of study participants

Socio-demographic
status

AD (n = 106)
[n (%)]

C (n = 107)
[n (%)]

CC (n = 54)
[n (%)]

Test of difference
(P value)a

Sex
Male 26 (25) 21 (20) 13 (76) 0.66
Female 80 (75) 86 (80) 41 (24)

Ethnicity
White 104 (98) 104 (97) 53 (98) 0.53
Black 0 (0) 2 (2) 1 (2)
Asian 2 (2) 1 (1) 0 (0)

Age
16–24 13 (12) 7 (7) 2 (4) 0.21
25–39 35 (33) 26 (24) 14 (26)
40–54 23 (22) 22 (21) 10 (19)
55–64 17 (16) 23 (21) 10 (19)
>65 18 (17) 29 (28) 18 (32)

Employment status
Employed 57 (54) 49 (46) 26 (48) 0.18
Unemployed 30 (28) 27 (25) 10 (19)
Retired 19 (18) 31 (29) 18 (33)

AD = antidepressant group; C = chaplaincy group; CC = ‘cleaned’ chaplaincy group.
a P value was calculated by χ2 test.

Table 2 Baseline WEMWBS of study participants compared between groups, expres-
sed as a mean with standard deviation

AD (n = 106) C (n = 107) Test of differencea

Baseline WEMWBS [mean (SD)] 32.71 (8.84) 37.08 (9.23) P value = 0.0005b

AD (n = 106) CC (n = 54)
Baseline WEMWBS [mean (SD)] 32.71 (8.84) 40.41 (8.74) P value⩽0.0001c

WEMWBS = Warwick-Edinburgh Mental Well-being Scale; AD = antidepressant group;
C = chaplaincy group; CC = ‘cleaned’ chaplaincy group.
a P value was calculated by unpaired t tests.
b P value was calculated by unpaired t tests comparing AD with C.
c P value was calculated by unpaired t tests comparing and AD with CC.
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Summary
There is marked similarity between all three

groups for each of the baseline socio-demographic
characteristics. The majority of participants were
white females with a greater proportion of younger
patients in the AD group and older patients in the
CC group. Attrition rates are not significantly dif-
ferent between groups and do not impact on
baseline WEMWBS. Initial WEMWBS differs
between groups with (AD) being the lowest.
However, each groups’ initial WEMWBS corre-
lates with the same CES-D category – ‘at risk for
major depression’.

Pre- and post-intervention WEMWBS scores

a. Change in WEMWBS score: Paired t tests were
used to test for difference in pre- and post-
intervention scores for each group. AD mean
(SD) 8.81 (9.08), 95% CI 6.79–10.83,
P< 0.0001. CC 7.53(8.92), 95% CI 4.86–10.21,
P< 0.0001. First and final scores were used.
Although not formally tested, there appeared
to be a slight trend towards a linear increase in
WEMWBS score when 6- and 12-week scores
were compared in the CC group. There was no
trend identifiable in 6- and 12-week scores in
the AD group.

b. Comparison of improvement in WEMWBS
between groups: Table 4 displays this data and
shows AD compared with CC. An unpaired
t test was used to test for difference. There is no
significant difference in improvement between
the groups as shown in Figure 2.

c. Comparison of responders between the groups:
This was calculated by χ2 test. A score of 7 or
more was used as the definition of clinical
response. As seen in Table 5, there was no
significant difference in response rate between
the groups. It is noteworthy that both cha-
plaincy and antidepressants were effective in
just over 50% of participants.

d. Comparison of initial WEMWBS with improve-
ment in WEMWBS: This was calculated with
Pearson’s two-tailed test and showed a weak
inverse correlation r = − 0.395, 95%
CI −0.57 to −0.19, P 0.0003 in AD and a
moderately strong inverse correlation
r = − 0.471, 95%CI −0.67 to −0.21, 0.0011 in CC.

e. Number of follow-up appointments (GP or
PCC): The number of follow-up appointments
(GP only in AD and chaplain only in CC) was
compared between groups AD and CC. AD
mean (SD) 1.77 (1.03), 95% CI 1.54–2.00. CC
mean (SD) 1.98 (1.69), 95% CI 1.51–2.45.
There was no significant difference between
the groups with P value of 0.46.

Table 3 Loss to follow-up expressed as number and percentage

AD (n = 106)
[n (%)]

C (n = 107)
[n (%)]

CC
(n = 54) [n (%)]

Test of
difference (P value)a

Followed-up 80 (75) 86 (80) 45 (83) 0.47
Lost to follow-up 26 (25) 21 (20) 9 (17)

AD = antidepressant group; C = chaplaincy group; CC = ‘cleaned’ chaplaincy group.
a P value was calculated by χ2 test.

Table 4 Comparison of changes in WEMWBS scores between groups expressed as
mean with standard deviation

AD (n = 80) CC (n = 45)

Change in WEMWBS [mean (SD)] 8.81 (9.08) 7.53 (8.92) P value = 0.49

WEMWBS = Warwick-Edinburgh Mental Well-being Scale; AD = antidepressant group
with pre- and post-scores; CC = ‘cleaned’ chaplaincy group with pre- and post-scores.
P value was calculated by an unpaired t test comparing AD with CC.
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f. Number of follow-up appointments (GP): The
number of follow-up appointments (GP only in
both AD and CC) was compared between
groups AD and CC. AD mean (SD) 1.77
(1.03), 95% CI 1.54–2.00. CC mean (SD) 0.91
(1.19), 95% CI 0.56–1.24. An unpaired t test
showed a significantly lower mean follow-up
rate in the PCC group with P value <0.0001.

Summary
Both groups showed a significant increase in

WEMWBS score post-intervention, with each being
>7. The improvements were very similar with no
significant difference evident between the groups.
This trend seemed to be further clarified when ana-
lysed by comparison of responders to non-
responders.
The increase in well-being scores in PCC,

therefore seems to be non-inferior to anti-
depressants. This increase in well-being scores in

PCC has occurred in a homogenously Caucasian
population, and when used as the sole intervention
without co-use of antidepressants. The CC group
showed the highest inverse correlation between
initial and final WEMWBS suggesting those with
the lowest initial scores tend to derive the greatest
benefit from intervention. The number of follow-
up appointments with a GP was significantly less in
the CC group.

Discussion

Comparison with previous studies
This study has similar findings to the previous

research in PCC (Kevern andHill, 2015).We found
an evidence-based clinically significant improve-
ment (Maheswaran et al., 2012) in well-being after
PCC intervention. We, like the above authors,
found a significant inverse correlation between
initial WEMWBS and change in WEMWBS.

Each group in this study was predominately
female. This is in keeping with other population
studies of mental health which show females to
have higher rates of depression, medication use
and use of mental health services (Van der Heyden
et al., 2009). The challenge then remains as to how
to promote mental health services such as PCC to
men. A larger study would allow subgroup analysis
and provide insights into men’s use of PCC.

This study differs from previous research in that
the ethnicity of participants was homogenous,
being nearly uniformly Caucasian. This is a helpful
finding as it seems to validate the use of PCC in this
particular cohort, which can be representative of
certain demographics in the United Kingdom, as
opposed to the more diverse initial study popula-
tion mentioned above. This study is also different
from previous research (Kevern, 2015), in that it
shows a reduction in follow-up GP appointments
in the PCC group relative to the AD group.

Principal findings
Amajor benefit of this study is the creation of the

‘cleaned’ chaplaincy group. To the author’s knowl-
edge this is the first study that has looked at PCC
and controlled for concurrent use of antidepressants
by creating the (CC) subgroup. This study shows an
association between PCC and an improvement in
well-being score. The improvement is defined
in the literature as being significant (Maheswaran

Figure 2 Comparison of change in Warwick-Edinburgh
Mental Well-being Scale (WEMWBS) between groups
expressed as mean with 95% confidence interval.

Table 5 Comparison of responders with non-responders
between groups where 7 or greater is defined as response

AD
(n = 80)

CC
(n = 45)

Test of
differencea

Number of patients
Responders [n (%)] 42 (52.5) 23 (51) P

value = 0.92
Non-responders [n (%)] 38 (47.5) 22 (49)

AD = antidepressant group with pre- and post-scores;
CC = ‘cleaned’ chaplaincy group with pre- and
post-scores.
a P value was calculated by χ2 test.
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et al., 2012). Furthermore, the inverse correlation
between initial WEMWBS score and change in
WEMWBS score was highest in PCC. This novel
data seems to add to the literature and shows PCC
emerging on its own merits as a valid intervention
for low well-being and depression. In light of this
improvement in well-being, it would be reasonable
for clinicians to have an increased confidence in the
use of PCC.

As already noted such talking therapies are poli-
tically favoured currently (Gray, 2015). It is also
known that less than half of patients referred enter
such services (Wise, 2014) with some of this dropout
rate felt to be due to delay in access. The model of
PCC used in the author’s practice and the other
models noted above, overcome this through an
onsite chaplain integrated fully into the primary care
team. This allows a flexible responsive service which
further promotes PCC as a viable alternative option.

A recent metanalysis has shown the talking-
based therapy, cognitive behavioural therapy to be
as effective as second generation antidepressants
(Amick et al., 2015). Reflecting on this, the other
main objective of this study was to treat PCC as a
type of talking therapy and assess its effectiveness
relative to the use of antidepressants. PCC has been
shown to be associated with an improvement in
WEMWBS in line with that of antidepressants.
There was no significant difference in improvement
between the groups. This suggests that PCC (and
PCC alone) is associated with similar improve-
ments in well-being to that of antidepressants and
certainly is no worse. This seems to justify its use as
a ‘talking therapy’ alternative to medication.

Although it could be argued that anti-
depressants and PCC are therefore of similar value
it seems reasonable to assume they have some
specific contexts that enhance their respective
usefulness. The (AD) group had a lower initial
well-being. It may well be that such patients would
not engage as well with PCC until their well-being
score improves to the baseline we see in the PCC
group. Perhaps use of antidepressants and PCC
should be matched to presenting well-being score
to maximise potential improvement in well-being.
It is noteworthy, that the PCC group showed the
strongest inverse correlation between low baseline
well-being and improvement in well-being. This
does suggest those attending PCC with low scores
will tend to have the best outcomes. PCC could
also be utilised when there is a need to reduce the

burden of treatment and polypharmacy. This is
likely to be particularly beneficial in the LTC’s
mentioned above. Finally, antidepressants are
reported to have both physical (Bet et al., 2013)
and emotional (Price et al., 2012) side effects. PCC
can be offered as a useful treatment option in
patients keen to avoid these potential issues or in
those who have specific contraindications.

There does seem to be a lower number of follow-
up GP appointments in the PCC group relative to
the AD group. It is possible this was achieved by
their attendance at PCC. However, this simply
reflects their GP appointments relative to the AD
group and not their personal reduction of appoint-
ments before and after PCC intervention.

Strengths of study
This study has met it is initial objectives and has

demonstrated an association between improve-
ment in well-being and PCC, relative to anti-
depressants in a homogenous population. It seems
in line with and additive to existing research. There
was a good follow-up rate with no difference in
initial well-being of those LTFU.

Limitations of study
As this study is not a prospective randomised

controlled trial it is open to sources of bias and
confounding. In an attempt to mitigate against
this, socio-demographic features were compared
between groups and encouragingly no significant
differences were found. There was, however, a dif-
ference in baseline WEMWBS between the groups.
This may imply a difference in nature as well as
severity of loss of well-being that may alter potential
for change in WEMWBS. Selection bias may have
been a feature. Patients who choose to attend cha-
plaincy may be more likely to respond to such input
than those who request antidepressants. The con-
verse may also be true. Confoundingmay also play a
role in that the distribution of reactive triggers and
negative life events during the follow-up period may
not have been equally distributed between groups,
thus affecting outcomes. A further factor may have
been the difference in practioner input with the
potential for a greater improvement arising simply
from more practioner input. There were, for exam-
ple, a greater number of follow-upGP appointments
in the antidepressant group. It is acknowledged that
PCC appointments are much longer than GP
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appointments pointing to the likely qualitative dif-
ference accounting for improvement in the PCC
group. Finally, some patients in the antidepressant
group may also have accessed counselling.

Conclusion

This study has shown that PCC (used as sole therapy)
is associated with an improvement in well-being and
has justified its use relative to antidepressants. This
has been found to apply to those with loss of well-
being and those at risk of major depression. Given
the growing body of evidence it now seems reason-
able to proceed to a prospective trial. This should
ideally be done in the form of a multicentre
randomised controlled trial comparing PCC with
antidepressants. This would reduce bias and con-
founding, would allow detailed subgroup analysis
and matching of initial WEMWBS between groups.
It is recognised that PCC is still in it is embryonic

phase. It is hoped that the above findings com-
bined with those cited will increase clinician and
patient confidence in the service. There remain
many issues such as: which model is most effective,
how to establish PCC in other practices and
resources of time and people. Each of these are
worthy of further research.
As we continue to navigate the road map of

patient care it looks like PCC may well be a useful
intervention for patients, particularly those with
modern maladies and LTC.
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Appendix 1

Below are some statements about feelings and thoughts.

Please tick the box that best describes your experience of each over the last 2 weeks

Statements None of the time Rarely Some of the time Often All of the time

I’ve been feeling optimistic about the future 1 2 3 4 5
I’ve been feeling useful 1 2 3 4 5
I’ve been feeling relaxed 1 2 3 4 5
I’ve been feeling interested in other people 1 2 3 4 5
I’ve had energy to spare 1 2 3 4 5
I’ve been dealing with problems well 1 2 3 4 5
I’ve been thinking clearly 1 2 3 4 5
I’ve been feeling good about myself 1 2 3 4 5
I’ve been feeling close to other people 1 2 3 4 5
I’ve been feeling confident 1 2 3 4 5
I’ve been able to make up my own mind about things 1 2 3 4 5
I’ve been feeling loved 1 2 3 4 5
I’ve been interested in new things 1 2 3 4 5
I’ve been feeling cheerful 1 2 3 4 5

©WEMWBS
Warwick-Edinburgh Mental Well-being Scale (WEMWBS)© NHS Health Scotland, University of Warwick and University
of Edinburgh, 2006, all rights reserved.
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