
INTRODUCTION
Improving Access to Psychological Therapies 
(IAPT) is a large-scale Department of Health 
initiative aiming to increase provision of 
psychological therapies in line with National 
Institute for Health and Care Excellence 
(NICE) guidelines for the treatment of 
depression and anxiety disorders.1 Central 
to IAPT is the provision of evidence-based 
therapies, particularly cognitive behavioural 
therapy (CBT), for the treatment of depression 
and anxiety disorders in a ‘stepped care’ 
approach. NICE guidelines recommend low-
intensity psychological therapy, for example, 
guided self-help or bibliotherapy, for sub-
threshold, or mild-to-moderate depression 
and mild anxiety disorders. High-intensity 
therapy, for example one-to-one CBT, in 
combination with antidepressant medication, 
is recommended for moderate and severe 
depression and many anxiety disorders, or 
when there is failure to respond to low-
intensity interventions.2

IAPT was established in two demonstration 
sites in 2006–73 and then rolled out in ‘waves’ 
in 2008–9, 2009–10 and 2010–12. By 2012, it 
was available in all 151 primary care trusts 
(PCTs) in England and was treating around 
10% of the population predicted to have 
anxiety and depression.4 PCTs needed to 
fulfil certain criteria, such as conducting a 
needs assessment, before being chosen 
as an IAPT site. The size of the workforce 

required in each IAPT service was calculated 
based on the likely prevalence of depression 
and anxiety in the PCT population (derived 
from survey data).5

Antidepressant prescribing has been 
increasing in England since the 1970s.6,7 The 
reasons for this are not fully understood, but 
there is no evidence for increased incidence, 
prevalence, care-seeking behaviour or GP 
identification of depression.8 One possible 
explanation is an increase in the proportion 
of patients receiving long-term treatment 
with repeat prescriptions.9 Despite clear 
NICE guidance based on current scientific 
evidence,10 there is a divergence of opinion 
among GPs about the clinical effectiveness 
of prescribing antidepressants.11,12

An economic argument for the 
establishment of IAPT was based on a 
cost–benefit analysis that mainly focused 
on the benefits of increased employment, 
in terms of the increased revenue gained 
from returning people to work.13 Evaluation 
of clinical and employment outcomes are 
central to the IAPT programme, and have 
shown some positive early results.1 Layard 
et al’s paper also hypothesised the potential 
savings to the NHS, in reduced costs of 
secondary care referrals for medically 
unexplained syndromes and psychiatric 
conditions, fewer GP visits, and significantly 
for this study, ‘less medication’.13

The impact of IAPT on antidepressant 
prescribing has yet to be established.11 The 
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Abstract
Background 
Antidepressant prescribing rates in England 
have been increasing since the 1970s. 
The impact of the Improving Access to 
Psychological Therapies (IAPT) initiative on 
antidepressant prescribing rates is unknown.

Aim
To investigate the impact of the establishment 
of IAPT services on antidepressant 
prescribing rates in primary care trusts 
(PCTs) in England.

Design and setting
A longitudinal time-series analysis, using PCT-
level data from 2008 to 2011 set in England.

Method
A time-series analysis was conducted 
using PCT-level prescription data, dates of 
establishment of IAPT services, and covariate 
data for age, sex, and socioeconomic status. 
Statistical analysis was carried out using 
analysis of variance and a random-effect 
negative binomial model. 

Results
Antidepressant prescribing rates in England 
increased by 10% per year during the study 
period (adjusted rate ratio = 1.10, 95% CI = 1.09 
to 1.10). The implementation of IAPT services 
had no significant effect on antidepressant 
prescribing (adjusted rate ratio = 0.99, 95% 
CI = 0.99 to 1.00). 

Conclusion
Introduction of a large-scale initiative to 
increase provision of psychological therapies 
has not curbed the long-term increased 
prescribing of antidepressants in England.

Keywords
antidepressive agents; cognitive behavioural 
therapy; depression; general practice; primary 
health care. 

e649  British Journal of General Practice, September 2013



costs of rising antidepressant rates are 
substantial, and as such, IAPT’s impact on 
these rates should be taken into consideration 
when calculating the clinical and cost-
effectiveness of the IAPT programme. There 
is only one study that investigates the impact 
of IAPT on healthcare utilisation.14 This local 
before-and-after comparison study showed 
that after accessing the IAPT service, patients 
with common mental health problems 
had increased rates of antidepressant 
prescriptions, as well as decreased rates 
of secondary care utilisation and decreased 
sickness absence, when compared with age 
and sex matched controls. While the impact 
of IAPT on healthcare utilisation has yet 
to be established, there has been some 
research into the impact of primary care 
psychological therapy (mainly counselling) 
on healthcare utilisation. A 2009 Cochrane 
review concluded that mental health 
workers working in primary care to deliver 
psychological therapy caused a significant 
reduction in GP consultations, prescribing, 
and secondary care referrals, although 
the changes were modest, inconsistent, 
and did not generalise to the wider patient 
population.15

The aim of this study was to investigate the 
impact of the establishment of IAPT services 
on antidepressant prescribing rates in PCTs 
in England. 

METHOD
Sources of data
Prescription data. The main outcome 
measure was antidepressant prescription 
items for PCTs in England for three 
consecutive time periods: April 2008 to 
March 2009, April 2009 to March 2010 and 
April 2010 to March 2011. Antidepressant 
prescription items included all drugs in the 
British National Formulary section 4.3 (4.3.1 
tricyclic and related antidepressant drugs, 
4.3.2 monoamine oxidase inhibitors, 4.3.3 
selective serotonin re-uptake inhibitors, 
and 4.3.4 other antidepressant drugs).16 
Prescription data were obtained from the 
NHS Information Centre iView website.17 This 

site provides figures based on information 
systems at NHS Prescription Services, and 
includes all NHS prescriptions dispensed in 
the community. The Prescription Services 
data are extracted from the ePACT.net 
system, which allows the NHS Information 
System to extract data via the NHS Net. 
There was a high level of data completeness, 
with missing data for only one PCT, which 
was excluded. 

IAPT service data. The main independent 
variable was the establishment of an IAPT 
service. Information was obtained about 
the date of establishment (in terms of year 
and quarter) of an IAPT service from the 
IAPT office at the Department of Health. 
PCTs were grouped in ‘waves’ according to 
when they were established. Wave 1 sites 
were defined as those with an IAPT service 
established between April 2008 and March 
2009, wave 2 sites between April 2009 and 
March 2010, and wave 3 sites after April 
2010. There are 151 PCTs in England. Data 
were available for 150 PCTs (including 3 
PCTs that had not established a service at 
the time of analysis, and excluding 1 PCT 
with missing prescription data).

Covariate data. The main PCT-level 
covariates were age, sex, and socioeconomic 
status. In addition, ethnicity was included as 
a covariate as antidepressant prescribing 
has been found to be lower in areas with high 
densities of black or South Asian people.18 
Two further ‘supply-side’ covariates were 
prevalence of depression recorded in 
general practice (the prevalence of anxiety 
was unavailable as it is not recorded in 
general practice), and GP density. 

• GP registered population, age (proportion 
over 15 years), and sex (proportion 
of females) were taken from the PCT 
registered population in 2010 (NHS 
Information Centre).19

• Ethnicity (proportion of black and ethnic 
minority) was taken from the 2009 
population estimates by ethnic group 
(Office for National Statistics).20

• Socioeconomic status was taken from the 
Index of Multiple Deprivation (IMD) levels 
for 2010 (Department of Communities 
and Local Government).21 IMD data for all 
PCTs were categorised into five quintiles: 
the first quintile for the most affluent and 
the fifth quintile for the most deprived 
(IMD score range for first quintile: 8.09–
15.51; second quintile: 15.54–20.34; third 
quintile: 20.36–26.11; fourth quintile: 
26.19–31.36; fifth quintile: 31.79–48.26).

How this fits in
Antidepressant prescribing rates in 
England have been increasing since the 
1970s. The cause of this is unknown, but 
may be due to an increase in long-term 
prescribing. The Improving Access to 
Psychological Therapies initiative has not 
curbed the increase in antidepressant 
prescribing. Further work is required to 
explore the reasons for this.
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• The prevalence of depression in each PCT 
was taken from the Quality and Outcomes 
Framework (QOF) for 2009–2010.22

• GP density (number of GPs/1000 people) 
was taken from NHS staff statistics by 
PCT (NHS Information Centre).23

Statistical analysis
Differences in the characteristics of PCTs 
in the three waves were tested for using 
analysis of variance. A time-series analysis 
was conducted to assess the impact of IAPT 
by including a continuous variable for the 
periods after the implementation of IAPT 
in a PCT. To control for the underlying time 
trend in antidepressant prescribing rates, 
the study model included a time variable 
(equal to 1 for April 2008 to March 2009, 
2 for April 2009 to March 2010, and 3 for 
April 2010 to March 2011). This multivariate 
model also adjusted for the ‘wave’ in 
which the IAPT site was established and 
sociodemographic characteristics such as 
age, sex, ethnicity, socioeconomic status, 

prevalence of depression, and number of 
GPs per 10 000 people.

A negative binomial model was used 
to account for the overdispersion of the 
outcome measure and a random effect 
specification to account for clustering of 
repeated measures within PCTs. The rate 
ratio was estimated by including an offset 
term, with coefficient equal to 1, to account 
for the different population sizes in each 
PCT.24 

Multicollinearity for the covariates 
controlled for was tested for in the analysis. 
The multicollinearity diagnostics (VIF 
= Variance Inflation Factor) were all less 
than 5, indicating that the assumption of 
reasonable independence among predictor 
variables was met. All the analyses were 
performed using Stata (version 10). 

RESULTS 
Descriptive statistics for PCT characteristics 
by wave are shown in Table 1. There were 
data for 150 PCTs in total. There was a 
statistically significant difference in the 
ethnic group composition and GP density 
between the three waves, with wave 1 sites 
having the lowest proportion of black and 
ethnic minority residents and the highest 
number of GPs/10 000 people. There was no 
statistically significant difference in the other 
covariates between the three waves. The 
significant difference in certain covariates 
between the three waves highlights the 
importance of controlling for these in the 
regression model.

Results for the regression analysis can be 
found in Table 2. From 2008 to 2011, there 
was a mean increase in antidepressant 
prescription rate of 10% per year (adjusted 
rate ratio = 1.10, 95% CI = 1.09 to 1.10). 
There was no significant effect of IAPT on 
antidepressant prescriptions (adjusted rate 
ratio = 0.99, 95% CI = 0.99 to 1.00). 

To test whether IAPT had a differential 
impact on prescribing rates depending on 
the wave of implementation, an interaction 
term was included between wave and IAPT 
variables. The results suggested that IAPT’s 
impact on antidepressant prescribing; 
however, did not vary by the different waves 
(P>0.05).

Results from the covariates demonstrated 
that sex, ethnicity, and socioeconomic 
status were associated with antidepressant 
use (Table 2). A 1% increase in the female 
population was associated with a 5% 
decrease in the prescription rate ratio. A 1% 
increase in the ethnic minority population 
was associated with a 3% decrease 
in the prescription rate ratio. Increasing 
socioeconomic deprivation had particularly 

Table 1. Primary care trust characteristics by wave
  Wave 1 Wave 2 Wave 3 
 All PCTs  2008–9 2009–10 2010–11 
Variable (150 PCTs) (34 PCTs)  (77 PCTs)  (39 PCTs) P-value

Proportion of population: aged >15 81.9% 82.3% 81.9% 81.7% 0.067

Proportion of population: female 50.0% 50.1% 50.0% 50.1% 0.180

Proportion of population: black and ethnic minority 13.5% 11.7% 12.8% 16.6% 0.004

Prevalence of depression 7.6% 7.7% 7.4% 7.6% 0.370

Number of GPs/10 000 people 5.6 5.7 5.6 5.3 <0.001

Average IMD score 23.9 23.3 24.0 24.2 0.720

IMD = Index of Multiple Deprivation. PCT = primary care trust.
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Table 2. Antidepressant prescribing rate ratios
Variable ARR 95% CI P-value

Time period, years 1.10 1.09 to 1.10 <0.001

Years after establishment of IAPT 0.99 0.99 to 1.00 0.61

Wave 1   (reference group)	 	 	
Wave 2 1.00 0.94 to 1.06 0.99 
Wave 3 0.98 0.91 to 1.05 0.55

Proportion of population: age <15 years 0.99 0.97 to 1.00 0.13

Proportion of population: female 0.95 0.92 to 0.98 0.001

Proportion of population: ethnic minority 0.97 0.97 to 0.98 <0.001

QOF prevalence of depression, % 1.09 0.89 to 1.34 0.38

Number of GPs per 10 000 population 1.03 0.98 to 1.07 0.29

Socioeconomic	status	(the	most	affluent	as	reference	group)	 	 	 	
  Second quintile 1.05 0.98 to 1.13 0.19 
  Third quintile 1.16 1.08 to 1.26 <0.001 
  Fourth quintile 1.22 1.13 to 1.32 <0.001 
  Fifth quintile (the most deprived) 1.32 1.20 to 1.44 <0.001

ARR = antidepressant prescribing rate ratio. QOF = Quality and Outcomes Framework.



marked associations with antidepressant 
use. The more deprived areas had higher 
antidepressant prescribing rates: compared 
with the most affluent areas, the rate 
ratio for the most deprived was 1.32 (95% 
CI = 1.20 to 1.44). 

DISCUSSION
Summary
Increasing antidepressant prescribing 
rates for PCTs in England were found, 
with a rise of 10% per year over the study 
period 2008–2011. The implementation of 
IAPT had no significant impact on these 
increasing rates. 

Strengths and limitations
This is the first national study to assess the 
association between establishment of an 
IAPT service and antidepressant prescribing 
rates, using a reliable source of national 
prescription data. Such an ecological study 
may be useful for ‘hypothesis generating’ so 
that the results can be investigated in further 
observational studies using individual-
level data. The study controlled for the 
time trend and several important covariates 
in the analysis, including demographic 
characteristics of PCT populations. 

Interpretation of these findings are limited 
by the ‘ecological fallacy’ that results when 
making causal inferences from group data 
to individual behaviours.25 For example, in 
the current study it cannot be concluded 
that individuals who were receiving 
antidepressants in each PCT were those 
who were in contact with the IAPT service. 
In addition, although the ecological study 
adjusted for many confounding factors, it 
did not account for comorbidity and the 
size and access rates of each IAPT service, 
as these data were unavailable. There is a 
wide variation in the number of therapists 
in each service, and hence, a variation in 
the number of clients able to access IAPT.1 
There are also certain limitations of routinely 
collected prescribing data. They only provide 
a narrow range of information (what drugs 
are prescribed and their cost), and cannot 
be linked to demographic or clinical data 
on patients.26 Furthermore, they do not 
provide information about the indications 
for which the drug was prescribed, and 
so it was not possible to ascertain what 
proportion of antidepressants prescribed 
during the study period were prescribed for 
depression.

Another limitation is the short timescale 
(2008–2011) used in the study. It may 
take more time for IAPT to become more 
widespread and to exert its full impact on 
antidepressant prescribing rates. 

Comparison with existing literature
The rise in antidepressant prescribing rates 
over time is consistent with several existing 
studies.6,7 Previous studies have found 
few reasons to explain this general rise 
other than an increase in the proportion of 
patients receiving long-term treatment with 
repeat prescriptions.8,9 The lack of impact 
of IAPT on antidepressant prescribing at 
a population level is supported by several 
studies. For example, a 2009 Cochrane 
review concluded that any reduction in 
prescribing that occurred when individuals 
had access to psychological therapy 
did not generalise to the wider practice 
population/community.15 This finding is 
corroborated by other primary studies.27,28 
A recent economic evaluation of an 
IAPT demonstration site found that IAPT 
provided a service that was ‘probably cost-
effective’ within the usual NICE threshold 
range of £20 000–£30 000, although with 
considerable uncertainty surrounding 
the costs and outcome differences.29 This 
evaluation considered the lack of inclusion 
of medication costs as a study limitation.29

Implications for research and practice
These findings will be useful additional 
information for future economic evaluations 
of IAPT, and as such, will be of interest to 
those commissioning services, in particular,  
GPs in England from April 2013.

The interpretation of antidepressant 
prescribing rates is complex. Several 
recent factors may impact on diagnosis and 
management of depression. For example, 
QOF incentives following a diagnosis of 
depression may either increase rates or 
alternatively discourage GPs from applying 
a ‘label’ because of the workload involved. 
In addition, waiting times for IAPT may 
necessitate intermediate action by GPs, 
such as prescribing antidepressants. 
As these results suggest that IAPT has 
not curbed the rise in antidepressant 
prescribing, it is important to re-explore 
factors that influence this prescribing. This 
may involve qualitative studies investigating 
the influences of GPs’ prescribing patterns, 
particularly with regards to attitudes 
towards IAPT, and the role of medication 
in the treatment of depression and anxiety. 
Interviewing patients would also be of 
worth.

It would be useful to repeat the current 
study in a few years to ascertain the longer-
term impact of IAPT on antidepressant 
prescription trends. It may also be 
informative to include changes in anxiolytic 
prescription rates, as IAPT aims to treat 
both depression and anxiety disorders.
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