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Abstract 15 

Rationale, aims and objectives 16 

The concept of patient or case complexity is relevant – and widely used – at all levels and 17 
stages of mental health service provision, but there have been few methodologically robust 18 
attempts to define this term.  This study aimed to establish a consensus on factors 19 
contributing to patient complexity in adult psychological services using Delphi Methodology.   20 

Method 21 

Applied psychologists in a single urban/suburban UK National Health Service setting took part 22 
in a three-round modified Delphi study.  Twenty-eight respondents in round one gave 23 
qualitative data on factors they considered when assessing complexity, which was subject to 24 
thematic analysis.  Twenty-five respondents in round two rated how central/peripheral each 25 
theme was to their judgement using Likert scales.  In a third round, twenty respondents 26 
addressed discrepancies and possible utilities of the emerging framework. 27 

Results 28 

Thirteen factors contributing to patient/case complexity (Active Severe/Enduring Mental 29 
Health, Current Coping/Functioning, Engagement, Forensic History, Iatrogenic Factors, 30 
Interpersonal Functioning, Neuro-Cognitive Functioning, Physical Health, Problematic 31 
Substance Use, Risk, Severity/Chronicity of Presenting Problems, Systemic and Socio-32 
Economic Factors and Trauma) were identified with a high degree of consensus.  All were 33 
rated as central to complexity.     34 

Conclusions 35 

We conclude that applied psychologists do have a shared understanding of complexity and 36 
make recommendations for further research validating, developing and applying this 37 
empirically derived framework.  38 

Keywords: psychological, complexity, definition, operationalising, framework development, 39 
clinical judgement 40 

  41 
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Introduction 42 

You keep using that word.  I do not think it means what you think it means. 43 
Reiner 1987, The Princess Bride 1 44 

 45 
The concept of patient or case complexity is relevant – and widely used – at all levels and 46 
stages of mental health service provision.  Service planners must have a sense of 47 
approximately what proportions of their population will have more and less complex needs 48 
to optimally distribute resources.  Triaging teams must have a sense of which services or 49 
clinicians are best suited to meet the needs of patients with specific degrees or features of 50 
complexity.  Clinicians must have a sense of the unique complexities of each patient’s 51 
formulation to be able to select the focus, mode and intensity of intervention.  Yet the 52 
absence of a robust and widely-shared method of defining and measuring complexity means 53 
that these decisions are typically taken on the basis of sense alone – often called ‘clinical 54 
judgement’ - without the benefit of supporting data.2 55 

This absence has an impact in the research context also, with some authors suggesting that 56 
untested beliefs among those in clinical practice that their patients are ‘more complex’ than 57 
those included in clinical trials fuels unwarranted scepticism about the applicability of 58 
research findings.3   59 

Attempts have been made to apply formal methods to defining complexity in other fields.  For 60 
example, Manning and Gagnon 4 used concept clarification to track the evolving meaning of 61 
complexity in medical settings, while Thomas et al 5 used Group Concept Mapping to develop 62 
a matrix for scoring patient complexity in district nursing. 63 

Within psychology and mental health there are many articles about complexity, some 64 
specifically referencing the absence of a shared definition, 6 but few attempting to provide 65 
one.  Those few authors have typically taken a ‘top down’ approach to defining complexity, 66 
reporting a list of factors perceived to be salient, derived from professional experience, 67 
stakeholder survey or caseload review without fully reporting any methodology. 2, 3, 7 The 68 
number, breadth and specificity of factors offered varies significantly – see Appendix 1 – and 69 
the output is typically presented as a ‘preliminary heuristic tool’ or similar 3 rather than as a 70 
testable model, with numerous caveats about generalisability across individuals, patient 71 
populations and service settings.7    72 

Delgadillo et al 8 adopted a rare, bottom up or data-driven approach to classification of patient 73 
complexity. Analysing data from 1512 patients of an NHS trust’s Psychological Therapies 74 
service, they identified a series of clinical (baseline scores on the PHQ-99, GAD-710, WSAS11), 75 
personality (scores on five items of the Standardised Assessment of Personality – Abbreviated 76 
Scale12) and demographic (age group, gender, ethnicity, employment status) indicators which 77 
cumulatively predicted reliable and clinically significant improvement in measures of 78 
depression and anxiety following low or high intensity psychological therapy.  79 
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Having empirically derived categorical definitions for each indicator, the authors 80 
characterised those patients with a positive score on all indicators - 28.6% of the sample - as 81 
‘complex’ and found that complex patients attained better outcomes if they were initially 82 
assigned to higher intensity therapy.  The authors proposed that application of this model 83 
could be used to improve service outcomes by more robustly identifying complex patients 84 
and matching them to higher intensity interventions.  However, the proportion of variance 85 
explained by the model (up to 15%) was low, the indicators examined appeared to be based 86 
on availability of data rather than on a priori determined theoretical relevance, and other 87 
authors4 have cautioned against conflating ‘difficult to treat’ with ‘complex‘.  This can lead 88 
to problematic retrospective and circular reasoning: How do you know a person is complex? 89 
Because they are difficult to treat. Why are they difficult to treat? Because they are 90 
complex.  91 

Across the UK, government and local health service policies are, rightly, highlighting the need 92 
for increased access to appropriate and effective mental health interventions.13 To achieve 93 
this, mental health services need effective collaboration and utilisation of resources.  This in 94 
turn requires comprehensive information about the patients they seek to serve, as well as a 95 
fuller understanding of what constitutes greater and lesser complexity.  This study seeks to 96 
take an early step towards meeting those needs by developing a clinician-informed shared 97 
framework for understanding patient complexity within psychology services. 98 

The Delphi method – that of convening a panel of experts to participate in a series of rounds 99 
of data collection and feedback, progressing iteratively towards a consensus – can effectively 100 
integrate the top-down and bottom-up approaches previously described.  It retains the value 101 
of professional expertise and experience whilst managing the risk of omission or 102 
overvaluation of specific factors which may arise from reliance on a single expert or focus 103 
group.14 It also avoids the over-inclusion of factors which have been tested because data is 104 
readily available, rather than because they are hypothesised to be relevant.  The method has 105 
previously been used in psychology, for example to establish future directions for research, 106 
training and clinical practice.15 107 

Aims 108 

This study aimed to develop a consensus on the factors contributing to patient or case 109 
complexity in adult psychological services in an urban/suburban UK, National Health Service 110 
setting using Delphi methodology.  By disseminating this consensus, the intention is to invite 111 
other researchers to address such questions as whether the factors are replicable in other 112 
settings or whether and how such factors predict patient outcomes, and in doing so to 113 
establish the foundations of a robust and useful shared framework. 114 

Ethical Review 115 
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The study was approved by NHS Lothian’s Research and Development Office as a service 116 
improvement project which did not require formal ethical review. 117 

Method and Analysis  118 

Panellists 119 

In keeping with the early exploratory nature of the study, a convenience sample of 120 
experienced clinicians rather than a purposively recruited, acclaimed expert panel was 121 
surveyed.  To preserve anonymity within a small population, panellists were not asked to 122 
provide detailed demographic information, but did provide information relating to their 123 
clinical experience and current area of practice (see Table 1.). Eligibility criteria were: 124 

i) Trained to accredited doctoral level or higher in applied psychology (e.g. Clinical, 125 
Counselling or Health Psychology). 126 

ii) Employed by NHS Lothian in a service providing psychological assessment and 127 
intervention to adults (e.g. Adult Mental Health Services – including specialties 128 
such as Trauma, Clinical Health Psychology, Forensic Services, Learning Disability 129 
Services, Neuropsychology and Older Peoples’ Psychology Services).   130 

iii) With access to email/internet, and able to engage with the survey process within 131 
the relevant timeframe.  132 

Fifty-nine initial invitations were sent by email, providing information about the proposed 133 
study, a consent form, and a link to the survey materials.  Thirty-one responded to the initial 134 
invitation, of whom three were ineligible for inclusion, providing an initial response rate of 135 
47.5%. Twenty-eight respondents to Round 1 were invited to participate in Round 2, and 25 136 
did so (89.3%).  Of these, 20 (80.0%) completed the 3rd Round survey, giving a retention rate 137 
of 71.4% from the first to final rounds.   138 

Whilst a lack of specific guidance regarding the minimum panellists required to undertake a 139 
Delphi study is an acknowledged criticism,16, 17 this panel fell well within the general 140 
parameters of acceptability cited by methodologists with respect to both panel size (e.g. 141 
Linstone and Turoff,18 N = 10-50) and retention (e.g. Sumsion,19 >70%). 142 

Delphi procedure 143 

Round one: Data Collection 144 

Following review of the project information and provision of consent, participants were asked 145 
two questions: 146 

• “What factors do you take into account when making a judgement about patient/case 147 
complexity? (Please comment on as many or as few factors as you think appropriate)” 148 

• “Do you have any other thoughts/comments regarding patient complexity?” 149 
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Responses were fully free-text, with no limit on words/characters.  They were typically in the 150 
form of a list with brief notes for context and were collated using Excel for analysis. 151 

Analysis 152 

Thematic Analysis is a process of discovering and defining patterns of meaning in a body of 153 
data.  Described as a ‘foundational method’19 Thematic Analysis is not driven by a theoretical 154 
approach to data.  The process of defining initial codes may be deductive; codes are derived 155 
from existing literature and test the data’s concordance with prior findings or theories.  156 
Alternatively, it may be inductive; original codes are suggested by review of the data itself.  157 
The latter approach is particularly useful in relatively new areas of research where 158 
appropriate theoretical frameworks are not yet established.21 Thematic Analysis was selected 159 
for the present study for this reason.   160 

An initial review of data was carried out independently by the first and second authors (JS and 161 
GH), generating 30 and 31 codes respectively, which they further organised into 22 and 23 162 
themes, see Figure 1.  Comparison of the emergent themes indicated a high level of 163 
convergence between the two authors’ analyses - 56 of 61 codes (91.80%) were allocated to 164 
a synonymously titled theme - and a consensus that the number of themes could be further 165 
reduced.  The third author (EC) facilitated a session in which minor discrepancies in language 166 
were resolved and some themes combined into broader factors.  One code (suitability for a 167 
trainee/assistant) was excluded as this was deemed to be a consequence of judgement of 168 
complexity, rather than a contributory factor.  The final output included 13 factors, presented 169 
in Table 2.    170 

Ten panellists responded to the second question.  There were two generic positive comments 171 
on the nature of the study.  Three panellists used this space to elaborate on or highlight the 172 
relative importance of aspects of their first response, a further three referenced sources of 173 
information e.g. “previous notes/letters”.  One panellist noted the working context in which 174 
judgements are made: 175 

“Decisions about the level of complexity services take on is often skewed by the 176 
(un)availability of alternative, more appropriate services.” 177 

Round Two: Data Collection 178 

Respondents to the first round were sent an invitation by email to participate in a second 179 
round. They were asked to review a summary of the results from Round One, then presented 180 
with a 7-point Likert scale – ranging from 1 “central” to 7 “peripheral” – and asked, for each 181 
of the 13 factors:  182 

• How central are these factors to your judgement of complexity?  183 

Participants were then asked a further two open questions.  Again, responses were fully free-184 
text, with no limit on words/characters: 185 
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• Do you have any additional thoughts/comments relating to patient complexity since 186 
the last round of questioning? 187 

• Do you have any significant disagreement with the current factors identified in this 188 
proposed framework? If so, please provide as much detail as possible. 189 

In total, 25 participants – 89.3% of possible participants - completed this round of data 190 
collection.  191 

Analysis 192 

Likert ratings were analysed in two ways.  Firstly, for each factor a count of the number of 193 
panellists assigning each rating was made, allowing for calculation of a consensus score.  A 194 
priori, consensus was defined as >70% of panellists rating the factor as either ‘central’ (i.e. a 195 
rating of 1, 2 or 3; below the ‘neutral’ score 4) or ‘peripheral’ (i.e. a rating of 5, 6 or 7; above 196 
the ‘neutral’ score 4).  Secondly, for each factor a mean of panellists’ ratings was calculated, 197 
allowing for comparison between factors of their perceived centrality (with a lower average 198 
rating indicating a more central factor).  Results are presented in Table 3.  199 

Twelve of the 13 proposed factors attained the a priori definition of consensus at this first 200 
rating, most by a significant margin.  All were judged to be central rather than peripheral to 201 
judging complexity.  Mean ratings for the 12 factors attaining consensus ranged from 1.48 202 
(active severe/enduring mental health) to 2.92 (iatrogenic factors).    203 

Seventeen of 25 respondents made no response to the request for additional comments or 204 
explicitly stated they had no further comment. Five respondents commented on 205 
relationships/connections between some or all of the factors (others cited this as a challenge 206 
to rating factors), while three made a case for the relative importance of one or more factors 207 
compared with others e.g.  208 

“I’m aware of how engagement and interpersonal functioning are impacted by many 209 
of the other factors listed. From a complexity perspective, many of the other issues 210 
are “workable with” if the client is engaged and can form an effective therapeutic 211 
relationship” 212 

A ‘quirk’ result: 213 

As per the typical delphi process17, the intention had been to use a third round to share the 214 
collated ratings of the panel and ask panellists to reconsider their ratings in light of the group 215 
response.  Unexpectedly, 12 of 13 factors had already attained consensus following round 2.  216 
The exception was “Socio-Cultural”, which was rated least central (mean of 3.24) and had the 217 
lowest consensus score (56% central). This was surprising given that in the Thematic Analysis 218 
(see Table 2) this factor encapsulated not only the greatest number of themes offered by 219 
panellists, but also those most frequently cited.   220 

Examination of qualitative responses provided some insight: 221 
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“… will also likely influence/shape my view of complexity, as will level of social 222 
isolation (assuming that this fits under “socio-cultural”). Also assuming that systemic 223 
factors (e.g. family/framily) fit in here.”  224 

“Please highlight poverty/deprivation as a factor.  If you’re including it in “socio-225 
cultural”, please make this clear.” 226 

Discussion among the authors generated the hypothesis that the label “Socio-cultural” was 227 
not adequately representing the themes it was intended to, leading panellists to under-rate 228 
the factor.  Accordingly, “Socio-Cultural” was re-titled “Systemic and socio-economic factors” 229 
(no change was made to the thematic content) and panellists were asked to re-rate this factor 230 
in the final round of data collection. 231 

Round three: Data Collection 232 

Participants were asked to review a collective summary of round two responses prior to being 233 
asked to rate the re-titled 13th factor only, on a 7-point Likert scale as previously.  For 234 
illustration, participants were shown a prototype of a simple tool to measure complexity 235 
based on the analysis so far (see Appendix 2). 236 

Participants were then asked two final open-ended questions: 237 

• “Do you have any significant disagreement with the current conceptualisation of this 238 
framework? If so, please provide as much detail as possible.” 239 

• “What do you see as the purpose for this framework/What utilities do you feel it may 240 
have?”  241 

20 participants completed this round of data collection, giving a response rate of 71.4% for 242 
this final Delphi round. 243 

Analysis 244 

Re-titled, “Systemic and Socio-Economic Factors” attained a consensus score of 95% and a 245 
mean centrality rating of 1.95 (s.d. 1.00), see Table 4.  All 13 factors now exceeded 70% 246 
agreement on centrality/periphery, indicating consensus for all factors in the proposed 247 
framework. 248 

Of the 20 retained panellists, 15 either made no response to the first qualitative question, or 249 
explicitly commented that they had no disagreement with the framework as presented.  250 
Three participants commented on specific factors within the framework, including the most 251 
recently re-rated factor: 252 

“socio-economic factors is perhaps the widest and therefore least well-defined part of 253 
this framework”.  254 
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Two participants commented on potential challenges in applying the framework or prototype 255 
tool in a service setting, and/or adaptations which may be needed: 256 

“wondering how I would make the decision between mild/moderate/severe impact 257 
for all of the factors, and how this would be consistent/reliable between users” 258 

“‘engagement’ or ‘physical health’ doesn’t make sense – they need to be reworded as 259 
negative issues for the scale to make sense e.g. ‘poor engagement’” 260 

Only one participant made no response to the final qualitative question.  Responding 261 
panellists identified a range of potential applications for the framework.  In order of frequency 262 
these were: supporting MDT discussions (N=8), triaging within teams (N=8), supporting 263 
formulations (N=6), audit (N=3), triage between services (N=2) and service planning (N=1).  264 
Four panellists commented on the value of operationalising complexity in this way: 265 

“I see this tool as quantifying some of the decisions we make intuitively, so removing 266 
ambiguity and unhelpful variation about the way we make decisions.” 267 

Final feedback: 268 

A narrative summary of the Delphi process and graphic representation of the emergent 269 
framework (see Figure 2) were returned to all panellists with the authors’ grateful thanks for 270 
their participation.  271 

Discussion 272 

With a remarkable degree of consensus reached remarkably quickly, it seems that 273 
‘complexity’ does in fact mean what we think it means.  Is there, therefore, any value in this 274 
project, or have we simply stated the obvious? 275 

In as much as the aim was to provide a methodologically robust basis for further study, we 276 
believe this has been achieved.  An established protocol has been followed and reported.  277 
The high consensus ratings demonstrate that the 13 factors have face validity.  That the 278 
factors ‘map’ well onto existing studies also suggests concurrent validity – six of the factors 279 
have a corresponding factor in every other framework mapped, while none has no 280 
corresponding factor (see Appendix 1).  One criticism of the Delphi method is that it ‘votes 281 
out’ valid but unpopular items.5 This was not the case in this study, only one first round 282 
code was not included in analysis, and the factors are therefore also comprehensive.  Given 283 
these considerations we propose that the framework is robust enough to warrant further 284 
exploration.   285 

One limitation of the present study concerns the range of panellists. As such, a first step 286 
should be to try to replicate or otherwise validate these findings, either with an acclaimed 287 
expert panel and/or with clinicians working in different contexts (for example in a rural 288 
setting, in a developing economy or with a CAMHS population).  In doing so, attention 289 
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should be paid to the question of diversity among respondents.  It has previously been 290 
noted that applied psychology professions do not well reflect the diversity of the 291 
populations they serve22 and though not explicitly recorded, the respondent population in 292 
this study is not an exception.  Systemic and Socio-Economic Factors was highlighted as the 293 
theme which required most development, and it may be that a more diverse population of 294 
respondents would have considered differently issues around race, gender, gender identity, 295 
sexuality, etc which it incorporates.  Given that many mental health teams are now 296 
multidisciplinary, it would be instructive also to compare and contrast this conceptualisation 297 
of complexity with that of colleagues in psychiatry, nursing, physiotherapy, occupational 298 
therapy and social work with whom our patients are also likely to come into contact.   299 

If the factors are replicated, next steps – as highlighted by panellists - may be to 300 
operationalise the factors.  For example, how might one define or measure 301 
mild/moderate/severe impact of Neuro-Cognitive Functioning and would a formal diagnosis 302 
be required – in which case of what and by whom? - or could one rely on patient self-303 
report?  Establishing this for all thirteen factors is a substantial undertaking.  Alternatively, 304 
though clarity and consistency may be required for the research context, sharing the 305 
framework at its current level of broad descriptors would leave local services free to define 306 
variables (e.g. severity of clinical symptoms) using whichever methods best fit their service 307 
context.   308 

Future researchers may also wish to further explore the factors.  In the present study, close 309 
mean scores between factors do not support a hierarchical model i.e. the hypothesis that 310 
any factor or group of factors is more important than the others.  Real world data however 311 
may suggest otherwise.  It is worth noting, as one panellist did, that research findings and 312 
service priorities may not perfectly correspond in this regard.  For example, a mental health 313 
service may have to give most ‘weight’ to the presence of Risk whether or not this factor 314 
accounts for most variance in a statistical model.   315 

Linked to the question of the relevant weight of different factors is that of how many of 316 
these factors need be present and to what degree for a person to be defined as complex, 317 
and is a linear (the greater the number of factors the more complex the case) or threshold 318 
(more/fewer than X factors places a person in category Y) model most appropriate?  Barton 319 
et al7 said “the number of biopsychosocial factors is not a sensitive measure of complexity”.  320 
The reasoning given is plausible but to our knowledge has not yet actually been tested.  Of 321 
those papers previously defining aspects of complexity 2,3,7, only one 2 specified a number of 322 
features – “two or more” - by which they would define a person as complex.  Bennet et al 23 323 
commented that “clinicians consider a large proportion of their caseload to be complex” 324 
and by this inclusive definition they are probably correct.  A higher, and evidence based, 325 
threshold would more helpfully discriminate between groups.  Though, again, tension is 326 
likely to exist between finding a generally applicable definition and allowing individual 327 
services to adapt definitions in accordance with their specific populations. It may also be 328 
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important to consider whether separate protective factors exist, or whether the absence of 329 
a complexity factor is itself protective. 330 

Most importantly, research is needed to establish the actual clinical utility of approaching 331 
complexity in this way.  Delgadillo et al8 offered early evidence that more complex patients 332 
have improved treatment outcomes when initially assigned to higher intensity therapy.  333 
Other authors24 have proposed that even the most complex patients can benefit from 334 
simple interventions where there is a sound formulation.  By embedding this framework in 335 
small scale quality improvement projects within working services – for example by explicitly 336 
requesting information on these factors at time of referral, or by explicitly recording 337 
complexity as part of service data sets - we can begin to better understand the relationships 338 
between complexity and treatment needs.  In doing so to facilitate patient choice and 339 
improve their experience of the treatment journey as well as therapeutic outcomes.    340 

Conclusion 341 

Reassuringly, the present study suggests that when applied psychologists talk about 342 
complexity, we are mainly talking about the same thing, and therefore that a clear, shared 343 
and evidence-based understanding of the concept of complexity is not inconceivable.  Given 344 
the regularity (in the authors’ anecdotal experience) with which this term is used in 345 
discussions about triage, assessment, formulation, treatment and outcomes for patients, we 346 
propose that this study represents an important early step in clarifying and operationalising 347 
this term to aid clinical practice and so provide the most efficient and effective services to 348 
our patients.  349 

  350 
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Tables 

Table 1: Characteristics of panellists (N=28). 

Current area of practice 
 

AMH Clinical
Health 

Older 
Adults 

Foren-
sic Trauma 

Eating 
dis-

order 

Vet-
erans 

Not 
given 

Percentage of Sample 11% 46% 7% 7% 3.5% 3.5% 3.5% 18% 

    
Experience (post 
doctoral qualification) < 5 years 5-10 years >10 years 

Percentage of sample 39% 29% 32% 

 

 

  



20210622 complexity delphi for submission - main text file.docx 
 

Table 2: Factors arising from round 1 analysis, showing each authors’ included codes.  

Factors Codes independently identified by Author 1 (bold) and Author 2 
(italics) 

Active Severe/Enduring 
Mental Health 

mental health (SEMI) [sic], mental health diagnosis, comorbidity 
(mental), comorbidity, multi-service needs, current receipt/need of 
input from other services, need for a multi‐modal/integrated approach, 
psychotic phenomena, eating disorder 

Current Coping/ 
Functioning 

coping strategies, existing coping strategies/current functioning, 
distress tolerance, past/present dissociation 

Engagement psychological mindedness, patient’s understanding of their own 
difficulties, challenging engagement, past/present 
motivation/engagement, expectations, patient expectations, prior 
treatment outcomes  

Forensic History forensic history, forensic history 

Iatrogenic Factors medications (and side effects) 

Interpersonal 
Functioning 

interpersonal style, interpersonal issues, personality factors, 
attachment‐based difficulties, relationship with NHS/healthcare 
professionals 

Neuro-Cognitive 
Functioning 

cognitive capacity, intellectual ability/capacity, perceptive/expressive 
impairments & ASD, neuro‐cognitive issues 

Physical Health comorbidity - physical, physical health issues 

Problematic Substance 
Use 
 

substance misuse, substance misuse/dependence 

Risk risk status, risk to self/others 

Severity/Chronicity of 
Presenting Problems 

duration/chronicity, severity, chronicity + severity of presenting 
problem, high scores in screening measures, mental health history 
(including response to previous interventions) 

Socio-Cultural age, age, socio-economic status, socio‐economic factors, support 
network, presence/absence of social support, carer responsibilities, do 
they have responsibilities as a carer?   cultural factors, cultural factors, 
language issues, psycho-social instability, secondary gain, access issues 
 

Trauma ACES, trauma history, trauma history 
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Table 3: Round 2 - Panellists’ ratings of factors.  

Factor 

Individual Item Centrality Ratings (%, N)  
Mean 

(std dev) 
Consensus 

score 
(more central)                               (more peripheral) 

1 2 3 4 5 6 7 
Active 
Severe/Enduring 
Mental Health 

68% 
17 

20% 
5 

8% 
2 

4% 
1 

0% 
0 

0% 
0 

0% 
0 

1.48 
(0.82) 

96% 
central 

Risk 60% 
15 

24% 
6 

12% 
3 

0% 
0 

4% 
1 

0% 
0 

0% 
0 

1.64 
(0.99) 

96% 
central 

Trauma 
 

48 % 
12 

40% 
10 

12% 
3 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

1.64 
(0.70) 

100% 
central 

Severity/Chronicity 
of Presenting 
Problems 

52% 
13 

32% 
8 

12% 
3 

4% 
1 

0% 
0 

0% 
0 

0% 
0 

1.68 
(0.85) 

96% 
central 

Problematic 
Substance Use 

56% 
14 

24% 
6 

16% 
4 

4% 
1 

0% 
0 

0% 
0 

0% 
0 

1.68 
(0.90) 

96% 
central 

Interpersonal 
Functioning 

60% 
15 

20% 
5 

12% 
3 

4% 
1 

4% 
1 

0% 
0 

0% 
0 

1.72 
(1.10) 

92% 
central 

Neuro-Cognitive 
Functioning 

44% 
11 

40% 
10 

16% 
4 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

1.72 
(0.74) 

100% 
central 

Current 
Coping/functioning 

36% 
9 

28% 
7 

28% 
7 

4% 
1 

0% 
0 

4% 
1 

0% 
0 

2.16 
(1.21) 

92% 
central 

Engagement 36% 
9 

32% 
8 

16% 
4 

4% 
1 

8% 
2 

4% 
1 

0% 
0 

2.28 
(1.43) 

84% 
central 

Forensic History 24% 
6 

40% 
10 

20% 
5 

8% 
2 

4% 
1 

4% 
1 

0% 
0 

2.4 
(1.29) 

84% 
central 

Physical Health 
 

24% 
6 

32% 
8 

16% 
4 

24% 
6 

4% 
1 

0% 
0 

0% 
0 

2.52 
(1.23) 

72% 
central 

Iatrogenic Factors 
 

8% 
2 

40% 
10 

24% 
6 

16% 
4 

4% 
1 

8% 
2 

0% 
0 

2.92 
(1.37) 

72% 
central 

Socio-Cultural 16% 
4 

28% 
7 

12% 
2 

16% 
4 

16% 
4 

8% 
2 

4% 
1 

3.28 
(1.72) 

56% 
central 
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Table 4: Round 3 - Panellists’ re-rating of revised factor.  

Factor 

Individual Item Centrality Ratings (%, N)  
Mean 

(std dev) 
Consensus 

score 
(more central)                               (more peripheral) 

1 2 3 4 5 6 7 
Systemic and socio-economic 
factors 

35% 
7 

45% 
9 

15% 
3 

0% 
0 

5% 
1 

0% 
0 

0% 
0 

1.95 
(1.00) 

95% 
central 
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Figure Legends 

Fig. 1: Process of Thematic Coding of round one qualitative data 

Fig. 2: Graphic representation of factors.  
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