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Abstract

Background: Improving access to psychological therapies, and in particular cognitive behavioural therapy (CBT), has been a health service priority in England and Wales over the past decade. The delivery of CBT has been limited by a scarcity of resources and further limited by the inequitable geographic distribution of CBT therapists. Aims: The current study replicates and extends our previous analysis of the geography of British Association of Behavioural and Cognitive Psychotherapies (BABCP) membership (Shapiro, Cavanagh and Lomas, 2003) 10 years later in order to evaluate the progress made in improving equitable access to CBT. Method: This paper presents the absolute and comparative geographic distribution of current BABCP members, accredited CBT practitioners, and BABCP members who are nurses or clinical psychologists in England and Wales. Results: Efforts to improve the availability of CBT in England and Wales are reflected in the doubling of total membership, and a 4.5 fold increase in accredited membership over the last 10 years.  There is evidence that the magnitude of inequity in the geographic availability of CBT therapists has decreased, but that inequity is still evident.  Limitations of using BABCP membership data as a proxy measure of CBT availability are acknowledged. Conclusions: A five-fold discrepancy in accredited CBT practitioners between the best and least well-served population decile indicates ongoing ‘‘postcode availability’’ of the best qualified CBT practitioners. Possible strategies to improve the availability of CBT and remedy this inequity are discussed.
Keywords: Cognitive behavioural therapy; inequity; service delivery; workforce planning. 
Over the last decade, cognitive behavioural therapies (CBT) have been widely recognised as effective for many mental health problems and are broadly recommended as a treatment of choice to healthcare services in England and Wales (e.g. Department of Health, 2001; NICE, 2009a; 2009b; 2011; Roth and Fonagy, 2005). Considerable investment has been made to increase the availability of CBT therapies for those who might benefit (Department of Health, 2007, 2011). However, whilst professional and governmental organisations recognise the value of CBT, there is evidence that these evidence-based treatments have not yet been made routinely available in clinical care (Shafran et al., 2009). 
In the case of ‘common mental disorders’, such as depression and anxiety, the point prevalence for receipt of behavioural and cognitive therapies in the United Kingdom is just 2 in 100 (Office of National Statistics, 2009). This represents an increase over the course of three waves of the National Psychiatric Morbidity Survey (Brugha et al., 2004), but still a significant shortfall in the reach of these evidence based therapies. Shortfalls in the availability of CBT have also been highlighted for other patient groups (e.g. psychosis, Berry and Haddock, 2008; children and young people, Layard et al., 2012)
Amongst other challenges, it is widely acknowledged that there are simply not enough practitioners appropriately trained in CBT in England and Wales to make these therapies adequately available (Lovell and Richards, 2000; The Depression Report, 2006). The shortage of CBT practitioners in England and Wales presents a challenge both to health professionals and policy makers.  The challenge of workforce development to meet the need for equitable and timely access to psychological therapies has been acknowledged (Turpin, Hope, Duffy, Fossey and Seward, 2006), and a wealth of training initiatives are being put in place to meet these targets (e.g. Clark, 2011; Department of Health, 2008; 2011). The Improving Access to Psychological Therapies (IAPT) programme is a large-scale initiative to increase availability of evidence-based psychological therapies such as CBT via increased investment in training of thousands of new therapists in England alongside a fundamental restructuring of therapy services and the kinds of interventions they offer (Department of Health, 2007, 2008). To date, 3600 new CBT therapists have been trained by the IAPT programme and many new high-volume services targeting anxiety and depression have been established which, in their first 3 years, have seen one million patients (Clark, 2011; Department of Health, 2012). The most recent data available indicates that IAPT services are treating an average of 9.7% of the prevalence of common mental health problems in their local communities (Department of Health, 2012). This represents a considerable improvement on earlier estimates of access rates for CBT (Brugha et al., 2004). The IAPT programme has not been introduced in Wales, but policy implementation guidance to increase availability, and access, to psychological therapies has been issued to Local Health Boards (Welsh government, 2012). Based on these investments alone we would expect to see an increase in the availability of CBT. 
In addition to a shortage of CBT practitioners, the availability of CBT to the population has, historically, been further limited by the uneven distribution of therapists across the country. Shapiro, Cavanagh and Lomas (2003) found a 20-fold discrepancy in the availability of accredited CBT practitioners between the best- and least- well served population deciles - findings highly indicative of “postcode availability” of the best-qualified CBT practitioners. It is unclear what impact a decade of initiatives aimed at improving access to CBT have had on the equity of availability. The present analysis replicates and extends our earlier report (Shapiro, Cavanagh and Lomas, 2003) to investigate the current availability of CBT in England and Wales, and its comparative geographic distribution ten years on.
Method

Absolute and comparative evaluation of BABCP membership by country and by postcode area was conducted.  To evaluate systematically the extent of inequity in the distribution of CBT practitioners, the 105 postal code areas of England and Wales were cross-tabulated by four counts of CBT practitioners (accredited therapists, all members, all members who are nurses, all members who are clinical psychologists) derived from BABCP membership lists as of May 2012 with the population for each area from 2001 Census data provided by the Office of National Statistics. 

The membership records of BABCP include the postal code area of the member’s postal address. Using these data, we obtained for each postal code area the number of CBT practitioners per 100,000 of population, according to each of four definitions in turn (accredited therapists, all members, all members who are nurses, all members who are clinical psychologists). Post-code areas (N=105) were ranked from most to least well-provided with CBT practitioners according to each definition. Postal code areas were then grouped into deciles (10 groups, each containing about one tenth of the total population of 52.04 million) and ordered according to the number of therapists per 100,000 of population with respect to each criterion in turn. The exact population size of each decile varied somewhat around the average value of 5.20 million, as entire population of areas falling at the boundaries between deciles were assigned to a single decile. Such assignments were done in such a way as to minimize the variation in population size between deciles.

The cumulative percentage of BABCP members in 2012 per population decile was compared with 2002 data using paired sample t-tests anchored by decile. For this analysis, data was extracted from the previous study of the geographic distribution of BABCP membership published in 2003 that described the membership of the Association in relation to postcode in 2002 (Sharpiro, Cavanagh and Lomas, 2003). BABCP member data was also compared to a model distribution of equitable availability were each population decile would house 10% of the total membership.
Results

In mid-2012, the total number of BABCP members was 9397, of whom 7576 lived in England and 274 lived in Wales. The total number of accredited members was 3164, of whom 2663 lived in England and 42 lived in Wales. The total number of BABCP members in England and Wales has doubled during the past decade (2002: 3973; 2012: 7850), and the number of accredited BABCP members in England and Wales has multiplied by 4.5 times (2002: 602; 2012: 2705). On average there are 15.1 members including 5.2 accredited members per 100K population in England and Wales. This compares to just 7.6 members including 1.2 accredited members per 100K population in 2002. 
Between 2002 and 2012 BABCP member numbers in England doubled (2002: 3777, 2012: 7576) and accredited members in England increased by 358% (2002:582, 2012:2663). Member numbers in Wales increased by 40% (2002:196, 2012:274) and accredited members in Wales increased by 110% (2002:20; 2012:42). 
Nurses (22%) and clinical psychologists (24%) remain the largest professional member groups. Counsellors (12%), counselling psychologists (6%), social workers (4%), occupational therapists (4%) and medical professionals (3%) are the next largest professional member groups.  New IAPT high-intensity therapists (2%) and psychological wellbeing practitioners (2%) and IAPT trainees (2%) currently make up 462 members in total.  
Clinical psychologist member numbers have increased by 36% (2002: 1367; 2012: 1858) and nurse member numbers have increased by 59% (2002: 1106; 2012: 1761).  Overall, other member groups have increased almost three-fold over the last ten years (2002: 1500; 2012: 4231).

Tables 1 to 4 show the geographic distribution of therapists according to each definition (accredited member; member; clinical psychologist member; nurse member) from the most to the least well-provided decile of the population of England and Wales. 
Table 1

Distribution of population and BABCP accredited CBT therapists  across 105 postal code areas in England and Wales: 2012

	Population decile
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Population (millions)
	5.10
	5.05
	4.97
	5.38
	5.05
	4.87
	5.44
	5.37
	5.12
	5.74

	Accredited CBT therapists
	541
	375
	317
	307
	264
	229
	223
	193
	156
	100

	% of therapists
	20
	14
	12
	11
	10
	8
	8
	7
	6
	4

	Therapists per 100k
	10.6
	7.4
	6.4
	5.7
	5.2
	4.7
	4.1
	3.6
	3.0
	1.7


Table 1 shows that the distribution of accredited CBT therapists remains highly inequitable. One in five accredited therapists are based in postal code areas occupied by 10% of the population, and nearly half the accredited therapists are based in areas occupied by the best-provided 30% of the population. In contrast, the least-provided 40% of the population live in postal code areas host a total of just 25% of the accredited therapists. The best-provided 10% of the population has more than 5 times more accredited therapists available within its postcode area per 100,000 of population than does the worst-provided 10%. In real terms this equates to one accredited therapist per 9400 people in the best served 10% population, versus one per 57,400 people in the least well served 10% population.
Figures 1 to 4 show the cumulative percentage of therapists according to each definition (accredited member; member; clinical psychologist member; nurse member) from the most to the least well-provided decile of the population of England and Wales in 2012 and 2002 compared to a model distribution of equity. Area above the central diagonal line indicates inequity. Deviance from a hypothetical equitable distribution is indicated by the curved area above the central diagonal line. A larger curved area indicates greater inequity.
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Figure 1. Cumulative percentage of accredited BABCP members.
Figure 1 shows that the cumulative percentage of accredited therapists in 2012 is significantly closer to equity than the 2002 membership distribution (t(9) = 5.76, p<0.001), but still differs significantly from equity (t(9)=5.67, p<0.001). 
Table 2

Distribution of population and all BABCP members across 105 postal code areas in England and Wales 2012
	Population decile
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Population (millions)
	5.52
	5.37
	5.05
	5.36
	5.01
	5.30
	4.96
	5.29
	5.03
	5.15

	All BABCP members
	1501
	1122
	851
	830
	739
	743
	610
	581
	498
	375

	% of BABCP members
	19
	14
	11
	11
	9
	10
	8
	7
	6
	5

	Members per 100k
	27.2
	20.9
	16.9
	15.5
	14.8
	14.0
	12.3
	11.0
	9.9
	7.3


Table 2 shows that the distribution of all BABCP members remains highly inequitable. Almost one in five of the members (20%) are based in postal code areas occupied by 10% of the population, and one third (33%) of the members  are based in areas occupied by just 20% of the population. In contrast, the best-provided 10% of the population has nearly 5 times more members within its postcode area per 100,000 of population than does the worst-provided 10%. Indeed, the least provided 30% of the population have 47 fewer members in their area than there are in just the best-provided 10% of post-code areas. In real terms this equates to one BABCP member to approximately 4000 people in the best served 10% population, versus one per 14,000 in the least well served 10%. 
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Figure 2. Cumulative percentage of all BABCP members.
Figure 2 shows that the cumulative percentage of all members in 2012 is significantly closer to equity than the 2002 membership distribution (t(9) = 4.39, p<0.01), but still differs significantly from equity (t(9)=5.68, p<0.001). 

Table 3

Distribution of population and all BABCP members who are clinical psychologists across 105 postal code areas in England and Wales: 2012
	Population decile
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Population (millions)
	4.78
	5.06
	5.11
	5.28
	5.03
	5.38
	5.53
	4.99
	5.54
	5.32

	Clinical Psychologist members
	517
	327
	224
	181
	149
	134
	120
	92
	77
	37

	% of clinical psychologist members 
	28
	17
	12
	10
	8
	7
	7
	5
	4
	2

	Clinical psychologist members per 100k
	10.8
	6.5
	4.4
	3.4
	3.0
	2.5
	2.2
	1.8
	1.4
	0.7


Table 3 shows that the distribution of BABCP member clinical psychologists is also

inequitable. Twenty-eight percent of the BABCP member clinical psychologists are based

in postal code areas occupied by 10% of the population, and almost half of the BABCP

member clinical psychologists are based in areas occupied by 20% of the population. In

contrast, the least-provided 50% of the population live in postal code areas housing a total

of just 25% of the member clinical psychologists. The best-provided 10% of the population has 15 times more BABCP member clinical psychologists available within its postcode area per 100,000 of population than does the worst-provided 10%. In real terms this equates to one BABCP member clinical psychologist per 9250 people in the best served postcode areas, versus one per 144,000 in the least well served postcode areas. 
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Figure 3. Cumulative percentage of clinical psychologist members.
Figure 3 shows that the cumulative percentage of Clinical Psychologist members in 2012 maps directly onto the 2002 membership distribution and has not significantly improved  (t(9) = 1.81, p=0.1), and still differs significantly from equity (t(9)=5.51, p<0.001). 
Table 4

Distribution of population and all BABCP members who are nurses across 105 postal code areas in England and Wales: 2012
	Population decile
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Population (millions)
	4.88
	5.44
	4.91
	5.44
	5.61
	5.14
	5.20
	5.12
	5.30
	5.00

	Nurse members 
	333
	277
	232
	223
	187
	143
	122
	105
	86
	53

	% of BABCP Nurse members 
	19
	16
	13
	13
	11
	8
	7
	6
	5
	3

	Nurse members per 100k
	6.8
	5.1
	4.7
	4.1
	3.3
	2.8
	2.3
	2.1
	1.6
	1.1


Table 4 shows that the distribution of BABCP member nurses is also inequitable. Almost 50% of the BABCP member nurses are based in postal code areas occupied by 30% of the population. In contrast, the least-provided 20% of the population live in postal code areas housing a total of just 8% of the member nurses. The best-provided 10% of the population has almost 7 times more BABCP member nurses available within its postcode area per 100,000 of population than does the worst-provided 10%. In real terms this equates to one BABCP member nurse per 14,700 people in the best served postcode areas, versus one per 94,300 in the least well served postcode areas.
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Figure 4. Cumulative percentage of nurse members.
Figure 4 shows that the cumulative percentage of nurse members in 2012 is marginally more equitable than the 2002 membership distribution (t(9)=2.54, p=0.03), but still differs significantly from equity (t(9)=5.45, p<0.001). 

Discussion

BABCP membership in England and Wales has doubled during the past decade from under four thousand to nearly eight thousand members. This suggests an increase in the availability of CBT that accords with the aims of various national initiatives, including the IAPT training programme for large numbers of new therapists in England, and with the increased profile of the BABCP as a leading professional body for CBT. 
The professional make-up of the BABCP has changed during the past decade. In 2012 clinical psychologist (n=1858) and nurse (n= 1761) members remain the largest core-professions, making up 46% of the total membership population. Whilst the absolute numbers of these member groups has increased during the last decade (+36%, +59%), their relative professional dominance within the association has fallen from 62% (-16%) in 2002. This suggests that other traditional professional groups (e.g. counselling psychology, counselling, social work, occupational therapy and psychiatry) may be increasing in member numbers, along with the addition of new professional groups during the last decade such as IAPT high-intensity therapists and psychological well-being practitioners and trainees.  

BABCP membership in England has increased more than in Wales, which remains much less well served per 100k population.  The early implementation of the IAPT initiative in England, but not Wales, is likely to account for this discrepancy. The impact of the recent psychological therapies policy implementation guidance for local health boards (Welsh Government, 2012) in Wales on the availability of CBT and membership numbers should be monitored. 
Comparative analysis of BABCP membership data between 2002 and 2012 indicates and increase in geographic equity in the availability of all members, accredited members and nurse members based on cumulative percentage availability figures. The geographic distribution of clinical psychologists remains unchanged and inequitable. Overall, this suggests that training efforts may be at least partially succeeding in expanding the availability of CBT therapies to previously poorly served geographic communities. However, the geographic distribution of membership across membership groups remains skewed and inequitable.
Continuing geographic inequity in the availability of CBT is most starkly illustrated by findings that best-provided 10% of the population has 5 times more accredited CBT therapists and BABCP members overall available within its postcode area per 100,000 of population than does the worst-provided 10%. The least-provided 30% of the population live in postal code areas housing fewer accredited therapists in total than the best-provided 10%. The distribution of CBT therapists with a core profession of clinical psychology is even more inequitable, with almost thirty percent based amongst the best well served population decile, and a 15-fold discrepancy between the best and least well served population deciles in a measure of therapists per 100k, a distribution unchanged from our 2002 report. Geographic inequity of accredited therapists and clinical psychologist members is of particular importance, as these groups may be the most likely to offer training, supervision and other CPD opportunities in CBT to other member groups within a geographic locality. Overall, these findings remain indicative of ‘‘postcode availability’’ of CBT. 
Limitations

The replication elements of this report have similar limitations to the original study:  On the population (denominator) side, our analysis concerned only geographical equity at postal code area level. Postal code areas (the letters in the first group of characters) are readily available and represent an appropriate geographic unit because they generally map quite closely the distances and transportation links determining ready accessibility of services to clients. However, it could be argued that analysis of the availability of CBT within alternative units of geography, such as the boundaries of NHS Trusts or Health Authorities may also be helpful for workforce planning. 
No account was taken of variations in need for care based on social deprivation (Carr-Hill et al., 1994). Rather, we have made the simplifying assumption that individuals meeting clinical thresholds for the most mental health problems have broadly similar needs for mental health care, irrespective of the part of the country in which they live. Further research exploring indices of need is recommended, and CBT workforce planning which maps both existing workforce capacity and socio-economic and healthcare need data is welcomed (Department of Health, 2011).
The study relied on the most recent national population data available at post-code area level, which was published in 2002. Therefore the data presented marginally overestimates the availability of members per 100k population, as the population of England and Wales has increased by 7.1% during the period between 2002 and 2012 (Office of National Statistics, 2012).

In terms of the numerator (therapists), BABCP membership is an imperfect indicator of the availability of CBT, and no doubt an underestimate of the absolute number of people providing CBT services in England and Wales, as not all people practicing CBT choose to join the BABCP. Consequently the current analysis is likely to underestimate of the real availability of CBT from members and non-members. Further uncertainly arises in in estimating how practitioner numbers might convert into CBT availability. It has been suggested that one CBT therapist can treat 80 people per year (The Centre for Economic Performance, Mental Health Policy Group, 2006), and therefore if all BABCP members in England and Wales practice CBT full-time, they could make available 628,000 treatments per year (approximately 70% of the IAPT target of 900,000 people entering treatment each year). However, this estimate does not take into account non-member practitioners or the fact that many psychological wellbeing practitioners (and some other workers) may see many more than 80 clients per year. Conversely, many BABCP members do not practice CBT in a full-time capacity, if at all, and many CBT practitioners offer therapies outside of IAPT services. Future research should improve upon the current study methodology by complementing BABCP membership data with additional resources including IAPT service data and NHS training and workforce data in an attempt to provide a more accurate estimate of the availability of CBT from members and non-members.
It is not possible to differentiate from this analysis the extent to which the growth in BABCP membership reflects an increase in the number of people becoming qualified to join, or that joining the BABCP is becoming more popular amongst people who were already qualified to do so. Choosing to register for BABCP membership or accreditation might correlate with geography to some extent. Where workforce competition is greater (for example in urban areas), there may be more incentive for CBT professionals to register or gain accreditation. Also localities with training or research centres of excellence in CBT might promote both membership and accreditation more strongly than in other areas. This adds uncertainty to the data, and potentially inflates a picture of inequity (two areas with the same number of CBT practitioners could appear different due to geographic differences in drivers to BABCP membership).  
 A further limitation of the BABCP membership data is that it typically reflects members’ home rather than working address, which may be in a different area. This adds uncertainty to the data, and could potentially inflate a picture of inequity (where members who live in apparently well served areas commute to areas of poor availability – which would result in a more equitable distribution of availability), or deflate this (where members who live in apparently poorly served areas commute to work in well served areas – which would result in even greater disparity). Anecdotally, the former may be more common than the latter. Further research is encouraged. 
The analysis was restricted to the availability of BABCP members, accredited members, member nurses and member clinical psychologists. It is evident from the basic membership data that absolute numbers of members who are not nurses or clinical psychologists has increased dramatically during the past decade, and even this is likely to be an underestimation of the availability of CBT given reported rates of training in relationship to the IAPT program (Department of Health, 2012). It is conceivable that significant numbers of trained CBT practitioners exist who have not, or not yet, joined the BABCP. These might include large numbers of psychological wellbeing practitioners who are likely to see a substantially greater number of clients than CBT therapists. 
This data is a snap shot of membership distribution and is likely to change significantly and rapidly in coming years. Further expansion in member numbers can be anticipated, reflecting the intention to train further CBT practitioners within the IAPT work program (the aim is to train 6000 new workers in total by 2015, Department of Health, 2012) and to meet the aims of various other healthcare initiatives within and beyond the Talking Therapies Four Year Plan (Department of Health, 2011). As well as further training of specialist CBT practitioners in high- and low-intensity work with anxiety and depression, significant training in CBT will also be required to deliver on the Government’s aims to improve access to evidence based therapies, including CBT, for children and young people, people with severe mental illness, people with long term physical health conditions and people with medically unexplained symptoms (Department of Health, 2011; 2012). In addition the introduction of a framework for voluntary regulation of psychotherapists and counsellors via existing groups such as the BABCP, is likely to significantly increase the number of practicing CBT therapists who apply for BABCP accreditation.   Regular analysis of membership data and additional indices of CBT availability are likely to be of value in this rapidly developing professional environment. 
Implications
The primary implication of this comparative analysis is to note the substantial increase in availability of CBT therapists during the last decade, and the measurable improvement in equity of the geographical distribution of BABCP members to serve population need. This data suggests that more people for whom CBT is an indicated treatment may now benefit from these therapies, and that in comparison to one decade ago the availability of these widely recommended, evidence-based interventions is now more equitable throughout the population of England and Wales. However, neither the absolute numbers of BABCP members, nor the geographic distribution of these members, indicates that timely and equitable access to CBT therapies is likely to be met for all of those who may benefit by the current membership. 
Further workforce and service development for CBT should be considered an on-going healthcare priority. More, and more equitably distributed CBT therapists will be needed to  meet the demands of the IAPT programme, which aims to offer universal equitable access to evidence based interventions, to treat at least 15% of all adults with depression and anxiety with CBT, and to improve access to evidence based psychological therapies, including CBT in other patient groups (e.g. children and young people, people with severe mental illness, people with long-term physical conditions, people with medically unexplained symptoms; Department of Health, 2011; 2012).  Of course, limitations in the equitable availability of health care are not confined to CBT nor to England and Wales, and this is reflected in continuing policy discussion of variation in healthcare (Appleby et al., 2011; RightCare, 2011).
Solutions

Previously, we discussed hypothetical solutions to the challenge of improving equitable availability of CBT. These include the upscaling of training efforts and redistribution of therapists to areas with higher unmet need, the potential of tele-therapy to extend the reach of CBT interventions beyond well-served areas and the potential for increased volume of delivery of treatments based on the principles of CBT via guided self-help interventions.  (Shapiro, Cavanagh and Lomas, 2003). Each of these aims remain relevant. 
Significant training efforts have been made, but greater numbers of CBT therapists are still required to meet population needs (Clark, 2011). Further dedicated funding for the training and continuing professional development of these practitioners is required (Layard et al., 2012). Focusing training efforts into areas with fewer existing therapists may facilitate a more equitable distribution of CBT therapists, and incentives to work in areas with higher unmet need may facilitate the redistribution of existing CBT trainers, supervisors and practitioners to these areas. Commissioners of services need to take a lead on this. CBT practitioners may be more attracted to work in areas where there are service structures to employ CBT therapists and that provide the levels of clinical supervision and other continuing profession development opportunities required for safe practice.
Tele-therapy using telephone or video-conferencing facilities (e.g. ‘Skype’) may also help therapists to overcome the tyranny of distance which is especially problematic in rural areas. This in turn may help serve patients in areas of higher unmet need. There is evidence that these distance therapies are feasible, acceptable and typically associated with similar outcomes to face-to-face interventions (Backhaus et al., 2012). Therapist delivered internet psychotherapy, where communication between therapist and client occurs in real-time online, also has demonstrable clinical (Kessler et al., 2009) and cost effectiveness (Hollinghurst et al., 2010), and could also be used more widely to broaden access to CBT. 


Whilst tele-therapy and therapist-delivered internet therapy may offer the opportunity to increase the geographical reach of existing practitioners, they alone cannot increase the availability of CBT to greater numbers of people who might benefit. Improving access to CBT resources through the development and delivery of guided self-help workbooks and computer programmes may help. The early promise of self-help interventions described in our 2003 paper has been realised over the past decade during which a large number of studies have indicated the potential for self-help CBT for common mental health problems. Systematic reviews and meta-analyses have indicated that such interventions are feasible, acceptable and effective for many users (Andrews et al., 2011; Kalthenthaler et al., 2008; Marks, Cavanagh and Gega, 2007; Newman, Szkodny, Llera and Przeworski, 2011). This evidence base has underpinned the recommendation of guided self-help based on the principles of CBT by the National Institute for Health and Clinical Excellence (2009, 2011) for the treatment of mild-moderate depression, panic, phobia and generalised anxiety disorder.
New stepped-care service delivery models which integrate traditional therapy services with guided self-help services have demonstrated some success in increasing the reach of CBT (Clark et al., 2009; Clark, 2011). The continued development of these services is anticipated. Each of these initiatives is welcomed and should be further measured against their aims to meet the public health potential of CBT. 
Conclusion

BABCP membership in England and Wales has increased markedly and a measurable improvement in equity of the geographic distribution of members has also occurred over the last decade. However, notable discrepancies between the best and least well served population areas remain. These include a five-fold discrepancy in the availability of accredited CBT practitioners between the best and least well-served population decile indicates on-going “postcode availability” of the best qualified CBT practitioners.  Further workforce and service development is needed to increase the availability of CBT for those who might benefit from these evidence based interventions. 
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