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FearFighterTM

· 9-step internet-accessed CCBT for panic/phobia

· Recommended by NICE for English National Health Service in 

2006



Evidence base for FearFighterTM

Stand-alone FF Internet -accessed FF

Open studies Kenwrightet al, 2001 Kenwright et al, 2004

RCTs Marks et al, 2004 Schneider et al, 2005

Cost-effectiveness McCrone et al, 2009

Independent study Hayward et al, 2007

MacGregoret al, 2009
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Beyond RCTs - Implementation issues

òIdeas embodied in innovative social programs are not self-executingó(Petersilia, 1990)

· Takes 17 years on average to implement clinical innovations in routine 

practice (Balas et al, 2000)

· Negative results might be caused either by an ineffective intervention or by 

an effective but inadequately applied intervention (Campbell et al, 2007)

· Need conceptual frameworks to guide still-ôembryonicõ implementation 

science (Proctor et al, 2009)
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National implementation of FearFighterTM

òInvention is hard, but dissemination is even harderó (Berwick, 2003)

· In hands of 153 Primary Care Trusts (PCTs) across England

· Uncontrolled settings: Company sells FF licences to PCTs, has no control over 

referral pathway, screening and patient support

· Competition with many other interventions offered by PCT staff (face to face 

individually and in groups, self-help books,  relaxation, yogaé)

ƁPCT staff decide treatment options for patients, frequently resist offering CCBT

ƁStaff often offer non-CCBT care lacking an evidence base

· Relationship among the teams implementing FF is crucial

ƁWillingness to work together to succeed

Berwick, D. M. JAMA, 289(15), 1969-1975.



Barriers to FearFighterTM implementation 
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1. Economic

ƁAlmost half of English PCTs have recently commissioned FearFighterTM

2. Cultural

ƁòI do believe that a person can only change through a personal relationshipó (Primary 

Care Mental Health Worker, London)

3. Referral pathway

ƁUnduly long screening ðdictated by policy (CCBT is just one option among many 

treatments)

ƁGP-direct referrals and self-referrals still rarely accepted though they have best 

outcomes (Mataix-Cols et al, 2006)

Mataix-Cols D et al Compreh Psychiatry, 47, 241-245.


