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	Service Specification No.
	1

	Service
	Improving Access to Psychological Therapies

	Commissioner Lead
	Gemma Ashby, Derbyshire CCGs

	Provider Lead
	

	Period
	1st April 2020 – 31st March 2023

	Date of Review
	1st April 2021



	1.	Population Needs

	
1.1 	National context and evidence base

Prevalence 

Research suggests that around one in six adults (17%) meet the criteria for a common mental health disorder (CMD).

The latest Adult Psychiatric Survey found that women were more likely than men to have reported CMD symptoms. One in five women had reported CMD symptoms, compared with one in eight men. Women were also more likely than men to report severe symptoms of CMD – 10% of women surveyed reported severe symptoms compared to 6% of men[footnoteRef:2].  [2:  Adult Psychiatric Morbidity Survey (APMS) 2014.] 


Table 1 below shows the prevalence of CMD experienced within the ‘past week’ (Adult Psychiatric Morbidity Survey - APMS 2014), Generalised anxiety disorder and CMD-NOS (mixed anxiety/depression) constituted the greater proportion of those disorders.
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Table 1 Common Mental Health Disorders experienced in the ‘past week’

Depression and anxiety disorders can lead to a range of adverse psychological, social and employment outcomes. These may include:

•	Greater distress and poorer quality of life, including higher levels of self-reported misery and disruption to a person’s social, work and leisure life.
•	Poorer physical health. For example, people with a diagnosis of depression (compared with those without) have a reduced life expectancy. They are also at increased risk of developing a physical health condition, such as heart disease, stroke, lung disease, asthma or arthritis.
•	Unhealthy lifestyle choices. Depression is associated with decreased physical activity and poorer adherence to dietary interventions and smoking cessation programmes.
•	Poorer educational attainment and employment outcomes. There is a higher risk of educational underachievement and unemployment in people with depression and anxiety disorders. For those in employment, there is a higher risk of absenteeism, sub-standard performance and reduced earnings.
•	Increased risk of relapse if treatment is not appropriate or timely.

Healthcare costs for those with coexisting mental health problems and long term conditions (LTCs) are significantly (around 50%) higher. A large proportion of this cost is accounted for by increased use of physical health services (not mental health services).

Together, depression and anxiety disorders are estimated to reduce England’s national income (GNP) by over 4% (approximately £80 million).This reduction in economic output results from increased unemployment, absenteeism (a higher number of sick days) and reduced productivity. This is accompanied by increased welfare expenditure.

The national Five Year Forward View (FYFV) for Mental Health identified a number of deliverables that included for IAPT services a 25% access rate by 2020 based on local prevalence of CMDs.   The deliverables in the FYFV have been re-asserted in the National NHS Ten Year Plan and extended to 30% Access by 2023/24. National guidance also prioritises the provision of holistic care that considers both physical and mental health and for IAPT it is envisaged that services will continue to work with LTCs and Persistent Physical Symptoms (PPS). 

This transformation to put mental health services on an equal footing with physical healthcare is reinforced through the General Practice Forward View which states that 3000 more mental health therapists will be primary care by 2020/21

1.2 	Local context and evidence base
Prevalence estimates used to ascertain performance against national access targets were ultimately derived from earlier Adult Psychiatric surveys by NHS England, within Derbyshire these are uplifted each month to take account of population growth. 
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Figure 1 Prevalence of anxiety and depression within Derbyshire

Current prevalence estimates within Derbyshire stand at 11% of the total population, that’s over 90,000 people. There is some differentiation across the Derbyshire CCG’s:
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Figure 2 Distribution of prevalence across age groups within Derbyshire

According to the latest APMS and CMD severity scores by age group, figure 2 shows the approximate proportions from each age group expected to be accessing treatment within Derbyshire. Over a fifth of people accessing treatment are expected to be from the 45-54 age group with smaller numbers from the older adult population due to their severity scores being much lower than other age groups.

The Derbyshire Strategic Transformation Plan (STP) Joined Up Care Derbyshire has a Primary care mental health programme within the overall Mental Health STP work stream. In particular the primary care mental health  programme includes a number of aims; Enhance primary care capacity; Improve the physical health of people with a Serious Mental Illness (SMI); Reduce unnecessary referrals into statutory services; Improve the psychological wellbeing of people with a LTC; and Improve employment opportunities and job retention for people with mental health problems. The latter two aims relate directly to two current IAPT projects that will be evaluated and considered as part of the IAPT re-commissioning.

The Rightcare STP ‘Where to Look’ Pack contains data from the CCG ‘Where to Look’ packs published in October 2016, collated at STP footprint level. The data in this pack includes headline opportunities, improvement opportunity tables and 'Pathways on a page' showing how CCGs in each STP differ from their peers. This is demonstrated via statistically significantly higher or lower performance compared to 10 similar CCGs (not necessarily in the same STP).

Derbyshire Rightcare identifies a number of key challenges facing Derbyshire in terms of Common Mental Health Disorders. Recorded prevalence for CMD is lower generally in Derbyshire but depression prevalence is higher in North Derbyshire and Erewash. Anti-depressant prescribing is higher across Derbyshire as a whole. There is higher level of the population in North Derbyshire, Hardwick and Southern Derbyshire diagnosed with a disability or Limiting Long Term Illness (LLTI) and higher levels of deprivation experienced in Erewash, Hardwick and North Derbyshire.

Diabetes and respiratory disease are two of the areas in Derbyshire’s Rightcare packs where the evidence supporting the opportunity for physical healthcare savings is most comprehensive, in particular for elective and non-elective admissions and primary care prescribing, with the gross cost saving per person per annum estimated to be £1000, and £1200 respectively.


	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	



2.2	Key Service Outcomes
· People receive a prompt initial assessment.
· The treatment people received commenced promptly after their initial assessment.
· People feel better as a result of the treatment they received.
· Older people over 65 years were able to access a service when they needed it.
· People from black and minority ethnic groups recovered as a result of the treatment they received.
· People who reside in the 100 most deprived LSOAs (local super output areas) in Derbyshire recovered as a result of the treatment they receive. 

2.3	National defined outcomes
a) 30% (minimum) of people entering treatment against the level of need in the general population by 2023/24. 
b) 50% (minimum) of people who complete treatment are moving to recovery.
c) 65% (minimum) of people who complete treatment are moving to reliable improvement.
d) 75% of people referred to the Improving Access to Psychological Therapies programme enter treatment within 6 weeks
e) 95% of people referred to the Improving Access to Psychological Therapies programme enter treatment within 18 weeks
2.4	Local defined outcomes
a) 14% (minimum) of people completing  treatment are over the age of 65 years
b) 50% (minimum) of people from Black and Minority Ethnic (BAME) background who complete treatment are moving to recovery.
c) 50% (minimum) of people who reside in the 100 most deprived LSOAs in Derbyshire who complete treatment are moving to recovery.
d) 75% (minimum) of people will wait no more than 28 days (4 weeks) between first and second treatment appointment



	3  Delivery model


	To be agreed


	4         Aims and objectives of service

	
4.1 The following principles will apply:
· Provide a “whole person” approach which takes account of the person’s socio-demographic characteristics, health co-morbidities, lifestyle, and network of support.
· Provide a directly accessible service that promotes choice and control.
· Provide early access and appropriate intervention to avoid an escalation of need.
· Responsive - to respond to the needs of the local community.
· Treat all people with dignity and respect in line with the Equality Act and Equality Duty.
· Recovery driven with a focus on relapse prevention and self-management.

4.2  The aims of the service will be to:
· Reduce the stigma associated with a diagnosis of, or treatment for, common mental health disorders
· Provide signposting, information and facilitated access to a range of community based support services
· Improve service-user choice and experience of mental health services
· Improve identification and awareness of common mental health disorders (e.g. through awareness training for a range of health, social care, education and welfare professionals) and promote onward referral for assessment and intervention
· Improve the interface between services for people with common mental health disorders and other parts of the health system 
· Increase the proportion of people who are identified, assessed and receive treatment in accordance with National Institute for Health and Care Excellence (NICE) guidance/evidence based psychological care by appropriately qualified clinicians
· Improve the proportion of people who make a clinically significant improvement or recover. 
· Improve emotional wellbeing, quality of life and functional ability in people with common mental health disorders, and long term physical health problems
· Improve access and support to help people stay in work, help them return to work, help them into education or training and where appropriate help people to find meaningful activity
· Improve the opportunities for pathway facilitation between services for people moving from primary to secondary care (and vice versa), and with physical healthcare 
· Increase partnership working and collaboration with a range of other health and social care services, residential and nursing care, employment support agencies, criminal justice agencies, wellbeing services (e.g. leisure centres, third sector, not-for-profit providers)


	5          Scope

	5.1	Referral Route


The pathway will be as follows:
Self-Referral: via telephone or on-line directly to the lead provider
GP REFERRAL – via NHS Electronic Referral Service or directly to the lead provider via on line, written or telephone referral







Assessment appointment 
Assessment within 28 days of referral (NB this include Assessment appointments that include treatment)








Step 2 and Step 3 First treatment appointment should be within 6 weeks of referral.
Maximum wait between first and second treatment appointment should be 4 weeks.
If patient assessed as being high risk/urgent refer to appropriate service on same day.  
If specialist secondary mental health services are required then local protocols should be followed. 
 If IAPT/secondary services deemed unsuitable, alternative recommendations should be made. 














Follow-up protocols, where appropriate, up to 12 weeks post discharge





Referral forms and on line booking forms should be available. A lo-call phone number should be provided for telephone referrals and enquiries. Promotional/information materials should be available widely across the county in all appropriate formats and languages. These should include details of the referrals process and eligibility criteria and brief details of the services available.

5.2     Access
Professionals and the public need clear and accessible information about how to access local IAPT services and the range of choices available. It is particularly important to promote self-referral, improve access and address the fact that anxiety disorders are commonly under-detected. As such, the provider will be expected to have a communication plan and marketing strategy.

The service should have a clear and informative website that includes relevant links to other national and local resources for mental health, physical health, social care, and wider determinants. There should be an online referral facility and details about treatments offered, groups or courses available, on line support, and eligibility criteria. It should also include performance data such as waiting times, recovery and patient feedback scores. 

The CCG will work with the Lead provider to develop a Derbyshire wide brand and communication and marketing plan. This will include dedicated information for primary care and other stakeholders such as bulletins and newsletters

Response times and prioritisation
On receipt of referral, the Provider will contact patients within 3 working days via phone, text and/or letter.  Every reasonable effort should be made to contact the patient and the following should be seen as the minimum standard:

· Two phone calls on different days/at different times 
· Text message with details on how to contact the service (as long as consent to text has been given)
· One letter outlining information on how to contact the service and within what timeframe (before referral is closed)

For professional referrals - if the service is not able to make contact with the person, the referral should be sent back to the referrer on the 14th day after receipt explaining as such (professional referrals only). There should also be a duty system to enable professional telephone advice to be given about potential referrals.

Once contacted, the patient should be offered an assessment appointment within 28 days of referral date. A choice of telephone or face-to-face assessment appointment should be available to meet the needs of the individual concerned and to make access to services as convenient as possible. 

Telephone Assessments 
· Patients must be offered a choice of telephone or face to face assessment.  
· Telephone assessment refers to the full assessment as carried out by a suitably qualified worker, e.g. PWP, High Intensity Therapist. A telephone screening appointment or administration call, e.g. to take patient details and/or organise an appointment will not constitute as an assessment appointment session. 
· Should a patient opt for telephone contact and then change their mind and opt for face to face contact and vice versa, this should be accommodated.
· Opting for a telephone assessment should not automatically assign the patient to telephone contacts only – patients must be made aware that they can opt for face to face contact at any point in their care pathway.   

The assessment should follow good practice guidance as detailed in the IAPT Manual – see Section 6.2.1. 

Following assessment the patient should be informed of the likely wait between assessment and commencing regular, structured treatment. Patients should be contacted regularly should there be any delay to the appointment and signposted to other potential services which may offer additional support during this time. 

Patients identified to be at high risk (e.g. suicidal ideation, severe self- injurious behaviour, and psychotic symptomatology) should be urgently referred to the appropriate mental health service.  The access standard for referral is the same day.

Where the patient has been referred to the service by the GP,  the patient’s GP should be kept informed of the patient’s journey through the service which may include:
-	acceptance or rejection (with reason) of referral 
-	approximate waiting time for treatment to commence
-          progress summary
-	any risk or concerns
-	discharge (with completed discharge summary including any ongoing needs)

Where the patient has self-referred consent should be sought in line with the requirements of the Common Law Duty of Confidentiality before any information is shared with the GP Practice.

5.3     Availability

It is expected that there is a core base in each Place locality offering appointments between 8am and 8pm on 6 days per week. It is recognised that satellite bases will not be able to provide that level of cover due to various factors including, costs, staff availability, lease arrangements, and demand. In addition, where services are co-located it is expected that the provider will negotiate with the other service providers to agree the availability hours of the IAPT service.

5.4     Assessment appointments and Assessments and Treatment appointments/Single treatment sessions
A patient is coded as having ‘entered treatment’ if at least one session is recorded as either ‘assessment and treatment’ or ‘treatment’. It is important that these codes are only used when a significant portion of a session is devoted to delivering a NICE-recommended psychological intervention at the appropriate Step. If a session exclusively focuses on assessment, it should be coded as “assessment”. Services should develop written criteria for deciding whether an initial session can be coded by their staff as “assessment” or as “assessment and treatment”. Generally, very brief sessions that simply identify that IAPT is not appropriate for an individual should be coded as “assessment”. However, if any of a range of recognised appropriate interventions are a significant focus of the session, it would be appropriate to use the “assessment and treatment” code. It is recognised that some people may benefit from a single treatment session and need no further treatment or are signposted to another more appropriate service.

5.5     Internal waits
Both waiting list targets from referral to assessment and assessment to treatment commencement are equally important and the provider will be held to account for performance against both. This means that patients are expected to progress smoothly from assessment into appropriate meaningful treatment promptly, and that the provider should aim to ensure that the second treatment appointment should not be longer than 10 weeks from referral. This incorporates both waiting time targets of 6 weeks from referral to first treatment appoint and 4 weeks from 1st to 2nd treatment appointment. If the therapy sessions are generally meant to be weekly or fortnightly then the gap between the first and second session should be similar. For people who are stepped up between low-intensity and high-intensity therapies, the wait between the last low-intensity therapy session and the first high-intensity session should be minimized and certainly should not exceed the waiting time standard for the first intervention.

5.6     Dosage 
Dosage should be offered as defined in NICE guidelines for the presenting condition. Patients should not be advised of there being a fixed number of sessions available especially where this number is not in line with NICE Guidance for the presenting diagnosis.    However, there may be review points at certain intervals.

5.7     Stepped care
Treatment should commence on the step defined by NICE guidelines for the presenting condition(s) and follow the principle that people should be offered the least intrusive interventions appropriate to their needs first. Where a patient requires stepping up or down this will take place within the same treatment episode.

5.8     Relapse prevention/Self-management
Research studies have shown that high-intensity therapies that include relapse prevention procedures in their basic protocol can lead to more sustained gains and reduce relapse when compared with medications. Services should therefore not assume that patients will stay well after treatment and instead should put in place a comprehensive set of procedures that are likely to reduce relapse and improve long-term outcomes. These procedures might include:

· Focusing on ensuring that patients learn skills for overcoming emotional problems, in addition to meeting symptom recovery criteria. Some patients, particularly those with mild to moderate depression, could recover during treatment without learning any skills because they were going to recover in that period of time anyway (natural recovery). Such patients will be at increased risk of relapse unless their therapist or PWP ensures that key skills have been learned.

· Developing a relapse prevention plan with patients before they are discharged. Typically relapse prevention protocols involve writing out the key learning points from therapy and looking to the future to anticipate any likely stressors or setbacks. A simple plan of how to deal with the stressors or setbacks is then developed and written down. It will involve returning to some of the strategies that worked in therapy (thought records, activity schedules, exposure therapy, social connectedness, and so on) as well as linking up with helpful resources, including contacting their clinician for a booster session, if appropriate.

· Co-ordinating with GPs if a patient is considering stopping medication during follow-up. Some patients experience a re-emergence of symptoms following
discontinuation of medication. This is more likely if medication is withdrawn quickly. Liaison with GPs to agree withdrawal schedules and to monitor patients during withdrawal is therefore advised.

· Use of mobile phone apps to facilitate relapse prevention after discharge for a period. The apps could prompt patients to fill in their key outcome measures at regular intervals and give the patient easy access to their relapse prevention plan. E.g. https://www.getflorence.co.uk/

5.9     Treatment episodes

The commissioners will only pay for one treatment episode for a patient at any one time. Duplicate episodes running concurrently will not be acceptable. 

When someone presents with co-morbid conditions, and it is indicated that an IAPT treatment pathway is suitable, there should only be one treatment episode for the presenting condition(s), For example, a patient presenting with depression and anxiety should be treated within one treatment episode and not have each diagnostic category treated as two separate episodes of care. 

Back to back treatment episode (transfers) must not take place.

5.10     Re-referrals and further contact.
If a patient or referrer contacts the service within 12 weeks of discharge and requires support/advice for the same presenting condition(s) this should be treated as part of the same treatment episode. If a follow-up appointment is required it must take place within 6 weeks of contact.

As such, new episodes of care for the same presenting conditions/treatment will not be accepted within 12 weeks of discharge.

Any re-referrals over 12 weeks of discharge for the same presenting conditions/treatment must meet caseness. 

5.11    Treatment options
NICE-recommended psychological therapies form the basis of IAPT interventions. This is a key principle of IAPT, because adherence to evidence-based interventions optimises outcomes. Therefore, it is essential that NICE-recommended treatment is provided at the appropriate dose, in line with the identified problem descriptors, and that a choice of therapy is offered where appropriate. 

Self help
This can take three forms – group, individual facilitated, and individual non-facilitated. This has a role in delivering low level interventions, and in some cases high intensity interventions, for treating generalised anxiety disorder, panic disorder, depression and OCD.

Digital offer
Digitally-enabled therapy is psychological therapy that is provided via the internet with the support of a clinician. There is evidence to show that these therapies can achieve comparable outcomes to face-to-face therapy, when the same therapy content is delivered in an online format that allows much of the learning to be achieved through patient self-study, reinforced and supported by a suitably trained clinician. As well as maximising the geographic reach of the IAPT programme, delivering treatment via digital platforms means that treatment can be accessed anywhere and at any time. It can also help to decrease the stigma that still surrounds seeking access to mental health services.

One to one therapy
This should be offered where indicated by NICE guidelines.

Groups - both Step 2 and Step 3
For some clinical conditions and symptom severities, NICE recommends group work as well as one-to-one therapy. Groups need to be delivered in line with NICE guidance. Group Cognitive Behavioural Therapy (CBT) is a high-intensity therapy option which should be led by a trained high-intensity therapist, perhaps supported by a Psychological Wellbeing Practitioner (PWP). Psycho-education groups, which have a more restricted remit, may be led by appropriately trained PWPs. As with one-to-one therapy, group interventions should involve multiple sessions up to the numbers recommended by NICE for the relevant clinical condition. If patients find they are unable to attend a full course because of timing or other restrictions resulting from group administration, they should be offered alternative one-to-one therapy. NICE guidance does not support the use of single session group wellbeing interventions. 

Discharge Criteria

A patient should be discharged when:
· they have achieved recovery as assessed by the definition of non caseness or they have achieved reliable improvement as assessed by definition of required reduction in GAD-7 and PHQ-9 scores.
· it is clinically determined via a Clinical Lead that they should be ‘stepped out’ of IAPT treatment as it is no longer considered appropriate and/or they are onwardly referred into other, more appropriate services
· they have do not attend 2 successive appointments for face to face, group therapy, and/or telephone based appointments
· they drop out of, or decline, treatment
· they cannot be contacted by the service following adequate attempts 

When a patient has completed treatment, is discharged or drops out from the service:
· a copy of the treatment report is always offered to the patient 
· a patient experience questionnaire is given to the patient

5.12	Population covered

The population of Derby City and Derbyshire aged 16 and over and registered with a Derby City or Derbyshire GP Practice.

5.13	Any acceptance and exclusion criteria and thresholds

IAPT services provide support for adults with depression and anxiety disorders that can be managed effectively in a uni-professional context. NICE-recommended therapies are delivered by a single competent clinician, with or without concurrent pharmacological treatment which is typically managed by the General Practitioner (GP), though there may be some circumstances when medication is managed within secondary care.

Services are available to the above population. In particular, in line with NICE Guideline CG192 Antenatal and Postnatal Mental Health, this client group should be prioritised by being assessed within 2 weeks of referral and commencing treatment within 4 weeks.

Services provide treatment for people with the following common mental health problems. It is recognised that many people suffer from more than one of these conditions.

	Condition 
	Description 

	Depression 
	A mental health problem characterised by pervasive low mood, a loss of interest and enjoyment in ordinary things, and a range of associated emotional, physical and behavioural symptoms. Depressive episodes can vary in severity, from mild to severe. 

	Generalised anxiety disorder 
	An anxiety disorder characterised by persistent and excessive worry (apprehensive expectation) about many different things, and difficulty controlling that worry. This is often accompanied by restlessness, difficulties with concentration, irritability, muscular tension and disturbed sleep. 

	Social anxiety disorder (social phobia) 
	Characterised by intense fear of social or performance situations that results in considerable distress and in turn impacts on a person’s ability to function effectively in aspects of their daily life. Central to the disorder is the fear that the person will do or say something that will lead to being judged negatively by others and being embarrassed or humiliated. Feared situations are avoided or endured with intense distress. 

	Panic disorder 
	Repeated and unexpected attacks of intense anxiety accompanied by physical symptoms. There is a marked fear of future attacks and this can result in avoidance of situations that may provoke a panic attack. 

	Agoraphobia 
	Characterised by fear or avoidance of specific situations or activities that the person worries may trigger panic-like symptoms, or from which the person believes escape might be difficult or embarrassing, or where help may not be available. Specific feared situations can include leaving the house, being in open or crowded places, or using public transport. 

	Obsessive-compulsive disorder (OCD) 
	Characterised by the recurrent presence of either an obsession (a person’s own unwanted thought, image or impulse that repeatedly enters the mind and is difficult to get rid of) or compulsions (repetitive behaviours or mental acts that the person feels driven to perform, often in an attempt to expel or ‘neutralise’ an obsessive thought). Usually a person has both obsessions and compulsions. 

	Specific phobias 
	An extreme and persistent fear of a specific object or situation that is out of proportion to the actual danger or threat. This can include a fear of heights, flying, particular animals, seeing blood or receiving an injection. 

	Condition 
	Description 

	Post-traumatic stress disorder (PTSD) 
	The name given to one set of psychological and physical problems that can develop in response to particular threatening or distressing events, such as physical, sexual or emotional abuse, severe accidents, disasters and military action. Typical features of PTSD include repeated and intrusive distressing memories that can cause a feeling of ‘reliving or re-experiencing’ the trauma, emotional detachment and social withdrawal, avoidance of reminders and sleep disturbance. 

	Health anxiety (hypochondriasis) 
	A central feature is a persistent preoccupation with the possibility that the person has, or will have, a serious physical health problem. Normal or commonplace physical symptoms are often interpreted as abnormal and distressing, or as indicators of serious illness. 

	Body dysmorphic disorder 
	Characterised by a preoccupation with an imagined defect in one’s appearance or, in the case of a slight physical anomaly, the person’s concern is markedly excessive. Time consuming behaviours such as mirror-gazing, comparing features with those of others, excessive camouflaging tactics, and avoidance of social situations and intimacy are common, with a significant impact on the person’s levels of distress and/or occupational and social functioning. 

	Mixed anxiety and depressive disorder 
	A mild disorder characterised by symptoms of depression and anxiety that are not intense enough to meet criteria for any of the conditions described above but are nevertheless troublesome. The diagnosis should not be used when an individual meets the criteria for a depressive disorder and one or more of the anxiety disorders above, such people should be described as being comorbid for depression and the relevant anxiety disorder(s). 

	Irritable bowel syndrome* 
	A common functional gastrointestinal disorder. It is a chronic, relapsing and often lifelong disorder, characterised by the presence of abdominal pain or discomfort associated with defaecation, a change in bowel habit together with disordered defaecation (constipation or diarrhoea or both), the sensation of abdominal distension and may include associated non-colonic symptoms. May cause associated dehydration, lack of sleep, anxiety and lethargy, which may lead to time off work, avoidance of stressful or social situations and significant reduction in quality of life. 

	Chronic fatigue syndrome* 
	Comprises a range of symptoms that include fatigue, malaise, headaches, sleep disturbances, difficulties with concentration and muscle pain. A person’s symptoms may fluctuate in intensity and severity, and there is also great variability in the symptoms different people experience. It is characterised by debilitating fatigue that is unlike everyday fatigue and can be triggered by minimal activity. Diagnosis depends on functional impairment and the exclusion of other known causes for the symptoms. 

	MUS not otherwise specified* 
	Distressing physical symptoms that do not have an obvious underlying diagnosis and/or pathological process. 




Caseness is a term that refers to a person’s symptom score which exceeds the accepted clinical threshold for the relevant measure of symptoms. For the PHQ-9, this is a score of 10 or above. For the GAD-7, this is a score of 8 or above. Other symptom measures, such as those used to measure the severity of different anxiety disorders, have their own specific thresholds. 

People being accepted for treatment should meet caseness levels on the GAD-7/equivalent scale or PHQ-9 when these are assessed as part of the referral process. People who do not meet caseness should only be accepted into treatment by exception and only by the Clinical lead with a clear clinical rationale. In addition, they must commence on Step 2 treatment first.

Primary care psychological therapies do not encompass the whole of primary care mental health. For instance ongoing management of people with a stable psychosis/severe mental illness will be outside the scope of this service. 

This Talking Therapy service is not a crisis or emergency service but may need to prioritise cases where it is deemed that a delay would significantly interfere with progress, e.g. for patients in receipt of perinatal services.  

This Talking Therapy service is not targeted towards those who pose a high risk to themselves, risk to others or who are at significant risk of self-neglect. These might include; recent problem drug and/or alcohol use; recent self-harm or suicide attempt; recent episodes of violence or aggression; ongoing contact with other mental health services.   In such circumstances we would recommend seeking a referral to IAPT once other issues have stabilised and/or resolved. This is because we know that people are much more likely to be successful in therapy when there are no other significant issues happening that may negatively impact on therapy.  However, when an individual is stable they may benefit from access to psychological therapies. This will be an individual clinical decision made by the service Clinical Lead and the timings of this will vary between individuals.
  
Similarly, people who have a significant impairment of cognitive function (e.g. dementia); or significant impairment due to autistic spectrum problems or learning difficulties may be best served by specialist services. However, this by no means represents an automatic exclusion criteria. Appropriate reasonable adjustments should be made in order to allow people to access mainstream IAPT services wherever possible. Patients who need to be primarily referred for forensic or neuropsychological assessment may be best served by specialist services.

Individuals for whom drug and alcohol misuse present as primary problems are best focused towards substance misuse services. However, when their substance misuse problems have stabilised they may benefit from psychological therapies. Please refer to the drug and alcohol protocol for further guidance.




The following areas are likely to be considered outside the scope of the this service:

1)	Secondary-to-primary care liaison
2)	Early intervention (severe mental illness)
3)	Personality disorder (severe/complex)
4)	Primary care of stable psychosis 
5)	Medication management

All of the above, however, should not exclude a patient if it is determined that they would benefit from Step 2, Step3 or Step 3 Plus interventions. Each referral should be based on its own individual circumstances and every effort should be made, where appropriate, to support patients who would benefit from the service.

It may be necessary to coordinate treatment with other key agencies or providers such as practice nurses or community matrons (e.g. in the case of a person with a long term condition) to ensure that the patient’s needs are fully met.

If not able to work with the person for a specified reason, the provider should ensure that the referrer is advised about the decision and given information to support onward referral to other more suitable alternatives.  Referral to alternative agencies may be undertaken by the provider (after informing the referrer) or the patient may be referred to their GP to discuss the suggested options and subsequent onward referral. 


5.14	Interdependence with other services/providers

The vision for an effective Talking Therapies Service is of an integrated bio-psychosocial approach that considers a person’s wider quality of life needs, including the wider determinants of health and wellbeing such as employment, debt, welfare rights etc. This whole life approach requires the service to work closely with a range of other organisations to demonstrate improvements. 

The service should have a robust relationship with a wide range of stakeholders to augment the quality of both Talking Therapies service delivery and also the wider health and social economy. Safe, integrated and effective primary care/community mental health services need clear pathways for people to move into, through and out of service provision. 

Promotion of recovery and positive mental health requires collaboration and partnership with other community services and interventions as part of local service delivery. This will help to build community resilience and opportunities for primary prevention of mental ill health and promotion of recovery. 

In addition, collaboration with secondary care professionals in specialist mental health and general health services (particularly physicians involved in treating long term conditions including musculoskeletal, respiratory, dermatology, diabetes, heart disease, chronic pain services, neurology and cancer) is vital to ensure that psychological treatment needs are met across the pathway in an integrated, timely and responsive manner. As such it is expected that referral protocols and pathways will be agreed with relevant partners to facilitate joint working with various options as to the degree of integration from named liaison through to co-location.

General Practice
Following engagement with primary care, the provider will be expected to maintain proactive and regular communication with practices including advice, information materials, training resources, and mental health awareness. Primary Care must also be kept informed of waiting times and recovery rates. Every opportunity to integrate with Primary Care should be explored including co-location where possible, practical, and affordable.

Other key service include:
· Drug and alcohol services
· Health psychology
· Social Care
· Employment support
· Student services
· Public Health

The Talking Therapy service will be part of an integrated primary care/community pathway for people with common mental health disorders and will be expected to link with Public Health as part of the MH community hubs in order to ensure that Talking Therapies are part of the offer/SPOA. 

5.15   Location and venues
The provider should have a core base in each Place locality along with various satellite bases across the county and city.

Co-location within other services should be considered where this enhances patient experience and joint working. It is expected that there will be some co-location.

The commissioners will endeavor to support the provider to negotiate reasonable service charges in particular within general practice.

Venue requirements include:
· Up to date and fit for purpose IT including telephones, internet connect and remote networking
· Facilities for telephone-based Psychological Wellbeing Practitioner interventions
· Consulting room space including for patients whose condition (e.g. social anxiety disorder, some cases of PTSD) requires treatment where videotaping and role play/modelling can occur
· Option to access on line treatment resources
· Group work
· Supervision and meeting space, 
· Office and administrative space
· Comfort facilities
· Consideration of sound insulation and privacy.

Venues and facilities should be accessible both in terms of public transport links and parking facilities and compliant with all relevant local and national laws, regulations and service requirements. Particular attention should be paid to the accessibility needs of people with sensory, physical and mental impairments, as well as those who may face, for instance, cultural or language barriers.


	6.	Applicable Service Standards

	
6.1	Applicable national standards (e.g. NICE)

6.1.1 NICE guidance

The evidence base underpinning the use of psychological therapies in the treatment of depression and anxiety disorders can be found in the following NICE guidance: 

• Antenatal and Postnatal Mental Health: Clinical Management and Service Guidance (NICE clinical guideline 192) 
• Common Mental Health Problems: Identification and Pathways to Care (NICE clinical guideline 123) 
• Computerized Cognitive Behaviour Therapy for Depression and Anxiety (NICE technology appraisal 97) 
• Depression in Adults: Recognition and Management (NICE clinical guideline 90) 
• Depression in Adults with a Chronic Physical Health Problem: Recognition and Management (NICE clinical guideline 91) 
• Generalised Anxiety Disorder and Panic Disorder in Adults: Management (NICE clinical guideline 113) 
• Obsessive-compulsive Disorder and Body Dysmorphic Disorder: Treatment (NICE clinical guideline 31) 
• Post-traumatic Stress Disorder: Management (NICE clinical guideline 26) 
• Social Anxiety Disorder: Recognition, Assessment and Treatment (NICE clinical guideline 159) 

NICE has also issued guidelines on medically unexplained symptoms (MUS) and multimorbidity: 

• Chronic Fatigue Syndrome/Myalgic Encephalomyelitis (or Encephalopathy): Diagnosis and Management (NICE clinical guideline 53) 
• Irritable Bowel Syndrome in Adults: Diagnosis and Management (NICE clinical guideline 61) 
• Low Back Pain and Sciatica in over 16s: Assessment and Management (NICE guideline 59) 
• Multimorbidity: Clinical Assessment and Management (NICE guideline 56) 

6.1.2 Patient Choice
Wherever patient choice is clinically appropriate, providers are required to support the patient’s decision in line with the requirements in the NHS Standard Contract and NHS England’s guidance on ‘Choice in Mental Health Care’.

6.2	Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges)

6.2.1     National Collaborating Centre for Mental Health




6.2.2 Relevant Professional bodies
Accreditation (with relevant Professional bodies) alternatives to IAPT accredited training including British Association for Behavioural and Cognitive Psychotherapies (BABCP), British Association for Counselling and Psychotherapy (BACP), British Psychoanalytic Council (BPC).

6.3     Staffing resources
The provider will ensure that all staff are trained and competent to deliver services.  Services are required to offer supervision and support to agreed professional standards; these can be found in the IAPT Manual above. 
The service should consider the needs of the part time workforce in terms of workload and working arrangements in line with their statutory duties.
The service should implement local strategies and to improve staff wellbeing and therefore retention.
The service should have an appropriate skill mix within their team - between 30-40% of workforce PWPs, 60-70% High Intensity Therapists (HITs), 0-10% Senior Therapists such as clinical or health psychologists.

Assessment should always be provided by an appropriately trained member of staff. Treatment can be provided by accredited staff or staff working towards accreditation but supervised by a registered practitioner (i.e. appropriately trained, qualified and experienced).

Clinical hours: 
It is expected that staff have a well-balanced workload of patients and that the need for time to complete administration, supervision, Continuing Professional Development (CPD) and training is taken into account.
· For high-intensity therapists it is generally considered that achieving 20 face-to-face clinical hours per week is appropriate for a full-time, fully trained individual, with pro-rata reductions for part-time workers, trainees and those with supervision or management responsibilities.
· For PWPs it is more usual to set target numbers for assessments and low-intensity treatment sessions each week. These targets are usually locally agreed but should be equitable and reasonable bearing in mind the varied and stressful nature of PWP work. National guidance on PWP contacts will be issued in the near future. 

Supervision
A supervision competency framework was developed for the IAPT programme and the IAPT Supervision Guidance provides support and guidance on the different types of supervision within the IAPT service.
IAPT eligibility criteria exist for all supervisors within IAPT services and all supervisors should have completed one of the IAPT supervisor-specific training programmes. A named senior therapist should be responsible for overseeing the effectiveness of supervision within the IAPT service, in conjunction with the clinical director and course directors concerned.

Principles of effective supervision to be adhered to:
· Outcomes-focused supervision where case discussion should be informed by outcome measures.
· Supervision should take place weekly.
· Consist of at least one hour of individual supervision with an experienced and trained supervisor located within the IAPT service.
· Small group supervision that is proportionally longer in duration can also be used.
· Every 2 to 4 weeks all ongoing clinical cases should be reviewed in supervision.
· PWPs should receive both case management supervision (individual, one hour per week) and clinical skills supervision (at least one hour per fortnight).
· Discussion of clinical cases should be prioritised according to need.
· Cultural competence should be considered, as well as how supervision can support the supervisee to meet individual need.

Additional supervision for trainees:
· high-intensity trainees should receive additional supervision of training cases, lasting 1.5 hours within their two-day attendance on the course at a university
· PWP trainees should receive an additional 1 hour per fortnight individual and group supervision, focused on case discussion and skill development (in addition to case management supervision).

Training/CPD/competency
Roth and Pilling have developed a competence framework for each of the therapies supported by the IAPT programme and the provider is expected to adhere to this Framework. Courses that are delivering the agreed IAPT training curricula assess trainees against this competence framework. Experienced clinicians should also consult the framework when considering their own training and development needs, and those of their supervisees. 

It is expected that non-clinical staff including Managers, Administrators, Data Analysts, Finance officers etc. will be used in the delivery of the service. In addition the service may wish to use self-employed therapists to support the employed workforce and the commissioner is accepting of this with the correct employment arrangement in place.

Staff should be culturally competent and able to respond to a range of diverse experiences and identities of clients. Through adaptation, the service should strive to meet the diversity of life experiences, lifestyles and backgrounds clients have as outlined in the IAPT Manual.   The service should make adequate and reasonable adjustments and provision for interpreters, carers and others from whom the patient may require assistance, providing information and signage in an appropriate range of formats, media and languages, and ensuring service and customer care is delivered in an inclusive manner which respects the diversity of users.

6.4	Applicable local standards (not in Schedules 4 or 6)

Co-production
The provider should plan and develop the service through collaboration with people who use the service, their families and carers, as well as seeking feedback from all relevant stakeholders in order to ensure that the service reflects the needs of local people and communities.


	7.	Applicable quality requirements

	
See Schedule 4 Parts A- D


	8.	Applicable monitoring requirements

	
See schedule 6 Parts A - B

	9.        Local contract management and KPIs

	
The provider will be expected to meet monthly with commissioners during the Implementation phase, reverting to quarterly from contract commencement as long as there are no outstanding delivery issues. These meetings will include, but not be limited to, the items identified in General Condition 8. 

Additional items will include the Key Performance Indicators (KPIs) below:
· Implementation Plan review;
· Budget expenditure; 
· Staffing;
· Staff training matrix including mandatory training;
· Training delivery to other practitioners;
· Details of any waiting lists.
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IAPT and Drug & Alcohol Services

Referral Protocol

IAPT services deliver a range of evidence-based interventions for mild to moderate mental health issues. IAPT delivers a ‘stepped care’ model where time limited psychological therapy is likely to have a positive outcome for the individual.

Guidance for assessing whether an individual with substance misuse is suitable for IAPT treatment

IAPT services do not provide treatment for substance misuse. However, drug and alcohol use should not be automatic exclusion criteria for accessing IAPT and all cases should be assessed for suitability. Most drug and alcohol users do not need specialist or clinical interventions to change their substance abuse behaviour.  Many whose use is not significantly problematic can respond well to simple advice to cut down on their use if the reasons to do so are articulated in a coherent psychological formulation which illustrates the difficulties that their use will present in treatment. Of those users that need more help, they may be able to access this whilst on the wait list or in the early stages of treatment with IAPT. Only a small proportion of users will require specialist treatment services. Of those accessing drug and alcohol services, 70-80% will have a common mental health problem. For people whose primary problem is drug and/or alcohol misuse, their use is likely to be therapy interfering and they should seek help from Derbyshire Recovery Partnership, in accordance with NICE guidelines and the IAPT service specification. However when their substance abuse has stabilised they may benefit from psychological therapies. A primary substance misuse problem can be can be defined as a level of use that is daily or almost daily and for which the client would not be able to abstain for 2-3 days per week without experiencing withdrawal symptoms; if the person cannot avoid drinking / using for 2-3 days per week without experiencing withdrawal symptoms then a referral to alcohol / drug services should be considered in the first instance. 

Questions about use of drugs and alcohol over the previous month and the relationship between the person’s substance use and their psychological distress give a good indicator of pattern and function of use. This will enable a judgement to be made regarding the extent to which substance abuse is likely to be problematic in terms of psychological treatment and the extent to which the person is likely to be able to reduce use using self-help resources or support from their GP, or whether specialist drug and alcohol treatment is required either alongside or before treatment with IAPT (see sections below on how and when to refer).  In making this judgement clinicians should consider the following: 

· the amount, type and frequency of substances consumed, specifically days used and amount typically used per day

· the extent to which the person’s life is organised around the acquisition and use of substances





· the nature and extent of problems associated with recovery from the ill effects of using substances

· the extent of the person’s recognition of their problem and motivation for change

· whether use is limited to clearly circumscribed contexts (eg a weekend user of ecstasy)

· the function the substance abuse serves (especially if used to block out unwanted feelings and the client presents with risk to self or others)

· whether the substance is being used to aid sleep

If there are concerns that the person may be dependent on alcohol, GBL (gamma-butyrolactone) or benzodiazepines then you should refer the person to their GP to review the situation first as attempting to stop their use abruptly can sometimes be damaging to health.

If the level of use is considered to have potential to interfere with psychological therapy, questions regarding the extent to which the person has considered making changes and how confident they are that they can start making changes will give an indicator of motivation. Again an explanation of why change is relevant couched in terms of a psychological formulation with reference to the person’s depression or anxiety can be very influential. 

Seek supervision on suitability for IAPT services and the rationale for decision making regarding problematic use and the type and timing of signposting for support for drug and alcohol use.

As part of contracting it is good practice to specify that patients come sober to sessions and if they are intoxicated, sessions should be rescheduled. If the patient struggles to attend sober, consider a referral to drug and alcohol services.

For people whose primary problem is drug and/or alcohol misuse, their use is likely to be therapy interfering and they should seek help from Derbyshire Recovery Partnership. However when their substance abuse has stabilised they may benefit from psychological therapies. Stability may be defined as using medication as prescribed (including methadone) and not using additional non prescribed medication or illicit drugs; drinking at the lower risk levels as defined below; not chaotic in terms of lifestyle; motivated to change; likely to be able to tolerate increased distress or anxiety without increasing risk to self or others or resorting to increased levels of use of substances.

Local IAPT services and Derbyshire Recovery Partnership have agreed the following protocols to facilitate appropriate referrals between each other:

Guidance for Derbyshire Recovery Partnerships considering a referral to IAPT Page 3

Guidance for IAPT colleagues on referring to Derbyshire Recovery Partnership Page 5





Guidance for Derbyshire Recovery Partnerships considering a referral to IAPT

· Whenever possible or appropriate, if an individual is in structured planned drug/alcohol care and treatment they should remain so and in contact with their Substance Misuse Practitioner for the duration of their contact with IAPT services. IAPT providers will not accept referrals where the primary problem is substance misuse. This can be defined as a level of use that is daily or almost daily and for which the client would not be able to abstain for 2-3 days per week without experiencing withdrawal symptoms; if the person cannot avoid drinking / using for 2-3 days per week without experiencing withdrawal symptoms then a referral to alcohol / drug services should be considered in the first instance. 



· Whenever possible or appropriate, the individual should remain in structured planned drug/alcohol care and treatment and in contact with their Substance Misuse Practitioner for the duration of their contact with the IAPT service.



· The Substance Misuse Practitioner will retain responsibility for case management and care planning for the individual.



· The IAPT service will not deal with any aspects of drug/alcohol treatment. However, drug/alcohol use may be part of the IAPT psychological formulation and simple advice may be offered to individuals with low level use.



· For IAPT to offer treatment, the individual must be experiencing a common mental health problem at a mild to moderate level (and not requiring any form of crisis management/intervention).



· For IAPT to offer treatment, the individual must be stable and should be able to engage within the therapeutic process. 

· Chaotic and complicated life issues may impede the therapeutic relationship and therapy effectiveness

· IAPT is more likely to be suitable for individuals who are stable, well prepared and insightful about their mental health needs and ready, motivated and willing to address their difficulties.



· Poly drug use will not be a barrier to accessing IAPT services, though patients that have poly drug use involving drug/alcohol and benzodiazepine usage combined would not be appropriate for an IAPT service.













The over-riding principle will be that the individual should be stable and capable of engaging in the therapy and therapeutic relationship. If unsure about ‘stability’, drug and alcohol services should contact IAPT directly for a pre-referral discussion to help inform appropriateness and successfully manage client expectations.

In addition to being ‘stable’, please consider the following:



a) For alcohol, the individual must be drinking at lower risk levels that will not impede the therapy and therapeutic relationship – i.e. not drinking daily and not at a level that exceeds 50 units per week for males and 35 units per week for females.

b) An individual’s level of engagement with community substance misuse treatment  may be a possible predictor of whether they will engage with IAPT

c) Recent drug test results (regular illicit drug use would likely impact on/inhibit work with IAPT)

d) Agreement of the Substance Misuse prescriber around referral in terms of substitute prescribing on psychological engagement (benzodiazepine prescribing or high doses of methadone 80mls+ can have sedative effect, although tolerance is acquired and this is best judged by the prescriber)



Pre-Referral & Preparatory Work

The Substance Misuse Practitioner should have completed preparatory work with the service user, ahead of referral to IAPT (and to help manage expectations and maximise the chances of successful outcomes). 

To support acceptance of appropriate referrals, the referrer should include details such as:

· The nature of the problem and how it is affecting the individual’s life/mental health

· What is known about the cause of the problem

· Stability in relation to drug/alcohol use and ability to engage with psychological therapy 

· Other services that the individual is in contact with, or has been known to be in contact with, relevant to the referral

Other considerations ahead of referring include:

· Does the individual pose a high risk of harm to either themselves or others? If unsure about suitability, drug and alcohol services should contact IAPT directly for a pre-referral discussion.

· Is the individual already accessing Community Mental Health or Specialist Mental Health services (if so, they are unlikely to be eligible for IAPT however cases may be discussed to ensure the appropriate service is offered)









In implementing this protocol, the over-riding principle is to support access for those who will benefit from psychological therapies and increase the chance of successful outcomes.

The protocol should be used as a guide but equally each individual should be considered on a case-by-case basis. The ultimate aim is to ensure that individuals receive the right intervention from the right service at the right time.

Following assessment, it is possible that IAPT deem an individual unsuitable for psychological therapies. To support continual learning and understanding, IAPT providers will be expected to liaise with Derbyshire Recovery Partnership (if the source of referral) to explain unsuitability and provide advice on more appropriate services (if applicable). 






Guidance for IAPT colleagues on referring into Derbyshire Recovery Partnership

1. Preparation for referral

Derbyshire Recovery Partnership provides support and treatment for those with Alcohol and Drug misuse, so regardless of the substance all referrals can be made through our HUB (Single point of Contact) Client consent for a referral will always be required.

The IAPT worker is always welcome to ring The Hub (the single point of contact) to discuss identified issues or suitability of referral on   01246 206 514 or 0845 308 4010 prior to making the referral if they would like further information first.

Wherever possible, IAPT staff should encourage the person to refer themselves to the Hub because this is a good way to ensure that they receive a motivational intervention which marks the start of their recovery journey, receive information about the treatment options and brief interventions.  

The IAPT worker should have all the relevant personal information to hand when making the referral to ensure the Hub can deal with the referral efficiently and can complete onward referrals in to the appropriate service (referring to the DRP referral form would help with this).  

1. Alcohol Units and Levels

As alcohol can affect people in different ways, it is difficult to provide specific guidance on the number of alcohol units required for a referral.  The revised Chief Medical Officers’ Guidelines (2016) for both men and women are focussed on reducing the impact on health and suggests the following the guidance:

· You are safest not to drink regularly more than 14 units per week, to keep health risks from drinking alcohol to a low level

· If you do drink as much as 14 units per week, it is best to spread this evenly over 3 days or more. If you have one or two heavy drinking sessions, you increase your risks of death from long term illnesses and from accidents and injuries

· The risk of developing a range of illnesses (including, for example, cancers of the mouth, throat and breast) increases with any amount you drink on a regular basis

· General advice is to have drink-free days as a safe way to drink

Having a clear understanding of alcohol units will help to determine if a referral is needed, being mindful of hidden alcohol units in higher strength drinks e.g. there are many different strengths of lager, cider etc. 

When alcohol levels are low, it may be appropriate for the IAPT worker to continue to work with the person.  Through developing new coping strategies to manage anxiety and depression the alcohol may well reduce as a result. 

However, a referral is recommended if the alcohol is deemed to be blocking progress to change in both behaviour and alcohol consumption during the IAPT work.   

When someone is drinking at high levels - always refer the client to Derbyshire Recovery Partnership.

Please refer to the DAAS training, alcohol wheel and www.DAAS.uk.com  for further information.



2. Drug use and Levels

Unlike alcohol there is no threshold for illicit drug use and even small amounts can be harmful and problematic. The service is happy to work with individuals regardless of their level of drug use/misuse. 

Commonly misused drugs within Derbyshire are: 

· Cannabis

· Amphetamines

· Cocaine (inc crack) 

· Heroin

· Novel Psychoactive Substances  

Novel Psychoactive Substances (previously referred to as ‘legal highs’ prior to recent legislation) go by a huge variety of names (Spice and Mamba being two of the most common locally) and the service has staff who are experienced in working with users. 

It should be noted that the service does not take referrals for individuals who are misusing prescribed medication or those who misuse over-the-counter (OTC) medication as the drug treatment service is commissioned for the treatment of the misuse of illicit drugs only. 

When drug misuse levels are ‘low’, it may be appropriate for the IAPT worker to continue to work with the person.  Through developing new coping strategies to manage anxiety and depression the drug use may well reduce as a result. It is hard to agree on what ‘low’ or ‘high’ level drug use is and this is often assessed based on the level of impact it has on an individual’s life (physical health, mental state, finances, family and friends employment etc.) rather than on a type of drug or the amount used. However anyone using illicit drugs (regardless of the amount) can access drug treatment. 

A referral is always recommended if the drug use is deemed to be blocking progress to change in both behaviour and drug use during the IAPT work.  

 









3. Drug/Drink Diary 

IAPT staff should consider asking the client to accurately complete a Drug/Alcohol use diary over a week or two (or up to a month if possible) which may help to support the need for a referral. This is also a useful tool for service users to see how much they are using and recognise a need to accept support.    



4. Free training for IAPT staff

If you require more information or a greater understanding of the work of the services in Derbyshire, arrange a referral to the DAAS (half/full-day) training



5. Base Locations - below are the main base’s, we do also deliver from a number of satellite locations; however access to our service should wherever possible be through the Hub.

		Derbyshire Recovery partnership: Main Bases



		42, St Mary’s Gate, 



Chesterfield, 



Derbyshire  



S41 7TH



		The Mews

Church Street

Ripley

DE5 3BU

        

		Bankgate

Rink Drive

Swadlincote, 

DE11 8JL





		Erewash House

Station Road

Ilkeston

DE7 5LD













6. Any/all other queries

Derbyshire Recovery Partnership Hub:

Telephone:01246 206 514 or 0845 308 4010

Secure email: dhcft.daas@nhs.net

General Email: info@derbyshirerecoverypartnership.co.uk
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Foreword

Depression and anxiety disorders can have a devastating effect on individuals, their families
and society. Thankfully, considerable progress has been made in developing effective
psychological therapies for these conditions. This progress has been recognised by the
National Institute for Health and Care Excellence (NICE) which now recommends particular
psychological therapies as first choice interventions for depression and anxiety disorders.
However, in most countries few members of the public benefit from these advances as there
are insufficient appropriately trained therapists. England is an exception. Starting in 2008, the
NHS has trained and employed an increasing number of clinicians who work in Improving
Access to Psychological Therapies (IAPT) services. Individuals who are seen within those
services can expect to receive a course of NICE-recommended psychological therapy from
an appropriately trained individual and to have their clinical outcomes monitored and
reported.

From small beginnings, the IAPT programme has grown so that it now sees around 900,000
people a year. Over 550,000 go on to have a course of psychological therapy. The others
receive an assessment, advice and signposting (if appropriate). A unique outcome
monitoring system ensures over 98% of treated individuals have their depression and anxiety
assessed at the beginning and end of treatment. One might expect some attenuation of
clinical outcomes when treatments are implemented outside the artificial environment of a
clinical trial. However, IAPT set itself the ambitious target of achieving similar results.
Specifically, a minimum of 50% recovery for all individuals completing treatment. Initially, this
was an elusive target but it was finally achieved in January 2017. Currently approximately
one in two people who have a course of treatment in IAPT recover and two out of three
people show worthwhile improvements in their mental health. The effort to secure such
impressive outcomes has generated very substantial learning which this document aims to
share nationally and internationally.

The success of the IAPT programme has been recognised and the NHS has committed to
further expanding IAPT services so 1.5 million people per year will be seen by 2020/21. This
represents around a quarter of the community prevalence of depression and anxiety
disorders.

The IAPT Manual has been written to help commissioners, managers and clinicians expand
their local IAPT services while maintaining quality and ensuring that patients receive effective
and compassionately delivered care. To produce the manual, the team at the National
Collaborating Centre for Mental Health have carefully considered the research literature and
have also drawn on the accumulated wisdom of numerous clinicians and commissioners who
have worked hard to make IAPT the success it is today. Readers will find invaluable
guidance on setting up and running an efficient IAPT service that achieves good outcomes
with the individuals who receive a course of treatment and creates an innovative and
supportive environment for staff as well as clients. IAPT is a work in progress. Much more
can be learned about how to effectively deliver psychological therapies at scale. For this
reason, the manual also provides guidance on how to use local and national data to better
understand the strengths and limitations of a service, along with advice on developing and
evaluating service innovation projects.

Professor David M Clark CBE
National Clinical and Informatics Adviser for IAPT
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1 Introduction

The Improving Access to Psychological Therapies (IAPT) programme was developed as a
systematic way to organise and improve the delivery of, and access to, evidence-based
psychological therapies within the NHS. It had its roots in significant clinical and policy
developments.

The success of two pilot projects established in 2006 led to the national implementation of
the IAPT programme in 2008, which has since transformed the treatment of depression and
anxiety disorders in adults in England. Over 950,000 people now access IAPT services each
year. Among those who receive a course of treatment, approximately one in two recover and
two in three show a reliable reduction in their symptoms.

The Five Year Forward View for Mental Health! sets out a commitment to expanding IAPT
services and improving quality further, with a view to increasing access to psychological
therapies for an additional 600,000 people with common mental health problems each year
by 2020/21. This will be achieved by recruiting and training an extra 4500 clinicians, 3000 of
whom will be based in primary care.

1.1 Purpose and scope of this document

This manual is for all commissioners, providers and clinicians (including trainees) of services
that deliver psychological therapies for depression and anxiety disorders in adults.? It serves
as an essential manual for IAPT services, describing the IAPT model in detail and how to
deliver it, with a focus on the importance of providing National Institute for Health and Care
Excellence (NICE)-recommended care (see Section 3). It also aims to support the further
implementation and expansion of IAPT services.

This manual encompasses the following priorities for service development and delivery:

o Expanding services so that at least 1.5 million adults can access care each year by
2020/21

e Focusing on people with depression and/or any of the anxiety disorders. As IAPT
services expand they are expected to increase access to treatment for people who also
have long-term physical health conditions, by recruiting and deploying appropriately
trained staff in IAPT services where psychological and physical treatment are co-located
(these are called ‘IAPT-LTC services’ in this manual). Such services should also have a
focus on people distressed by medically unexplained symptoms, to help this group of
people achieve better outcomes

¢ Improving quality and people’s experience of services. This includes improving the
numbers of people who recover, reducing geographic variation between services and
reducing inequalities in access and outcomes for particular population groups

e Supporting people to find or stay in work, so that IAPT services can better meet a
person’s individual employment needs and contribute to improved employment
outcomes.

1.2 Navigating the manual

The document has been organised into 11 further chapters as set out in Figure 1, which
provides a brief overview of each chapter’s content.

2 Information on children and young people’s IAPT services can be found here.



https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf

https://www.england.nhs.uk/mental-health/cyp/iapt/
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1.3 What IAPT is

IAPT services provide evidence-based treatments for people with depression and anxiety
disorders, and comorbid long-term physical health conditions (LTCs) or medically
unexplained symptoms (MUS) (when integrated with physical healthcare pathways®).

IAPT services are characterised by three key principles:

e Evidence-based psychological therapies at the appropriate dose: where NICE-
recommended therapies are matched to the mental health problem, and the intensity and
duration of delivery is designed to optimise outcomes.

e Appropriately trained and supervised workforce: where high-quality care is provided
by clinicians who are trained to an agreed level of competence and accredited in the
specific therapies they deliver, and who receive weekly outcomes-focused supervision by
senior clinical practitioners with the relevant competences who can support them to
continuously improve.

e Routine outcome monitoring on a session-by-session basis, so that the person having
therapy and the clinician offering it have up-to-date information on the person’s progress.
This helps guide the course of each person’s treatment and provides a resource for
service improvement, transparency and public accountability.

Services are delivered using a stepped-care model, which works according to the principle
that people should be offered the least intrusive intervention appropriate for their needs first.
Many people with mild to moderate depression or anxiety disorders are likely to benefit from
a course of low-intensity treatment delivered by a psychological wellbeing practitioner (PWP).
Individuals who do not fully recover at this level should be stepped up to a course of high-
intensity treatment. NICE guidance recommends that people with more severe depression
and those with social anxiety disorder or post-traumatic stress disorder (PTSD) should
receive high-intensity interventions first.

1.3.1 Who IAPT is for

IAPT services provide support for adults with depression and anxiety disorders that can be
managed effectively in a uni-professional context. NICE-recommended therapies are
delivered by a single competent clinician, with or without concurrent pharmacological
treatment which is typically managed by the GP, though there may be some circumstances
when medication is managed within secondary care.

Core IAPT services provide treatment for people with the following common mental health
problems (see Table 1):

depression

generalised anxiety disorder

social anxiety disorder

panic disorder

agoraphobia

obsessive-compulsive disorder (OCD)

specific phobias (such as heights or small animals)

PTSD

health anxiety (hypochondriasis)

body dysmorphic disorder mixed depression and anxiety (the term for sub-syndromal
depression and anxiety, rather than both depression and anxiety).

b See The Improving Access to Psychological Therapies Pathway for People with Long-term Physical Health
Conditions and Medically Unexplained Symptoms.




http://www.rcpsych.ac.uk/IAPTCarePathways

http://www.rcpsych.ac.uk/IAPTCarePathways
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It is recognised that many people suffer from more than one of these conditions.
In addition to evidence-based psychological therapies, IAPT services also provide
employment support to people, where appropriate.

In line with the implementation of The Five Year Forward View for Mental Health, evidence-
based treatment will be extended to people with comorbid LTCs or MUS (See Section 11.2).
The newly developed IAPT-LTC services will focus on people who have LTCs in the context
of depression and anxiety disorders and will also aim to treat the following conditions:

e irritable bowel syndrome

e chronic fatigue syndrome

e MUS not otherwise specified.

Drug and alcohol misuse are not automatic exclusion criteria for accessing IAPT if, following
assessment, it is determined that the person would benefit from IAPT interventions in line
with NICE guidance. However, IAPT does not provide complex interventions to treat drug
and alcohol misuse. The level of drug or alcohol misuse should not interfere with the
person’s ability to attend and engage in therapy sessions. If this is not the case, NICE
guidelines recommend treatment for drug or alcohol misuse first. This highlights the need for
services to work together to develop locally agreed pathways and criteria for more specialist
intervention when indicated. Please see the IAPT positive practice guide for working with
people who use drugs and alcohol.

A person’s involvement with secondary mental health care services should not lead to
automatic exclusion from IAPT services. In principle, the greater the complexity of the
presenting issue, the more substantial and multi-professional the package of care needs to
be. Where problems are less complex, uni-professional intervention, such as those delivered
within IAPT services, may be the most appropriate, even if concurrent pharmacological
treatment is provided by primary or secondary care services. However, for more complex
problems, multi-professional interventions delivered by secondary mental health care
services would usually be expected.

1.3.2 IAPT service provision

IAPT services sit within a wider system of care and are commissioned by local clinical
commissioning groups (CCGs). IAPT spans primary and secondary mental health care. It
operates as a ‘hub and spoke’ model, which typically includes a central management and
administration office with strong primary care and community links that enable most of the
face-to-face therapy to be provided in local settings that are as easy for people to access as
possible (such as GP practices, community settings and voluntary organisations).

Referral pathways have been specifically developed to promote access and equality. They
include:

self-referral

community or voluntary service referral

primary care referral

secondary care referral (including both mental health and physical health care services)

IAPT services need to develop strong relationships with professionals across a broad range
of mental health care pathways, as well as social care, to ensure that people with needs that
are either not appropriate or too complex for IAPT services receive the necessary care in the
right place.



https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdfhttps:/www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf

https://www.uea.ac.uk/documents/246046/11991919/iapt-drug-and-alcohol-positive-practice-guide.pdf/d55a76e6-3ec7-4561-86f0-1fd3ce1d7d0d

https://www.uea.ac.uk/documents/246046/11991919/iapt-drug-and-alcohol-positive-practice-guide.pdf/d55a76e6-3ec7-4561-86f0-1fd3ce1d7d0d
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2 Conditions treated by IAPT services
2.1 Depression, anxiety disorders and other conditions covered by

IAPT

Depression and anxiety disorders are the most common mental health problems affecting
individuals (approximately 16% of the population at any one time), and society.? Table 1
provides a brief description of depression, the most common anxiety related disorders and
other conditions treated within IAPT services. It is recognised that many people experience
more than one of these conditions.

Table 1: Overview of depression, anxiety disorders and other conditions

Depression

Generalised
anxiety disorder

Social anxiety
disorder (social
phobia)

Panic disorder

Agoraphobia

Obsessive-
compulsive
disorder (OCD)

Specific phobias

A mental health problem characterised by pervasive low mood,
a loss of interest and enjoyment in ordinary things, and a range
of associated emotional, physical and behavioural symptoms.
Depressive episodes can vary in severity, from mild to severe.

An anxiety disorder characterised by persistent and excessive
worry (apprehensive expectation) about many different things,
and difficulty controlling that worry. This is often accompanied by
restlessness, difficulties with concentration, irritability, muscular
tension and disturbed sleep.

Characterised by intense fear of social or performance situations
that results in considerable distress and in turn impacts on a
person’s ability to function effectively in aspects of their daily life.
Central to the disorder is the fear that the person will do or say
something that will lead to being judged negatively by others
and being embarrassed or humiliated. Feared situations are
avoided or endured with intense distress.

Repeated and unexpected attacks of intense anxiety
accompanied by physical symptoms. There is a marked fear of
future attacks and this can result in avoidance of situations that
may provoke a panic attack.

Characterised by fear or avoidance of specific situations or
activities that the person worries may trigger panic-like
symptoms, or from which the person believes escape might be
difficult or embarrassing, or where help may not be available.
Specific feared situations can include leaving the house, being
in open or crowded places, or using public transport.

Characterised by the recurrent presence of either an obsession
(a person’s own unwanted thought, image or impulse that
repeatedly enters the mind and is difficult to get rid of) or
compulsions (repetitive behaviours or mental acts that the
person feels driven to perform, often in an attempt to expel or
‘neutralise’ an obsessive thought). Usually a person has both
obsessions and compulsions.

An extreme and persistent fear of a specific object or situation
that is out of proportion to the actual danger or threat. This can
include a fear of heights, flying, particular animals, seeing blood
or receiving an injection.

10





Post-traumatic
stress disorder
(PTSD)

Health anxiety
(hypochondriasis)

Body dysmorphic
disorder

Mixed anxiety and
depressive
disorder

Irritable bowel
syndrome*

Chronic fatigue
syndrome*

MUS not otherwise
specified*

* |APT services are only expected to treat these conditions if they have developed an IAPT-LTC
pathway and have staff who have received training in the treatment of these conditions.
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The name given to one set of psychological and physical
problems that can develop in response to particular threatening
or distressing events, such as physical, sexual or emotional
abuse, severe accidents, disasters and military action. Typical
features of PTSD include repeated and intrusive distressing
memories that can cause a feeling of ‘reliving or re-experiencing’
the trauma, emotional detachment and social withdrawal,
avoidance of reminders and sleep disturbance.

A central feature is a persistent preoccupation with the
possibility that the person has, or will have, a serious physical
health problem. Normal or commonplace physical symptoms are
often interpreted as abnormal and distressing, or as indicators of
serious illness.

Characterised by a preoccupation with an imagined defect in
one’s appearance or, in the case of a slight physical anomaly,
the person’s concern is markedly excessive. Time consuming
behaviours such as mirror-gazing, comparing features with
those of others, excessive camouflaging tactics, and avoidance
of social situations and intimacy are common, with a significant
impact on the person’s levels of distress and/or occupational
and social functioning.

A mild disorder characterised by symptoms of depression and
anxiety that are not intense enough to meet criteria for any of
the conditions described above but are nevertheless
troublesome. The diagnosis should not be used when an
individual meets the criteria for a depressive disorder and one or
more of the anxiety disorders above, such people should be
described as being comorbid for depression and the relevant
anxiety disorder(s).

A common functional gastrointestinal disorder. It is a chronic,
relapsing and often lifelong disorder, characterised by the
presence of abdominal pain or discomfort associated with
defaecation, a change in bowel habit together with disordered
defaecation (constipation or diarrhoea or both), the sensation of
abdominal distension and may include associated non-colonic
symptoms. May cause associated dehydration, lack of sleep,
anxiety and lethargy, which may lead to time off work, avoidance
of stressful or social situations and significant reduction in
quality of life.

Comprises a range of symptoms that include fatigue, malaise,
headaches, sleep disturbances, difficulties with concentration
and muscle pain. A person’s symptoms may fluctuate in
intensity and severity, and there is also great variability in the
symptoms different people experience. It is characterised by
debilitating fatigue that is unlike everyday fatigue and can be
triggered by minimal activity. Diagnosis depends on functional
impairment and the exclusion of other known causes for the
symptoms.

Distressing physical symptoms that do not have an obvious
underlying diagnosis and/or pathological process.

11
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2.2 The impact of these conditions
Depression and anxiety disorders are extremely costly to individuals, the NHS and society.

The impact on the person, families and carers

Depression and anxiety disorders can lead to a range of adverse psychological, social and
employment outcomes. These may include:

o Greater distress and poorer guality of life, including higher levels of self-reported
misery and disruption to a person’s social, work and leisure life.

e Poorer physical health. For example, people with a diagnosis of depression (compared
with those without) have a reduced life expectancy. They are also at increased risk of
developing a physical health condition, such as heart disease, stroke, lung disease,
asthma or arthritis.

¢ Unhealthy lifestyle choices. Depression is associated with decreased physical activity
and poorer adherence to dietary interventions and smoking cessation programmes.

e Poorer educational attainment and employment outcomes. There is a higher risk of
educational underachievement and unemployment in people with depression and anxiety
disorders. For those in employment, there is a higher risk of absenteeism, sub-standard
performance and reduced earnings.

¢ Increased risk of relapse if treatment is not appropriate or timely.

The impact on the NHS

Healthcare costs for those with coexisting mental health problems and LTCs are significantly
(around 50%) higher.® A large proportion of this cost is accounted for by increased use of
physical health services (not mental health services).* For example:

e depression is associated with increased rehospitalisation rates in people with
cardiovascular disease and chronic obstructive pulmonary disease (COPD), compared
with the general population® ©

e chronic repeat attenders account for 45% of primary care consultations and 8% of all
emergency department attendances;’ 8 the most common cause of frequent attendance
is an untreated mental health problem or MUS’ 8

¢ people with MUS who were not offered psychological therapies as part of their care were
found to have a higher number of primary care consultations, than those who were;®°
similarly, people with COPD who were not offered psychological therapies as part of their
care were found to have a higher number of urgent and emergency department
admissions, than those who were.'!

The impact on society

Together, depression and anxiety disorders are estimated to reduce England’s national
income (GNP) by over 4% (approximately £80 million).*? This reduction in economic output
results from increased unemployment, absenteeism (a higher number of sick days) and
reduced productivity. This is accompanied by increased welfare expenditure.

12
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3 The importance of delivering evidence-based care

The evidence base for the use of psychological therapies for the treatment of depression and
anxiety disorders has been regularly and systematically reviewed by NICE since 2004.
These reviews led to the publication of a series of clinical guidelines that recommend the use
of certain psychological therapies.

3.1 Establishing the effectiveness of psychological therapies

To establish whether a particular treatment is effective, it is important to be able to
understand first whether the intervention is beneficial (do people who receive the treatment
improve more than people who have no treatment) and, second, what aspect of the
intervention leads to the improvement. The optimal method for establishing this comparison
is a randomised controlled trial (RCT). Here, a group of people are randomly allocated to
different groups and the outcomes of the groups are compared. One group will receive the
treatment in question while the other group(s) serve as control or comparison conditions. A
group that is waiting for treatment will control for passage of time alone. Other groups might
receive a placebo intervention, ‘treatment as usual’ or another new treatment.

RCTs are essential to finding out the real difference a treatment makes. One of the first
RCTs of a psychological therapy for depression compared the delivery of cognitive
behavioural therapy (CBT) to treatment with imipramine (an antidepressant) and showed that
CBT achieved better results, both at the end of treatment and at follow-up a year later®:.

RCTs are a substantial part of the evidence base from which NICE guidance is established.

3.2 NICE-recommended psychological therapies

NICE-recommended psychological therapies form the basis of IAPT interventions. This is a
key principle of IAPT, because adherence to evidence-based interventions optimises
outcomes.

IAPT services offer a range of NICE-recommended therapies for depression and anxiety
disorders in line with a stepped-care model, when appropriately indicated. Low-intensity
interventions (guided self-help, computerised CBT and group-based physical activity
programmes) have been identified as being effective for sub-threshold depressive symptoms
and mild to moderate depression, as well as some anxiety disorders. For people with
persistent sub-threshold depressive symptoms or mild to moderate depression who have not
benefited from a low-intensity intervention, NICE recommendations include the following
high-intensity psychological interventions: CBT, interpersonal psychotherapy (IPT),
behavioural activation, couple therapy for depression, brief psychodynamic therapy and
counselling for depression. For moderate to severe depression, high-intensity interventions
recommended by NICE include CBT and IPT. Various forms of specialised CBTs are the
NICE-recommended high-intensity treatments for specific anxiety disorders. In the case of
PTSD and social anxiety disorder, it is recommended that high-intensity treatment is the first
intervention because there is not a strong evidence base for low-intensity treatment. See
Table 2.

As described in Section 1.3.1, IAPT provides evidence-based psychological therapies for
mild, moderate and severe depression and anxiety disorders where a uni-professional
approach with or without concurrent medication management, usually by a GP, is
appropriate. In the latest IAPT annual report, the initial average severity of IAPT depression

13
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scores was on the borderline between mild-moderate and moderate-severe® with not much
variability between CCGs. This indicates that people with moderate to severe depression are
being treated across all IAPT services despite the common misconception that IAPT services
are only appropriate for those with mild to moderate depression. Treatment of people with
moderate to severe depression, when appropriate, is important because such individuals are
particularly likely to experience a marked reduction in disability and have their lives
transformed.

Table 2: NICE-recommended psychological interventions

T Condition | Psychological therapies

Depression Individual guided self-help based NICE
on CBT, computerised CBT, guidelines:
Step 2: Low- behavioural activation, structured CG90, CG91,
!ntensity_ group physical activity programme  CG123
(1 Generalised Self-help, or guided self-help, NICE
U anxiety disorder  based on CBT, psycho-educational guidelines:
PWPs) groups, computerised CBT CG113, CG123
Panic disorder Self-help, or guided self-help, NICE
based on CBT, psycho-educational guidelines:
groups, computerised CBT CG113,CG123
Obsessive- Guided self-help based on CBT NICE
compulsive guidelines:
disorder CG31, CG123
Depression CBT (individual or group) or IPT NICE
Behavioural activation guidelines:
S B o individuals with ot ggigscegl
intensity mild to moderate Couple therapy* CG123

LT severity who have
not responded to
initial - low-intensity  Brief psychodynamic therapy

Counselling for depression

interventions
Note: psychological interventions can
be provided in combination with
antidepressant medication.
Depression CBT (individual) or IPT, each with

medication

Moderate to severe

Depression CBT or mindfulness-based
cognitive therapy®

Prevention of
relapse

¢ Patient Health Questionnaire — 9 items [PHQ-9] score was 17),

d|f the relationship is considered to be contributing to the maintenance of the depression, and both parties wish to work
together in therapy. IAPT recognises two forms of couple therapy and supports training courses in each. One closely
follows the behavioural couple therapy model. The other is a broader approach with a systemic focus.

e CBT during treatment in the acute episode and/or the addition of mindfulness-based cognitive therapy when the episode
is largely resolved. Mindfulness is not recommended as a primary treatment for an acute depressive episode.

14



https://www.nice.org.uk/guidance/cg90

https://www.nice.org.uk/guidance/cg91

https://www.nice.org.uk/guidance/cg123

https://www.nice.org.uk/guidance/cg113

https://www.nice.org.uk/guidance/cg123

https://www.nice.org.uk/guidance/cg113

https://www.nice.org.uk/guidance/cg123

https://www.nice.org.uk/guidance/cg31

https://www.nice.org.uk/guidance/cg123

https://www.nice.org.uk/guidance/cg90

https://www.nice.org.uk/guidance/cg91

https://www.nice.org.uk/guidance/cg123
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|| Condition ___[Psychological therapies

Panic disorder NICE
guidelines:
CG113, CG123

Social anxiety
disorder

CBT specific for social anxiety
disorders

NICE guideline:
CG159

Chronic fatigue
syndrome

Graded exercise therapy, CBT* NICE guideline:

CG53

NICE guideline:
CG61
Informal
consensus of
the ETG

Irritable bowel
syndrome

Note:
NICE depression guidance currently being updated.
* Specialised forms of CBT.

See Appendix A in appendices and helpful resources for a list of NICE guidance relevant
to the conditions treated within IAPT services.

fIf no improvement, an alternative form of trauma-focused psychological treatment or augmentation of trauma-focused
psychological treatment with a course of pharmacological treatment.

8 Based on the Clark and Wells model or the Heimberg model.

h The NHS England IAPT Education and Training Group (ETG) was convened to undertake a review of problem-specific

systematic reviews and extrapolation from NICE guidance for the treatment of depression and anxiety disorders in the

context of LTCs and for the treatment of MUS.
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https://www.nice.org.uk/guidance/cg123

https://www.nice.org.uk/guidance/cg113

https://www.nice.org.uk/guidance/cg123

https://www.nice.org.uk/guidance/cg26

https://www.nice.org.uk/guidance/cg123

https://www.nice.org.uk/guidance/cg159

https://www.nice.org.uk/guidance/cg31

https://www.nice.org.uk/guidance/cg123

https://www.nice.org.uk/guidance/cg53

https://www.nice.org.uk/guidance/NG59

https://www.nice.org.uk/guidance/cg61
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4 The workforce
4.1 Ensuring the competence and quality of the IAPT workforce

The right workforce, appropriately trained, with the right capacity and skills mix, is essential
to ensuring the delivery of NICE-recommended care. Adherence to the protocols of NICE-
recommended therapy is critical to good outcomes. Therefore, the success of the IAPT
programme depends on the quality of the workforce.

All IAPT clinicians should have completed an IAPT-accredited training programme, with
nationally agreed curricula aligned to NICE guidance (or they should have acquired the
relevant competences or skills before joining an IAPT service)." High-intensity therapists
should be accredited by relevant professional bodies. All clinicians should be supervised
weekly by appropriately trained supervisors.

The IAPT workforce consists of low-intensity practitioners and high-intensity therapists who
together deliver the full range of NICE-recommended interventions for people with mild,
moderate and severe depression and anxiety disorders, operating within a stepped-care
model. National guidance suggests that approximately 40% of the workforce in a core IAPT
service should be PWPs and 60% high-intensity therapists. For the new IAPT-LTC services it
is recommended that there is a slightly stronger focus on high-intensity interventions with the
workforce being 30% PWPs, 60% high-intensity therapists and 10% senior therapists (such
as clinical and health psychologists) who have expertise in LTCs/MUS and can manage
more complex problems as well as providing supervision to others.

All current IAPT curricula and training materials can be found on the IAPT section of the HEE
website.

Low-intensity workforce

PWPs deliver Step 2 low-intensity interventions for people with mild to moderate depression
and anxiety disorders. All PWPs should have completed an IAPT training course, or be in the
process of doing so. The core IAPT low-intensity courses for PWPs are accredited by the
British Psychological Society. PWPs who work in the new IAPT-LTC services are also
expected to have completed the relevant IAPT continuing professional development (CPD)
course for working with LTCs and MUS.

High-intensity workforce

High-intensity therapists deliver a range of Step 3 NICE-recommended evidence-based
therapies, outlined in Table 3. Therapists need to have been trained in the particular therapy
or therapies that they deliver in IAPT, with linked professional accreditation with the relevant
professional body. Commissioners and providers should ensure a choice of therapy is
offered when NICE recommends several different therapy modalities for the same condition.

iIt is recognised that a proportion of the workforce may have acquired relevant competences or skills before the
development of IAPT training programmes; such professionals are expected to be accredited by a relevant professional
body that is recognised by IAPT.
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http://www.bps.org.uk/careers-education-training/accredited-courses-training-programmes/psychological-wellbeing-practitioner-training-courses/psycholo

https://hee.nhs.uk/sites/default/files/documents/PWP%20LTC%20Curriculum.pdf

https://hee.nhs.uk/sites/default/files/documents/PWP%20LTC%20Curriculum.pdf
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Table 3: High-intensity therapies and accreditation

High-intensity | Explanation of NICE- IAPT curricula Course
therapy type recommended therapy type accredited by

A range of specialised CBT Curriculum for British Association

protocols for people with High-Intensity for Behavioural

depression and anxiety Therapies and Cognitive

disorders Workers Psychotherapies
Counselling IAPT offers a particular type of Curriculum for British Association
e clo-scia counselling that has been Counselling for for Counselling
(CfD) developed for people with Depression and Psychotherapy

depression
Couple Couple therapy can help Curriculum for Tavistock
therapy for people with their relationship  Couple Therapy  Relationships
depression and emotional difficulties that  for Depression

sometimes flow from problems

SEMIEET [BEFTIErE Curriculum for British Association

Behavioural for Behavioural
Couples Thgerapv and Cognitive
for Depression Psychotherapies

=liisiel=ines o Brief psychodynamic Curriculum for British
‘i =io--- psychotherapy developed for  High-Intensity Psychoanalytic
therapy (DIT) treating depression. It Brief Dynamic Council

includes a focus on difficult Interpersonal

things in the past that Therapy

continue to affect the way

people feel and behave in the

present
lylisdosiisienzl - Time-limited and structured. Curriculum for Interpersonal
s elerialeeslons Its central idea is that Practitioner Psychotherapy
ol eleaiessiont | psychological symptoms, such  Training in Network UK
(IPT) as depressed mood, can be Interpersonal

understood as a response to Psychotherapy
current difficulties in

relationships and affect the

guality of those relationships

Mindfulness- A brief psychological therapy  Curriculum for
based specifically designed to Mindfulness-
cognitive prevent relapse in individuals  based Cognitive
therapy with a history of recurrent Therapy
(MBCT) depression. Treatment is often

delivered in groups and starts

after an initial intervention for

an acute episode has been

completed

LTCs/MUS Continuing professional National LTC
development programme for CPD Curriculum
already-trained and accredited for High-Intensity
high-intensity therapists Therapists
covering additional

competences for working with

LTCs/MUS
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4.1.1 Clinical leadership

Effective leadership is essential to create a culture of shared and distributed leadership for all
staff to take accountability for performance and drive forward continuous quality
improvement. Balancing effective and efficient service delivery with compassion, and
keeping person-centred coordinated care at the centre by involving patients in the
development and improvement of services, are important actions to guard against the
potential negative effects of target-driven cultures. Leaders must ensure that delivering
evidence-based NICE-recommended therapies remains at the heart of service provision
through effective clinical governance.

Transformational leadership can be challenging in the context of difficult financial situations,
staff turnover and performance demands from local commissioners and NHS England.
However, leadership should facilitate improved patient outcomes and result in staff feeling
supported and appreciated, at the same time as creating an innovative environment in which
the information captured by IAPT data reports is seen as a source of good ideas that
everyone can patrticipate in, rather than a mechanism for harsh performance management.

See Section 9.1.5 for more detail on the importance of developing good clinical leadership.
4.1.2 Additional workforce

Managers should balance a supportive, nurturing and innovative environment in which staff
can thrive with a focus on achieving the national standards through performance
management.

It is important to connect regularly with clinical networks that have a remit for quality
improvement, use data to drive improvements, share good practice and support regional
training solutions. Attending organised events can support and enhance local delivery.

Building relationships with key stakeholders, including GPs that can champion the service,
and connecting with the wider system will support local pathway development and ensure
patients get to the right service at the right time.

Employment advisers (or working closely with advisers) are within the original design of the
IAPT programme and as such should be commissioned as part of the IAPT service to realise
the full benefit. See Section 11.5 for further detail on this important role within IAPT services.

Data analysts have a crucial role within an IAPT service because data quality is a key
feature of the success of the IAPT programme. Ensuring alignment of national and local
reporting is an essential task since commissioners are performance managed on national,
not local, reports. Providing more in-depth local reports for analysis can support staff and
managers to understand and improve the quality of the service provided.

Administrative staff are essential to the effective functioning of services. A robust
administrative system can support productivity and, with the implementation of lean systems,
can support timely access in to the service, as well as efficient mechanisms to support the
flow through the system.

4.1.3 Competences and training

To be effective, NICE-recommended psychological therapies need to be delivered by
individuals who have developed all the relevant competences that underline the treatments.
Roth and Pilling have developed a competence framework for each of the therapies
supported by the IAPT programme. Courses that are delivering the agreed IAPT training
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curricula assess trainees against this competence framework. Experienced clinicians may
also wish to consult the framework when considering the need for any CPD. Commissioners
should be familiar with the framework to ensure that services are employing clinicians with
the relevant clinical skills. See Appendix B in appendices and helpful resources for more
detail.

All clinicians within an IAPT service should also receive training on working with the specific
experiences of people with protected characteristics. Further information and resources can
be found here. Additional detail can also be found in Section 10.

The importance of in-service training

A key feature for the IAPT programme is the in-service training opportunity. Trainees have
the advantage of being able to practice, daily, the required skills for the therapies they are
being trained to deliver, with the people who are experiencing the relevant clinical problems.
Initial training cases should not be overly complex. Caseloads should be reduced to
encourage reflective practice. Modelling is one of the optimal ways of learning clinical skills,
so it is strongly recommended that trainees have an opportunity to sit in on therapy sessions
with more experienced clinical staff.

Continuing professional development (CPD)

CPD is critical to improving outcomes for people receiving treatment and for supporting staff
wellbeing. Regular CPD opportunities should be provided for all IAPT staff aligned to
individual needs, professional body requirements and to the therapies that they are
delivering, this should also form part of the supervision process (see Section 4.1.4). Access
to high-quality reports can facilitate a targeted approach to CPD by highlighting areas of
developmental need.

A key quality standard for IAPT services is to maintain a stable core of trained, accredited
clinicians who represent a mix of seniority across the different therapeutic modalities and can
support others in their development. Developing staff (including PWPs) for more complex
roles or maintaining performance levels in existing roles is important to enable a balanced
skill mix to support more complex clinical work, as services need to build capability and
capacity to safely manage severe and complex cases.

4.1.4 Supervision

Supervision is a key aspect of quality assurance as part of a robust governance process, and
is fundamental to the success of the IAPT programme. The three essential functions of
supervision are to improve outcomes for people receiving treatment, provide support to
individual clinicians, and improve clinician performance and professional development.

A supervision competency framework was developed for the IAPT programme and the |APT
Supervision Guidance provides support and guidance on the different types of supervision
within the IAPT service.

IAPT eligibility criteria exist for all supervisors within IAPT services and all supervisors should
have completed one of the IAPT supervisor-specific training programmes. A named senior
therapist should be responsible for overseeing the effectiveness of supervision within the
IAPT service, in conjunction with the clinical director and course directors concerned.

Principles of effective supervision:
o akey characteristic of the IAPT programme is outcomes-focused supervision
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e supervision should take place weekly, consisting of at least one hour of individual
supervision with an experienced and trained supervisor located within the IAPT service
small group supervision that is proportionally longer in duration can also be effective
every 2 to 4 weeks all ongoing clinical cases should be reviewed in supervision
case discussion should be informed by outcome measures
PWPs should receive both case management supervision (individual, one hour per week)
and clinical skills supervision (at least one hour per fortnight)
discussion of clinical cases should be prioritised according to need
e cultural competence should be considered, as well as how supervision can support the
supervisee to meet individual need
¢ additional supervision for trainees:
o high-intensity trainees should receive additional supervision of training cases, lasting
1.5 hours within their two-day attendance on the course at a university
o PWHP trainees should receive an additional 1 hour per fortnight individual and group
supervision, focused on case discussion and skill development (in addition to case
management supervision).

4.2 Staff wellbeing

Staff wellbeing is paramount. Creating a resilient, thriving workforce is essential to delivering
high-quality mental health care as staff wellbeing correlates to better outcomes for patients.
A highly challenging professional context should be matched with high levels of support.
Productivity aspirations should be based on workloads that are consistent with professional
and ethical guidelines for sustainable quality of care.

As good practice, providers should implement local strategies to improve and sustain staff
wellbeing. It is recommended that services have a written plan for supporting staff wellbeing,
which is shared with staff and updated on a regular basis. Key elements could include:

Good leadership and good management:

o effective clinical leadership (see above), clear line management with excellent team
communication, attention to staff support, openness to feedback, and alertness to signs
of stress in the workforce

¢ training and support for line managers to allow them to manage staff effectively and
compassionately, particularly in relation to performance management.

The right working environment:

e ensuring a healthy and safe working environment where staff are equipped with the
resources and equipment needed for their roles, including an appropriate IT system and
admin staff support

e ensuring staff have sufficient time to manage their caseloads and deal with unpredictable
risk issues within their contracted working hours

o staff should have time for appropriate lunch and other breaks and should not regularly
work overtime.

Effective supervision:

¢ ensuring weekly outcomes-focused supervision with appropriately trained supervisors

e encouraging variety and autonomy in the job role, such as PWPs having the opportunity
to deliver treatment interventions via a range of formats — phone, one-to-one, groups and
digitally, and choosing how they manage their own diaries within service requirements
can enhance job satisfaction.
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Appropriate levels of clinical complexity:

e service operates within the IAPT framework, allowing the staff to work with IAPT-
appropriate cases for which they have received suitable training

e access to, and presence of, more experienced staff to support working with more severe
or complex cases, and managing risk issues when they arise.

Training and CPD:

¢ providing ongoing CPD relevant to the role and targeted to the individual needs of
clinicians, as identified in supervision

opportunity to join special interest groups

profession-specific forums to develop further skills and expertise

career development opportunities

introduction of staff wellbeing champions

supporting trainees to fulfil the training requirements of their course, recognising that they
cannot deliver the workload of qualified staff, and manage uncertainty linked to fixed-term
contracts and job security.

Wellbeing initiatives:

e ensuring that all staff have had training in dealing with the emotional aspects of their role
e developing ‘top tips for looking after yourself and managing wellbeing’ for all staff, and
ensuring that staff have a chance to follow-up on the tips.

A supportive culture:

e staff engagement and input in decision-making, service improvement and managing
change

¢ a staff wellbeing agreement could be included in the local induction process to help
shape a culture that puts service users and staff at the heart

o staff turnover should be monitored via ‘exit interviews’ and any learning implemented to
improve retention

¢ incorporating wellbeing activities to support team building; this facilitates resilient teams
and team effectiveness which is linked to improvements in the quality of care patients
receive

¢ identify whether any staff spend an excessive amount of their time in lone/isolated
working and take steps to reconnect them to the IAPT team

e providing timely and appropriate occupational health services, when required

o staff wellbeing should be an ongoing agenda item in team meetings, and discussed in
both supervision and appraisals.

4.3 Workforce retention
4.3.1 Key aspects of maintaining a thriving workforce

In IAPT services staff retention of high-intensity therapists is generally good. However, there
has been some difficulty in retaining the low-intensity workforce (PWPS) in role. In particular,
a large number of PWPs move into high-intensity therapy training after a very short period in
role. While it is encouraging that these individuals remain committed to the IAPT programme,
it is difficult to maintain national standards if individuals only stay in role for a very short
period after training. It is expected that qualified PWPs stay in role for at least 2 years after
completing their training, and services should aim to recruit staff from a range of
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backgrounds to create a diverse workforce with a substantial number of people who will be
keen to continue developing within the PWP role.

Standards of good practice for the retention of the PWP workforce

Recognition of the value PWPs bring and effectively integrating them into the team is crucial.

It is important to have a wide range of development opportunities within the PWP role to
retain staff who want to develop their skills and progress within the role. Newly qualified
PWPs need to consolidate their skills and be supported with any skill or confidence deficit
between their training and the reality of their job. Experienced staff need new opportunities to
develop.

Developing specialities and variety within the role can support retention. This can be
achieved by creating ‘champions’ within the PWP role and across areas of service
improvement and development. For example, champions for older people, black, Asian and
minority ethnic (BAME) groups, younger adults,’ perinatal services, military veterans and
people with LTCs or MUS. Creating these opportunities can enhance and widen the
practitioner’s skill set through gaining experience in project management, stakeholder
engagement and partnership work, as well as more specialist clinical skills. Such roles can
also lead to PWPs being recognised for their work within the service and have the potential
for increased salary banding.

Career development opportunities, such as senior PWP and lead PWP positions, as well as
offering attendance at accredited supervision training, can also support retention. These
opportunities, alongside a commitment to CPD, can lead to staff feeling valued within the
PWP profession.

i People aged between 18 and 25 years.
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5 Delivering effective assessment and treatment

5.1 A good assessment

A person-centred assessment completed by a trained clinician is a crucial part of the IAPT
care pathway. A good assessment should accurately identify the presenting problem(s),
make an informed clinical decision about the person’s suitability for the service, determine
the appropriate NICE-recommended treatment and step in collaboration with the person, and
identify the correct outcome measure to assess change in the problem(s).

5.1.1 Components of a good assessment

IAPT services should provide a person-centred assessment that covers the following areas:

e Providing information about the service. People should be given clear information
about the IAPT service, the clinician’s role and the purpose of assessment, including
information about confidentiality and informed consent

e Presenting problem(s):

o a clear outline of the person’s presenting problem(s) (including symptoms)
o the person’s view of the main problem(s) and the impact on their life

o any history of mental health problems

@]

an exploration of any psychological processes that are likely to maintain the person’s
presenting problems, such as:

- safety behaviours and avoidance
- attention

- memory

- problematic beliefs

o an exploration of any adverse circumstances that maintain a person’s presenting
symptoms, this could include factors such as:

— debt
— domestic violence
— isolation
— homelessness or inadequate housing
— relationship difficulties
— employment status
— information about the person’s use of prescribed and non-prescribed medication (for
example, drug and alcohol misuse)
o identification of the appropriate problem descriptor(s) (ICD-10 code)
o the person’s goals for treatment
e Avrisk assessment (including self-harm or suicide, or harm to others)
e Completion of the IAPT minimum data set (MDS), including any appropriate anxiety

disorder specific measures (ADSMs) and/or the LTC/MUS outcome measures as
indicated by the problem descriptor.

5.1.2 Carrying out an assessment

Clinicians should ensure that assessments are completed in full.
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Table 4 has been adapted from University College London’s (UCL) PWP Training Review
and summarises seven key elements that form an essential part of an IAPT assessment,
with a brief description of the outcomes for both the clinician and patient.

Table 4: Summary of seven key elements of an assessment

Type of Outcome for clinician Outcome for patient
assessment

Screening/triage Decision as to service Knows whether is accepted by
eligibility and/or priority service
Risk Rating of degree of risk If risk, knows the clinician has

recognised this and agreed a plan

Diagnostic: including Accurate problem descriptor ~ Knows how the problem is

screening for all defined and therefore

IAPT conditions understands the rationale for
treatment intervention

Mental health Allocation to mental health Accesses the right package of

clustering cluster care

Psychometric: Scores on measures to guide Awareness of symptom severity

correct outcome decision-making and engagement with outcome

measures including measures

ADSMs and MUS

Problem formulation  Problem statement summary Able to talk about problems, feel
agreed with person understood and come up with a

succinct summary that helps
problems feel more manageable

Treatment planning:  Agreed goals and decision as Has treatment goals and knows
personalised goals to type of treatment (based plan for treatment
on the problem descriptor)

5.1.3 Establishing the appropriate problem descriptor

NICE guidance is based on the ICD-10. Different psychological treatment approaches are
recommended for different types of problem as delineated in the ICD-10 framework. For this
reason, it is essential that assessors identify and record a problem descriptor for the main
problem that the clinician and patient have agreed they would like to work on. It is recognised
that patients may have multiple problems. The IAPT MDS has several problem descriptor
fields that can be used in such instances, it is essential that the clinician identifies the ICD-10
code that characterises the leading problem. If this is not achieved, the person may be
offered the incorrect treatment and the most appropriate outcome measures may not be
used. This will hamper the clinician’s attempt to help the person overcome their problems.

Research has shown that mental health practitioners are relatively good at detecting
depression but often miss anxiety disorders. Figure 2 from the Adult Psychiatric Morbidity
Survey (APMS) 2014 illustrates the problem.
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Figure 2: Professional diagnosis of common mental health disorders

Profassional diagnosed CMD, by CMD in past week {as identified by CIS-R)

CMD in past week, as identified by CI5-R

Depression Phobias och Panic disorder

Ever diagnosed
with CMD by

3 %o U 2% %
professional
{self-reported)
Depression 70.0 721 83.0 438
Phobia 5.9 72 6.0 -
acD 7.1 7.9 13.2 -
Panic attacks 427 455 419 223
Bases 254 201 103 43

3 Maote small base for panic disorder,

The above information shows that most people who experienced a common mental health
disorder in the previous week have had their depression recognised by a mental health
professional at some stage in their life. By contrast, less than a quarter of people with an
anxiety disorder have ever had that condition recognised by a professional. Of course, living
with a chronic anxiety problem can lead to occasional episodes of depression. Interestingly,
the data show that these episodes are detected without the underlying anxiety disorder being
recognised. IAPT assessments need to avoid perpetuating this problem. Clinicians who have
identified that a patient is depressed should continue their assessment to determine whether
there is an underlying anxiety problem that needs to be treated. If such problems are not
recognised and dealt with, further episodes of depression are highly likely.

To ensure that all relevant problems are identified, it is recommended that assessments
include systematic screening for each of the conditions that IAPT treats. Standardised
commercial screening questionnaires* that cover the full range of problems and that can be
completed by people before they attend an assessment can be considered. During the
assessment, it is recommended that the full set of IAPT screening prompts are used (see
Appendix C in appendices and helpful resources).

Avoiding inappropriate use of the mixed anxiety and depression problem
descriptor

It is common for people to have an anxiety disorder and also experience an episode of
depression. When both are of clinical severity, each should be correctly identified with a
problem descriptor. Establishing which problem descriptor is the main one will depend on
discussion with the patient, taking into account their views about what treatment should focus
on, along with considerations about relative severity and disability.

The ‘mixed anxiety and depression’ problem descriptor (ICD-10 code) should not be used
unless the person’s symptoms of depression or anxiety are both too mild to be considered a

k For example, the Psychiatric Diagnostic Screening Questionnaire (PDSQ)
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full episode of depression or an anxiety disorder. Inappropriate use of the ‘mixed anxiety and
depression’ problem descriptor may mean that patients do not receive the correct NICE-
recommended treatment. For example, if someone has PTSD and is also depressed they
should be considered for trauma-focused CBT as well as management of their depression,
but this may not happen if they have been identified as having ‘mixed anxiety and
depression’.

5.1.4 Selecting the outcome measure

As part of the assessment process it is important for the clinician to ensure the appropriate
outcome measure has been selected. If the problem descriptor is linked to a particular
anxiety disorder specific measure (ADSM) or medically unexplained symptom (MUS)
measure it is essential that the relevant measure is given at every treatment session, in
addition to the Patient Health Questionnaire — 9 items (PHQ-9), Generalised Anxiety
Disorder scale — 7 items (GAD-7) and the Work and Social Adjustment Scale (WSAS). See
Section 6.2 for details. Patient experience questionnaires (PEQs) should be used at the end
of assessment and treatment, the results of which should be used to monitor and improve
service delivery.

5.1.5 Clustering

Clustering is one index of a person’s care needs. As such it supports a pricing and payment
model. It can also benefit decision-making within local pathways to ensure patients receive
the right level of care. IAPT services should cluster when patients enter treatment.** There is
no cluster review period and no re-clustering at any point in the IAPT episode of care
(including when the person is stepped up or stepped-down). If a mistake is made this can be
corrected in a timely fashion but must still reflect the cluster when entering treatment and not
any subsequent changes in presentation. It is the provider’s responsibility to ensure that all
staff are trained to cluster appropriately. Clusters that are common to IAPT services are care
clusters 1, 2, 3 and 4 but some patients whose problems fall within clusters 5, 6, 7 and 8
could also be appropriate.

5.2 Delivering effective treatment

To ensure treatment is effective and recovery is promoted, it is an essential and core
principle of the IAPT model that NICE-recommended treatment (see Table 2) is provided at
the appropriate dose, in line with the identified problem descriptors, and that a choice of
therapy is offered where appropriate. NICE recommends that for the treatment of mild to
moderate depression and some (but not all) anxiety disorders, a stepped-care model for
delivery of psychological therapies is used. The model has demonstrated effectiveness in
delivering positive outcomes, while reducing the burden experienced by the person in
treatment and also ensuring that a service can see a substantial number of people.

For these benefits to be achieved it is important that stepped care is used appropriately and

that treatment is provided, through consultation between the clinician and their case
management supervisor, according to the following key principles (see Table 5).
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Table 5: The key principles of effective treatment and stepped care

Treatment choice
should be guided by
the person’s
problem descriptor

A NICE-
recommended
intervention

Offer the least
intrusive
intervention first

Treatment should be
guided by the
person’s choice

Offer an adequate
dose

A minimal wait

Appropriate
stepping

CBT is not a single therapy but rather a broad class of therapies.
For example, the indicated CBT for PTSD is very different from
that for social anxiety disorder, both of which are different from
that for depression. It is essential that clinicians work together
with the person to clearly identify the primary clinical problem
that they want help with before selecting a treatment type.

A range of NICE-recommended CBT and non-CBT interventions
should be offered (see Table 2). This also includes the
concurrent use of medication in moderate to severe (but not
mild) depression.

The least intrusive NICE-recommended intervention should
generally be offered first. But it is important that low-intensity
interventions are only offered where there is evidence of their
effectiveness. For example, a person with severe depression or
other types of anxiety disorders, such as PTSD or social anxiety
disorder, should normally receive a high-intensity intervention
first.

When NICE recommends a range of different therapies for a
particular condition being treated, and where possible, people
should be offered a meaningful choice about their therapy.
Where treatments are on average similarly effective, giving
people their preferred treatment is associated with better
outcomes. Choice should include how it is provided, where it is
delivered, the type of therapy and the clinician (for example,
male or female).

All people being treated should receive an adequate dose of the
treatment that is provided. NICE recommends that a person
should be offered up to 14 to 20 sessions depending on the
presenting problem, unless they have recovered beforehand.
The number of sessions offered should never be restricted
arbitrarily. People who do not respond to low-intensity
treatments (and as such, still meet caseness) should be given at
least one full dose of high-intensity treatment as well within the
same episode of care.

No person should wait longer than necessary for a course of
treatment. Services should work to a high-volume specification
with minimal waiting times for treatment (and within national
standards), as well as facilitating movement between steps (see
appropriate stepping).

A system of scheduled reviews (supported by the routine
collection of outcome measures and supervision) should be in
place to promote effective stepping and avoid excessive doses
of therapy. This includes stepping up when there is no
improvement, stepping down when a less intensive treatment
becomes more appropriate or stepping out when an alternative
treatment or no treatment becomes appropriate.
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5.2.1 Sessions outside of the consulting room

Commissioners should ensure appropriate funding for the right dose of therapy to be
delivered according to NICE guidance. Adhering to evidence-based competences for
delivering specific therapies for a range of disorders is essential to improving outcomes.
Activities described within the competence frameworks ensure best practice and will include
sessions outside the consulting room, where appropriate, for a range of anxiety disorders.
This can have an impact on service capacity and should be considered when commissioning
IAPT services.

Session duration can also vary depending on adjustments made to enable access and when
implementing evidence-based interventions for specific anxiety disorders.

Sessions at home should be offered if there are severe mobility issues preventing

attendance at clinic. IAPT providers and commissioners must plan for this within the service
specification.
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6 The importance of data: monitoring clinical outcomes and
activity

A key characteristic of the IAPT programme is the routine collection of clinical outcome
measures and monitoring of activity. The introduction of session-by-session outcome
measures has had an important impact on mental health services.

Before the introduction of IAPT, most psychological therapy services only aimed to collect
measures of symptoms and disability at the beginning and end of treatment. As patients do
not always finish therapy when expected and clinicians were not in the habit of regularly
giving outcome measures, this meant that post-treatment outcome data were missing for a
large number of treated patients. Subsequent research showed that this led to services being
likely to overestimate their effectiveness because individuals who did not provide post-
treatment scores tended to have done less well.*®

The IAPT programme has addressed this problem by giving measures of symptoms at every
session. In this way, if a patient completes treatment earlier than expected, or a clinician
forgets to deliver the measure on a particular occasion, there is always a last available score
that can be used to assess outcome. Adoption of the session-by-session outcome monitoring
system has enabled IAPT services to obtain outcome data on 98.5% of all patients who have
a course of treatment.

In IAPT services, data are collected to:

e Ensure equitable use of IAPT services. Demographic information on statutorily
protected characteristics and socio-economic status can be used to monitor and actively
address any barriers to service provision.

e Monitor and support the delivery of NICE-recommended care, this includes helping
to ensure that treatments are being delivered in a manner that is most likely to be
effective (for example, adequate number of sessions, short waiting times).

e Provide information to the IAPT worker that will help identify appropriate targets for
intervention in the next therapy session (for example, suicidal thoughts, avoidance
behaviours, intrusive memories, and so on).

o Help people to chart their progress towards recovery. People have reported that they
value seeing their scores from completed clinical outcome measures, and how their
scores change over time. Therefore, it is important that each person using IAPT services
is given this opportunity. As well as helping the person to understand more about their
condition, outcomes can support the development of the therapeutic relationship and
help to show improvement.

¢ Enhance engagement in collaborative decision-making and treatment reviews. In
combination with person-centred care, outcome measurement tools are essential for
informing the continuing appropriateness of the chosen treatment and managing the
therapy process (including deciding if a different step or type of intervention is required).

e Support supervision. IAPT recommends the use of outcomes-focused supervision.
During a session the clinician and their supervisor will carefully review the outcome
measures, including individual items to assess progress, identify points when the person
becomes ‘stuck’ and plan future sessions.

e Enhance the overall quality and cost-effectiveness of services. Service managers
can use an outcomes framework to monitor the performance of their service and to
engage in constructive discussions with commissioners and clinicians to improve service
quality, value for money and outcomes. Local, regional and national leads will also
benefit from having accurate, comprehensive outcome data to inform policy-making.
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To facilitate the sharing of outcome scores to realise this broad range of benefits, clinical
leads and service managers should ensure all IAPT workers have access to up-to-date
reports and charts showing the person’s progress through the care pathway.

6.1 Collection of routine outcome measures

All IAPT services collect the IAPT MDS on local IT systems. These data flow monthly to NHS
Digital for analysis and national reporting. It is the IAPT worker’s responsibility to ensure that
the person’s progress through the IAPT care pathway is recorded.

It is good practice to ask patients to complete outcome measures before the start of a clinical
session; this ensures that valuable clinical time is not wasted by the completion of measures.
Questionnaires are often completed while a person is waiting for their appointment or earlier

on the day of the appointment. On some occasions, the IAPT worker may want the person to
complete measures within sessions, to introduce them to the measures and engage them in

the process of objective measurement of symptoms.

At the start of the IAPT programme patients whose therapy sessions were delivered over the
telephone were often asked to verbally report their symptoms in the session with the clinician
entering answers into the IT system. The increasing availability of online portals for
guestionnaires means that many patients are now able to enter their data via the internet
before a telephone call with their clinician; this practice is strongly recommended.

All IAPT services are expected to have local IT systems that support the collection and
reporting of the MDS. The systems should allow patients, clinicians and supervisors to view
graphical plots of progress during sessions, as well as enabling detailed local reporting and
analysis. Automatic flowing of data to NHS Digital on a monthly basis via the Exeter Portal is
also required.

6.2 IAPT outcome measures

The IAPT MDS is intended to be used on a session-by-session basis for all individuals
receiving treatment in IAPT services. It includes measures of symptoms, disability and
employment. Occasionally, the PEQ is also administered so that patients can indicate the
extent to which they are satisfied with the service they have received.

The symptom measures that are recommended depend on the particular clinical condition
that is being treated (problem descriptor). See Table 6.

The main measure of disability is the WSAS, which assesses the extent to which a person’s
mental health problem interferes with their functioning at work, at home, at leisure, socially
and with their family. Although disability often decreases as symptoms improve, that is not
always the case. For this reason, clinicians need to carefully monitor WSAS scores as well
as symptom scores to ensure that people have minimal disability once treatment is finished.
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Table 6: IAPT outcome measures by problem descriptor

Main mental health | Depression | Recommended Further option, Measure
problem (primary symptom measure for only used if of
problem measure anxiety ‘recommended disability

descriptor) symptoms or measure for
MUS anxiety
symptoms or
MUS’ is missing

PHQS  GAD-7
PHOS  GAD7 WShS

Mixed PHQ-9 GAD-7 WSAS
anxiety/depression

PHQ-9 GAD-7 WSAS
descriptor

PHQ-9 SPIN GAD-7 WSAS
PHQ-9 IES-R GAD-7 WSAS
PHQ-9 MI GAD-7 WSAS
PHQ-9 ocl GAD-7 WSAS
PHQ-9 PDSS GAD-7 WSAS

Body dysmorphic PHQ-9 To be agreed by  GAD-7 WSAS
disorder (BDD) IAPT’s Education

& Training

Committee

Irritable bowel PHQ-9 Francis IBS Scale GAD-7 WSAS
syndrome (IBS)

Chronic fatigue PHQ-9 Chalder Fatigue GAD-7 WSAS
syndrome Questionnaire

Chronic pain (in PHQ-9 GAD-7 WSAS

context of
anxiety/depression)

MUS not otherwise | #pl05:; PHQ-15 GAD-7 WSAS
specified

Note: Recovery, reliable improvement and reliable deterioration rate calculations should be
based on the pair of measures highlighted in bold. When the measure in bold in the third
column is missing, the recovery calculation is based on the combination of PHQ-9 and GAD-
7, if this is different.

Key and cut-off scores: PHQ-9 — 10 and above; GAD-7 — 8 and above; Obsessive-
Compulsive Inventory (OCI) — 40 and above; Social Phobia Inventory (SPIN) — 19 and
above; Agoraphobia-Mobility Inventory (MI) — above an item average of 2.3; Impact of Events
Scale - Revised (IES-R) — 33 and above; Panic Disorder Severity Scale (PDSS) — 8 and
above.

Further information on these measures can be found in appendices and helpful resources.
6.2.1 Anxiety disorder specific measures (ADSMs) and specific measures for MUS

Most people who are seen in IAPT services report significant levels of both depressive and
anxiety related symptoms. For this reason, patients are asked to complete measures of both
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at every session. The PHQ-9 is used as the depression measure for all patients. The GAD-7

is the default measure for anxiety. This scale was originally developed to assess the severity

of anxiety symptoms in generalised anxiety disorder only. Patients with other anxiety

disorders often also show elevated scores on the GAD-7 and it has come to be used as a

measure of change in these conditions as well. However, it has a marked disadvantage in

that it does not cover key symptoms that should be targeted in therapy for particular anxiety

disorders. The omitted symptoms include:

e social anxiety disorder (fear or avoidance of social situations)

e agoraphobia (avoided situations and whether it matters if the person is alone or
accompanied)

e OCD (obsessions and compulsions)

e panic disorder (panic attacks and fear of such attacks)

e PTSD (intrusive memories and avoidance of trauma reminders).

Given these omissions, IAPT guidance now recommends that clinicians also administer a
well validated measure that is specific to the symptoms of these particular disorders, if they
are the main focus of treatment. This ensures that clinicians are able to focus on relieving the
symptoms that most distress people. Inspection of item-by-item responses on ADSMs can be
particularly informative. For example, the IES-R is used to monitor progress in PTSD. Some
items on this scale measure intrusive memories and others measure avoidance of reminders.
If a person shows a reduction in the frequency of intrusive memories the clinician will want to
check that the reduction is a genuine improvement rather than simply a result of the person
avoiding more. In the latter case, the clinician would need to focus the next few sessions on
overcoming avoidance.

NHS Digital use the PHQ-9 and the relevant ADSM to calculate recovery and reliable
improvement, when matched with the problem descriptor. With IAPT-LTC services this is
now extended to the PHQ-15, the Francis IBS Scale and the Chalder Fatigue Questionnaire.
If these additional measures are missing, recovery is calculated using the PHQ-9 and the
GAD-7.

6.2.2 |APT-LTC and MUS outcome measures

To support the implementation of The Five Year Forward View for Mental Health, LTC and/or

MUS data from participating IAPT providers will be collected before widespread rollout to all

IAPT providers. The following briefly describes and lists the LTC/MUS outcome measures:

e Mental health outcomes: a primary outcome that will be used to calculate recovery
based on paired outcomes for:

o PHQ-9, and
o GAD-7 or an ADSM, or
o an MUS measure (Francis IBS Scale, Chalder Fatigue Questionnaire or PHQ-15)

e Perception of physical health: it is important to measure a person’s perception of how
their LTC impacts on their overall functioning and how this might change over the course
of treatment:

o Diabetes Distress Screening Scale
o COPD Assessment Test (CAT)
o Brief Pain Inventory

e Healthcare utilisation: a self-report measure used to provide data to document the
impact of IAPT intervention on a person’s use of other health service resources:

o Client Service Receipt Inventory (CSRI)

I'a 15-item somatic symptom severity scale.
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6.2.3 Patient experience questionnaires (PEQS)

It is important that patients have an opportunity to comment on the quality of their care.
PEQs are specifically designed to provide this opportunity. Services are encouraged to give
all patients the Assessment PEQ at the end of their last assessment contact and the
Treatment PEQ at the end of their course of treatment, or at the penultimate session if that is
more convenient. It is important that these are administered in a way that ensures that
patient responses are confidential. The PEQs should never be completed in the presence of
the clinician.

In addition to confidential completion of the PEQ, clinicians should facilitate a relationship
where patients feel sufficiently confident to voice any concerns about the progress of
treatment within their sessions.

6.3 Data quality

It is the responsibility of all IAPT workers to enter timely and accurate information and scores
for each person and each appointment session. Commissioners and providers should ensure
that robust data quality and information governance processes are in place and that staff
receive the appropriate training to ensure ongoing adherence. This includes adherence to
technical guidance, the correct way to capture referral dates (the date the referral is
received) and what constitutes ‘entering treatment’ to ensure that national reports accurately
represent the access, recovery and waiting time standards of the provider.

6.3.1 Paired-data completeness

High levels of session-by-session data completeness are essential. IAPT requires a
minimum of 90% data completeness for pre/post-treatment scores from all clinical
contacts, including face-to-face, telephone and other methods such as email. However,
most services now comfortably exceed that minimum level, the national average is now
98% data completeness.

Data completeness is critical for:

o delivery of NICE-recommended treatment
o effective clinical governance

e enhanced patient experience

e local and national service evaluation.

6.3.2 Missing data

Missing outcome data may be caused by several factors, including the person’s distress or
objection to its collection, language or reading barriers, perceived administrative burden and
a lack of understanding of the importance of collecting data. This should be addressed where
possible, so that people who leave treatment in an unscheduled manner will have some
evidence of their progress before they leave the service.

When outcome data are not collected in every session, this can mean that end of treatment
scores are unavailable. Missing end of treatment scores can lead services to overestimate
their effectiveness as people whose scores are missing tend to have improved less.*®
Complete data is crucial for improving service quality and effectiveness.
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People may also exercise their right to refuse to provide the information requested at any
time. However, a mutually acceptable and effective therapeutic relationship can help to
encourage data submission.

6.4 National standards

The IAPT MDS includes a large number of measures that together provide clinicians,
commissioners and patients with a comprehensive picture of how an IAPT service is
performing. Stakeholders should look at the full range of measures to get a clear idea of the
strengths of a service and the areas of focus to enhance further improvement. Two public
websites display CCG/service-level IAPT data. These are:

e NHS Digital's reports from IAPT

e Public Health England’s Common Mental Health Disorders Profiles Tool

IAPT services have three minimum national standards to achieve (which are described in
more detail below):

e access standard: the number of people entering treatment

e waiting time standard

e recovery rate standard.

6.4.1 Access standard

The access standard for IAPT services to achieve by 2015 was 15% of the community
prevalence of depression and anxiety disorders (900,000 people). The Five Year Forward
View for Mental Health and Implementing the Five Year Forward View for Mental Health set
out that this should rise so that at least 600,000 more adults with depression and/or anxiety
disorders will be able to access IAPT services each year, by 2020/21.This represents around
a quarter of prevalence. Although the general expectation is that local services will increase
their capacity by around 66%, the aspirations for individual CCGs are more precisely
specified in recently published technical guidance.

Definition of ‘entering treatment’

In the IAPT MDS clinicians can select three different terms to describe the type of initial
appointment had with a patient. These are:

e assessment

e assessment and treatment

e treatment.

A patient is coded as having ‘entered treatment’ if at least one session is recorded as either
‘assessment and treatment’ or ‘treatment’. It is important that these codes are only used
when a significant portion of a session is devoted to delivering a NICE-recommended
psychological intervention.*® If a session exclusively focuses on assessment, it should be
coded as “assessment”.

Services should develop written criteria for deciding whether an initial session can be coded
by their staff as “assessment” or as “assessment and treatment”. Generally, very brief
sessions that simply identify that IAPT is not appropriate for an individual should be coded as
“assessment”. However, if any of a range of recognised interventions are a significant focus
of the session, it would be appropriate to use the “assessment and treatment” code.
Examples of such interventions include (but are not restricted to): psychoeducation, provision
of self-help materials, presenting the rationale for a course of treatment that will start in
earnest in the next session, and introducing an internet treatment.
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6.4.2 Waiting times standard

The national waiting time standard for the IAPT programme refers to the period of time
between the date that an initial referral was received and the start of the course of treatment.
Of the referrals that have a course of treatment, 75% should have their first treatment
session within 6 weeks, and 95% within 18 weeks. This minimum standard has been
established because there is good evidence that patients are more likely to benefit from a
course of treatment if it is delivered promptly.

Some patients who are seen in an IAPT service do not go on to have a full course of
treatment (two or more sessions), but instead receive an assessment, advice and
signposting (if appropriate). To ensure that this activity also occurs in a timely fashion, IAPT
also has a secondary waiting time benchmark, which it is recommended commissioners
monitor locally. This benchmark applies to everyone who has at least one session in an IAPT
service that is coded as ‘assessment and treatment’ or ‘treatment’. Of the referrals that are
seen at least once 75% should have their first appointment within 6 weeks, and 95% within
18 weeks.

A summary of the mental health care pathway for IAPT services is set out in Figure 3.

Figure 3: Pathway for IAPT services

Presentation Referral Pathway starts Assessment Treatment starts

Person presents in

the community,
Y Person starts a NICE-

primary or Person-centred recommended

secondary care Referral or self- IAPT service assessment that || psychological therapy

with depression referral made to receives the referral covers the or

and/or an anxiety IAPT service person’s mental leaves the pathway
dlsorder,_or MUS or health problems following single
depr(_assmr_] and/or (and assessment and
_ anxiety disorder acknowledges the advice
in the context of an impact of their or

LTC LTC, if relevant) discharge

s 0 Ii"\.
3 -

75% start a psychological therapy within 6 weeks of referral,
95% start within 18 weeks

It is good practice for the waiting time standard to be applied to each of the initial
interventions (low-intensity and high-intensity therapies) that are offered during a course of
treatment. Services should also guard against hidden waits within a course of treatment. This
means that there should not be an excessive wait between the first and second appointment
for a particular therapy. If the therapy sessions are generally meant to be weekly or
fortnightly then the gap between the first and second session should be similar. For people
who are stepped up between low-intensity and high-intensity therapies, the wait between the
last low-intensity therapy session and the first high-intensity session should be minimised
and certainly should not exceed the waiting time standard for the first intervention.
Information on the waiting times for the IAPT programme is published by NHS Digital on a
monthly, quarterly and annual basis. Hidden waits are also regularly reported.
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Further information on monitoring waiting times can be found in the Improving Access to
Psychological Therapies (IAPT) Waiting Time Guidance and FAQSs.

6.4.3 Recovery standard

The national recovery rate standard is that a minimum of 50% of eligible referrals should
move to recovery. This national average was achieved for the first time in early 2017.
Recovery in IAPT is measured in terms of ‘caseness’ — a term which means a referred
person has symptoms of depression or anxiety that exceed a defined threshold, as
measured by MDS outcome measures (including the appropriate ADSM or MUS measure.
See Table 6). A person has moved to recovery if their symptoms were considered at clinical
caseness at the start of their treatment and below caseness at the end of their treatment.

Recovery rates are calculated based on paired-data outcomes for both the depression (PHQ-
9) and the relevant anxiety or MUS measure (see Section 6.2). It is critically important to
ensure complete and accurate problem descriptors paired with the correct disorder specific
measure, so that these can be counted in the recovery rate calculation (see Figure 4).

A person is considered recovered if their scores on the depression and/or the relevant
anxiety/MUS measure are above the clinical cut-off on either at the start of treatment, and
their scores on both are below the clinical cut-off at the end of treatment. IAPT operates a
policy of only claiming demonstrated recovery. This means that the small number of patients
who have missing post-treatment data are coded as having not recovered.

Figure 4: Recovery rate calculation

Number of referrals that moved to
recovery

Number of
referrals that
finished a course
of treatment and
started treatment
not at caseness

Number of
referrals that
finished a
course of
treatment

Reliable improvement and reliable recovery

A person has shown reliable improvement if their scores on the depression and/or the
relevant anxiety/MUS measure have reduced by a reliable amount and neither measure has
shown a reliable increase. The reliable improvement calculation applies to everyone who has
a course of treatment irrespective of whether they meet caseness criteria at the start of
treatment. It is expected that at least two thirds of patients will reliably improve.

A person has ‘reliably recovered’ if they meet the criteria for both recovery and reliable
improvement.
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Reliable deterioration

Psychological therapies have the potential to do harm as well as good. For this reason, it is
essential that commissioners and providers also monitor whether patients have deteriorated
during the course of treatment. A person who is considered to have reliably deteriorated if
their scores on the depression and/or the relevant anxiety/MUS measure have increased by
a reliable amount and neither measure has shown a reliable decrease. The fluctuating nature
of mental health problems means that some reliable deterioration may be expected in the
natural course of events but abnormally high deterioration rates should be investigated. See
Appendix D in appendices and helpful resources.

6.4.4 Taking a broader perspective

The IAPT national standards are not a goal in themselves. It is important for commissioners
and providers to remember that the standards are simply aids to help services provide timely
and effective treatment. Consideration of the full range of IAPT measures (symptoms,
disability, employment and patient experience) is the most appropriate way to determine
whether those goals have been achieved.

In some instances, consideration of the full range of IAPT measures may suggest that
treatment should continue even when PHQ and GAD/ADSM scores have dropped to a low
level. For example, if inspection of the WSAS reveals that a significant degree of interference
with everyday functioning is still present, further sessions with an emphasis on functioning
may be required. Similarly, if a patient has been out of work because of a mental health
problem and would like to rejoin the workforce, further work in collaboration with an
employment adviser may be required.

Taking a broader perspective will also help services decide when changes to practice are
fully in the interest of providing a broad range of people with depression or anxiety disorders
with effective treatment.

Examples of practices that may appear to improve performance on some national metrics but

are not desirable when a broader perspective is taken include:

o Refocusing service provision on people with less severe depression and anxiety
disorders

¢ Increasing the use of single session assessment and intervention at the cost of reducing
staff capacity to deliver courses of treatment (two or more therapy sessions)

e Immediately discharging people when they get to the recovery threshold (rather than
ensuring that they have learned enough to stay well and a maintenance programme is in
place).

6.5 National and regional reports

NHS Digital provides national and local (CCG and provider level) aggregate reports based on
data extracts submitted each month to the central reporting system. Since April 2015,
monthly, quarterly and annual reports have been published. The most detailed report is that
which is published once a year (usually in October). Together these reports include summary
information relating to:

e Access: the number of people entering and completing treatment in relation to
geography, gender, age, ethnicity, disability, religion/belief, sexual orientation,
employment status and clinical condition

o Efficiency: the pattern and duration of interventions, including waiting times and the
frequency of multi-step interventions, presented in terms of patient demographic details

37





OFFICIAL

o Data completeness: the proportion of people who provide complete data on key access
criteria, the proportion of people who receive treatment and for whom treatment scores
are available at both pre- and post-treatment

o Effectiveness: the pattern of outcomes (clinical and social, including employment), the
variability of outcomes within and between services, and the relationship of these to
presenting problems and medication usage. In addition to the standard metrics of
recovery, reliable improvement and reliable deterioration, the annual report also includes
pre- and post-treatment means and standard deviations for all outcome measures, plus
effect sizes.

Services should not regard central reports as a substitute for local reporting capability.
Service data leads are vital in supporting the reporting needs of service managers,
supervisors and IAPT workers. Data will require regular validation and local data quality
checks will be key to the robustness and reliability of the reporting system. Commissioners
are held to account for providers’ performance based on national not local reports, therefore
services must ensure that local and national data are aligned.

Further information on the IAPT data set can be found on the Public Health England
Common Mental Health Disorders Profiling Tool.
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7 Getting better results: improving access

By 2020/21 it is expected that 1.5 million adults with depression or anxiety disorders will
access IAPT services for psychological interventions each year.

7.1 Expanding the workforce

From small beginnings in 2008, the IAPT programme has steadily grown so that in mid-2017
it was seeing over 950,000 patients per year (237,000 per quarter), with around 60% having
a course of treatment, and others having an assessment, advice and signposting (if
appropriate). This expansion is largely the result of training and deploying over 7,000 new
psychological therapists and practitioners. The Five Year Forward View for Mental Health
commits the NHS to further expanding the IAPT programme so that 1.5 million people will be
seen in the services by 2021. This will only be possible if commissioners plan for a
substantial expansion of the workforce, in line with NHS Planning Guidance for 2018/19 and
Health Education England’s Stepping Forward to 2020/21: The Mental Health Workforce
Plan for England. It is estimated that the average CCG will need to expand the number of
clinicians employed in its IAPT service by between 50% and 60%. The exact level of the
expansion in particular CCGs will need to be determined by local commissioners but it is
clear that no CCG can meet the 2021 access goal without additional clinicians.

7.2 Ways to access IAPT

When depression or an anxiety disorder is suspected, there are a range of access routes
available into IAPT services. In addition to referrals being made from primary care and other
healthcare professionals, IAPT services also accept self-referrals. This enables people with
depression or anxiety disorders to contact services directly, bypassing the need for their GP
to always refer them.

7.2.1 Self-referral

The benefits to self-referral were demonstrated in the Newham IAPT pilot site® and through

analyses of the first year of the programme.’ They included:

o Greater equality: the ethnic mix was more representative of the local population
(minority groups were under-represented among GP referrals at the Newham site)

e Improved clinical reach: under-represented clinical conditions such as PTSD, social
anxiety disorder and OCD were more common among self-referrals

e Faster treatment response: self-referrals and GP referrals improved to a similar extent
but self-referrals tended to require fewer sessions.

7.3 Best practice

7.3.1 Improving access

There are a number of ways in which commissioners and providers can work to improve the
identification rates of depression and anxiety disorders, as well as make IAPT services more

accessible to the wider community.

Step 1: Increasing identification rates

Depression and anxiety disorders often go undiagnosed by GPs and other healthcare
professionals.
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There are a number of ways in which identification rates can be improved:

¢ Increase mental health awareness and reduce the stigma associated with mental health

problems through promotional campaigns and identification of champions within the
wider system, including patients and carers.

e Place a strong emphasis on the recognition of mental health problems: NICE
recommends that healthcare professionals should be alert to the possible signs of

depression or anxiety disorders in ‘at risk’ individuals and consider using a screening tool

where appropriate.*® This could include the Whooley Questions, Generalised Anxiety
Disorder scale — 2 items (GAD-2) or Mini-Social Phobia Inventory Scale (see
appendices and helpful resources).

e Education and training on mental health delivered to multidisciplinary teams within
physical health pathways as part of IAPT-LTC services.

Step 2: Increasing awareness of IAPT services and promoting self-referrals

Professionals and the public need clear and accessible information about how to access

local IAPT services and the range of choice available. This is particularly important to

promote self-referral, improve access and address the fact that anxiety disorders are

commonly under-detected (see Section 5.1.3). This can be achieved in several ways,

including:

e promoting IAPT services using clear, accessible and engaging materials distributed in
GP practices, job centres, and other community and public places

e services having clear and informative websites that describe the problems they treat and

the treatments they offer, including links to NHS Choices — conditions and treatments
e services creating links with local services, such as housing and homeless services,
financial support services and Citizens Advice

e services also making local links with third sector and charitable organisations for specific

under-represented groups, such as Age UK and Mind

e co-location in primary care and within physical health pathways (IAP-LTC services) in
addition to delivering services from multiple community locations

¢ use of technology, such as:

o engaging with the community and voluntary sector social media networks to reach high

volumes of people

o appealing to different communication and learning preferences by using video clips and

animations

o developing a patient-focused website that describes the ways in which the service can

be accessed (which could include online booking), who the service is for and the
available treatments.

Step 3: Improving access via digitally-enabled therapy

Digitally-enabled therapy is psychological therapy that is provided via the internet with the
support of a clinician. There is evidence to show that these therapies can achieve

comparable outcomes to face-to-face therapy, when the same therapy content is delivered in

an online format that allows much of the learning to be achieved through patient self-study,
reinforced and supported by a suitably trained clinician. Many people also prefer to access
therapy in this way. NHS England is working with NICE to support a new digitally-enabled
therapy assessment programme.

As well as maximising the geographic reach of the IAPT programme, delivering treatment via

digital platforms means that treatment can be accessed anywhere and at any time. It can
also help to decrease the stigma that still surrounds seeking access to mental health
services.
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8 Getting better results: reducing waiting times

A key target of the IAPT programme is that 75% of the referrals that have a course of
treatment should have their first treatment session within 6 weeks, and 95% within 18
weeks.

This national waiting time standard refers to the period of time between the date that an
initial referral was received and the start of the course of treatment.

The intention of this target is to ensure that no person waits longer than necessary for a
course of treatment. However, as set out in Section 6, the IAPT service model acknowledges
that some people may benefit from a single treatment session and need no further treatment
or are signposted to another more appropriate service. To ensure that this activity also
occurs in a timely fashion, IAPT also has a secondary waiting time benchmark which it is
recommended commissioners monitor locally. This benchmark applies to everyone who has
at least one session in an IAPT service. 75% of the referrals that are seen at least once
should have their first appointment within 6 weeks, and 95% within 18 weeks.

To differentiate between the two groups of people and provide greater transparency, the
headline indicator will measure waiting times for those people who start a course of
treatment, and as such have two or more treatment sessions only. This will be measured
retrospectively at the end of the course of treatment.

Pauses will not be taken into consideration when calculating waiting times; instead the
national targets have built-in tolerances to off-set this activity (that is, 75% and 95%).

A number of additional measures are captured in national reports to guard against changes

to service provision that may have a positive impact on the headline waiting time indicator

but are not in the interests of patients. Changes such as these should be avoided:

e giving a larger proportion of patients a single session of assessment and advice, rather
than a course of therapy

¢ reducing the average number of sessions that are given to those people who have a
course of therapy

o refocusing service provision on less severe cases

o artificial treatment starts where patients have an early appointment but are then put on an
‘internal’ waiting list before a full course of treatment starts

¢ offering a limited choice of NICE-recommended therapies for depression and anxiety
disorders.

8.1 Best practice
8.1.1 Making good use of stepped care

It is important for services to implement effective stepped care to maximise capacity.
Session-by-session outcome measures, regular reviews and outcomes-focused supervision
can support appropriate stepping decisions. Effective stepping ensures that the person
receives the right treatment in a timely way and avoids excessive doses of therapy that can
impact on service capacity and waiting times.

Joint commissioning of low- and high-intensity therapy services is good practice as it makes

it easier to ensure that patients transition smoothly and without undue delays between the
two steps. Where this is not possible, local partnerships should ensure protocols are in place
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to monitor waiting times across the pathway when people are ‘stepped up’ to a higher
intensity treatment. Commissioners and providers should aspire to achieve the waiting times
standard for all treatments, and put local monitoring in place to ensure that all waiting times
are visible and minimised. It is important to ensure the correct data capture of ‘entering
treatment’ (see Section 6.4.1 for definitions) to guard against ‘hidden waits’, including waiting
times from first to second treatment appointment and between therapy types.

8.1.2 Reducing missed appointments

Initiatives that aim to reduce missed appointment rates can play an important role in reducing
overall waiting times.

The following service features have been linked to reductions in missed appointments:

e ensuring telephone contact is made with patients to agree initial and rescheduled
appointments, rather than sending appointments that have not been agreed (including,
making multiple calls on one day if necessary, rather than just relying on voice
messages)

e consider implementing an online choose and book system for initial appointments

e advance SMS text reminders of the date and time of an appointment

e robust local processes for managing non-attendance at appointments that are clear and
communicated to people entering the service at the point of referral

e person-centred assessments that are carried out routinely in a collaborative manner,
ensuring that problem descriptors have been identified and, if appropriate in line with
NICE guidance, choice is offered (choice of venue and/or clinician is also offered where
appropriate)

e appointments offered flexibly to promote engagement and attendance

¢ local processes in place to quickly follow-up people who do not attend an appointment
and to actively encourage re-engagement, which includes a process that allows for re-
assessment if the person feels their needs are not being met

e robust processes for analysing data to look for any patterns in service usage, outcomes,
pathways, access and waits. This should also identify missed appointment patterns
which may benefit from further investigation and action to reduce reoccurrence.

8.1.3 Offering a choice of delivery

Group work

For some clinical conditions and symptom severities, NICE recommends group work as well
as one-to-one therapy (see Table 2). Not all patients are willing to join a group. However, if
they find this an acceptable option, group treatment can be a way of reducing the average
clinician time per course of treatment which can have a positive impact on waiting times.
Groups need to be delivered in line with NICE guidance. Group CBT is a high-intensity
therapy option which should be led by a trained high-intensity therapist, perhaps supported
by a PWP. Psychoeducation groups, which have a more restricted remit, may be led by
appropriately trained PWPs. As with one-to-one therapy, group interventions should involve
multiple sessions up to the numbers recommended by NICE for the relevant clinical
condition. If patients find they are unable to attend a full course because of timing or other
restrictions resulting from group administration, they should be offered alternative one-to-one
therapy.

NICE guidance does not support the use of single session group wellbeing interventions.
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Digitally-enabled therapy

Digitally-enabled therapy could be considered as part of the service model design. In this
treatment approach, much of the learning that is required to help people deal with emotional
difficulties can be achieved by them working through materials on the internet with ongoing
contact with a therapist (by telephone, secure messaging, and so on) to provide
encouragement, clarify misunderstandings and further enhance learning. Average therapist
time per patient can be reduced by using an empirically validated digital therapy programme,
and this is likely to have a positive impact on waiting times. However, it is important that
patients are always given a choice of digital versus non-digital therapy and that any digital
products that are used are ones that are appealing to patients (to minimise drop-out rates)
and achieve comparable outcomes to non-digital therapy.

8.1.4 Capacity and demand modelling

Capacity and demand modelling is an invaluable tool for managing waiting times. It supports

services to:

e Set reasonable standards for clinical contact hours per week. Clinicians will appreciate
clarity on this issue and service cohesion is likely to be enhanced if clinicians can see
that clinical loads are fairly shared.

o For high-intensity therapists it is generally considered that achieving 20 face-to-face
clinical hours per week is appropriate for a full-time, fully trained individual, with pro-
rata reductions for part-time workers, trainees and those with supervision or
management responsibilities.

o For PWPs it is more usual to set target numbers for assessments and low-intensity
treatment sessions each week. These targets are usually locally agreed but should be
equitable and reasonable bearing in mind the varied and stressful nature of PWP work.
National guidance on PWP contacts will be issued in the near future.

e Maximise clinical contact time by identifying and removing unnecessary or inefficient
administrative processes that reduce the time that clinical staff have for seeing patients.

e Develop a service model to improve efficiency and maximise capacity, promoting lean
referral systems, (over-complicated referral systems create more variation and require
maore resources).

Simple modelling based on annual contracted numbers is unlikely to have a major impact on
waiting times. IAPT providers are encouraged to undertake more detailed modelling that
considers requirements for assessment appointments, and for starting Step 2 and Step 3
treatments. Further breakdowns by locations where treatment will be delivered and the
individual therapies within each step are also useful.

There are two elements to effective modelling:

1. Ensure that the necessary capacity is in place so that each type of treatment can at
least be delivered at the average new demand each week. Capacity calculations
need to:

o be based on realistic expectations of productivity and consider expected loss of
capacity due to annual leave, sickness and staff training events

o consider missed appointments and short-notice cancellations, because rescheduling
after a missed appointment requires an extra session of therapist time

o include the capacity needed to deliver a full course of treatment, not just the first and
second appointments.

2. Identify if there are too many patients waiting for each step or therapy modality to
meet the agreed waiting standard:
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o A waiting list is defined as all patients waiting for an intervention, irrespective of
whether they have been given the appointment date and/or been allocated to a
clinician. For example, the first appointment waiting list comprises every patient who
has been referred up to the point at which they either attend their first appointment or
are discharged prior to attendance.

o There is a direct relationship between the number of patients waiting for a stage in the
pathway and how long those patients will wait. As a rule of thumb, a 4-week wait will be
delivered if there are no more than 2-3 weeks of new patients waiting for their first
session. A 6-week waiting standard can be achieved with no more than 4-5 weeks of
new patients waiting.

o If there are more patients waiting than the rule of thumb maximum, the excess number
is termed the ‘backlog’. A one-off resource over and above that which is needed to
meet new demand may need to be identified to reduce the backlog.

o The scale of patients waiting is often shown as ‘clearance time’ (in weeks). Clearance
time is the number of weeks it would take to clear a particular waiting list if no further
new patients arrived. Therefore, clearance times give an indication of the size of the
waiting list irrespective of the size of the service or actual numbers on the waiting list,
and are a useful measure for monitoring variation between, or progress within, a
service or waiting list.

Commissioners should ensure that the service capacity required to deliver the identified level
of activity is funded recurrently, with performance monitoring and contract levers in place to
ensure that the agreed volumes of activity are being delivered.

A good understanding of capacity and demand modelling enables providers to be confident
in their estimates of how many staff they require to deliver the expected demand and ensure
that there is senior agreement that those staffing levels are in budget and in post.

It is important that there is clarity about who is responsible for clearing backlogs, as well as
whether this will be achieved within existing resources, by redesign, by increased efficiencies
or if it requires additional (one-off) funding.

8.1.5 Principles of good waiting list management

Sustainable delivery of the access and waiting standards

Commissioners and providers will need to have a good understanding of the sustainability of
their IAPT services. That is, the number of referrals, the number of first treatments and the
number of subsequent sessions required to achieve the contracted access and wait
standards.

Achieving the IAPT waiting standards and a good patient experience

Written pathways with senior clinical sign-off should be in place with agreed waiting
standards for assessment, first treatment and all subsequent treatments in line with national
IAPT referral to treatment standards.

As far as possible variation in waiting standards for first treatments should be minimised so

that all patients can be ‘seen in turn’.

e Providers should ensure that there are plans in place to address unequal waits for
particular locations, localities and/or clinicians, and for particular therapy types

e Providers should ensure that the number of different queues are minimised, as they lead
to inefficiencies.
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Commissioners and providers should ensure that there are no avoidable delays after first
treatments. This includes, that all waits during a course of treatment are clinically appropriate
and part of an agreed pathway. This applies to waits between first and second appointments,
but also to waits between later appointments and for the start of new treatments within the
stepped-care system.

Patient tracking list (PTL) management

Most IAPT information systems will provide administrative or booking staff with a list of
patients on a waiting list for a particular activity. While this can be used for simple booking, it
is rarely adequate for proper oversight and management of a team or setrvice.

PTL-style (defined as Patient Tracking List, Patient Target List or Priority Tracking List)
waiting list reports are more helpful for visualising where in a system patients are waiting, to
identify in which team, modality or area any waiting list pinch-points might be and to give
adequate organisational assurance that waiting times standards are being met.

The exact format of the PTLs are for local decision. See Appendix E in appendices and
helpful resources for examples of PTLs.

A key rule for effective waiting list management is to set up a system in which most patients
are automatically allocated appointments based on their order in a list. Management
intervention should be by exception. The visual overview provided by a PTL enables
managers to focus on areas of concern.

The key features of a PTL are:
e The setting of a target (or breach) date

o For first treatment appointments in IAPT this is straightforward, as there is a mandatory
6-week waiting time standard. Each patient should be offered a date within 6 weeks.
Some patients will not be able to take up the offer for good reasons (holidays and so
on). This has been considered by setting the service target of at least 75% seen within
6 weeks.

o For subsequent appointments, internal standards should be agreed that are clinically
appropriate. For example, if a therapy is normally based on weekly appointments, gaps
between sessions should rarely exceed that amount. Similarly, transitions between one
step and another should be timely.

e Breakdown of waits

o The waiting list can be split by therapy modality and step, by locality, by therapist or
other useful divisions. Patients who have been waiting too long can be identified, with
target activities agreed.

e Regular ‘PTL meetings’

o Itis good practice to review PTLs on a regular (weekly or fortnightly) basis and agree
team action

e Senior oversight and governance

o PTL meetings should be chaired by a senior manager responsible for delivery of
performance in the service who has sufficient authority to ensure that agreed actions
are followed up

o A clear escalation policy should be in place to support booking staff where they are
unable to offer appointments within a patient’s breach date.
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Additional guidance:

The waiting time standards calculations can be found here.

Detailed guidance and FAQs on first treatment definitions and associated terminology can be

found here.
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9 Getting better results: improving recovery

50% of people treated in IAPT services should move to recovery

From the beginning of the programme, IAPT set itself an ambitious target in terms of clinical
outcomes. Consideration of the outcomes that can be achieved with NICE-recommended
treatments in clinical trials suggested that it should be possible for around one in two people
to achieve recovery and two thirds to show worthwhile improvement. It is reasonable to
expect that when the treatments are implemented on a large scale outside of the well-funded
environment of a clinical trial outcomes may be less positive. However, the IAPT programme
set itself the challenge of achieving something close to equivalence. Initially, the recovery
rate was substantially lower than 50% but services have worked hard to refine their clinical
procedures and to develop their workforce. Consequently, the national recovery target has
now been met (see Figure 5).

Figure 5: National recovery rates
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9.1 Best practice

Valuable lessons about how to improve clinical outcomes have been learned during the
national journey to 50% recovery.

9.1.1 Importance of NICE-recommended treatment

IAPT services are expected to provide patients with NICE-recommended treatment.
However, a minority of patients receive treatments that are not in line with NICE guidance.
This creates a natural experiment. Comparisons between the outcomes of patients whose
treatment follows NICE guidance and those of patients whose treatment deviates from
guidance generally indicate that outcomes are better when NICE recommendations are
followed. For example, an early study used patient-level data from the 32 services
established in the first year of the IAPT programme to compare the outcomes achieved with
CBT and counselling.t” NICE recommends both for the treatment of depression (see Table
2). Consistent with this recommendation, there was no difference in the recovery rates
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associated with CBT and counselling among patients with a depression problem descriptor.
In contrast to the recommendation for depression, NICE does not recommend counselling for
the treatment of generalised anxiety disorder. Consistent with this position, CBT was
associated with a higher recovery rate than counselling among patients with a generalised
anxiety disorder problem descriptor.

A further natural experiment emerged in the data for low-intensity interventions. For the
treatment of depression, NICE recommends guided self-help but not ‘pure’ (non-guided) self-
help. However, a significant minority of patients received pure self-help. Consistent with
NICE, guided self-help was associated with a higher recovery rate than pure self-help among
patients with a depression problem descriptor.

9.1.2 Service organisation

Analyses of national IAPT data have identified a number of organisational features that
distinguish between services with better and worse clinical outcomes.’ 19

Waiting times

Services that have a shorter waiting time between initial assessment and the start of
treatment achieve better outcomes. This may be because people lose enthusiasm for
engaging in therapy if they have to wait too long after making the decision to come forward
for treatment. Waits should ideally not be longer than 6 weeks, in line with the national
standard.

Problem descriptor completeness

The NICE-recommended approach to treatment varies according to the clinical condition as
specified by ICD-10 based problem descriptors. For some clinical conditions (such as
depression) several types of therapy are recommended. For others (such as the anxiety
disorders) only one type (CBT) is recommended, but the procedures used can be radically
different depending on the particular condition. For example, video feedback is strongly
recommended as part of CBT for social anxiety disorder but plays no role in the treatment of
PTSD, where there is a much stronger emphasis on memory work. For this reason,
assessors in IAPT services are encouraged to work with patients to describe accurately the
problems that they would like their treatment to focus on and to give these the appropriate
problem descriptor. Identification of the appropriate problem descriptor varies across
services, but those with higher rates of problem descriptor identification achieve better
outcomes.

Dose of therapy

Services that give a higher average number of treatment sessions achieve better outcomes.
The optimal number of sessions appears to be 9 to10 for a service as a whole, but many
patients recover with fewer sessions and some need substantially more. In general, patients
should be offered up to the NICE-recommended number of sessions for the relevant clinical
condition. For high-intensity work this would generally be in the range of 12 to 20 sessions,
depending on the problem descriptor and severity. It is good practice to offer an initial
number of sessions (around 6) followed by a review to decide whether treatment should
continue, whether there should be a change of approach (such as stepping up), or whether a
reformulation would be appropriate.

Commissioners should ensure that a service has sufficient clinicians to deliver the
appropriate dose of treatment.
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Missed appointments

Services vary considerably in the percentage of clinical appointments that people miss
without notifying the service in advance. Services with higher rates of missed appointments
have worse overall outcomes. Service features that are associated with low rates of missed
appointments are outlined in Section 8.1.2.

A focus on providing therapy

IAPT services vary in the proportion of referrals that receive a course of therapy, as opposed
to just an assessment session, advice and signposting. Services in which a particularly high
proportion of people go on to have a course of therapy have better overall outcomes. This is
probably because the services and their staff are strongly focused on delivering treatment,
rather than a wider range of activities such as general signposting, advice and one session
groups.

Making the most of stepped care

Services should offer a stepped-care model that provides people with the appropriate level of
care for their needs. Services with higher step-up rates among people who have not
recovered with low-intensity interventions have higher overall recovery rates. Stepping
decisions should be supported by outcomes-focused supervision and local processes to
ensure effective communication with patients.

Social deprivation

In addition to the organisational variables mentioned, analyses of the national data show that
the level of social deprivation is a predictor of outcome. Services in more socially deprived
areas tend to have poorer outcomes. However, even in the most deprived areas, there are
IAPT services that meet the national standards. This is perhaps because research shows
that the effect of social deprivation is reduced when organisational variables (see above) are
considered. This finding means that if a person lives in a socially deprived area, it is
particularly important that they have access to a high-quality IAPT service.

9.1.3 The importance of using the correct outcome measures

Under use of the relevant ADSMs or MUS measures can have a negative impact on patient

outcomes:

e patients may not benefit from therapy as much because clinicians are missing critical
information to guide therapy (such as, what situations are avoided, whether intrusive
memoaries are a problem, and so on).

e patients may be discharged too early. For example, in a recent clinical trial of
psychological treatment for social anxiety disorder most patients achieved recovery on
the GAD-7 and PHQ-9 by the midpoint in therapy, but only showed marked reductions in
disability and a high recovery rate on the social anxiety ADSM (SPIN) and the PHQ-9
when the full course of treatment was completed. Clinicians who were only guided by the
GAD-7 and PHQ-9 would be tempted to discharge patients before they have fully
benefited but would be unaware that they are doing so.

e serious clinical problems may be missed. Patients who show marked avoidance (for
example, agoraphobia) may not be classified as initial cases on the GAD/PHQ and so
would not count towards recovery numbers in a service, even though they may initially be
severely disabled (for example, housebound) and subsequently overcome their disability.

ADSMs and MUS measures need to be used routinely to plan treatment and record
outcomes, this can be done by:
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e ensuring IT systems flag that a particular ADSM or MUS measure is recommended if the
relevant problem descriptor is present

¢ training staff on the value of ADSMs and MUS measures

e using local and national reports to monitor the percentage of cases that had a relevant
anxiety disorder as their problem descriptor, and paired scores on the appropriate ADSM
following completed treatment

e ensuring internet-based programmes automatically collect an ADSM or MUS measure, if
one is relevant

e producing a ‘what to expect from your treatment’ document that is given to all patients
when they start treatment in an IAPT service, including clear information that they can
expect an assessment that collaboratively identifies the main problem(s), explains the
NICE-recommended treatments for each problem and what they involve, and gives a list
of the measures they should be given based on their clinical condition.

9.1.4 A choice of NICE-recommended treatments

When NICE recommends a range of therapies for a particular clinical condition, services
should be commissioned so that patients can be offered a choice between the recommended
treatments. Research shows that treatments that are considered to be more credible by
patients are more likely to be effective. This suggests that the availability of choice is likely to
improve clinical outcomes.

Patients should also be offered meaningful choices about where, when and by whom therapy
should be delivered. Providing such choice is likely to enhance engagement and,
consequently, improve outcomes.

9.1.5 Importance of clinical leadership

In 2015 NHS England invited 12 of the highest performing IAPT services to an event that
aimed to identify aspects of the services that might have helped them achieve their excellent
outcomes. Data from this event suggested that the quality of clinical leadership in a service is
critically important. In all better performing services the clinical leaders had a strong focus on
patients achieving recovery, reliable improvement and reduced disability. They helped create
an innovation environment in which the staff were interested in the service’s outcome data
primarily because it indicated how to further improve their clinical work.

Areas of weakness were identified, as were areas of best practice that everyone could
celebrate and learn from. The leaders supported staff by enabling them to attend multiple
CPD events. Staff also received personal feedback on the outcomes that they achieved with
their patients, benchmarked against the service’s average. For such benchmarking to be
effective, it is essential that it occurs in a supportive environment.

In general, the IAPT programme has benefited from having clear targets for recovery.
However, targets are a double-edged sword. Under poor leadership they can appear
burdensome and oppressive. Under good leadership they can create an innovation climate.

NHS Leadership Academy provides a variety of resources to support the training and
development of staff for leadership roles.

9.1.6 Data-driven reflective practice

Some IAPT services have used the Plan, Do, Study, Act methodology?° to improve the
outcomes they achieve. For a short period of time (say 1 month) the service reviews the
notes and other available information on all patients who had not achieved full recovery by
the end of treatment. Careful study of the information is then used to think about changes to
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service provision that might have helped the patients to gain further benefit. These changes
are then implemented (Act) and their effect observed. Pimm (2016) reported that this method
enabled the large service that he leads move from an average recovery percentage in the
mid-40s to a better one in the mid-60s.?* Several other services have recently implemented
the same method with beneficial results.

Developing detailed performance reports that allow outcomes to be monitored by team,
modality and problem descriptor is an essential part of reflective practice. Outcomes-focused
supervision and live supervision (including session recordings and the use of profession-
specific rating tools) can support continual learning. Creating a resilient and experienced
workforce that together can help manage a full range of patient problems, including more
severe and complex presentations, needs careful consideration. Ongoing planned CPD is
essential to ensure staff are appropriately trained and re-trained to treat the problems that
they encounter in IAPT services.

It is important to note that people who do not achieve recovery can still achieve worthwhile
benefit. It is expected that two thirds of people treated in IAPT services should reliably
improve and lead more fulfilled lives by implementing the tools learned in therapy. With this
in mind, it is important to analyse local data to understand patterns of improvement and
deterioration. In this way services can ensure they are delivering therapy that is safe and
benefits the maximum number of people.

9.1.7 Improving engagement in therapy

Increasing motivation

IAPT clinicians should be able to:

¢ inspire hope, motivation for change and belief in the intervention

e clearly communicate the evidence base, indicating the number of sessions the evidence
tells us is required to move to recovery (using an analogy to the use of antibiotics to
illustrate the importance of the right ‘dose’ of therapy to feel better).

Reviews

It is important that treatment is regularly reviewed to:

e check in on the level of engagement

¢ confirm that the problem descriptor is accurate

o reflect on sessions and progress to date

e plan future sessions in line with the initial goals for treatment.

9.1.8 Commissioning

It is important to ensure that IAPT services are adequately staffed to provide the right NICE-
recommended treatment, at the right dose. This includes making provision for: some therapy
sessions to be conducted outside the consulting room; longer sessions in line with treatment
protocols (PTSD and social anxiety disorder); and for home visits where appropriate (people
with agoraphobia or disabilities). Investment must be linked to clear pathways with clarity
about what is being commissioned. Providers need to demonstrate they are effective and
productive, and make the best use of available funding.

9.1.9 Follow-up after treatment
Common mental health problems can be recurrent and chronic. Psychological therapies

have the potential to reduce recurrence by teaching people skills that they can use in the
future to reduce the impact of stressful or emotionally challenging circumstances.
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Research studies have shown that high-intensity therapies that include relapse prevention
procedures in their basic protocol can lead to more sustained gains and reduce relapse when
compared with medications.?? Follow-up of patients treated in the Newham and Doncaster
pilot projects also showed that the gains achieved in therapy were largely maintained at
follow-up.® However, a recent follow-up of PWP treatment in one IAPT service was less
positive.?® Services should therefore not assume that patients will stay well after treatment
and instead should put in place a comprehensive set of procedures that are likely to reduce
relapse and improve long-term outcomes.

These procedures might include:

e Focusing on ensuring that patients learn skills for overcoming emotional
problems, in addition to meeting symptom recovery criteria. Some patients,
particularly those with mild to moderate depression, could recover during treatment
without learning any skills because they were going to recover in that period of time
anyway (natural recovery). Such patients will be at increased risk of relapse unless their
therapist or PWP ensures that key skills have been learned.

o Developing arelapse prevention plan with patients before they are discharged.
Typically relapse prevention protocols involve writing out the key learning points from
therapy and looking to the future to anticipate any likely stressors or setbacks. A simple
plan of how to deal with the stressors or setbacks is then developed and written down. It
will involve returning to some of the strategies that worked in therapy (thought records,
activity schedules, exposure therapy, social connectedness, and so on) as well as linking
up with helpful resources, including contacting their clinician for a booster session, if
appropriate.

e Scheduling one or more post-treatment follow-up sessions. Follow-up sessions 3 to
6 months after the end of treatment are an excellent way of detecting early signs of
relapse that can be dealt with by a brief therapy booster before they become more
problematic.

e Co-ordinating with GPs if a patient is considering stopping medication during
follow-up. Some patients experience a re-emergence of symptoms following
discontinuation of medication. This is more likely if medication is withdrawn quickly.
Liaison with GPs to agree withdrawal schedules and to monitor patients during
withdrawal is therefore advised.

In the future, it is possible that mobile phone apps could be developed to facilitate follow-up.
The app could prompt patients to fill in their key outcome measures at regular intervals
during the follow-up year, give the patient easy access to their relapse prevention plan, alert
the service if relapse has occurred, and facilitate scheduling of booster sessions.

Table 7: Summary of contrast between shared characteristics of better performing and
worse performing IAPT services

Better performing services Worse performing services

Leadership that is focused on recovery Patients are offered a fixed, low number of
and reliable improvement data in an treatment sessions
inquisitive and staff supportive manner

Staff get personal feedback Patients are discharged before recovery
benchmarked against the service despite showing consistent improvement
average or other clinicians during treatment

Staff wellbeing programmes are in place = Staff wellbeing is not an explicit focus
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Better performing services

Most patients receive a course of
treatment (mean 62%)

Problem descriptors are identified for all
people who receive a course of
treatment

Regular administration of ADSMs or
MUS measures is used to track progress
during treatment, when appropriate

Appropriate outcomes-focused
supervision, CPD and support of staff
wellbeing

Effective commissioning of adequately
staffed services with clear pathways and
avoidance of perverse incentives

Capacity and demand modelling
following good principles of waiting list
management, including PTLs

Short waiting times to the start of
treatment without appreciable ‘hidden
waits’ later in the course of treatment

Patients are offered up to the NICE-
recommended number of treatment
sessions, unless they recover earlier

9.1.10 Other interventions

Clinicians are unaware of, or not attending to,
clinical cut-offs

Patients have been stepped up without a trial
at step 2

Failure to use ADSMs or MUS measures as
necessary

Problem descriptors are not used

‘Mixed anxiety and depression’ is incorrectly
used as the problem descriptor when a
person meets criteria for both depression
and one or more anxiety disorders.
Consequently, the service is unable to
determine if the correct NICE-recommended
treatment has been chosen

Non-guided self-help is given despite not
being a NICE-recommended intervention

A low percentage of patients receive a course
of treatment with high numbers of ‘one-off’
appointments

Higher waiting times

Pharmacological interventions. There is a good evidence base on the effectiveness of
pharmacological interventions, alone or in combination with psychological therapies for the
treatment of common mental health problems. When pharmacological interventions are
prescribed, it is important that a close ‘partnership’ is established with the GP and the IAPT
clinician. NICE guidance recommends considering the concurrent use of medication in
moderate to severe (but not mild) depression.

Employment support. Close coordination of employment assistance and psychological
therapy, with the two running in parallel, is important due to the relationship between work

and mental wellbeing (see Section 11.5).

Worse performing services
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10 Getting better results: improving equity of access and
outcomes for all

10.1 Equality-focused services: understanding the local population

At the heart of the NHS constitution is equality and fairness — everyone has an equal right to
access and benefit from NHS services. No one group is exempt from depression or anxiety
disorders. Therefore, demand for evidence-based therapies remains high across all
communities.

Commissioners and providers need to understand the prevalence of depression and anxiety
disorders within their local population to extend the reach of their services more effectively.
Some groups have a higher prevalence of depression, or anxiety disorders. Other groups
may have proportionately lower levels of identification rates, despite high need.

Commissioners should be explicit in their plans about how they will meet the duties placed
on them under the Mental Health Act 1983 (amended 2007). To enable commissioners to
meet these duties, equity of access and outcomes should be monitored and compared with
prevalence of different groups within the local population. Services should be inclusive and
actively promote equality, with consideration given to protected characteristics as defined by
the Equality Act 2010, and their duties to reduce health inequalities as set out in the Health
and Social Care Act 2012.

Service design and communications should be appropriate and accessible to meet the needs
of diverse communities (see Guidance for Commissioners on Equality and Health
Inequalities Legal Duties). Services should also publish information in a way that enables the
public to judge how they aim to eliminate discrimination, advance equality of opportunity and
foster good relations between different groups. Commissioners should incentivise
improvement in equity of access and outcomes to both support and hold providers to account
for meeting the needs of the local population groups.

National data indicate that the following groups tend to be under-represented in IAPT
services. Commissioners and service leads are encouraged to inspect their local data to
identify under-represented groups in their services, including:

e men

e Dblack, Asian and minority ethnic groups, including people who do not have English as
their first language

people in prison or in contact with the criminal justice system

servicing and ex-serving armed forces personnel

refugees and asylum seekers

lesbian, gay, bisexual and transgender people

people from deprived communities, including people who are on low incomes,
unemployed or homeless

people with caring commitments

older people

disabled people, including the deaf community

people with learning disabilities?*

Some IAPT services are commissioned to provide treatment for under 18s. Anyone working

with a child or young person should:

e De trained to work with under 18 year olds

e understand their developmental needs and the differences in presentation between
children, young people and adults
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e be aware of relevant legislation and safeguarding
e use outcome measures validated for this age group.

10.2 Best practice
10.2.1 Developing local care pathways

Commissioners, managers, primary and secondary care clinicians should develop local care
pathways in consultation with patient groups and community leaders. Collaboration is critical
to enabling access to services for a range of under-represented groups.'® Working in
partnership with patients is paramount to understand and overcome barriers that might
hinder the effective shaping of local pathways. Closer working with the voluntary, community
and faith sectors will improve access for diverse community groups who may find it more
difficult to access services via primary care, such as people from BAME communities.

10.2.2 Workforce, education and training

Commissioners and providers should consider:

e commissioning services that have bilingual clinicians who speak the language of local
minority groups, including clinicians who are fluent in British Sign Language (BSL) for
deaf people, or commissioning independent translation services

e ongoing CPD to build capability and competence in the workforce, including cultural
competence

e ensuring an appropriate skill mix and workforce that is representative of the local
population to ensure people have a choice of clinician, for example gender or cultural
background.

10.2.3 Improving access and modifying treatments for specific populations

Access for specific populations can be improved by considering the following:

e Choice of venue, as well as gender and cultural background of the clinician, can enable
access to services. This can include children’s centres, job centres, community centres
as well as home visits for people with mobility issues. In line with meeting the needs of
the local population, commissioners should ensure that providers have the right level of
funding to undertake home visits for both assessment and treatment where appropriate.

o Self-referrals, as people from some sectors of the community are less likely to visit their
GP and be identified as having depression or anxiety disorders.®

e Promotion is critical to enhancing self-referral. Adapting promotional materials to improve
acceptability and engaging with the wider system to promote the service to improve
accessibility.

¢ Prompt and clear routes into the service with no over-complicated referral processes or
opt-in systems will support engagement.

Treatments can be modified in the following ways to enhance equity of access and

outcomes:

¢ Adapting session length where appropriate to accommodate pacing and/or use of
interpreters.

e Adapting materials to be appropriate to different groups. This includes written
communication and visually-based resources available for people who do not speak
English as their first language and for people with learning disabilities.

e Use of technology can increase access for people such as young men, older people or
people with caring responsibilities or work commitments that may be a barrier to
attending therapy. Commissioners and providers should ensure that people are given a
choice in how evidence-based therapy is delivered.
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10.3 IAPT positive practice guidance

IAPT positive practice guides have been developed to support commissioners and providers
to improve equity of access and outcomes for specific groups including:

10.3.1 Long-term conditions

The Long-term Conditions Positive Practice Guide sets out important guidance for working
with people with comorbid LTCs, a key requirement in the expansion of IAPT services. LTCs
can have a life-changing impact on an individual’'s wellbeing, functional capability and quality
of life. Comorbid LTCs and depression and/or anxiety disorders result in increased use of
other healthcare services and increased physical healthcare costs. For these reasons, it is
essential to ensure that both mental health and physical health care needs are met
effectively.

10.3.2 Perinatal mental health problems

The Antenatal and Postnatal Mental Health NICE quideline recognises the serious impact of
undiagnosed depression and anxiety disorders on the health and wellbeing of the mother
and baby during pregnancy and the postnatal period. Therefore, it is recommended that
women in the perinatal period are prioritised for assessment within 2 weeks of referral and
commence treatment within 4 weeks.

See the Perinatal Positive Practice Guide for further information on how to understand the
needs of parents with perinatal health problems, remove barriers to access, engage parents
with perinatal health problems and train and develop the workforce.

10.3.3 Learning disabilities

People with learning disabilities can benefit from IAPT services. With reasonable
adjustments and promotion, equitable access to NICE-recommended therapies can be
achieved. See the Learning Disabilities Positive Practice Guide for more guidance.

10.3.4 Veterans

The Armed Forces Covenant clearly sets out the nation’s commitment to armed forces
personnel, their families and veterans. There are additional risks to the mental health of
people from this group, such as traumatic combat experiences, time away from family during
prolonged or frequent deployment, the instability in home life this can bring and difficulty in
the transition back to civilian life.

Commissioners and providers need to understand the demographic profile of their local
population and promote access through self-referral or charities as veterans may not be
registered with GPs. See the Veterans Positive Practice Guide for increasing access and
building capability within the workforce to understand the military culture.

10.3.5 People in contact with the criminal justice system

The Offenders Positive Practice Guide provides commissioners and providers with
information on how to understand the needs of people in contact with the criminal justice
system, remove barriers to access and continuity of care, and train and develop the
workforce.
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10.3.6 Older people

Improving access for older people has been incentivised through quality premiums in 2017 to

2019. There are a number of specific actions that can be taken to improve access:

e supporting healthcare professionals to increase identification rates through training and
empowering older people to access services

e engaging with the national dementia strategy and national carers strategy

e involving service users, local Age UK groups and other community groups

e taking a flexible approach to offering appointment times, session length and venue,
including home visits, depending on level of need

e ensuring training in working with older people is part of ongoing CPD

e promoting the service at various older people’s groups and public places, as well as
working with other partners to improve access.

IAPT Older Peoples Training and Resources provides more detailed information and links to
resources, including the Older People Positive Practice Guide, the revised IAPT national
curriculum for working with older people (2016), and clinicans’ guides to providing both low-
and high-intensity interventions for older people.

10.3.7 BAME communities

Improving outcomes for BAME communities is incentivised through quality premiums in 2017

to 2019. Key factors to improve equity of access and outcomes for BAME communities

include:

¢ a high level of completeness and accuracy for ethnicity data

e patient engagement and outreach to community groups

e adiverse workforce more representative of the local population

e ensuring cultural competence through ongoing CPD and appropriate outcomes-focused
supervision

e adapted materials

e access to high-quality interpreters.

The Black Minority Ethnic (BME) Positive Practice Guide provides more detailed information.

10.4 Key aspirations

Equity of access and outcomes for all will be achieved when:

¢ the proportion of patients using IAPT services is in line with both prevalence and the local
community profile

o adiverse group of people choose to access psychological therapies to improve their
mental health

e recovery rates are unaffected by age, race, religion or belief, sex, sexual orientation,
disability, marital status, pregnancy and maternity, or gender reassignment.
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11 Working with the wider system: improving care
11.1 The need to work with others

Integrating care, particularly physical and mental health care, is one of the key challenges
facing the NHS!. Howeuver, it is consistently reported that integrated care is preferred by
individuals who need multiple services. It is also more cost effective, utilising resources more
effectively and getting people to the right treatment, at the right time with the right support.
The Five Year Forward View for Mental Health introduces whole-person care that responds
to both physical health and mental health. The next steps on the NHS Five Year Forward
view sets the ambition to ‘make the biggest national move to integrated care of any major
western country’ turning parity of esteem between physical and mental health from rhetoric to
reality.2®

Mental health care is often fragmented from the wider system in addition to the artificial
boundaries created between organisations and services making it difficult to offer person-
centred coordinated care for physical health, mental health and social care needs. People
often suffer as a result of this.?” Therefore, it is good practice for IAPT services to be
commissioned as part of a wider system.2* Working collaboratively with the wider system will
facilitate a positive experience of the journey through the pathways and improve health
outcomes.

11.1.1 Co-production

Commissioners and providers should plan and develop IAPT services through collaboration
with the people who use the services, their families and carers at all stages. This will help to
ensure that the needs of the person and the wider community are adequately reflected in
service design and provision.

11.1.2 IAPT sits within a wider landscape of service provision

“It is so important that leaders across health reach out to their colleagues... to break
down organisational barriers so that collectively, they can ensure people’s needs are
always put first.”

Source: Five Year Forward View

Working with the wider system is essential to deliver on the ambition of integration and calls
for systems leadership. Commitment from commissioners and provider organisations is
critical to influence change and organisational behaviour, creating transformation within the
wider system, improving outcomes for patients.

It is important for IAPT services to be embedded within local care pathways to ensure clarity
about who is seen, when and where to make referrals to other services that may meet the
individual’s needs more appropriately. Local discharge and onward referral policies need to
be developed to support people as they move to recovery.

Social prescribing

Social prescribing is an important part of working with the wider system, facilitating an
important link for patients with non-medical sources of support within the community. A
number of social prescribing interventions are included within the range of NICE-
recommended psychological interventions, such as:

o facilitated self-help
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e personal skills development
e bibliotherapy
o digitally-enabled therapy.

Social prescribing can support IAPT service delivery through:

e increasing access to a broader range of psychosocial interventions

¢ increasing the range of providers, including voluntary and community involvement, and
e increasing capacity to respond at an earlier stage.

11.2 IAPT for people with LTCs or MUS

‘We should have fewer cases where people are unable to get physical care due to
mental health problems affecting engagement and attendance (and vice versa). And we
need [the] provision of mental health support in physical health care settings —
especially in primary care.’

Source: The Five Year Forward View for Mental Health

In 2016, NHS England published Implementing the Five Year Forward View for Mental
Health which committed to parity of esteem for mental and physical health. By 2020/21, 1.5
million people will access IAPT. Of the additional 600,000 people seen, two thirds of people
will have coexisting physical health conditions and will be seen within IAPT services.

Integrating mental and physical health care can ensure a more proactive approach to
mental health by reducing stigma and promoting mental health awareness. It will allow
faster treatment, due to the co-location of services reducing barriers and more effective
treatment due to better understanding of coexisting physical health problems and better
tailored care plans.

Workforce integration will be critical to the success of IAPT for LTCs/MUS through skills
sharing and treating the ‘whole person’ to optimise outcomes. This will help to overcome
barriers that hinder recognition and treatment of mental health problems with a comorbid
LTC or MUS, such as diagnostic overshadowing, presenting with physical symptoms only
and the time pressures that physical health teams are under.

Underpinned by core IAPT principles and standards, IAPT services will be required to
develop and deliver a new model through integration with physical health care services.
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Figure 6: Integrated delivery of care
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11.3 Primary care interface

The proposals in the General Practice Forward View outline an ambition for 3000 additional
mental health clinicians co-located in primary care. It is clear that due to the increasing
pressures on primary care services, transforming primary care is a key priority to ensure
sustainability.?® Federations are a developing model whereby GPs join with other
professionals in groups of GP practices. This provides commissioners and providers with an
opportunity to strengthen the relationship between IAPT and primary care within the evolving
landscape.

All services should have a local GP lead who will champion the service. Close collaboration
should take place with GPs over the management of medication, so that it facilitates rather
than hinders psychological therapy. Co-location in GP practices can improve integration with
primary care, supporting a more joined-up approach for people using IAPT services. Where
this is not possible, links with primary care should be developed for all people using IAPT
services. This is important in order to manage risk effectively through enhanced
communication mechanisms and collaboration.

11.4 Mental health service integration

Systems leadership, developing a shared vision and clear strategic direction can support
mental health service integration. One example of achieving better integration is shared
clinical leadership spanning primary and secondary care services. If this is not in place,
effective and reciprocal links can still be established with specialist mental health services to
ensure that timely transition across services is achieved when necessary. This includes
psychological support for people with more complex needs and enduring conditions, and
counselling services for people needing emotional support but not primarily experiencing
depression or anxiety disorders. Building relationships with the voluntary and community
sector that offer a range of mental health services is an important part of developing local
care pathways.
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11.5 Employment support

There are poorer employment outcomes for people with coexisting mental and physical
health problems. There is a high risk of unemployment, absenteeism and poorer
performance?. It has been established that the longer people are absent, or out of work, the
more likely they are to experience depression and anxiety. Therefore, employment advice,
delivered as a core part of an IAPT service, can be integral to the success of that service.

IAPT staff should work alongside employment and welfare advisers, whenever that is what
people need. For this reason IAPT guidelines have always said that each team should
include one employment specialist for every eight therapists* Employment advice, debt
counselling and other social assistance should be available within the IAPT service and
offered as part of an integrated care plan with close liaison between clinicians and advisers
from the point of assessment, through treatment and to discharge.

Employment advisers in IAPT work directly with individuals who are in employment, as well
as people who are out of work on health-related benefits. They provide practical advice and
relevant intervention to help individuals retain employment or enter the workplace. There is
scope to adapt aspects of service delivery at a local level.

Employment support coordination aims to ensure IAPT services are sufficiently integrated
with relevant employment bodies at a local level. This can include building relationships with
Jobcentre Plus, Work Programme and other relevant employment support providers, local
chambers of commerce and local employers. Employment support coordination generally
operates at a strategic level and does not have a caseload, but can complement and support
the work of hands-on employment advice services.

11.6 Student services

Mental health problems are common in student populations. IAPT services that are based in

areas where there are higher education institutions should therefore develop assessment

and treatment protocols to provide students with equitable access to treatment. Accessing

treatment is likely to be complicated by the fact that many students reside in different areas

during term-time and in the holidays. Features that are likely to help students benefit from

their local IAPT services are:

¢ Close liaison between IAPT and student mental health services (some student welfare
officers are unaware of the existence of IAPT services)

e |APT staff being aware of the dates of student terms

e |APT services having a policy of aiming to arrange assessment and the start of treatment
for a student within the term that they are referred, unless the referral is close to the end
of term. If the latter is the case, a risk assessment should be conducted and an
alternative arrangement agreed with the student. That might involve arranging for IAPT or
other treatment to start near the student’s family home. Alternatively, it might involve
agreeing to promptly start treatment when the student returns to college

o Liaison between IAPT and the GPs who are responsible for a student’s care at different
times of the year

e Protocols that allow treatment to continue both during and outside of term-time (perhaps
using telephone or internet-based sessions).
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12 Key features of a well-commissioned IAPT service
12.1 Principles underpinning the commissioning of IAPT services

The key commissioning principles that support best practice:

Right number of people seen: understanding the level of need across local
communities and maximising services to meet those needs*°

Right services: providing effective NICE-recommended treatments within a stepped-
care framework, delivered by a sufficiently large, trained and competent workforce, and
informed by patient feedback wherever possible

Right time: improved access to services for people with depression and anxiety
disorders, both in terms of people being treated and the waiting times they can expect
from service providers

Right results: collecting and delivering routine outcome data across the four domains of
improved health and wellbeing, social inclusion and employment, improved choice and
improved patient experience.

12.2 Key messages for commissioners

Commissioners should ensure that:

For IAPT services to be successful there must be clear, credible, accountable and
collaborative leadership in place, working closely with commissioners and other pathway
leaders.

Self-referral is available to promote access and facilitate a person’s active attempts to
seek help which can lead to improved outcomes.

Communication and marketing is ongoing and collaborative. Commissioners should
ensure there is a strategy in place that will bring together IAPT providers, primary care,
other relevant providers, communities and patients to raise awareness of the service
offer and promote access.

There are targeted interventions for groups of people covered by the Equalities Act to
promote wider access to IAPT.

There is joint commissioning of high- and low-intensity interventions within IAPT so that
there is a seamless transition for patients within the stepped-care model. Commissioning
should also aim to develop coherent care pathways linking IAPT with other mental health
provision.

A highly responsive and accessible stepped-care model exists from primary care through
to acute care, and that IAPT has a clear complementary fit within whole system
pathways, through a well-defined IAPT service offer.

Services are commissioned that can provide the right dose of treatment according to
NICE guidelines and do not cap the number of sessions to less than NICE guidelines
recommend. Evidence-based treatments should be given at the minimum dose that is
necessary to achieve full and sustained recovery.

The prices for service provision that are agreed between commissioners and providers
should reflect the realistic cost of providing effective, evidence-based treatment for
patients with varying service needs. Patients whose problems fall into higher mental
health clusters will generally require more intensive treatment. The same applies to
patients with PTSD and social anxiety disorder, as these are both conditions where NICE
does not recommend low-intensity treatment as first choice options. A need to involve
multiple professionals (for example, therapists and employment advisers) or to focus on
the management of a LTC in addition to a mental health problem may also increase
delivery costs.

IAPT offers patients a choice of treatments and methods of delivery (digital or non-digital;
individual or group), when NICE guidance indicates that multiple treatment options are
effective.
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e An appropriately trained and adequately sized workforce is in place, comprising PWPs,
high-intensity therapists, employment advisers support staff, data and clinical leads.
Practitioners in IAPT-LTC services should have had additional training for work with
people who have LTCs or MUS.

e |APT services provide an IAPT-compliant supervision system for all staff, access to
appropriate CPD and a clear strategy for optimising staff wellbeing.

Commissioners should also:

e Consider IAPT service accreditation. For example, the Accreditation Programme for
Psychological Therapies Services (APPTS) builds on the standards promoted by the
National Audit of Psychological Therapies (NAPT). Services measuring against APPTS
standards can identify areas of strength to share good practice, as well as areas to
improve.

¢ Use a values-based commissioning approach to merge patient and carer perspectives,
clinical expertise and evidence-based approaches when designing IAPT services.

e Use the opportunity presented by accountable care systems to collaboratively apply the
commissioning cycle when planning IAPT service delivery, to develop a better shared
understanding of local demographics, the patterns of service consumption and flow
across health and social care services.

¢ Continuously and collaboratively monitor, review and refine local IAPT provision across
the whole system pathway, especially during periods of wider service redesign that might
impact on IAPT delivery.

12.3 Outcomes-based payment approach

NHS Improvement and NHS England have published guidance on_developing an outcomes-
based payment approach for IAPT services. Services were required to adopt an outcomes-
based payment approach from April 2018. Such an approach will better meet the mental
health objectives of the Five Year Forward View and support commissioners and providers to
better understand the resources needed to deliver the right care, in an effective and efficient
manner.3!

The guidance sets out one way to implement such an outcomes-based payment approach,
but it is accepted that other ways may also be successfully adopted locally. NHS
Improvement and NHS England will revise the guidance to reflect feedback from services,
and publish examples of outcomes-based payment approaches that are being used by
services. All approaches are expected to adhere to the following principles:

e recognise the severity of patient need and reflect this in the payment system

o reflect the cost of delivering evidence-based care in agreed prices

¢ link an element of payment to the 10 national quality and outcome measures.

12.4 A good IAPT service

Commissioning has a significant role to play in better performing services, ensuring the right
level of investment and sensible contracting, monitoring and discussion of outcomes, and
avoiding perverse incentives. The Care Quality Commission (CQC) assesses services
against several specific domains (see Table 8) and it is good practice for commissioners and
providers to work towards meeting the benchmarks set out within the CQC framework.
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Table 8: Summary of what a good IAPT service looks like against CQC domains

€QC domain Key features of a better performing IAPT service

e Effective leadership: creating a culture of shared leadership through
staff engagement, effective teamwork and accountability, with
patients held firmly at the centre

Values driven: leaders displaying the values of the NHS through their
behaviour, engaging stakeholders, delivering person-centred
coordinated care and focus on staff wellbeing

Clear strategic direction: delivering an inspiring vision and alignment
of objectives at every level

e Outcomes-focused: ensuring a high-quality service providing the best
possible standards of care for everyone in the local community

e Engage and empower others: able to hold the key characteristics of
the national IAPT programme while meeting local need within rapidly
changing landscapes and working within the wider system to
empower communities

Value for money: Focusing on productivity. Balancing effective,
efficient service delivery with recovery focused compassionate care

Building leadership capability: Inspiring leadership development
through promoting attendance at NHS leadership courses, IAPT
regional leadership workshops and local leadership development
forums

e Focus on innovation, research and the digital agenda: to design
service models that deliver best practice within evidence-based
interventions and offer more choice, allowing staff to thrive within an
innovation environment.

The right therapy:

e A choice of evidence-based, NICE-recommended therapies based on
accurate problem descriptors. For depression, the choice of therapies
extends to beyond CBT approaches to include interpersonal therapy,
brief psychodynamic therapy, couple therapy, and counselling for
depression*

e Following a prompt and good assessment, allocation to an
appropriate low-intensity or high-intensity treatment. Progress
should be carefully monitored with people being stepped up from
low-intensity to high-intensity treatment if the initial response is
inadequate. National data indicate that 37% of patients receive low-
intensity treatment only, 29% receive high-intensity only and 34%
have both.3? This means that 71% of people have low-intensity
treatment at some stage during their care episode and 63% receive
high-intensity treatment at some stage in the care episode. However,
there is considerable local variation in these figures

e Services should have written good practice guidelines for staff to
support clinical decision-making and appropriate stepping between
treatments
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Definitions of terms and abbreviations

Table 9: Definitions

Accreditation

Caseness

Long-term physical
health conditions
(LTCs)

Medically
unexplained
symptoms (MUS)

Problem descriptor

Recovery

Reliable
improvement

Reliable recovery

In the IAPT context, course accreditation with a recognised
professional body indicates that the training programme has
undergone a process of scrutiny to ensure that its curriculum,
teaching materials, staffing, resources, management and governance
structures have met the necessary national curricula requirements as
agreed and laid down by the IAPT programme.

A person is said to be at caseness when their symptom score
exceeds the accepted clinical threshold for the relevant measure of
symptoms. For the PHQ-9, this is a score of 10 or above. For the
GAD-7, this is a score of 8 or above. Other symptom measures, such
as those used to measure the severity of different anxiety disorders,
have their own specific thresholds. Some outcome measures (such
as the WSAS) do not have recommended caseness thresholds but
provide valuable additional information about the quality of a
treatment response.

A range of long-term physical health conditions such as
cardiovascular disease, chronic obstructive pulmonary disease,
diabetes and musculoskeletal disorders.

Persistent physical symptoms that are distressing and disabling but
cannot be wholly explained by a known physical pathological cause.
Examples include chronic fatigue syndrome and irritable bowel
syndrome.

A way of describing a person’s presenting mental health problems as
assessed by an IAPT service (previously referred to as a ‘provisional
diagnosis’). The descriptor corresponds with ICD-10 codes and
captures information on the nature, severity and duration of
symptoms, and their impact on functionality. A problem descriptor is
used to support identification of appropriate NICE-recommended
treatment options. It is recognised that people may have more than
one mental health problem. For this reason, services can enter
several problem descriptors. The primary problem descriptor should
reflect the treatment being delivered.

A national standard that at least 50% of eligible referrals should
move to recovery has been set for IAPT services. A person moves to
recovery if their symptoms were considered a clinical case at the
start of their treatment (that is, their symptoms exceed a defined
threshold as measured by scoring tools) and not a clinical case at the
end of their treatment.

A person has shown reliable improvement if there is a significant
improvement™ in their condition following a course of treatment,
measured by the difference in their first and last score.

A person has ‘reliably recovered’ if they meet the criteria for both
recovery and reliable improvement.

Stepped-care services:

m As such the difference in scores is not attributed to chance
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Step 1
Step 2

Step 3

Primary care

Low-intensity service: less intensive clinician input, includes guided
self-help and computerised CBT

High-intensity service: usually weekly face-to-face, one-to-one
sessions with a suitably trained therapist, also includes CBT group
work or couple therapy for depression.

Table 10: Abbreviations

ADSM
APMS
BAME
CBT
CCG
COPD
CPD
cQcC
GAD-7
GP

IAPT
IAPT-LTC

IBS
IES-R
IPT
LTC
MBCT
MDS
Ml
MUS
NCCMH
NICE
OoCD
ocl
PDSS
PEQ
PHQ-9
PHQ-15
PTSD
PWP
RCT
SPIN
WSAS

Anxiety disorder specific measure

Adult Psychiatric Morbidity Survey

Black, Asian and minority ethnic

Cognitive behavioural therapy

Clinical commissioning group

Chronic obstructive pulmonary disease
Continuing professional development

Care Quality Commission

Generalised Anxiety Disorder Scale — 7 items
General practitioner

Improving Access to Psychological Therapies

IAPT services for people with long-term physical health conditions
and medically unexplained symptoms

Irritable bowel syndrome

Impact of Events Scale - Revised
Interpersonal psychotherapy

Long-term physical health condition
Mindfulness-based cognitive therapy
Minimum Data Set
Agoraphobia-Mobility Inventory
Medically unexplained symptoms
National Collaborating Centre for Mental Health
National Institute for Health and Care Excellence
Obsessive-compulsive disorder
Obsessive-Compulsive Inventory

Panic Disorder Severity Scale

Patient Experience Questionnaire
Patient Health Questionnaire — 9 items
Patient Health Questionnaire — 15 items
Post-traumatic stress disorder
Psychological wellbeing practitioner
Randomised controlled trial

Social Phobia Inventory

Work and Social Adjustment Scale
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Appendix A: NICE-recommended care

NICE guidance

The evidence base underpinning the use of psychological therapies in the treatment of
depression and anxiety disorders can be found in the following NICE guidance:

Antenatal and Postnatal Mental Health: Clinical Management and Service Guidance
(NICE clinical guideline 192)

Common Mental Health Problems: Identification and Pathways to Care (NICE clinical
quideline 123)

Computerized Cognitive Behaviour Therapy for Depression and Anxiety (NICE
technology appraisal 97)

Depression in Adults: Recognition and Management (NICE clinical quideline 90)
Depression in Adults with a Chronic Physical Health Problem: Recognition and
Management (NICE clinical guideline 91)

Generalised Anxiety Disorder and Panic Disorder in Adults: Management (NICE clinical
quideline 113)

Obsessive-compulsive Disorder and Body Dysmorphic Disorder: Treatment (NICE clinical
quideline 31)

Post-traumatic Stress Disorder: Management (NICE clinical guideline 26)

Social Anxiety Disorder: Recognition, Assessment and Treatment (NICE clinical guideline

159)

NICE has also issued guidelines on medically unexplained symptoms (MUS) and
multimorbidity:

Chronic Fatigue Syndrome/Myalgic Encephalomyelitis (or Encephalopathy): Diagnosis
and Management (NICE clinical quideline 53)

Irritable Bowel Syndrome in Adults: Diagnosis and Management (NICE clinical guideline
61)
Low Back Pain and Sciatica in over 16s: Assessment and Management (NICE guideline
59)

Multimorbidity: Clinical Assessment and Management (NICE guideline 56)

Information on the physical treatments for long-term physical health conditions (LTCs) and
treatment of individual mental health problems can be found on the NICE website.



https://www.nice.org.uk/guidance/cg192

https://www.nice.org.uk/guidance/cg123/resources/common-mental-health-problems-identification-and-pathways-to-care-35109448223173

https://www.nice.org.uk/guidance/cg123/resources/common-mental-health-problems-identification-and-pathways-to-care-35109448223173

https://www.nice.org.uk/guidance/ta97/resources/computerised-cognitive-behaviour-therapy-for-depression-and-anxiety-373026349

https://www.nice.org.uk/guidance/ta97/resources/computerised-cognitive-behaviour-therapy-for-depression-and-anxiety-373026349

https://www.nice.org.uk/guidance/cg90/resources/depression-in-adults-recognition-and-management-975742636741

https://www.nice.org.uk/guidance/cg91/resources/depression-in-adults-with-chronic-physical-health-problem-recognition-and-management-975744316357

https://www.nice.org.uk/guidance/cg91/resources/depression-in-adults-with-chronic-physical-health-problem-recognition-and-management-975744316357

https://www.nice.org.uk/guidance/cg113/resources/generalised-anxiety-disorder-and-panic-disorder-in-adults-management-35109387756997

https://www.nice.org.uk/guidance/cg113/resources/generalised-anxiety-disorder-and-panic-disorder-in-adults-management-35109387756997

https://www.nice.org.uk/guidance/cg31/resources/obsessivecompulsive-disorder-and-body-dysmorphic-disorder-treatment-975381519301

https://www.nice.org.uk/guidance/cg31/resources/obsessivecompulsive-disorder-and-body-dysmorphic-disorder-treatment-975381519301

https://www.nice.org.uk/guidance/cg26/resources/posttraumatic-stress-disorder-management-975329451205

https://www.nice.org.uk/guidance/cg26/resources/posttraumatic-stress-disorder-management-975329451205

https://www.nice.org.uk/guidance/cg53/resources/chronic-fatigue-syndromemyalgic-encephalomyelitis-or-encephalopathy-diagnosis-and-management-975505810885

https://www.nice.org.uk/guidance/cg53/resources/chronic-fatigue-syndromemyalgic-encephalomyelitis-or-encephalopathy-diagnosis-and-management-975505810885

https://www.nice.org.uk/guidance/cg61/resources/irritable-bowel-syndrome-in-adults-diagnosis-and-management-975562917829

https://www.nice.org.uk/guidance/cg61/resources/irritable-bowel-syndrome-in-adults-diagnosis-and-management-975562917829

https://www.nice.org.uk/guidance/ng56/resources/multimorbidity-clinical-assessment-and-management-1837516654789

https://www.nice.org.uk/guidance/conditions-and-diseases



Appendix B: Competence frameworks

The key skills required to deliver NICE-recommended psychological therapies effectively within IAPT services are summarised in the frameworks
below. More detailed information about the skills can be found on the UCL website.

CBT competences:

Ability to implement CBT using a collaborative

approach
Generic therapeutic Basic CBT competencies Specific behavioural and Problem specific competencies Metacompetencies
competencies cognitive therapy techniques
Knowledge and Knowledge of basic principles of Exposure techniques Specific phobias ;
understanding of mental CBT and rationale for treatment = = = Generic
health problems Applied relaxation & applied - - metacompetencies
tension Social Heimberg model
Rnowledge of, and ability to Knowledge of common cognitive Phobia
operatelwithinj prgfessional biases relevant to CBT Activity monitoring & Clark model Capacity to use clinical
and ethical guidelines scheduling judgment when
g implementing treatment
Knowledge of the role of safety- Panic Clark model
Knowledge of a model of seeking behaviours Guided discovery & Disorder Capacity to adapt
il Barl del
therapy, and the ability to Socratic questioning SEONEors interventions in
understand and employ the response to client
model in practice Ability to explain and demonstrate
rationale for CBT to client Ability to use thought records OoCD Steketee/ Kozac & Capacity to use and
Foa model respond to humour
Ability to engage client I
b i Ability to agree goals for the Ability to identify and work B
. A 5 7 orkovec model
intervention with safety behaviours
Ability to foster and maintain GAD Duaas/ Ladouceur
a good therapeutic alliance, Ability to structure sessions Ability to detect, examine and CBT ifi
and to grasp the client's help client reality test Zinbarg/Craske/ -Specitic i —
perspective and ‘world view’ Sharing responsibility for automatic thoughts/images Barlow model metacompentencies
session structure & content
A BTG S atonal Ability to elicit key cognitions/ FepRolnbanm meds! Capacity to implement
: Y i g Ability to adhere to an agreed images PTSD Resick model CBT in a manner
ceniant ersessions agenda consonant with its
Ability to identify and help Ehlers model Hudenyingphilesophy
Ability to manage endings I Ability to plan and to review client modify assumptions, Capacity to formulate
practice assignments attitudes and rules Depression — High and apply CBT models
— : intensity interventions to the individual client
Ability to undertake generic . T T 7 5
Using summaries and feedback Ability to identify and help
assessment (relevant 0 o i . s ;

i i Avi to structure the session client modify core beliefs | Cognitive Therapy (Beck) | Capacity to select and
history and identifying apply most appropriate
suitability for intervention) — - BT & CBT method

g%'::%{;z;mploy MAGSLY: Behavioural Activation |
Ability to make use of Abl|lt'y tp use measures and self (Jacobson) Capgcnty to struc@ure_
supervision monltoring to guide therapy and 'S and m_alntaln
to monitor outcome Ability to plan and conduct appropriate pacing
behavioural experiments D ¥ i
epression — Low ;
Ability to devise a maintenance intensity interventions Sgsptgzllteyst?on;\:aan_?ge
cycle and use this to set targets
Ability to develop formulation
and use this to develop Behavioural Activation
Problem solving treatment plan /case
Ability to end therapy in a Ability to understand client’s Guided CBT self-help
planned manner, and to plan for inner world and response to
long-term maintenance of gains therapy
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IPT competences:
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Ability to maintain a focus on the interpersonal context of the symptoms

Generic therapeutic Basic IPT competences Specific techniques Specific applications Metacompetences
competences
Enowledge and understanding of Knowledge of basic principles and Generic
mental health problems rationale for IPT ameta
- Ability to make selective IPT for depression m L
use of specific techniques Weissman er al.
Knowledge of depression Ability to implement IPT in a to support the strategies and Ability to use clinical
manner consonant with its oals of the focal area: judement wh
supportive and active stance £ IPT for depressed adolescents ':mp gl.:mcn:ngmmmm
Knowledge of, and ability to operate (IPT-A) ik
within, professional and ethical Ability to use directive Mufson et al.
guidelines Ability to engage the client in techniaues Ability to adapt
Abi].‘ll:yt(‘.l e decision - - ml:cr_vcnums 1 response
Knowledge of a model of therapy, and analysis and role-playing Brief IPT for depression (IPT-B) to client feedback
the ability to understand and employ Ability to reframe the client’s Swariz et al.
the model in practice presenting problems as an illness Ability to use clarification, Ability to use and
summaries and questions respond to humour
IPT for depressed older adults
Ability to work with difference Ability to identify an Ability to use Hinrichsen & Clougherty
(cultural competence) interpersonal problem area that communication analysis
will provide the focus for the o
1 - middle phase of the therapy Abl]:tyto_nse thg .
Ability to engage client therapeutic relationship IPT for Eating Disorders (IPT-ED) — =
. -specific
— — — — Fairburn, Murphy et al. el e
Ability to foster and maintain a good Ability to maintain a focus on an IPT
therapeutic alliance, and to grasp the interpersonal problem area(s) linked
client’s perspective and “world view’ with the onset/and or maintenance of
symp Ability to adapt the core
IPT strategies to the

Ability to work with the emotional
content of sessions

Ability to manage endings

Ability to identify and explore
difficulties in communication

Ability to undertake generic assessment
(relevant history and identifying
suitability for intervention)

Ability to facilitate the
expression and acceptance of a
range of emotions

Ability to assess and manage risk of
self-harm

Ability to encourage
interpersonal change in-between
sessions

Ability to use measures to guide
therapy and to monitor outcomes

Ability to engage the client in
preparing for ending

Ability to make use of supervision

client’s individual needs
and the time available

Ability to balance being
focused and maintaining
the therapeutic alliance

Ability to establish an
appropriate balance
between therapist activity
and non-directive
exploration
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Counselling for depression competences:

Ability to offer a therapeutic relationship that facilitates experiential exploration within a relational context

Generic therapeutic Basic counselling for depression Specific counselling for Metacompetences
competences competences depression competences
Knowledge and understanding of Knowledge of the basic assumptions i
mental health problems and principles of counselling for - Generic
ession Approaches to work with metacompetences
o : - emotions and emotional
U‘W]EdgEO dCP(!‘SSlml 2
g Capacity to use clinical
- P Ability to imitiate therapeutic Judgment when
owledge of, and ability to operate relationships implementin, tmen
within, professional and ethical 'mP: entng treatment
guidelines Ability to help clients access and
Ability to explain and demonstrate express emotions
the rationale for counsellin,
Knowledge of a model of therapy, and ranenale fore & Capacity to adapt
the ability to understand and employ Ability to help clients articulate interventions in response
the model in practice emotions 1 eedba
Ability to work with the client to to client feedback
lish a therapeutic ai
Ability to work with difference estab . ©aum
(cultural competence) Ability to help clients reflect on
and develop emotional meanings -
— : Counselling
Ability to engage client — — METACOMPEIENCes
Ability to maintain and develop
— — therapeutic relationships
Ability to foster and maintain a good Metacompetences
therapeutic alliance, and to grasp the Ability to help clients make specific to counselling
client’s perspective and “world view” Ability to experience and sense of experiences that are for depression
communicate empathy confusing and distressing
Ability to work with the emotional
content of sessions Albality to expenience and to
commumnicate a fundamentally
ing atiitude to client
Ability to manage endings accepling a chents
A.bi]ityhlen.dcﬂalm guwnc assessment Ability to maintain authenticity in the
(relevant history and identifying therapeutic relationship
suitability for intervention)
Ability to assess and manage risk of
self-harm

Ability to use measures to guide
therapy and to monitor outcomes

Ability to make use of supervision

Ability to conclude the therapeutic
relationship






Couple therapy for depression competences:
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Ability to work with interactional processes in couples to alleviate depression

Generic therapeutic Basic couple therapy Specific couple therapy Specific adaptations of Metacompetences
competences competences techniques couple therapy for
depression
Knowledge and understanding of Knowledge understanding of the Ability to use techniques that
mental health problems basic principles of couple therapy engage the couple Behavioural Couple Generic metacompetences
Therapy
Knowledge of depression Knowledge of sexual functioning Ability to use techniques that Capacity to respect and tolerate
in couples focus on relational aspects of Marital Therapy for the complexity of the human
depression Depression condition
Knowledge of, and ability to operate
within, professional and ethical Knowledge of depression and its
guidelines manifestation in couples Ability to use techniques that Conjoint Marital Capacity to use clinical judgement
reduce stress upon and increase Interpersonal Psychotherapy when implementing therapy
support within the couple
Enowledge of a model of therapy, and Knowledge and experience of
the ability to understand and employ working within a model of couple Coping Oriented Couple Capacity to reflect critically on
the model in practice therapy | improving communication Therapy the experience of therapy

Ability to work with difference
(cultural competence)

Ability to assess if couple therapy
is suitable where depression is
present in one or both partners

Ability to engage client

Ability to foster and maintain a good
therapeutic alliance, and to grasp the

client’s perspective and “world view"

| coping with stress

| managing feelings

Knowledge of and ability to liaise
with other services

| changing behaviour

Ability to establish and convey
the rationale for couple therapy

| solving problems

Ability to work with the emotional | promoting acceptance
content of sessions | Ability to initiate couple therapy
| revising perceptions
Ability to manage endings Ability to maintain and develop a
therapeutic process with couples

Ability to undertake generic assessment

(relevant history and identifying
suitability for intervention)

Ability to assess and manage risk of
self-harm

Ability to use measures to guide
therapy and to monitor outcomes

Ability to make use of supervision

| Ability to end couple therapy l

Capacity to convey and respond to
interest, affect and humour

Specific metacompetences

Capacity to work reflexively with
complex relational systems

Capacity to nanage the tension
between competing duties of care

Capacity to work with difference
and uncertainty

Capacity to apply different levels
of therapeutic response
appropriately and coherently
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LTC/MUS competences:
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Core professional
competences for work
with people with
physical health
conditions

Professional stance, values and assumptions

Core knowledge
and clinical
competences for
work with people
with physical
health conditions

I A A S R E S RN LR N L LN RN R LR EEEEEEEEEEEEEEREEEEEEEEEES]

—= Ethical and legal issues

Knowledge of a
generic model of
MUS

Knowledge of, and ability to
operate within, professional
and ethical guidelines

Knowledge of
presenting
conditions

Knowledge of, and ability to
work with, issues of
confidentiality and consent

Knowledge of, and abiity to
assess, capacity

Knowledge of the
impact of physical
health conditions in
the context of life
stage

Professional skills and
values

Knowledge of
generic models of
adjustment to
physical health
conditions

Ability to work with
difference

Promoting the
client’s capacity for
adjustment

Ability to operate within and
across organisations

Knowledge of
models of
behaviour change
and strategies to
achieve it

Supporting clients’
capacity for self-
management

dashed line denotes
competences for
psychological therapies

Ability to collaboratively
engage clients with the
treatment model

Ability to co-ordinate across
different agencies and/or
individuals

- . Generic Assessment, Specific Meta
informed cross- - Therapeutic formulation, engagement inte ti competences
condition interventions e Competences and planning nterventions
: Examples of
e Y
e e s | earedonand interventions competences
seriice cornteris = | their employment in for work with
- " people with
. Ability to undertake a | Diabetes I Pyl
Working with cinical . comprehensive DAk
orking with clinica | Ability to foster and biopsychosocial assessment conctiovs:
services in medical - maintain a good | Chronic Fatigue |
settings = therapeutic alliance
« | &grasp MlgME Ability to undertake risk
= . perspective an assessment and S
Shared care in ~ world view management Chronic pain
primary care .
. Ability to understand Ability to assess the person’s Iritable Bowel
n and respond to functioning within multiple Syndrome
. content of systems
$ sessions
u Non-dissociative
- seizure
" Ability to manage = =
: Sriihos and servios Formulation e
- st urological
. nsitio presentations
Applying e Ability to develop a
| Psychological - Ability to make use formulation
principles to support n of measures
self-help/ ”"" - (inciuding monitoring
Lol = of outcomes) 7
. g S and L Psychodynamic
- — Engagement an = Interpersonal
Developing self- - Ability to deliver planning Therapy for
management._ o |Ftbneee fomate
programmes - Ability to feedback the results Dresortaons
-4 of assessment & formulation
5 u z and agree an intervention
Implementing self- " Ability to maks use n with all relevant parties
management - of supervision and plal o
programmes - training
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Appendix C: |APT screening prompts
The following prompts are recommended for use in IAPT intake assessments to ensure that a person’s clinical problems are identified correctly.

Interviewers should cover all the prompts, rather than stopping the interview when the first clinical problem is identified. It is very common for people
who present with depression to have an underlying anxiety disorder that can be identified with the prompts later in the sequence.
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Q1. For all patients review the score on

the PHQ-9

If symptoms of depression are present, enquire about:

Duration of current episode

Number of and recency of past depressive episode(s)

Impact on personal, social and occupational functioning (including self-neglect)

Q2. Are there times when you are very
frightened or anxious, and feel very
uncomfortable?

_»
Yes
Q3. Is it related to a specific
situation(s)/object(s)?
Yes —>

Q3b. In what situation(s) or with what
objects does the intense anxiety arise?

Q3a. If not related
to a specific
situation(s) or
objects — ask the
following

Where PHQ-9 >9, depressive symptoms
have lasted more than 2 weeks and
impair functioning consider depression

Is it of sudden onset?

Does it involve physical sensations such as palpitations,
sweating, trembling, a sensation of shortness of breath,
chest pain, dizziness, nausea, and/or thoughts such as
fear of loss of control or dying?

Does it usually peak within 10 minutes?

If there are positive
responses consider a panic
disorder, also probe for
agoraphobia and consider
panic disorder with
agoraphobia

If limited to specific object(s), activities or
situation(s)

Is your fear or anxiety associated with avoiding or doing an activity or being in contact
with an object or animal or being in a particular environment (flights, heights)?
Do you think your fear is excessive or unreasonable in some way?

If there are positive
responses consider a
specific phobia

If focused on social activities or
situation(s)

Is it associated with marked or persistent fears of social or performance situations and
accompanied by thoughts of humiliation or embarrassment (and anxiety is present which
may take the form of situation-specific panic attacks)?

Are you uncomfortable or embarrassed at being the centre of attention?

Do you find it hard to interact with people?

Do you avoid social or work situations where you feel you will be scrutinised or evaluated
by others?

Do you think your fear is excessive or unreasonable in some way?

If there are positive
responses consider a
social phobia

A 4

/" Ifthere are positive N

If focused on places or situation(s), e.g.
being outside alone or in crowds

Are you afraid of going out of the house, being in crowds or taking public transport?
Do you need to be accompanied by someone to be able to undertake these activities?

responses consider
agoraphobia, also probe

A 4

for panic disorder with

If the fear is accompanied by recurrent
thoughts, impulses or images (obsessions) or
ritualistic behaviour (washing hands,
switching off lights) or mental acts (e.g.
counting, repeating words silently)
(compulsions)

Do you have recurrent thoughts/images/impulses that you can’t easily stop (e.g. bad
things happening to people, acting on impulses that you could harm others)?

Do you try and ignore these or put these thoughts/images/impulses out of your mind?
Do you have recurrent rituals (behaviour or thoughts) that you can’t easily stop (e.g.
washing hands, switching off lights, counting to yourself)?

Do you think that doing these rituals may make you feel better or stop something bad
happening?

For obsessions and compulsions — Do you think your fear is excessive or unreasonable in
some way?

\_ agoraphobia J

/" Ifthere are positive )
responses consider
obsessive-compulsive

\_ disorder J

13





OFFICIAL

Have you ever had any experience that was so frightening or horrible, or upsetting in the past month,
that you have:

Had thoughts or nightmares about it or thought about it when you did not want to?

Tried hard not to think about it or went out of your way to avoid situations that reminded you of it?
Been constantly on guard, watchful or easily startled?

Been feeling numb or detached from others, activities or your surroundings?

If there are positive

i

responses consider post-
traumatic stress disorder

Are you overly concerned that you might have a serious illness or disease that doctors have not
found?
What do you think you may have?

If there are positive
responses consider
health anxiety

Do you worry most of the time about a variety of events and activities?
Do you find it difficult to control the worry?
Have the worries lasted at least six months?

If there are positive

responses consider

generalised anxiety
disorder

S

J
J

[

(o a )

Consider mixed anxiety
and depressive disorder
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Appendix D: Clinical cut-offs and reliable change

Table 1: Clinical cut-offs and reliable change index

Outcome measure Caseness — scores listed below are Reliable change index
considered clinical cases
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Appendix E:  Examples of patient tracking lists (PTLs)

The examples given here are for a six weeks standard. The exact format of the PTLs are for local decision, but should include all patients waiting at
all stages. The numbers waiting are for illustrative purposes only. The term breach date refers to the wait standard, so a breach occurs when a patient
waits longer than the standard (i.e. six weeks).

Where there are exceptionally long waits, there is a need to extend the weeks listed past breach date, to create greater granularity and show the real
waits of those patients in weeks.

Figure 1: Whole-service PTL showing patients still waiting for an appointment date

Where patients have an agreed date for their first appointment, the reported waiting time should be the time from the referral date to appointment
date.

Where patients do not yet have an agreed date for their first appointment, the reported waiting time should be the time from the referral date to
today’s date.

Before Breach Date | Past Breach Date
Weeks to/ past 6-5 5-4 4-3 3-2 2-1 1-0 0-1 1-2 2-3 3-4 4+
Breach Date Weeks Weeks Weeks Weeks Weeks Weeks Weeks Weeks Weeks Weeks Weeks

Agreed Date
No Appointment Date

Figure 2: Whole-service PTL showing waits to different types of first therapy

Before Breach Date Past Breach Date

Weeks to/past 6-5 5-4 4-3 3-2 2-1 1-0 0-1 1-2 2-3 3-4 4+
Breach Date Weeks Weeks Weeks Weeks Weeks Weeks Weeks Weeks Weeks Weeks | Weeks

Step 2
IPT
EMDR
CBT
CfD
Couples
DIT
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Figure 3: EMDR-only PTL showing waits by different localities
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Before Breach Date

Past Breach Date

Weeks to/past
Breach Date

North

South

East

West
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Research and Effectiveness), University College London
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OFFICIAL

Helpful resources
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1 Purpose of this resource pack

This resource pack accompanies the IAPT Manual. It provides commissioners and providers
with examples of positive practice and helpful resources to support IAPT service expansion,
development and delivery.

1.1 Positive practice examples and models

Section 2 provides positive practice examples and models from IAPT services. Further
details on these services can be found on the Positive Practice in Mental Health
Collaborative (PPiMH) website.

1.2 Case identification tools

Section 3 provides copies of case identification tools used in IAPT services.

1.3 Outcome measures

Section 4 provides copies of the outcome measures forms recommended for use in IAPT
services and information on understanding them.

1.4 Helpful web-based resources

Section 5 contains links to helpful web-based resources, including:
National guidance

Useful resources on IAPT background and context

Useful resources on IAPT

Useful resources on integrating physical and mental health services
Useful organisations

Other helpful resources
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2 Positive practice examples

There are many examples of positive practice in IAPT services. The small selection of
examples included here are not templates for whole service provision. Instead, they are
selected to illustrate how services have tackled one or more specific problems.

The Positive Practice in Mental Health Collaborative (PPiMH) is a user-led, multi-agency
collaborative of 75 organisations, including NHS Trusts, CCGs, third sector providers and
service user groups. The aim of the organisation is to facilitate shared learning of positive
practice in mental health services across organisations and sectors. The PPiMH provides a
directory of positive practice in mental health services. The NCCMH is working together with
the PPiIMH to identify and share examples of positive practice in mental health across
England.

2.1 Map of positive practice examples for IAPT

MNorth Tyneside Talking Therapies Service

//

¢

The LGTB Foundation, Sheffield IAPT
Manchester O TTe—
Q

Both aond North Fost
Somerset iCope — Camden ond Islington

o o

Q@ ‘\\
Positive Step, / \ Lambeth APT in

Morth Somerset HMP Brixton

Talking Therapies - Slough
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2.2 Bath and North East Somerset

Demonstrated area(s) of positive practice
e Improving recovery:

o data-driven reflective practice

Background

Bath and North East Somerset (BANES) recommissioned their IAPT service in August 2013.
After a year, the service was not meeting the national 50% recovery standard. The service
experienced high levels of people dropping out of treatment, which is synonymous with
poorer recovery rates.

The approach

Drawing inspiration from the way other services had improved recovery, the service used a
PDSA (Plan, Do, Study, Act) approach. This enabled them to identify themes in the data
affecting recovery. These included people being discharged having achieved good
improvement but not meeting recovery; people not being offered the full range of NICE-
recommended treatments; people not being offered a trial at step 2 of the IAPT stepped-care
approach if appropriate; staff not attending to scores from measures; and failure to repeat
anxiety disorder specific measures (ADSMs). Attending to staff supervision and continuing
development while instigating new procedures was of great importance.

Outcomes

Within 6 months the recovery rates had improved to more than 60%. Drop-out rates were
reduced and clients reported greater satisfaction on the Patient Experience Questionnaires
(PEQs). In the 2015/16 IAPT Annual Report, BANES Talking Therapies Service
demonstrated the highest national recovery rate overall.

Further information

For more information contact valerieclark2@nhs.net

2.3 iCope — Camden

Demonstrated area(s) of positive practice
e Improving equity of access and outcomes for all:

o black, Asian and minority ethnic (BAME) communities
Background
iCope Psychological Therapies Service is integrated with primary care and offers treatment
to people in over 90% of Camden GP practices. A key objective for the service was to make
it more accessible to under-represented groups including older people, black, Asian and

minority ethnic (BAME) groups, and people with LTCs.

The Bangladeshi community is one of the largest minority communities and there is
generally a low take-up of mental health services by its members.
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The approach

iCope formed a BAME working group with the aim of increasing access for people from the
BAME community. The service sought to engage BAME communities by increasing
knowledge of local services and removing stigma. The team worked closely with a range of
organisations to ensure pathways for common mental health problems are easy to access
and use. The team had iCope stalls at Bangladeshi festivals in Camden and has produced a
video to be aired in GP practices across Camden. The video is in Bengali and aims to de-
stigmatise mental health problems and offer religious permission to access support outside
of the family.

iCope offers psychological therapy in Bengali Sylheti dialect (from one clinical psychologist
and two psychological wellbeing practitioners [PWPs]). The service also provides group
work (the Staying Well Group) facilitated by a PWP who can speak Bengali.

In addition, the service worked collaboratively with Camden Diabetes Integrated Practice
Unit (Royal Free Hospital) to administer a ‘Stress Management and Diabetes’ session in
Bengali as part of the DESMOND Type 2 Diabetes Education Programme.

Outcomes

e Preliminary feedback from the Staying Well Group is that people found it helpful having
practitioners who speak their language, and the service is carrying out interviews to
inform and improve the group

¢ High-intensity individual therapy: client feedback is positive and reflected in
improvements in outcomes

Further information
For more information contact Dr Shimu Khamlichi. Tel: 020 33176670

PPiMH case study

2.4 iCope - Islington

Demonstrated area(s) of positive practice
e Improving recovery:

o supportive professional learning

Background

In 2014, iCope Islington established a recovery working group to ensure that it met the
national target of 50% of people treated in IAPT services moving to recovery. The service
implemented ‘recovery consultations’ to address this objective.

The approach

Recovery consultations are a supportive professional learning environment, focused on

developing the quality of therapy delivered by individual clinicians. Within the approach, it is
acknowledged that a variety of factors can contribute to recovery rates. This enables open
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discussion of recovery rates, and improvement via problem solving exploration and
agreement on specific learning points and targets.

The service started by inviting all step 2 clinicians who had completed their training to have a
1-hour recovery consultation, at a time of their convenience, in a quiet and confidential
space. This was then extended to include all step 3 workers and then any remaining
clinicians identified as having lower than average recovery rates were invited.

The consultations are used to discuss a clinician’s individual recovery rate and to compare
recovered and non-recovered cases. This in-depth discussion results in individually tailored
learning points for each clinician to act upon as their recovery-focused professional
development goals.

Outcomes

Recovery rates increased from 40.9% in September 2015 to an average of 51% for the six-
month period between March and September 2016.

Further information

For more information contact Rebecca.Minton@candi.nhs.uk

PPiMH case study

2.5 Lambeth IAPT in HMP Brixton

Demonstrated area(s) of positive practice
e Improving equity of access and outcomes for all:

o prisoner and offender populations

Background

Lambeth IAPT has been running a service for inmates in HMP Brixton since 2009. This is a
category C resettlement prison, housing approximately 800 inmates. It caters for people
coming to the end of their sentences, or those serving relatively short sentences (under 2
years). The service offers CBT at high and low intensity, as well as brief integrative
counselling, to treat common mental health problems. It is embedded within the healthcare
department and has close links with prison GPs and the secondary care mental health team.

Compared with the general population, offenders are more likely to experience mental health
problems but less likely to seek help. Therefore, prison is an opportunity for positive change
and to identify and treat common mental health problems that might otherwise remain
undetected.

The major challenges that the service faces include clinical issues such as: complexity of
presentations; high prevalence of substance misuse; high prevalence of suicide and self-
harm; and a higher prevalence of literacy problems. In addition, there are systemic
challenges, such as: frequent security lockdowns; lack of suitable spaces for therapy;
mistrust and stigma around mental health problems; security taking priority over therapy;
and a high drop-out rate because prisoners often get transferred.
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The approach

The prison sits within the London borough of Lambeth and when Lambeth IAPT was first
commissioned, the CCG were keen for prisoners to be able access therapy in the same way
as residents of the borough. The care pathway in the prison mirrors that in the community: a
single point of access, triage assessment and a stepped-care approach encompassing CBT
and counselling.

The team consists of four CBT therapists and six counsellors. All the therapists spend the
majority of their time working in the community and provide services in the prison one or two
days a week. Having a split between community and prison work reduces the chances of
therapist burnout and ensures that their core therapy skills are maintained.

Outcomes

The service obtains feedback from prisoners at the

end of therapy and it has been overwhelmingly “Before | had this counselling | was really
positive. The team also collects routine outcome down but now | am a lot happier and find it
measures (minimum data set [MDS] and easier to socialise ar_wd express myself and
ADSMs). The recovery rates for those who also feel a lot better in myself.”

complete treatment are comparable to the

community samples. Service user

Further information

For more information contact Heather.Bolton@slam.nhs.uk

2.6 The LGBT Foundation — Manchester

Demonstrated area(s) of positive practice
e Improving equity of access and outcomes for all:

o LGBT people

Background

The LGBT Foundation is a third sector organisation that has been working with and
supporting lesbian, gay, bisexual and transgender people over the last two decades. The
foundation was commissioned to develop an IAPT service in 2015 and set out to develop an
LGBT specific IAPT service, delivering therapeutic interventions concordant with NICE
guidelines, IAPT requirements and meeting the needs of the communities that they support.

The approach

The provision of LGBT affirmative stepped-care interventions underpinned the development
of the service and some clinical policies and procedures were adapted to better support a
third sector organisation and community context. Feedback from people using the existing
counselling service highlighted challenges that they had faced, such as limitations in
awareness of problems experienced by LGBT people, or the use of heteronormative or
gender normative language.
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Depression and anxiety disorders are common issues experienced by people accessing the
LGBT Foundation. The team created a delivery model that embedded step 2 and step 3
interventions within the existing talking therapies programme.

The dedicated IAPT service launched in July 2016, delivering step 2 work as well as
counselling for depression and interpersonal therapy interventions. The workforce includes
one PWP and two IAPT counsellors delivering step 2 and step 3 interventions. The delivery
model includes a group work component, comprising a self-esteem course, mindfulness
workshops and stress management groups.

The foundation is also working in partnership with Greater Manchester and Eastern
Cheshire Strategic Clinical Network to deliver training on best practice on working with
lesbian, gay, bisexual and transgender people, focusing on BAME individuals and faith
groups.

Outcomes

The talking therapies programmes waiting list decreased

considerably and by the third quarter, all clients self- “My life has changed completely
referring or being referred to the service were assessed during the time between my first and
within 6 weeks from the referral date. last sessions. Thanks to the service

| have found so much confidence in
The scores collected from the service delivery indicate myself and know that | can move on
that average recovery rates are consistently higher than with my life and be happy in my own
50%. skin.”

Service user

Further information

For more information contact
rossella.nicosia@Igbt.foundation

PPiMH case study

2.7 Positive Step — North Somerset

Demonstrated area(s) of positive practice
e Improving equity of access and outcomes for all:

o carers

Background

Positive Step is run by Avon and Wiltshire Mental Health Partnership NHS Trust and the
charity Second Step. North Somerset has a large elderly population and, consequently, a
high number of carers. A dedicated programme for carers was commissioned in 2013 after
research indicated that 30% of North Somerset’s 20,000 carers were struggling to cope.

The approach
The carers’ programme aims to support carers and build resilience. The delivery of the
therapy is an important consideration within the programme as carers may not be able to

attend sessions as regularly as other people. As a result, the delivery is flexible and carers
are encouraged to participate as much or as little as they can manage.
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Group workshops can be taken as a course or on an ad-hoc basis and are supported with
handouts, audio CDs and additional information available through regular newsletters and
online. These workshops are built upon the principles of CBT and organised around specific
themes, aimed at building carers’ resilience, including: managing stress; ‘improving how you
feel about yourself’; managing frustrations; ‘keeping your spirits up’; and coping with change.
Those who need intensive help receive one-to-one support by phone or face-to-face.

Carers can self-refer or referrals can be made through a GP, primary or secondary care, or
via third sector organisations.

Outcomes

That first year saw 98 referrals to the programme, with 262 in 2014/15. In 2015/16, more
than 240 had been helped by mid-February and closer ties with local agencies aim to
increase referral rates further.

“Positive Step gave me the strength
| needed to carry on. Even just
going along to the workshop for a
couple of hours was refreshing. It
was very emotional too. The other
people were also carers, and had

“Positive Step is really helping to take
the pressure off carers in North
Somerset. Too often we hear of carers
struggling to carry the burden of looking
after loved ones, and yet a simple
scheme such as this with relatively minor

similar problems so we could all
share. We knew with empathy
where they were coming from, even
if they didn’t have the words.”
Service user

changes to how therapies are delivered
can make all the difference in the world.”
Tim Kendall, National Clinical
Director for Mental Health, NHS
England

Further information
For more information contact Heather Dugmore. Tel: 01934 523 766.

PPiMH case study

2.8 North Tyneside Talking Therapies Service

Demonstrated area(s) of positive practice
¢ Reducing waiting times:
o interim pathway

Background

The North Tyneside Talking Therapies Service inherited large waiting lists after a re-
tendering process. To clear these waits the service worked with the mental health intensive
support team to implement a waiting list initiative based on an interim, six-session, focused
CBT model. Within this model, therapists saw 25 people per week to clear the high intensity
waiting list.
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The approach

The service combined two step 3 waiting lists. All cases were reviewed based on information
given at referral, assessment and identified problem descriptors. People who presented with
trauma and OCD were ruled out because it was felt that they would not benefit from a six-
session therapy model. Of the 511 people waiting, 459 were identified as appropriate for the
waiting list initiative. Eight (whole-time equivalent) therapists were recruited to work on the
interim pathway and therapy was supported by a 6-month subscription to an online support
platform (The Big White Wall). The service developed a strict missed appointment and
cancellation policy, signed by both clinician and the service user. Other therapists were then
able to offer people presenting with OCD or trauma a course of treatment as necessary to
achieve maximum recovery results.

Outcomes

The step 3 waiting list reduced from 511 in January 2016 to 81 in May 2016 and length of
wait was also considerably reduced.

Further information

For more information contact Gail Richardson: gail.richardson@northumbria-
healthcare.nhs.uk.

PPiMH case study

2.9 Slough Talking Therapies

Demonstrated area(s) of positive practice
e Improving equity of access and outcomes for all:

o BAME
e Improving recovery

Background

Slough Talking Therapies IAPT Service was set up in 2010. The major challenge faced by
the service was to increase access in line with a diverse population. The challenges for
delivery included the need for interpreters and therapists delivering treatment in other
languages and consideration of the deprivation levels in the borough.

The approach

In January 2014, the service established the Slough outreach project as a quality
improvement plan. The aim was to increase referrals and clients entering treatment in
Slough and to foster good GP relationships.

The quality improvement project included increasing training and communication in GP
surgeries and attending practice meetings. The service also:

e visited or phoned all GP surgeries to find out what was working and what could be
improved
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e researched Slough wards and represented communities to create a detailed community
directory

e contacted faith groups, community groups and third sector organisations to increase

cross-cultural collaboration

set up a client forum to talk to people about what they wanted or needed from the service

liaised with local libraries to launch a Talking Therapies stand

visited the local college to discuss setting up student mental health classes

set up an information stand in a local supermarket to promote the service

produced a CD in different languages to inform clients about the service when they are

first referred.

Since November 2015 the service has also established welcome/drop-in clinics to help
clients who may struggle with accessing the service in the usual way. Clinicians will set
aside 30 to 60 minutes to see drop-in clients and welcome them to the service.

Outcomes

The access to the service has improved significantly; so far in 2016 they have met the
monthly access targets. In addition to the increase in access, the Slough Talking Therapies
team are now consistently achieving a 50 to 52% recovery rate.

Further information

For more information contact Joanna Rollings: joanna.rollings@berkshire.nhs.uk

PPiMH case study

2.10Sheffield IAPT service

Demonstrated area(s) of positive practice
e Reducing waiting times

Background

Sheffield IAPT service was launched in 2008 and is predominantly based in GP practices
across Sheffield with a central self-referral team. The service embarked on a project to
enhance the service in October 2015. The three key challenges were: data quality and
aligning local and national data; meeting the 50% recovery standard; and ensuring the
service was as productive and efficient as possible, while increasing choice and quality
within their resources.

The approach

Sheffield IAPT undertook a number of changes, including:

e developing a new website and an online patient booking system

e providing IAPT prescription pads to support GPs

o developing data guidance and standard operating practices and data sessions delivered
face-to-face within the service

¢ rolling out direct booking across GP practices
developing ‘improving wellbeing’ sessions to offer a higher therapeutic dose of treatment
at step 2
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e improving the service’s online offering, including Skype sessions available across PWP
interventions, CBT and counselling.

Outcomes

Sheffield IAPT is now meeting and exceeding national standards. 89.81% of people that
finished a course of treatment in October were seen within 6 weeks and 100% within 18
weeks. Of people starting treatment in October 2016, 95.44% were seen within 6 weeks.
The recovery rate was 50.30%.

Further information

For more information contact Toni Mank: Toni.Mank@shsc.nhs.uk

Demonstrated area(s) of positive practice
e Improving equity of access and outcomes for all:

o older people

Background

A key objective of Sheffield IAPT is to increase access to under-represented groups to
ensure the promotion of equality and offer effective evidence-based interventions to meet
the needs of diverse patient populations.

The service collaborated with the Sheffield Older Adult Community Mental Health Team
(OACMHT) and the University of Sheffield in designing and evaluating a group treatment for
generalised anxiety disorder (GAD) for older people. This was called the Older Adults
Overcoming Worry Group (OWG). The OWG research study created an opportunity to work
collaboratively with the OACMHT and to contribute to the development of an evidence base
for group treatments with older people. It also enabled the service to increase access and
offer more treatment choice for older people presenting with symptoms of GAD within
Sheffield OACMHT and Sheffield IAPT.

The approach

The OWG meets for 2 hours weekly, over 12 weeks. The service implemented three OWGs
in total.

Inclusion criteria for the group is:

e over 65 years and already in contact with mental health services

e GAD as the primary problem and to have scored >8 on the GAD scale
e able to read, write and understand English.

Outcomes

The study and pilot of this scheme suggests that the OWG is an acceptable and feasible
treatment option for older people.

Recovery rates at the end of treatment were 46% for GAD, 0% for depression. At follow up,

this rose to 70% for GAD and 33% for depression. There was no clinically significant
deterioration in GAD during the study or at follow up. The opt-in rate (87%) was comparable
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to rates reported in trials of individual CBT for older people with GAD. The drop-out rate
(15%) was lower than previous studies of group CBT for older people with GAD.

Further information

For more information contact Heather Stonebank. Tel: 0114 2718427.

PPiMH case study
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3 Case identification tools
3.1 Generalised Anxiety Disorder Scale — 2 items (GAD-2)

GAD-2
Over the last 2 weeks, how often have you More than
been bothered by the following problems? ":0‘” ngeral half the Nean;liy
ata ays every da
(Use “s to indicate your answer) 4 days y cay
1. Feeling nervous, anxious, or on edge 0 1 2 3
2. Not being able to stop or control worrying 0 1 2 3

The cut-off score for a positive screening response is >=3.

Reference: Kroenke K, Spitzer RL, Williams JB, Monahan, PO, Loéwe B. Anxiety disorders in primary
care: prevalence, impairment, comorbidity and detection. Annals of Internal Medicine. 2007:146;317-
25.

3.2 Whooley questions to screen for depression

Please answer the following questions:

1. During the past month, have you often been bothered by feeling down, depressed
or hopeless?

O YES O NO

2. During the past month, have you often been bothered by little interest or pleasure
in doing things?

o YES O NO

A ‘yes’ answer to either of the two questions is considered a positive screening response.

Reference: Whooley MA, Avins AL, Miranda J, Browner WS. Case-finding instrument for

depression. Two questions are as good as many. Journal of General Internal Medicine.
1997:128;439-45.

3.3 Mini Social Phobia Inventory Scale (Mini-SPIN)

The Mini-SPIN contains three items about avoidance and fear of embarrassment that are
rated based on the past week. The items are rated using a 5-point scale: 0 =notatall, 1 =a
little bit, 2 = somewhat, 3 = very much, 4 = extremely. The cut-off score for a positive
screening response is >=6. The items are as follows:

1. Fear of embarrassment causes me to avoid doing things or speaking to people.
2. |l avoid activities in which | am the centre of attention.
3. Being embarrassed or looking stupid are among my worst fears.

Reference: Connor KM, Kobak KA, Churchill LE, Katzelnick D, Davidson JR. Mini-SPIN: a brief

screening assessment for generalized social anxiety disorder. Depression and Anxiety. 2001:14;137-
140.
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4 Qutcome measures
4.1 Patient-reported outcome measures

The following patient-reported outcome measures are recommended for routine use in IAPT
services. A copy of each outcome measure is provided below.

Table 2: Recommended outcome measures by problem descriptor

Main mental health | Depression | Recommended Further option, Measure
problem (primary symptom measure for only used if of
problem measure anxiety ‘recommended disability

descriptor) symptoms or measure for
MUS anxiety
symptoms or
MUS’ is missing

PHQ-9  GAD-7
PHQ-9  GAD-7 WSAS

Mixed PHQ-9 GAD-7 WSAS
anxiety/depression

No problem PHQ-9 GAD-7 WSAS
descriptor

PHQ-9 SPIN GAD-7 WSAS
PHQ-9 IES-R GAD-7 WSAS
PHQ-9 MI GAD-7 WSAS
PHQ-9 ocl GAD-7 WSAS
PHQ-9 PDSS GAD-7 WSAS

Body dysmorphic PHQ-9 To be agreed by  GAD-7 WSAS
disorder (BDD) IAPT’s Education

& Training

Committee
Irritable bowel PHQ-9 Francis IBS Scale GAD-7 WSAS
syndrome (IBS)
Chronic fatigue PHQ-9 Chalder Fatigue GAD-7 WSAS
syndrome Questionnaire
Chronic pain (in PHQ-9 GAD-7 WSAS
context of
anxiety/depression)
MUS not otherwise | -l0-¢ PHQ-15 GAD-7 WSAS

specified

Note: Recovery, reliable improvement and reliable deterioration rate calculations should be
based on the pair of measures highlighted in bold. When the measure in bold in the third
column is missing, the recovery calculation is based on the combination of PHQ-9 and GAD-
7, if this is different.

Key and cut-off scores: PHQ-9 — 10 and above; GAD-7 — 8 and above; Obsessive-
Compulsive Inventory (OCI) — 40 and above; Social Phobia Inventory (SPIN) — 19 and
above; Agoraphobia-Mobility Inventory (MI) — above an item average of 2.3; Impact of
Events Scale - Revised (IES-R) — 33 and above; Panic Disorder Severity Scale (PDSS) — 8
and above.

33





4.1.1 Patient Health Questionnaire — 9 items (PHQ-9)

OFFICIAL

Over the last 2 weeks, how often have you been bothered by any
of the following problems?

1

Little interest or pleasure in doing things

Feeling down, depressed, or hopeless

Trouble falling or staying asleep, or sleeping too much

Feeling tired or having little energy

Poor appetite or overeating

Feeling bad about yourself — or that you are a failure or have let
yourself or your family down

Trouble concentrating on things, such as reading the newspaper or
watching television

Moving or speaking so slowly that other people could have noticed?
Or the opposite — being so fidgety or restless that you have been
moving around a lot more than usual

Thoughts that you would be better off dead or of hurting yourself in
some way

Not at all g:;sera' chg:me half
the days
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2

PHQ9 total score

(Data item 37 in the IAPT Data
Standard)

Nearly
every
day

Reference: Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity
measure. Journal of General Internal Medicine. 2001; 16:606-13.

The PHQ-9 is also available in the following languages:

Hindi
Punjabi
Bengali
Gujurati
Urdu.
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4.1.2 Generalised Anxiety Disorder scale - 7 items (GAD-7)

Over the last 2 weeks, how often have you been bothered by any Several More Nearly
of the following problems? Not at all days mgr:j Eihalt %very
yS ay

1 Feeling nervous, anxious or on edge 0 1 2 3

2 Not being able to stop or control worrying 0 1 2 3

3 Worrying too much about different things 0 1 2 3

4  Trouble relaxing 0 1 2 3

5 Being so restless that it is hard to sit still 0 1 2 3

6 Becoming easily annoyed or imitable 0 1 2 3

7 Feeling afraid as if something awful might happen 0 1 2 3

GADT total score

(Data item 38 in the IAPT Data
Standard)

Reference: Spitzer RL, Kroenke K, Williams JB, Léwe B. A brief measure for assessing generalized
anxiety disorder: the GAD-7. Archives of Internal Medicine. 2006; 166:1092-7.
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4.1.3 Social Phobia Inventory (SPIN)

Social Phobia Inventory

Initials Age Sex Date ID#

Please check how much the following problems have bothered you during the past week. Mark only one box for each

problem, and be sure to answer all items.

Mot at 3 Alttle  Somewhat Very
bit much Exfremely

1. | am afraid of people in authority. 0 1 2 3 4
2. | am bothered by blushing in front of people.

0 1 2 3 4
3. Parlies and sccial events scare me. 0 1 2 3 4
4. | avoid talking to pecple | don't know.

0 2 3 4
5. Being criticized scares me a lot. 0 1 2 3 A

6. Fear of embarrassment causes me fo avoid doing things
or speaking to people. 0 1 2 3 4
7. Sweating in front of people causes me distress.

0 2 3 4
| avoid going to parties. 0 1 2 3 4
I awvoid activities in which | am the center of attention.
0 2 3 4
10. Talking to strangers scares me. 0 2 3 4
11. | avoid having to give speeches. 0 1 2 3 4
12. 1 would do anything to aveid being criticized.
0 1 2 3 4
13. Heart palpitations bother me when | am around pecple.
0 1 2 3 4

14. | am afraid of doing things when people might be
watching. 0 1 2 3 4

13. Being embamrassed or looking stupid are my worst fears.

0 1 2 3 4
16. | avoid speaking to amyone in authority.

0 1 2 3 4
17. Trembling or shaking in front of others is distressing to
me. 0 1 2 3 4

Reference: Connor KM, Davidson JRT, Churchill LE, Sherwood A, Foa EB, Weisler RH.
Psychometric properties of the Social Phobia Inventory (SPIN): a new self-rating scale. British Journal
of Psychiatry. 2000; 176:379-386.
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4.1.4 Impact of Events Scale — Revised (IES-R)

Appendixz D10 - Post Traumatic Stress Dis order

Impacts of Events Scale - Revis ed

Mame.............................. Date..... ... ..

Below is a list of comments made by people after stressful fe events. Please

check each item, indicating how frequently these comments were true for you

DURING THE PAST SEVEN DAYS.

STATEMEMTS
ot at all A Moder- | Guite a Extremeb
litt e ately fit
hit
1. Any reminder brought hack feelings 1] 1 2 3 4
ahout it.

2. | had trouble staying asleep. 1] 1 2 3 4
3. Otherthings kept making me think about 1] 1 2 3 4
it.
4. | feltirritable and angry. 1] 1 2 3 4
a. | avoided letting rmysel get upset when | 1] 1 2 3 4
thought about it orwas reminded of it
6. | thought about it when | didn't mean to. 1] 1 2 3 4
7. et asifit hadnt happened orwasn't ] 1 2 3 4
real.
2. | stayed away from reminders about it. 1] 1 2 3 4
9. Pictures about it popped into my mind. n 1 2 3 4
10. | was jumpy and easily startled. 1] 1 2 3 4
11. 1 tried not to think about it. ] 1 2 3 4
12. | was aware that | gill had a ot of 1] 1 2 3 4
feelings about i, hut | didn't deal with them.
13. My feelings about it were kind of numb. 1] 1 2 3 4
14,1 found mysell acting or feeling like | was 0 1 2 3 4
back at that time.
15. 1 had trouble falling asleep. 1] 1 2 3 4
16. | had waves of strong feelings about it. n 1 2 3 4
17. | tried to rermove it from my memor. 1] 1 2 3 4
18. | had frouble concentrating. 1] 1 2 3 4
148, Reminders of it caused me to have 1] 1 2 3 4
physical reactions, such as sweating, trouble
hireathing, nausea, or a pounding hean.
20.1 had dreams ahout it n 1 2 3 4
21, | felt weatchful and an guard. 1] 1 2 3 4
22| tried noat to talk ahout it n 1 2 3 4

Total Score - sum of all 22 items.

i a client omis any tems, cakwiate the mean of the hoh-rmiasing itemms and then

QR B 22 to arvice at the total scove, Lo pin-rate.

Reference: Weiss DS. The Impact of Event Scale-Revised. In Wilson JP and Keane TM, eds.
Assessing Psychological Trauma and PTSD: A Practitioner's Handbook. New York: Guilford Press;
2007. pp. 168-89.
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4.1.5 Mobility Inventory (Ml)

Appendix D9 - Agoraphobia - Mo bility Inventorny

Pleasze indicate the degree ta which you avwoid the following places or situations becausze of
dizcom fart or anxiety. Rate your amount of avoidance when you are with a trusted companion
and when you are alone. Do this by using the following scale.

1. Mever avoid

2. Rarely avaid

3. Awoid ahout halfthe time

4. Awoid moist ofthe time

5. Alnays avoid
[ou may uze numbers half-way hetween those lided when you think it is appropriate. For
exam ple, 3% or 4 %) Write your score inthe blank s for each situstion under both conditions;
when accom panied, and, when alone. Leave blank those stuations that do nat apply to you.

Place When accompanied When alone

Theatres
Supemarkets
Classroom s
Department gores
Restaurants
Museums

Elevatorziifts
Auditorium = or stadium s
Car parks

High Places

Tell HowHigh
Endozed spaces (e.q. tunnelz)
Open spaces
(&) Dutzide (2.g. fields, wide streetz, courtvards)
(B Inzide (e.g. large rooms, lobbies)
RIDIHG IH:
Buszes
Trains
UndergroundsiTubes
Airplanes
Bosts
Driving of riding in a car:

[A) A anytime

[B) On motoraways

SITUATIONS:

Standing inlines

Crossing bridges

Patties or 2ocial gathedngs

Walking on the street

Staying at home alone

Being far sway from home

Other

[=pecity):

Tootalgs o oemeoe e e oeloee e el e e el e e e
[Dafz ifenrs 40 & 4 in fhe lAPT Dafa Sfandard)

Reference: Chambless DL, Caputo GC, Jasin SE, Gracely EJ, Williams C. The Mobility Inventory for
Agoraphobia. Behavior Research and Therapy 1985; 23:35-44
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4.1.6 Obsessive-Compulsive Inventory (OCI)
Name. .. ... Date.... ... inttial/re-baseline/mid/endfollow up

The following statements refer fo expenences which many people have in their
everyday lives. Please CIRCLE the number that best descnbes HOW MUCH that
experence has DISTRESSED or BOTHERED YOU DURING THE PAST MONTH._

DISTRESS
Motat | Alittle | Moderat | Alot Extremely
all -ely
1. Unpleasant thoughts come into my 0 1 2 3 4
mind against my will and | cannot get
rid of them.
2 | think contact with bodily 0 1 2 3 4
secretions  (perspiration,  saliva,
blood, urnne etc.) may contaminate
my clothes or somehow ham me.
3. | ask people to repeat things to me 0 1 2 3 4
several times, even though |
understood them the first time.
4.1 wash and clean obsessively. 0 1 2 3 4
5.1 have to review mentally past 0 1 2 3 4
events, conversations and actions to
make sure that | didn’t do something
wrong.
6. | have saved up so many things 0 1 2 3 4
that they get in the way.
7| check things more often than 0 1 2 3 4
necessary.
8. | avoid using public toilets because 0 1 2 3 4
I am afrad of disease or
contamination.
9. | repeatedly check doors, windows, 0 1 2 3 4
drawers etc.
10. I repeatedly check gas and water 0 1 2 3 4
taps and light switches after tuming
them off.
11. 1 collect things | don't need. 0 1 2 3 4
12. I have thoughts of having hurt 0 1 2 3 4
someone without knowing it.
13. I have thoughts that | might want 0 1 2 3 4
to harm myself or others.
14. | get upset if objects are not 0 1 2 3 4
arranged property.
15. | feel obliged to follow a particular 0 1 2 3 4
order in dressing, undressing and
washing myself.
16. | feel compelled to count while | 0 1 2 3 4
am doing things.
17. 1 am afraid of impulsively doing 0 1 2 3 4
embarrassing or harmful things.
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DISTRESS
Motat | Alittle | Moderat | Alot Extremely
all -ely
18. | need to pray to cancel bad 0 1 2 3 4
thoughts or harmful things.
19. | keep on checking forms or other 0 1 2 3 4
things | have written.
20. 1 get upsst at the sight of knives, 0 1 2 3 4
scissors and other sharp objects in
case | lose control with them.
21. | am excessively concerned 0 1 2 3 4
about cleanliness.
221 find it difficult to touch an object 0 1 2 3 4
when | know it has been touched by
strangers or certain people.
23, | need things to be amanged in a 0 1 2 3 4
particular order.
24_ 1 get behind in my work because | 0 1 2 3 4
repeat things over and over again.
25| feel | have to repeat certain 0 1 2 3 4
numbers.
26. After doing something carefully, | 0 1 2 3 4
still have the impression | have not
finished it.
271 find it difficult to touch garbage 0 1 2 3 4
or dirty things.
28. | find it difficult to control ny own 0 1 2 3 4
thoughts.
29_ | have to do things over and over ] 1 2 3 4
aqain until it feels nght.
30. 1 am upset by unpleasant 0 1 2 3 4
thoughts that come into my mind
aqgainst my will.
31. Before going to sleep | have to do 0 1 2 3 4
certain things in a cerfain way.
32_ | go back to places to make sure 0 1 2 3 4
that | have not harmed anyone.
33. | frequently get nasty thoughts 0 1 2 3 4
and have difficulty in getiing nd of
them.
3. | avoid throwing things away 0 1 2 3 4
because | am afraid | might need
them later.
35._ | get upsst if others change the 0 1 2 3 4
way | have arranged my things.
36. | feel that | must repeat certain 0 1 2 3 4
words or phrases in my mind in order
to wipe out bad thoughts, feelings or
actions.
37 After | have done things, | have 0 1 2 3 4
persistent doubts about whether |
really did them.
38. | sometimes have to wash or 0 1 2 3 4
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longer than necessary.

DISTRESS
Motat | Alitle | Moderat | Alot Extremely
all -ely
clean myself simply because | feel
contaminated.
39. | feel that there are good 0 1 2 3 4
numbers and bad numbers.
40. | repeatedly check anything which 0 1 2 3 4
might cause a fire.
41. Even when | do something very 0 1 2 3 4
carefully | feel that it is not quite nght.
42 | wash my hands more often or 0 1 2 3 4

Total (add all scores together)

[Data itern 45 in the |APT Data Standard )

Reference: Foa EB, Kozak MJ, Salkovskis PM, Coles ME, Amir N. The validation of a new
obsessive-compulsive disorder scale: The Obsessive-Compulsive Inventory. Psychological

Assessment. 1998; 10:206-214
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Panic Disorder Severity Scale (PDSS)

Name:
Diate:

Panic Disorder Severity Scale — Self Report Form

Several of the following questions refer to panic attacks and limited symptom attacks.
For this questionnaire we define a panic attack as a sudden rugh of fear or discomfort
accompanied by at least 4 of the symptoms listed below. In order to qualify as a
sudden rush, the symptoms must peak within 10 minutes. Episodes like panic attacks
but having fewer than 4 of the listed symptoms are called limited symptom attacks.
Here are the symptoms to count:

Rapid or pounding heartbeat = Chest pain or discomfort = Chillz or hot flushes
Sweating = Mausea = Fear of losing control or
Trembling or shaking = Dizziness or faintness going crazy
Breathlessness = Feelings of unreality = Fear of dying

Feeling of choking Mumbness or tingling

1. How many panic and limited symptoms attacks did you have during the week?

Mo panic or limited symptom episodes

Mild: no full panic attacks and no more than 1 limited symptom attackiday
Moderate: 1 or 2 full panic attacks andfor multiple limited symptom attacks/day
Severe: more than 2 full attacks but not more than 1/day on average

Extreme: full panic attacks occurred more than once a day, more days than not

e L B = D

2. If you had any panic attacks during the past week, how distressing
(uncomfortable, frightening) were they while they were happening? (If you
had more than one, give an average rating. If yvou didn't have any panic
attacks but did have limited symptom attacks, answer for the imited
symptom attacks.)

0 Mot at all distressing, or no panic or limited symptom attacks during the past
week

1 Mildly distressing (not too intense)

2 Moderately distressing (intense, but still manageable)

3 Severely distressing (very intense)

4 [Extremely distressing (extreme distress during all attacks)

3. During the past week, how much have you worried or felt anxious about
when your next panic attack would occur or about fears related to the
attacks (for example, that they could mean you have physical or mental
health problems or could cause you social embarrassment)?

Mot at all

Oecasionally or only mildly

Frequently or moderately

Very often or to a very disturbing degree
Mearly constantly and to a disabling extent

ECN L O A e ]

4. Duwuring the past week were there any places or situations {e.g., public
transportation, movie theatres, crowds, bridges, tunnels, shopping mallzs, being
alone) you avoided, or felt afraid of (uncomfortable in, wantad to avoid or
leave), because of fear of having a panic attack? Are there any other situations
that you would have aveided or been afraid of if they had come up during the
week, for the same reason? If yes to either question, please rate your level of
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fear and avoidance this past week.

0 Mone: no fear or avoidance

1  Mild: occasional fear and/or avoidance but | could usually confront or
endure the situation. There was little or no modification of my lifestyle
due to this.

2  Moderate: noticeable fear andior avoidance but atill manageable. |
avoided some situations, but | could confront them with a com panion.
There was some modification of my lifestyle because of this, but my
overall functioning was not impaired.

3  Severe. extensive avoidance. Substantial modification of my lifestyle was
required to accommodate the avoidance making it difficult to manage
usual activities.

4  Extreme: pervasive disabling fear and/or avoidance. Extensive
meadification in my lifestyle was required such that important tasks were
not performed.

During the past week, were there any aclivities {(e.g., physical exertion, sexual
relations, taking a hot shower or bath, drinking coffee, watching an exciting or
scary movie) that you avoided, or felt afraid of (uncomfortable doing, wantsd to
avoid or stop), because they caused physical sensations like those you feel
during panic attacks or that you were afraid might frigger a panic attack?. Are
there any other activities that you would have avoided or been afraid of if they
had come up during the week for that reason? If yes to either gquestion, pleass
rate your level of fear and avoidance of those activities this past week.

0 Mo fear or avoidance of situations or activities because of distressing
physical sensations

1 Mild: occasional fear andfor avoidance, but usually | could confront or
endure with little disfress activities that cause physical sensations. There
was little modification of my lifestyle due to this.

2 Moderate: noticeable avoidance but still manageable. There was
definite, but limited, modification of my lifestyle such that my overall
functioning was not impaired.

3 Severe: extensive avoidance. There was substantial modification of my
lifestyle or interference in my functioning.

4 Extreme: pervasive and disabling avoidance. There was extensive
maodification in my lifestyle due to this such that important tasks or
activities were not performed.

During the past week, how much did the above symptoms altogether (panic and

limited symptom attacks, worry about attacks, and fear of situations and
activities becausze of attacks) interfere with your ability to work or carmy out your
responsibilities at home? (If your work or home responsibilities were less than
uzual thiz past week, answer how you think you would have done if the
responsibilities had been usual.)

0 Mo interference with work or home responsibilities

1  Slight interference with work or home responsibilitiss, but | could do
nearly everything | could if | didn't have these problems.

2 Significant interference with work or home responsibilities, but | still
could manage to do the things | needed to do.

3 Substantial impairment in work or home responsibilities; there were
many important things | couldn't do because of these problems.

4  Extreme, incapacitating impairment such that | was essentially unable to
manage any work or home responzsibilities.

During the past week, how much did panic and limited symptom attacks, womy
about attacks and fear of situations and activities because of attacks interfere
with your social life? (If you didn't have many opportunities to socialize this
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past week, answer how you think you would have done if you did have
opportunities. )

0
1

2

Reference: Shear MK, Brown TA, Barlow DH, et al. Multicenter collaborative Panic Disorder

Mo interference

Slight interference with social activities, but | could do nearly everything |
could if | didn't have these problems.

Significant interference with social activities but | could manage to do
most things if | made the effort.

Substantial impairment in social activities; there are many social things |
couldn’t do because of these problems.

Extreme, incapacitating impairment, such that there was hardly anything
social | could do.

Severity Scale. American Journal of Psychiatry. 1997; 154:1571-1575
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4.1.8 Patient Health Questionnaire (Physical symptoms, PHQ-15)

During the past 4 weeks, how much have you been bothered by any of the following problems?

OFFICIAL

PHYSICAL SYMPTOMS

(PHQ-15)

Mot
bothered
at all

Stomach pain

(0)

]

Bothered

little

(1

]

a
lot

(2)

O]

Bothered

Back pain

d

WO

Pain in your arms, legs, or joints (knees, hips, etc.)

Menstrual cramps or other problems with your penods

MEN ONL

€.

Headaches

Chest pain

Dizziness

Fainting spells

Feeling your heart pound or race

Shortness of breath

Pain or problems durning sexual intercourse

Constipation, loose bowels, or diarrhea

m. Nausea, gas, or indigestion

n. Feeling tired or having low energy

0. Trouble sleeping

o|go|jg|ojo|jg|o|jg|o|jg|ojg, o|o

o|jo|jgog|ojo|jg|o|jg|o|jgo|ojgo, o).

Oo(g|oo|jgo|jg ojo|o|jojgo, o] b

Reference: Kroenke, K., Spitzer, R. L., & Williams, J. B. (2002). The PHQ-15: validity of a new

(For office coding: Total Score T,

+

)

measure for evaluating the severity of somatic symptoms. Psychosomatic medicine, 64(2), 258-266.
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4.1.9 Francis Irritable Bowel Scale

irritable bowel syndrome (ibs) severity score

1. ) how severe has your has your abdominal (tummy) pain been over the last ten days?

o 1 2 3 4 5 6 7 8 9 10

no pain not very severe guite severe severe very severe

2.) on how many of the last 10 days did you get pain? number of days with pain

3.) how severe has your abdominal distension (bloating, swollen or tight) been over the last ten days?

o 1 2 3 4 5 6 7 8 9 10

no distension not very severe quite severe severe very severe

4.) how satisfied have you been with your bowel habit (frequency, ease, etc) over the last ten days?

o 1 2 3 q 5 6 7 8 9 10
very happy quite happy unhappy very unhappy

5.) how much has your IBS been affecting/interfering with your life in general over the last ten days?

o 1 2 3 4 5 6 7 8 9 10

not at all not much quite a lot completely

Reference: Francis CY, Morris J, Whorwell PJ. The irritable bowel severity scoring system: a simple
method of monitoring irritable bowel syndrome and its progress. Alimentary Pharmacology and
Therapeutics. 1997; 11:395-402

4.1.10 The Chalder Fatigue Scale

Chalder Fatigue Scale
We would like to know more about any problems you have had with feeling tired, weak or lacking in
energy in the last month. Please answer ALL the questions by ticking the answer which applies to
you most closely. If you have been feeling tired for a long while, then compare yourself to how you
felt when you were last well. Please tick only one box per line.
Less No more | More Much
than than than more than
usual usual usual usual
Do you have problems with tiredness?
Do you need more rest?
Do you feel sleepy or drowsy?
Do you have problems starting things?
Do you lack energy?
Do you have less strength in your muscles?
Do you feel weak?
Do you have difficulties concentrating?
Do you make slips of the tongue when speaking?
Do you find it more difficult to find the right word?
Better No worse | Worse | Much
than than than worse
usual usual usual than usual
How is your memory?

Reference: Cella M, Chalder T. Measuring fatigue in clinical and community settings. Journal of
Psychosomatic Research. 2010; 69:17-22.
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4.1.11 Work and Social Adjustment Scale

People's problems sometimes affect their ability to do certain day-to-day tasks in their lives. To rate
your problems look at each section and determine on the scale provided how much your problem
impairs your ability to carry out the activity.

1. WORK - if you are retired or choose not to have a job for reasons unrelated to your problem, please
tick N/A (not applicable)

0 1 2 3 4 5 6 7 8 N/A
Not at Slightly Definitely Markedly Very severely, ]
all | cannot work

2. HOME MANAGEMENT - Cleaning, tidying, shopping, cooking, looking after home/children, paying

bills etc

0 1 2 3 4 5 6 7 8
Not at Slightly Definitely Markedly Very severely
all

3. SOCIAL LEISURE ACTIVITIES - With other people, e.g. parties, pubs, outings, entertaining etc.

0 1 2 3 4 5 6 7 8
Not at Slightly Definitely Markedly Very severely
all

4. PRIVATE LEISURE ACTIVITIES - Done alone, e.g. reading, gardening, sewing, hobbies, walking
etc.

0 1 2 3 4 5 6 7 8
Not at Slightly Definitely Markedly Very severely
all

5. FAMILY AND RELATIONSHIPS — Form and maintain close relationships with others including the
people that I live with

0 1 2 3 4 5 6 7 8
Not at Slightly Definitely Markedly Very severely
all

total score

Reference: Mundt JC, Marks IM, Shear MK, Greist JM. The Work and Social Adjustment Scale: a
simple measure of impairment in functioning. The British Journal of Psychiatry. 2002;180:461-64.
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4.2 Patient-reported experience measures
4.2.1 The assessment PEQ

Fiease help us fo improve our sendce by answernng some quesfions about the service you have s0
far recefved. We are inferested in your honest opinions, whether they are positive or hegative.
Flease answer all of the questions. We alzo welcome your comments and suggestions.

To help you answer the Choice guestions, the below link to WHICH falking therapy for depression?
details the diferent psychological therapies yvouw may be offered fo freal your depression
htp/ftinvurl. com/WhichTherapy

Alfernatively, services may have a paper copy of the document.

Flease fick one box for each guestion

CHOICE YES

1 Were you given information about options for
choosing a treatment that is appropriate for your
problems?

.

2 Do vyou prefer any of the treatments among the
options available?
NIA

U s

U
L

3 Hawve you been offered your preference?

SATISFACTION

= 22 3
%u =] I_'UE E Eﬂ
m et
o ﬁ% Z¢a & =%
Eﬁ o 2RL B =
Owm Zw Zwmo ZOZ!
1 How satisfied were you with your assessment [ 1 [ 1[ 1 [ ][ 1

Please use this space to tell us about your experience of our service so far

4 )

- /

First Mame ... .
SUMEIME e
DateofBirth ...
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4.2.2 The treatment PEQ

Please help us to improve our service by answering some questions about the service you have
received. We are inferested in your honest opinions, whether they are positive or negative. Please
answer all of the questions. We also welcome your comments and suggestions.

Flease tick one box for each guestion

Maost of the

Times
Time

At all

1 Did staff listen to you and treat your concerns
seriously?

2 Do you feel that the service has helped you to better
understand and address your difficulties?

3 Did you feel involved in making choices about your
treatment and care?

4 On reflection, did you get the help that mattered to
you?

5 Did you have confidence in your therapist and his /
her skills and techniques?

OO e

) () ] [ ] sometmes
~— :] :] :] :] :] Never

JUuou U
Juodgd

Please use this space to tell us about your experience of our service

Thank you very much. We appreciate your help.

First Mame ...
SUMAIME e e
Dateof Birth ... ... .
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4.3 Understanding outcome measures

The following information has been taken from the Improving Access to Psychological
Therapies Executive Summary (October 2016) and provides more detail on the concepts of
recovery, reliable improvement and reliable recovery in IAPT services.

Caseness

‘Caseness’ is the term used to describe a referral that scores highly enough on measures of
depression and anxiety to be classed as a clinical case. It is measured by using the
assessment scores that are collected at IAPT appointments; if a patient’s score is above the
clinical/non-clinical cut off (also known as the ‘caseness threshold’) on either anxiety,
depression or both, then the referral is classed as a clinical case (‘at caseness’).

Depending on the measure used, a referral is at caseness if it meets the following cut-off
score criteria:

e PHQ-9>=10

e GAD-7>=8

e Agoraphobia-Mobility Inventory >=2.3

e Social Phobia Inventory >=19

o Panic Disorder Severity Scale does not have an agreed threshold so GAD-7 is used

instead

Obsessive-Compulsive Inventory >=40
Impact of Events Scale-Revised >=33

e Health Anxiety Inventory (Short Week) >=18

Recovery

Patients are considered recovered if their scores for depression and/or anxiety are above
the clinical cut-off on either measure at the start of treatment and their scores for both are
below the clinical cut-off at the end of treatment. IAPT operates a policy of only claiming
demonstrated recovery. This means that the small (less than 2%) number of patients who
have missing post-treatment data are coded as not recovered.

Reliable improvement and reliable deterioration

Patients are considered reliably improved if their scores for depression and/or anxiety have
reduced by a reliable amount and neither measure has shown a reliable increase.
Conversely, patients are reliably deteriorated if their scores for depression and/or anxiety
have increased by a reliable amount and neither measure has shown a reliable decrease.

In national reports reliable improvement and reliable deterioration rates are calculated
from the total cohort of individuals who have completed a course of treatment (two or more
sessions followed by discharge). Recovery and reliable recovery rates are only calculated
from the cohort of individuals who met caseness criteria at the start of treatment.

Reliable recovery

Patients are considered reliably recovered if they meet both criteria for reliable
improvement and for recovery.

50



http://content.digital.nhs.uk/catalogue/PUB23186/IAPT-month-oct-2016-exec-sum.pdf

http://content.digital.nhs.uk/catalogue/PUB23186/IAPT-month-oct-2016-exec-sum.pdf



OFFICIAL

5 Helpful web-based resources
5.1 National guidance

Achieving Better Access to Mental Health Services by 2020

Closing the Gap: Priorities for Essential Change in Mental Health

The Five Year Forward View for Mental Health

Implementing the Five Year Forward View for Mental Health

Five Year Forward View for Mental Health: One Year On
The Government’s mandate to NHS England for 2016-17
NHS England Five Year Transformation Programme

Improving Access to Psychological Therapies (IAPT) Waiting Times Guidance and FAQ'’s

5.2 Useful resources on IAPT background and context

Adult Psychiatric Morbidity Survey

5.3 Useful resources on IAPT

Description of early implementer sites (IAPT-LTC services)

Improving Access to Psychological Therapies Data Set

Improving Access to Psychological Therapies Executive Summary (October 2016)

Map to show location of wave one early implementers

Monthly Improving Access to Psychological Therapies (IAPT) Reports

NHS England: Adult Improving Access to Psychological Therapies programme

The IAPT Manual

Public Health England (PHE) Common Mental Health Disorders Profiling Tool

5.4 Useful resources on integrating physical and mental health
services

Achieving Better Access to 24/7 Urgent and Emergency Mental Health Care — Part 2:

Implementing the Evidence-based Treatment Pathway for Urgent and Emergency Liaison

Mental Health Services for Adults and Older Adults

Better Care Fund strategies

Bringing Together Physical and Mental Health

King’s College London: Integrating mental and physical healthcare
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/361648/mental-health-access.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/281250/Closing_the_gap_V2_-_17_Feb_2014.pdf

https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf

https://www.england.nhs.uk/wp-content/uploads/2016/07/fyfv-mh.pdf

https://www.england.nhs.uk/wp-content/uploads/2017/03/fyfv-mh-one-year-on.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/494485/NHSE_mandate_16-17_22_Jan.pdf

https://www.england.nhs.uk/mentalhealth/perinatal/

https://www.england.nhs.uk/wp-content/uploads/2015/02/iapt-wait-times-guid.pdf

http://content.digital.nhs.uk/catalogue/PUB21748/apms-2014-full-rpt.pdf

https://www.england.nhs.uk/mental-health/adults/iapt/mus/sites/

http://content.digital.nhs.uk/iapt

http://content.digital.nhs.uk/catalogue/PUB23186/IAPT-month-oct-2016-exec-sum.pdf

https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/10/early-implementers-map.png

http://content.digital.nhs.uk/iaptmonthly

https://www.england.nhs.uk/mental-health/adults/iapt/

https://www.england.nhs.uk/wp-content/uploads/2018/06/the-iapt-manual.pdf

https://www.england.nhs.uk/wp-content/uploads/2016/11/lmhs-guidance.pdf

https://www.england.nhs.uk/wp-content/uploads/2016/11/lmhs-guidance.pdf

https://www.england.nhs.uk/wp-content/uploads/2016/11/lmhs-guidance.pdf

https://www.england.nhs.uk/ourwork/part-rel/transformation-fund/bcf-plan/

https://www.kingsfund.org.uk/publications/physical-and-mental-health

http://www.kcl.ac.uk/ioppn/depts/pm/research/imparts/index.aspx
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Long-term Conditions and Mental Health: The Cost of Co-morbidities

Integrated Personal Commissioning Programmes

Integrated primary and acute care systems vanguards

New care models

Sustainability and Transformation Plans

NHS England value framework and logic models for IAPT-LTC

5.5 Useful organisations

British Psychological Society

Care Quality Commission

Health Education England

Mental Health Innovation Network
NHS Benchmarking

NHS Digital

NHS England
NHS Improvement

Public Health England
Royal College of General Practitioners

Royal College of Psychiatrists

5.6 Other helpful resources

Useful resources on staff wellbeing can be found on the Mind website.

The PWP Recruitment and Retention Best Practice Guide and PWP Code of Conduct
developed by the North West PWP Professional Network with support of the North West

Psychological Professions Network (PPN) can be found here.

Useful information on supporting LGBT people can be found at Transwiki — Gender Identity

Research and Education Society.

52



https://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/long-term-conditions-mental-health-cost-comorbidities-naylor-feb12.pdf

https://www.england.nhs.uk/ipc/

https://www.england.nhs.uk/ourwork/new-care-models/vanguards/care-models/primary-acute-sites/

https://www.england.nhs.uk/ourwork/new-care-models/

https://www.england.nhs.uk/stps/

https://www.england.nhs.uk/wp-content/uploads/2016/12/mental-health-call-to-bid.pdf

https://beta.bps.org.uk/

http://www.cqc.org.uk/

https://hee.nhs.uk/

http://mhinnovation.net/

http://www.nhsbenchmarking.nhs.uk/index.php

https://digital.nhs.uk/

https://www.england.nhs.uk/

https://improvement.nhs.uk/

https://www.gov.uk/government/organisations/public-health-england

http://www.rcgp.org.uk/

http://www.rcpsych.ac.uk/

https://www.mind.org.uk/workplace/mental-health-at-work

http://www.nwppn.nhs.uk/attachments/article/648/The_PWP_Code.pdf

https://www.tranzwiki.net/

https://www.tranzwiki.net/
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Abbreviations

ADSM Anxiety disorder specific measure

APMS Adult Psychiatric Morbidity Survey

BAME Black, Asian and minority ethnic

CBT Cognitive behavioural therapy

CCG Clinical commissioning group

COPD Chronic obstructive pulmonary disease

CPD Continuing professional development

CQC Care Quality Commission

GAD-7 Generalised Anxiety Disorder Scale — 7 items

GP General practitioner

HMP Her Majesty’s Prison

IAPT Improving Access to Psychological Therapies

IAPT-LTC IAPT services for people with long-term physical health conditions
and medically unexplained symptoms

IBS Irritable bowel syndrome

IES-R Impact of Events Scale - Revised

IPT Interpersonal psychotherapy

LGBT Lesbian, gay, bisexual and transgender

LTC Long-term physical health condition

MBCT Mindfulness-based cognitive therapy

MDS Minimum Data Set

Mi Agoraphobia-Mobility Inventory

MUS Medically unexplained symptoms

NCCMH National Collaborating Centre for Mental Health

NICE National Institute for Health and Care Excellence

OCD Obsessive-compulsive disorder

OClI Obsessive-Compulsive Inventory

PDSS Panic Disorder Severity Scale

PEQ Patient Experience Questionnaire

PHQ-9 Patient Health Questionnaire — 9 items

PHQ-15 Patient Health Questionnaire — 15 items

PPiMH Positive Practice in Mental Health Collaborative

PTSD Post-traumatic stress disorder

PWP Psychological wellbeing practitioner

RCT Randomised controlled trial

SPIN Social Phobia Inventory

UCL University College London

WSAS Work and Social Adjustment Scale
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This information can be made available in
alternative formats, such as easy read or large
print, and may be available in alternative
languages, upon request.

Please contact 0300 311 22 33 or emall
england.contactus@nhs.net stating that this
document is owned by Mental Health Policy Team,
Operations and Information Directorate
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CMD in the past week, all adults

CMD Prevalence %

Generalised anxiety disorder 5.9

Depressive episode 3.3

Phobias 2.4

Obsessive compulsive disorder 1.3

Panic disorder 0.6

CMD-NOS 7.8

Any CMD 17.0


