SERVICE SPECIFICATION

Primary Care Mental Health Service

Service specifications are developed in partnership between commissioning and provider agencies and are based on agreed evidence based care and treatment models. Specifications should be open to scrutiny and available to all service users/carers as a statement of standards that the user/carer can expect to receive.

1. Introduction

1.1. This specification outlines the service to be provided to meet the needs of people with common mental health problems presenting in primary care in Leeds, over and above the essential services that general medical services are contracted to provide.

1.2. The merging of the 5 former Leeds Primary Care Trusts (PCT) has resulted in the formation of a city wide Primary Care Mental Health Team within the Care Services Directorate of the Leeds PCT. This team is the current main provider of Primary Care Mental Health services and this specification covers that service in its entirety.  

1.3. The Primary Care Mental Health Service was originally conceived to respond to standard 2 of the NSF for mental Health (1999) which stated that ‘any service user who contacts their primary care team with a common mental health problem should:

· Have their mental health needs identified and assessed.

· Be offered effective treatments including referral to specialist services for further assessment, treatment and care if they require it.’

1.4. Since the services’ inception there has been a growing awareness of the scale of need, with 17% of the total population described as having a common mental health problem within the Northern and Yorkshire region (2000). Most people with a mental health problem first seek help in primary care; a minority are referred to more specialist secondary care services. High quality primary care services are therefore the starting point for evidence based, clinically effective mental health care for the treatment of common mental health problems.
1.5. NICE guidance for Depression (2004)  and Anxiety (2004) have outlined the evidence base for the effectiveness of psychological interventions in the treatment of these common mental health problems and have also suggested a system for delivering treatments that maximises access called ‘stepped care’. There is also a strong evidence base for the effectiveness of psychological therapies in the treatment of conditions that commonly present in primary care including Obsessional Compulsive Disorder, Post Traumatic Stress Disorder, and Eating Disorders.
1.6. Leeds PCT Mental Health Local Implementation Team have developed a template for a preferred service model based on ‘stepped care’, (see appendix A).This service specification draws on that template as well as the early findings of pilot stepped care projects in North West and North East Leeds and the Increasing Access to Psychological Therapies (IAPT) programme early implementer site at Doncaster. 

See appendix A for further details of local and national drivers.
1.7. The full effects and potential of stepped care systems for the treatment of common mental health problems continue to be evaluated nationally and the service provider will contribute to ongoing development and knowledge through the routine collection of data for the purposes of service evaluation (details of the minimum data collection requirements are set out in appendix C).
The meeting of this specification will require considerable service redesign with the overall aims of providing equity of provision and access for the population of Leeds and provision of evidence based treatment approaches within a stepped care delivery system. The new delivery model will be fully implemented and functioning by end of June 08. 
Service Description
2.1. Purpose  Role and clientele
2.1.1. The service forms part of a pathway for common mental health problems (see appendix B for outline service model). The service will:
· Increase access to psychological therapies for people with common mental health problems
· Assist patients, through the provision of evidence based psychological treatment interventions, to recover or improve their mental health and well being. 
· regularly review individual progress and make timely adjustments to the treatment plan to maximise benefits throughout the patients journey in the service 
· Place an emphasis on immediate symptom relief and also maintenance of mental health and well being (relapse prevention planning)
· Ensure effective and smooth patient flow to other parts of and providers of the care pathway 
· Work with patients collaboratively and empower patients to make appropriate choices in relation to their mental health and well being.
2.1.2. The Primary Care Mental Health Service will be responsible for providing low and medium intensity psychological interventions aspects of steps 2 and 3 (see appendix B for outline service model) , and will also be the single point of access to all steps of psychological intervention for people with common mental health problems. The service will play a role in the case management and collaborative care of patients where appropriate. This might include liaising with GPs regarding medication management, ensuring smooth onward referral and timely communication with other services, in order to meet individual patient needs
2.1.3. The service focus is to work with clients towards improvements in mental health and functioning, but will also promote mental health in the general population and develop the capacity of other professional groups in relation to mental health care and treatment.
2.2. Clinical Service
2.2.1. The service will provide mental health assessment/screening and provision of accessible evidence based psychological interventions at step 2 & 3 of the stepped care model outlined in appendix B
2.2.2. Examples of low intensity (step 2) interventions include:
· FLASH clinic (facilitated self help)
· ‘Stress Class’– psycho education course
· Signposting to other services
It is anticipated that 50-60% of clinical time of the service will be used for low intensity interventions
Computerised Cognitive Behavioural Therapy (cCBT) will be an available choice at this level.
2.2.3. Examples of medium intensity (step 3) interventions include
· :Brief Therapy(step 3) – collaborative, focussed, outcome oriented ‘talking treatments’ primarily Cognitive Behavioural Therapy (CBT) based interventions but also  Problem Solving Therapy,  Interpersonal Therapy,  Solution Focussed Therapy, Psychodynamic and Integrative approaches, according to individual client needs and choices based on evidence of effectiveness.
It is anticipated that 40-50% of clinical time of the service will be used for medium intensity interventions.
2.2.4. Risk assessment, monitoring and review as key components at every level of care 
2.2.5. An emphasis on a respect for the individual and a philosophy of empowerment.
2.3. Capacity Building and Mental Health Promotion Activity
2.3.1. The success of the service in providing accessible treatment for those that need it will be enhanced by the provision of other activities designed to raise awareness of the service and of common mental health problems among other Health Care Professionals (HPC) in primary care and among the public. 
2.3.2. Mental Health promotion, liaison and capacity building activities may include:
· Mental Health Promotion activity (ie Leeds Market stall, displays at public events etc.)
· Consultation and advice for other Primary Health Care Professionals (HCPs)
· Training and education for HCPs and other service user groups (ie training for Health Visitors, Practice Nurses, walk in centre staff, pulmonary rehab clients,  social services and voluntary sector partners, where the aims of the service can be maximised)
· Liaison and networking with other mental health services and staff (ie. Instigating pathway work with secondary mental health provider (in line with ‘stepped care model’)
· Work focussed on increasing access for harder to reach groups.
2.3.3. The provider will develop links and work collaboratively with Public Health colleagues to maximise opportunities for joint working that will promote the overall aim of the service to increase access to psychological therapies for people with common mental health problems.
2.3.4. Any such activity will be audited and cost benefit analysis undertaken, and will be reported to the commissioner as part of the annual service evaluation.
2.3.5. Capacity building and mental health promotion activity will not take up more than 5% of the capacity of the service and will not adversely affect the clinical capacity of the service.
3. Service Delivery
3.1. General Principles
3.1.1. The service provided will demonstrate value for money. It is expected that service redesign will release capacity within the service to enable the expected increased demand to be met. Trajectories of increasing capacity in line with service changes will be agreed between the provider and commissioner. 

3.1.2. The service will communicate the changes arising from the service redesign process to key partners – in particular GPs, and a plan for engagement and marketing the service redesign will be developed and available to the commissioners on request. 

3.1.3. The service will be required to demonstrate effective partnership working with other providers, both statutory and Third sector, involved in the care pathway to ensure smooth transition between steps and providers for patients.
3.1.4. The service will be available to all people registered with a Leeds GP, over the age of 17 on the basis of need, irrespective of their gender, race, sexuality, cultural or religious beliefs, disability or financial circumstances, and who meet the acceptance criteria (see appendix B).
3.1.5. The service will provide low intensity interventions to patients registered with a Wetherby GP and will link with medium intensity provision provided by North Yorkshire and York PCT Primary Care Mental Health Service. The service provider will be responsible for leading on this development and will work together with NYY PCT providers to ensure smooth transition for patients between steps and informing and communicating with local GPs about the changes. A timetable for implementation will be agreed with the commissioner.
3.1.6. The service will have systems and processes in place, including patient satisfaction surveys, to facilitate service user involvement in monitoring and evaluating services and in planning changes and developments
3.1.7. The service needs to be responsive to changes over time and work with the commissioner in adapting the service when required, in order to meet the changing needs of the client group. The provider will carry out service evaluation which will be presented to the commissioner annually in the form of a report. 
3.1.8. The service will be cognizant of the Increasing Access to Psychological Therapy programme’s expectations that it will contribute to wellbeing through helping patients remain in or return to employment. The Service will monitor employment status and ensure that staff are aware of the range of other agencies that may also contribute to this aim in order to be able to signpost patients appropriately, in particular with the Pathways to Work Programme (Dept of Work and Pensions).
3.1.9. The service will work to provide equity of access and outcomes to ensure that the needs of patients from Black and Minority Ethnic groups, older adults and patients with physical disability are served. Where complex issues leading to inequity exist, the service will work with key partners such as Community Development Workers and Public Health colleagues to contribute to addressing these issues. The service provider will inform the commissioner of areas of inequity.
3.1.10. Equality Impact Assessment and action plans will be regularly undertaken by the provider.

3.1.11. Complaints trends will be monitored and reported to the commissioner as part of the contract monitoring framework.
3.2. Staff
3.2.1. The service will be delivered by a workforce suitably trained and demonstrably competent in the delivery of evidence based low and medium intensity interventions (see section 2.2 for examples.) 
3.2.2. The service will ensure that the target number of graduate mental health workers for Leeds is met within the staff budget.
3.2.3. The service will ensure that clinical staff receives appropriate clinical supervision and caseload management and a locally produced policy based on best practice can be shared with the commissioner on request.
3.2.4. Staff are required to satisfy at the point of employment and ongoing through appraisal that they have the expert knowledge and competence to undertake the roles and interventions they are contracted for.   Job descriptions and KSF outlines can be made available to the commissioner on request.
3.2.5. The provider will ensure that staff are adequately trained and updated appropriate to their roles and responsibilities. As a minimum staff will undertake all necessary statutory and mandatory training required by the employing agency. 
3.2.6. A staff development and training policy can be made available to the commissioner on request.
3.2.7. There will be a standard expected level of face to face contact/number of clinical contacts per week for each type of staff /intervention.  The clinical capacity of the service will be shared with the commissioner via regular reporting mechanisms.
3.2.8. Staff will be accountable to the employing agency that is in turn accountable to the commissioner and adequate and appropriate line management arrangements are in place and can be shared with the commissioner on request. 
3.2.9. The service will contribute to the training of health care professionals through providing placements in line with Leeds PCT agreement with local statutory training bodies – Leeds University and Leeds Metropolitan University, subject to appropriate educational audit.
3.2.10. The service will contribute to the training of other relevant professionals eg counsellors/ CBT therapists in training where appropriate, and a local policy for the governance arrangements of such placements will be in place and can be shared with the commissioners on request. 
3.2.11. Workforce monitoring including whole time equivalents and grades of staff, ethnicity of workforce, staff satisfaction, sickness, turnover and time taken to recruit will be reported to the commissioner as part of the contract monitoring framework.
3.3. Access, Choice, Referral and Acceptance criteria
3.3.1. The  service should be readily accessible for patients. Routes will include  Primary Health Care Professional referral,  self-referral and referral from other steps in the common mental health pathway
3.3.2. Referral pathways from voluntary sector services and social care should also be developed.

3.3.3. Acceptance into the service will be agreed at the point of receipt of referral or self-referral contact, and will be based on the referral criteria listed in appendix 2.
3.3.4. Access to the service will minimise waiting times, and avoid complicated opt in systems. 
3.3.5. Active attempts to engage patients referred to the service will be made.
3.3.6. The provider will ensure access to an interpreter where necessary.
3.4. Treatment 
3.4.1. All first contacts with the service will include an assessment/screening of needs and a risk assessment appropriate to the level of entry to the service  (ie.whether at step 2 or step 3)
3.4.2. Patients will be offered the least intensive intervention likely to benefit them – in practice this means most patients will be offered low intensity interventions first. 
3.4.3. Where more than one evidence based treatment option is available to meet the patients’ needs a choice will be offered.
3.4.4. Following assessment/screening some patients may be signposted to other services, and /or to other steps within the service or wider pathway.
3.4.5. Clinical protocols outlining schedules of review and step up criteria will be in place
3.4.6. There will be clear criteria for discharge from the service
3.5. Proactive Management of Caseload
3.5.1. Robust administration and clinical systems that maintain patients within the service until treatment is complete and any onward steps of care are arranged, ensuring that  vulnerable patients do not ‘drop out’ of the system will be in place.
3.6. Liaison and Interface
3.6.1. The service will foster strong links with services interfacing with them, in particular, with GPs and with commissioned providers of other steps of care or parallel steps of care, in both the voluntary and statutory sector, that provide choice to patients.
3.6.2. Systems for ensuring appropriate information sharing between the service and key partners, including patients, GPs and other providers in the pathway will be in place.
3.7. Hours of operation and location
3.7.1. The hours of service will be responsive to patient needs. The core service will generally operate within normal office hours but will develop services out of normal office hours to provide choice.  
3.7.2. Alternative methods of contact, for example telephone contacts, will be considered where appropriate.
3.7.3. The service will provide accessible primary care and community based venues for the delivery of the service, and will ensure a choice of appropriately situated venues to meet the needs of the population.
3.7.4. The service will be available 52 weeks of the year.
4. Quality Standards
4.1. Access
4.1.1. All patients will be offered an appointment within three weeks of making a request
4.1.2. All patients will be offered the least intrusive level of care appropriate to meet their needs.
4.1.3. All patients  will be offered information about the service 
4.1.4. All patients will be offered a choice about where and when they will be seen, where possible. 
4.1.5. Access to the service by people from BME will be monitored and matched against local population demographics. If particular groups are found to be unrepresented, actions to increase the proportion of people from that particular BME community accessing the service will be undertaken.
4.1.6. Access to the service by older people will be monitored and actions to increase the proportion of older people accessing the service will be undertaken
4.2. Clinical
4.2.1. All patients will have a clinical risk assessment and relevant risk management plan.
4.2.2. All patients will have their treatment responses formally monitored using validated clinical outcome measures. 
4.2.3. All patients will have an individualised plan of care.
4.2.4. Regular reviews of care plan will be undertaken as appropriate to the step of care the patient is involved with.
4.2.5. Assertive efforts to follow up all patients not engaging with or dropping out of treatment, to determine further needs will be made.
4.3. Governance
4.3.1. Clinical Effectiveness data will be analysed and benchmarked against research evidence.
4.3.2. Patient satisfaction and referrer satisfaction surveys will inform service development planning.
4.3.3. All staff will have individual development plans to ensure continued fitness to practice and clinical effectiveness.
4.3.4. All clinical staff will have regular formal clinical supervision and appropriate caseload management from appropriately trained staff, at intervals agreed and appropriate for specific types of staff. 
4.3.5. Standards of clinical record keeping, in line with relevant policies, legislation and professional guidance will be adhered to and an annual audit will take place.
4.3.6. The service will satisfy all the standards expected by the Health Care Commission, demonstrated by annual reporting/audit that can be shared with the commissioner on request.
4.4.  Infrastructure
4.4.1. The Service will ensure that a suitable IT system, that enables appropriate data collection and supports clinical governance, is in place. Ideally the system should be capable of linking with other primary care IT systems.
4.5. Outcomes
4.5.1. A minimum of 70% of the patients seen make improvement following completion of treatment. 
4.5.2. Patients report high levels of satisfaction with the service, in respect of the interpersonal skills of the staff, responsiveness and access, and choices/ empowerment during involvement with the service.
4.5.3. Health care professionals report high overall levels of satisfaction with the service, particularly in respect of fast access times, clinical effectiveness and feedback. 
4.5.4. 90% of discharge information will be sent to GP within 2 weeks of final contact/discharge date
4.5.5. 90% of referrals on will be sent within 2 weeks of decision to refer.
4.5.6. Patients who do not engage or who drop out of treatment will be followed up as appropriate.
4.5.7. Cost benefit analysis of any capacity building/ training/ promotion activity undertaken  will inform strategy development in this area
4.5.8. Activity capacity targets will be achieved
4.5.9. The number of people accessing the service will increase in line with Local Area Agreement Trajectories
4.5.10. The proportion of older adults accessing the service will increase  in line with Local Area Agreement Trajectories
4.5.11. The proportion of clinical time spent providing low and medium intensity interventions will fall within the expected levels (50-60%/ 40-50%)
5. Continual Service Improvement
Key areas for service improvement include:
5.1. Increasing the proportion of older adults who access the service
5.2. Understanding the access to the service of people from BME groups
5.3. Contributing to the social inclusion agenda through partnership working with employment / occupational health services and primary care around maintaining people’s employment and helping people return to work.
5.4. Contributing to the development of evidence based and best practice pathways and protocols with key partners for other mental health conditions commonly presenting in primary care.  
5.5. Contributing to the Older People’s Social Inclusion Strategy.  

