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North Lincolnshire Primary Care Trust

 Service Specification

Psychological Therapies Service (including IAPT)

1.0 CONTEXT AND INTRODUCTION

North Lincolnshire has a well-developed and established primary care based service (POIESIS) providing evidence based stepped care to people with common mental health problems.  The implementation of Poiesis in 2005/6 has radically changed and improved the delivery and provision of mental health care in North Lincolnshire and the service has demonstrable success in the form of clinical outcomes, volume of patients receiving treatment and improved satisfaction.  All of this has been achieved by service re-design without the need for new financial investment.  

Following a collaborative project, lead by CSIP, work is currently underway to achieve further integration of primary and specialist care mental health services for common mental health problems by introducing stepped care across the whole spectrum of care.  It is now proposed to implement Improving Access to Psychological Therapies (IAPT) as a means of further developing and accelerating this work.  

IAPT is the subject of a Public Service Agreement between the Department of Health (DoH) and the Treasury. The intention is to develop IAPT services nationwide through a three-year programme that integrates NICE-compliant service development with a training programme to develop a skilled workforce.  This approach fits well with the intention of North Lincolnshire PCT to further develop the stepped care model to meet national requirements and targets.

The PCT wishes to be in the first wave of full implementation of IAPT services and aims to develop a high quality IAPT service commencing in 2008/09 to provide full coverage of the population. The IAPT national programme has suggested that a team of 40 therapists is required for population coverage of 250,000 people, before adjustment for deprivation.  Commissioners are expected to contribute a percentage of these staff from existing resources.  The PCT plans to develop staffing to include 12 high intensity workers and 8 low intensity workers.  It is proposed that IAPT will be fully integrated into existing resources within POIESIS and specialist psychological therapies services.  An identified and ring-fenced resource within the psychotherapy service will continue to deliver high quality formal psychological therapies to those with complex mental health needs  e.g. schizophrenia /personality disorder.

The service will provide a responsive and accessible service across primary and secondary care to people experiencing common mental health problems.  It will deliver NICE-compliant treatment for people suffering from depression and anxiety disorders, based around a flexible stepped-care approach, delivered in a variety of settings including G.P. Practices and community facilities.

2.0 Service Aims

To ensure that patients have the right treatment at the right time, in the right place and with the most appropriate therapist, by:- 

· Ensuring easy and timely access to services to ensure that people can have their mental health needs assessed and treated appropriately.

· Delivering NICE-compliant, evidence based therapies for people experiencing depression and/or anxiety disorder (including panic disorder, obsessive-compulsive disorder, post-traumatic stress disorder, social phobia, generalised anxiety disorder, specific phobias and health anxiety). 

· Ensuring equity of access to the service through close links with all parts of the community.  Referrals will come from primary care and secondary care (for psychotherapy) as well as from other organisations e.g. job centre plus.  It will be important for the service to work with socially excluded groups, black and ethnic minority communities, employers and job centres to enable those who need help to get referred.

· Routinely demonstrating outcomes at the level of the individual, the worker and the service as a whole. Outcomes to include health, well-being and employment outcomes for a minimum of 90% of all people treated by the service.

· Developing a ‘fit for purpose’ workforce of low-intensity and high-intensity therapists.

3. Eligibility Criteria

· People aged 16 years and over (not in full time education), who have a primary diagnosis of depression and/or anxiety disorders (including panic disorder, obsessive-compulsive disorder, post-traumatic stress disorder, social phobia, generalised anxiety disorder, specific phobias and health anxiety). 

· People whose problems are mild, moderate or severe without the need for crisis intervention. 

· People with chronic depressions e.g. dysthymia 

· This service should not be viewed as the service of choice for people requiring treatment and support for problems such as, psychosis and personality disorder, with extra dimensions of complexity, severity and care coordination however, there will be a provision for psychological therapy for such clients.
· Those who are treatment resistant can be facilitated and stepped up to the appropriate service.
4.0 Provision and Models of Care

Patients who come via their g.p:-

· will have an appropriate diagnosis (see above) and be beyond the scope of step 1 (watchful waiting).

· Will have been offered medication where appropriate.

· Will be assessed by a band 6 low intensity worker.

· Will be directed and/or referred for the appropriate treatment intervention from the menu of low intensity care.

· Read Yourself Well (joint work with library) – Reading Group, Book Loan, facilitated self help

· Anxiety Management Seminar

· Depression master class

· Depression group

· Behavioural Activation

· Simple graded exposure

· Medication Management

· Psycho-education

· Options service (facilitating meaningful employment)

· Will be given a choice, where appropriate, of the modality of care provision including:-

· Face to Face

· Telephone

· Text Based (including synchronous e-clinics – see appendix 3)

· Will be stepped up to specialist services where appropriate for:-

· Psychiatric Assessment

· Crisis Intervention

· Mental Health Act Assessment

· Admission assessment

· Care Programme Approach

· Will be stepped up to high intensity treatments where appropriate for:-

· Formal Cognitive Behavioural Therapy

· Interpersonal Therapy

· EMDR

· Other formal psychotherapy where appropriate (art, psychodynamic, existential)

People will be able access the service via secondary care and job centre plus or self refer via the library or web-site using agreed protocols and care-pathways.
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5. Systems and organisation

· The service will be provided by RdaSH Foundation Trust and adhere to its policies and management framework.
· The service will be delivered from within G.P. practices and other community facilities including the town centre based Psychological Therapies.

· The service will be delivered by primary care mental health workers and psychological therapists providing a range of high intensity/low intensity evidence based treatments.

· The service will maintain active links with a range of statutory, voluntary and community services.  There will be active joint working with employment support services.  

· The service will manage all common mental health issues stepping up to specialist services only where appropriate.  

· The service will be fully integrated ensuring the interface between primary care and specialist mental health services does not present artificial or unnecessary barriers to appropriate care for common mental health problems.

· The service will be delivered under the clinical governance processes of the trust.
6. Staffing

(See Appendix 1)

The service will be an active partner in the development of IAPT trainees and other training for its staff relevant to the needs of the population.  It will be expected to show evidence of partnership with the selected education provider, and to provide high-quality work placements for staff under training.  

The service will be delivered by primary care mental health care workers and psychological therapists/counsellors providing both high and low intensity therapy respectively. 

All new staff will meet the requirements of the DoH job descriptions for these roles (DoH 2008), together with staff training where appropriate to fulfil the role. Trained staff will come from a range of backgrounds, including Graduate Primary Care Mental Health Workers, Counsellors, Mental Health Nurses, Clinical Psychologists, Occupational Therapists, and Psychotherapists.

IAPT trainees will play a significant part in clinical delivery under supervision.  

7. Functions

The core business of the service will be working with those who have common mental health problems i.e. depression and anxiety as described in 4 above.  In addition the service will provide:-

· Advice and consultation.

· Provision of high quality information for patients, carers and allied workers.

· Provision of accessible mental health expertise, advice and consultation to and from other members of the primary care team.

· Support to access social and community interventions.
· Support in maintaining or returning to work, including supporting people to use the Department of Work and Pensions condition management and pathways to work schemes. 

· Provision of high quality specialist psychotherapy for those with complex needs.

· Supervising and advising other members of the mental health workforce on the management of complex presentations e.g. personality disorder.

· Training of the workforce to increase psychological mindedness and awareness.

· Regular review of services including audit and evaluation.

8. Outcomes

(See appendix 2 for details of contacts)

The service will continue to use ‘system 1’ to collect, report and analyse data to ensure aims are achieved as agreed by IAPT and commissioners.

Clinical outcome measuring tools will be used routinely for all patients and will include CORE (high intensity) and PHQ 9 and GAD 7 (low intensity).

The service will comply with the performance indicators outlined within the IAPT Implementation Plan (DoH 2008) and the IAPT Outcomes Framework 2008/09 (DoH 2008). This will include monitoring the following:

· Accessibility

· Ensuring waiting times and the range of interventions provided across the stepped care model are appropriate.

· Ensuring the service is available to all sections of the community, by means of a local equality impact assessment.

· Demonstrating improvements in the proportion of people with depression and anxiety disorders who receive psychological therapies.

· Obtaining pre and post-treatment outcome data for at least 90% of the people treated by the service.

· Demonstrating reductions of symptoms against national benchmarks for the conditions treated.

· Demonstrating social inclusion and employment outcomes.

· Monitoring satisfaction and choice amongst people who use the service, benchmarked against comparators nationally.

· Monitoring supervision of trainees and qualified staff.

April 2008

Carole Hirst

Clinical Lead for Psychological Therapies

Appendix 1

STAFFING FOR IAPT

Given our population, according to iapt calculations, we would require 20 therapists in total to deliver psychological therapies.

Of these, 12 would provide high intensity therapy and 8 low intensity.

Table 1 shows existing staff transposed onto the projected IAPT staffing.  This demonstrates that the service would require:-

· 6.3 additional staff to deliver high intensity.  (Of those one would be at band 8a to undertake supervision and the remainder at band 7 providing formal psychotherapy)

· 1.7 additional staff to deliver low intensity.  (band 5)

· Upgrading the existing IPT workers from band 5 to band 6.

· 7 training places for existing high intensity workers and 4 for new staff, in year 1.

CURRENT STAFFING (PRIMARY CARE)

	Title
	Grade
	WTE
	iapt
	training
	Up-grade
	

	
	
	
	
	
	
	

	CBT therapist
	7
	1
	high
	T
	
	

	Team Leader/Nurse 
	7
	1
	Low
	T
	
	

	Graduate q
	6
	1
	high
	T
	
	

	Graduate q
	6
	1
	high
	T
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Counsellor IPT
	5
	0.9
	high
	T
	5 - 6
	

	Counsellor IPT
	5
	0.5
	high
	T
	5 - 6
	

	Counsellor IPT
	5
	1
	high
	T
	5 - 6
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Nurse
	6
	0.5
	low
	
	
	

	Nurse
	6
	0.8
	low
	
	
	

	Nurse (cbt)
	6
	1
	low
	
	
	

	Graduate q
	6
	1
	low
	
	
	

	Graduate q
	6
	1
	low
	
	
	

	Graduate q
	6
	1
	low
	
	
	

	Karen Kirby (cbt)
	Social care 
	1
	high
	T
	
	

	Jamie Deno
	Social care
	1
	low
	
	
	

	
	
	
	deficit
	
	
	

	Low Intensity
	
	6.3
	1.7
	
	
	

	High intensity
	
	6.4
	5.8
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	


Table 2.

Projected plan plus costings for years one and two.

	year one
	set up costs (Salary 
	Top of
	Scale)
	
	
	?
	

	
	re-write job descriptions for ipt according to iapt
	
	0
	

	
	
	
	
	
	
	


	
	Finance upgrading of IPT counsellors
	
	
	13,500
	

	
	CORE 
	
	
	
	
	
	    1,000 
	

	
	Recruitment
	
	
	
	
	?
	

	
	Band 8a Psychotherapist - 1
	
	
	
	45,000
	

	
	Band 7   Formal Psychotherapists - 3
	
	
	112,000
	

	
	
	
	
	
	
	
	
	

	
	Band 5 primary care mental health worker - 1
	
	25,500
	

	
	Band 2 Administrator - 0.5
	
	
	
	     7.711
	

	
	
	
	
	
	
	
	
	

	Year 2
	Recruitment
	
	
	
	
	?
	

	
	Band 7 - Formal Psychotherapist 1.7
	
	
	66,108
	

	
	Band 5 primary care mental health worker 0.7
	
	17,796
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Appendix 2

The projected numbers presenting for treatment in our area 

	North Lincolnshire PCT
	 
	 
	 
	 

	 
	 
	 
	 
	 

	Mixed anxiety and depression
	 
	2396
	 
	 

	Generalised Anxiety Disorder
	 
	1252
	 
	 

	Depressive episode
	 
	721
	 
	 

	All phobia
	 
	481
	 
	 

	Obsessive Compulsive Disorder
	 
	307
	 
	 

	Panic disorder
	 
	199
	 
	 

	 
	 
	0
	 
	 

	Any Neurotic disorder
	 
	4528
	 
	 


Based on IAPT formulation, once fully staffed, the service would be able to provide the following contact numbers per annum:-

High Intensity – 10,300

Low Intensity – 8,500

Total contacts for the service = 18,800

Appendix 3

e-clinic paper

PROJECT INITIATION PAPER FOR ELECTRONIC SYNCHRONOUS CLINICS (e-Clinics)

Date:  
December 2007

Author: 
Carole Hirst – Clinical Lead for Psychological Therapies/Primary Care Mental Health

1. INTRODUCTION

1.1 
The use of technology to provide health care is an area of development nationally http://www.advisorybodies.doh.gov.uk/hitf/ .  The Improving Access to Psychological Therapies project (IAPT) commonly includes telephone care and the use of computerised Cognitive Behavioural Psychotherapy http://www.nice.org.uk/guidance/index.jsp?action=byID&r=true&o=11478
Synchronous communication within ‘chat rooms’ is becoming a feature of many people’s lives in social networks (e.g. ‘facebook’ or ‘myspace’), education (e.g. Septimus psychotherapy training course http://www.septimus.info/ ) and psychotherapy (e.g. On Line Counselling:  http://www.onlinecounselingonlinecounseling.com/?gclid=CNqnjJ2U6Y8CFSe1EAod0k6OYQ ).  

1.2 
North Lincolnshire Mental Health Service together with the Digital Inclusion Unit from North Lincolnshire Council have been working together to research the possibility of providing a ‘virtual’ service to people with common mental health problems within primary care as an add -on to the current provision of POIESIS.  POIESIS currently offer a range of evidence based treatments and this would be an additional medium of delivery to what is currently offered to service users within primary care.

1.3 
To date meetings have taken place with the National Digital Inclusion Team, the Department of Health, British Telecom, a private provider of on line counselling and therapy and Professors Digby Tantum and Emmy Van Deurzen of Dilemma Consultancy in Sheffield.   Discussions are also on-going with Professor Glenys Parry from the School  of Health and Related Research (ScHarr), University of Sheffield.  ScHarr have recently been awarded the contract for the evaluation of IAPT by the DOH.

1.4 
The eClinic concept is maturing in the private sector with many different aspects tried and tested, as a foundation for piloting and adoption within the public sector:

· ‘remote’ counselling and psychotherapy is now largely available and acceptable via the telephone,

· there have been many studies into the effectiveness of online counselling and the differences between face to face and online interaction are becoming well understood:

· http://www.fenichel.com/technical.shtml
· http://www.rider.edu/~suler/psycyber/therapy.html#intro
· http://www.chst.soton.ac.uk/nths/abv14344.htm 

North Lincolnshire Primary Care Mental Health Service (POIESIS) are keen to undertaken a pilot with the partner organisations to establish proof of concept.  

2. PROPOSAL

2.1

· BT provides access to their managed service secure chat room and booking environment and the training to use it for users and therapists. This has already been road tested for private sector counselling systems.

· North Lincolnshire PCT team test out the system and use it for 6 months 

· Independent experts from Sheffield University design the measurement and evaluation to ensure outcomes above are tested and write the evaluation report

2.2 The pilot would cover 6 months and be designed to test and demonstrate clear outcomes: 

· phase 1: first 3 months - support/ replicate current operating model - ring fenced period to prove efficacy of treatment 

· improved efficacy of treatment 

· acceptance by therapists 

· acceptance by clients 

· clarity on training needs (user and therapist) to roll this out nationally

· phase 2: second 3 months - gentle shift to a new operating model covering CRM and scheduling approach and permitting drop-ins 

· productivity 

· reduced waiting times 

· extended reach - rural areas 

· increased flexibility - drop-in effectiveness 

· extended hours 

· reduced DNAs 

· reduced drop out rates 

· increased trust/ effectively of therapist homeshoring 

· recruitment and retention of therapists 

· there is a sustainable operating model to roll out regionally and nationally i.e. BT can offer service profitably at a price that is a) affordable by PCTs and b) clearly lower than the cashable savings produced
3. COST

3.1 The pilot will have neutral cost for the PCT who will provide the project lead (Carole Hirst) and the clinician time.

3.2 BT will provide the infrastructure and technical support. 

3.3 The University of Sheffield will provide a robust evaluation of the pilot at a cost to be agreed.  (costs met by the DIT)

3.4 The digital inclusion teams (local and national) will provide technical support free of charge.

3.5 Monies will be sought to cover the cost of operators (£300 per month).

4. CLINICAL

4.1 Guidelines for assessing suitability of clients to be referred will be followed.  A care pathway for the e-clinic has been developed..  Supervision will be provided by Julie Napolitano for clinical issues and the digital inclusion unit for technical issues.

The Caldicott Guardian will be consulted to ensure confidentiality guidelines are satisfied.

4.3 All treatments are evidence based and it is only the medium of delivery that is different therefore there are no clinically ethical problems.  However, the pilot will be processed under the trust’s clinical governance procedures.

5. REPORTING

5.1 
Sallie Johnston will co-ordinate the project and Carole Hirst will be the project lead using the Prince 2 methodology. 

5.2 
Sheffield University will independently evaluate the pilot. 

5.3
Steering group comprising of representatives from all stakeholders will be initiated.
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