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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 quideline 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 quideline
61)
Low Back Pain and Sciatica in over 16s: Assessment and Management (NICE quideline
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



http://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks

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

10



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

R R R R R R R R R R R R R R R R R R R R EE R R R R R R R R  E N R R R N R R E R N R R R R R R RN RR NN R RN RN L
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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
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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

N

responses consider post-
traumatic stress disorder

R

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

g

—

[

Y
(o )

Consider mixed anxiet
and depressive disorder

Yy

N

14
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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
considered clinical cases

Reliable change index

15
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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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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

o 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.

24


mailto:Rebecca.Minton@candi.nhs.uk
http://positivepracticemhdirectory.org/nccmh/islington-icope-iapt-service-strong-focus-recovery-camden-islington-nhs-foundation-trust-nccmh/

OFFICIAL

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 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

“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

changes to how therapies are delivered
can make all the difference in the world.”
Tim Kendall, National Clinical
Director for Mental Health, NHS
England

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

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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¢ 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

e 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
¢ 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
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e developing ‘improving wellbeing’ sessions to offer a higher therapeutic dose of
treatment at step 2

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 28 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
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deterioration in GAD during the study or at follow up. The opt-in rate (87%) was comparable
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 23.

Reference: Kroenke K, Spitzer RL, Williams JB, Monahan, PO, Léwe 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 26. The items are as follows:

1. Fear of embarrassment causes me to avoid doing things or speaking to people.
2. lavoid 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 PCL-5 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 Body Image GAD-7 WSAS
disorder (BDD) Questionnaire

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 | z;[05c) 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.

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; PTSD Checklist for
DSM-5 (PCL-5) — 32 and above; Panic Disorder Severity Scale (PDSS) — 8 and above; Body
Image Questionnaire — 40 and above
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4.1.1 Patient Health Questionnaire — 9 items (PHQ-9)

Over the last 2 weeks, how often have you been bothered by any Several More Nearly
of the following problems? Not at all da than half every
¥s the days  day

1 Little interest or pleasure in doing things 0 1 2 3

2 Feeling down, depressed, or hopeless 0 1 2 3

3 Trouble falling or staying asleep, or sleeping too much 0 1 2 3

4 Feeling tired or having little energy 0 1 2 3

5 Poor appetite or overeating 0 1 2 3

6 Feeling bad about yourself — or that you are a failure or have let 0 1 2 3

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?
8 Or the opposite — being so fidgety or restless that you have been 0 1 2 3
moving around a lot more than usual

Thoughts that you would be better off dead or of hurting yourself in
some way

PHQ9 total score

(Data item 37 in the IAPT Data
Standard)

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 :p:r& ahalt %vew
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 2 Atk Somewhat Very
bt much Extremely

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 people | don't know.

0 2 3 4
3. Being criticized scares me a lot. 0 1 2 3 4

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

9. | avoid activities in which | am the center of attention.

0 2 3 4
10. Talking to strangers scares me. 0 1 2 3 4
11. | avoid having to give speeches. 0 1 2 3 4
12. 1 would do anything to avoid being criticized.

0 1 2 3 4
13. Heart palpitations bother me when | am around people.

0 1 2 3 4

14. | am afraid of doing things when people might be
watching. 0 1 2 3 4

15. 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.

36



OFFICIAL

4.1.4 Mobility Inventory (MI)
Appendiz D9 - Agoraphobia - Mobility Inventorny
Pleaze indicate the degree ta which you avoid the following places or zituations becauze 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 avaid
2. Rarely avoid
3. Avoid about halfthe time
4. Ayvoid maist ofthe time
5. Blaays svoid
(vou may uze numbers half-way hetween those lided when you think i isappropriate. Far
exam ple, 3% or 415 Write yvour score in the blanks 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
Supemmarkets
Classroom s
Department dores
Restaurants
huzeums

Elevatorsiits

Augditorium = ar stadium s

Car parks

High Places

Tell HowHigh

Endozed space s (e.q. tunnels)

QOpen shaces

[A) Outside (2. fields, wide streets, coutvards)

[B)Inzide (e.g. large rooms, lobbies)

RIDING IH:

Buses

Trainz

UndergroundsiT ubes

Ajrplanes

Boats

Driving ar riding in a car:

(&) A anytime

[B) On motorways

SITUATIONS:

Standing inlines

Crossing bridges

Patties ar 2ocial gatheings

Walking on the street

Staying at home alone

Being far sway from home

Other

(e cifyl

TohAlEs o oim oo oee e e e e e e e

[Dafz ifents K & 4 in fhe 1APT Dafa Sfardard )

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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4.1.5 Obsessive-Compulsive Inventory (OCI)

Mame. .. ... Date............ inttialfre-baseline/midfend/follow up

The following statements refer to expenences which many people have in their
everyday lives. Please CIRCLE the number that best descnbes HOW MUCH that
expenence has DISTRESSED or BOTHERED YOU DURING THE PAST MONTH.

DISTRESS
MNotat | 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, urine etc.) may contaminate
my clothes or somehow harm 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. I 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. I 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 elc.
10. | 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. 1 get upset if objects are not 0 1 2 3 4
arrangad propery.
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.

4.1.6
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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

4.1.7
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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)

Mame:
Date:

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 you didn't have any panic
attacks but did have limited symptom attacks, answer for the limited
symptom attacks.)

0 Mot at all distressing, or no panic or limited symptom attacks during the past
week

1 Mildly distres=ing (not too intense)

2  Moderately distressing (intense, but still manageable)

3 Severely distressing (very intense)

4 [Extremely distressing (extreme distress during all attacks)

3. Dwring the past week, how much have you womied 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 embarrazssment)?

Mot at all

Ocecasionally or only mildly

Frequently or moderately

Very often or to a very disturbing degree
Meary constantly and to a disabling extent

O U N R |

4. During the past week were there any places or situations (e.g., public
transportation, movie theatres, crowds, bridges, tunnels, shopping mallz, being
alone) you avoided, or felt afraid of {uncomfortable in, wanted to avoid or
lzave), because of fear of having a panic attack? Are there any other situations
that you would have avoided 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

41



OFFICIAL

fear and avoidance this past week.

0 None:no fear or avoidance

1 Mild: occasional fear andfor 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 still manageable. |
avoided some situations, but | could confront them with a companion.
There was some modification of my lifestyle because of this, but my
overall functioning was not impaired.

3  Severe. exiensive 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
meodification 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 f2lt afraid of (uncomfortable doing, wanted to
avoid or stop), because they caused physical sensations like those you feel
during panic attacks or that you were afraid might frigger @ 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 guestion, please
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 senszations

1 Mild: occaszional fear andfor avoidance, but usually | could confront or
endure with little distress 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 Severs: 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 because of attacks) interfere with your ability to work or camy out your

responsibilities at home? (If your work or home responsibilities were less than
usual 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 responsibilities, but | could do
nearly everything | could if | didnt 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 essenfially unable to
manage any work or home responsibilities.

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 oppertunities to socialize this
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past week, answer how you think you would have done if you did have
opporunities. )

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 fo do
most things if | made the =ffort.

Substantial impairment in social aclivities,; 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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4.1.9 PTSD Checklist for DSM-5 (PCL-5)

Instructions: Below is a list of problems that people sometimes have in response to a very stressful experience. Please
read each problem carefully and then circle one of the numbers to the right to indicate how much you have been
bothered by that problem in the past month.

Motat | Alittle Quite

In the past month, how much were you bothered by: all bit Moderately 2 bit Extremely
1. Repeated, disturbing, and unwanted memaories of the - - o
stressful experience? O O ) = O
2. Repeated, disturbing dreams of the stressful experience? ) ) ') €) (2
3 Suddenlﬁeeling or acting as if the stressful experience wera
actually happening again (as if you were actually back there ) (0 (Z €) (3
reliving it)?
4. Feeling very upsat when something reminded you of the 'G) 'O ' Py G

stressful experience?

5. Having strong physical reactions when something reminded
you of the strassful experience (for example, heart (T D 2 € (1
pounding, trouble breathing, sweating)?

6. Avoiding memories, thoughts, or feelings related to the : : =
stressful experience? @ C C L= ©
7. Avoiding external reminders of the strassful experiance (for )
example, people, places, conversations, activities, objects, or (i) (T (Z (T (T
situations)?
8. Trouble remembering important parts of the stressful (T 'O 5 G 6

axperisnca?

9. Having strong negative beliefs about yourself, other people,

bad, shere s comething seriously wiong wih me, @ G @ 6| G

no one can be trusted, the world is completely dangerous)?
10 o sl someone o e s o|lo| @ |[o]| a
11. :EﬁLngrsst;grn?g?egauvefeelmgs such as fear, horror, anger, (@ 'O 5 G (3
12. Loss of interast in activities that you used to enjoy? @ O G € (z
13. Feeling distant or cut off from other people? @ D D = (1
14. Trouble experiencing positive feelings ifor example, being

unable to feel happiness or have loving fealings for people () D {T" € (7

close to you)?
15. Irritable behavior, angry outbursts, or acting aggressively? @ D D (= (1
16. EI:::? too many risks or doing things that could cause you (T 'O 5 G 6
17. Being “superalert” or watchful or on guard? ) (7 ') ) (7
18. Faaling jumpy or easily startlad? (i) (T ) ) )
19. Having difficulty concentrating? ) (7 ') ) (7
20. Trouble falling or staying asleep? () D 2 € (3
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4.1.10 Body Image Questionnaire Weekly

Please answer the following for how you have felt about your appearance over the past week.

1) How often do you do you deliberately check your feature(s)? Not accidentally catch sight
of it. Please include looking at your feature in a mirmor or other reflective surfaces like a shop
window or looking at it directly or feeling it with your fingers.

0 1 2 3 4 5 B T 8
I | | I | I I | I
About 40 times  About 20 times About 10 times About 5times Mever
ar more a day aday aday aday Check

2) To what extent do you feel your feature(s) are currently ugly, unatiractive or ‘not right™?

0 1 2 3 4 5 B 7 a
I I I I I | I I I
Wery Markedly Moderately Slighthy Mot at all
ugly or unattractive unafttractive unattractive unattractive
‘not right’

3) To what extent does your feature(s) currently cause you a lot of distress?

0 1 2 3 4 5 [ T 8
I I | I I I I I |
Mot at all Slightty Maoderately Markedhy Extremely
distressing distressing distressing distressing distressing

4) How often does your feature(s) currently lead you to avoid situations or activities?

0 1 2 3 4 5 6 T 8
I I | I I I I I |
Always Avoid about Avoid about Avoid about Mever
avoid three quarters of the time half of the time a quarter of the time avoid

5) To what extent does your feature(s) currently preoccupy you? That is, you think about it a lot
and it is hard to stop thinking about it?

0 1 2 3 4 5 6 T 8
I | | I I I I I I
Mot at all Slightty Moderately Very Extremely
preaccupied preoccupied precccupied preoccupied precccupied
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6) If you have a partner, to what extent does your feature(s) currently have an effect on your
relationship with an existing partner? (e.g. affectionate feelings, number of arguments, enjoying
activities together). If you do not have a partner, to what extent does your feature(s) currently
have an effect on dating or developing a relationship?

0 1 2 3 4 5 6 7 8
| I | | I | | I |

Mot at all Slighthy Moderately Markedly Extremely

7) To what extent does your feature(s) currently interfere with your ability to work or study, or
your role as a homemaker? (Please rate this even if you are not working or studying: we are
interested in your ability to work or study.)

] 1 2 3 4 5 6 T g

I I | | I | | I |

Mot at all Slighthy Moderately Markedly WVery severely
I can't work

8) To what extent does your feature(s) currently interfere with your social life? (with other people,
e.g. parties, pubs, clubs, outings, visits, home entertainment)

0 1 2 3 4 5 6 7 8
I I | | I | | I |
Mot at all Slighthy Moderately Markedhy Wery

severely

9) To what extent, do you feel your appearance is the most important aspect of who you are?

0 1 2 3 4 5 6 7 8
| I | | I | | I |

Mot at all Slightly Moderately Mestiy Totally

Weale, D. et al (2012).
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4.1.11 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

]

Bothered

a
lot

(2)

O]

Back pain

d

Pain in your arms, legs, or joints (knees, hips, etc.)

Menstrual cramps or other problems with your penods

WOMEN ONL

e.

Headaches

Chest pain

Dizziness

Fainting spells

Feeling your heart pound or race

Shortness of breath

Pain or problems during sexual intercourse

Constipation, loose bowels, or diarrhea

m. Nausea, gas, or indigestion

n. Feeling tired or having low energy

0. Trouble sleeping

oyjgo|jg|ojojg|o|jg|o|jg|o|jg, o|o

Oo|jgo|jg|ojo|jg|ojg|o|jg|o|jg, o|o

Oog|o|o|jo|jg ojo|o|jo|g, o]

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.

a7



OFFICIAL

4.1.12 Francis Irritable Bowel Scale

irritable bowel syndrome (ibs) severilty 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 qguite 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?

0 1 2 3 4 5 6 7 8 9 10
no distension not very severe guite 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 4 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

4.1.13 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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4.1.14 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 | 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.

4.2 Patient-reported experience measures
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4.2.1 The assessment PEQ

Please help us fo improve our sendce by answernng some questions about the senvice you have so
far recefved. We are inferested in your honest opinions, whether they are positive or negalive.
Flease answer all of the questions. We also welcome your comments and suggestions.

To help you answer the Choice questions, the below link to WHICH falking therapy for depression?
details the diferent psychological thergapies you may be offered fo treal your deprassion
hitpfftinyurd. comyWhichTherapy

Alfernatively, services may have a paper cony of the document.

Flease tick 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

3 Have you been offered your preference?

) O s

U
u

SATISFACTION

= 2% 3

%1: = _ﬂ% % s

=& 22 2% 8 =%

Ef 85 ZH54 5 B8R

Om = ZwOo I OZM!
1 How satisfied were you with your assessment [ 1 [ 1[ 1 [ ][ 1

Flease use this space to tell us about your experience of our service so far

~

First Mame ... .
SUMEME e
Date of Birth ..o e

4.2.2 Thetreatment PEQ
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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

Time

) () ] [ ] Sometimes

At all
Times

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?

Bisniake

5 Did you have confidence in your therapist and his /
her skills and techniques?

JUuouu
Juodyd
Jugg o e

.

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
Date of 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
GAD-7 28
Agoraphobia-Mobility Inventory 22.3
Social Phobia Inventory 219
Panic Disorder Severity Scale 28
Obsessive-Compulsive Inventory =38
PTSD Checklist for DSM-5 (PCL-5) 232
Health Anxiety Inventory (Short Week) 218
Body Image Questionnaire Weekly 240

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.
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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
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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.
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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

CcQC Care Quality Commission

DSM-5 Diagnostic and Statistical Manual of Mental Disorders, 5" edition

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

IPT Interpersonal psychotherapy

LGBT Leshian, 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

OCl Obsessive-Compulsive Inventory

PCL-5 Posttraumatic Checklist

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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