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Improving Access to Psychological Therapies Programme (IAPT)
The IAPT Programme is a Department of Health initiative to improve access to psychological therapies.  It was developed in 2005, following a white paper commitment in Our Health, Our Care, Our Say www.dh.gov.uk/en/Policyandguidance/Organisationpolicy/Modernisation/Ourhealthourcareoursay/index.htm 
In 2006/7, the IAPT demonstration sites core purpose was to collect evidence of delivery to substantiate the development of a business case for a national roll-out of the IAPT service model.

The programme has since established a number of IAPT Commissioner led Pathfinder sites, which will use service redesign techniques to implement a defined care pathway to improve access to psychological therapies locally. The evidence from the sites will inform a further business case to the Treasury in March 2008.
A number of documents are being made available on the website for use by these sites; these described here are focussed on workforce and are relevant in the short term to the pathfinder sites, but are also intended for planning in the longer term.
1.  Purpose

1.1 In order to expand capacity in the delivery of psychological therapies, the critical workforce issues which need to be addressed are- how many of what types of staff are required to deliver the service, how can we ensure they are competent to do so and how can we recruit and retain them?
1.2 The purpose of this guide is to highlight the practical issues that service and education commissioners and service providers will have to consider around workforce and education and training, and address when either redesigning or innovating IAPT services. 

2. Background

2.1 Workforce Planning to facilitate service improvement has been historically poor, both at national and local levels.

2.2 Service commissioners will not be interested in leading workforce planning for IAPT services, but will benefit from a clear understanding of the workforce issues. These will affect the deliverability, cost and quality of the service - more than any other element of the project.

2.3 It is important that data are gathered from the commissioning Pathfinder sites to inform the workforce assumptions for a national roll out.

2.4 In developing the business case for the Treasury, assumptions were made about the workforce, dependent upon nationally defined need, demand, interventions required and the mix of staff, which could deliver these services within a stepped care model (Steps 1 – 4) but with the particular focus on steps 2 to 3. Discussions of the additional demand for staffing have been summarised elsewhere
.

2.5 In exploring current positive practice through a series of case studies, the types and levels of staff delivering the same interventions were found to be extremely variable. This is not necessarily a bad thing, as services have different histories and therefore starting points, including availability of staff locally. Nevertheless, different skill mixes can result in very different cost effectiveness.

2.6 Rather than prescribing the exact workforce profile in terms of numbers and type of staff, we will emphasize the functions/competences and levels of work of members of these teams or services.

3. Factors to consider in planning and developing the workforce

3.1 The process outlined below should be adopted in developing your service and read in conjunction with the service outline (paras 4 – 8) of the IAPT Outline Service Specification. 

3.2 The critical steps in assessing workforce and consequent education and training provision are summarised below:

· Assess local need and likely demand for interventions at steps 2 and 3, looking at population, deprivation, and prevalence of common mental health problems.

· Be clear about the scope of interventions required for the local service. This should be informed by the IAPT Outline Service Specification

· Identify how much time in total is required to deliver the total number of  interventions for Low Intensity (LI) and High Intensity (HI)
· Agree assumptions about the percentage of time that each wte practitioner will spend on direct patient contact.
· Build in supervision as a MUST DO for all for clinical and case management purposes

· Calculate the numbers of staff requires to meet the projected demand

3.3 A Workforce Capacity Tool, which operationalises the above steps is now available to assist Pathfinder sites, but can be used by any PCT. This is accompanied by a Frequently Asked Questions companion document, which assists in using the toolkit (see Appendix 1) It is an excel spreadsheet, which can estimate the future need based on local prevalence figures for each PCT and best practice figures for types of interventions, treatment duration (number of sessions/contacts) and the case loads of both low and high intensity therapists. 
The difference between need and current provision is likely to be huge, but it can help stimulate and focus local discussions.  The tool itself is downloadable from the Mental Health Choice website. www.mhchoice.csip.org.uk/psychological-therapies/workforce/workforce-capacity-tool.html
Further useful guidance on assessing demand and staffing can be found in the Neglected Majority (2005) published by the Sainsbury Centre for Mental Health.

4. Scoping the numbers, competences, and skill mix of existing staff

4.1 There are very large numbers of counsellors and psychotherapists working in the NHS and in the private and voluntary sectors.

4.2 Realistically, for a project to get underway quickly, commissioners will want providers to use their existing staff resources flexibly to ensure successful recruitment and delivery. The case studies examining the make up of  some well regarded individual psychological therapy services, aligned to the IAPT programme, revealed large variations in skills mix , interventions available and who delivered them. ( see Appendix 2.)
4.3 It is important, though, to define staff input as far as possible in terms of interventions and clusters of competences required to deliver them, rather than in terms of staff/ professional titles. A draft job description and person specification is available for staff delivering low intensity interventions for local use Appendix 3a and 3b  

4.4 Until now, there have not been agreed competences for high and low intensity psychological interventions, nor agreed accreditation for standards of training. DH, however, has just published a Practitioner’s Guide to CBT competences named ‘The competences required to deliver effective Cognitive and Behavioural Therapy for people with depression and with anxiety disorders’ and a guide for service users named ‘Cognitive and Behavioural Therapy (CBT) for people with depression and with anxiety - What skills can service users expect their therapists to have?’( Roth and Pilling 2007). (See appendix 6a and 6b; further detail of their methodology on the UCL website -  www.ucl.ac.uk)
4.5 In addition to providing competent practitioners able to deliver effective psychological interventions, it will also be important that these services have access to staff with expertise in employment support, benefits and housing. 
4.6 Generic primary care practitioners and those in the voluntary sectors are likely to require additional training in foundation psychological therapy skills.

4.7 Nevertheless, many staff in primary and secondary care have undertaken training in CBT and other psychological therapies, but have been unable to use their skills in practice. These should be enabled to use these skills wherever possible.
4.8 There should be different skill mixes at stepped care levels 2 [Agenda for Change bands: 4 - 6] and stepped care levels 3 [Agenda for Change bands; 6 - 8]. The exact balance between practitioners delivering low and high intensity interventions may be determined by the nature of the clinical problem (e.g. anxiety vs. depression) and local demographics.  In the case of depression, low intensity interventions will emphasize case and medicines management. The nature of the assessment process at step 2 will materially affect the balance of staff required; if more highly qualified staff triage new patients, rather than people being screened through workers at level 2, this will require a richer skill mix. This can be demonstrated by using the Workforce Capacity Tool.
4.9 Beginning around stepped care level 2, low intensity practitioners are likely to look like the primary care mental health graduate workers; however this role worked better in some parts of the country than others, so it would be important to review this locally. Psychology assistants might also be appropriate.  Competencies, person specifications and job descriptions for low intensity practitioners are to be found in Appendix 3a and 3b.
4.10 At stepped care level 3, high intensity interventions are likely to be delivered by a mix of CBT therapists and clinical psychologists,. Some other staff (e.g. counsellors, nurses, occupational therapists, and psychotherapists) may also have equivalent competences to undertake these roles. More senior staff would undertake training, supervision and governance responsibilities. The latter might also include clinical leadership across teams, audit and evaluation, and service design and innovation. Advice around the employment of high intensity practitioners is to be found in Appendix 4.
4.11 Currently, there ought to be sufficient clinical psychologists but it is likely that there will be difficulty in recruiting CBT therapists since this has been the experience in Newham and Doncaster. It is vital therefore that training and education is considered locally.
4.12 Workforce redesign underpins this approach; it would be helpful for sites to be familiar with the work of the NIMHE National Workforce Programme in general, but specifically ‘ New Ways of Working for Everyone’ and its companion document, ‘The Creating Capable Teams Approach’ (2007).  www.newwaysofworking.org.uk  
5. Education, Training and Development

5.1 Service commissioners rarely become involved in the commissioning of education and training [with the exception of the Primary Care Mental Health Workers
]. This is usually the role of SHA’s and employers. An active dialogue of all parties is therefore going to be important in Pathfinder sites.

5.2 Where there are existing courses for graduate workers and CBT therapists, these should be reviewed to ensure they are fit for purpose. The IAPT workforce team will be producing exemplar curricula, in modular form, based on competences, to assist local commissioners and providers which may include Higher Education Institutions.

5.3 Accreditation levels for CBT training are variable nationally, although the BABCP has developed extensive standards. The IAPT workforce team is engaging them and other key stakeholders to agree accreditation levels. In 2008, Skills for Health will be producing a new national qualification framework and there will be close co-operation with them in 07/08.

5.4 Person centred values and psychological awareness needs to be present in the entire workforce at primary and secondary levels. This therefore needs to be factored in to a local training strategy and implementation plan.
6. What the IAPT Workforce Team can do for the pathfinder sites
6.1 Produce job descriptions and person specifications with defined competences for practitioners delivering low and high intensity interventions (see appendices 3 and 4).

6.2 Produce clusters of competences to underpin modules of training. These will include:

· Values- including the Ten Essential Shared Capabilities Framework [2004] and the learning materials [2007], Race Equality and Cultural Capabilitywww.lincoln.ac.uk/ccawi/ESCLearningMaterials.htm
· CBT –Roth and Pilling www.ucl.ac.uk/CORE
· Medicines management

· Supervision – in production

· Employment- in discussion with DWP/ Pathways to Work

· Liaison and signposting 
· Others

With suggestions for what is essential for all and what may be optional
6.3 Develop curricula, addressing competence clusters, with appropriate linked qualification/ award/ accreditation standards.
6.4 Identify currently available educational materials to support curricula/modules. 
Those already available and recommended include:
The Complete Guide to Primary Care Mental Health (3xCDRoms)
(Available free from Centre for Clinical and Academic Workforce Innovation)     
6.5 Run a course for those involved in training to ensure consistency in training delivery methods; the format of which will be designed in the light of needs from local sites. [‘Train the Trainers’]
6.6 Consult on a career framework for practitioners who increase access to and deliver psychological therapies. A possible career structure for psychological therapists has been devised in order to promote discussion and this can be found in Appendix 4.

6.7 Through the Pathfinder sites, to consider the adequacy of existing training for staff in PCTs and suggest additional provision where appropriate (e.g. GPwSIs; applied psychologists, counsellors).

6.8 Support each commissioning pilot in workforce development and E&T delivery.

6.9 Share learning by establishing a national IAPT workforce/E&T network.

7. What the Pilots can do for the IAPT Workforce Team

7.1 Identify a person for your pilot to lead on workforce and join a national network.

7.2 Collect data on workforce elements through using the worker registration form.

7.3 Have an explicit dialogue with the SHA and Trusts E&T commissioners and possibly HEI’s about E&T.

7.4 Sign up to the Train the Trainer course.   

Appendix 1

Improving Access to Psychological Therapies

Workforce Capacity Tool

Frequently Asked Questions

What is the purpose of the tool?

The tool has been designed to enable the IAPT Pathfinder sites to assess the workforce development and service redesign necessary to translate current service provision into a service configuration, which meets the principles of the IAPT programme. As such, it should be read in conjunction with the other guidance (e.g. Service specification, Practical approach to workforce etc.) available from the Mental Health choices website www.mhchoice.csip.org.uk/psychological-therapies.html 
Using known epidemiology for common mental health problems, it estimates the numbers of patients presenting for treatment and calculates the numbers and types of therapists required in order to meet demand. This is based upon the assumptions built into the IAPT Business Case, together with expert advice derived from the relevant NICE Guidance. The result is an estimate of the workforce profile required which can then be compared with the existing workforce.

Does the tool provide me with a definitive answer as to the workforce profile that I would expect providers to employ?

No, but it does allow you to model several different scenarios based around your local demographics which could be used as a starting point for discussions around future workforce profiles and service redesign.  Although it is based upon several fixed assumptions derived from best practice, it also allows you to model the characteristics of your local health community, and to explore different assumptions about the kinds of psychological interventions you wish to commission, the type and skills mix of staff to be employed, and assumptions about case loads and patient’s contacts. Essentially, we see the merits of this tool as providing a focus on workforce and enabling commissioners to think through different models of service provision.

We hope to update and refine the tool, as and when, future outcome data is gathered and analysed concerning the performance of the national demonstration sites and other relevant trials and studies.

What do I need to do in order to utilise the tool?

Please follow the instructions on the spreadsheet. You will need to select the relevant geographical location of your PCT giving the specific ONS statistics relating the population and prevalence of disorder; this produces a listing of weekly prevalence’s for each common mental health problem listed. 

All red boxes in the spreadsheet are predetermined values that have been set based either on expert opinion or NICE guidance, and cannot be modified. Many of these assumptions have been adopted within the IAPT Outline Business Case. 

Blue boxes, on the other hand, can be modified so as to reflect local demand or to model different assumptions about service delivery models. More guidance on how these might be varied are provided below. The default options reflect best practice derived from NICE guidance.

What exactly does the tool calculate for each category of mental disorder and how can I influence it to reflect local circumstances?

The model is based upon common care pathways for each common mental disorder that presents and might be treated within primary care.  Local variations which need to be considered are:

· Age range of the services commissioned. You can limit the page of patients served by your service by altering the blue cells related to age range (default: 16 – 75 years). Currently the model starts at age 16 years but we are developing a model which could be applied specifically to CAMHS services, and to older people. 

· Overall prevalence may be determined by socioeconomic factors such as social deprivation.  An index, which adjusts prevalence for deprivation etc, is available for the old PCT configuration; efforts are being made to recalculate this index for the new configuration.  Prevalence could be changed by as much as 40% in either direction by using the index (NPMSdep). 

· The actual numbers of patients seen, based on the prevalence figures, will depend upon presentation (ie % of those that seek help) and detection (% of those identified as a case by their GP). We have preset these at 50% and 50% and suggest that you use these parameters unless you know that local practice differs significantly.

· Of particular importance, is the mix of common mental health problems and referral patterns within the service?  The demand for treatments and ultimately the workforce profile is driven by the prevalence of different disorders and the resultant referrals to the service. It is possible that local variations in the mix of prevalence may be known by the service – if so these percentages can be locally determined. However, it is more likely that different services will differ between which conditions/disorders are treated within primary care and which are referred on to secondary care. 

You can reflect this by weighting the percentage of patients referred to the service for each of these disorders. To illustrate this, we have provided worksheets for the two demonstration sites (spreadsheet tabs – Newham and Doncaster) which have distinctive features with respect to referrals and mix of disorders. Doncaster reflects a predominance of referrals indicating depression whereas the Newham service takes a wider range of disorders including Post Traumatic Stress Disorder, Obsessive-Compulsive Disorder etc. As you can see from the exemplars, these differences in mix of disorders referred and treated impact ultimately on the skill mix required for the workforce, particularly in terms of the numbers of low and high intensity practitioners. 

· Different services will have different referral patterns and provision across the primary and secondary care interface and these will be a major determinant of demand for treatment and the resulting workforce profile. However, it is important to emphasise that the current model only predicts prevalence and demand for common mental health problems (i.e. depression and anxiety disorders) and accordingly cannot be used as an accurate and comprehensive estimate of the secondary care workforce. Other disorders and their relevant care pathways (i.e. psychosis, eating disorders and bipolar disorders), together with specialist services for personality disorder, brain injury, learning disability, etc would also need to be factored in. Similarly, we have not estimated the impact of long-term conditions, unexplained medical symptoms, older people, or CAMHS on either demand for primary or secondary care services. We emphasize, therefore, that this is NOT a generic workforce tool for mental health services but one derived specifically to support the IAPT programme.

· Another factor to be considered is the period of time (i.e. duration of presenting condition) required before a GP refers a patient to the service. NICE guidance suggest a period of watchful waiting prior to active intervention, and the referral criteria for Newham and the current IAPT Pathfinders suggest that treatment is accessed after a six month duration. Doncaster, has offered low intensity services to patients immediately on detection and the duration of the presenting problem could be a low as a few weeks.  This raises the issue of what has sometimes been referred to as Step 0 which constitutes more generally available mental health promotion strategies which could be available to patients whilst watchful waiting takes its course.

·  Finally, commissioners should also consider what assumptions they wish to make around the application of the Stepped Care model that they adopt for their service. There are two important factors to consider which can be modelled within the spreadsheet. The first considers whether all patients are introduced to treatments at the lower steps (step 2), before being “stepped up” as required. If this is the case, you will enter %100 in the blue cell. However, following triage assessment, some services will refer patients to higher steps or even directly to secondary care. In these circumstances, a lower percentage (eg 80%) might be appropriate.  Similarly, different assumptions can be made about the percentages of patients “stepped up”: the current model assumes 10% but some data sources suggest that this could be higher (around 30%) and may depend also on the severity of the disorder (mild vs moderate/severe) and the nature of the intervention (low vs high intensity). Differential recovery rates might also need to be considered.

How is the workforce profile calculated and can I influence the type of therapists and skill mix of the service that I wish to commission?

Based on the demand calculated for each care pathway, and following the application of the various local factors described above, the total numbers of patients requiring treatment are identified. These are categorised into the relevant percentages that might require low intensity interventions, high intensity interventions
 or those patients that chose to be treated by antidepressant medication alone. The model then makes various assumptions about the numbers of patient contacts a day for each type of therapist/intervention, the overall percentage time the therapist engages in direct patient contact (i.e. case load), and the duration each episode of care in contacts or sessions. 
Table 1 below sets out the default options in the model and how they are based upon on the Outline Business Case. Based on more recent practice, we have modified the total contact time for low intensity workers from 7 to 3 hours. You should allow time for your service to reach a steady state, which means that the balance between number of assessment and treatment sessions will be dynamic, and change over the set up of the service. You will also need to allow for some spare capacity to account for variations in referral patterns, and also DNAs and unscheduled discontinuations of treatment.

Again, we have provided default options for these parameters but you might wish to consider varying these according to more recent estimates provided in Table 1. These more recent estimates are based on estimates provided by Prof D Richards regarding the recent experience of patients flow through low intensity interventions at the Doncaster demonstration site, and a review of the number of sessions and hours of therapy provided in the RCTs underpinning NICE guidance, provided by Prof D Clark.

Table 1:  Summary of assumptions around contacts per day, percentage contact time, number of sessions, etc. for low and high intensity workers.

	
	LOW INTENSITY WORKERS
	HIGH INTENSITY WORKERS

	OUTLINE BUSINESS CASE

	% overall contacts
	65%
	35%

	Contacts per episode of care
	7
	12

	Duration
	1 hour
	1 hour

	Contacts per day
	16
	7

	% case load
	70
	55

	
	
	

	Low Intensity; David Richards

	Contacts per episode of care
	3 - 7
	

	Duration
	20 – 60 min
	

	Contacts per day
	6 - 16
	

	Contacts per week
	18 - 48
	

	Contacts per year 
	936 - 2112
	

	Episodes of care per year
	132 - 352
	

	
	
	

	HIGH INTENSITY: DAVID M CLARK

	Contacts per episode of care
	
	15 sessions (17.5 hours)

	Available therapy time per week per therapist
	
	22 hours

	Episodes of care per year
	
	60


How are costs determined and what grade or type of therapist should be employed?

The costs are derived from the average salary costs of low and high intensity practitioners as estimated for the business case, together with estimates of the medication costs (see boxes “Costs of SSRIs” and “Low and High Intensity Workers”). Please note that employers on costs are factored in later in box “New Workforce”. The specific make up of both your existing and future workforce will depend obviously on the types of therapists employed and their related AfC bandings, together with the levels of experience and training of the staff. Please remember, that high intensity practitioners will be required to contribute to the service in critical areas of provision outside of direct therapy, and functions around supervision, training, audit and governance, service improvement, R&D should all be considered when deciding grading and skill mix. Another factor to be considered is the number of trainees working under supervision within the service.

Finally, we have identified some further specialist roles which were included in the OBC (i.e. employment coaches and GP with SI) which also require consideration.
Drug Costs

As part of the care pathways section of the template, estimates are made of the likely number of people choosing a medication, rather than talking therapies.  Current costs for three commonly prescribed SSRI antidepressants are averaged, and the costs calculated for a course of treatment.  The assumptions associated with the length of treatment can be adjusted (they are in a blue box), and are based on current best practice.  Of interest is the difference in cost between a single 60mg capsule course of fluoxetine, and 3 x 20mg capsules over the same period.  A conversation with the Pharmaceutical advisor may well generate some extra savings.  The costs of SSRI prescribing included in this template for each PCT are based on 2006/07 costs from the PPA.

What does the model finally tell me?

The final set of calculations identifies the gap between your current workforce profile and that estimated using IAPT principles and local circumstances. This means that you will need to survey the current staff in your service and categorise them by wte, AfC bandings and the types of interventions (and time spent delivering each) that each provides. The latter will essentially refer to high and low intensity interventions. It is likely that there will be a substantial gap between the workforce profile estimated by the model and the present capacity of the service. The additional resources associated with initiatives underpinning the IAPT Pathfinders will definitely not accommodate this gap in resources. Moreover, if you adopt different priorities and alter the assumptions about patient contacts etc, you can model a range of different workforce profiles.  We suggest, therefore, that you aim to use this workforce tool to model different scenarios and inform your decision making around workforce development and service redesign.

Appendix 2

Improving Access to Psychological Therapies

Case Study Report with particular reference to Workforce Issues

Introduction 

Many Primary Care Trusts across the United Kingdom have been developing services which provide access to psychological interventions. Care Service Improvement Partnership (CSIP) were asked to identify some of these sites so that their experiences could be utilised in the further development of the national Improving Access to Psychological Therapies (IAPT) programme. 
This document draws upon these experiences to provide information to others who are developing similar services. This will be of particular use to the Pathfinder Sites which are to be established during 2007. Reference is made to the issues which need to be considered in relation to workforce.
In developing services it is helpful to have a whole systems approach and an attempt to make some of these linkages is addressed. 

One important link to make at the beginning of this report is the published work by the Primary Care Development Team – Improving Primary Care Mental Health Services a practical guide (DH 2006) which covers key skills for key staff in the broader view of Primary Care Services and is available from http://www.csip.org.uk/resources/publications/primary-care.html?keywords=primary%20care
The National Institute for Clinical Excellence (NICE) guidelines set out a stepped care approach for depression and anxiety. The complexities of having an appropriate workforce to implement these guidelines is the essence of what is contained in this report. http://www.nice.org.uk/pdf/CG023NICEguideline.pdf  &http://www.nice.org.uk/guidance/CG22
There are some key messages for those undertaking the development of Primary Care Psychological Therapy services 
Key Messages:
· Care Services Improvement Partnership (CSIP) Regional Development Centres are a useful source for gaining local information 

· Workforce data, definition of skills,  level of capability, training and education needs are currently being developed 

· Data on measures and outcomes are being refined 

· Work is underway with Skills for Health regarding competencies required at different levels of the career framework 

· New sites linked to the National  IAPT programme will be identified in 2007

Psychological Therapy services in Primary Care 

It appears that there is no one, clear model of how these services should be delivered or indeed the exact makeup of the workforce to do so. Much of what has been achieved has had to reflect local need and circumstance.  It must also be in line with the overall governmental directions to promote health and well-being, develop safer communities and enable people to remain in work. 
Purpose of Psychological Services in Primary Care 
Services providing structured psychological interventions in primary care appear to have common aims, which include 
· Helping people to develop fulfilled lives in all areas of their life including occupation, family, work, education, social and mental functioning (also reflected in the social inclusion work programme- (CSIP 2006)  www.socialinclusion.org.uk) 

· Provision of multi levelled, high quality psychological therapies 

· Fast access to services 

· Reduction of referrals to secondary care 

· Working seamlessly across other services (Whole systems - see  Integrated Care Network http://www.icn.csip.org.uk/ )

· Weaving research findings and adaptations to NICE Guidelines e.g. as happened in 2006 with the updated guidance on computerised CBT.

Services involved in this Study
The Improving Access to Psychological Therapy CSIP regional leads were asked to identify sites which had already commenced work in developing their psychological therapy services in Primary Care. It was from those suggested that this work is based. It is acknowledged that there are many other sites across the country, which have also developed services; however it is likely that similar issues would emerge.  

Interventions 
The services studied offer a range of interventions, which are based around steps 1 - 3 within the stepped model of care. These varied between services as shown in the table below 

Table 1 Interventions offered by Sites 

	
	Langbaurgh
	Swindon
	Cambridge & Peterborough
	Chester
	Manchester
	Ashton Leigh & Wigan


	Ealing London
	Oxfordshire

	Watchful waiting
	
	
	
	x
	x
	x
	x
	

	Signpost /triage 
	x
	x
	x
	x
	x
	x
	x
	x

	cCBT
	
	x
	
	
	
	x
	x
	x

	Promote self help 
	x
	x
	x
	x
	x
	x
	x
	x

	Increase social inclusion 
	x
	x
	x
	x
	
	
	x
	

	Facilitate use of other services 
	x
	
	
	x
	
	
	x
	

	Books on prescription
	x
	x
	
	x
	
	x
	x
	

	Counselling 
	x
	
	x
	x
	x
	x
	x
	x

	CBT – up to 6 sessions which may include group work 
	
	x
	x
	x
	x
	x
	x
	x

	Exercise 
	
	x
	
	x
	x
	
	x
	

	Psycho-education 
	
	x
	
	x
	
	
	x
	

	Supportive listening 
	
	
	
	x
	
	
	
	

	Medication monitoring 
	
	
	
	x
	x
	
	x
	

	Lifestyle change 
	
	
	
	
	x
	x
	x
	

	Employment linked services 
	x
	x
	x
	
	x
	
	x
	


Different sites identified the need for a differing variety of interventions.  For some, the importance of screening or signposting was identified to ensure that service users and carers were directed to the correct interventions as well as detecting if referrals were inappropriate. An example of an inappropriate referral was when the case was more severe and should be referred directly to secondary services. The person who carries out this role may also undertake other duties, for example in Cambridgeshire and Peterborough the same person also provided brief therapy. The table above indicates how some interventions were more popular than others. The most popular interventions included signpost / triage, promoting self help, counselling and CBT.  The CBT interventions might take the form of facilitated self help over a period of 6 sessions as in Langbaurgh or behavioural activation as in Swindon, it is expected that these sessions would be supervised if not carried out by a trained therapist. In Ealing the Graduate mental health workers received specific training to carry out the role of supporting CBT based self help. 

Sites were not asked about the numbers of interventions or how long a person could receive help however it is known that in one site (Cambridgeshire and Peterborough) these treatments were limited to a maximum of 6 sessions

The range of services available will depend on the network of local provision, such as Early Intervention, Crisis and Home Treatment Teams and the range of voluntary, private and community provision. 
The Workforce 
Just as the range of interventions varied by site, so too did the makeup of the workforce. Most sites appeared to continue to call their workforce by their traditional role e.g. nurse, social worker etc however this is not the case in all areas. Swindon had moved to call their workers Assistant Primary Care Mental Health Workers (who are banded 4 or 5 on Agenda for Change banding)  and Primary Care Mental Health Practitioners who could include counsellors, clinical psychologists, social workers, nurses or occupational therapists (with a banding of 5 – 8). 
Moving from the traditional roles to one where competencies are utilised to determine roles and pay is a current challenge. The National Occupational Standards for psychological therapists being developed by Skills for Health should provide some help in making these changes (www.skillsforhealth.org.uk).
The use of the “new roles” in mental health also appeared common including Primary Care Mental Health Workers, Support Time and Recovery workers (STR) and Gateway Workers. The latter were often given the role of signposting and ensuring that access to services was promoted both within the primary care mental health services and other local community services. Some services implied that the gateway role required the skills of an experienced practitioner (often a person who had previously been a CPN) which fits with the recommendations in the Review of Mental Health Nursing – From Values to Action: The Chief Nursing Officer’s review of Mental Health Nursing (DH 2006) (http://www.dh.gov.uk/assetRoot/04/13/38/40/04133840.pdf) 
None of the sites had the full compliment of roles but those most often employed were counsellors, Primary Care Mental Health workers and practitioners and clinical psychologists. 
A breakdown of the workforce by site is shown in Table 2 overleaf.
Table 2 Workforce by Site 

	
	Site 

	Workforce 
	Langbaurgh
	Swindon
	Cambridge & Peterborough
	Chester
	Manchester
	Ashton Leigh and Wigan
	Ealing London


	Oxfordshire

	Gateway worker 
	x
	
	x
	x
	
	
	X
	

	Primary Care Mental Health Worker
	x
	
	
	x
	x
	x
	X
	

	Counsellor 
	x
	
	x
	x
	
	x
	X
	x

	Counselling Psychologist 
	x
	
	
	x
	
	
	X
	x

	Clinical Psychologist 
	x
	
	x
	x
	
	
	X
	x

	Psychology Assistant 
	
	
	x
	
	
	
	
	x

	Admin staff
	x
	x
	
	x
	
	
	X
	

	Assistant Primary Care Mental Health workers (bands 4&5)
	
	x
	
	
	
	
	
	

	Primary Care Mental Health Practitioners 
	
	x
	
	x
	x
	x
	
	

	Psychotherapist 
	
	
	
	x
	
	
	X 
	


As well as the variations in the workforce there was also a range as to who carried out the specific interventions. An example of one discrepancy is in carrying out individual and group treatments. In Cambridge and Peterborough there was a tendency to use Clinical Psychologists and their Assistants whereas in Swindon any of the Primary Care Mental Health practitioners carried out this function. 
Where counsellors were employed either within the service or as a separate entity there was a need to ensure that services worked closely together. In Langbaurgh counselling is an integral part of the service whereas in Cambridgeshire and Peterborough it is a separate service. In the latter, links were quickly established and training was given to the counsellors so that they became cognisant with CBT techniques, thus resulting in the two services complimenting each other. This is an example of how new services needed to integrate with previous service provision to make best use of all the resources. In Swindon there has been a move away from counselling as a separate entity; the primary care mental health practitioners now deliver the whole service. However registered counsellors working within this service (who are now named as primary care mental health practitioners) remain registered with the British Association of Counsellors and Psychotherapists (http://www.bacp.co.uk/).  The Chester service is currently considering the best solution for them regarding counselling. 
Chester also includes services at Step 4 thus requiring the skills of a consultant psychologist, counselling psychologist or psychotherapist. To solve a recruitment and retention issue this member of staff has been employed within secondary services but providing interventions in Primary Care.  
A breakdown of interventions by staff is provided in Table 3 
Table 3 Interventions Carried out by Different Members of the Workforce 
	
	GP 
	Gateway Worker 
	PCMHW
	Counsellor
	Counselling Psychologist 
	Clinical Psychologist 
	Psychology Assistant
	Assistnat Primary Care Mental Health Workers (bands 4 &5) 
	Primary Care Mental Health Practitioners 
	Volunteers 

	Watchful waiting
	x
	
	
	
	
	
	
	
	
	

	Signpost /triage 
	x
	x
	x
	x
	x
	x
	
	
	
	

	cCBT
	
	
	x
	
	
	
	
	
	
	

	Promote self help 
	x
	x
	x
	
	x
	x
	
	
	
	

	Increase social inclusion 
	
	x
	
	
	
	
	
	
	
	

	Facilitate use of other services 
	
	x
	
	
	
	
	
	
	
	

	books on prescription
	x
	
	x
	
	
	
	
	
	
	

	Counselling 
	
	
	x
	x
	
	
	
	
	
	

	CBT
	
	
	x
	
	x
	x
	x
	x
	x
	x

	Exercise 
	
	
	
	
	
	
	
	
	
	

	Psycho-education 
	
	
	
	
	x
	x
	x
	
	
	

	Medication monitoring 
	x
	
	
	
	
	
	
	
	x
	

	Lifestyle change 
	x
	
	x
	
	
	
	
	
	
	

	Employment linked services 
	x
	x
	x
	x
	x
	x
	x
	
	x
	


Training Education and Development 
The sites utilised many different routes to develop their staff and no clear principles emerged. There was a wide range of learning and development opportunities, as well as more formal education and training programmes to which workers have had access. These include;
· Higher Education Certificate and Diploma Programmes

· CPD Short Courses

· In-House Training and Development Programme

· Action learning and networking events

· A range of leadership and team-working opportunities

· Primary Care Mental Health CD Rom training (CCAWI Uni. of Lincoln )
The introduction of the Primary Care Graduate Mental Health Workers has led to a number of programmes linked to Universities which has in some areas been built upon to meet specific local needs. 
There has also been a National Primary Care Trailblazer programme for mental health, which has helped to develop multi disciplinary working and promote the treatment options in this sector. These developments have been supported by events to support the leaders and spread ideas quickly throughout the Primary Care Networks.
Despite the variety of these various programmes they all appear to be promoting the need to look towards competency based multi disciplinary training, which can be undertaken by a range of staff. The recently published learning and development toolkit for the whole of the mental health workforce across both health and social care (DH 2007) should further help in this work. 
Impact of the Service 
All of the services were able to report on a positive outcome regarding the impact that they had made on secondary care.
The services had in the most part meant that service users could be seen very quickly in primary care although there was still a few months wait for psychological assessment and treatment in Cambridgeshire and Peterborough. As well as this the waiting times in secondary care had significantly reduced e.g. in Cambridgeshire and Peterborough the waiting list for CBT in secondary care had reduced from 20 months to 7 months in 2 ½ years, and they were able to close a secondary care assessment clinic. Early indications also showed a decrease in the use of antidepressants.  
All but one of the services indicated that they utilised the Clinical Outcomes in Routine Evaluation Outcome Measure (CORE) to evaluate their effectiveness. Four of the services were able to provide data for this which showed that between 47- 50 % of service users showed significant changes, 17- 22% showed reliable change and 29- 36 % showed no reliable change or deterioration.  Some service also used other outcome measurements including the Beck Depression and Anxiety Inventories and service user and GP satisfaction questionnaires all of which indicated a positive impact. 
Links to other Services 
All of the services indicated that there was a need for effective links to other services. This included not only health services e.g. secondary care but also other community groups and support (Whole Systems work).  Ealing have established good partnership working with their local counselling service and protocols are in place so that cases can be easily referred from one service to the other. There was some indication of links to employment issues this did not appear to be of primary interest and is an area which needs further development. 

Staff Involvement in other activities  
Those in more senior roles were involved in a variety of activities which were essential to the smooth running of the service. The Swindon service articulated that those at Band 7 and upwards were involved in service development and training activities both within and beyond the immediate service whilst those at Band 6 and upwards were involved in supervision which could also be external to their own service. It was deemed that these roles are important not only at the commencement of services but also as they progress so that continual changes can be implemented. This will ensure service development is an ongoing process. The percentage of time not spent in face-to-face work with patients was not easily identifiable. 
Some staff were involved in supervision both within and outside the direct service. This is an important aspect of service delivery and there needs to be scope for flexible arrangements which will meet local need.
Training of other staff was also a necessary component of the work. This included training primary care nurse in self-help techniques, and training 

Counsellors in strategies and techniques relating to CBT. 
Apart from direct patient contact, evaluation and audit of the service was deemed to be important, particularly when service change was taking place. 
Sharing information and data via the IAPT wider programme looks very positive.
Lessons to learn 
Starting a new service is not straightforward and one of the very important issues identified was the need for good governance arrangements. This included good supervision, training attendance at meetings and clear lines of accountability. Where staff are part time or in lower grades these issues can be especially challenging and need to be carefully addressed. 

Administration support for services was clearly important as they provide an important support role in ensuring the workers are freed up to see patients. More work needs to be completed on quantifying ratios of how many of these administration staff are required.
Local issues need to be taken into account when setting up new services. This should include how to manage the interface between existing services, new services, and the whole network within that community.
Counselling services are one example, which has been dealt with in different ways. In Swindon the pre-existing counselling services have now been incorporated into the service whilst in Cambridgeshire and Peterborough recommendations are to increase this service still ensuring both provisions work smoothly together.
Risks and Strategies for the Future

There were several areas highlighted which may mean that services are difficult to sustain. Firstly it was noted that although a mix of level of skill can deliver a service, there is an essential requirement for some staff at a senior level i.e. Bands 6 and upwards. These staff will be involved in service development and providing support to other services which could be by providing supervision and training. To maintain a whole system these elements are important so that these specialist skills are available for developing both the service and the workforce. Those with these skills need to be able to work across organisations.  No definite ratio for levels of staff has been determined but consideration should be made in the light of local circumstances. Recruitment and retention of this more highly skilled group of staff is vital.

The issue of promotion opportunities for those at lower grades may also be an issue and as a result, retention of staff may become difficult. The introduction of the Primary Care Graduate Mental Health Worker initially increased the workforce but many of the recruits left within two years of recruitment. To overcome this, strategies need to be introduced to address these difficulties. The principles within New Ways of Working for Everyone (DH 2007) should help to address some of these difficulties alongside the developing career framework being led by Skills for Health.   As more services emerge in the private and independent sector the issues of recruitment and retention may become more complex.

Summary 
The sites have illustrated different ways to implement and sustain primary care mental health services. Although different skill mixes of staff are utilised in different services there is an acknowledgement that there could potentially be a number of staff that could carry out certain roles if they are competent and skilled to do so through adequate training and development. 

Local circumstances must be considered in setting up new services to make best use of current service provision. Sharing the stories of local development and building on collaborative work will be vital for ongoing improvements.

The implementation of primary care services shows high service user and GP satisfaction and has a positive impact on waiting times both in primary and secondary care. 
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Appendix 3a
Improving Access to Psychological Therapies

Person specifications and job discriminations for low intensity practitioners

Job descriptions for Workers Providing Low Intensity Interventions

The National Improving Access to Psychological Therapies programme has identified two main types of worker. Those providing 

· Low Intensity Interventions 

· High Intensity Interventions 
This document is specifically related to those providing low Intensity Interventions. 

Low-intensity Worker Job Role

Low-intensity workers assess and support patients with common mental health problems in the self-management of their recovery. Treatment programmes are designed to aid clinical improvement and social inclusion – including return to work, meaningful activity or other occupational activities. Low-intensity workers do this through the provision of information and support for evidence-based low-intensity psychological treatments. Low-intensity psychological treatments place a greater emphasis on patient self-management and are less burdensome then traditional psychological treatments. Examples include guided self-help and computerised cognitive behavioural therapy. Support is specifically designed to enable patients to optimise their use of self-management recovery information and may be delivered through face-to-face, telephone, email or other contact methods. Low-intensity workers are expected to operate in a stepped care, high volume environment carrying as many as 45 active cases at any one time, with workers completing treatment for between 175-250 patients per year. Low-intensity workers also provide information on common pharmacological treatments and support patients in decisions which optimise their use of such treatments.

It is acknowledged that there will be a variety of roles which will be required for those working with people who have low intensity needs. As a result of this it is anticipated that posts will vary from site to site depending on local circumstances and need.  For example, in localities where employment services (e.g. DWP Pathfinders, Condition management) are less well-developed, low intensity workers might be expected to play more of a role in helping with return to work. Other localities might stress collaborative care and active medication and case management; others might emphasize computerised CBT and supported self-help. 

Notwithstanding the above, low intensity workers will be required to be familiar with all these roles, but might develop particular clusters of competences. It may also depend upon backgrounds; we anticipate that low intensity workers will be recruited from existing Graduate Workers, Psychology Assistants and workers from the voluntary sector, as well as from graduates in general and also from people without the necessary academic qualifications for professional training, but with relevant life experience and interpersonal skills. In recognition of this a number of “clusters” of types of duties have been put together. Some posts may require the post holder to work in all of these areas whilst other post holders may only require a few. There are however a number of tasks which will be required by all and are described as “Generic”.

The clusters which have been developed are:

· Generic – for all staff Gen1 – Gen 18  
· Assessment and Intervention Planning A1 – A 8 

· Cognitive and Behavioural Approaches and Interventions CB 1– CB 11 

(A much more detailed suite of competencies relating to CBT have been developed by Roth and Pilling 2007 and should be consulted for those utilising CBT) www.ucl.ac.uk/CORE 
· Group work* G1 – G 7
· Work and Return to Work W 1 – W 6* 

· Record Keeping and Communication RKC 1 – RKC 10
· Personal and Professional Development PPD 1 – PPD 5
· Information Technology IT 1 – IT 3

· Medicines Management – M1 – M 9* 
· General Well Being GWB 1 -  GWB 4*

· Social Inclusion SI 1 – SI 7*

· Occupation O1 – O4* 

· Supervision S1 - S13

· Case Management CM 1 – CM 6*

· Research Audit and service improvement  RA 1 – RA 7
· Health and Safety H&S 1- H&S 4 

Each of these clusters of duties has a number of items which the post holder may be required to carry out. These duties are described as far as possible in terms of competence thus the development of a competence based job description. Items with an asterix are those clusters of more specialist skills which may turn out to be more locality specific.

For staff working in the NHS these duties have been linked to the Knowledge and Skills Framework and (KSF).  The Ten Essential Shared Capabilities and the National Occupational Standards (NOS, Skills for Health / Skills for Care).are directly relevant to all.
Finally, we have not identified a specific job-title for these workers.  Currently, workers within these roles have been described as: case managers, psychology assistants, self-help support workers or coaches, graduate mental health workers in primary care, etc. It maybe that an overarching title may be helpful especially when considering issues such as course accreditation and possible regulation. It is acknowledged that the generic title low intensity worker does not capture either the importance or requirements of the role. Possible alternatives might be rapid access worker or practitioner, or support and access worker or practitioner? Titles would be an area particularly worth seeking the views of users and carers around.  The next task is to develop training associated to these clusters of duties. 

Generic 
	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	Gen 1
	Works as part of a team providing a range of psychological, work related and medication management interventions for service users who have low intensity needs 
	HWB 1, 2,3, 4,5,6,7
	1,3,5,7,9.
	CM_D3, MH_25,

MH_26

	Gen  2
	Demonstrates safe working practices 
	HSS
	3,9.
	BD 3

	Gen  3
	Takes part in regular clinical and managerial supervision 
	PPD, G1,
	1,2,7,8,9,10.
	AC 2

	Gen  4
	Is aware of and complies with the policies, procedures and standards of the service.
	PPD, HSS
	1,3,8.
	H17

	Gen  5
	Contributes to the monitoring, review, audit and evaluation of the work in this service. 
	SI, IK 2,3
	3,8.
	MH_23



	Gen  6
	Co-ordinates the activities of self, to balance the conflicting: needs of Service Users, responsibilities for data entry, CPD etc.. This may involve sudden changes in plans to respond to clinical emergencies.
	PPD,    HWB 1, G 5
	1,3,7,9,10.
	

	Gen  7
	Demonstrates respect for & value of individual differences, age, sexuality, disability gender, spirituality, race and culture 
	E&D
	2,4,6,7.
	HSC 418, SS01

	Gen  8
	Able to respond to people’s needs sensitively with regard to all aspects of diversity 
	
	2,4,6,7.
	HSC 418

	Gen  9
	Demonstrates a commitment to equal opportunities for all and encourage their active participation in every aspect of care and treatment 
	
	2,4,6,7.
	HSC 418, MH_38,

MH_44, SS01

	Gen  10
	Demonstrates awareness & understanding of the power issues  in professional / service user relationships 
	E&D,
	1,2,3,4.7,
	HSC 418, SS01

	Gen  11
	Holds own caseload and respond to Service User crises as appropriate
	G 5
	3,7,9.
	MH_21

	Gen  12
	Co works with other professionals 
	G 5
	1,3,7,9.
	MH_15

	Gen  13 
	Works across networks and systems broader than the individual 
	G 5
	1,5,7,9.
	HSC 399

	Gen 14
	Demonstrates a proactive approach to promoting mental well being and recovery 
	HWB 1,
	2,3,4,5,9,6,7.
	

	Gen 15
	Demonstrates a proactive approach to developing the service 
	SI
	3.
	

	Gen 16
	Maintains and improves quality within own sphere of work 
	SI
	8.
	PH03.00

	Gen 17
	Takes into account any physical and sensory difficulties service users may experience in accessing services and if required refer to appropriate services 
	HWB 1,4
	1,2,6
	CM_D2

	Gen 18
	Develops therapeutic interpersonal relationships which enable the therapy process to evolve 
	C
	1,7
	MH_1


Assessment and Intervention Planning 
	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	A1
	 Provides assessments for service users gathering information on current and past treatments, drug and alcohol use, identifying key problems which will include bio social aspects including home, social, relationships, work and leisure.

This will be completed within local clinical governance arrangements to ensure risk, level of severity and complexity are safely monitored and where necessary service users referred on to more experienced staff or stepped up in line with stepped care 


	HWB 2,6
	1,2,3,4,5,6,7,9.
	CM_D1, CM_D2,

CM_D3, MH_14

MH_15, MH_25

MH_39

	A2
	Conducts standardised assessment interviews using agreed standardised screening tools to gather a range of facts and contexts relevant to the service user  and as appropriate involve relatives or carers
	HWB 2,6
	1,2,3,5,6,7.
	CM_D1, CM_D3,

MH_14 , MH_25

	A 3
	Works with individuals strengths and limitations 
	E&D, HWB 6,7
	2,3,4,5,6,7.
	MH_2, MH_14

MH_39

	A4
	Demonstrates effective active listening skills 
	CC, 

HWB 6
	5.
	MH_1

	A5
	Analyses & weighs the relative importance of the factors to form an understanding of the Service User’s difficulties
	E&D,

HWB 2,4,6
	2,3,4,5,6,7,9.
	MH_14, MH_39

	A6
	Summarises information gathered from the assessment into a concise problem summary which is shared and checked with the service user 
	IK1

HWB 4,
	5,6,7.
	MH_39

	A 7
	Agrees collaboratively with the service user treatment goals and agrees specific components which will make up the treatment programme 
	CC,   

 HWB 4,
	1,3,4,5,6,7.
	HSC 418, MH_20,

MH_39, MH_40

MH_44

	A 8
	Performs risk assessments so that any risks to self, others and service users are clearly identified and appropriate actions put in place 
	HSS,  HWB 3
	1,3,4,6,7,9.
	CM_D3, BD 3


Cognitive and Behavioural Approaches and Interventions 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	CB 1
	Uses a behavioural and cognitive  framework to identify core physiological behavioural, cognitive and  environmental components of the service users main problems and emotional distress
	HWB 2,4,6
	7.
	CM_D1, MH_14,

MH_45

	CB 2
	Provides behavioural and cognitive interventions including cCBT, guided cognitive and behavioural based self help & problem solving to deliver brief evidence based clinical interventions. This may be individually or with groups which facilitate self help for people with mild to moderate anxiety / depression, in accordance with the Stepped Care approach. All interventions will be where there is clinical evidence to support this type of approach.
	HWB 2,4,5,7
	1,5,6,7.
	HSC396, MH_26

MH_45

	CB  3
	Provides information to Service Users ( when appropriate  relatives and carers) about evidence based treatment  and the components of a treatment plan along with a rationale for their use 
	HWB 4,

IK 3,
	1,5,7,8.
	HSC 419

	CB  4
	Agrees the treatment plan with the service user and when appropriate  relatives and carers
	HWB 4,
	1,3,5,6,7.
	CM_D3, HSC 418

MH_20, MH_23

MH_44

	CB 5
	Facilitates the use of self help materials 
	HWB 1,7, G 1
	1,5.
	MH_2

	CB 6
	Uses problem solving techniques to resolve any difficulties in the use of self help material 
	HWB 5,7
	1,5,7.
	MH_2

	CB 7
	Facilitates  the use of diaries in the treatment process 
	HWB 5,7
	1,5.
	

	CB 8
	Provides telephone guided self help and support 
	HWB 5,7
	1,5.
	MH_22, MH_95

	CB 9
	Supports individuals undertaking computerised cognitive behavioural therapy through introducing them to the programme, being available to answer any questions, monitoring the use and outcomes of the work.
	HWB 1,5,7
	1,5.
	MH_26

	CB 10
	Takes appropriate action when the service user circumstances change 
	HWB 3,
	1,2,3,4,5,7,9.
	CM_D3, MH_23

	CB 11
	Identifies when the Service user’s problems lie outside the scope of the workers role and facilitates referral to another part of the service including stepping up 
	HWB 3
	1,3,4,7,8,9.
	CM_D2, MH_15


Group Interventions 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	 G 1
	Screens individuals to determine their suitability to participate in group based sessions 
	HWB 2
	6
	

	 G 2
	Plans prepares and organises  psycho- educational short term group based interventions 
	HWB 1
	5,8
	HSC 393

	G 3
	Conducts group sessions 
	HWB 4,5,7 G1
	5,8
	HSC 393, HSC 429

	G 4
	Produces materials to utilise in psycho – educational  group interventions 
	HWB 1 G1
	5,8
	ENTO_L7,HI141,HI79

	G 5
	Manages the dynamics within the group so that each individual feels safe and is able to participate 
	C
	1,6,7
	HSC 393

	G 6
	Finishes group interventions by ensuring that the ending process is well managed including the arrangement of any necessary follow up and evaluation. 
	HWB 7 
	5,7
	HSC 393 ,MH 23

	G7
	Evaluates group interventions using agreed methods e.g. pre and post intervention rating scales 
	HWB 7
	
	HSC 393, MH 23 


Work and Return to work 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	W 1
	Gathers information from the client with specific reference to work (including voluntary and unpaid work) and employment 
	HWB 2,
	1,2,4,5,6,7.
	CM_D1

	W 2
	Agrees with the client how to address issues surrounding work 
	
	
	MH_20, MH_38, MH_44

	W 3
	Facilitates return to or remaining in  work by developing realistic plans in conjunction with the client and using CBT principles 
	HWB 4,7
	1,2,4,5,6,7.
	MH_2, MH_26

MH_38, MH_41

MH_42

	W 4
	Supports service users to remain or return to work in conjunction with other employment workers 
	HWB 4,5,7
	1,2,4,5,6,7.
	HSC 399, MH_26

MH_42

	W 5
	Provides information and liaison for patients between health and employment services
	CC, IK 3,
	1,2,4,5,6,9.
	HSC 399

	W 6
	Identifies when the Service user’s problems regarding work  lie outside the scope of the workers role and refers to another part of the service
	HWB 3
	1,4,7,8,9.
	CM_D2, MH_15


Record Keeping and Communication 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	RKC 1
	Keeps clear concise records of all interventions with clients 
	C, IK 1
	3,9.
	HCS_MAX10

	RKC 2
	Records all clinical outcome data on the agreed recording system 
	C, IK 1
	3,9.
	HCS_MAX10

	RKC 3
	Liaises with other professionals, agencies and community resources in service developments in order to enhance access and choice.
	C
	1,3,8.
	HSC 399

	RKC 4
	Develops and maintains genuine therapeutic relationships with Service Users providing a clear understanding of the main purpose of each session 
	C, HWB 4
	1,3,5.
	MH_1, MH_2



	RKC 5
	Explains to the service user the range and limits of the workers role and the schedule of contacts /sessions 
	C, HWB 2
	1,3,5,7,9.
	HSC 419

	RKC 6
	Explains to the service user realistic information regarding likely outcomes 
	C, HWB 2
	1,3,5,7,8.
	HSC 419

	RKC 7
	Develops and maintains good professional relationships with work colleagues, service users, relatives and carers.
	C, HWB 4
	1,2,3.
	MH_1, MH_2

MH_22



	RKC 8
	Provides and receives complex information (related to mental health, evidence based practice  and cognitive behavioural interventions) to individual, relatives, carers, members of the public and professionals
	C, HWB 2
	1,7.
	CM_D1, CM_D3

MH_8, MH_14


	RKC 9
	Communicates information in a structured way to colleagues 
	C
	1,3,7.
	

	RKC 10 
	Able to work with interpreters in the therapeutic environment
	C, E&D, HWB 5
	1,2,8
	MH_1, MH_15


Personal and Professional Development 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	PPD 1
	Participate in clinical supervision, and integrate this into clinical work in a timely identifiable cohesive manner  
	C, PPD
	1,2,8,10.
	AC 2

	PPD 2
	Develop and engage in own CPD, through both formal and informal learning opportunities 
	PPD, IK 3,
	10.
	HSC 43, M&L_A2 

	PPD 3
	Actively develop, skills in the area of evidence based interventions cognitive behavioural interventions which will facilitate low intensity  provision
	PPD
	10.
	HSC 43 

	PPD 4
	Understands and keeps up to date with key polices and policy drivers 
	PPD
	3,8,10.
	HSC 43 

	PPD 5
	Takes part in own Individual Personal Review ensuring career plans, training and education, personal and professional development are considered 
	C, PPD
	10
	HSC 43, M&L_A2


Information Technology 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	IT 1
	Accurately Inputs clinical data into the database 
	C, IK 1
	3.
	HCS_RTP14

	IT 2
	Uses electronic communication systems (e.g. email, texting ) in a professional manner to communicate with colleagues and service users 
	C, IK 1
	
	ES_UITE 1

	IT 3 
	Uses the internet to seek information 
	C, PPD, IK 2
	8,10.
	ES_UITE 2


Medicines Management 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	M1
	Uses a ‘patient-centred’ approach to gather information on, and understand the attitude of service users to prescribed medication for common mental health problems.
	HWB 2,6
	1,2,4,5,6,7.
	CM_D1, MH_14

	M2
	Provides service users with high quality written and verbal information about medication used to treat common mental health problems, principally antidepressants, including effective usage information and information on wanted and unwanted effects.
	HWB 1,4
	1,2,3,5,7,9.
	HSC 419 MH_2, CN_A6



	M3
	Enables service users to come to an informed decision on their use of prescribed  medication
	HWB 1,4
	1,2,3,4,5,6,7,9
	HSC 418, MH_44

	M4
	Provides medication concordance support to service users to help them maximise the personal benefits of their prescribed medication
	HWB 1,3,4,5
	1,2,3,4,5,6,7,9.
	MH_26, CN_A6

	M5
	Uses problem solving techniques to resolve any difficulties in the use of medication
	HWB 1,4,7
	1,3,5,6,7,9.
	

	M6
	Recognises when side effects of antidepressants and other medications are severe and require urgent action by a medical practitioner.
	HWB 3
	1,2,3,5,6,7,9.
	MH_21

	M7
	Facilitates discussion between service users and their medical practitioner on issues related to medication prescription
	HWB 1,4
	1,3,5,6,7.
	CM_D2

	M8
	Provides telephone support to service users to facilitate effective medication concordance
	HWB 5, C 1
	1,5,7.
	MH_2, CN_A6, MH_95

	M9
	Identifies when service users’ information needs lie outside the scope of the workers role and refers to another part of the service or authoritative source of information
	HWB 3
	1,3,4,7,8,9.


	CM_D2, MH_15


General Well Being 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	GWB 1 
	Gathers information from the client  information regarding lifestyle and general well being 
	HWB 2, 6
	1,2,3,4,5,6,7
	MH_28, MH_29

	GWB 2 
	Agrees with the client how to meet needs in relation to lifestyle and general well being  
	HWB 1
	1,2,3,5,6,7,9
	MH_44, GEN14, CHD_HM1, CHD_HM2, RenTP14, 

	GWB 3 
	Facilitates participation, by using a problem solving approach, in a healthy lifestyle through healthy nutrition, exercise and leisure activities 
	HWB 1,4,7
	1,2,3,4,5,7,8
	GEN14, GEN15 RenTP14,

CHD_HM1, CH_MH2, MH_28, MH_38, HSC420

	GWB 4
	Identifies when client’s needs lie outside the scope of the workers role and refers to another part of the service or authoritative source of information
	HWB 3
	1,3,4,7,8,9.


	OP_F&S2


Social Inclusion 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	SI 1
	Gathers information from the client with specific reference to accommodation; money matters including benefits and financial difficulties ; discrimination and exclusion 
	HWB 2,6,
	1,2,3,4,5,6,7
	MH_33, MH_39, HSC417

	SI 2
	Gathers information from the client regarding their social and support networks and any obstacles they encounter in access to these networks  
	HWB 2,6
	1,2,3,4,5,6,7
	HSC332, CM_D3

	SI 3
	Agrees with the client how to meet any identified needs 
	HWB 1
	1,2,3,5,6,7,9
	MH_33, MH_44, HSC332,

	SI 4
	Enables the client to seek appropriate help in relation to these needs by signposting and social problem solving 
	HWB 1,4,
	1,2,3,4,5,7,8
	MH_33, MH_40, HSC349, HSC331, HSC332

	SI 5
	Empowers clients to access and utilise networks within their own local community by offering a range of choices including cross sector resources.
	HWB 1,4
	1,2,3,4,5,7,8
	MH_41, MH_ 42,

HSC331, HSC332

	SI 6
	Support individuals to identify and promote their own health and social well being 
	HWB 1,4
	1,2,3,4,5,7,8
	HSC312

	SI 7
	Identifies when client’s needs lie outside the scope of the workers role and refers to another part of the service or authoritative source of information
	HWB 3
	1,3,4,7,8,9.


	MH_33


Occupational Needs 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	ON 1
	Gathers information from the client with specific reference to occupational needs 
	HWB 2,6
	1,2,3,4,5,6,7
	CMD_3, MH_14, MH_20, MH_25

	ON 2
	Agrees with the client how to meet any identified needs
	HWB 1
	1,2,3,5,6,7,9
	MH_38

	ON 3
	Support individuals to  promote their own health and social well being
	HWB 1,4
	1,2,3,4,5,7,8
	GEN 15 CHD_HM1,

CHD_HM2, HSC420

	ON 4 
	Identifies when client’s needs lie outside the scope of the workers role and refers to another part of the service or authoritative source of information
	HWB 3
	1,3,4,7,8,9.


	MH 33


Supervision 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	S1
	Holds in mind that a primary purpose of supervision and learning is to enhance the quality of the treatment clients receive 
	PPD
	1,,3,5,7
	AC2

	S2
	Works with the supervisor in order to generate an explicit agreement about the parameters of supervision (e.g. setting and agenda, being clear about respective roles of supervisor and supervisee, the goals of supervision and any contracts which specify these factors)
	PPD
	1,10
	AC2

	S3
	Helps the supervisor be aware of your current state of competence and your training needs
	PPD
	1,10
	AC2

	S4
	Presents an honest and open account of clinical work undertaken
	PPD
	1,10
	AC2

	S5
	Discusses clinical work with the supervisor as active and engaged participant, without becoming passive or avoidant, or defensive or aggressive
	PPD
	1,10
	AC2

	S6
	Presents clinical material to the supervisor in a focussed manner, selecting the most important and relevant material
	PPD
	1, 10
	AC2

	S7
	Reflects on the supervisor’s feedback and to apply these reflections in future work
	PPD
	1,10
	AC2

	S8
	Open and realistic about your capabilities and to share this self-appraisal with the supervisor
	PPD
	1,10
	AC2

	S9
	Uses feedback from the supervisor in order to further develop the capacity for accurate self-appraisal
	PPD
	1,10
	AC2

	S10
	Acts on suggestions regarding reading made by the supervisor, and to incorporate this material into clinical practice
	PPD
	1,10
	AC2

	S11
	Develop own learning by locating and reading relevant reading material based on, but independent of, supervisor suggestions, and to incorporate this material into clinical practice


	PPD
	10
	AC2

	S12
	Uses supervision to discuss the personal impact of the work, especially where this reflection is relevant to maintaining effective clinical work
	PPD
	1,10
	AC2

	S13
	Uses supervision to reflect on the impact of clinical work in relation to professional development
	PPD
	1,10
	AC2


Case management 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	CM 1
	Understands the concepts of case management and shows the ability to work in a team where a case management system is in operation 
	G5,
	1
	

	CM 2
	Receives referrals and process them in accordance with local protocols 
	HWB 4,6
	1
	

	CM 3
	Manages own time effectively showing the ability to manage and prioritise commitments
	C
	3
	M&L_A2

	CM 4
	Utilises both clinical and case management supervision by demonstrating an ability to reflect on and make changes to own work 
	PPD
	1,10
	AC2

	CM 5
	Takes part in case reviews by providing information and implementing any agreed actions following these reviews 
	HWB 7
	1
	

	CM 6
	Understands and puts into practice “ stepping up “ arrangements as identified in stepped care 
	HWB 2
	1
	


Research Audit and Service Development 
	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	RA 1
	Understands the importance of an evidence base in clinical practice 
	SI, Q
	8
	

	RA 2
	Implements evidence based practice 
	Q
	8
	

	RA 3
	Understands the importance of measures of outcome and ensures these tools are used in accordance with local protocols 
	Q
	8
	

	RA 4
	Records own work as agreed in local protocols to enhance the evidence base 
	SI, Q, IK1, IK2. 
	8
	HCS_CH8, PH01.01

	RA 5
	Ability to work in a system where the development  and enhancement of an evidence base is expected  
	SI, Q
	8
	

	RA 6
	Contributes to a needs led, values based service 
	Q
	4,5
	

	RA 7
	Works within a service where there is a quality framework which continually monitors and improves service provision.
	Q
	5
	


Health and Safety 

	Number
	Job Description Statement 
	KSF
	10 ESC
	NOS

	H&S 1
	Promote a health and safety culture in the organisation 
	HSS
	9
	

	H&S 2
	Support the health and safety of yourself and others 
	HSS
	9
	BD3

	H&S 3
	Promote monitor and maintain health safety and security in the working environment 
	HSS
	9
	BD4, 

	H&S 4
	Ensure your own actions reduce risks to health and safety including infection control 
	HSS
	9
	CfA_110  


KEYS TO MAPPING OF 10 ESC, KSF AND NOS

Ten Essential Capabilities 

1 Working in Partnership 

2 Respecting Diversity 

3 Practising Ethically 

4 Challenging Inequality 

5 Promoting Recovery 

6 Identifying People’s Strengths and Needs 

7 Providing Service User Centred Care 

8 Making a Difference 

9 Promoting Safety and positive risk 

10 Personal Development and Learning 

National Occupational Standards 
	CM_D1
	Identify mental health needs and related issues 

	CM_D2
	Refer individuals to mental health and /or other services 

	CM_D3
	Contribute to the assessment of needs and the planning evaluation and review of individualised programmes of care for individuals 

	MH_1
	Promote effective communication and relationships with people who are troubled or distressed 

	MH_2
	Enable people with mental health needs to access and benefit from services 

	MH_8
	Empower families, carers and others to support individuals with mental health needs 

	MH_14 
	Identify potential mental health needs and related issues 

	MH_15
	Refer individuals to mental health and other services 

	MH_20
	Work with individuals with mental health needs to negotiate and agree plans for addressing those needs 

	MH_21
	Respond to crisis situations 

	MH_22
	Maintain active continuing contact with individuals and work with them to monitor their mental health needs 

	MH_23
	Plan and review the effectiveness of therapeutic interventions with individuals with mental health needs

	MH_25
	Contribute to the assessment of needs and the planning, evaluation and review of individualised programmes of care for individuals 

	MH_26
	Implement specific parts of individualised programmes of care 

	MH_28 
	Promote the benefits of activities to improve physical health and well-being 

	MH_29
	Support individuals during activities to improve their physical health and well being 

	MH_33
	Enable individuals with mental health needs to access housing and accommodation 

	MH_38
	Enable people to choose and participate in activities that are meaningful to them 

	MH_39
	Enable individuals and families to identify factors affecting and options for optimising their mental health and social well-being 

	MH_40
	Enable individuals and families to put informed choices for optimising their mental health and social well-being into action 

	MH_41
	Empower people with mental health needs to represent their views and organise their own support assistance or action 

	MH_42
	Enable people with mental health needs to participate in social economic and cultural activities and networks 

	MH_44
	Promotes peoples’ rights and encourage them to recognise their responsibilities 

	MH_45
	Enable people with mental health needs to develop coping strategies 

	MH_95 
	Interact with individuals using telecommunications 

	HSC 43 
	Take responsibility for the continuing professional development of self and others 

	HSC331
	Support individuals to develop and maintain social networks and relationships 

	HSC332
	Support the social emotional and identity needs of individuals 

	HSC 393
	Prepare implement and evaluate agreed therapeutic group activities 

	HSC396
	Enable people with mental health needs to develop coping strategies 

	HSC 399
	Develop and sustain effective working relationships with staff in other agencies 

	HSC 417 
	Assess individuals mental health and related needs   

	HSC 418
	Work with individuals with mental health needs to negotiate and agree plans for addressing those needs 

	HSC 419
	Provide advice and information to those who enquire about mental hath needs and related services 

	HSC 429
	Works with groups to promote individual growth development and independence 

	HSC347
	Help individuals to access employment (same as DANOS AK1)

	HSC349 
	Enable individuals to access housing and accommodation 

	HSC 420
	Promote leisure opportunities and activities for individuals 

	HSC421
	Promote employment, training and education opportunities for individuals

	HSC3112
	Support individuals to identify and promote their own health and social well being 

	HCS_CH8
	Monitor information to assist with audit and survey 

	HCS_RTP14
	Input data to record and verify systems 

	SS01 
	Foster people’s equality diversity and rights 

	BD 3 
	Support the health and safety of yourself and individuals 

	BD4
	Promote monitor and maintain health safety and security in the working environment 

	CN_A6
	Enable individuals with long term conditions to manage their medicines 

	AC 2
	Make use of supervision 

	H 17
	Support effective governance 

	PH03.00
	Develop quality and risk management within an evaluative culture 

	HCS_MAX10
	Records all aspects of care provided and medical device details 

	GEN14
	Provide advice and information to individuals on how to manage their own condition 

	GEN15
	Supporting individuals in undertaking desired activities 

	OP_F&S2
	Refer individuals to specialist services to promote their health and well-being and reduce health risks 

	RenTP14
	Help the patient develop approaches to lifestyle and health management 

	CHD_HM1
	Provide information and advice to support individuals in undertaking desired occupational and non-occupational activities 

	CHD_HM2
	Agrees actions to assist individuals  in undertaking desired occupational and non-occupational activities 

	PH01.01 
	Collect and form data about health and well being and /or stressors to health and wellbeing 

	CfA_110  
	Ensure your own actions reduce risks to health and safety 

	HI41/ENTO_L7
	Prepares and develops resources to support learning 

	HI 79
	Provide information and materials to users

	ES_UITE 1
	Use IT to exchange information at level 1

	ES_UITE 2
	Use IT to exchange information at level 2

	M&L_A2
	Manages own resources and professional development 


KSF Dimensions
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Appendix 3 b

PERSON SPECIFICATION LOW INTENSIITY
This person specification has been develop taking into account the full range of attributes required by the worker. Individual sites will need to consider local requirements which may include 

· Diversity and cultural issues in the local community

· Local recruitment policies

· Local recruitment supply and associated difficulties

· Local availability to appropriate training which the individual may access when in post thus reducing the number of issues identified in the ESSENTIAL range

· The importance of life experience in carrying out this type of role which may have more value than an academic qualification 
	
	
	ESSENTIAL
	DESIRABLE 

	1
	QUALIFICATIONS AND EXPERIENCE 
	Worked with people who have had mental health difficulties specifically anxiety and depression 
	

	
	
	Worked in a team setting preferably where case management systems were in place 
	

	
	
	Worked in a setting where there was a need to liaise with other agencies and services 
	

	
	
	Assessment – Has received training (either formal or through experience) resulting in the ability to carry out agreed assessments which are conducted within service protocols
	

	
	
	Intervention Planning – has received training (either formal or through experience) so that appropriate interventions can be planned with the service user 
	

	
	
	Risk Assessment has received training (either formal of through  experience) to carry out risk assessments within scope of practice 
	

	
	
	Cognitive and Behavioural Interventions – has received training to a level where Cognitive and Behavioural interventions and approaches can be implemented for an  evidence based agreed range of difficulties  
	

	
	
	Worked in a service where return / remain in work was an  element of the duties 
	

	
	
	Basic training/ experience in use of computers for data entry, communication and seeking information 
	

	
	
	Supervision – Has received training (either formal of through experience) on how to utilise supervision in the workplace 
	

	
	
	Understanding of the knowledge and evidence  base underpinning clinical practice e.g. Cognitive and Behavioural based interventions
	

	
	
	Recent training in health and safety, child protection and clinical governance issues  
	

	
	
	Is able to demonstrate a commitment to equal opportunities for all and encourage active participation in every aspect of care and treatment 
	

	
	
	
	

	2
	SKILL
	Ability to carry out assessment as outlined in the job description 
	

	
	
	Able to elicit information from a client surrounding a wide range of potential difficulties that may be causing difficulty for the service user 
	

	
	
	Able to use computers for data entry, seeking information and communication purposes 
	

	
	
	Able to carry out intervention planning as described in the job description 
	

	
	
	Able to carry out behavioural and cognitive based interventions under supervision 
	

	
	
	Able to keep clear concise records of interventions 
	

	
	
	Able to use the stepping up and stepping down processes in the stepped care model 
	

	
	
	Able to communicate clearly and effectively with colleagues service users carers and relatives 
	

	
	
	Able to use problem solving techniques in a variety of situations 
	

	
	
	Able to manage own time and case load and has good administration skills 
	

	
	
	Understands and demonstrates health and safety in the workplace
	

	
	
	Able to demonstrate values based practice in the areas of age, sexuality etc 
	

	
	
	Able to work with interpreters to deliver services 
	

	
	
	
	

	3
	KNOWLEDGE
	Possess a knowledge base related to an evidence based psychological therapy related to this post eg Cognitive and Behavioural interventions
	

	
	
	Has an understanding of anxiety and depression 
	

	
	
	Possess an understanding of the main medications used and their side effects in the treatment of anxiety and depression 
	

	
	
	Understands the concept of stepped care and how it relates to anxiety and depression 
	

	
	
	Understanding of the Improving Access to Psychological Therapies agenda 
	

	
	
	
	

	4
	PERSONAL APTITITUES
	Ability to be self reflective, whilst working with service users, in own personal and professional development and in supervision
	

	
	
	Keen to develop own skills and knowledge
	

	
	
	Able to change own practice in light of understanding gained through experience, training and supervision
	

	
	
	Able to manage own personal stress working in a service with numerous demands on self
	

	
	
	Demonstrates keenness to be part of a service which is demonstrating and developing best practice
	

	
	
	Ability to accept delegated responsibility
	

	
	
	Commitment to client group
	

	
	
	Possess cognitive and intellectual ability to take part in any required training
	

	
	
	Prepared to take part in own Individual Performance Review which will take into account ongoing career development
	

	
	
	Demonstrates the ability to respond to peoples needs sensitively particularly with regard to all aspects of diversity 
	

	
	
	
	

	5
	PHYSICAL REQUIREMENTS
	Pass Occupational Heath Check
	

	
	
	
	

	6
	VALUES BASE 
	Understanding and able to demonstrate how issues surrounding social inclusion occupation and work can affect mental health
	

	
	
	Able to work in partnership with service users, relatives, carers and service providers including members of own team/service
	

	
	
	Respects diversity in the workplace 
	

	
	
	Is able to practice ethically within own frame of reference 
	

	
	
	Is able to recognise and understand inequalities  and make appropriate challenges
	

	
	
	Promotes recovery at all times 
	

	
	
	Able to recognise individual strengths and needs in service users, relatives, carers, self and team 
	

	
	
	Promotes safety and positive risk taking 
	

	
	
	Keen to develop self 
	


Appendix 4

Improving Access to Psychological Therapies

Advice for employers in recruiting High Intensity IAPT practitioners

Job Descriptions High Intensity Interventions

Guidance Document

Developing competences and job descriptions for High Intensity workers in the IAPT programme is complex as this workforce is likely to come from a range of professions and psychological therapists, who are already trained in their own specialty or modality (i.e. CBT, Rogerian counselling, family therapy etc.). Some of these may be accredited via relevant associations or bodies associated with psychotherapy and counselling (e.g. See Annex: BAC, BACP, BABCP, UKCP) whereas others will be registered with their relevant professional body (BPS, RCPsych, NMC, COT etc). It should be recognised that psychotherapists and psychological therapists (including applied psychologists) are not, as yet, subject to statutory regulation although plans are underway to achieve this in the next two years (Regulation White paper ref.). Trust Assurance and Safety the regulation of health professionals in the 21st Century London the Stationary office 2007 
Specific competencies in psychological therapies are subject to development by Skills for Health through a major project to establish National Occupational Standards (NOS) for Psychological Therapy. Two projects have already been completed: a scoping and consultation exercise generally about NOS and psychological therapies  www.skillsforhealth.org.uk/page/competences/competences-projects-in-development/list/psychological-therapies-nos-development-project and a more specific project commissioned in association with IAPT programme looking at competencies that underpin CBT interventions as identified in the NICE guidance. This has been conducted by Roth and Pilling at UCL and will be published on the University College of London Website www.ucl.ac.uk/CORE 
At the level of high intensity practitioners or psychological therapists, it will be important that there is a range of training, skills and experience which will likely cover the range of KSF bands from 6 (trainee) through to 9 (large service(s) manager). A preliminary attempt to scope the range of KSF bands for staff involved in the delivery of psychological therapy services (including both low and high intensity staff) is provided below. However, this framework is based largely on consensus discussions that took part within the New Ways of Working for Applied Psychologists project and which will be available on the New Ways of Working website www.newwaysofworking.org.uk  and has yet to be validated and levelled against the various job descriptions that are currently being used throughout psychological therapy services. 

Recently, the IAPT Workforce Team has agreed with Skills for Health to produce a discussion document around a possible Career Framework for workers involved in the delivery of psychological therapy services based upon an evaluation of current job descriptions supplied against the different roles and professions that make up the psychological therapies workforce.  We would hope to circulate such a document towards the end of autumn this year.

A possible career structure for psychologists and other practitioners working into IAPT
	A4C

band
	IAPT Career Structure
	Psychology Career  Structure
	COMMENTS

	9
	HEAD OF SERVICE

Tension between increased specialisation with more complex cases vs more general responsibilities: leadership/management/ governance

	HEAD OF SERVICE

Tension between increased specialisation with more complex cases vs more general responsibilities: leadership/management/ governance
	

	8c/8d
	CONSULTANT

THERAPIST    

Leadership key at this level

Specialist/trainer/supervisor

	CONSULTANT 

PSYCHOLOGIST

Leadership key at this level

Specialist/trainer/supervisor
	Further specialised psychotherapy/ leadership training may be required

	8b/8a
	EXPERIENCED

THERAPIST/

SUPERVISON

Supervisor

	EXPERIENCED

PSYCHOLOGIST/

SUPERVISOR

Supervisor
	Supervisor training required

	7
	QUALIFIED THERAPIST/

PSYCHOTHERAPIST

Therapist/ Practitioner
	QUALIFIED 

PSYCHOLOGIST 

Therapist/ Practitioner
	Regulation required at this level

	6
	TRAINEE THERAPIST

(Probably existing professional) 

P/g diploma/masters

SENIOR Low Intensity WORKER

KSF/ P/g diploma

	TRAINEE PSYCHOLOGIST

Working towards doctorate

SENIOR ASSOCIATE/

ASSISTANT

KSF/ P/g diploma
	Some form of regulation

required for all workers described below who support the delivery of  psychological 

therapies.

Sustains career progression

	5
	QUALIFIED Low Intensity WORKER

P/G certificate or

EQUIVALENT


	PSYCHOLOGY ASSOCIATES/

ASSISTANT

P/G certificate


	Samaritan / Victim Support counsellor or similar person from voluntary sector?
Nongraduates?

	4
	Low Intensity TRAINEE
Degree/ PG CERT
	TRAINEE ASSISTANT 

Degree
	Nongraduates?

	1 - 3
	STR Recovery worker and other staff

NVQs

	Undergraduate volunteers

(unpaid)


	Nongraduates

Training in psychological awareness


A range of different specialisms will be an advantage so that plurality can be achieved and thus ensuring that there are “experts” available for specific advice and service development. This range of staff must however address the local needs and the particular service. 

To provide some guidance in developing this workforce the list below offers some suggestions of the types of competence which may be required and some of the existing workforce who may take up elements of it. It would not be expected that one member of staff would have the complete range of skills. 

Therapy – practitioners who are experienced and formally trained in at least one major school of psychological therapy e.g. CBT, short-term focal psychodynamic therapy, systemic family therapy, etc . For some services it will be important that practitioners with advanced therapeutic skills for specialised and complex problems (e.g. bipolar disorders, eating disorders, personality disorders and psychoses)  will either be working within the service or that there is clear sign posting to these therapies within secondary care. It will be important that CBT is available to people experiencing anxiety and depression as a priority.
Evidence-based therapy - There is good evidence for the general efficacy of psychological therapies. However, there is more comprehensive evidence for some forms of therapy - especially CBT than is the case for other approaches. This does not mean that other forms of therapy are ineffective: there is good reason to believe that as more evidence is collected (both through research and in routine practice) other approaches will be able to demonstrate their value. Restricting services such that they only offer CBT would not be appropriate, and would not be consistent with NICE guidance.

A second point is that it is not enough for a practitioner to claim that their work is effective just because they are using an evidence-based therapy. Applying a therapy poorly is likely to make it less effective. For this reason the most convincing form of evidence is evidence of the benefits of actual practice; practitioners should routinely collect data on the effectiveness of their interventions. This observation applies as much to CBT as it does to any other form of therapy.

Clinical Supervision and case management – trained and experienced therapists who have had specific development in implementing clinical supervision and case management

Clinical leadership and management – More senior and experienced psychological therapists will also be engaged with education and training, clinical leadership and service development, audit and governance and R&D activities. In addition, management, HR and budget management functions may also have to be covered.

Social inclusion, recovery models, and cultural sensitivity and equality – it will be important that champions are identified from within the team to support such approaches.
All of the above skills could be drawn from clinical psychology, psychotherapists in specific fields, counsellors, nurse therapists and other trained staff.

Return and Retain Work or Employment - experienced / trained in this specific area of work and employment.

These skills could be drawn from Occupational Therapists with experience in this field or skilled workers in this area 

Medicines Management – specific training in relating to pharmaceutical interventions 

These skills could be drawn from GPWsI, trained nurses

These diverse skills are summarised in the following figure:
Areas of competences required for a safe and effective psychological therapies service.

[image: image1]


Summary

Both commissioners and providers of psychological therapy services need to agree on the skill mix and diversity of psychological therapy required in order to deliver the service. This will depend upon local need and demand but also how local services are configured across the primary and secondary care interface.  We suggest that the resources required are estimated through using the Workforce Capacity Tool and the numbers of high and low intensity therapists identified are then taken as a starting point for discussion around skill mix and the types of therapists to be employed. It will be important that consideration is given to how various care pathways and packages for mental health problems are each individually resourced and the skills and competencies of specific staff to support these specific pathways are identified.

In order to achieve effective and safe services employers require guidance as to whom and with what types of training they should employ. Unfortunately, as we have already discussed the provision and duration of psychological therapy training courses is vary variable ranging from a couple of days through to several years of specialised training leading to either masters or doctoral level qualifications. In addition, in the absence of statutory regulation within this area there are no agreed minimum standards of practice common to all professional groups engaged in delivering or training psychological therapies. Nevertheless, there is some convergence between the main organisations (BACP, BABCP, BPS, RCPsych & UKCP) and we have attached an annex which provides information on how details of the accreditation requirements of these bodies may be accessed. Again this is an area where a local and experienced psychological therapist or “Psychological Therapies Champion” might advise both commissioners and providers of services of existing standards of safe practice and clinical governance of these staff. This may be even more important when services are working in partnership with the third or voluntary sector whereby therapists, although trained to a high standard may not be professionally aligned. Indeed, the DH 2004 Report on “Organising and delivering psychological therapy services”    www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4086100 recommended the establishment of Directors of Psychological Therapies who would be able to influence trust policy and procedures at Board level. As a result of New Ways of Working for Applied psychology, the BPS and CSIP have jointly published a good practice guide about the contribution that applied psychologists can make to IAPT www.newwaysofworking.org.uk  and this document has useful guidance many aspects of service redesign and implementation within psychological therapy services.  

Appendix 5
THE FORM IS IN 3 PARTS 

A – For ALL staff to complete Questions 1-11

B – For those who have completed a formal psychological therapy or professional training or are accredited to a psychological professional body this will include applied psychologists, psychotherapist, CBT therapists, counsellors, nurses etc. Questions 12- 18 
C – For those people who do not have a formal professional or psychological therapy training e.g. PCMHWs, Case managers, Psychology Assistants Questions 19 – 25

PART A – ALL staff to complete - Personal Details 

1. What is your gender? Please tick ( the appropriate box.

 Female     (                  Male    (  
2. Please tick (the box which best represents your age 
20- 29
(
30- 39
(
40-49
(
50-59
(
60+  (


3. Please describe your nationality 
English
(
Scottish
 (
Welsh
(
Irish
(
British
(
Other
(

If other please describe your national identity here ……………………………………………………………………………………

4. What is your ethnic group – choose ONE section from A to F, then tick ( the appropriate box to indicate your ethnic group.
A White

British
(
European Union
(
East European (non EU)
(


Other white, please write in

(
……………………………………………………………………………………..
B Mixed

White and Black Caribbean
(
White and Black African
(
White and Asian
(
Black & Chinese or SE Asian
( 
White & Chinese or SE Asian
( 

Other Mixed background, please write in


(…………………………………………………………….
C Asian or Asian British

Indian
(
Pakistani
(
Bangladeshi
(
African Asian
( 


Tamil
( 
Kashmiri 
( 
Sri Lankan
(
Caribbean Asian
( 



Other Asian background, please write in

(
……………………………………………………………….
D Black or Black British
Caribbean
(
Somali
( 
Nigerian
(
Other African
( 

Other Black background, please write in

(
……………………………………………………………….
E Chinese or other ethnic group

Chinese
(
Vietnamese
(
Japanese
(
Filipino
( 

Malaysian( 
Other SE Asian please write in 
(
……………………………………………………………….
Any other background, please write in


(
……………………………………………………………….
F I do not wish to state my ethnic group
(

Part A (cont. )– ALL staff to complete - Employment Details 

5. How long (including years in training) have you been working with people experiencing problems relating to mental health? 
…….. Years ………. Months
6. What is your current job title? Please tick ( one box 

Case manager
(  
Care Manager 
(  
Clinical Psychologist 
(
Counsellor
(  
Community Mental Health Nurse 

(   
Counselling Psychologist 
(             CBT Therapist 
(
 Employment support worker


(    
Forensic Psychologist
(  
G.P 

(   
Primary Care Mental Health Worker

(   
Nurse Therapist 

(   
Psychiatrist 
( Psychotherapist



(   
Therapist 

( 
Graduate worker
(  Pathways to work worker


(   
Other 
(  Please provide job title …………………………………….


7. Agenda for Change band (if known and relevant)    …………………………      

8. How long have you been in your current post       …………..years   ……………  months 
9. Are you currently working in this project 

Full time 
(
Part Time      (          (if so how many hours ?) ……………………………….

10. Which Type of Location do you work in Tick ( as many as appropriate 
Inpatient
 (

Community 
(
Psychological Services 
(


Primary Care 
(
Voluntary Sector 
(
Other ( (Please state)………………………….


11. Which Site are you working in. Please tick (
Doncaster Demonstration Site
 (
Newham Demonstration Site 

(
Pathfinder Site


 (           Please name ……………………………………………………………………

Regional Development Centre Test Site (
Please name …………………………………………………………………….

Other
 


 (
Please name..…………………………………………………………………..


If you have a formal psychological therapy please continue with Part B  Questions 12  to 19 

For other staff please move to Part C questions 20  – 26 (Page 5 )


PART B  - To be completed by those who  have completed a formal psychological therapy or professional training or are accredited to a psychological professional body this will include applied psychologists, psychotherapist, CBT therapists, counsellors, nurses etc. Questions 12- 18 

12. Please tick the box  ( which best describes your current Occupational group 

Art Psychotherapies
(
Counselling  

(  
CBT Therapist   

(


Medicine                 

(     
Nursing         

(    
Occupational therapy
(   


                 Physiotherapy            
(
Psychology 

(           Psychotherapy 

(


 Social work

(    
Other (please specify) 
(   ………………………………………


13. In what year did you obtain your qualification?   …………………………

14. From the list below please chose the type of psychological intervention which you most often use tick(one
Low intensity CBT
based Treatments (e.g. guided self help)(
High Intensity CBT  ( e.g. formal 1to 1 therapy) 
(      

Counselling 

(
Cognitive Analytical (
Creative (Arts)
(
Eye Movement Desensitization and Reprocessing (EMDR)
(
Integrative
(
Interpersonal 
(


Person Centred 

(
Psychodynamic 
(
Solution Focused
(
Systemic

(
Supportive Psychotherapy 
(
None 

(
Other 


(
Please specify …………………………………………………………………………………

15. Referring to the choice you have made in question 14 please specify how you have developed your skills.  If you are currently training also complete in relation to this way of working. (Tick (as many as apply) 
Skills Achieved  
Currently in                 training  

a) No formal training – experience acquired through work 
 
(

      N/A
b) Have developed my expertise as part of working with supervision  
(

       (

c) Short  workshop e.g. 2-3 days 



(

       (
d) Course to the level of 
               



Certificate 

(

       (
Diploma 


(

       (
Undergraduate Degree 
(

       (
Postgraduate Degree
(

       (
Please specify level 
……………………………………………

e) I am accredited in this therapy with a body within UKCP 

(

       (
f) I am accredited in this therapy  with BABCP


(    

       (
g) I am accredited in this therapy with BACP 


(

       (
h) Please write in here the name(s) of any other organisation(s) with which you are accredited as a therapist ………………………………………………………………………………………………………………..

16. Referring to the choice you have made in question 14 please specify the supervision you currently receive for the psychological intervention which you most often use. 

Please tick (the boxes to indicate the type, frequency and name your supervisor. 
	Type of supervision
	Frequency
	Name of Supervisor

	
	Weekly
	Fortnightly
	Once a month
	Less than once a month
	

	Peer supervision 1:1 
	
	
	
	
	

	Peer supervision in a group 
	
	
	
	
	

	Expert supervision 1:1 
	
	
	
	
	

	Expert supervision in a group 
	
	
	
	
	

	Case Management supervision 1 to 1 
	
	
	
	
	

	Case Management supervision in a group 
	
	
	
	
	

	No supervision  
	
	
	
	
	


17. Do you provide supervision (Please tick ( the box)

No 
(
Yes 
(
If yes to how many people 

………………………

How many total sessions per week 
………………………

What training have you had so that you can provide supervision? Please specify 

…………………………………………………………………………………………………………………..

……………………………………………………………………………………………………………………                



18. Is there any other information you think may be useful for us to know? 

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


This is now the end of the questionnaire Thank you for completing it and please return to …………………………….

……………………………..

………………………………

………………………………
PART C  - To be completed by those who do not have a formal professional or psychological therapy e.g. PCMHW, Case Manager, Psychology Assistant Questions 19 – 25 
19. Do you consider yourself as having received training in any psychological therapy  Yes / No 
If yes please list which therapies and date of qualification 

Therapy 


Date 


Details of training e.g. half day in service 

…………………………               …………………

………………………………………………


…………………………               …………………

………………………………………………

…………………………               …………………

………………………………………………
  

…………………………               …………………

………………………………………………


20.  Are you currently undertaking any training which includes psychological therapies  No  
(
Yes 
(
If yes please state 

                   Type of training                         Date commenced                               Date Due to complete 

 ……………………                     …………………….                               ………………………                    ……………………..                    ……………………….                            ………………………


21. From the list below please chose the type of psychological intervention which you most often use tick(one
Low intensity CBT
based Treatments (e.g. guided self help)(
High Intensity CBT  ( e.g. formal 1to 1 therapy) 
(      

Counselling 

(
Cognitive Analytical (
Creative (Arts)
(
Eye Movement Desensitization and Reprocessing (EMDR)
(
Integrative
(
Interpersonal 
(


Person Centred 

(
Psychodynamic 
(
Solution Focused
(
Systemic

(
Supportive Psychotherapy 
(
None 

(
Other 


(
Please specify …………………………………………………………………………………
                
22. Please indicate how you have developed your expertise for the intervention named above (tick all that apply ) 
No Formal training - experience acquired through work




(

Have developed my expertise as part of working with supervision 



(
Have been on a short workshop e.g. 2-3 days 





(

Other – please specify ……………………………………………………………………..
(


	Type of supervision
	Frequency
	Name of Supervisor

	
	Weekly
	Fortnightly
	Once a month
	Less than once a month
	

	Peer supervision 1:1 
	
	
	
	
	

	Peer supervision in a group 
	
	
	
	
	

	Expert supervision 1:1 
	
	
	
	
	

	Expert supervision in a group 
	
	
	
	
	

	Case Management supervision 1 to 1 
	
	
	
	
	

	Case Management supervision in a group 
	
	
	
	
	

	No supervision  
	
	
	
	
	


23. Referring to the choice you have made in question 21 please specify the supervision you currently receive for the psychological intervention which you most often use. 

Please tick (the boxes to indicate the type, frequency and name your supervisor. 
24. Do you provide supervision (Please tick ( the box)

No 
(
Yes 
(
If yes to how many people 

………………………

How many total sessions per week 
………………………

What training have you had so that you can provide supervision? Please specify 

…………………………………………………………………………………………………………………..

……………………………………………………………………………………………………………………

25. Is there any other information you think may be useful for us to know? 

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


This is now the end of the questionnaire Thank you for completing it and please return to …………………………….

……………………………..

………………………………

………………………………
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The competences required to deliver effective

Cognitive and Behavioural Therapy (CBT)

for people with depression and with anxiety disorders

Executive summary

The report begins by briefly describing the Improving Access to Psychological Therapy (IAPT) programme, which forms the background to this work. It outlines the organisation of services into ‘low intensity’ and high-intensity’ interventions, and discusses the requirement of the IAPT programme for a description of the competences of the practitioners who contribute to it. 

It briefly describes an evidence-based method for identifying competences, and presents a competence model for CBT. This organises the competences into five domains:

Generic competences - used in all psychological therapies

Basic Behavioural and Cognitive Therapy competences - used in both low and high intensity interventions

Specific Behavioural and Cognitive Therapy techniques - the core technical interventions employed in most forms of CBT

Problem-Specific competences - the packages of CBT interventions for specific low- and high-intensity interventions

Meta-competences – overarching, higher-order competences which practitioners need to use to guide the implementation of any intervention

The report then describes and comments on the type of competences found in each domain, and presents a ‘map’ which shows how all the competences fit together and inter-relate. 

Finally the report comments on issues which are relevant to the implementation of the competence framework, and considers some of the organisational issues around its application. 

How to use this report

This report describes the model of CBT competences, and indicates the various areas of activity that, taken together, represent good clinical practice. The report does not include the detailed descriptions of the competences associated with each of these activities. 

These can be downloaded from the website of the Centre for Outcomes, Research and Effectiveness (CORE) (www.ucl.ac.uk/CORE). They are available as pdf files, accessed directly or by navigating the map of competences (as represented by Figure 2 in this report).

Background

The Improving Access to Psychological Therapies (IAPT) programme: This work formed part of the IAPT programme, which was launched in May 2007
 (Department of Health, 2007, Turpin, Hope, Duffy, Seward and Fossey (in press)). This programme focuses on delivering psychological therapy for adults with common mental health problems, with a particular emphasis on depression and anxiety disorders
. While there is no intent to exclude other therapies, Cognitive and Behaviour Therapies (CBT) would usually be the preferred mode of treatment, because CBT has the most substantial evidence base supporting its effectiveness in the treatment of depression and anxiety (e.g. NICE, 2004a, 2004b, 2005a, 2005b), and in the area of anxiety disorders there is good evidence for the benefits of CBT over other psychological therapies (Roth and Fonagy, 2005).  

Low and high intensity interventions: The IAPT programme is premised on a stepped-care model of service delivery, in line with NICE guidance (e.g. NICE 2004b). Stepped care can be implemented in slightly different ways – either offering clients the least intrusive, most effective intervention first, or offering the lowest intensity, highest capacity effective interventions first (the difference lying in the degree to which all or only some clients pass through the low-intensity phase). However configured, because the most effective intervention will not be the same for all clients, in practice this means that some will receive “low intensity” and others “high intensity” interventions. In this context “high intensity” denotes a formal psychological therapy delivered by a relatively specialist psychological therapist. Low intensity interventions are very varied, including (for example) guided self-help delivered through books and leaflets, structured exercise, computerised forms of CBT, or brief interventions which retain a sense of self-help, albeit in the context of meetings with a relevantly-trained individual (for example, behavioural activation in depression). 

There is a risk that low intensity interventions are thought of only as a partial version of the ‘proper’ treatment, with the implication that clients are deprived of their entitlement to a full intervention package. In fact it is clear that some clients respond to relatively circumscribed interventions, and for these responders treatment duration and intensity is clearly matched to need. On this basis it makes no sense to describe their therapy as partial, and from this perspective it is helpful to see low intensity interventions as treatments in their own right, and not as substitutes for ‘the real thing’. 

Why the IAPT programme needs to identify competences: Because the IAPT programme involves delivering low and high intensity CBT to a good and coherent standard, it requires competent practitioners who are able to offer effective interventions. Identifying individuals with the right skills is important, but this is not straightforward. Within the NHS a wide range of professionals deliver psychological therapies, but there is no single profession of ‘psychological therapist’. Most practitioners have a primary professional qualification, but the extent of training in psychological therapy in general, and CBT in particular, varies between professions, as does the extent to which individuals have acquired additional post-qualification training. This makes it important to take a different starting point, identifying what competencies are needed to deliver good quality CBT, rather than simply relying on job titles to indicate proficiency. 

National Occupational Standards (NOS):  The work undertaken in this report needs to be seen in the context of the development of National Occupational Standards (NOS), which apply to all staff working in health and social care. There are a number of NOSs which describe standards relevant to mental health workers, downloadable at the Skills for Health website (www.skillsforhealth.org.uk), and the work described in this report will be used to inform the development of standards for psychological therapies.

How the competences were identified

Identifying competences by looking at the evidence of what works
:  This project began by identifying those therapeutic approaches with the strongest claims for evidence of efficacy, based on the outcome of therapies in clinical controlled trials. 

Almost invariably the therapy delivered in these trials is based on a manual which describes the treatment model and associated treatment techniques. In this sense the manual represents best practice for the fully competent therapist – the things that a therapist should be doing in order to demonstrate adherence to the model and to achieve the best outcomes for the client. Because research trials monitor therapist performance (by inspecting audio or video recordings) we know that therapists adhered to the manual. This makes it possible to be reasonably confident that if the procedures set out on the manual are followed there should be better outcomes for clients. 

Once the decision is taken to focus on the evidence base of clinical trials and their associated manuals, the procedure for identifying competences falls out logically. The first step is to review the psychological therapy outcome literature, which identifies effective therapeutic approaches. Secondly, the manuals associated with these successful approaches are identified. Finally the manuals are examined in order to extract and to collate therapist competences
.  A major advantage of this approach is that by using the evidence base to narrow the focus it sets clear limits on debates about what competences should or should not be included. 

CBT has a strong research tradition, and evidence for its efficacy rests on a substantial number of trials demonstrating the efficacy of specific packages of treatment. This means that we can be reasonably confident about which of a variety of approaches represent the best exemplars of effective therapy.  

Oversight and peer-review: The work described in this project was overseen by an Expert Reference Group (ERG) which comprised national experts in CBT, selected for their expertise in the development of novel CBT treatments, the evaluation of CBT in formal trials, and the development and delivery of supervision and training models in CBT. In addition, each of the competence lists for specific interventions (both high and low intensity) were sent to the developers of the therapy described in the manual. Given that these competence lists are intended to capture the procedures outlined by these individuals, it is reasonable to expect that their scrutiny will be especially vigilant. This process of open peer-review ensured that the competence lists were subject to a very high level of scrutiny. 

The competence model for CBT
Organising the competence lists

Competence lists need to be of practical use. To achieve this they need to be structured in a way which reflects the practice they describe, be set out in a structure that is both understandable (in other words, is easily grasped) and be valid (recognisable to practitioners as something which accurately represents the approach, both as a theoretical model and in terms of its clinical application). 

Figure 1 shows the way in which competences have been organised into five domains:  the components are as follows:  See figure 1.
Generic Competences
Generic competences are those employed in any psychological therapy, reflecting the fact that all psychological therapies, including CBT, share some common features. For example therapists using any accepted theoretical model would be expected to demonstrate an ability to build a trusting relationship with their clients, relating to them in a manner which is warm, encouraging and accepting. Without building a good therapist-client relationship, technical interventions are unlikely to succeed, Often referred to as ‘common factors’ in therapy, it is important that the competences in this domain are not overlooked or treated as an afterthought.. 
Basic Behavioural and Cognitive Therapy competences

Basic competences establish the structure for both low and high-intensity CBT interventions, and form the context and structure for the implementation of a range of specific behavioural and cognitive therapy techniques.. For example, CBT therapy sessions follow an agenda explicitly negotiated and agreed between therapist and client, something that will not happen unless the therapist introduces this idea and follows it through. Another example would be the use of “practice assignments” or “homework” tasks, in which (broadly speaking) therapist and client agree on activities which allow the client to test-out ideas discussed during sessions. Again, this depends on therapist facilitation, which involves working with the client to identify appropriate homework tasks and negotiating with them to ensure that these seem relevant and manageable. 

Distinguishing ‘Basic Behavioural and Cognitive Therapy competences” from “Specific Behavioural and Cognitive Therapy techniques” There is a fine line between these domains. The distinction between the two is as much pragmatic as conceptual, and is intended to improve the legibility and utility of the model. Essentially “Basic competences” are employed in both low and in high intensity interventions, while (at least in the form described here) most of those which come under the domain of specific techniques are more usually associated with high-intensity interventions. 

Specific Behavioural and Cognitive Therapy techniques
These are the core technical interventions employed in most CBT applications – the set of commonly applied techniques found to a lesser or greater extent in most forms of CBT. Examples would be using exposure techniques, eliciting and working with problematic behaviours, or using Socratic questioning to help clients identify and appraise their cognitions. 

Problem-Specific competences

Competence lists in this domain represent the “package” of CBT interventions for specific disorders, as described in treatment manuals. They are the sets of specific procedures for which there is evidence of benefit for particular problem presentations.

 Metacompetences

A common observation is that carrying out a skilled task requires the person to be aware 

of why and when to do something (and just as important, when not to do it!). This is a critical skill which needs to be recognised in any competence model. Reducing psychological therapy to a series of rote operations would make little sense, because competent practitioners need to be able to implement higher-order links between theory and practice in order to plan and where necessary to adapt therapy to the needs of individual clients. These are referred to as metacompetences in this framework: the procedures used by therapists to guide practice, and operate across all levels of the model. These competences are more abstract than those in other domains because they usually reflect the intentions of the therapist. These can be difficult to observe directly but can be inferred from their actions, and may form an important part of discussions in supervision.  

Although there is a sense that these are higher-order competences, it is important that these are not seen as the exclusive preserve of high-intensity interventions. For example, metacompetences which focus on the ability to implement models in a manner that is flexible and tailored to the needs of the individual client would be employed in both high- and low-level interventions. 

Specifying the competences needed to deliver CBT

Integrating knowledge, skills and attitudes

A competent clinician brings together knowledge, skills and attitudes. It is this combination which defines competence; without the ability to integrate these areas practice is likely to be poor.  

Clinicians need background knowledge relevant to their practice, but it is the ability to draw on and apply this knowledge in clinical situations that marks out competence. Knowledge helps the practitioner understand the rationale for applying their skills, to think not just about how to implement their skills, but also why they are implementing them. It is worth remembering that the various technique used in CBT are not ends in themselves, but are a means to an end. For example, helping clients to self-monitor their behaviours and cognitions helps them to act as their own therapist by giving them an opportunity to test out and appraise their ideas. For many clients this experience enhances their sense of mastery, and so help improve their morale and increase their active engagement in the therapy. This means that self-monitoring actually has a variety of functions, and if therapists understand this they are more likely to see its intrinsic value, and hence make consistent use of it. If they perceive it simply as one of a number of a ‘tasks’ it may well fall off their agenda, and they will be less likely to ask clients to undertake it, or fail to ask clients to review any of the self-monitoring they have been doing. 

Beyond knowledge and skills, the therapist’s attitude and stance to therapy is also critical – not just their attitude to the relationship with the client, but also to the organisation in which therapy is offered, and the many cultural contexts within which the organisation is located (which includes a professional and ethical context, as well as a societal one). All of these need to be held in mind by the therapist, since all have bearing on the capacity to deliver a therapy that is ethical, conforms to professional standards, and which is appropriately adapted to the client’s needs and cultural contexts.  

The map of CBT competences

Using the map

The map of CBT competences is shown in Figure 2.  It organises the competences into the five domains outlined above and shows the different activities which, taken together, constitute each domain. Each activity is made up of a set of specific competences. The details of these competences are not included in this report; they can be downloaded from the website of the Centre for Outcomes, Research and Effectiveness (CORE) (www.ucl.ac.uk/CORE).

The map shows the ways in which the activities fit together and need to be ‘assembled’ in order for practice to be proficient. A commentary on these competences follows.  See figure 2.
Generic therapeutic competences

Knowledge: Knowledge of mental health problems, of professional and ethical guidelines and of the model of therapy being employed forms a basic underpinning to any intervention, not just to CBT.  Being able to draw on and apply this knowledge is critical to effective therapy. 

The ability to operate within professional and ethical guidelines encompasses a large set of competences, many of which have already been identified and published elsewhere (for example, profession-specific standards, or national standards (such as the Shared Capabilities (Hope, 2004)) and the suites of National Occupational Standards relevant to mental health (available on the Skills for Health website (www.skillsforhealth.org.uk)). Embedded in these frameworks is the notion of “cultural competence”, or the ability to work with individuals from a diverse range of backgrounds, a skill which is important to highlight because it can directly influence the perceived relevance (and hence the likely efficacy) of an intervention. 

Building a therapeutic alliance: The next set of competences is concerned with the capacity to build and to maintain a therapeutic relationship. Successfully engaging the client and building a positive therapeutic alliance is associated with better outcomes across all therapies. Just as important is the capacity to manage the end of treatment; which can be a difficult time for clients and for therapists. Because disengaging from therapy is often as significant as engaging with it, this process is an integral part of the ‘management’ of the therapeutic relationship.

Assessment: The ability to make a generic assessment is crucial if the therapist is to begin understanding the difficulties which concern the client. This is a different activity to the focussed assessment described in the problem-specific competence lists. In contrast a generic assessment is intended to gain an overview of the client’s history, their perspectives, their needs and their resources, their motivation for a psychological intervention and (based on the foregoing) a discussion of treatment options. 

Assessment also includes an appraisal of any risk to the client or to others. This can be a challenging task, especially if the person undertaking the assessment is a junior or relatively inexperienced member of staff. Bearing this in mind, the ability for workers to know the limits of their competence and when to make use of support and supervision, will be crucial. 

Supervision: Making use of supervision is a generic skill which is pertinent to all practitioners at all levels of seniority, because clinical work is demanding and usually requires complex decision making. Supervision allows practitioners to keep their work on track, and to maintain good practice. Being an effective supervisee is an active process, requiring a capacity to be reflective and open to criticism, willing to learn and willing to consider (and remedy) any gaps in competence which supervision reveals. 

Implementing CBT using a collaborative approach

Activities in all domains of CBT competence need to be carried out in the context of an over-arching competence: the ability to implement the CBT approach in a collaborative manner which stresses the shared responsibility of therapist and client and which takes a collegial approach to therapy. Collaboration implies that therapist and client should be working together as a team, in an environment structured so as to help clients to learn more about themselves, for themselves. Many of the activities which take place in CBT interventions mirror this sense of collaboration and shared responsibility - for example establishing a mutually agreed agenda at the start of each session, or the active engagement of clients in therapy tasks such as self-monitoring thoughts and behaviours, or developing ways of testing-out their ideas and observations through practice assignments. 

The extent to which collaboration is genuinely integrated into the therapy is partly determined by the therapist’s attitudes. They need to maintain a consistent sense of the value of this mode of operating, as well as an explicit sense of curiosity, trying not to make assumptions that they understand the client’s construction of their problems without this first being elaborated by the client themselves.

The structured nature of CBT is often misunderstood, with therapy seen as a series of techniques delivered in a didactic manner by a directive therapist who (in effect) tells the client that their way of thinking is ‘wrong’ and shows them how to think in a more constructive manner. This caricature is common but unhelpful on at least two counts. If CBT were to be implemented in this way it unlikely that enduring change will result. And as should be clear from this report, it would not really be CBT. 

Basic CBT competences

This domain contains a range of activities which are basic in the sense of being fundamental areas of skill; they represent practices that underpin any CBT intervention. 

Knowledge: Three areas of basic knowledge are relevant to the application of all forms of behavioural and cognitive therapies:  the basic principles of behavioural and cognitive behavioural therapy, the common cognitive biases relevant to cognitive therapy, and the role of safety behaviours. 

Explaining the rationale for CBT:  Clients need to understand the rationale for CBT in order to begin actively engaging with the intervention. As a basic competence explaining the rationale to clients is often a matter of orienting them to important features of the model, since all the problem-specific intervention packages include procedures for helping the client understand the rationale for the particular approach being taken. 

Structuring sessions: The ability to structure sessions is fundamental to the practice of CBT. In the map this is represented through a set of overlapping, but distinct, activities. A fundamental characteristic of this structuring is that therapists need to ensure that they work in a way which ensures that there is a sharing of responsibility for the session and the work. This reflects the underlying philosophy of CBT, which assumes that clients need to become active participants in their therapy if they are to receive benefit from it. Because it cannot be assumed that this will happen naturally, it is helpful for therapists to make this aspect of the intervention explicit from the outset. All the other activities associated with structuring the session – setting the agenda, planning and reviewing homework, and using summaries and feedback – are assumed to be enacted in the context of sharing responsibility
. 

The first two refer to agenda setting, firstly in relation to the therapy as a whole, and secondly for each session. Next is the ability both to plan and to review ‘practice assignments’, or ‘homework’.  As discussed in the later sections of this report, these are actually two activities; there is evidence that reviewing homework makes it more likely that clients will carry it out, and also that many therapists set homework but fail to review it  (Roth and Pilling, in preparation). Since carrying out homework is associated with better outcomes, there is obvious value in distinguishing setting homework from the process of its review. The next header focuses on the use of summaries and two-way feedback to structure the session, using careful listening and observation to give feedback to the client about how the therapist understands the client, and eliciting feedback from the client to help the therapist appraise their understanding of the issues under discussion. Along with periodic explicit ‘capsule’ summaries, this process makes an important contribution to the structure of the session. 

Using measures and self-report records:  Although there is considerable value in client’s “informal” reports regarding their problems and any changes they have noticed, it is usual for CBT therapists to make use of systematic ways of recording these factors by using measures or questionnaires, or self-report records. These are somewhat distinct sources of information, because measures usually capture phenomena which are common in individuals with a particular problem, whereas self-report records are a way of helping client to elaborate their own idiosyncratic concerns. Nonetheless, both help to anchor therapy by making use of in information which is current and (broadly speaking) objective 

Developing hypotheses about a maintenance cycle: It is helpful to conceptualise how the client’s thoughts, physical symptoms, behaviours and emotions interact to maintain the client’s problems, and to share this with the client. This is not a matter of telling the client about the maintenance cycle, but of sharing initial hypotheses with them and using their feedback to arrive at a jointly-constructed understanding of their problems. This can be used to guide treatment planning and hence to provide a framework which helps the client to begin resolving their difficulties. 

Problem solving: This is a procedure for helping clients to develop, appraise and implement solutions to a specific difficulty, but as importantly helps them to learn a procedure which can be applied to many difficulties which confront them. The utility of problem-solving is clear, and though it has been applied as a stand-alone therapeutic procedure (Mynors-Wallis et al. 2000) it is commonly used as one of a number of strategies in many interventions.  

Ending therapy: Finishing therapy in a planned manner is important not only because clients (and often therapists) may have strong feelings about ending, but also because this allows for discussion of how the client will manage on their own. This process is aided by ensuring that the likely schedule for sessions is signalled from the outset, and ensuring that there is explicit discussion towards the end of therapy that is oriented to thinking about the maintenance of gains. This usually includes a review of progress and of any concerns that the client has about how they will manage after therapy ends, connecting this to a discussion of what the client has learned and thinking about how this can be applied in the face of future challenges, such as risk of relapse. 

Specific behavioural and cognitive therapy techniques
This domain includes the main therapeutic behavioural and cognitive techniques and strategies usually employed by CBT therapists. Not all of these would be employed for any one individual, and different sets of techniques would be deployed for different problems. 

The main behavioural techniques in this domain are exposure, applied relaxation and tension, and activity monitoring and scheduling. The remaining procedures represent central activities in cognitive therapy. 

Guided discovery and Socratic questioning: A fundamental technique is the use of guided discovery. Technically this involves the use of Socratic questioning, through which the therapist facilitates the client’s exploration of their thoughts, images, beliefs and feelings. Guided discovery should mean just that - although the therapist acts as a guide, the intent is for the for the client to take a leading role and for discoveries to be jointly constructed,  This means that – however tempting- therapists need to be wary of attempting to lead clients towards a preconceived idea, because this may or may not fit with the client’s actual perception of events.. 

Specific cognitive techniques: Using “guided discovery” clients are helped to identify relevant cognitions, automatic thoughts, assumptions, and beliefs, a process which broadly follows this temporal sequence across a number of sessions, largely because this sequence also describes a deepening of content and understanding. Cognitive therapists increasingly work with imagery as well as cognitions; although this activity is usually integrated into the areas described above it makes sense to identify them separately. 

Thought records are a specific form of self-monitoring, are both a starting point and subsequently an underpinning to much of the work of cognitive therapy. They help clients to identify and subsequently to appraise behaviours, thoughts (and often images) that are relevant to their difficulties. This process of self-monitoring, and the integration of self-monitoring into the therapy process, is important. Not only does it provide some of the “raw data” for the intervention; it also helps the client to learn skills which enhance their capacity to understand themselves better, and to cope by themselves.  

All these techniques involve discussion within the therapy session, but it is usually important that they are brought alive through the use of “behavioural experiments”. These are assignments which help the client test-out the validity of their cognitions and beliefs. Carrying out the assignment also helps them to become more aware of the way in which they perceive and react to events and to those around them, further contributing to the process of self-understanding. Although behavioural experiments can be carried out in the session, they are particularly helpful when carried out in the client’s everyday life; on this basis they are a core activity in CBT, and make fundamental contribution to the process of change.

Understanding the way the client sees the world, reaching a formulation and developing a treatment plan: Therapists need to experience something close to an immediate appreciation of the client’s own thoughts, feelings and beliefs, and in this way be able to grasp the client’s perspective as a gestalt, rather than as a series of separate elements. This sense of immediacy enables the therapist to be responsive and fully engaged with the client. 

Closely linked to this facility is the capacity to derive a formulation which accounts for the development and maintenance of the client’s problems, and which helps to create a framework for the application of specific therapy techniques. A formulation helps to bridge theory and practice, and helps ensure that therapy is mapped to the needs of the individual client. Because it is usually shared with the client it gives them a chance to conceptualise their own difficulties, and a chance to appraise the degree of fit between the formulation and their own experiences. If the formulation does not feel right to the client it can be discussed and, if appropriate, revised. This process is important because there is usually a close link between the treatment plan and the formulation; if it makes sense to the client they are more likely to be engaged with therapy. 

Problem specific competences

This domain contains competence lists for the exemplar interventions for the anxiety disorders (Specific Phobia, Social Phobia, Panic Disorder, Obsessional Compulsive Disorder, Generalised Anxiety Disorder, and Post Traumatic Stress Disorder) and for high- and low intensity CBT interventions for Depression.   

The lists in this domain are intended to read as a coherent description of the critical elements of (and pathways through) each intervention. Working through the list should identify the elements which, taken together, constitute the treatment “package” and hence best practice. By intent the problem-specific lists include some repetition of basic or specific CBT competences, partly because this makes them easier to digest, and partly because some interventions modify standard CBT techniques in order to apply them to a particular disorder. Nonetheless, it should be clear that the effective delivery of problem-specific interventions will always rest on a range of generic, basic, specific and meta-competences.

In a number of instances there are competence lists for more than one approach to a disorder. This reflects the fact that within CBT there can be differences in the way a disorder is conceptualised, and hence in the emphasis placed on different aspects of intervention. As there is strong evidence for the effectiveness of all the approaches listed in this domain, it is for the therapist (perhaps in conjunction with the client), to decide which intervention to select.  

Low and high intensity interventions:  Two low-intensity interventions for depression are described – behavioural activation and guided CBT self-help. There are no descriptions of low intensity interventions for anxiety disorders because the programmes which employ guided (as opposed to ‘pure’) self-help for anxiety are less well developed and as a consequence there is less evidence for their benefit.

Metacompetences
Therapy cannot be delivered in a ‘cook-book’ manner; by analogy, following a recipe is helpful, but it doesn’t necessarily make for a good cook.  This domain describes some of the procedural rules (e.g. Bennett-Levy, 2005) which enable therapists to implement therapy in a coherent and informed manner, and to apply an intervention in a way which is responsive to the needs of each individual client. 

On the whole these are more abstract competences than are described elsewhere, and as a result there is less direct evidence for their importance. Nonetheless, there is clear expert consensus that metacompetences are relevant to effective practice. Most of the list has been extracted from manuals, with some based more on expert consensus
 and some on research-based evidence (for example, “an ability to maintain adherence to a therapy without inappropriate switching between modalities when minor difficulties arise”, or “an ability to implement models flexibly, balancing adherence to a model against the need to attend to any relational issues which present themselves”).
The lists are divided into two areas. Generic Metacompetences are employed in all therapies, and broadly reflect the ability to implement an intervention in a manner which is flexible and responsive. CBT-specific metacompetences apply to the implementation of CBT in a manner which is consonant with its philosophy, as well as the way in which specific techniques are applied. As is the case in other parts of the model, this division is pragmatically useful, but it is the case that many of the competences described as ‘CBT-specific’ could easily be adapted and apply to other interventions or techniques. 

Implementing the competence framework 

A number of issues are relevant to the practical application of the competence framework.
Do clinicians need to do everything specified in a competence list?  Most of the competence lists are based on manuals, which are “packages” of techniques. Some of these techniques may be critical to outcome, but others may be less relevant, or on occassions irrelevant. Based on research evidence we know that the “package” works, but we are less certain about which components actually make for change, and exactly by what process. 

It needs to be accepted that the competences which emerge from a manual could represent both “wheat and chaff”: as a set of practices they stand a good chance of achieving their purpose, but at this stage there is little empirical evidence which can be used to sift effective from potentially ineffective strategies. This means that competence lists derived from manuals may include therapeutic cul de sacs as well as critical elements. 

Does this mean that clinicians can use their judgment to decide which elements of an intervention to include and which to ignore? This would be a risky strategy, especially if this meant that major elements or aspects of an intervention were not offered – in effect clinicians would be making a conscious decision to deviate from the evidence that the package works. Equally, manuals cannot be treated as a set of rigid prescriptions, all of which have to be treated as necessary and all of which must be applied. Indeed most of our competence lists for problem-specific interventions include an important metacompetence – the ability to introduce and implement the components of a programme in a manner which is flexible and which is responsive to the issues the client raises, but which also ensures that all relevant components are included. Clearly this involves using informed clinical judgment, rather than opinion.

CBT has evolved over time, especially as research helps to identify the elements which make a difference. By way of example, until recently most anxiety management approaches placed great emphasis on training clients to use progressive relaxation. However current manuals for the treatment of panic disorder do not include relaxation training because its value has been questioned both by theory and research. This means that clinicians can implement a more focused therapy that no longer employs procedures which are now viewed as redundant. It is likely that this process of systematic adaptation will apply across the interventions described in the competence lists (though the observation that intervention packages are not tablets of stone is not a reason for adopting a “pick and mix” approach to the therapies). 

Are some competences more critical than others?  For many years researchers have tried to identify links between specific therapist actions and outcome. Broadly speaking better outcomes follow when therapists adhere to a model and deliver it competently (Roth and Pilling, in preparation), but this observation really applies to the model as a whole rather than its specific elements. 

One set of activities which do seem to be related to outcome are the aspects of CBT that set out the basic structure of the approach, Thus better outcomes seem to follow when therapists set and follow an agenda, assign and review self monitoring tasks and homework, ask clients to record their thoughts, ask for specific examples of beliefs, ask patients to report cognitions verbatim, and examine evidence concerning beliefs (DeRubeis and Feeley (1990), Feeley, DeRubeis and Gelfand (1999), Brotman, Strunk, and DeRubeis (in preparation)). 

Reflecting these findings is the observation that clients are more likely to carry out homework if therapists review it at each session (e.g. Bryant et al. 1999). Given that there is also an association between better outcome and higher levels of homework ‘compliance’, the value of this therapist behaviour is clear. Although this may not seem an especially surprising finding, it is a potent one, since the same evidence suggests that therapists often neglect to follow-up homework that they have assigned (something which is unlikely to encourage clients to carry it out). 

Despite observation such as these, there are two reasons for not highlighting some competences as being more evidence-based than others. Firstly there is only limited evidence on which to base judgments about the value of specific activities, and comment on the relative value of competences may well be premature. Secondly it may be that competences cannot be safely disaggregated in a meaningful way. For example, although reviewing homework does seem to be important, there is also some (though not strong) evidence that homework compliance is enhanced if therapists carefully check that clients understand the task being planned, and identify any problems which may arise when it is being carried out. It may be that these, along with homework review, form a set of coherent activities, all of which contribute to homework compliance, and none of which can be safely neglected. 

The impact of treatment formats on clinical effectiveness:  The competence lists in this report set out what a therapist should do, but do not comment on the way in which therapy is organised and delivered – for example, the duration of each session, how sessions are spaced (e.g. daily, weekly or fortnightly) or the usual number of sessions. However, these formats are often identified in manuals and research protocols, with the schedule constructed so as to match to clinical need and the rationale for the intervention.
For example, Foa and Rothbaum’s (1998) manual for the treatment of PTSD specifies a delivery pattern of bi-weekly 90 minute sessions. This intensity of treatment reflects the challenging nature of the debriefing process. Turning to depression, many research interventions schedule short bi-weekly sessions for the first 2 to 3 weeks of treatment. This is because severely depressed clients are likely to have poor concentration, and hence this is a more effective way of working with patients in the early stages of their treatment. In terms of duration, people with depression are usually offered around 20 sessions, while individuals with anxiety disorders usually receive slightly fewer (perhaps 12-15).  

Treatment formats in routine services do not always pay regard to the schedules used in research trials. It would be reasonable to assume that making significant changes to the format may impact on effectiveness, though there is no little direct evidence on this point. NICE clinical guidelines offer detailed advice on the mode of delivery of CBT for specific disorders and readers wishing to consider this further can consult the NICE website (www.nice.org.uk).

The contribution of training and supervision to clinical outcomes: Elkin (1999) highlighted the fact that when evidence-based therapies are ‘transported’ into routine settings, there is often considerable variation in the extent to which training and supervision are recognised as important components of successful service delivery. Roth, Pilling and Turner (in preparation)) reviewed the training and ongoing supervision associated with the delivery of therapy in the exemplar trials which contributed to this report. They found that trialists devoted considerable time to training, monitoring and supervision, and that these elements were integral to treatment delivery in clinical research studies. It seems reasonable to suppose that these elements make their contribution to headline figures for efficacy - a supposition obviously shared by the researchers themselves, given the attention they pay to building these factors into trial design.  

It may be unhelpful to see the treatment procedure alone as the evidence-based element, because this divorces technique from the support systems which help to ensure the delivery of competent and effective practice. This means that claims to be implementing an evidence-based therapy could be undermined if the training and supervision associated with trials is neglected. 

Applying the competence framework

This section sets out the various uses to which the CBT competence framework for depression and anxiety disorders can be put, and describes the methods by which these may be achieved. Where appropriate it makes suggestions for how relevant work in the area may be developed 

It is important to bear mind that the model set out here could equally well apply to other psychological therapies, and although what follows links CBT, the evidence base and service organisation, this does not imply that services should be limited to offering CBT alone.

Commissioning: The CBT framework can contribute to the effective use of health care resources by enabling commissioners to specify the appropriate levels and range of CBT for identified local needs. It could also contribute to the development of more evidence-based systems for the quality monitoring of commissioned services by setting out a framework for competences which is shared by both commissioners and providers, and which services could be expected to adhere to.

More effective commissioning can be achieved through linking commissioning to the service design issues discussed below, but will also be further supported by the use of the framework to support commissioning guidance that issued by NICE.

Service organisation – the management and development of psychological therapy services: The framework represents a set of evidence-based competences, and aims to describe best practice - the activities that individuals and teams should follow to deliver evidence-based treatments. 

Although further work is required on the utility and associated method of measurement  – they will enable:

· the identification of the key competences required by a practitioner to deliver interventions for depression or anxiety disorders

· the identification of  the range of competences that a service or team would need to meet the needs of an identified population 

· the likely training and supervision competences of those managing the service

Because the framework converts general descriptions such as ‘cognitive behaviour therapy’ into a set of concrete specifications, it can link advice regarding the implementation of therapies (as set out in NICE guidance National Service Frameworks (NSFs), Policy Implementation Guidance (PIGs), and the IAPT programme, along with other national and local policy documents) with the treatments actually delivered,. Further, this level of specification carries the promise that the interventions delivered within NHS settings will be closer in form and content to that of the research trials on which claims for efficacy rest. In this way it could help to ensure that evidence based interventions are likely to be provided in a competent and effective manner

Clinical governance: Effective monitoring of the quality of services provided is essential if clients are to be assured optimum benefit. The monitoring the quality and outcomes of psychological therapies is a key clinical governance activity; the framework will allow providers to ensure that:  

· CBT is provided at the level of competence that is most likely to bring real benefit by allowing for an objective assessment of therapist performance 

· Clinical Governance systems in Trusts meet their  requirement for service monitoring from the HCC and other similar bodies

The introduction of the CBT competence framework into clinical governance can be achieved through local implementation plans for NICE guidance and their monitoring through the local audits procedures as well as by the monitoring systems of organisations such as the Healthcare Commission.

Supervision: The CBT competence framework potentially provides a useful tool to improve the quality of supervision for psychological therapies by focusing the task of supervision on a set of competences which are known to be associated with the delivery of effective treatments. Supervision commonly has two aims – to improve outcomes for clients and to improve the performance of practitioners; the framework will support both these through:

· providing a structure by which to identify the key components of effective practice in CBT for specified disorders

· allowing for the identification and remediation of sub-optimal performance

The framework could achieve this through its integration into professional training programmes and through the specification for the requirements for supervision in both local commissioning and clinical governance programmes.

Training: Effective training is vital to ensuring increased access to well-delivered psychological therapies. The framework will support this by:

· providing a clear set of competencies which can guide and refine the structure and curriculum of training programmes (including pre and post-qualification professional trainings as well as the training offered by independent organisations)

· providing a system for the evaluation of the outcome of training programmes

Registration: The registration of psychotherapists and counsellors is a key objective for the Department of Health. Although a clear set of competences associated with the key activities of these professionals groups may well contribute to the process of establishing a register, one caution is that it represents only one aspect of a broad set of requirements for a formal registration system.  

Research: The competence framework can contribute to the field of psychological therapy research in a number of areas; these include the development and refinement of appropriate psychometric measures of therapist competence, the further exploration of the relationship between therapy process and outcome and the evaluation of training programmes and supervision systems.

Concluding comments 

This report describes a model which identifies the activities which characterise effective CBT interventions for people with anxiety and depression, and locates them in a “map” of competences. 

The work has been guided by three overarching principles. Firstly it stays close to the evidence-base, meaning that an intervention carried out in line with the competencies described in the model should be close to best practice, and therefore likely to result in better outcomes for clients. Secondly, it aims to have utility for those who use it, clustering competences in a manner which reflects the way in which interventions are actually delivered and hence facilitates their use in routine practice. Finally, the development of the CBT model was intended to be a “prototype” for developing the competencies associated with other psychological therapies, such as psychodynamic, systemic and integrative/humanistic approaches. Work on competence lists for these approaches is now under way, and should be completed by the end of 2008. 

Putting the model into practice – whether as an aid to curriculum development, training, supervision, quality monitoring, or commissioning – will test its worth, and indicate the ways in which it needs to be developed and revised. However, implementation needs to be holistic: competences tend to operate in synchrony, and the model should not be seen as a cook-book. Delivering effective therapy involves the application of parallel sets of knowledge and skills, and any temptation to reduce it to a collection of disaggregated activities should be avoided. Therapists of all persuasions need to operate using clinical judgment in combination with their technical skills, interweaving technique with a consistent regard for the relationship between themselves and their clients. 

Setting out competences in a way which clarifies the activities associated with a skilled and effective practitioner should prove useful for workers in all parts of the care system. The more stringent test is whether it results in more effective interventions and better outcomes for clients. 
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Figure 2 - The map of CBT competences for depression and anxiety disorders – see below.










Appendix 6b

Cognitive and Behavioural Therapy (CBT) 
for people with depression and with anxiety – 
What skills can service users expect their therapists to have?

(Tony Roth & Steve Pilling)
Background

Expanding access to psychological therapy - the Improving Access to Psychological Therapies (IAPT) programme: This programme was launched in May 2007. Its aim is to explore ways to make psychological therapies more widely available, especially for people who have depression or anxiety.

The National Institute for Health and Clinical Excellence (NICE) looks at the evidence for the effectiveness of treatments offered in the NHS
. One of the treatments recommended by NICE is cognitive behavioural therapy (CBT), and on the whole it is this therapy that the IAPT programme will use. 

What is cognitive and behavioural therapy (CBT)?
CBT is a psychological treatment which can help with both depression and anxiety. It is based on the idea that the way we feel is affected by our thoughts (or ‘cognitions’) and beliefs, and by how we behave. 

CBT involves helping people to see how their thoughts and behaviour relate to the way they feel, and how this might contribute to their problems. For example, people who are depressed tend to have negative thoughts (such as ‘I am a failure and no-one could like me’). As a result they might stop seeing their friends or family, or avoid doing things that they usually find pleasurable. This can make them feel even more badly about themselves, lead to more negative thoughts (for example, ‘I will never get better’), and develop into a cycle where things get worse and worse. CBT encourages people to start doing activities they enjoy. It would also help them notice how the way they tend to think about themselves is influencing their behaviour and their feelings, by exploring the way the person is thinking, and spotting whether there are alternative ways for them to look at things. In this way the person is in a position to consider the assumptions and beliefs they have about themselves, and see if these have been making life more difficult for them and contributing to their depression. 

Sometimes CBT focuses more on helping people change their behaviour. For example, someone who is anxious about being on buses or trains might start avoid travelling. In the short term this stops them having to worry about travelling, but it can lead to more and more avoidance; eventually they find themselves unable to go out at all. CBT would encourage them to start to face up to the situations that they fear, give them tips about how to cope better, and gradually give them back their confidence about travelling. 

CBT can be offered in regular face-to-face meetings with a therapist. Alternatively some people find that they benefit from a different way of learning about CBT techniques, getting support from a trained worker, but largely using books or computer programs to apply the therapy for themselves. As there is evidence that both approaches work, they will both be used in the IAPT programme.

What does therapy involve? 

Everyone’s therapy will be a bit different, but we have tried to describe some of the important things that a good therapist will do, what they will help you focus on, and what they will encourage you to do. 

Starting off

All therapists should be able to help you feel respected and comfortable. Many people find it difficult to talk about their problems with someone they do not know, and it is important that your therapist can make you feel that they are to be trusted, and can help you manage if you talk about things which upset you or which you are embarrassed about telling others about. 

Your therapist should be appropriately trained and experienced. They should give you the feeling that they know what life is like for people who have your problems and can help you to start discussing your difficulties with them. 

They should also help you to think about what treatment might be best for you – not just what other treatments and therapies might help, but also give you a realistic idea of how CBT might help you.

Getting a picture of your problems (“Assessment”)

Your therapist will talk with you about your problems. They need to get as good a picture as they can of the difficulties you have, and the impact these have on you and people close to you, and how it affects your ability to do things; for example, whether it makes it harder for you to work or to socialise with your friends. 

Although your therapist will probably ask a lot of questions, they should also make it clear that you only need to give as much information as you feel comfortable with. Many people find that as therapy gets going they are able to talk more openly, and in the early stages you shouldn’t find yourself under pressure to say more than you want. 

At the start of therapy your therapist may ask you to complete some questionnaires. These help give him or her a better idea of the sorts of problems you have (by asking about the sort of difficulties you have), as well as how badly these affect you (by asking how much each problem affects you). Your therapist should discuss the results of these questionnaires with you. They may ask you to complete the questionnaires again during therapy because this helps you and your therapist see what progress you are making. This is very useful, because not everyone makes progress at the same rate. If the questionnaires show that you are not benefiting from therapy it gives you and your therapist a chance to think about why this might be. 

Explaining how CBT might work for you

Early on your therapist should explain how CBT works, and help you to think about how it fits with your problems. Usually they will do this by helping you to think through how the model applies to you, and seeing whether the approach makes sense of the difficulties you have. Sometimes this is done by discussion; sometimes your therapist might ask you to try things out in your everyday life, to test-out how ideas about CBT work in practice. 

The main thing is that they need to help you see the ways in which ideas from CBT could be relevant to you and your problems. That doesn’t mean you need to be 100% convinced at this stage – it’s more that CBT needs to make at least some sense to you if you are going to get the best out of it. 

Sharing ideas about the intervention plan

When your therapist has enough information they will begin thinking about the intervention that will best meet your needs. This will be shared with you, and give you a broad idea of what treatment will involve. 

Length of treatment

One important part of a treatment plan is the number of sessions you can expect to have. In practice this varies quite a lot – there is no such thing as a ‘standard’ course of therapy. It will depend on the problems you have, the setting you are being seen in, and whether the plan is for you to have guided self-help (as described above) or whether you will be having face-to-face meetings with a therapist. All this means that the length of treatment is something that your therapist should discuss with you early on. 

Working together 

One of the most important features of CBT is that it involves the therapist and the client working together as a team. This means that the therapist will try to be as straightforward as possible about what they are doing, and will invite you to make an active contribution to your own therapy (for example, you should be involved in planning the various stages of the therapy). The idea is that as time goes by you will learn more about yourself, and can apply the things you are learning for yourself; hopefully by the time you leave therapy you will be able to act as your own therapist. 

You should notice that your therapist will ask about your ideas and comments fairly frequently. The idea is to make sure that you understand what you are being asked to do, that you are happy doing it, and that you are as involved in your own therapy as possible.

Structured sessions

You should notice that your therapist organises the sessions quite carefully. Usually they start each session by discussing what the ‘agenda’ for the meeting should contain. Your therapist will let you know what they want to cover, and should make sure that you are able to identify what you want to include in the session. This makes sure that there is time to cover everything that you and your therapist think needs discussing. 

Keeping written records 

Your therapist may ask you to complete forms or ‘diaries’ throughout therapy. These are written records which are designed to help you to start noticing in more detail how you think, feel and behave, and to report these back to your therapist. For example, a person who is worried about what people think of them might keep a written record of how they experienced a meeting with work colleagues – what did they do in the meeting, what sort of things did they think, and how did they feel? 

The reason for getting you to make a written record is that it gives you a chance to try to catch hold of the way you are thinking. Also, because you have to write down your thoughts at the time, it is a more accurate way of seeing how things went (without a written record it can be very hard to bring everything back to mind at the next session).

The written record is really a diary of your observations. These are an important part of the therapy. For this reason you should also expect your therapist to look at any diaries or records you write, and discuss them in each therapy session. 

“Homework” or “practice assignments”

CBT isn’t just about talking. Your therapist should work with you to find ways to put some of the ideas you come up with into practice, and encourage you to test out things for yourself. For example, someone who is worried about meeting people might assume that other people have a negative view of them. A practice assignment might get them to test out this idea by talking to other people and seeing what evidence there was for their assumptions. A different sort of homework assignment might involve reading some self-help material, as a way of going over things that have been discussed in the session.  

Sometimes these sorts of assignments take place in the session; at other times they take place in your everyday life. People usually find that these assignments help them to think about things more clearly, and get a better picture of themselves and their problems. As a consequence they begin to feel more confident about being able to manage things. 

Homework makes a big contribution to therapy because they are a way of putting what you have learned into practice. Your therapist should always involve you in planning homework, making sure that you know what you are going to do, and checking-in with you in the next session to find out how things went. 

Some specific ways of helping you 

There are some specific techniques your therapist will help you to practice. 

Sometimes these will relate to getting you to do things that change your behaviour. For example, if you are worried about doing certain things, you will work with your therapist to find ways to manage your worry better, so that you can start to do things that you have been avoiding. 

Sometimes your therapist will help you to focus on your thinking. As already described, CBT therapists often ask clients to start to spot the ways that they are thinking about themselves and the people and events around them. Once you have done this, therapists often move on to asking clients to test out whether the way they see things is the only way of thinking. Not very surprisingly, clients often find that there are other ways of looking at things; therapy is an opportunity to think about alternatives.  

This isn’t a matter of being told that you are thinking in the wrong way, or that you should be thinking positively (looking on the bright side). If you end up feeling that this is the message you are getting then your therapist may not be working with you in the best way. It is much more a matter of giving you a chance to look at the assumptions you make, and to see whether these contribute to the problems you are having. 

Ending the therapy

Most clients find that ending the therapy is a little difficult. Although the idea of CBT is to help you learn how to help yourself, hopefully you will have got on well with your therapist, and many people worry how they will manage once they are on their own. 

Your therapist will know and understand that you might feel this way. They should review how things have gone, and how you feel about ending, especially any worries you have about coping in the future. They should help you work out how you would manage if things became difficult again. After all, the aim of CBT isn’t to remove your problems – everyone has problems that they need to deal with. The hope is that you will have learned how to manage better, and so avoid problems becoming major difficulties again.  

Finding out more about CBT

You can find more information about CBT on the internet.

The Royal College of Psychiatrists website has a helpful and detailed description of CBT:   www.rcpsych.ac.uk/mentalhealthinformation/therapies/cognitivebehaviouraltherapy.aspx

For a more technical description of CBT, the British Association for Behavioural and Cognitive Psychotherapies (BABCP) has a helpful report (entitled ‘What is CBT?’) on their website: www.babcp.org.uk/babcp/WhatisCBT-Aug2005.pdf
Appendix 7 

New Ways of Working for Applied Psychologists - 
Positive Practice Guide BPS / CSIP 2007
(Tony Roth and Steve Pilling)
Annex

Accreditation Requirements of the 
Major Professional Bodies in 
Psychological Therapies
Health Professions Council (HPC)

www.hpc-uk.org
British Psychological Society (BPS)

www.bps.org.uk 
British Association for Behavioural Cognitive Psychotherapies (BABCP) www.babcp.com   
British Association for Counselling and Psychotherapy (BACP)
www.bacp.co.uk 
United Kingdom Council for Psychotherapy (UKCP)
www.psychotherapy.org.uk 

British Psychoanalytic Council (BPC)
www.bcp.org.uk 
British Accreditation Council (BAC)
www.the-bac.org 
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Medicines Management 





Specific  -  Health and Wellbeing   


HWB 1- Promotion of health and wellbeing and prevention of adverse effects to health and wellbeing


HWB 2 – Assessment and care planning to meet people's health and wellbeing


HWB 3 - Protection of health and wellbeing


HWB 4 - Enablement to address health and wellbeing needs


HWB 5 - Provision of care to meet health and wellbeing needs


HWB 6 - Assessment and treatment planning


HWB 7- Interventions and treatments








Specific  - Information and Knowledge I&K


IK 1 Information processing


IK 2 Information collection and analysis


IK 3 Knowledge and information resources








Specific  - General  G


G1 Learning and development


G2 Development and innovation





Core – 


Communication (C) 					


Personal and People Development  (PPD)			              


Health Safety and Security (HSS)				


Service Improvement  (SI)


Quality (Q)


Equality and Diversity  (E&D)





ability to agree goals for the intervention





Ability to structure sessions





Sharing responsibility for session structure & content 





ability to adhere to an agreed agenda





ability to plan and to review practice assignments (‘homework’)





using summaries and feedback to structure the session 





ability to use measures and self monitoring to guide therapy and  to  monitor outcome








ability to devise a maintenance


cycle and use this to set  targets





problem solving





ability to end therapy in a planned manner, and to  plan for long-term maintenance of gains after treatment ends





Depression – High intensity interventions





Depression – Low intensity interventions





ability to engage client 





ability to foster and maintain a good therapeutic alliance, and to grasp the client’s perspective  and ‘world view’





ability to deal with emotional content of sessions





ability to manage endings





ability to undertake generic assessment  (relevant history and  identifying suitability for intervention) 





ability to make use of supervision





using thought records








identifying and working with safety behaviours





ability to detect, examine and help client reality test automatic thoughts/images





ability to elicit key cognitions/images





ability to identify and  help client  modify assumptions, attitudes & rules





ability to identify and help client  modify core beliefs





ability to employ imagery techniques





ability to plan and conduct 


behavioural experiments 





ability to develop formulation and use this to develop treatment plan /case conceptualisation





ability to understand client’s inner world and response to therapy





OCD – Steketee/ Kozac/Foa





GAD – Borkovec 


GAD – Dugas/ Ladouceur 


GAD – Zinbarg/Craske/Barlow














PTSD - Foa & Rothbaum 


PTSD - Resick 


PTSD – Ehlers 





Cognitive Therapy  – Beck 





Behavioural Activation  -Jacobson 














Metacompetences





Competencies which are used by therapists to work across all these levels 


and to adapt CBT to the needs of each individual patient





Problem C – the specific CBT competences needed to deliver a treatment package for specific problem presentation C





Problem B – the specific CBT competences needed to deliver a treatment package for specific problem presentation B





Problem A – the specific CBT competences needed to deliver a treatment package for specific problem presentation A











Specific Behavioural and


Cognitive Therapy techniques








These are specific techniques that are employed in most 


BT and CT interventions





Problem Specific CBT skills





Therapy skills


Specialist Skills and Competencies 





Clinical Governance leadership and management  





Research,


audit and service redesign








Work and Employment 





Clinical Supervision and Case management 





Social inclusion


and


User participation





Education and Training:


Mental health promotion 





Behavioural Activation





Guided CBT self help





capacity to manage obstacles to CBT therapy





capacity to structure sessions and maintain appropriate pacing








capacity to select and apply most appropriate BT & CBT method





capacity to formulate and to apply CBT models to the individual client








capacity to implement CBT in a manner consonant with its underlying philosophy 





CBT specific metacompentencies





capacity to use and respond to humour





ability to explain and demonstrate rationale for CBT to client  





Guided discovery & Socratic questioning 





knowledge of a model of therapy, and the ability to understand and employ the model  in practice 





capacity to adapt interventions  in response to client feedback





knowledge of the role of safety-seeking behaviours





Panic Disorder (with or without agoraphobia ) - Clark 


Panic Disorder (with or without agoraphobia ) - Barlow 





activity monitoring & scheduling





knowledge of common  cognitive biases relevant to CBT





knowledge of, and ability to operate within, professional and ethical guidelines





Social Phobia – Heimberg 


Social Phobia - Clark 





capacity to use clinical judgment when  implementing treatment models





Generic metacompetencies





applied relaxation & applied tension





Ability to implement CBT using a collaborative approach





Generic therapeutic  competences





Basic CBT competences





Specific behavioural and cognitive therapy techniques





knowledge of basic principles of CBT and rationale for treatment





exposure techniques





knowledge and understanding of mental health problems





Problem specific competences





Metacompetences





Specific phobias 





The purpose of this questionnaire is to collect data regarding staff who are involved in therapeutic contact with clients and providing supervision within the Improving Access to Psychological Therapies (IAPT) Programme











� Boardman J & Parsonage M (2007) Delivering the Government’s mental Health Policies: Services, staffing and costs. London: The Sainsbury Centre for Mental Health.
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NIMHE Primary Care Mental Health Workers a practical guide 


Baguley et al (2007) The Graduate Primary Care mental Health Worker programme – A view from Higher Education Training  Providers 


� The tool can be downloaded as an Excel spreadsheet from:


   http://www.mhchoice.csip.org.uk/psychological-therapies/workforce/workforce-   


   capacity-tool.html





� Text from OBC describing low and high intensity interventions


� Appendix A shows the professional affiliations of members of the ERG


� Further work is being undertaken to extend the work described in this report to other psychological therapies, specifically psychodynamic, systemic and integrative/  humanistic therapies


� The competence model described in this report is broadly applicable to interventions with adults of all ages. However, further work is required to consider how it needs to be adapted to apply to work with children and adolescents. More information about the development of the IAPT programme can be found at the Choices in Mental Health/CSIP website (www.mhchoice.csip.org.uk/psychological-therapies/-iapt-commissionerled-pathfinder-sites/resources.html)


 


� An alternative strategy for identifying competences could be to examine what therapists actually do when they carry out a particular therapy, complementing observation with some form of commentary from the therapists in order to identify their intentions as well as their actions. The strength of this method – it is based on what people do when putting their competences into action – is also its weakness. Most psychological therapies set out a theoretical framework which purports to explain human distress, and this framework usually links to a specific set of therapist actions aimed at alleviating the client’s problems. In practice these ‘pure’ forms of therapy are often modified as therapists exercise their judgment in relation to their sense of the client’s need.  Sometimes this is for good, sometimes for ill, but presumably always in ways which does not reflect the model they claim to be practising. This is not to prejudge or devalue the potential benefits of eclectic practice, but it does make it risky to base conclusions about competence on the work done by practitioners, since this could pick up good, bad and idiosyncratic practice


� A detailed account of the methodology and procedures used in this project can be found in the companion technical report (Roth and Pilling (in preparation, a)





� There is of course a close link between the notions of ‘shared responsibility and ‘collaboration’. 





�  Through discussion and review of metacompetences by the Expert Reference Group 


� NICE covers England, Wales and Northern Ireland; SIGN (the Scottish Intercollegiate Guidelines Network) covers Scotland.
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