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[bookmark: _Toc309809299]Other resources: 
	

	The national report: It may also be useful to refer to the executive summary of the NAPT national report, which can be accessed at www.rcpsych.ac.uk/napt
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	The NAPT Team: Please feel free to contact the project team and/or your regional lead if you require any assistance with using your local service report and toolkit to improve the quality of the service.  
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	Slideset: The NAPT team can provide a slideset on request which you can easily adapt to present your results locally.
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	Action planning events: We will also be running action planning events and meetings in different regions with the help of our regional clinical leads.


[bookmark: _Toc309809300]
Purpose:
This toolkit is designed to assist with discussing the findings of the service level report and agreeing appropriate action plans.  Questions to consider are suggested for each standard and some sources of further information are also provided.  
We hope that this action planning toolkit will help you to improve the quality of your service, and to engage with commissioners and partner organisations to work together on issues such as resources, access to training and care pathways. 

[bookmark: _Toc309809301]Completing your action planning worksheet:
· Following discussion, the action planning worksheet (Appendix A) should be completed and a copy submitted to the NAPT project team napt@cru.rcpsych.ac.uk by 31st January 2012.
We understand that your service may already be involved in service improvement planning at a local level, and do not wish to add to your workload.  If you prefer, you can send in details of existing service improvement plans instead. Either way, you might still find it useful to look through this toolkit. 
When interpreting the findings presented in the service level report, it is important to take into account the type of service and local context, as well as the number and percentage of cases included in the analysis for each standard. If applicable, consideration should also be given to reasons for not submitting data for particular standards. 




[bookmark: _Toc309809302]Standards 1-10:

 (
Standard 
1a: 
The service routinely collects data on age, gender and ethnicity for each person referred for psychological therapy
)
Questions to consider 
· How are age, gender and ethnicity data collected? (e.g. included in referral forms, part of assessment)
· Who has responsibility for ensuring that this data is collected?
· What happens when missing data is noted?
· Why might there be higher rates of data completeness for age and gender?  (e.g. is it collected in a different way?)
· What difficulties are associated with collecting ethnicity data?





 (
Standard 
1b: 
People starting treatment with psychological therapy are representative of the local population in terms of age, gender and ethnicity
)
Questions to consider
· How do the data on age, gender and ethnicity compare with data for the local population when adjusted for expected prevalence for the relevant group?  (sources of information on the local population could include the Office for National Statistics www.ons.gov.uk)
· What is the target population of the service?
· Are there any groups that appear to be over or underrepresented? Are there any gaps in the existing psychological care pathways?
· Does the service have a policy that excludes older people? 
· Are therapies available in other languages, through therapists and/or interpreting services? 
· What initiatives are already in place for improving access for underrepresented groups?
· What else could be done to improve access?

Sources of information
National Equalities in Mental Health Programme 
http://www.nmhdu.org.uk/our-work/mhep/

IAPT positive practice guides 
http://www.iapt.nhs.uk/equalities/positive-practice-guides/

A full list of downloadable IAPT resources is available at http://www.iapt.nhs.uk/downloads/
Adult Psychiatric Morbidity in England, 2007
http://www.ic.nhs.uk/pubs/psychiatricmorbidity07 




 (
Standard 2: A person who is assessed as requiring psychological therapy does not wait longer than 13 weeks from the time at which the initial referral is received to the time of assessment
)
 (
Standard 3: A person who is assessed as requiring psychological therapy does not wait longer than 18 weeks from the time at which the initial referral is received to the time that treatment starts
)
Questions to consider for standards 2 and 3
· Is the target waiting time for the service consistent with the standard i.e. maximum 13 weeks for assessment and maximum 18 weeks for treatment?
· Are there other waiting time targets that apply to your service e.g. local targets within Trusts, targets for IAPT services?
· How are waiting times monitored?
· Why might someone wait longer than 13/18 weeks?
· What system does the service use to triage referrals to avoid unnecessary waits for those who would be better directed to another service? Are there clear pathways in your area for onward referral, or are there any barriers that need addressing?
· Would service user choice increase/decrease waiting time? (e.g. expressing a preference for a therapist, venue, appointment time) 
· What strategies are used to manage waiting times? (give some examples here)
· To what extent are waiting times affected by DNAs (‘did not attend’)? Are there any mechanisms in place to reduce DNAs?
· How are expected waiting times and any subsequent delays communicated to service users? How could communication be improved?
· What assistance with managing the wait is provided to service users?
· How do managers/commissioners ensure that resources are allocated to meet demands?
· What mechanisms, if any, exist for therapy services to communicate resource issues to commissioners?
· What else could be done to reduce waiting times?


 (
Standard 4: The therapy provided is in line with that recommended by the NICE guideline for the patient’s condition/problem
)
Questions to consider
· How is diagnosis approached in the service?
· What proportion of patients have received a diagnosis?
· To what extent do therapists make use of NICE guidelines to inform their work?
· What other factors influence the type of therapy provided?
· How are therapists kept updated on developments regarding NICE guidelines? 
· Are there other approaches to ensuring evidence-based practice?
· Why might some patients receive a therapy that is not recommended by a relevant NICE guideline? 

Sources of Information 

The following NICE guidelines were used in NAPT and can be downloaded from http://guidance.nice.org.uk/CG/Published
CG90 Depression: the treatment and management of depression in adults (update)
CG113 Anxiety: Generalised anxiety disorder and panic disorder (with or without agoraphobia) in adults. Management in primary, secondary and community care
CG31 Obsessive-compulsive disorder: Core interventions in the treatment of obsessive-compulsive disorder and body dysmorphic disorder
CG26 Post-traumatic stress disorder: the management of PTSD in adults and children in primary and secondary care
NB The social anxiety disorder guideline is currently in development. 





 (
Standard 5: Treatment for high intensity psychological therapy is continued until recovery or for at least the minimum number of sessions recommended by the NICE guideline for the patient’s condition/problem
)
Questions to consider
· How are the number of sessions agreed? (e.g. does the service have a protocol for a set number of sessions?)
· If there is a protocol regarding a set number of sessions, how much flexibility (if any) is built into the system to allow for less or more sessions where needed? 
· To what extent are NICE guidelines used to inform decision-making?
· To what extent is service user feedback used to inform decision-making?
· How is progress during therapy monitored?
· Why do patients who have not recovered end therapy when they do?

Sources of information

Published NICE guidance http://guidance.nice.org.uk/CG/Published


 (
Standard 6: The therapist has received training to deliver the therapy provided
)
Questions to consider
· What is the skill mix and training of therapists, at both an individual and service level? 
· How does this compare with the national picture?
· How do recruitment procedures ensure that therapists have received the necessary training for the therapies that they are expected to provide? 
· Why might some therapists be providing a type of therapy that they have not been trained in?
· How are training needs identified and addressed when therapists are in post?  (e.g. in supervision, annual appraisals)


Sources of information
Competence frameworks for the delivery and supervision of psychological therapies http://www.ucl.ac.uk/clinical-psychology/CORE/competence_frameworks.htm

 (
Standard 7: People receiving psychological therapy experience and report a positive therapeutic relationship/helping alliance with their therapist which is comparable to that reported by people receiving treatment from other therapists/services
)
Questions to consider
· If your service is in one of the lower quartiles in comparison with other services for therapeutic alliance, what measures could you take to improve this?
· As a service, how do you deal with therapists who routinely show poor outcomes in therapy which may be related to a weak therapeutic alliance?
· What other factors might influence therapeutic alliance e.g. length of treatment, case-mix?

Sources of Information
The ability to foster and maintain a good therapeutic alliance, and to grasp the client’s perspective and ‘world view’ is listed as one of the generic therapeutic competences in the UCL competence frameworks.  It contains 37 competences.  The competence lists are available on the website http://www.ucl.ac.uk/clinical-psychology/CORE/competence_frameworks.htm and the following references are provided:
Ackerman, S. J., & Hilsenroth, M. J. (2001).  A review of therapist characteristics and techniques negatively impacting the therapeutic alliance.  Psychotherapy: Theory, Research, Practice, Training, 38, 171–185.

Ackerman, S. J., & Hilsenroth, M. J. (2003). A review of therapist characteristics and techniques positively impacting the therapeutic alliance. Clinical Psychology Review, 23, 1–33

Safran J.D. and Muran J.C. (2000) Negotiating the therapeutic alliance. New York: Guilford Press





 (
Standard 8: Patients/clients
/service users
 report a high level of satisfaction with the treatment that they receive
)
Questions to consider
· Which aspects of Access had the highest/lowest levels of satisfaction?
· Which of the themes from the qualitative analysis of the Access data might apply to the service (waiting time, convenience, information, choice, difficulties experienced, initiative)?  
· Which aspects of Outcomes had the highest/lowest levels of satisfaction?
· Which of the themes from the qualitative analysis of the Outcomes data might apply to the service (sessions, therapist, talking treatment approach, structure and format of talking treatment, personal factors, talking treatment outcomes, alternative services)?  
· What seems to be working well?
· How can service user sources of dissatisfaction best be addressed?

Sources of Information
The full report on the qualitative data is downloadable from the NAPT website: www.rcpsych.ac.uk/napt  

 (
Standard 9a: The service routinely collects outcome data in order to determine the effectiveness of the interventions provided
)
Questions to consider
· What is the service policy for routinely collecting outcome measures? (e.g. are there specified measures to be used pre and post therapy/sessionally?)
· How is the policy currently being implemented?
· Who has responsibility for ensuring that outcome data is collected?
· What priority do therapists give to the completion of outcomes measures?
· Why might outcome data be missing?
· How is outcome data currently used in the service? Is this data linked to Quality Accounts reporting for the organisation?
· What can be done to improve the quality and consistency of outcome measurement?

 (
Standard 9b: The clinical outcomes of patients/clients receiving psychological therapy in the therapy service 
were
 comparable to those achieved to benchmarks from clinical trials and effectiveness studies and to those achieved by other therapy services
)
Questions to consider
· What are the recovery and improvement rates?
· How do they compare with other participating services? (you may also wish to compare with the literature cited in the national report)
· What factors might have resulted in relatively high/low recovery rates?  (e.g. number of sessions provided, therapist training/expertise, case-mix, use of outcome measures in the service) 

Sources of Information
Barkham, M., Hardy, G. E., Mellor-Clark, J. (2010). Developing and Delivering Practice-Based Evidence: A Guide for the Psychological Therapies: Effectiveness Research in Counselling and the Psychological Therapies. Chichester: John Wiley & Sons. 
Barkham, M., Stiles, W.B., Connell, J., & Mellor-Clark, J. (2011). The meaning of treatment effectiveness in routine NHS primary care psychological therapy services. Psychology and Psychotherapy: Theory, Research and Practice. First published online: DOI:10.1111/j.2044-8341.2011.02019.x
Cahill, J., Barkham, M., & Stiles, W.B. (2010). Systematic review of practice-based research on psychological therapies in routine clinic settings. British Journal of Clinical Psychology, 49, 421-454.
Glover, G., Webb, M., & Evison, F. (2010). Improving Access to Psychological Therapies: A review of the progress made by sites in the first roll-out year. North East Public Health Observatory.
Parry, G., Barkham, M., Brazier, J., Dent-Brown, K., Hardy, G., Kendrick, T., Rick, J., Chambers, E., Chan, T., Connell, J., Hutten, R., de Lusignan, S., Mukuria, C., Saxon, D., Bower, P., & Lovell, K. (2011). An evaluation of a new service model: Improving Access to Psychological Therapies demonstration sites 2006-2009. Final report. NIHR Service Delivery and Organisation programme

 (
Standard 10: The rate of attrition from commencing treatment to completing treatment is comparable to that of other therapy services 
)
Questions to consider
· How are reasons for ending therapy recorded?
· Why might there be particularly low/high attrition rates?
· What strategies are already used to reduce the likelihood of drop-outs?
· What are the criteria for ‘completing treatment’? 
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[bookmark: _Toc309809303]Appendix A – Action Planning Worksheet

Please complete the worksheet and send a copy to the NAPT project team napt@cru.rcpsych.ac.uk by the end of January 2012. 
	Standard
	Action/s agreed
	By whom?
	By when?
	Potential obstacles
	Possible solutions
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We would like to share examples of best practice/positive changes/innovative ideas on the NAPT members’ website – however, if there are actions listed above that you would prefer us not to share, please indicate below: e.g. ‘Standard 1, Action 1’.  
	


Finally, please detail below any assistance that you think you might need from the NAPT project team and/or your local regional lead
	






[bookmark: _Toc309809304]Contact us:
If you have any questions about your report or the action planning toolkit, please reply to the email you received with your report or contact any of the team:

Elizabeth Hancock
Deputy Programme Manager
Email: ehancock@cru.rcpsych.ac.uk
Tel: 020 7977 6641
 
Miranda Heneghan
Project Worker
Email: mheneghan@cru.rcpsych.ac.uk
Tel: 020 7977 4984
 
Colleen Roach
Project Worker
Email: croach@cru.rcpsych.ac.uk
Tel: 020 7977 4974
 
 
Alternatively, for general queries, email:
napt@cru.rcpsych.ac.uk
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