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P1 - Version Control History:   
Below notes the current and previous Version details- full history is in Part 3  

Version  Date of 
Issue 

Author Status Comment 

V2 December 
2010 

EPMHS 
Clinical Lead 

Superseded Archived on Trust Server. 

V3 21st 
January 
2014 

EPMHS & 
SPA Lead 

Superseded Approved at West Herts SBU 
Quality and Risk Meeting 
21.11.13 

V3.1 1st May 
2015 

EPMHS & 
SPA Lead 

Superseded Updated for Care Act 2015 

V4 25 
September 
2015 

Wellbeing 
(IAPT) & SPA 
Lead 

Superseded New service delivery included, 
further care act update and name 
change from EPMHS to 
Wellbeing Service 

V4.1 25 
September 
2015 

Wellbeing 
(IAPT) & SPA 
Lead 

Current Amendment to Section 5 

 
P2 - Relevant Standards:  
 

a) Equality and RESPECT: The Trust operates a policy of fairness and RESPECT in 
relation to the treatment and care of service users and carers; and support for staff. 

b) Improving Access to Psychological Therapies Programme: IAPT services are 
subject to significant national performance scrutiny (see Health and Social Care 
Information Centre, 2012), with monthly data uploads to the Department of Health. 
The workforce is specified by government guidance.  

 

P3 - The 2012 Policy Management System and the Policy Format:  
The PMS requires all Policy documents to follow the relevant Template: 

 Policy Template is the essential format for most Policies. It contains all that staff 
need to know to carry out their duties in the area covered by the Policy.    

 Operational Policies Template provides the format to describe our services ,how 
they work and who can access them        

 Care Pathways Template describes how the service provides treatment and 
intervention  

 Guidance Template is a sub-section of the Policy to guide Staff and provide specific 
details of a particular area.  An over-arching Policy can contain several Guidance’s 
which may need to go back to the Approval Group annually  

 

Symbols used in Policies: 

RULE =internally agreed, that this is a rule & must be done the way described   

STANDARD = a national standard which we must comply with, so must be followed 

  

 

Managers must bring all relevant policies to the attention of their staff, where possible, 
viewing and discussing the contents so that the team is aware of what they need to do.  

Preface - concerning the Trust Policy Management System (PMS) 
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Individual staff/students/learners are responsible for implementing the requirements 
appropriate to their role, through reading the Policy and demonstrating to their manager 
that they understand the key points. 
 
All Trust Policies will change to these formats as Policies are reviewed every 3 years, or 
when national Policy or legislation or other change prompts a review.  All expired & 
superseded documents are retained & archived and are accessible through the 
Compliance and Risk Facilitator Policies@hpft.nhs.uk       

 
All current Policies can be found on the Trust Policy Website via the Green Button or 

http://trustspace/InformationCentre/TrustPolicies/default.aspx 
  

mailto:Policies@hpft.nhs.uk
http://trustspace/InformationCentre/TrustPolicies/default.aspx
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1. Summary  
 
The Wellbeing (IAPT) Service has been established countywide as part of the national 
Improving Access to Psychological Therapies (IAPT) programme. They do not replace 
existing services such as primary care Counselling or secondary care Community Mental 
Health Services. However, as Wellbeing Services (IAPT) develop, secondary services will 
work primarily with service users with the most complex problems, specifically people 
experiencing severe and enduring mental ill health.  
 
This policy will be the Operational Policy for the Wellbeing (IAPT)  Services four locality  
teams, ensuring a consistent and equitable approach to service delivery across the county 
of Hertfordshire.  
 
 
2. Purpose  
 
Hertfordshire Partnership University NHS Foundation Trust (HPFT) will continue to work in 
partnership with the Clinical Commissioning Groups (CCGs), Practice Based 
Commissioning Consortia and the Joint Commissioning Team (JCT) to develop Wellbeing 
(IAPT) Services throughout Hertfordshire during 2013 – 2016.  
  
The Wellbeing (IAPT) Service delivers both the national initiative of Improving Access to 
Psychological Services (IAPT) as well as HPFT’s delegated social care responsibilities 
within primary care.  The service delivers both evidence-based psychological interventions 
and provides help and interventions to meet the social care needs for people with mild to 
moderate mental ill health in line with the national eligibility criteria (Care Act 2014). 
 
The service is commissioned to deliver effective and efficient interventions and to operate 
according to the procedures and outcomes detailed within the national Improving Access 
to Psychological Therapies initiative.  The service delivers recovery orientated services in 
line with the principles of Recovery adopted by the Trust (see Appendix 1). 
 
The IAPT programme nationally was initiated by the Department of Health (DoH) in 2008 
with the aim of expanding the provision of evidence based psychological therapies for the 
treatment of anxiety and depression (DoH, 2008). The programme involved the training 
therapists in the delivery of evidence based therapies such as cognitive-behaviour therapy 
(CBT) in order to expand the workforce to treat 900,000 people each year. The 
programme aimed to train an initial 3,600 new therapists nationally by 2011, with a further 
2,400 being trained during 2011-2015. The programme aimed to ensure that 15% of 
prevalence of anxiety and depression was treated annually, with a target 50% recovery 
rate.   
 
The National Institute for Clinical Excellence (NICE) guidelines for the management of 
depression, anxiety (panic disorder and generalized anxiety disorder) and obsessive-
compulsive disorder (OCD) recommend using a stepped care model. The steps and the 
interventions required vary across conditions, but the principle is that patients receive the 
least burdensome effective treatment necessary for their recovery.  Within stepped care, 
the progression of patients from low intensity interventions through to higher intensity 
interventions is based on a mixture of increased need and past experience of treatment. 

PART 1 – Preliminary Issues: 
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The workforce is specified by government guidance. The IAPT service will offer: 
 

 Cognitive-Behaviour Therapy (CBT) – Cognitive Behavioural Therapists providing 
an average of 12 sessions of high intensity therapy at step 3, and Psychological 
Wellbeing Practitioners offering low intensity psychoeducational interventions at 
step 2 (including guided self-help, psychoeducational groups, support for 
computerised CBT, signposting to other services, medication support) 

 Other evidence based therapeutic models such as interpersonal psychotherapy, 
dynamic interpersonal therapy, couples therapy or counselling for depression  

 

 Clinical Staff members will all have a recognised training in one of these models.  
 

 HPFT services are commissioned to offer treatment to 13% of people in North and 
East and 14% in West Hertfordshire who have anxiety and depression. 
(Targets are governed by. Talking Therapies: A Four Year Plan of Action (DoH, 
2011a) and the Operating Framework 2012-13 (DoH, 2011b) with an annual target 
for commissioners of treating 15% of local population who have anxiety and 
depression). 

 
The responsibilities for the delivery of Adult social care services within Hertfordshire have 
been delegated to HPFT by the Hertfordshire County Council under section 75 of the 
partnership agreement. These delegated legal responsibilities are shown in Appendix 2. 
Under Department of Health Guidelines eligibility for receiving social care services, will be 
assessed via the outcomes screening tool and social care assessment. (Appendix 3). In 
line with the principles of Recovery and the ethos of primary care, these will be delivered 
within a primary care setting by the Wellbeing (IAPT) Service Social Workers, wherever 
practicable. 

 
The Wellbeing (IAPT) Service will work in partnership with primary care to deliver  timely 
access to a range of short-term interventions for people with mild to moderately severe 
levels of mental ill health including; triage, high volume/low intensity psychological 
interventions, high intensity therapies, in particular CBT, signposting, primary care 
professional support/guidance and time limited social care assessment and intervention. 

 
 The Wellbeing (IAPT) Service will: 

 

 offer brief interventions (an average of 6 contacts at Step 2, and 12 contacts at Step 
3) that help the person develop an understanding their mental health issues, 
facilitating social inclusion and Recovery that enables the person to determine their 
goals. (In line with NICE Guidelines). 

 

 provide the service from a range of GP and community settings in order to reduce 
the stigma associated with secondary services in formal hospital and secondary 
care community settings  

 

 Work with, and refer appropriately, to HPFT  Secondary Care community services 
and CAMHS, according to agreed protocols and referral criteria 
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 enable people to access local advocacy services when required 
 

 ensure the persons’ social care needs are assessed and appropriate care arranged 
via a social care needs assessment(Appendix 3)  

 

 ensure that when carers’ needs are identified and, where appropriate, the carer is 
offered an assessment of their own needs 

 

 ask people using the service to give feedback through Patient Experience 
Questionnaires (Appendix 12).  
 

  be proactive in reducing mental health stigma  
 

 give people information about local community services, such as voluntary agencies 
or education facilities, providing vocational support as appropriate. 
 

 arrange appropriate  one off assessment appointments with the team psychiatrist to 
support therapy and  prevent service users being passed between different services 
 

 seek advice via the team psychiatrist to facilitate one off assessments with 
Consultants for the older person or CAMHS Specialists 
 

 Maintain a minimum of 50% recovery rate across all teams 
 

 Offer FACs assessments and appropriate social care packages for service users 
whilst in the service. 

 
3. Definitions  

STANDARD 

 
IAPT – Improving Access to Psychological Therapies 
SPA – Single Point of Access 

 
4. Objectives of  Wellbeing (IAPT) Service  

RULE 

 To work in partnership with people using the service, to manage and understand 
their mental health issues and reduce the life impact  on them, by offering a timely 
response through improved access to psychological therapies delivered by the 
Wellbeing (IAPT) Services by offering short-term treatment within the primary care 
setting.  
 

 The service is based on a stepped care model focussed on delivering the minimum 
intervention necessary for a person (Appendix 4). 

 

 To deliver HPFT’s delegated social care responsibilities and duties within primary 
care in line with the Partnership agreement with Hertfordshire County Council. 

 To triage referrals where necessary, sign-post to other services when required and, 
when eligibility criteria are met, offer rapid assessment to all appropriate referrals.   
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 To use appropriate assessment - including a focus on risk - to identify need and the 
most suitable intervention. 

 

 To provide evidenced based NICE approved interventions including guided self-
help within GP surgeries or other community venues. 

 

 To undertake assessments of Carers needs as appropriate for the individual 
referred to the Wellbeing Services. 

 

 To signpost individuals and carers when identified needs indicate other services are 
required. 

 

 To plan, implement and evaluate research/NICE compliant based programmes of 
care which meet individual needs. 

 

 To build and develop consistent links and relationships within primary care services. 
 

 To maintain & develop effective relationships between specialist secondary care 
services, primary care and the voluntary sector. 

 

 To provide primary care mental health support, advice and education to primary 
care staff. 

 

 To support primary care and HPFT in meeting Department of Health objectives for 
mental health services. 

 

 To be flexible and adaptable with the ability to evolve and change according to need 
of the individual, carers, the primary care team and HPFT secondary services. 

 

 To audit the effectiveness of the service and identify gaps in provision in order to 
inform the future commissioning of services. 

 

 To develop areas of specialist interventions  for individuals experiencing mental 
health problems in such contexts as long term physical problems, medically 
unexplained symptoms, peri-natal and, where appropriate, terminal illness. 

 

 To keep people in work and/or assist their return to work 
 

 To maintain individual’s consistent treatment within the team by encouraging 
access to the team psychiatrist and social worker were appropriate rather than 
referring on. 

 

 To promote equity of access for groups commonly underrepresented in 
psychological services such as older adults, BME groups, younger adults (16-
24years), and individuals with long term health conditions and mild learning 
disabilities. 
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5. Team Locations and Opening Hours 

 
The service is able to provide sessions Monday-Friday between 8am-8pm with core 
hours 9 am– 5pm, .  

 
Wellbeing (IAPT) Service are based in:  

 
 

South West Herts Wellbeing Team bases:- 
 
Watford/3Rivers 
Colne House, 
Watford  
 
Hertsmere 
Civic Offices,  
Borehamwood, WD6 1 WA 
 
North West Herts Wellbeing Team bases 
 

    2-4Alexandra Road,  
Hemel Hempstead  
HP2 5BS 
 
32 St Peters Street 
St Albans 
AL1 3NA 
 
East Herts Wellbeing Team bases:- 
 
Rosanne House, 
Welwyn Garden City 
AL8 6HG 
 
Cygnet House, 
1 Old Collage Court 
Priory Street 
Ware SG12 0DE 
 
North Herts Wellbeing Team base 

  
Saffron ground,  
Ditchmore Lane 
Stevenage SG1 3LJ 
 
 

 
 

PART 2 – What needs to be done and who by 
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6. Service User Profile and Eligibility for Service 
 

The  Wellbeing Service (IAPT) will work with: 
 

 People aged 16 and over, including older adults and people with mild learning 
disabilities who have  mild to moderately severe levels of common mental health 
problems, in particular depression and anxiety 

 

 People who are registered with a Hertfordshire GP. If people are not registered 
they will be given help to do so. 

 

 People referred by other statutory services provided the person is registered with 
a Hertfordshire GP. The GP will be informed a referral has been received, with 
the persons consent. 

 

 Younger people aged 16 and 17 will be accepted into the service if they present 
with mild to moderately severe levels of depression and anxiety and can be seen 
individually without the need for family work or inter-agency working (liaising and 
meeting with Children’s Social Care, Educational Support, Youth Offending Team 
etc.). 
Where this is not the case, the individual will be referred on to the local Child and 
Adolescent Mental Health Service. (CAMHS)  
 

 People newly diagnosed with dementia, where anxiety and/or depression are 
present and where the individual is not already receiving services from within a 
secondary care setting, will receive support and advice and will be supported to 
access additional services as appropriate. 
 

 The Wellbeing (IAPT) Service teams will provide therapeutic interventions to 
people with mild – moderate anger problems but where appropriate will seek to 
sign post for specific targeted interventions i.e. Domestic Violence The service 
will also provide interventions for individuals referred with mild eating difficulties 
related to psychological issues. 

 
 

The service will also work with people who self-refer. If the person gives consent, the GP 
should be informed. If they don’t give consent, this should be respected, and confidentiality 
broken only to prevent significant harm from occurring.  
 
Where the person does not meet the eligibility criteria but needs more intensive 
interventions a referral will be made to another service within HPFT. Such internal referrals 
should follow the agreed pathway (see section 17 and Appendix 5) and the person’s GP 
should be kept informed of all such decisions in writing. The client’s case remains open on 
PC MIS until the referral is accepted. (see guidance in section 17 with regard to the 
process for stepping care up to secondary care services) 
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7. Access to healthcare for people with a learning disability 

RULE 

People with a learning disability will access appropriate services and receive the best 
treatment available in line with good practice and legal frameworks. Therefore all services 
will ensure that 
 

 Reasonable adjustments are made to ensure that each person has the opportunity 
for health, whether they have a learning disability or not. (Equality Act 2010) 

 Assume that each person has capacity. If assessment shows they do not, a 
decision must be made in their best interest. (Mental Capacity Act 2005) 

 Everyone has a right to expect and receive appropriate healthcare (Human Rights 
Act 1998) 

 
Adjustments will include: 
 

 Spending time with the individual to gain an understanding of their preferences for 
treatment 

 Asking them where they would prefer to be treated,  

 Providing additional support to assist with communication, this support will be 
available via accessible information and/or audio equipment. Accessible information 
will include appointment letters and leaflets, available on the Performance page on 
the intranet.  

 If someone has difficulty understanding their treatment it is the responsibility of the 
staff to refer them to a specialist learning disability service for additional support 

 People with a learning disability may have a Health Action Plan  or Purple Folder 
and all HPFT staff will ask for permission to see these and contribute to the plan 
when appropriate 

 Valuing and welcome the contribution of the relative/carer/advocate  

 
8. Referral Screening  
 

The Wellbeing (IAPT) Services teams will accept referrals from GPs,  other health 
professionals,  from secondary care services, or from individuals in the form of a self-
referral. The referral pathway for internal referrals is through HPFT’s Single Point of 
Access Service.  
 
Referrals will be accepted in written form, by letter, secure email or by fax, directly to the 
Single Point of Access. Self-referrals will be accepted by telephone, letter, fax, self-referral 
portal (web link) or by secure email where such facilities are available.  Standard forms 
used by Wellbeing (IAPT) Service are shown in Appendix 6.  
 

When a self-referral phone-call is received by the Single Point of Access, requesting 
access to the Wellbeing Service the referral advisor once establishing the call is not urgent 
(persons needs seeing within 24 hrs.) will complete the online e-form with the caller taking 
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their demographic details (full name, date of birth, gender, ethnicity, address, phone 
number, GP) and, where appropriate, whether the person is agreeable to us contacting the 
GP. They will ask all the questions on the referral form. If urgent the referral would instead 
be passed to the urgent clinical advisor working in SPA for a telephone screening 
assessment to be made, as a priority.  
 

Any Wellbeing (IAPT) Service referral received by SPA will be logged onto PC-MIS by a 
referral advisor. As part of logging the referral the “complete referral” date is entered on to 
PC-MIS, this is the referral received date, A second date is required this is the date of the 
first contact by letter or telephone.  The service expects SPA to deliver this contact within 
72 hours as well as copying any letters where permission is in place to the GP. 
 
SPA will review all referrals for risk, if a referral is clearly appropriate for the Wellbeing 
(IAPT) Service and there are no risk concerns, the referral will be allocated straight to the 
appropriate Wellbeing (IAPT) Team on PC-MIS, were risk is identified a SPA clinician will 
complete a triage by telephone to check risk factors, suitability and make a clinical 
decision with regard to the appropriate service for the person referred. 
 
 
 
8.1 Specific Exclusion Criteria 
  
People who present with significant risk to self or others are not appropriate for the 
Wellbeing Service (IAPT) teams, and should be referred to  secondary care services or 
other appropriate/commissioned services. The relevant GP must be informed.   
 
Individuals who have attempted suicide in the last 12 weeks would not be seen as suitable 
for the Wellbeing Service- any such referrals should be considered on a case by case 
basis where the risk episode is formulated before being rejected 
 
Individuals identified as experiencing severe anger management problems as identified by 
a history of agitation or threatening manner causing fear in others.  This includes physical 
aggression to people or animals and destruction of property.  Individuals who have been 
arrested for violence related issues in the last 12 months. Individuals identified as 
experiencing anger management problems or domestic violence history in the absence of 
a mental health problem; should be referred to other  appropriate commissioned services 
 

 
Individuals with Severe substance or alcohol misuse, which would interfere with the client’s 
ability to engage in interventions offered, should be referred to relevant drug and alcohol 
services (Spectrum) 
 
Where the primary difficulty is related to childhood sexual abuse 
 
Clients presenting with multiple event trauma/PTSD 

 
Individuals with a current or provisional diagnosis, of a severe and enduring mental health 
problem, should be referred to secondary care services (Steps 4 and 5).  
 
Individuals open to on-going care from secondary care mental health services 
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Individuals who are regularly seriously self-harming – deep cutting, burning, scalding, or 
drinking bleach  or have a history of repeated self-injury requiring hospital treatment. 
 
 
Very poor functioning in more than one domain of life/extensive social care needs 

 
Individuals with a current diagnosis of personality disorder, - although any such referral 
where the diagnosis is historical should be considered on a case by case basis before 
being rejected 

  
Individuals with a moderate to severe learning disability whose clinical needs can best be 
met within specialist learning disability services. 

 
Individuals under the age of 16. 
 
Individuals aged 16 and 17 who have a history of self-harming and impulsive overdosing. 
  
Individuals unwilling to be registered with a Hertfordshire GP 
 
8.2 Step allocation 
 
The aim of the Wellbeing service is to provide the minimum intervention necessary tailored 
to the needs of each individual client. Mild to moderate mental health problems will usually 
be treated using brief guided self-help interventions at Step 2, whereas moderately severe 
mental health problems will usually indicate formal psychological therapy at Step 3.  
 
Step Allocation 

Step Service Severity Functioning Risk Clinical 
intervention 

1 GP Mild Good None Identification/ 
watchful 
waiting 

2 Wellbeing 
Service (IAPT) 
low intensity 

Mild – 
moderate 

Relatively 
unaffected 

Low - no 
intent 

Guided self-
help based on 
CBT & 
signposting 

3 Wellbeing 
Service (IAPT) 
high intensity 

Moderate – 
moderately 
severe 

Definitely 
impeded 

No current 
intent 

CBT or other 
evidence based 
psychological 
therapy 

4/5 Secondary 
care 

Severe Poor High  Multidisciplinary 
approach/ 
longer term 
therapy 

 
The PHQ measures depression: 
0 – 4 None 
5 – 9 Mild 
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10 – 14 Moderate 
15 – 19 Moderately Severe 
20 – 27 Severe 
 
The GAD measures anxiety: 
0 – 4 None 
5 - 10 Mild  
11 – 15 Moderate 
15 - 21 Severe  
 

Clients will be stepped up to Step 3 interventions or down to Step 2 interventions as the 
need is identified during weekly supervision. Clients may also be stepped up to Step 4 
services on the basis of clinical need or risk, and at an appropriate time stepped down 
again to the Wellbeing Service (IAPT), without the need for the client to be referred back to 
the GP or SPA.  
 
Step up referrals from Step 2 to Step 3 should be given priority within the team, to 
ensure continuity of treatment for clients and management of risk issues 
 

The majority of clients (approximately 80%) are  likely to be allocated initially to a low 
intensity intervention unless their difficulties are sufficiently severe or complex as to merit 
high intensity intervention after screening. PHQ-9 and GAD-7 scores, referred to above 
should be used as a guide, in conjunction with the clinical picture, and risk questions. 
 

 
9 Assessment Procedures  
 
The Single Point of Access will allocate post screening referrals to a care step. 
Step 2 Referrals will be passed directly to the team and the booking clerk will contact the 
individual to book an assessment with a Step 2 (PWP Worker) 
Referrals not allocated to a step by the Single Point of Access will be passed to the team 
for the Wellbeing (IAPT) Service team managers to review and allocate to an appropriate 
step for assessment. 

 
9.1 Low intensity 1:1 intervention 

 
The first step 2 assessment and treatment contact must take place within 28 
calendar days of the referral being received by the service. 
Initial contacts for low intensity assessment will usually be telephone, unless the client 
requests face to face contact. 
 
Interventions available are 
Psycho-educational workshops 
Computerised CBT 
One to one interventions either face to face or on the telephone 
 
Each client should always be enabled to make an informed choice in respect to the range 
of possible appropriate interventions.  

 
9.2 Psycho-educational courses 
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As a Step 2 intervention, psycho-educational workshops are suitable for clients with mild to 
moderate depression or anxiety. 

 
Often these will provide a good starting point for clients, and a solid foundation for later 
interventions if necessary. While attending the groups each client will have an allocated 
PWP as case manager, who they can contact as necessary. Each client will have had an 
initial assessment with their case manager, and the case manager will review with the 
client whether further input is needed following the conclusion of the group.  

 
9.3 Computerised CBT (CCBT) 

 
CCBT is suitable for clients with mild to moderate depression or anxiety. 

 
Computerised CBT programmes are available for depression and anxiety. This may be 
offered alone or in conjunction with another Step 2 intervention.  

 

9.4 High Intensity intervention 
 

Initial contacts for high intensity intervention will usually be face-to-face, and must 
take place within 28 calendar days of the referral being received by the Service. High 
intensity treatment will take place in individual or group therapy formats. Usually the high 
intensity therapist/psychologist would offer an average of 12-16 sessions of CBT unless 
another form of evidence based therapy is deemed to be more appropriate. On occasion a 
maximum of 20 sessions may be required. 

 
9.5 Signposting/referral to another service 

 
In specific cases one-off information or signposting will be all that is necessary. In other 
cases another service will be more appropriate for the client. Step 2 workers in particular 
have an important role in facilitating clients to access help from appropriate organisations. 

 
Following the completion of the assessment a post-assessment patient experience 
questionnaire should be offered to the patient, to be completed without the therapist being 
present unless specifically requested by the patient. 
 

 
10. Care Coordination 

 
The Trust Policy for Care Coordination states those receiving enhanced primary care 
mental health services from the Trust will be exempt from CPA and will not require any 
other formal system of care co-ordination 
 
 

 
11. Discharge 

 
During the course of engagement the worker will inform the GP in writing of progress after 
the initial assessment and at end of treatment when the individual is discharged from the 
Wellbeing (IAPT) Service. In addition approximately 7 weeks after the date of referral a 
brief update letter should be sent to the GP incorporating the latest PHQ-9 and GAD-7 
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scores, unless the individual has been discharged by that time, or is due to be discharged 
in the immediate future. 

 
If a client fails to contact the service or does not attend an agreed appointment, the worker 
will review any risk issues in line with the Services DNA policy. In most instances, a letter 
will be sent inviting the person to make contact to arrange another time to be seen. If they 
fail to contact the service within 7 working days or they make contact but fail to attend the 
subsequent appointment, the worker will discuss the circumstances with the GP and a 
decision will be made and recorded with regard to the decision to discharge the patient, 
unless it is agreed with the supervisor that this course of action is clinically not in the 
client’s best interests. The patient will be notified accordingly.  

 
Due to the nature of a low intensity high volume service such as Wellbeing (IAPT) Service 
clients will be discharged at the earliest clinically appropriate stage in their progress to 
recovery. Clients who have significantly improved will often have anxieties about being 
discharged. It should be emphasised to such clients that they can self-refer at any point in 
the future for “top-up” sessions with the same worker with minimal delay, should the need 
arise. 

 
At discharge a letter must be sent to the client’s GP, unless a self-referred client has 
specified that they do not wish us to contact their GP. Good practice would stipulate that 
all correspondence should be cc’d to the client unless they prefer not to have a copy. At 
the point of discharge all clients should be asked to complete a patient experience 
questionnaire (Appendix 12). This questionnaire should not be completed in the presence 
of the clinician unless specifically requested. 
 
12.  Staffing 
 
The Wellbeing Service (IAPT) teams consist of a number of different roles including: 

 

 Psychological Wellbeing Practitioners (PWPs) 

 Senior Psychological Wellbeing Practitioners 

 High Intensity Workers (HIWs  Therapists trained in evidence based 
psychological therapies such as CBT)  

 Senior Clinicians including Clinical/Counselling Psychologists & Senior 
CBT Therapists 

 Administrators 

 Support Workers 

 Social Workers 

 Consultant psychiatrist. 

 Team manager 
 

 
Workers within Wellbeing Service (IAPT) will hold professional responsibility & 
accountability for the work they undertake. The individual service user’s GP will continue to 
hold medical responsibility. The worker must ensure that his/her practice is of the required 
level of professional training, experience and competence. 

 
The service will receive county-wide clinical leadership from the Wellbeing Service (IAPT) 
Countywide Clinical Lead and Operational management from the Service Lead. Local 
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team management is provided by four Wellbeing Service (IAPT) Managers and local 
clinical leadership is provided by four Senior Clinicians, all of whom report to the local 
Team Manager, and Deputy Clinical Leads who work county-wide and are each attached 
to a local Clinical Commissioning Group area. 

 
 

12.1 High Intensity Therapists will: 
 

 Be an experienced mental health professional (e.g. Nurse, Social Worker, 
Occupational therapist, Clinical/Counselling Psychologist) or have 
equivalent significant mental health experience in the absence of a 
recognised core profession 

 Be trained in CBT and meet the criteria for BABCP accreditation 

 Maintain effective communication with GPs and hold regular meetings 
with GPs and attend GP Practice Meetings as required 

 Give informal consultations to staff from primary care 

 Provide weekly telephone assessments of new referrals to the service. 
(number of which are agreed in line with clinical hours provided)  

 Hold a caseload of a minimum of 23 clients (12 while training), with 20 
hours clinical contact which equated to 23 attended contacts per week 
(12 clinical hours while training). They will treat a minimum of 78 patients 
annually. 

 Ensure all referrals, contacts, discharges and clinical notes are recorded 
on the PC-MIS database  

 Allocate referrals according to step 2 or 3, signpost or refer to specialist 
services as appropriate, keeping the GP informed. 

 Arrange joint assessments with secondary care when this is require 

 Clinical notes must be entered within the standard of 2 working days. 
Where this is not possible and there is a significant delay in recording the 
information, an explanation should be added at the start of the note, 
giving the reason for the delay and the date and source of any original 
notes taken.   

 Hold knowledge of statutory and non-statutory services in the community 

 Supervise other workers in the team 

 Assist in the process of disputes resolution 

 Assist in service development 

 Have knowledge of relevant service and Trust policies and protocols, and 
know where and when to access these 

 
A completed high intensity treatment will involve on average 12 clinical contacts, usually 
with no more than one of these contacts being for the purpose of assessment. If more than 
12 sessions are to be given this must be discussed and agreed in advance with the clinical 
supervisor. On occasion a maximum of 20 sessions may be required. 

 
12.2 Psychological Wellbeing Practitioners will : 

 

 Have undergone an appropriate low intensity training or equivalent 

 Provide brief psychologically informed guided self-help interventions 
including but not limited to the following: 
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 - Facilitation of psycho-educational groups 
 - Computerised CBT (CCBT) 
 - One to one interventions either face to face or on the telephone 

 Support people in accessing employment, voluntary opportunities, 
education, leisure and other mainstream activities 

 Provide a minimum of 15 assessment sessions. 

 Provide a minimum of 20 clinical hours per week  which equates to 35 
attended clinical contacts a week, caseload will be of at least 50 clients 
(30 while training),They will treat a minimum of 250 patients annually. 

 Clinical notes must be entered within the standard of 2 working days. 
Where this is not possible and there is a significant delay in recording the 
information, an explanation should be added at the start of the note, 
giving the reason for the delay and the date and source of any original 
notes taken.   

  As appropriate undertake inputting referrals, screening and assessment 
sessions when qualified, under the close supervision of a high intensity 
qualified worker, according to the needs of the  Wellbeing Service (IAPT) 
team. 

 Have knowledge of relevant service and Trust policies and protocols, and 
know where to access these 

 
A completed low intensity treatment will involve on average 4-6 clinical contacts, with 
the first of these contacts being for the purpose of assessment and the initiation of 
guided self-help interventions. If more than 6 clinical contacts are to be given this must 
be discussed and agreed in advance with the clinical supervisor. On rare occasions a 
maximum of 10 contacts may be required. 
 

12.3 Senior Clinician (Clinical/Counselling Psychologists or Senior CBT therapist) 
 

 An HPC registered experienced Psychologist or BABCP accredited  
senior CBT therapist will hold clinical responsibility for each team  

 The Clinical/Counselling Psychologist or Senior CBT therapist will 
provide and oversee the supervision of clinical team members  

 The Psychologist or Senior CBT therapist will hold a small clinical 
caseload of relatively more complex clients within the moderately severe 
range. 

 They will be involved in monitoring the clinical standards, service 
provision, service development, research and evaluation. 

 

 
12.4 Wellbeing (IAPT) Service Clinical Lead 
 
The Countywide IAPT Clinical Psychologist lead will provide clinical leadership to the 
Wellbeing (IAPT) Service as well as clinical supervision for the Deputy Clinical Leads and 
support to the Operational Lead teams. A major aspect of this role will be to ensure good 
working relationships with the CCG commissioners, the JCT and the PBC groups including 
locality GP mental health leads.  
 
12.5 Administration Staff 
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The administrator is responsible for the administrative functions of the team including 
documenting referral and discharge information, co-ordination of the appointment booking 
system, coordinating telephone calls and taking messages for workers, inputting data and 
scanning.   

 
12.6 Support Workers 

 
Provided through a partnership with MIND, under a subcontracted arrangement, these 
workers will provide practical support for clients to engage in treatment and support access 
to other specialist services. They will also undertake a significant role in the promotion of 
the service across the county. They will be embedded within the Wellbeing (IAPT) Service 
and employed by MIND. MIND support workers will receive clinical supervision within the 
service.  
 
12.7 Community Development Workers 

 
Each Wellbeing Service (IAPT) team will work closely with Community Development 
Workers within the Trust who will support the team to ensure that the needs of all 
members of the local community have equal access to Wellbeing Service (IAPT)services. 
The workers will also help Wellbeing Service (IAPT) staff in developing their skills and 
knowledge such that the specific needs of individuals from the BME communities and 
those who have difficulty accessing services, can be addressed. 

 
12.8 Social Workers 
 
Social Workers will be responsible for providing the professional lead, guidance and 
information to the Wellbeing Team in areas of Social Care and to support more complex  
clients to engage with the Wellbeing Service. They will carry out and document a social 
care assessment and may arrange the provision of social care services where appropriate 
through Needs Outcome Assessments. They will carry out Carers Assessments, provide 
guidance around Safeguarding issues for both Vulnerable adults and children and will 
liaise with Hertfordshire Community Services in circumstances where provision of 
community services may be required. They will also provide signposting and advice on 
housing, benefit and debt problems and provide general Wellbeing assessments 
 
12.9 Consultant Psychiatrist 

 
The role of the doctor in Wellbeing Service is to provide Psychiatric assessments 
regarding psychopharmacology, comorbidity, diagnostic uncertainties, and advanced risk 
assessments. This will normally be a one-off assessment with advice to the Wellbeing 
service and the GP. The post holder will provide consultation to clients with limited 
expectations of follow up appointments or taking on a specific case load.  
 

12.10 Team Manager 
 

The Wellbeing Service (IAPT) Team Manager will have responsibility for overseeing the 
operational functioning of their allocated teams. They will have line management 
responsibility for all members of the team, although this may be delegated to other 
members of the team as appropriate. Wellbeing Service (IAPT) team managers will have 
overall responsibility within each team for meeting operational targets specified within the 
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Wellbeing Service specification as agreed with the Hertfordshire Joint Commissioning 
team on behalf of the local Clinical Commissioning Teams. 
 
12.11 Deputy Clinical Leads 

 
Each team will have a Deputy Clinical Lead providing clinical support to the Senior 
Clinician. The Deputy Clinical Leads will also take a strategic role working across the 
whole borough, enhancing clinical effectiveness and safety, and supporting the 
implementation of developments and changes in practice.  
 
12.12 Senior Operational Managers 
 
Presently known as Service Line lead and Deputy Service Line Lead, who oversee the 
operational functioning of the service, with line management responsibilities for all clinical 
and operational staff. These managers have overall responsibility within the service for 
meeting the operational targets nationally and as agreed with Hertfordshire Joint 
Commissioning Team on behalf of both clinical commissioning groups 
 
 
 
13.  Working Procedures 

 
a. All referrals deemed suitable for the service will be offered a full assessment 

at the appropriate step.  
This will consist of the minimum assessment necessary to gather all 
pertinent information with a view to planning an appropriate intervention. This 
will include a focus on risk and the individual’s needs, in order to discuss an 
appropriate intervention for each client. Standardised risk questions are 
mandatory on the PC-MIS data system at initial assessment, and the 
clinician must ensure that they have adequate information to answer the 
standardised questions which are shown in (Appendix 8).  
 

b. Agreed interventions will be provided in community based accommodation 
this could be, local halls, health centres, HPFT community bases, or at the 
individuals GP surgery,  and at other local GP surgerys. In some 
circumstances where needed a home visit will be arranged if required.  If this 
is the case the HPFT Lone Worker Policy will be followed. 
 

c. Were possible each GP surgery will have a link worker, the worker will be 
responsible for promotion, providing interventions, and liaising with Gps 
regarding referrals in that surgery 
 

d. Audio or Video Recording clinical sessions is an important aspect of CBT, 
particularly during training. Clients should give informed consent to 
recording, and must be competent to do so. A Wellbeing Service (IAPT) 
consent to recording form should be completed by the client (see Appendix 
7). Any recordings that are transported for the purposes of supervision or 
assessment must be encrypted, and all appropriate procedures relating to 
maintaining confidentiality followed. Any recordings submitted for 
assessment during training remain the property of HPFT and must be 
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returned to the trainee for deletion once the assessment needs have been 
met. The Trust policy on Audio/Visual Recordings of Service Users should be 
adhered to. 
 

 
14.  Caseloads 
 

Worker Minimum caseload Minimum  attained contacts 
 

High intensity worker 23 - 30 23 each week 

High intensity trainee 12 (+/- 3) 12 each week  

Low intensity worker 50 - 70  35 each week 

Low intensity trainee 30 - 50 24 each week 

 
If sessions of other clinical work are undertaken as agreed with the manager (e.g. 
providing supervision, co-facilitating a CBT group, or duty triage), the line- manager were 
appropriate will recalculate expected clinical hours. 
 
The Wellbeing Service (IAPT) team managers will check caseloads on a weekly basis to 
ensure that allocation is occurring appropriately during supervision. S/he will monitor on a 
weekly basis any breaches of time targets to assessment and/or treatment that are likely 
to occur, and allocate such cases as necessary. If there is not sufficient capacity within the 
service to allocate safely, the Wellbeing Service (IAPT)Team Manager must notify the 
IAPT clinical and operational Leads of any such potential breaches. 
 
15. Medical Cover and Medication 

 
During any period of intervention or treatment by a Wellbeing (IAPT) Service worker, 
medical responsibility remains with the GP. 
 
If the Wellbeing (IAPT) Service worker has cause for concern in regard to any medication 
for, or mental health problems, the worker will discuss with the Consultant Psychiatrist for 
advice and an appointment either within a primary or secondary care setting. Concerns 
regarding Physical Health should be discussed with the GP.  

 
16. Managing Risk 

 
Risk is an important issue that should be attended to at every contact as necessary.  
Risk assessment is a mandatory field on PC-MIS at assessment, and workers should 
therefore satisfy themselves that they have enough information to be able to answer the 
PC-MIS risk questions. Both risk to self, risk from others and risk to others including 
children & vulnerable adults must be attended to in line with HPFT Policies and 
Procedures. Any significant level of risk should immediately be discussed with the senior 
clinician, team manager or deputy clinical lead. 
Refer to Appendix 8 for more detailed risk assessment and management guidelines.  
 
Clients should be routinely given details of the HPFT mental health helpline and the option 
of contacting their GP surgery if they are in crisis out of office hours. 
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 Safe guarding 
 

During any assessment or intervention, Wellbeing Service (IAPT) workers will ensure 
that any issue causing concern in relation to a person’s vulnerability will be dealt with 
according to HPFT’s Safeguarding Children and Adults Policies and Procedures 
 
A child’s welfare and safety is paramount and it is the responsibility of all staff to ensure 
they identify and respond to concerns. Where concerns have been identified, under 
Safeguarding Children policy, the worker should discuss this in the first instance with 
his/her supervisor or line manager and may wish to contact HPFT’s Named Nurse for 
Safeguarding Children. 
 
Where appropriate, a written referral to Children’s, Social Services must be made, in 
accordance with the HPFT Safeguarding policy. 

 
Safeguarding Adults –If any member of staff becomes aware of abuse or historical 
abuse or thinks abuse may be occurring or have occurred, this should be discussed 
with their manager.  Staff must be familiar with the Trust Safeguarding Adults policy 
which should be followed in conjunction with the Hertfordshire Interagency Procedure 
for the Protection of Vulnerable Adults. 

 

 Step Ups to Secondary Care 
 

Where significant risk to self or others is identified the clients’ needs become 
inappropriate for Wellbeing (IAPT) Service, and they should be referred to the 
appropriate secondary care service. 
 
This Step Up is completed by a senior member of the Wellbeing team having a 
discussion about the case with the appropriate team manager or there deputy in the 
Secondary Care Team, both individuals will have access to a written letter in order to 
discuss the case and agree the next steps. 
  
The Wellbeing Service will ensure the referred person is made aware of the discussion 
and the planned intervention by the receiving team.  
 
The referred persons referral, notes and change of need letter will form part of the 
referral information shared with the receiving team, prior to the EPR record being 
discharged. 
 
If imminent risk is identified a direct referral to the crisis team may be appropriate. The 
GP should be kept informed with a telephone call and/or in writing. 
 

 
17. Services for Carers 
 
All regular and substantial carers identified will be offered an assessment of their own 
needs (Care Act 2014). 
 



 

Page 23 
 

If they wish to proceed, the Carers Assessment will be arranged by the service best placed 
to carry out the work. This may be either the Wellbeing Service (IAPT) service or the 
service giving clinical input to the cared for individual.   Wellbeing Service (IAPT) workers 
should facilitate this process with the support of the team Social Worker.  
 
Carers will be offered appropriate services within resources available and will have a 
written care plan, which will be reviewed no less than once annually Appendix 3 
 
Carers will be informed of services offered by Carers in Hertfordshire and also of local 
support groups. 
 
18. Disputes Resolution 
 
Professional disputes can arise and all attempts should be made, as soon as possible, to 
resolve the dispute at a local level.  
 

a. Early discussions between the Wellbeing Service (IAPT) Worker, the GP and 
other relevant Managers should take place to identify any actions that need to 
occur to resolve the dispute. If necessary an Action Plan should be agreed. 

 
b. If it is not possible to resolve the dispute locally the matter should be referred to 

the Service Manager who will arbitrate on any dispute between the Wellbeing 
Service (IAPT) and local community secondary care teams. In the interim, an 
agreed plan should be put in place to ensure an appropriate response/service to 
the client whilst the conflict is resolved. This must be confirmed in writing 
between all parties, including the client to avoid any confusion or error. 
 

19. Induction, Staff Support, Supervision, Appraisal and Training  

STANDARD 

 
Staff development and training is a high priority for HPFT and each member of staff has an 
annual appraisal and a Personal Development Plan identifying training needs 
 
Regular staff support is offered via Staff Support Groups and also by access to external 
HPFT counselling for members of staff. 
 
All Wellbeing Service (IAPT) staff receives management supervision given by their Line 
Manager in line with the HPFT Supervision Policy.  
Sessions are recorded,  are held at least every three months, and offer an opportunity to 
focus upon professional role, workload and professional practice.  
 
Line management responsibility rests with the identified Line Manager within the team as 
delegated by the  Wellbeing Service (IAPT) Operational Manager. When required the 
clinical supervisor and the line manager will work together to resolve any difficulties. 
 
All newly appointed staff undergo a comprehensive induction programme in line with HPFT 
policy. There is also a five-day corporate induction organised by the Learning and 
Development Department. It is the responsibility of the line manager to insure the induction 
is signed off on the Induction Check List 
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During the first week of employment it is the Wellbeing Service (IAPT)  team manager’s 
responsibility to ensure the new member of staff is registered for the use of PC-MIS and 
undertakes training in order to be competent in its use 
 
All staff, including bank and agency staff are required to have an induction period. This 
may be locally agreed according to the length of time they are expected to be employed 
 
Training courses form an integral part of every Personal Development Plan. Training 
Bulletins are issued regularly by the Trusts’ Training and Development Department. 
Mandatory courses, such as risk assessment, child protection, health and safety and 
coping with violence, must be attended and regular bank staff will be expected to attend  
 
All staff directly working with people are required to achieve basic competencies in working 
with families, welfare rights and safeguarding children and adults from abuse and neglect. 
Training courses to acquire these competencies are made available 
 

 Permanent Staff Temporary Staff Student/ 
Learners  

Induction to 
Service 

Day one local induction 
and Trust induction 

Day one local induction Day one local induction 

How will you 
Support Staff? 

In planned supervision 
and as required 

In planned supervision 
and as required 

In planned supervision 
and as required 

Supervision 
Arrangements 

See detail below See detail below As required for the 
course of study 

Appraisal 
 

Annual Annual As required for the 
course of study 

Training All mandatory training 
 
 

All mandatory training As relevant for the 
course of study 

 
19.1 Supervision 

 
Psychological Wellbeing Practitioners (PWPs): 
 
Each PWP (qualified or trainee) will have a named qualified senior PWP, high intensity 
therapist or senior clinician as their supervisor. In some cases it will be appropriate for an 
experienced qualified PWP to take on some supervision responsibilities, as deemed 
appropriate by the senior clinician in the team. Each PWP will receive one hour of 
supervision weekly to discuss the worker’s case. Although discussion of cases should be 
prioritised according to clinical need, all the PWP’s cases must be discussed within a 2-4 
week period. Each PWP is clinically accountable to their individual supervisor. 
 
In addition PWPs will meet monthly for 2 hours of group supervision each month with a 
senior clinician or senior PWP, focussed on more detailed case discussion with a view to 
the further development of clinical knowledge and skills.  
 
High Intensity Workers (HIWs) and psychologists: 
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Trainee HIWs will have one hour of supervision weekly with a qualified HIW or senior 
clinician. All supervisors of Trainee HIWs must be accredited by the BABCP, or eligible for 
accreditation. The Trainee HIW’s entire caseload must be discussed within a 2-4 week 
period.  
 
Qualified HIWs will have supervision with a senior HIW or psychologist. Supervision must 
occur on a regular basis, usually weekly, but may be less regularly if deemed to be 
appropriate by the quadrant senior clinician. As a minimum for more experienced 
practitioners supervision must occur monthly, with the HIW’s entire caseload being 
discussed within a 2-4 week period. Each HIW is clinically accountable to their individual 
supervisor. 
 
Experienced qualified CBT therapists will have at least one hour’s supervision per month 
with a supervisor who is eligible for BABCP accreditation.  
 
In addition HIWs will meet for group supervision for 1 ½ hours every month, facilitated by a 
supervisor eligible for BABCP accreditation 
 
A focus on case-management is an important aspect of  supervision for all clinicians. 
Supervisor alerts must be discussed and dealt with and appropriate supervision notes kept 
on the client’s clinical record on the PC-MIS data system.  
 
At all times supervisors must ensure that their supervisees are holding the minimum 
caseload expected. Supervisors also have delegated responsibility for ensuring that their 
supervisees are meeting the minimum contact levels expected. Any performance issues 
that have not been resolved in supervision should be bought to the attention of the 
supervisee’s line manager by the supervisor. 
 
Supervision provided by university staff as part of clinical training should be regarded as 
advice and guidance. Clinical accountability remains with the Wellbeing Service (IAPT) 
supervisor. 
 
In accordance with the trust policy, clinicians must ensure that there are paper copies of 
supervision notes, which are signed by both the supervisor and the supervisee. 
 
20. Comments, Complaints and Compliments 
 
All comments, compliments and complaints should be dealt with in accordance with the 
Trust Compliments Concerns and Complaints Policy and Procedure (see Policy 
document). 

 
The policy requires all verbal or written complaints to be acknowledged within two working 
days with copies forwarded to the appropriate line manager and the Complaints Manager 
at Trust Head Office,  99, Waverley Road, St. Albans. Comments and Compliments, once 
responded to, should be sent for information to the Complaints Team at Trust Head Office. 
Leaflets outlining the procedure are available at all Wellbeing Service (IAPT)locations. 

 
21. Communications 
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The treatment and information service users are given should meet the individual’s 
communication needs especially where there are specific language and sensory 
communication requirements. The HPFT guidance on Communicating with Service Users 
from Diverse Communities provides further information and the procedure for the 
interpreting service.  

 
Where there are specific cultural/religious practices which affect compliance with treatment 
the service users should be given the opportunity to discuss and agree adjustments or 
alternatives to enable treatment to go ahead. 
 
22. Records Management, Confidentiality and Access to Records 

 
All NHS employees (including seconded staff) are responsible for all records that they 
create or use in the course of their duties. This responsibility is defined both in law and in 
other professional guidelines covering the handling of records.  For example, the Public 
Records Act 1958, the Data Protection Act 1998 and the Freedom of Information Act 2000.  
The Trust's Records Management Policies give full details of those responsibilities and the 
standards we need to meet. 

 
All information must be dealt with in line with HPFT’s Information Asset Management 
policy and procedure. Clinicians should be particularly aware of the potential for 
confidentiality breaches as a result of email communication. Clinical contact via email 
should therefore be avoided. If it is necessary to communicate clinical information using 
email then relevant HPFT policies should be followed. Were access to secondary care 
records are required this should be discussed with the team manager or supervisor and 
records viewed on the basis of that discussion. 

 
All matters relating to service users’ health and personal affairs and matters of 
commercial interest to the Trust are strictly confidential and such information must 
not be divulged to any unauthorised person. 
 
22.1 PC-MIS 

 
PC-MIS is the electronic primary care patient record used by primary care services in 
HPFT. Wellbeing Services staff will be required to record all contacts with the individual in 
a timely manner on the PC-MIS Data Base. 

PC-MIS training is a mandatory requirement for all Wellbeing Service (IAPT) staff, and 
should be arranged within each team by the team manager. 
 
In order to provide evidence that the best possible care and treatment is given to the 
service users, staff must follow the record management and confidentiality polices listed 
below.  

 

 Care Records Management Policy 

 Clinical Information Filing Policy 

 Protection & Use of Service User Information Policy 

 Formal Access to Service User Records Policy 

 Freedom of Information Act Policy 

 Written & Electronic Communications Policy 
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 Corporate Records Management Policy 
 

22.2 Clinical recording 
 

The IAPT minimum data set must be collected at every clinical contact. See Appendix 11 
for relevant questionnaires: PHQ-9, GAD-7, Phobia Scales, Employment status questions, 
and WASAS. 

 
A clinical contact is defined as any contact made for the purposes of assessment or 
intervention, even if the intervention is relatively minimal.  

 
Accurate and up to date records must be kept on PC-MIS. PC-MIS forms the clients’ 
clinical records, and as such in addition to the minimum data set PC-MIS notes must be 
kept of contacts made, type of intervention and outcome, including progress made.   

 
Initial sessions with the allocated high or low intensity worker following the triage telephone 
assessment will be recorded on PC-MIS as “assessment and intervention” under contact 
type.  

 
Wellbeing Service (IAPT) aims to be a paper-light service, whilst a case is open the 
referral letter, assessment, contact details, and key documents from PC-MIS will be held a 
s a paper file. This is to facilitate contingency plans should IT systems fail. These must be 
kept in line with HPFT policy on Information Asset Management. 

 
All matters relating to service users’ health and personal affairs and matters of 
commercial interest to the Trust are strictly confidential and such information must 
not be divulged to any unauthorised person. 

 
This requirement does not override the promotion of good practice where health and 
social care staff share information and records with individuals during the course of the 
treatment/care episode 

 
Formal applications for access to Wellbeing Service (IAPT)records have to be made in 
writing to the Wellbeing Service (IAPT) Manager.  An Access to Your Health Records" 
leaflet can be obtained from a member of staff. Applications for access to records held by 
the GP must be made in line with GP practice and procedures  

 
There are special rules regarding legal access to records. If any case arises where legal 
access is requested staff within Wellbeing Services should refer to the Access to Records 
Policy and discuss with the Service Manager. There are also special rules relating to the 
sharing of information regarding children and adolescents. These are to be found in the 
policy on “Sharing Information and Involvement in the Legal Process of Child Protection” 
 

 
23 Health and Safety 

 
Every employee and those persons working on behalf of the Trust have a duty to take 
reasonable care for the health and safety of themselves and other persons who may be 
affected by any acts or omissions by themselves. To cooperate with the organisation so far 
as it is necessary to enable management to carry out its legal duties relating to health and 
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safety matters i.e. follow instructions and training, use equipment provided for their 
protection, report defects/damage/ health and safety concerns. 

 
HPFT have a duty to remedy and or report any hazards or unsafe working practices in the 
immediate working area to the appropriate manager or supervisor.  All staff is required to 
participate in the Trust’s accident/incident reporting systems and to comply with the Trust’s 
procedures and techniques for managing risks. 
 
23.1 Lone Workers 
 
Members of staff who during the course of their work, work out of office hours or are lone 
workers must with their managers, carry out a written Risk Assessment to identify potential 
risks and agree the control measures which need to be in place.  For further information 
refer to the HPFT Lone Workers Policy. 

 
24 Practice Governance 

 
24.1 Team Meetings 
 
The Wellbeing Service (IAPT) locality teams will hold monthly team meetings of up to 1 ½ 
hours. These meetings will provide an overview of the current functioning of the team, 
including a focus on any clinical and operational issues impacting upon the team’s 
effective delivery of the clinical service, in addition to any wider issues affecting the team. 
The meetings will include standard agenda items on Quality and Risk, Service User and 
Carer Experience, and Workforce and Organisational Development. The meetings will be 
attended by team members and will be chaired by the Team Manager or in their absence 
the quadrant Senior Clinician. 
 

 
24.2 Business and Governance Meeting 

 
The Wellbeing (IAPT) Service and SPA Business and Governance meeting will be held on 
a monthly basis, to be attended by all senior clinical and senior operational staff, team 
managers and team leaders from both services. The purpose of this meeting will be to 
discuss clinical and operational issues affecting the teams at a countywide level. Key 
decisions regarding the operation of the services will be discussed at these meetings. 
These meeting will also have a focus on the clinical and operational performance of the 
services, including a focus on clinical governance issues. The Lead for MIND and Relate 
services will be invited to attend quarterly when a section of the meeting focussed on 
support worker provision.  The meeting will include standard agenda items on Quality and 
Risk, Service User and Carer Experience, and Workforce and Organisational 
Development. 

 
Each team will be invited to review  their own practice against a set of standards deriving 
from this policy and a quarterly Patient Experience questionnaire reports 
 
The relevant Wellbeing (IAPT) Service staff representatives will attend the Wellbeing 
(IAPT)Service/ Single Point of Access Quality and Risk meeting meetings to discuss all 
governance issues that relate to primary care 
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24.3 Other Meetings 
 

The senior clinicians within the Wellbeing (IAPT) Service will meet bi-monthly. The senior 
clinicians meeting will focus on clinical issues and practice developments, both local and 
national.  

 
The Clinical Lead (or the Deputy Leads) and Operational Leads will attend meetings as 
required by the CCG/Commissioning Team and feedback to the monthly Business and 
Governance meetings. 

 
Senior clinicians and/or managers within the Wellbeing Service (IAPT) should attend 
interface meetings with secondary care managers and senior clinicians at least every three 
months, in order to discuss any issues arising with regards the stepping up and down of 
clients between the services. 

 
High intensity staff will meet with GPs regularly and attend GP Practice Meetings when 
required, with a view to maintaining good communication with primary care staff 

 
The Clinical Lead, or deputy Clinical Lead will meet separately and regularly with the High 
Intensity and Low Intensity Trainees to provide a forum for discussion about training issues 
relating to either University or Employment & any obstacles/challenges to the successful 
completion of the course. 
 

 
25 Embedding a culture of Equality & RESPECT 

 

RULE: The Trust promotes fairness and RESPECT in relation to the treatment, care & 

support of service users, carers and staff. 
 
RESPECT means ensuring that the particular needs of ‘protected groups’ are upheld at all 
times and individually assessed on entry to the service. This includes the needs of people 
based on their age, disability, ethnicity, gender, gender reassignment status, relationship 
status, religion or belief, sexual orientation and in some instances, pregnancy and 
maternity. 
 
Working in this way builds a culture where service users can flourish and be fully involved 
in their care and where staff and carers receive appropriate support.  Where 
discrimination, inappropriate behaviour or some other barrier occurs, the Trust expects the 
full cooperation of staff in addressing and recording these issues through appropriate Trust 
processes. 
 
Access to and provision of services must therefore take full account of needs relating to all 
protected groups listed above and care and support for service users, carers and staff 
should be planned that takes into account individual needs.  Where staff need further 
information regarding these groups, they should speak to their manager or a member of 
the Trust Inclusion & Engagement team. 
 
Where service users and carers experience barriers to accessing services, the Trust is 
required to take appropriate remedial action. 
.   
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The following table reflects – specifically for this policy – how the design of the service and 
processes involved has given consideration to all protected groups so ensuring equality 
and dignity for everyone.   
 
This information reflects how staff will act in accordance with the Equality Act 2010 
in meeting the needs of all protected groups.   
 
All staff must be aware of issues relating to equality and diversity for service users and 
carers including: 

 Understanding how to ask questions about culture, religion and ethnic 
background  

 Arranging interpreters where necessary (refer to section 15) 

 Offering adaptations for people with disabilities E.g. Hearing Loop, 
Downstairs meeting rooms etc.  

 Opportunity to discuss relationships and issues relating to sexuality  

 The needs of both men and women are represented equally – 
including the needs of trans service users.  

 
Staff have a responsibility to challenge any discrimination they may witness and report 
back in accordance with risk management and complaints and incidents processes. 
 
Staff have the right to be treated with dignity and respect. Any situations of harassment, 
bullying or other abuse must be dealt with in accordance with the Trust harassment & 
bullying policy and other associated guidelines. All staff are also entitled to access the 
Trust counselling service if needed. 
 

Staff must also be aware of issues relating to Human Rights including how they apply to 
staff and service users.  Information on this is available within the Trust Single Equality 
Scheme. 
 
Disability access. If it is found that service users, carers or staff with disabilities are 
prevented from accessing any premises above ground level, a clear contingency protocol 
must be outlined in this operational policy.  
 

Service user, carer 
and/or staff access 
needs  
(including disability) 

The needs of people with disabilities and differing communication needs 
must be given appropriate adjustments within the service/process/workplace 
to facilitate better access.  Interpreters should be arranged as necessary, 
and the location of services, access to physical and sensory impairment etc. 
taken into account when planning service delivery. 
  
Reasonable adjustments should be made for staff members with disabilities 
or health needs 
 
Staff within the service should ensure that the potential for inequality is 
minimised. 
 

Involvement Opportunities that are made available within the service/process for service 
users and carers to be involved in making contributions to the Trust and 
development of services. 
 
Service user involvement should be sought in order for the potential for 
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inequality to be minimised. 
 

Relationships & 
Sexual Orientation 

Staff members should take into account the needs of people in different 
relationships as well as those in none.  This should address issues around 
sexual orientation (and any barriers for people around their orientation) as 
well as any relevant issues re: nearest relatives and family carers. 
 
For staff this may also include an awareness of the needs of LGB staff in 
workforce and an understanding of how an open workplace culture improves 
the experience for staff working in the Trust. 
 
This should also reflect how potential for inequality is minimised. 

Culture & Ethnicity  Ethnic minority service users should receive a cultural appropriate 
experience from the service. This should include issues of language, diet, 
hygiene and personal care etc. 
 

Spirituality Issues of spirituality should be attended to for the service user or carer where 
necessary.  This should focus around the HOPE model for: 
 
H – Sources of Hope 
O – Needs re: organised religion 
P – Personal belief structure (including non-faith) 
E – Effects on care of practicing spiritual beliefs. (positive and negative) 
 

Age The service should take into account the needs of different age groups.  
Access for older adults in particular, who historically are underrepresented in 
the service, should be targeted for additional support. 
 

Gender & Gender 
Reassignment  

The service should provide equal treatment for men and women or – where 
justified – one group is favoured (e.g. single sex accommodation).  The 
needs of transgender service users and carers should be acknowledged 
appropriate support offered.  
 

Advancing equality 
of opportunity  

The service should seek to develop in a way that ensures incorporates 
equality of opportunity through continual feedback and evaluation of the 
service. 
 

 
26. Promoting and considering individual wellbeing 
 
Under the Care Act 2014, Section 1, the Trust has a duty to promote wellbeing when 
carrying out any of their care and support functions in respect of a person.  Wellbeing is a 
broad concept and is described as relating to the following areas in particular: 

 Personal dignity (including treatment of the individual with respect); 

 Physical and mental health and emotional wellbeing; 

 Protection from abuse and neglect; 

 Control by the individual over day to day life including over the care and support 
provided and the way in which it is provided; 

 Participation in work, training, education, or recreation; 

 Social and economic wellbeing; 

 Domestic, family and personal; 
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 Suitability of living accommodation; 

 The individual’s contribution to society. 
 

There is no hierarchy and all should be considered of equal importance when considering 
an individual’s wellbeing. How an individual’s wellbeing is considered will depend on their 
individual circumstances including their needs, goals, wishes and personal choices and 
how these impact on their wellbeing. 
 
In addition to the general principle of promoting wellbeing there are a number of other key 
principles and standards which the Trust must have regard to when carrying out activities 
or functions: 

 The importance of beginning with the assumption that the individual is best placed 
to judge their wellbeing; 

 The individual’s views, wishes, feelings and beliefs; 

 The importance of preventing or delaying the development of needs for care and 
support and the importance of reducing needs that already exist; 

 The need to ensure that decisions are made having regard to all the individual’s 
circumstances; 

 The importance of the individual participating as fully as possible; 

 The importance of achieving a balance between the individuals wellbeing and that 
of any carers or relatives who are involved with the individual; 

 The need to protect people from abuse or neglect; 

 The need to ensure that any restriction on the individuals rights or freedom of action 
that is involved in the exercise of the function is kept to the minimum necessary. 

 
27. Process for monitoring compliance with this document 
 
 

 
 
 
 
 
 
 

Action: Lead  Method  Frequency  Report to: 
Review policy and 
expected actions 
within team meeting 
and service area 
business and 
governance meeting  

 Wellbeing 
Service 
(IAPT)Clinical 
Lead 

Review of 
operational 
practice / learning 
from incidents 
against policy 
requirements 

6 months  Service Area 
Business and 
Governance 
meeting  

Local audit of safety 
and quality of service 

Team 
Leaders 

Completion of local 
audit  to ensure 
service compliance 
with operational 
policies and 
expected 
standards 
 

Annually  Team Meeting 
 
Service Area 
Business and 
Governance 
meeting 
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28. Version Control 

STANDARD 

 
Version  Date of Issue Author Status Comment 
V1 April 2008  Practice 

Governance 
Lead   

Superseded  Archived on 
Trust Server. 

V2 December 2010 Wellbeing 
Service 
(IAPT)Clinical 
Lead 

Superseded Archived on 
Trust Server. 

V3 21st January 
2014 

Wellbeing 
Service (IAPT)& 
SPA Lead 

Current  West Herts SBU 
Quality and Risk 
Meeting 
21.11.13 

V3.1 1st May 2015 EPMHS & SPA 
Lead 

Superseded Updated for 
Care Act 2015 

V4 25 September 
2015 

Wellbeing 
(IAPT) & SPA 
Lead 

Superseded New service 
delivery 
included, 
further care act 
update and 
name change 
from EPMHS 
to Wellbeing 
Service 

V4.1 25 September 
2015 

Wellbeing 
(IAPT) & SPA 
Lead 

Current Amendment to 
Section 5 

 
29 Archiving Arrangements 
 

STANDARD: All policy documents when no longer in use must be retained for a 

period of 10 years from the date the document is superseded as set out in the Trust 
Business and Corporate (Non-Health) Records Retention Schedule available on the Trust 
Intranet 
 
A database of archived policies is kept as an electronic archive administered by the 
Compliance and Risk Facilitator. This archive is held on a central server and copies of 
these archived documents can be obtained from the Compliance and Risk Facilitator on 
request. 
 
30  Associated Documents  

STANDARD 

 Clinical Risk Assessment and Management for Individual Service Users 

 Fair access to Care Services in Hertfordshire  

PART 3 – Associated Issues 
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 Cross Service Protocols. Delivering Social Care across Service Boundaries 

 An Outline of Social Care Responsibilities Delegated to HPFT 

 Health and Safety Policies (HPFT and ACS) 

 Hertfordshire Inter-agency Response to Allegation of Abuse of Vulnerable Adults 

 Policy Guidance concerning Risk Assessment and Management Procedures 

 Hertfordshire Safeguarding Children’s Board. Child Protection Procedures 2007  

 Guidance on Sharing Information and Involvement in the Legal Process of Child 
Protection 

 Policy on Prevention and Management of Physical and Non-physical Assaults 
incorporating Lone Worker and Essential Travellers Policy, Procedure and 
Guidance on the Management of Care Records  

 Policy on Comments, Complaints and Compliments 

 Policy on Access to Records 

 Post Incident Support to Staff  

 Learning from Adverse Events Policy 

 Policy on Communicating with Service Users from Diverse Communities.  
Incorporating Procedure and Guidance on the Interpreting Service 

 
31 Supporting References  

STANDARD 

 

 National IAPT guidance documents 

 The Mental Health Act 1983 and Code of Practice 

 The Human Rights Act 

 The Data Protection Act 

 The Health and Safety at Work Act  

 Children Act (1989 and 2004) 

 The Mental Capacity Act 2005 and Code of Practice  

 National Assistance Act 

 NHS and Community Care Act 

 NICE guidelines on depression and anxiety 

 Safety First, Five year report of the National Confidential Inquiry into Suicide and 
Homicide by People with Mental Illness 

Designing Primary Care Mental Health Services (CSIP) 
 
32 Comments and Feedback  

 

STANDARD 

 
Wellbeing Service (IAPT)managers 
Wellbeing Service (IAPT) senior clinicians 
SBU practice governance lead 
SBU Quality and risk group 
SBU Practice Governance Facilitator  
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Recovery Principles underpin all forms of care provided within the Trust    
 

The HPFT Recovery Principles 
The Principles of Recovery Orientated Practice, which underpin all services 
provided by the Trust, are: 
 

1. Individual uniqueness and user centrality to service provision:  
 Recovery oriented practice: 

 recognises that recovery is a personal journey and unique for each individual. 

 understands that Recovery is not necessarily about cure.  Recovery outcomes are 
personal and unique for each person and go beyond an exclusive health focus to 
include an additional emphasis on social outcomes and quality of life. 

 places individuals at the centre of the care they receive.  Through a person centred 
and needs led approach, individual recovery outcomes are achieved. 

 

2. Real Choices: 
 Recovery oriented practice: 

 supports people to make their own choices about how they want to lead their lives 
and acknowledges choices need to be meaningful and creatively explored. 

 supports people to build on their strengths and to take as much responsibility for 
their lives as they can at any given time. 

 is proactive in supporting people to take positive risks and to make the most of new 
opportunities whilst balancing responsibilities for duty of care. 

 

3. Attitudes and Rights 
 Recovery oriented practice: 

 involves listening to, learning from and acting upon the communications from individual 
service users, their relatives and others about what is important to each person. 

 promotes and protects people’s legal and citizenship rights 

 supports people to maintain and develop meaningful social, community, 
recreational, occupational and vocational activities. 

 

4. Dignity and Respect 
 Recovery oriented practice: 

 consists of being courteous, respectful and honest in our interactions 

 involves sensitivity and respect for each individual’s values and culture. 

 challenges discrimination and stigma wherever it exists both within our own services 
and the broader community.  

 

5. Respectful Partnerships 
 Recovery oriented practice: 

 acknowledges each person is an expert on their own life and that recovery involves 
working in respectful partnership with individuals, their relatives and carers to 
provide support in a way that makes sense to them. 

 acknowledges the importance of sharing appropriate information and the need to 
communicate clearly and effectively to enable effective engagement with services.  

 involves working in hopeful, positive and optimistic ways with people who use our 
services, their families and carers, and the communities within which they live, to 
support them to realise their own hopes, goals and aspirations.  

APPENDIX 1 
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Legal Responsibilities delegated by Hertfordshire County Council to HPFT within 
the Partnership Agreement  
 
Introduction 
 
The core document underpinning the Social Services functions delegated  
to the new organisation by Hertfordshire County Council (HCC) is the Partnership 
Agreement between HCC and Hertfordshire Partnership NHS Trust.  This was agreed on 
the basis of a new flexibility to promote integrated services between Health and Social 
Services and is allowed under section 31 of the Health Act (1999). 
  
Legislative basis for HPFT’s delegated social care responsibilities 
The legislative basis for Social Services responsibilities towards vulnerable people is 
extremely complex, and has grown in piecemeal fashion.  There is no single overarching 
piece of legislation.  The key statutes underpinning these social care responsibilities are: 
 
Care Act 2014 
The majority of law underpinning Adult social care has developed over a long time, and is 
quiet fragmented and can be confusing and difficult to navigate. This Act repeals many 
pieces of legislation relating to care and support and consolidates them into one statutory 
framework. 

 
 
Local Authority Social Services Act (1970) established the legal basis for Social 
Services departments and created the post of Director of Social Services.  Schedule 2 

outlines their permitted functions, both obligatory and discretionary. 
 
National Health Services Act (1977) (especially Section 21 and Schedule 8) which 
attempts to delineate the respective Health and Social Services responsibilities in respect 
of the prevention of illness and the care and after care of ill people.  It includes the 
provision of domiciliary support to expectant and nursing mothers. 

APPENDIX 2 
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Mental Health Act (1983) especially those provisions relating to Approved Social 
Workers, aftercare services, community supervision and guardianship. 
 
Children Act (1989 and 2004) a comprehensive piece of legislation underpinning social 
services legal duties to children, including child protection and services for ‘children in 
need’ and the responsibilities of other agencies to safeguard and promote the welfare of 
children   
 
Carers and Disabled Children Act (2000) this further strengthens carers’ rights, including 
the right to an assessment, including ‘substantial and regular’ carers where the person 
they are caring for is refusing help and therefore is not receiving community care services.  
It also introduces the concept of carers’ services, allowing carers to receive services in 
their own right rather than as a by-product of a community care service provided to the 
cared-for person. 
 
In addition to legislation there is a considerable amount of policy and practice guidance 
around social care, much of which is issued under Section 7 of the Local Authority and 
Social Services Act 1970, giving it considerable force. 
 
Identification of the Trust’s client groups for social care purposes 

 
The Partnership Agreement identifies three separate client groups as recipients of social 
care services from HPFT: the child and adolescent MH services client group; the adult MH 
services client group, and the Drug and Alcohol services client group.  This paper 
concentrates on the two adult groups.  In the future it is intended that this should be 
expanded for older people (over 65) with mental health needs. 
 
The Drug and Alcohol group are defined as ‘persons with drug or alcohol problems aged 
16 or over’. 
 
The adult mental health services client group is defined in the document as meaning 
‘persons who are between the ages 17 and 64 inclusive with mental disorder’.  The term 
‘mental disorder’ is not further defined in the document, but if the definition used in the 
1983 Mental Health Act is adopted, this must be a broad one, which encompasses not 
only people with mental illness but also those with ‘arrested or incomplete development of 
mind psychopathic disorder any other disorder or disability of mind’ (MHA Section 1.2). 
 
All three groups are subject to certain exclusions outlined in Appendix 1 of the partnership 
agreement, primarily covering those services where there is prior agreement that they are 
provided by another organisation. 
 
Eligibility for social care help 
 
Not all people in the above client groups will necessarily be assessed as eligible for social 
care support.  However, the legal threshold for accessing a community care assessment is 
a low one, and is unlikely, virtually by definition, to exclude many in these groups. 
 
Section 47 of the NHS & CC Act places a duty on authorities (and now by extension on 
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HPFT) to carry out an assessment ‘where it appears “….. That any persons for whom thy 
may be in need of such services….”’  The recent ‘Fair Access to Care Services’ section 7 
guidance reinforces the need for setting a low threshold for accessing such an assessment 
to avoid ‘screening out’ people before sufficient information is known about their needs. 
 
Eligibility criteria for social care services are shown in appendix 3  
 
Government agenda for social care 
 
In addition to the statutory legal framework, an organisation’s social care  
responsibilities need to be understood developed in the context of the government’s 
general social policy agenda. 
 
Amongst the elements of this agenda are: Modernising Social Services, The National 
Service Framework, Welfare to Work, Direct Payments, Equalities Initiatives, Carers and 
Advocacy Initiatives, Social Inclusion, No Secrets etc.   
 



 

   

Interim documentation for recording social care assessments 

SOCIAL OUTCOMES SCREENING TOOL 
 

 
We say you need a continued Social Care Outcomes Assessment if- 
   
In order to meet the eligibility criteria for care and support services, you need to be 
unable to achieve or have difficultly achieving at least two outcomes. 
 
We may “pause” the assessment whilst we try and support you through preventative 
services and other appropriate resources in order to meet your social care needs.  
 

First name (s)   Surname   Title  

PARIS ID      

 
 
Social Care Outcomes 
 

Significant impact in Area of need Tick box if Yes 

Financial  
 

 

Homeless or unstable housing 
 

 

Developing or maintaining relationships 
 

 

Accessing and engaging in employment, training or 
occupation 
 

 

Ability to look after children for which they have 
responsibility 

 

Ability to use community facilities (eg. public 
transport) 

 

Managing and maintaining Nutrition 
 

 

Maintaining Personal hygiene 
 

 

Managing Toileting needs 
 

 

Ability to dress appropriately 
 

 

Ability to move safely round the house 
 

 

Ability to maintain the home environment  
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SOCIAL CARE OUTCOMES ASSESSMENT 
 
Are you able to manage the 
following outcomes 
(consider the significance 
test below) 

Yes/No, 
Or not relevant 
to desired 
outcome 

Why we said this  
(description of the 
need): 

If it has been identified that you 
cannot achieve this outcome,  
describe how this impacts upon 
your wellbeing  (refer to 
guidance) 

This is how you would like 
things to be different in 
order to  improve your 
wellbeing in the areas 
identified 

Able to manage and maintain 
your nutrition 

    

Able to maintain your personal 
hygiene 

    

Able to manage your toilet 
needs 

    

Able to dress appropriately     

Able to make use of your 
home safely 

    

Able to maintain a habitable 
home 

    

Able to develop and maintain 
family or other personal 
relationships 

    

Able to access and engage in 
work, training, education or 
volunteering 

    

Able to make use of necessary 
facilities or services in the 
local community including 
public transport, and 
recreational facilities or 
services 

    

Able to carry out any caring 
responsibilities you have for a 
child. 

    



 

   

The How it affects you / Significance Test 
We say you need support if: 
 
You are unable to achieve an outcome without assistance.  
 
And/or, if achieving the outcome: 
  

Criteria Please Tick if applicable  

Causes you significant pain, distress 
or anxiety 

☐ 

Endangers or is likely to endanger 
your health or safety, or that of others 

☐ 

Takes significantly longer than would 
normally be expected 

☐ 

 
In order to meet the eligibility criteria for care and support services, you need to be unable to achieve at least two of the outcomes 
in the table above  
 
Is there a Carer? 

Yes/No  

If Yes Name  

Relationship  

Carer’s assessment Offered?  

 
 
Outcome of Social Care assessment 

☐ We have identified that you do not have a physical or mental impairment or illness and are not eligible for care and support 

services. We have given you information and advice which may be helpful to you.  
 



 

   

☐ In order to meet the eligibility criteria for care and support services, you need to be unable to achieve at least two outcomes. The 

information you have given indicates you are not eligible at this time. We have given you information and advice which may be 
helpful to you.  
 

☐ We have identified that you are unable to achieve two or more outcomes but these have not had a significant impact on your 

wellbeing and are not eligible for care and support services. We have given you information and advice which may be helpful to 
you.  
 

☐ We have identified that you are unable to achieve two or more outcomes and these have a significant impact on your wellbeing 

and are met by preventative or community resources  
 

☐ We have identified that you are unable to achieve two or more outcomes and these have a significant impact on your wellbeing 

and you are eligible for care and support services 
 
 

Why we said this:   

 
(Explanation of the 
eligibility decision) 
 
 
 
 

 



 

   

Outline Care Plan 
 
 
 
 
 
 

  

 

Information has been given to the service user and or their representative that the services they receive may be subject to 

a financial assessment and possible charge. ☐ 

 
The information you provided during this assessment will be used to assess your need for care and support. Your 
information will be held securely and confidentially in accordance with the Data Protection Act 1998. This information may 
be shared with other professionals/agencies in order to provide the support you need and if required for the investigation 
of or prevention of a crime 
 

Consent to sharing given by service user: 

Client Signature and Date: 
 
 

  

 

Inform Client with whom will this be shared: Service User, Carer, GP, Other 
agencies (please specify) 

  

 



 

   

Emergency contacts: Information card given or add: 
 
During working hours (0900am – 1715pm) please contact    
SPA 0300 7770707 
 
Out of hours you can reach our Helpline by calling 01438 843322. 
 
If you develop a physical illness please arrange to see your GP 
 
 
 
 
 
Authorisation: 
 

Name 
 

 

Role 
 

 

Date  
 
 

 

 

 

 

 



 

   

Carer Assessment 
 

Personal details of the carer PersonID  

First name (s)   Surname   Title  

Preferred name   Date of birth  Age  

NHS Number  NI Number  

Ethnicity  Religion  

Preferred language  Gender  

Primary address   Postcode:  

Home Number  Mobile number  

Preferred contact No. Mobile or Home Email address  
 
 

Details of the cared for person PersonID  

Name   

Preferred name   Date of birth  

Ethnicity  Gender  

Address   
 
 

Your  Carers Assessment was completed on:                               By: 

 

HPFT contact number:  

 
 



 

   

Before your assessment 

 

Information gathered from your original contact with us: 

 
This is what you, or someone else acting on your behalf, told us: 
 
 

Welcome to your assessment: 

 
All of the information below should be completed prior to the carer assessment taking place: 
 
 

Topic Details and/or what we discussed Date  
 

Information that 
we gave you and 
any actions taken 
before your 
assessment 
 
 

  

Explanation of 
Supporting carers 
factsheet and 
items discussed 
 
 
 

  

   



 

   

Preparing for your 
assessment 
 

Actions you 
should/could take 
before your 
assessment 
 
 

  

Support that you 
are already 
receiving  
 
 
 
 

  

 

 
At your assessment this is what you told us: 

 
About you and what is important to you: 
 
 

 
About your situation, the person (or people) you care for and the care you give them: 
 
 



 

   

 
About how your caring role impacts on your life: 

 
 

 
About what you do and what you would like to be doing, outside your caring role: 
 
 
 

 
How would you like things to be different in the future: 
(This may include changes to the amount or type of care you provide) 
 
 
 

About other services that you are currently receiving that you would like us to know 
about? 
 
 

To help you and the person you care for, we gave you this information about your rights 
and the things available in your local community:  
 
 

 
 

Do you have needs of your own because you provide care 
to an adult who needs care and support? 

YES 
☐ 

 
NO 

☐ 

 



 

   

(This is someone who’s needs arise from a physical or mental 
impairment or illness) 

 

Is your physical or mental health affected by your role as 
a carer or is it likely to be? 

YES 

 

☐ 

 

NO 

 

☐ 

 

Is a Carer’s Contingency Plan required? 
An additional Carers Contingency Plan will be completed with 
you and you will be provided with a copy. 

YES 
☐ 

 
 

NO 

 

☐ 

 

 
The following table identifies what we have agreed your needs are based on what you are/aren’t doing or what you can/can’t 

do. 
   
Table 1: Areas of need 
 

You are: Yes/ No Why we said this 

 
Able to carry out caring 
responsibilities for a child 
(if caring for a child) 
 

  
 

Able to provide care to 
another adult  
(if caring for an adult) 
 

  
 

Able to maintain a 
habitable home  
Environment 
 

  
 



 

   

Able to manage and 
maintain nutrition 

  
 

Able to develop and 
maintain family and other 
personal relationships 

  
 

Able to engage in work, 
training, education or 
volunteering 

  
 

Able to make use of 
necessary facilities or 
services in the 
community including 
recreational facilities or 
services 
 

  
 

Able to engage in 
recreational activities. 

  

 
 

Table 2: Impact on wellbeing and desired outcomes 
 

 
If the answer to any of the 
questions in table 1 is “no” 
this is how it affects you 

This is how you would like 
things to be different in order 
that you can improve your 



 

   

 wellbeing in the areas identified 

Maintain your personal 
dignity (including making 
sure you are treated with 
respect) 
 

  

Maintain your physical 
and mental health and 
emotional wellbeing 
 

  

Stay safe and be 
protected from abuse and 
neglect 
 

  

Exercise control over 
day-to-day life (including 
over your care and 
support) 
 

  

Participate in work, 
education, training or 
recreation 
 

  

Achieve social and 
economic wellbeing 
 

  

Maintain your domestic, 
family and personal 
relationships 

  



 

   

 

Access suitable living 
accommodation 
 

  

Contribute to society 
 

  

 

Eligibility Statement 
 

We are committed to supporting everyone who is a carer. We offer information and advice to all carers and can help you find support 
in your community, which for many will meet their needs.  
 
Some carers need additional support to balance their caring role with their own wellbeing.  These carers may be eligible for ongoing or 
further support from HPFT. 
 

Following your assessment we confirm you meet the criteria for carers support and you 
are eligible for assistance through an ongoing carer's personal budget or one off 
payment.  A personal Budget is Money that is allocated to you to pay for support to meet 
your assessed needs. 
 
 
Or 
 
 
Following your carer’s assessment we can offer you information and advice and support 
you to find help in your local community. 
 



 

   

Why we said this: 
 

 
Consent 

 

The information you provided during this assessment will be used to assess your need for care and support services. Your 
information will be held securely and confidentially on a computer and on file in accordance with the principles of the Data 
Protection Act 1998. This information may be shared with other professionals in order to provide the support you need.   

I confirm the information that is recorded in this assessment is correct   ☐ 

I am happy to be contacted in future to feedback on my experience of having this carer assessment  ☐ 

I would like a copy of my carer assessment to be sent to my GP so that they are aware of my needs and can register me as a carer: ☐ 

 
GP Address: 

  

Carers Signature Date: Advocate Signature  
(if applicable) 

Date: 

Worker Signature Date: 



 

   

 

A Stepped Approach to Care 
 

Based on the NICE guidelines a stepped care approach to the delivery of 
mental health services recognises that people have differing needs depending 
on the severity of their condition and their personal circumstances.  There are 
two key features to this approach. Firstly, that treatment is the least intensive 
available but which still produce a significant health benefit. Secondly, that 
treatment is monitored and ‘stepped up’ if there is no improvement in health. 
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Step 5: 

Inpatient care, crisis 
teams  

Risk to life, severe 

Symptoms/Need 

Medication, combined 

treatments, ECT 

Step 4:  

Mental health 
specialist/community staff 

Severe, Complex and 
Enduring 

Symptoms/Need 

Medication, complex 
psychological interventions, 

combined treatments, Duty/ 

Comprehensive Assessments Fair 

Access to Care 
 

 

Step 3:  

Enhanced Primary Mental 
Health Service, primary care 

mental health worker    

Step 2:  

Enhanced Primary Mental Health 
Service,  

GP Counselling, 
Primary care mental health worker  

Step 1: GP, practice nurse 

Moderate Symptoms/ Need Medication, psychological 
interventions, social support, 

Fair Access to Care  

Mild- Lower Moderate 
Symptoms/Need 

Guided self-help, computerised CBT, 

exercise, brief psychological 

interventions 

 

Recognition Watchful waiting  
 

Assessment and, when appropriate, 
referral to EPMHS 

 
(Or direct referral to community 

services, including EIP, when early 
psychosis is suspected or treatment for 

serious mental illness is required) 



 

   

 

Client referred by 

GP, other services 

or self-referral 

 SPA Screening and were 

appropriate triage 

Step 2 

Assessment  

SPA 

Contact 
within  

72 hours 

days 

Step 3 

assessment  

Step 3 
Screened by 

Team manager 

and passed to 
booking clerk to 

book appointment 

Within 28 
calendar days 

Return to SPA 

for step up to 

secondary care 

post assessment 

as needed   

 

Step 2 
Passed to 

booking Clark 

to book an 

appointment 
Within 28 

calendar days 

Step 2 

 
Signpost/ refer to other service 

Referral Pathways 
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Well-Being Team Front Sheet  
 
Name: 
 

Case ID: D.O.B: Gender:   F  /  M 

Title:  NHS no:  
 

Address: 
 
 
Post code: 

Telephone no: 
Home: 
Mobile: 
Work: 
 

Accommodation: 
Living alone                           institution/hospital          

Living with partner                  with parents/guardian      

shared accommodation          other relatives/friends     
 temporary  accommodation   Unknown                        

Marital Status 
Single                   Cohabiting  

Married               Widowed     

Separated             Divorced     

Not Known      

Ethnicity: 
White British                            White and black Caribbean                Pakistani                  White and Asian                                

White Irish                               White and black African                      Bangladeshi            Any other Asian background  
any other White background    Any other black background                 Indian                        Chinese                                               
Any other mixed background          Any other ethnic group (please state)………………………… Unknown                                  
Main Language 
 

Sexuality: Mobility Disability: 

Carer Name: 
 

Carers telephone: Email address:  

 
Referral Information: 

Date referral: Daily triage worker: Date triage: 
Outcome of triage:  Details: 

□ Accept for assessment  

□ Forward to step 3/4  

□ Onward referral   
Contact type: Date contact: Name of worker making contact: 

 

 
Assessment Details: 
Date first available assessment: Date of assessment: 
 Signposting/ self-

help info: (please 
specify) 

 Individual psycho-
educational 

 Psychological 
therapy (specify) 

 No assessment:  
 Paper triage  
 Client cancelled 
 DNA   
 Liaison work 

 Guided self help  Group psycho-
educational  

 CCBT  Other: (specify) 

 
Presenting Problem: 
Primary Problem  
Secondary problem  

 
Discharge Information:  
Date discharge: □ Planned □ Unplanned 

(Describe) 
Sessions attended: 

Back to GP  CMHT- Psychiatry  
Counsellor  CMHT- Occupational therapist  
Private counselling  CMHT- Psychotherapy  
Employment service  CMHT- Psychology  

APPENDIX 6 



 

58 

 

Drug and alcohol service  Eating disorder team  
Voluntary service  Other (please describe)  

 
 
Sessional Review: 
 
Date session PHQ-9 Score GAD-7 score 
 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
Contact Information: 
Date contact Type contact: Comments: 
 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Client ID:        Session date:  
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 GP Referral to 
Well-Being Team SERVICE 

 
Primary care service for mild to moderate mental health problems 
If you prefer to refer by letter please use the form as a guide to 
the information required 

 

 

 

Case Number: 

(Wellbeing Service (IAPT)use only) 

Date Received: 
(Wellbeing Service (IAPT)use only) 

 

Referrer details   Patient Details 

GP Other Name  

If other please specify: 

Address 

 
 
 
 

Postcode 

 

Name and signature: Date of 
Birth 

 Gender  

NHS No.  
Ethnicit
y 

 

Initial contact will be made by telephone or letter: 
 

   Preferred contact number  

GP Details  Alternative contact number  

 Additional contact information (e.g. suitable times): 

 

  
GP 
Surgery  

  Wellbeing Service (IAPT)will contact the patient within 72 hours of referral receipt 
with a view  to discussing their needs on the telephone 

 

Presenting Problem (Please tick all that apply and give brief details in the box below) Other issues (Please tick all that apply) 

Depression  Post-Traumatic Stress Disorder  Mild/Moderate Anger problems  

Anxiety  Agoraphobia   Mild eating problems  

Panic  Social Phobias  Further information: 

Obsessive Compulsive 
Disorder 

 Specific Phobias  

Additional information 

Past mental health history Current medication Has the patient ever been a risk to 
self or others? (please give details)  

Physical health 
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Any other information.  (E.g. interpreter required, special needs etc.) 

 
 
 
 
 

 

Please return this form:  

                Alternatively, you may fax referrals to:   tel:  
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Wellbeing Service (IAPT) CONSENT FORM 

 

Name of Client: Name of Therapist:  
 

Consent to participate in treatment with a trainee therapist: 
I consent to participate in treatment with the above named therapist who is training in Cognitive 
Behaviour Therapy. 
 
I understand that my therapist will receive on-going supervision from qualified professionals; and may 
submit anonymous clinical reports regarding my treatment to the university programme team. 
 
This agreement has been discussed with me, and I have had the opportunity to ask questions regarding 
this agreement. I also understand that I may withdraw my consent at any time. 
 
Name..................................................... Signed...............................................  Date.................... 
Consent to video/audio taping of sessions for supervision & assessment: 
I consent to being video/audio taped and I understand the recording will only be used for the purposes 
of supervision and assessment. I give my consent on the understanding that the recording will be 
erased once the above purposes have been fulfilled, and in a timescale not longer than one year. 
 
This agreement has been discussed with me and I have had the opportunity to ask questions regarding 
this agreement. I also understand that I may withdraw my consent at any time and have the tape 
erased. 
 
Name.....................................................  Signed...............................................  Date................... 

 

 
Therapist Name......................................... 
Signature..................................... 
Date......................... 

 
Line Manager Name.......................................... 
Signature............................................. 
Date................................... 

 
The original copy of this agreement should be kept in the patient clinical file, or scanned onto the electronic 
patient record. 
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Assessing Risk in Primary Care 
 
Assessing whether clients are a risk to themselves or others is an area which should be 
prioritised within the Wellbeing Service (IAPT) service. Although level of risk will have been 
assessed at initial assessment, the client’s level of risk may change on a daily basis, and 
therefore workers should maintain a constant awareness of this issue. Risk assessment is a 
mandatory field for initial assessment contacts on PC-MIS. In assessing risk the following 
areas are good indicators of level of risk to self:  
Level of ideation and hopelessness 
Extent of planning 
Likelihood of action and previous attempts 

At each contact the IAPT minimum data set questionnaires should be completed. 

Attend particularly to PHQ 9 item 9: “Thoughts that you would be better off dead or thoughts 
of hurting yourself in some way”. If the response is 1 or above (several days or more), then 
the following questions from PC-MIS should be asked: 
 
Q1. Do you ever feel that bad that you think about harming or killing yourself?  
Q2. Do you ever feel that life is not worth living? 
Q3. Have you made plans to end your life? 
Q4. Do you know how you would kill yourself? 
Q5. Have you made any actual preparations to kill yourself? 
Q6. Have you ever attempted suicide in the past? 
Q7. How likely is it that you will act on such thoughts and plans? (0 – 10, 10 being certain) 
Q8. What is stopping you killing or harming yourself at the moment? 

 

In particular if the client answers yes to questions 1, 3, 4, or 5 then this together with the 
intent rating on question 7 may indicate a high level of risk, particularly if intent is rated higher 
than 5. If you think that the client may present a level of risk to themselves or others or then 
speak to the duty worker or a qualified clinician as soon as possible. In terms of risk to others 
supplementary questions will need to be asked if there are indications that the client may 
pose a risk to others. E.g. anger problems. Also consider child protection issues. Again, 
areas to assess include level of ideation, extent of planning and previous history. The police 
may need to be informed if a serious crime is planned or disclosed. If that is the case, the 
duty triage worker or a senior clinician should be consulted as appropriate. 

If for any reason a more senior clinician is not available and you feel that there is a high level 
of risk then phone the crisis team. The client can also access the crisis team by attending the 
local hospital A & E department. The GP should also be informed in writing by fax as soon as 
possible. 
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Guidelines on step allocation 
 
Step 1: Identification of the problem and watchful waiting 
This is usually done by the GP or other primary care staff at the initial stages, prior to referral 
to the IAPT service.  
 
Step 2: Low Intensity intervention 
Computerised CBT: Offer if the client is not being allocated to high intensity intervention, 
and chooses this as an intervention that they would be interested in. This intervention can be 
offered alone if the client has mild depression or anxiety and requires no additional 
intervention.  
 
Psycho educational courses: Separate six session courses are run for depression and 
anxiety. Each session lasts two hours, on a weekly basis. These groups are usually the best 
starting point for clients who have mild to moderate depression or anxiety. Clients attending 
the groups should have an allocated LIW case manager who conducts the usual initial 
assessment prior to the group, and then makes a follow-up contact following completion of 
the course to see review the situation. The case manager would also be available for contact 
as necessary through the duration of the course.  
 
Low intensity 1:1 intervention: For clients with moderate depression and anxiety 1:1 
intervention may be required, especially if the client does not feel able to attend a 
psychoeducational course, or has other difficulties which require more intensive support. 
Usually this input would last no longer than 6 sessions, and could be done over the telephone 
or face to face.  
 
Step 3: High Intensity intervention 
High intensity interventions should be considered if the client is experiencing moderate to 
severe depression or anxiety. If a client’s scores on the PHQ-9 and GAD-7 place them in the 
severe range a high intensity intervention may be most appropriate. If the clients difficulties 
are of a complex nature, such as PTSD or OCD then a high intensity intervention should be 
considered. If there is significant risk identified then the client should be allocated to a high 
intensity intervention. Also consider allocation to high intensity therapy if the client expresses 
a strong preference for this type of work. 
 
Individual CBT: Clients with depression or anxiety would usually be allocated to a CBT 
intervention. Individual interventions should particularly be considered if the client has a 
preference for this type of work rather than group therapy. Clients with idiosyncratic or 
complex difficulties would benefit most from individual therapy.  
 
Group CBT: Group CBT should be offered where possible, unless the client has a strong 
preference for individual therapy, or their difficulties are of an idiosyncratic or complex nature.  
 
Other therapies: If the client is considered unsuitable for CBT, perhaps due to the nature of 
their difficulties, then another form of evidence based therapy such as Interpersonal therapy 
or couples therapy can be offered.  
 
Step 4: Referral to secondary care mental health services 
If the client’s scores on the PHQ-9 and GAD-7 indicate a severe level of depression or 
anxiety then a referral to secondary care may be considered. Usually such a referral would 
only be indicated if the client’s difficulties had lasted longer than 3 months, or if other 
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interventions of the type offered by this service had already been attempted with little 
success.  
 
Step 5: Crisis intervention from secondary care mental health services 
If a significant and imminent level of risk is present then make a referral to the crisis team. 
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Triage Assessment Guidelines 
 

Introduction 
State name and job role 
 
Ask if it is a good time to talk 
 
Give a very brief outline of service: “You’ve been referred by your GP. This is a service 
which provides psychological therapy”  
 
Purpose of the triage assessment: “The purpose of this phone call is to ask you some brief 
questions to determine whether our service might be able to help you. This will take about ten 
minutes. Although this will seem really brief if we decide that our service is right for you then 
you will meet with one of our workers for a longer discussion of your problems at a later 
time”. 
Discuss confidentiality: “Everything that we talk about is confidential. We usually write a 
letter to your GP – is this ok with you? The only time when we would need to break 
confidentiality is if we became concerned that someone was at risk of serious harm 
happening to them if we didn’t” 
If someone is listening in state this and ask the client’s permission 
 
Triage questions 
Work through the triage form and PHQ/GAD, focussing on key issues: 
-Identified problem 
-Severity (PHQ and GAD) 
-Risk (PTO for detailed guidelines) 
-Previous psychological treatment 
-Client’s goals 
If the client is giving more information that necessary use clear respectful statements to 
move things on: e.g. “OK. That should be enough information on that for now. What 
previous help have you had for this?” 
 
End 
If suitable for service: outline the type of interventions that are offered by the service 
Explain that someone will be in touch with them within 10 days (or 21 days if you decide a 
high intensity assessment is needed) to arrange an assessment session. Do not at this stage 
indicate to the person which level you are allocating them to. 
If unsuitable for this service then explain the reasons why and discuss alternative options 
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 Wellbeing Service (IAPT) 

TRIAGE ASSESSMENT 
 

Name......................................................... DOB.......................Case number........................ 

 

1) Identified problem 

- Could you tell about the problems that you would like help with? 
 

Anxiety    Depression                       Other  
Comments: 

......................................................................................................... 

 

2) Previous/current treatment 
 

Individual CBT                     Group CBT      Other psychotherapy  

 
Specify.......................................................................................... 

 

3) Severity/chronicity of the problem 
 

- PHQ  score        GAD score   

 
- How long has this been a problem?  ......................................... 

 

4) Risk 

- PHQ item 9 on risk; ask further questions as necessary 
 

Risk to self    Risk to others                      No identified risk    

 
Specify.......................................................................................... 

Outcome: 
Low intensity worker   High Intensity worker  

Not suitable for service                         CCBT     Psychoeducational course   
 

Specify.........................................................................................................................................................

............................................................................................................... 

Name of triage clinician.............................................    Triage date............................... 
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IAPT Minimum Data set questionnaires 
 

 
 
PHQ- 9 

Over the last 2 weeks, how often have you been bothered by any 
of the following problems? Not at all 

Several 
days 

More 
than half 
the days 

Nearly 
every 
 day 

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

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

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

4 Feeling tired or having little energy 0 1 2 3 

5 Poor appetite or overeating 0 1 2 3 

6 
Feeling bad about yourself — or that you are a failure or have let 
yourself or your family down 

0 1 2 3 

7 
Trouble concentrating on things, such as reading the newspaper or 
watching television 

0 1 2 3 

8 
Moving or speaking so slowly that other people could have noticed?  
Or the opposite — being so fidgety or restless that you have been 
moving around a lot more than usual 

0 1 2 3 

9 
Thoughts that you would be better off dead or of hurting yourself in 
some way 

0 1 2 3 

  A11 – PHQ9 total score  

 

GAD-7 
Over the last 2 weeks, how often have you been bothered by any 
of the following problems? Not at all 

Several 
days 

More 
than half 
the days 

Nearly 
every 
 day 

1 Feeling nervous, anxious or on edge 0 1 2 3 

2 Not being able to stop or control worrying 0 1 2 3 

3 Worrying too much about different things 0 1 2 3 

4 Trouble relaxing 0 1 2 3 

5 Being so restless that it is hard to sit still 0 1 2 3 

6 Becoming easily annoyed or irritable 0 1 2 3 

7 Feeling afraid as if something awful might happen 0 1 2 3 

  A12 – GAD7 total score  

 
 
 

IAPT Phobia Scales 
Choose a number from the scale below to show how much you would avoid each of the situations or objects 
listed below. Then write the number in the box opposite the situation. 

         
0 1 2 3 4 5 6 7 8 

           Would not 
avoid it 

 Slightly 
avoid it 

 Definitely 
avoid it 

 Markedly 
avoid it 

 Always 
avoid it 
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A17 Social situations due to a fear of being embarrassed or making a fool of myself 
 

A18 
Certain situations because of a fear of having a panic attack or other distressing symptoms (such 
as loss of bladder control, vomiting or dizziness) 

 

A19 
Certain situations because of a fear of particular objects or activities (such as animals, heights, 
seeing blood, being in confined spaces, driving or flying).                 

 

 

 

 

IAPT Employment Status Questions 

 
A14 - Please indicate which of the following options best describes your current status: 
 

Employed full-time (30 hours or more per week)  

Employed part-time  

Unemployed  

Full-time student  

Retired  

Full-time homemaker or carer  

 
A15 - Are you currently receiving Statutory Sick Pay?   

 

Yes  

No  

 
A16 - Are you currently receiving Job Seekers Allowance, Income support or Incapacity benefit?   

 

Yes  

No  

 
 

Work and Social Adjustment 

 
People's problems sometimes affect their ability to do certain day-to-day tasks in their lives.  To rate your problems look at 
each section and determine on the scale provided how much your problem impairs your ability to carry out the activity. 
 
1.  WORK - if you are retired or choose not to have a job for reasons unrelated to your problem, please tick N/A (not 

applicable)                    
 
0 1 2 3 4 5 6 7 8  N/A 

             Not at all  Slightly  Definitely  Markedly Very severely, 
I cannot work 

 

 
 
2.  HOME MANAGEMENT – Cleaning, tidying, shopping, cooking, looking after home/children, paying bills etc. 

 
0 1 2 3 4 5 6 7 8   

             Not at all  Slightly  Definitely  Markedly Very severely  
 
 
3.  SOCIAL LEISURE ACTIVITIES - With other people, e.g. parties, pubs, outings, entertaining etc. 

 
0 1 2 3 4 5 6 7 8   

             Not at all  Slightly  Definitely  Markedly Very severely  

 
 
4.  PRIVATE LEISURE ACTIVITIES – Done alone, e.g. reading, gardening, sewing, hobbies, walking etc. 

 
0 1 2 3 4 5 6 7 8   

             Not at all  Slightly  Definitely  Markedly Very severely  
 
 
5.  FAMILY AND RELATIONSHIPS – Form and maintain close relationships with others including the people that I live with 
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0 1 2 3 4 5 6 7 8   

             Not at all  Slightly  Definitely  Markedly Very severely  
         

       
A13 – W&SAS total score 

 
 
 

 

  

Site Code:     Session No:  

Appendix G 

Client ID:     Date:  
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Patient experience Questionnaire 
 

 

Patient Experience Questionnaire  
(PEQ - Post-treatment) 

 
Please help us improve our service by answering some questions about the service you have 
received. We are interested in your honest opinions, whether they are positive or negative. Please 
answer all of the questions. We also welcome your comments and suggestions. Thank you very 
much. We appreciate your help.  
 

Please check or tick  your answers 

 
1. How satisfied are you with the overall experience of using this service? 

Very dissatisfied Indifferent or mildly 

dissatisfied 
Mostly satisfied Very satisfied 

    
 

2. How satisfied were you with the type of treatment that you received? 

Very dissatisfied Indifferent or mildly 

dissatisfied 
Mostly satisfied Very satisfied 

    
 

3. How satisfied were you with the therapist that treated you? 

Very dissatisfied Indifferent or mildly 

dissatisfied 
Mostly satisfied Very satisfied 

    
 

4. Did you receive information from us in relation to other forms of help that may have been available to you? 

Yes No 
  

 

5. Was there sufficient time to think about what was offered to you before you had to make any important 

decisions? 
Yes No 

  
 

6. Were you offered a choice of worker/therapist? 
Yes No 

  
 

7. Were you given the option of more than one form of therapy/treatment from which to choose? 
Yes No 

  
 

Continued overleaf…. 

 

 

8. How do you feel on the whole that important decisions were made about your care/treatment? 

 
With your full Without your full Without your Against your wishes 
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involvement involvement, but with 

your permission 
permission 

    
 
9. Was the possibility of making an ‘advance directive’ or ‘statement of wishes’ made available to you? 

(specifying how you would like to be treated at some point in the future if you became too unwell to make 

choices at that time) 

 

Yes No 
  

 
10. Do you feel you would have been able to change your mind after making a decision about your treatment? 

 

Yes No 
  

 

11. Are you male or female? 

 
Yes No 

  
 

12. How old are you? 

 

16-34 35-54 55-64 65 or over 
    

 

 

13. To which of these ethnic groups would you say you belong (tick ONE box only) 

 

White 
British Irish 

 
Any other White background 

(please specify) 

   

 
___________________________ 

 

 Mixed 
White and Black 

Caribbean 
 

White and Black African White and Asian Any other Mixed 

background 
(please specify) 

    

 
____________________ 

 

 Asian or Asian British 
Indian 
 

Pakistani Bangladeshi Any other Asian 

background (please 

specify) 
    

 
____________________ 

 

 

 

 Black or Black British 
Caribbean African Any other Black background 
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 (please specify) 

   

 
___________________________ 

 

 Chinese or Other Ethnic Group 
Chinese Any other ethnic group 

(please specify) 
 

  

 
___________________________ 

 

  
 

  



 

73 

 

 

 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 


