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Background to IAPT 
• “the greatest revolution in British mental 

health in fifty years” Sir Simon Wessely  
 

• “a world beating programme” Nature 
editorial 
 

• “the world’s most ambitious effort to treat 
depression, anxiety and other common 
mental illness” New York Times feature (July 
2017) 



New Prospects for Mental Health 
Enormous progress has already been made in 
psychological treatment research 
 NICE recognizes the advance and recommends 

evidence-based psychological therapies as first line 
treatments for: 
 Depression 
 Anxiety related disorders (Generalized anxiety, panic disorder,  

obsessive compulsive disorder, social anxiety, agoraphobia, 
PTSD, health anxiety, specific phobias) 

 Eating Disorders 
 

 BUT most members of the public weren’t benefiting 



The IAPT Solution 
Increase the availability of effective (NICE 

recommended) psychological treatments for 
depression and all anxiety disorders by: 

 
• training a large number of psychological therapists 

 
• deploying them in specialized, local services for 

depression and anxiety disorders 
 

• measuring and reporting clinical outcomes for ALL 
patients who receive a course of treatment (public 
transparency) 
 
 



How did it come about? 

Lobbying 
and 
Public  
Campaign 
 
 
Political 
Support 

Brown Cameron & Clegg May 



Mental health problems: 
 
•  Account for 38% of all illness 

 
• Most common cause of disability in working 

age population (depress GDP by 4%, which 
is £80 billion per annum) 
 

• Public prefers therapy to medication 3:1 
 

• Psychological therapy pays for itself 
 
 



WHY IAPT HAS ZERO NET COST 

• Gross cost per person treated      £650 
 

• Savings on physical healthcare     > £650 
• Savings on benefits/taxes          > £ 650 

 
• Actual cost per course of treatment       £684 
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IAPT So Far (2017) 
 

• Stepped care psychological therapy services 
established in every area of England. Self-referral. 
 

• Approx 16% of local prevalence (950,000 per year) 
seen in services 
 

• Around 60% have course of treatment (approx 
575,000 per year) 
 

• Outcomes recorded in 98% of cases (pre-IAPT 
38%) 



IAPT So Far (2017)  

• Nationally 51% recover and further 16% improve  
(Jan-May 2017). 
 

• Substantial Pre-Post Effect sizes 
 
– Depression (PHQ-9)   ES = 1.4  
– Anxiety       (GAD-7)    ES = 1.5  

 
• Overall results as good as research studies and in 

line with economic model    



IAPT national recovery rates 
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Predictors of CCG level variation in 
Reliable Improvement &Recovery 
Predictor 
Problem descriptor completeness (%) 

Average number of sessions 

Average wait time 

DNA rate (% of sessions) 

Percent of patients who get a course of treatment 



Recovery Rates are higher when therapists 
stick to NICE recommended treatments  

Self-help treatment for Depression: 
      Guided 50%   vs Pure  36%   (p <.0001) 
 
Generalized anxiety disorder treatment 
      CBT  55%  or Guided Self-help 59% 
                                vs 
                   Counselling  46%  (ps<.0001) 
 



Expanding IAPT by 2021 

• Increase numbers seen & 
treated by 66% (from 
900,000 seen in 2015 to 
1.5 million in 2021) 

• Focus 2/3 of expansion on 
people with LTCs and/or 
MUS 

• Increase use of digitally 
assisted therapies 

• Expand workforce by 50-
60% 



Why focus on people with LTCs? 
Fairness 
• Currently under-represented. 21% of people treated 

in IAPT services but 40% of cases in the 
community. 
 

Great prospects for patients and their 
families 
• NHS Digital data shows outcomes as similar to 

people without LTCs (43% vs 46% recovery in 
2015/16 LTC vs Non-LTC) 
 

A moment in history 



Why focus on people with LTCs? 
Economic Sense for the NHS (Layard & Clark 2014, Ch 11) 

• LTC healthcare costs 50% higher in people with 
depression and/or anxiety disorders 

• Psychological therapy reduces physical healthcare 
costs by average of 20% (meta-analysis of 91 
studies) 

• When data is available on cost of psychological 
treatment and physical healthcare savings exceeds 
costs 

• IAPT LTC wave 1 and Wave 2 sites are collecting 
further “on the ground” economic data 



HOW? 
• Co-located physical and mental healthcare 

 
• NICE-recommended therapies, adapted for 

people with LTCs and delivered by properly 
trained therapists. Hence the need for CPD 
courses for IAPT Hi & PWPs  
 

• IT systems support outcome monitoring for 
all (mental health symptoms, disability, 
perception of physical health problems). 



HOW? 

• Suitable accommodation. 
 

• All IAPT’s existing quality standards. 
 

• Closely linked to, and managed with core 
IAPT (don’t try to reinvent the wheel) 



 

The most common LTCs that are likely 
to be seen in new integrated IAPT 
services 
 

– Diabetes 
– Chronic obstructive pulmonary disease 

(COPD) 
– Cardiovascular disease (CHD) 
– Musculoskeletal problems, Chronic pain.  

 

Which Long-Term Conditions? 
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• Medically unexplained symptoms are common. 
Individuals with persistent and distressing MUS 
can be severely disabled and are frequent 
users of the NHS 
 

• RCTs have shown that psychological therapies 
are effective. The therapies are mainly based 
on CBT principles and build on the core 
competencies of the IAPT workforce but 
include additional procedures. Hence the need 
for CPD training. 

Medically Unexplained Symptoms 
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Types of MUS 
• Irritable bowel syndrome       (High intensity CBT) 
• Chronic Fatigue Syndrome   (Hi CBT & GET) 
• Chronic Pain      (CBT in integrated pain management) 
• MUS not otherwise specified (Broad based CBT) 

 
Engagement in treatment can be a challenge, but many 
of the key principles have already been touched upon in 
HI training of health anxiety and panic disorder  
• Positive evidence for psychological modulation 
• Right terms (symptom management) Reduced 

reassurance 
20 



 
• The IAPT Pathway for People with Long-term 

Physical Health Conditions and Medically 
Unexplained Symptoms 
 
– Specific guidance on how to develop IAPT-LTC services 

 
• The Improving Access to Psychological 

Therapies Manual 
 
– Single source for all information on the IAPT programme 

(workforce, measures, therapies, outcomes, 
supervision, service improvement etc) 

 
 

Forthcoming Helpful Documents 
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Thank You 
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IAPT Programme 
 

Learning from Wave 1 and Wave 2 Early 
Implementers 

 
Integrating IAPT with physical health pathways 

IAPT-LTC 

 
Ursula James – National IAPT Programme Manager 
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FYFV Commitments: Increase 
access to 1.5m people a year 
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• Two thirds of expansion, by 2020/21, to be 
‘Integrated IAPT’ services – integrated with 
physical health pathways for people with long 
term conditions or distressing and persistent 
medically unexplained symptoms. 

• In 2016/17 and 2017/18: Early Implementers 
supported centrally 

• From 2018/19, CCGs to commission IAPT-LTC 
services locally 

25 

FYFV Commitments: Integrated 
IAPT services 
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NHS Operational Planning and 
Commissioning Guidance 2017-
2019 
  
• CCGs should commission additional IAPT services, in line 

with the trajectory to meet 25% of local prevalence in 
2020/21.  

• Ensure local workforce planning includes the number of 
therapists needed and mechanisms are in place to fund 
trainees. 

• From 2018/19, commission IAPT services integrated with 
physical healthcare and supporting people with physical 
and mental health problems.  
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FYFV Commitments: build capacity 
in the workforce 

210 

200 413 413 
338 

390 

400 755 755 630 

0

500

1000

1500

2000

2500

3000

3500

4000

4500

5000

0

100

200

300

400

500

600

700

2016/17 2017/18 2018/19 2019/20 2020/21

C
ul

m
at

iv
e 

to
ta

ls
 o

f t
ra

in
ed

 s
ta

ff 

Pr
oj

ec
te

d 
tr

ai
ne

es
 e

ac
h 

ye
ar

 

Projected trainee numbers 

PWP trainees HIT trainees Culmative total Co-located staff in primary care



www.england.nhs.uk 28 

NHS Operational Planning and 
Commissioning Guidance 2017-
2019  
• Overall planning of workforce should include increasing the numbers 

of therapists co-located in general practice by 3000 by 2020/21.   
• We are calculating each CCG’s share of the additional 4,500 

therapists and the 3,000 MH therapists in primary care 
• This is based on simplistic assumptions using prevalence 
• We will share these with regions and use them a starting points for 

refinement based on local intelligence 
• This will be an iterative process 

In wave 1 352 additional practitioners started working in primary care 
as a result of the expansion 



www.england.nhs.uk 

• Getting outcome data on everyone is critical. It helped core IAPT go from 38% 
recovery (2009) to 51% now. 

 
• LTC/MUS pilots fell below this standard – important to integrate data into 

business as usual (session by session, data view in every supervision, IT 
system support,  digital input). 

 
• Integrated services need to collect some additional data on the perceived 

impact of the LTC and healthcare utilization (e.g. CSRI) 
 
• Important to be clear from the beginning about what to collect, when, why, 

and how data completeness is monitored. 

Lessons from IAPT programme, 
including LTC/MUS: data is critical 

29 
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    2016/17 2017/18 2018/19 

Outcomes based 
tariff 

Preparation Shadow implementation 
Full 
implementation 

Quality Premium   Quality Premium Active                     

Supporting productivity 
Digital information for 
commissioners scoping 

Development of a digital therapy 
endorsement programme  

Guidance 
Interim implementation 
guidance for integrated 
IAPT 

Updated guidance for 
integrated IAPT. 
Updated Core IAPT 
guidance published 

  

New evidence 
Commission analysis of 
early implementers 

Gather evidence for 
analysis 

Final evidence 
from analysis 

Comms 
Regular communications on the case for expansion – including evidence, 
best practice and fit with system priorities 
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Aim: 
• To implement integrated psychological therapies at scale – improving 

care and outcomes for people with mental health problems and long 
term physical health problems, and distressing and persistent 
medically unexplained symptoms. 

• To learn how best to implement integrated psychological therapies at 
scale in an NHS context – moving from trials and pilots to business as 
usual. 

• To build the return on investment case for integrated psychological 
therapies – demonstrating savings in physical health care. 

• To build capacity in the IAPT workforce, starting the expansion of the 
workforce needed to meet 600,000 extra people entering treatment 
by 2020/21. 

 
 

IAPT Early Implementer Programme 
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IAPT-LTC Definition 

What defines an Integrated IAPT service? 
  
An integrated service will expand access to psychological therapies for 
people with long term health conditions or MUS by providing care 
genuinely integrated into physical health pathways working as part of a 
multidisciplinary team, with therapists, who have trained in IAPT 
LTC/MUS top up training, providing evidence based treatments 
collocated with physical health colleagues.  

 

What defines an Integrated IAPT service? 
  
An integrated service will expand access to psychological 
therapies for people with long term health conditions or 
MUS by providing care genuinely integrated into physical 
health pathways working as part of a multidisciplinary 
team, with therapists, who have trained in IAPT LTC/MUS 
top up training, providing evidence based treatments 
collocated with physical health colleagues.  

It is important to keep this definition in mind when 
setting up your integrated service. It may be that 
while in the beginning all these requirements are not 
met however you should be aiming for a service 
model which satisfies all 3 of the criteria above. 



www.england.nhs.uk 

 
Working with 22 areas covering 30 CCG’s in Wave 1 (started from January 2017), with further 15 areas 
covering 38 CCG’s in Wave 2 (started from April 2017)  
Components of expansion programme: 

 

IAPT EI Programme 

Developing 
curricula & 

training offer  

Allocating funds 
for Early 

Implementers 

Guidance to 
support service 

design / 
implementation 

Data collection 
& analysis 

Support for early 
implementers 

HEE have 
commissioned 

LTC training with 
courses already 

started 

Funding approved 
for Wave 1 and Wave 

2 sites 

Integrated IAPT Evidence Based 
Treatment Pathway Draft available 

Work Packages agreed, 
support available to EI sites 

and workshops arranged 

National workshops 
continuing. Yammer site is 

working well. Site visits and 
implementation calls with 

new Wave 2 sites completed. 
Delivery calls with Wave 1 

sites completed 



London

Coastal West Sussex CCG 
Crawley and Horsham 
CCG 
Mid Sussex CCG 

Windsor, Ascot & Maidenhead 
CCG 
Slough CCG 
Bracknell and Ascot CCG 
  
 

Aylesbury Vale CCG 
Chiltern CCG 

Herts Valleys CCG 
West Essex CCG 
  
 

Cambridgeshire & Peterborough CCG 

Greater Huddersfield 
CCG 
North Kirklees CCG 
  
 

Harrogate & Rural District 
CCG 

NEW Devon CCG 
  
 

North East Hampshire & Farnham 
CCG 

Wokingham CCG 
Newbury and District CCG  
North and West Reading 
CCG 
South Reading CCG 

North Staffordshire 
CCG 
Stoke on Trent CCG Blackburn with Darwen CCG 

East Lancashire CCG 
  
 

Warrington CCG 
 Oxfordshire CCG 

 

Swindon CCG 
 

Portsmouth CCG 
 

Richmond 
CCG 
 Hillingdon 
CCG 
 

Sunderland CCG 
 

Nottingham West CCG 
 

Calderdale CCG 
 

North Tyneside CCG 

Key 
IAPT Wave 1 CCGs Wave 1 

Wave 2 



London

Brent CCG 
Harrow CCG 
Central London CCG 
West London CCG 
Hammer. & Fulham 
CCG 
Ealing CCG 
Hounslow CCG 

Ashford CCG 
Canterbury & Coastal 
CCG 
South Kent Coast CCG 
Thanet CCG 

Sheffield CCG 
 

Hardwick CCG 
North Derbyshire CCG 
Southern Derbyshire CCG 
Erewash CCG 

Haringey CCG 
Islington CCG 

Thurrock CCG 

South East Staffordshire & Seisdon 
CCG 
Cannock Chase CCG 
Stafford & Surrounds CCG 
East Staffs CCG 

North East Lincolnshire 
CCG 

Solihull CCG 

Dorset 
CCG 

Wyre and Fylde CCG 
Chorley & South Ribble 
CCG 
West Lancashire CCG 
Lancashire North CCG 

Bath and North East 
Somerset CCG 
Wiltshire CCG 

Coventry & Rugby CCG 
South Warwickshire 
CCG 
Warwickshire North 
CCG 
 

Nottingham City CCG 

Telford & Wrekin 
CCG 

IAPT Wave 2 CCGs 
Key 

Wave 1 

Wave 2 



www.england.nhs.uk 36 

What is available to support 
implementation? 

CPD for therapists in psychological therapy for people with 
long term conditions / medically unexplained symptoms: 

starting late 2016 & in 2017 

Service design: implementation guidance available 

Extra core trainees in 2016/17 and 
2017/18 for IAPT EI and Universal 

offer places 

Sharing ideas and emerging practice 
from early implementers 



 
 

Long term conditions 

Area Co-location proposal Diabetes COPD / 
Resp. 

CVD / 
Cardiac MUS Other 

 Blackburn With Darwen & South 
Lancs 

Community respiratory teams & integrated care teams (aligned 
with GP clusters) X 

 Calderdale General practice X X X 
 Chiltern  & Aylesbury Vale General practice, community teams & outpatients teams X X X Chronic pain 
 Herts Valleys  & West Essex In development X X Chronic pain 

Horsham and Mid Sussex , 
Coastal West Sussex & Crawley  

LTC teams: specialist heart failure teams, diabetes nurse 
specialists, community respiratory nursing teams, proactive 
care teams X X X 

 North Staffordshire  General practice, long term conditions teams X X Chronic pain 

 North Tyneside  
Primarily in general practice and primary care community 
teams X X X Chronic pain Cancer 

 Nottingham West  Integrated local care team X X X Chronic pain 

Pre-diabetes, dermatology, 
people in top 2% most at risk 
of admission to hospital 

 Portsmouth  Specialist long term conditions teams X X X 
Chronic pain 
CFS 

 Sunderland  Integrated community teams based in primary care X X X chronic pain cancer, obesity 

 Windsor, Ascot and Maidenhead, 
Bracknell and Ascot Community hubs (LTC teams) and GP practice clusters X X X 
 Wokingham, Slough & Windsor, 
Ascot & Maidenhead, Bracknell 
and Ascot Community hubs (LTC teams) and GP practice clusters X X X 

 Oxfordshire Integrated locality teams within the 6 GP localities X X X MUS, CFS 

 Greater Huddersfield  LTC multidiscliplinary teams X X X 
Pain 
management Dementia 

Harrogate And Rural District  LTC teams X X 
 Warrington  General practice X X 
Richmond  General practice, community teams and acute trust teams X X X X 

Swindon In development - general practice linking to specialist teams X X 
Hillingdon Secondary care teams X X X 
NEW Devon General practice, district hospitals, community hospitals  X X X Obesity 
Cambridgeshire and 
Peterborough 

LTC teams and primary care mental health service from 
2017/18 (to be located in general practice) X X X 

NE Hampshire and Farnham In development X X X 

Summary of Wave 1 Sites 
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Summary of Wave 2 Sites 

Area GP practice / 
primary care

Community 
services

Acute services / 
secondary care Diabetes  

COPD / 
respirato
ry / 
Asthma

CVD/ 
cardiac / 
Stroke / 
Hyper-
tension  / 
CHD / 
heart 
failure

MUS / 
Fibromy
algia/ 
Health 
anxiety

Chronic 
Fatigue/ 
ME

Chronic 
Pain / 
MSK

Other

BANES & Wiltshire CCGs   

Coventry and 
Warwickshire STP    

Derbyshire STP
South Derbyshire CCG

   

Dorset CCG   

East Kent CCGs    

North Central London 
STP

    

North East Lincolnshire 
CCG

     

North West London STP    

Nottingham City CCG     Cancer

Sheffield CCG         IBS/ Cancer

Solihull CCG    

Staffordshire & Stoke-on-
Trent STP 

  

Telford & Wrekin CCG     

Thurrock CCG      

Co-located in Long term conditions
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• There is enthusiasm in providers and CCGs to develop integrated services, 
and there are examples of services that are already providing 
psychological therapies in this way 

 
• Joint working across NHS England national and regional teams, HEE, and 

the MH IST has  strengthened the process and results from early 
implementers 

 
• The financial context means some EI areas have had concerns about 

financial risk – for instance taking on staff – despite a strong savings case 
on integrated psychological therapies 

 
• National direction is to support areas to make the case for the programme 

– the publication of the implementation plan helped in making clear 
direction of travel. 

 

Learning from process so far 

39 
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• Start early! Engagement, relationships and development of pathways does 
take time 

 
• Develop a good implementation plan which is co-produced, has both 

physical and mental health input along with service user collaboration 
 
• Think about future proofing the investment whilst developing the 

implementation plan, how local evaluation evidences savings 
 
• When developing pathways, carefully consider local nuance – where lends 

itself to integrated working? What do the Right Care packs show? 
 
• Mapping exercise to prevent duplicate commissioning- what is 

commissioned from the physical care envelope 
 
 
 
 
 

Learning from EI’s- Commissioners 

40 
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• Ensure there is clarity re the distinctions between IAPT LTC, Liaison 

Psychiatry and health psychology, and that the pathways between all three 
are clear 

 
• Link in with existing work streams in physical health 
 
• Can you make this work across the STP/ vanguard 
 
• Use a patient focus group 
 
• Use GP champions 
 
• Consider what the GP priorities are in terms of conditions 

 
 

Learning from EI’s- Commissioners 
(2) 

41 
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• Start early- Engagement, relationships and development of pathways does 

take time 
 
• Make links top down and bottom up 
 
• Cast your net widely 
 
• Don’t underestimate the important of publicity and marketing- start this 

early too 
 
• How should you brand your service to appeal to the target audience 
 

 
 

 
 

Learning from EI’s- Providers 

42 
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• Do you need to use alternative language 
 
• Do you need to train PHC staff 
 
• Can you dual train practitioners 
 
• Be clear on the design - NOT signposting- need integration and co-location 
 
• Need to think about how to “sell” this to physical health colleagues to 

demonstrate the benefits  
 
• Designing the pathway so that the service can catch people when they are 

first diagnosed rather than further down the pathway 
 
 
 

 
 

 
 
 

Learning from EI’s- Providers (2) 

43 
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Headline figures for 16/17 

44 

133 PWP trainees 
were recruited as 

part of the expansion 

23 Integrated IAPT 
services started 

delivery in January 
2017 172 HI trainees 

were recruited as 
part of the 
expansion 

121 PWP’s started 
the LTC CPD 

training 
3202 patients were 

seen in an 
Integrated service 

in 16/17 

143 HI’s started the 
LTC CPD training 

IAPT- LTC 
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Achievements in 16/17 

45 

Funding moved 
from NHS England 

to local areas 

Data linkage 
problems have 
been solved in 

some areas- we can 
tell you where 

Integrated IAPT 
Manual 

completed 

Commitment to 
additional training 
for IAPT therapists 

Networking 
between 

sites- 
Yammer & 
workshops 

Huge levels of 
recruitment and 

collaboration 
between sites 

Expansion when 
other areas are 

shrinking 

Patient stories 
being collected 
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Plan for 17/18 

46 

  
  

        

     

IAPT-
LTC 

45,000 
patients 

195 HI 
trainees 

176 PWP 
trainees 

207 HI CPD 

260 PWP 
CPD 
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• Herts Valleys Clinical Commissioning Group 
Service user: “This service provided me with the space to talk 
about worries about my diabetes no one else has asked me about 
before. I really value that ... as well as the subsequent support,” 
Service user feedback.   
 
• Nottingham West CCG 
“Patient post thoracic surgery left with significant pain and 
neuralgia. Became increasingly suicidal on higher doses of opiates. 
Since working with IAPT mood has improved and analgesia 
reduced. Lot of evidence that using a biopsychosocial model of 
pain can reduce the use of opiates and their depressive and 
endocrinological side effects.”  
GP Feedback 

 

47 

Feedback so far 



www.england.nhs.uk 

• Great Western Hospital Swindon 
 
"The cardiac rehabilitation team at Great Western Hospital have 
been finding it very helpful to have a much closer working 
relationship with the IAPT team. At the beginning of the project I 
invited the team to come and speak at a cardiology  clinical 
governance meeting. This raised the profile of psychology support 
amongst the wider cardiology team." 
"We have been able to easily refer patients directly for one-to-one 
psychology input with a practitioner and referrals have been made 
by cardiac rehab specialist nurses, consultant cardiologists and 
cardiac technicians. We can also signpost our patients to a regular 
'Living well with coronary heart disease [CHD]' stress management 
group." 

48 

Feedback continued 
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• Sunderland CCG 
 
Forging new referral pathways with physical health services has resulted 
in an integrated way of working with a range of specialist health services, 
including; stroke, dermatology, COPD and cardiology.  Open lines of 
communication and referral pathways between mental and physical 
health services, coupled with a stronger understanding of the roles and 
remits of each service results in patients receiving a seamless and more 
informed experience of care and treatment. One particular pathway has 
been the introduction of Managing Pain and Fatigues courses by IAPT 
PWP’s within the physical health services and one client said:- 
“The course is very helpful and focused. I’m getting more into the mind-set 
of accepting change as opposed to thinking about what I used to be able 
to do. The course has made a significant and hopefully lasting impact.” 
Provider and Service User 

49 

Feedback continued 
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Feedback from GP – co-location 
“Forty-six per cent of patients referred to our Psychological Wellbeing 
Service for a mental health problem also have a physical health long term 
condition. These patients are used to being seen in their local GP practice, 
which is a familiar environment, providing both physical and mental 
health care, and most would choose to have their care provided here.” 

“The feedback process, and the regular sharing of information between mental and 
physical health professionals, works well in multi-disciplinary team meetings, 
helping to ensure they are patient-centred. Effective communication and 
coordination of care in the primary care environment should also lead to an overall 
reduction in the number of patient referrals to secondary care, which releases 
capacity for patients that do need secondary care.” 
  
“As a GP I consider that an important part of my work is to help make patients’ 
access to mental and physical health care as swift and easy as possible and that 
includes informing patients about the options available to access treatments and 
normalising mental health as part of the GP offer.”  
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• EI Site in the South has demonstrated so far:- 
 

- 75% increase in specialist nurse use 
- 49% reduction in GP appointments 
- 52% reduction in A & E attendances 
- 80% reduction in X-Rays 

51 

Initial Indications 
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• 16% of all STPs have all CCGs within them 
commissioning IAPT-LTC services  

• 62% of all STPs have at least one CCG who has 
commissioned an IAPT-LTC service 

• 38% of all STPs have no IAPT-LTC service currently 
commissioned  

52 

Existing coverage 
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What are the risks / opportunities? 

Improve mental 
health outcomes 
and broaden the 
range of people 

who access 
support 

Show integrating mental health 
and physical health care is 
possible: inspiring broader 

action, reducing stigma and 
improving parity 

Convincingly 
show 

integrated 
care reduces 

cost 

Expansion requires 
~4000 new 

therapists: mobilise 
training capacity, 
local workforce 

plans 

Savings profile may is 
a challenge for CCGs 

to demonstrate 

Workforce wellbeing is 
a priority – expansion 
provides opportunity 

for staff growth 
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• Integrated IAPT FAQs document 
• Local evaluation guide 
• Data quality guide 
• Building the Business Case 
• Integrated IAPT Data Handbook 
• Evidence Based Treatment Guide for IAPT-LTC 
• “How to” IAPT-LTC guide 

54 

Supporting documents 



CNWL Talking Therapies Service Hillingdon 
Talking Health 

 

Early Implementer for LTCs  
Wave 1 site, London 

 
Eleanor Cowen  

Consultant Clinical Psychologist and Clinical Lead  
 



From core to integrated IAPT 

“An integrated service will expand access to 
psychological therapies for people with long term 

health conditions or MUS by providing care genuinely 
integrated into physical health pathways working as 
part of a multidisciplinary team, with therapists who 

have trained in IAPT LTC/MUS top up training, providing 
evidence based treatments collocated with physical 

health colleagues”   
NHS England, 2017 



LTCs in the core service 

• In 2016/17   34.7% of people entering treatment had 
at least one long term health condition (LTC) 

• These included 27 specific LTCs + 1 ‘other’ group 
• Referral to the core service meant a common mental 

health problem had already been identified 
• Psychological assessment and treatment focussed on 

the presenting emotional problem 
 
 



LTCs in the core service 

• Referrers included a range of healthcare 
professionals 

• Established relationship with community specialist 
nursing teams, including training 

• This influenced decisions on LTC conditions 
• Provided community based workshops 
• Good working relationship with Clinical Health 

Psychology in the acute hospital Trust 

 
 
 



Approach toward Integrated care 
1. Mapping existing healthcare pathways 

 
ACUTE 

 
COMMUNITY 

 
PRIMARY CARE 

 high cost 
  
• Consultant 

appointments 
• Outpatient clinics 
• Walk-in clinics 
• A&E 
• Rapid Response 

team 
• Ambulance 

 
 
• Rehabilitation 
• Diabetes education 
• Community nursing 

teams DSN 
 
• Voluntary sector 

 

high access  
 
• GP appointments 
• Specialist, 

practice nurse-
led clinics 

• Care navigators 
for older adults 
with LTCs 



2. Building collaboration into pathways 

• Looked for keen and willing partners  
• Usually mental health aware eg routine respiratory 

consultant screening on HADS 
• Willing to agree flexible, collaborative work  

o Cut-off scores  
o Referral pathways 
o Feedback, staff support, service information 

• Promoted successful work with other health teams 

 
 

 
 



 Learning along the way 
“genuinely integrated into physical health pathways” 

 Challenges 
• Physical health pathways 

often disjointed  
• No mental health 

component in 
commissioned targets 

• Pilot aims seen as an added 
extra to pathways: 
willingness to promote, 
signpost 

• Little appetite to embedded 
pathway change  
 
 

 Successes 
• Linked with CCG work on 

their LTC transformation 
programmes 

• Actively joined clinical 
working groups around 
transformation plans 

• Strategic groups more 
attuned to FYFV to include  
mental health in pathways 

• Talking Health: Screening 
programme 

 



 Learning along the way 
“working as part of a multidisciplinary team” 

 Challenges 
 
• Limited shared ownership 

of the FYFV in practice  
• Focus on medical MDTs 
• Little appetite for mental 

health MDT involvement 
• Willingness to ‘help’ us 
• Poor understanding of what 

we provide 
 
 
 
 
 

 Successes 
 
• High level organisational 

support encouraged change  
• Senior support for FYFV 
• Encouraged healthcare 

provider involvement on 
pilot, to share vision, 
objectives, targets 

• Increasing invitations to 
team meetings build on 
clinical learning 



Learning along the way 
“collocated with physical health colleagues” 

 Challenges 
• Lack of physical space to 

collocate 
• Required changes to clinics 

and practice  
• Little interest from acute 

medical teams 
• What to do when you are 

there? 

 

 Successes 
• Started with small overlaps 
• Building with our presence 
• Taking it slowly 
• All staff Talking Health 

trained  
 

 



Taking learning forward 
“genuinely integrated into physical health pathways” 

• Embed mental health /mood screening into 
physical healthcare pathways  

• Set thresholds which may be lower than core 
clinical threshholds  eg impact of LTC  

• Influence pathway development at all stages 
• Ensure active commissioner involvement to 

incorporate routing mental health screening 
 

 
 



Taking learning forward 
“working as part of a multidisciplinary team” 

• Make it as easy as possible to incorporate 
changes: staff support, ease of information 
sharing and referral 

• Offer training to support teams to refer 
• Provide service materials, forms, promotional 

materials to make referral easy and quick 
• Discuss clinical cases, share patient stories 
• Share emotional health language eg frustration, 

stress, distress 
 
 



Taking learning forward 
“collocated with physical health colleagues” 

• Have a plan for what you want to achieve by 
collocating 

• Use any small opportunities for shared clinical 
time and consultation 

• Offer mutual collocation, share space in your 
core service locations 

• ‘Making the most of every appointment’: 
patient benefit 
 



Taking learning forward 
Talking Health Screening programme 

• Can be used across acute, community and 
primary care settings 

• Limited to two screening questions per 
condition 

• Based on patient / group / focus feedback 
around language 

• Supports change to integrate pathways 



Taking learning forward 
Talking Health Screening programme 

• Diabetes Distress Scale 
1. Feeling overwhelmed by the demands of living with diabetes 
2. Feeling that I am often failing with my diabetes routine 

• COPD 
1. Feeling frustrated or upset that I cannot do things I used to be able to do 
2. Feeling breathless and worried or panicked that I can’t breathe or may 

be having a flare up 

• Cardiac  
1. Feeling worried about my heart and living with a heart condition 
2. Feeling that stress or low mood may further affect my heart or 

health 
 

 

 
 
 
 





Taking learning forward 
Talking Health Screening programme 

• Provide direct support where requested 
• Supports indirect screening 
• Encourages self-referral 
• Opportunity for healthcare professionals to 

ask limited questions 
• Clear pathway for referral for Talking Health 

assessment with clear cut-offs 



CNWL Talking Therapies Service Hillingdon 
Talking Health 

Eleanor Cowen, Consultant Clinical Psychologist 
and Clinical Lead  

eleanor.cowen@nhs.net 



Richmond CCG 
Wave 1 – Commissioner Perspective 



Richmond CCG – Wave 1  
• Richmond was successful in bidding to become 

Wave 1 Pilot  
• Our bid concentrated on expanding IAPT to 3 key 

LTCs and Medically Unexplained Symptoms:  
• Diabetes, Cardiovascular and Respiratory Conditions 

• Based on profile of our needs and expertise 
already there in our provider East London 
Foundation Trust  



Richmond CCG – Wave 1  
• 2016/17 focussed on recruiting and training new 

trainees  
• In 2017/18 target is to support 600 people with LTC 
• To M5 269 people have been supported  
• On target to meet planned trajectory 
 



Richmond CCG – Context   
• Well established and respected IAPT service meeting 

national targets for access and recovery 
• Strong commissioner/provider relationship 
• Existing expertise in the areas and strong links to primary 

care via primary care liaison service delivered as part of 
our IAPT service 

• Original plan was to integrate provision in physical health  
• Low level of referrals so screening within physical health 

teams facilitated by IAPT workers. 



Richmond CCG – Workforce  
• 10 additional HI trainee’s & 2 PWPs recruited  
• CPD top up for 23 HI and 7 PWPs 
• Proposed model of trainees delivering individual standard IAPT 

work did not apply due to training needs & existing group 
model 

• This has led to increase in waiting times within existing IAPT 
for some treatment due to capacity of experienced  therapists 

• Service has chosen to train all service staff around LTC, to allow 
greater flexibility around use of resources 

 



Richmond CCG - Challenges 
• Low referrals by professionals 

• Screening questionnaire 
• Administered to physical health groups 
• Initial reluctance due to mental health stigma 
• Persistence was eventually successful 
• Strong commissioner sponsorship essential 
• Excellent access pathway 

• Lack of space to co-locate 
• Financial pressures within the CCG  
 
 



Richmond CCG – Opportunities 
• Early days but we are on target for referrals and have exceeded 

in some months 
• Seeing better understanding from physical health colleagues 

and relationships forming 
• Requests to expand the pilot client groups 
• Health utilisation evaluation using NELCSU tool NELIE 
• Identify patients and link across to utilisation of other health 

resources  
• Hopeful at this stage that we will be able to demonstrate 

benefits across the system 
 
 
 



Richmond CCG – Next steps 
• Pilot so far is indicating that we could achieve the increased 

growth to meet 2020 5YFV targets 
• Early days but not seeing higher drop out rates from LTC 

cohort 
• Requests from physical health colleagues to expand pathways 

to other conditions 
• Carry out Health Utilisation Evaluation 
• Preparation of Business Case for ongoing funding for IAPT from 

MH and hopefully PH budgets 
 
 
 
 
 



Richmond CCG – Learning 
• Work with your provider to understand what will work for your 

service 
• Invest some time in developing your model and utilise the wave 1&2 

learning  
• Involve physical health commissioners and clinicians if possible in 

identifying your priorities, practically how that model will work, 
possible benefits and how you can measure them 

• Start and keep having the conversation re benefits and 
understanding this is delivering across PH and MH system and how 
benefits and costs should be shared 

• Training all the IAPT workforce has worked better for our provider 
than specific people trained for LTC 
 
 



Contact  
Amanda Campbell-McGlennon – Head of Transformation 

amanda.mcglennon@richmond.gov.uk 

020 8734 3451 

 

Dr Ben Wright – ELFT 

Ben.Wright@elft.nhs.uk 

 

mailto:amanda.mcglennon@richmond.gov.uk
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Integrated Pathways 
Sheffield IAPT-LTC: Health and Wellbeing 

Service 
 

Toni Mank  
IAPT Programme Manager NHS England & 

 Sheffield IAPT Head of Service  
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Five Year Forward View for Mental Health 
IAPT Expansion 
 

National Top-up 
training curriculum 

underway for PWPs 
and CBT – for 

LTC/MUS 
 

Top-up training 

By 2020/21 1.5 
million people 

entering 
treatment in 

IAPT 
 

1.5 million 
people 

2/3rds of this expansion 
– integrating physical 

and mental health: 
development of 
Integrated IAPT 

 

Integration 

Maintaining 
integrity to the key 
characteristics of 

IAPT and 
implementing 

national guidance  
 

Evidence-base 



www.england.nhs.uk 

Early Implementer Wave 2 Site 
Sheffield IAPT-LTC 

NHSE 
investment & 

CCG 
commitment to 

recurrent 
funding 

Additional 
investment 

Ambitious and 
transformation
al bid to create 

systemic 
change 

 

Ambitious bid 

Establishment of a 
Health and Wellbeing 
Service: integrating 
with primary care 

health and medical 
psychology 

 
 

Establish new service 

Whole pathway 
approach to LTC/MUS 

from Step1-Step 4: 
‘dual trained’ 
practitioners, 
psychologists, 

experienced IAPT staff 
integrating with physical 

health workers 
  

 

Pathway approach 
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10 Condition Pathways 
1 Pain/MSK 

2 COPD 

3 CHD (including non cardiac chest pain) 

4 IBS 

5 CSF/ME 

6 Generic Long Term Conditions (including dermatology) 

7 Health anxiety 

8 Diabetes (Type 1 and 2) 

9 Generic MUS 

Cancer (following successful treatment) 10 
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Key Principles 

Mental health 
promotion 

Increase identification of 
anxiety and depression in 
physical health settings 

enhanced by joint training  
 

Integration 
greater parity of esteem- 

part of the multidisciplinary 
teams within and across 

the pathways 

Partnership working 
work with CCG, primary care and 

‘neighbourhoods’ to understand local 
populations/ key priorities. Developing 

further partnerships with STH, 
specialist services & third sector 

Close to home 
Deliver psychological 

therapy at 
‘Neighbourhood’ level 

 

Whole pathway approach 
Integrate Step 1 to 4 

psychological interventions 
within condition specific 

pathways 
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Why? 

It is the right thing to do 
 

There is a compelling case for delivering care in a holistic way that 
ensures a person’s mental health and physical health care needs are 
met along the whole care pathway  
 

Integrated care is more cost effective by identifying and treating 
mental health problem it can reduce use of physical health services, 
reducing annual expenditure per person by £1,955. Avoiding hospital 
admissions this figures significantly increases 
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How is IAPT-LTC different to core IAPT? 

Embedded in physical health 
pathways: through co-location and 
MDT working 
 

LTC top up training and ongoing 
appropriate supervision  

Working with anxiety and or 
depression in the context of 
LTC/MUS 
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Health and Wellbeing Service 

Step 1 

Joint 
Trainin

g 

Screening/ 
Identificatio

n 

Psycho-education/ 
Self-Help Information 

Leaflets 

Health and Wellbeing  
Online Hub 

Self-Help and Training 
 Resources 

Adapted Stress 
Control 

Living Well with LTC 

Living Well with Pain 

Living Well with 
Fatigue 

Silvercloud: LTC 
cCBT 

Condition-
specific Guided 

Self-Help 

Condition-
specific Group 
Interventions 
(Co-delivery) 

Condition-
specific CBT 1:1 

Condition-specific 
CBT Groups eg 
CBT for Health 

Anxiety 

Transdiagnostic 
Group 

Interventions eg 
MBSR pilot, MBCT, 

ACT 

Psychological 
Assessment, 
Formulation, 
Intervention 

Consultation,  
Case Review 
Care Planning 

MDT 
assessment & 
intervention 

Step 2 

‘First Line’ 

Step 2 

PWP 

Step 3 

CBT 

Step 4 

Psychology 

Specialis
t 

MDTs 

Stepped Interventions for LTC/MUS 
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Integrate Step 1 to 4 
psychological interventions 

within condition specific 
pathways 

 

Central Community Wellbeing 
Hub 

Community Wellbeing Model 

Core IAPT + SPS 

Health and Wellbeing: 
LTC/MUS, CFS/ME, LTNC 

Primary Care Mental Health 
SMI: Access, Recovery, EIP, HTT, 

PD 

Older Adults, LD 
Substance Misuse 

Health and Employment 

Social Prescription/Third 
Sector (inc Housing + Debt) 

Flourish, Education Exchange 
++ 

North Wellbeing 
Satellite Hub 

South Wellbeing 
Satellite Hub 
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Key Challenges 

Scale and pace 

Recruitment 

Estates/ Accommodation  

IT/Information governance 

Tracking health care utilisation & demonstrating savings  
 
Engagement across the pathways: integrating in to physical health teams 

Achieving real integration within physical health different to core IAPT 

Recurrent and appropriate funding  

Stabilising core IAPT 
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Our approach to overcome challenges 

• Working in partnership with CCG: developing a shared vision 
• Understanding local pathways to support integration in to physical 

health pathways: pathway mapping to avoid creating duplicate 
pathways and parallel processes 

• Building on local innovation: understanding areas of excellence, skills 
and expertise  

• High level engagement strategy as well as bottom up approach: chief 
executive support across organisations in Sheffield, presenting at high 
level boards with senior representation across the City and multi-agency 
task and finish group 

• Engagement: passionate front line staff, GP champions, primary care, 
hospital and community services, 3rd sector, service users and carers 
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Our approach to overcome challenges 

• Integration: establishing MDTs, shadowing, reciprocal training, co-
location and joint delivery of groups 

• Stabilising core IAPT: preparation is critical- recruiting additional 
trainees, dual trained practitioners and building local relationships. 
Service objectives for core IAPT to drive continuous quality 
improvement  

• Supervision & consultation: clinical supervision and consultation from 
health and medical psychologists for all IAPT staff. Clinical directorate 
restructure within the organisation to support a pathway approach 
bringing services together 

• Focus on staff wellbeing: away days centered on a range of wellbeing 
activities, training provided in addition to LTC top up training to 
empower all staff in both core IAPT and IAPT-LTC 
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Initial Partnership Engagement Plan 

High Level Board 
Citywide Engagement/ Partnership Local & National Delivery Reporting 

Clinical Directors 
Senior Medical/ 
Nursing/AHPs 

for each condition pathway 

GPs, Practice 
Nurses and other 
primary care staff 

Senior Managers for 
each condition pathway 

and/or relevant staff 
services 

Third Sector organisations – 
initial focus on partnership 
working within identified 

condition pathways 

Service Users within/across Condition Pathways 

Collaboration with key stakeholders within Condition 
Pathways – to map and further develop access to evidence-

based interventions S
TH
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Sheffield IAPT-LTC: Health and Wellbeing Service 
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Co-location and integration - examples 

Pain/MSK  
• PWP shadowing Physioworks 
• Senior Physiotherapist co-facilitating ‘Low Back Pain group’ 
• Physiotherapists trained as PWPs 
• Established links with Specialist Pain Services (STH) 

Diabetes 
• Monthly MDT established  in Specialist Diabetes Services (STH) 
• ‘Living well with Diabetes group’ to run after Dafne & Desmond in the same 

location 
• PWP attending DAFNE, DESMOND to promote mental health  
• PWP/CBT shadowing clinics & groups 
• Clinic rooms in Diabetes Service  
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Co-location and integration - examples 

COPD 
• Established links with the Cardiac & Respiratory MH Team 
• PWP/CBT shadowing Pulmonary Rehab Team, Community Respiratory 

Nursing Team 
• PWP attending Respiratory Ward MDT 
• Respiratory nurse to attend first and last session of ‘Living well with COPD 

group’ 
• Group to be run in GP practice 
IBS 
•Established links with the Gastroenterologists, Pharmacy & Dietician  
•‘Cases approach’ referrals discussed with consultant promoting mental health 
•Dietician to attend one group session 
•IBS group poster on ‘IBS Network’ website 
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Co-location and integration - examples 

CFS/ME 
• Monthly MDT established in CFS/ME services 
• PWP & CBT shadowing clinics in CFS/ME services 
• Clinic rooms in CFS/ME services 
• Psychologist in CFS/ME service to focus step 4 cases, IAPT High Intensity 

to take over current referrals 
• Clinical leadership changes under the new Directorate structure: Clinical 

Director to lead Core IAPT, IAPT LTC, primary care, CFS/ME, health and 
medical psychology and Long-term neurological team, health inclusion and 
OT 
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Promotion and patient engagement 

Website: 
• Dedicated section on physical health and mental health on the core IAPT 

website  
• Development of self-help information and material on the core IAPT website 
• Online booking system 
 

Promotional material and information leaflets: 
• Poster for each pathway centred around feedback and accompanying patient leaflet 
• Prescription pad for each pathway based on social prescribing for physical health 

workers to use 
• Developed and designed courses for each pathway and bespoke patient workbooks 
• Animations are currently in development to engage with different learning styles 
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Examples of posters 
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Examples of posters 
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Examples of PowerPoint slides 
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Examples of PowerPoint slides 
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Examples of posters 



www.england.nhs.uk 

Examples of GP update 



www.england.nhs.uk 

Examples of GP update 
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Some examples of leaflets 
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Some examples of leaflets 



www.england.nhs.uk 

Evaluation 

Purpose  
• Explore impact of new IAPT- LTC service  
• Provide evidence of benefits achieved - tell us 

whether an intervention worked, how and why  
• Identify areas for modification/improvement  
• Inform commissioning 
• Contribute to evidence base  

Local evaluation from outset vital 

Methodology  
• IAPT-LTC Local Evaluation Support Guide – on 

Yammer  
• Support from local universities, CLAHRCs   
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Patient Feedback 

I have been given 
lots of ideas and 

tools to take away 
and try/use – it was 

very useful and 
information was 
easily accessible 

Good range of 
subjects covered 

with practical 
applications 

Helped with trying 
to come to terms 
with my condition 
and to share my 
condition with 

others 

‘I’ve had pain for 
12 years and this 

is the most 
helpful thing I’ve 

been on’.  
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Patient Feedback 

The atmosphere 
created by staff 
was welcoming 

and 
encouraging 

I started the sessions 
feeling very low and the 

course has helped me get 
through a very bad time 
and has set me up going 
forward. I feel much more 

positive now knowing I 
have the tools to help me 

cope 

I found all the hand-outs 
very useful in helping 

me cope with my 
condition and will help 
in the future for further 

reference 

It was helpful to 
share thoughts 

and realise you are 
not on your own   
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Living well with Pain – Patient Feedback 

Link: 

https://youtu.be/
7YCw4YlcZEc 

 

https://youtu.be/7YCw4YlcZEc
https://youtu.be/7YCw4YlcZEc
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Data Linkage and Evidencing 
Savings  

Mike Woodall 

Integration Analytics Lead 



Why evaluate 

• Identify what works and what doesn’t work 

• Understand key components of success / failure 

• Evidence improved outcomes 

• Evidence savings 
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Available Support 

• Evaluation Guide focusing on: 

• Data Quality 

• Evaluation Design 

• Information Governance (IG) 

• Data Linkage 

• Outcome Metrics 

• Slides from regional workshops 

• Data specifications and reports from NHS Digital - 
http://content.digital.nhs.uk/iapt  
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Defining your theory of change 
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Defining the evaluation question 

Effect of the intervention 

Relative to not having the intervention 

On X 

Measured as X 

Amongst people that have been exposed to the intervention 

Against people that have not been exposed to the intervention 
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Defining the evaluation question 

Effect of Integrated IAPT service 

Relative to no Integrated IAPT service* 

On healthcare utilisation 

Measured as A&E attendances 

Amongst people that have been seen by Integrated IAPT services 

Against people that have not been seen by Integrated IAPT services* 
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Metric Selection 
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Type Metric 
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M
U

S 

Acute A&E Attendances                 
Acute Emergency Inpatient admissions                  
Acute Average length of acute hospital stay                      
Acute Average number of acute excess bed days                       

Acute 

Unplanned hospitalisation for chronic ambulatory 
care sensitive (ACS) conditions (adults)            

          

Acute 

Complications associated with diabetes, including 
emergency admission for diabetic ketoacidosis 
and lower limb amputation 

            
          

Acute 
Emergency admissions for acute conditions that 
should not usually require hospital admission                       

Acute 
Emergency readmissions within 30 days of 
discharge from hospital                       

Acute Outpatient Attendances                        
Acute Elective Inpatient admissions  
Ambulance Ambulance Conveyances to Hospital                        

Ambulance 
All Ambulance activity (including See & Treat and 
Hear & Treat)                       

Primary Care Number of attendances (GP Appointments)                        
Primary Care Number of attendances (All Appointments)                       
Primary Care Number of Prescriptions \ Cost of Prescribing                       



Diabetes 

The evidence around Diabetes shows that psychological interventions can be successful at 
reducing HbA1C and therefore reducing activity related to suboptimal management and 
complications of Diabetes. No specific healthcare utilisation metrics are highlighted in the studies 
but the Integrated IAPT Programme is likely to have an impact on the following metrics if it 
improves how patients manage their condition and reduces complications: 

1. Emergency Inpatient Admissions  

2. Unplanned hospitalisation for chronic ambulatory care sensitive (ACS) conditions 
(adults) 

3. A&E Attendances 

4. GP Consultations 

References - NHS Confederation (2012) Investing in emotional and psychological wellbeing for 
patients with long-term conditions 
http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/Investing%20in
%20emotional%20and%20psychological%20wellbeing%20for%20patients%20with%20long-
term%20condtions%2016%20April%20final%20for%20website.pdf 

Knapp M, McDaid D, Parsonage M eds (2011) Mental health promotion and mental illness 
prevention: the economic case. Department of Health - pages 31-32 

(http://www.lse.ac.uk/businessAndConsultancy/LSEEnterprise/pdf/PSSRUfeb2011.pdf) 
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http://www.lse.ac.uk/businessAndConsultancy/LSEEnterprise/pdf/PSSRUfeb2011.pdf


Medically Unexplained Symptoms \ Chronic Pain 

One study looked at the impact of Cognitive behavioural therapy (CBT) on patients with medically 
unexplained symptoms (MUS). The study showed savings on the following metrics over a 3 year 
period with the proportion of savings attributed to each metric shown in brackets. 

1. Emergency Inpatient Admissions (52%) 

2. A&E Attendances (22%) 

3. Primary Care Consultations (16%) 

4. Outpatient attendances (5%) 

5. Prescribing (5%) 

 

The metrics are applied to all medically unexplained symptoms 

 

Reference -  Knapp M, McDaid D, Parsonage M eds (2011) Mental health promotion and mental 
illness prevention: the economic case. Department of Health - pages 33-35 

(http://www.lse.ac.uk/businessAndConsultancy/LSEEnterprise/pdf/PSSRUfeb2011.pdf) 
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Selecting the right method 
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IAPT Data 

Healthcare Utilisation Data 

Linking datasets 
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Key people to involve 

• Information Governance Experts 

• Provider Data Team 

• Clinical Leads 

• Commissioners 

• Analysts 
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Key actions required 

• Develop a theory of change 

• Identify outcome metrics 

• Identify evaluation methodology 

• Assure quality of Integrated IAPT data 

• Undertake a Privacy Impact Assessment 

• Identify who will link the data and undertake the analysis 

• Decide on the Legal Basis for sharing data 

• Develop Data Sharing Agreements 

• Share data 

• Link the IAPT and healthcare utilisation datasets 

• Undertake analysis 
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Training/recruitment and protecting the 
service model 

The experience of a Wave 2 provider 

Monday 9th October 2017 
 

Evi Aresti 
Haringey IAPT Team Leader 



IAPT for LTCs 
 Launched on the 4th of Sept 
 
 Haringey Let’s Talk & Islington iCope  
 
 For long term physical health conditions 

 
 Targeting COPD, Breathlessness, 

and Diabetes in Year 1 



The journey to creating the IAPT for 
LTCs service 

 Bid started in February 2017 
 Provider Services: Let’s Talk, and iCOPE 
 Physical health conditions 
Year 1: Type 1 and 2 Diabetes, COPD & 
Breathlessness 
Year 2: MUS 
Year 3: ALL LTCs 



Integrated IAPT Model 

 
 

 
 

Haringey IAPT 

Islington IAPT 

Primary Care 
  

Community 
Teams 

Secondary 
Care 

  
Whittington 

Hospital  
Clinical Health 

Psychology 

Integrated 
IAPT 



 
 

THE SERVICE MODEL 
  
 



Treatment 

CBT for mood disorders 
Specialist community support 

Guided Self Help 
Feeling Good groups  
CBT for breathlessness 
Behavioural activation 

 

Supported self-care 
Expert patients programme 

DAFNE, DESMOND, Conversation Map, or HeLP Diabetes programmes 
Diabetes self management programme 

Case management  
Consultant led care  
Community matrons 

Step 4 
  

Clinical Health Psychology 

Step 3 
  

High Intensity 

Step 2 
  

Low Intensity 

Step 1 
  

Outreach & 
Engagement  



Referral Process 

 No 

 No  No 

Yes 

Yes 

Yes 

Yes Yes 

 No 

No 

Telephone assessment 
(screening) 

Opt-in offered to patient 

Contact? 

Suitable? Discharge from service and 
refer back to GP 

Online 
Referral? 

Referral received  

Discharge from service, 
notify GP and signpost if 

needed 

Screen is discussed in 
supervision 

Discharge from service 

Suitable for 
core IAPT? 

Receives treatment in 
core IAPT service step 2 

or step 3 

Suitable for 
integrated 

IAPT? 

Receives treatment in 
Integrated IAPT service 

‘Paper screened’ 

Referral added to system 



 
 

RECRUITMENT 
  
 



Service Structure 

Steering Group  

James Gray 
Clinical Lead 

Evi Aresti 
Team Leader 

Engagement 
Worker 

   
  

Band 4 
Fixed Term 

1 Year 

PWP 
  

Band 5 1.0 
WTE Haringey 

PWP 
  

Band 5 1.0 
WTE Haringey 

PWP 
Band 5 
1.0 WTE 
Islington 

PWP 
Band 5 
1.0 WTE 
Islington 

Senior CBT Therapist 
Shared service co-

ordination 
Tania Knight (0.4 WTE) 

(IAPT Core Service) 
Band 8a 

Senior CBT Therapist 
Shared service co-

ordination 
Band 8a - 0.5 WTE 

Admin 
  
  

Band 3  
Fixed Term 

1 Year 
1.0 WTE 

CBT Therapist 
 Band 7 0.5 

WTE Haringey 

CBT Therapist 
Band 7 
1.0 WTE 

Haringey 

CBT Therapist 
 Band 7 1.0 

WTE Haringey 

CBT Therapist 
Band 7 
1.0 WTE 
Islington 

CBT Therapist 
Band 7 
1.0 WTE 
Islington 



 
 

TRAINING 
  
 



Funding to train physical health providers  
 
Top-up training = 5 days for PWPs (@UCL) 
 
Top-up training = 10 days for His (@KCL) 
 
Specialist training by respiratory and 

diabetes teams 

Training 



 
 

RISKS & MITIGATION 
  
 



1 year funding 
 difficult to evidence savings 
 Redundancy/redeployment of staff 
 
Recruitment 
 Delay in launch 
 Backfill with trainees – not equivalent 

 
 

Risks & Mitigation 



Top-up training timescales 
 Impact on clinical effectiveness & 

outcomes 
 
Referrals 
 
Co-location 

 
 

Risks & Mitigation 
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 Questions ? 



CNWL Talking 
Therapies Services 
 -Harrow 
 
 
Dr. Renuka Jena 
Consultant Clinical 
Psychologist, Clinical lead 
 
 
 
 
 
 



Let’s discuss… 
• Our service model 
• Colocation 
• Challenges 



IAPT for LTCs 
( Wave 2 site ) 

 Launched from October 2017  
 Our focus on specific long term physical 

health conditions : 
 COPD, Breathlessness, Diabetes, CHD in 

Year 1 



THE SERVICE MODEL 
 



Stepped care model 

CBT for mood disorders 
Groups with Specialist community 

support 
e.g.,Managing  COPD 

Mindfulness group 

Guided Self Help 
Psycho-education 
Wellbeing groups  

CBT for breathlessness 
Behavioural activation 

 

Supported self-care 
Expert patients programme 

DAFNE, DESMOND Diabetes programmes 
Diabetes self management programme 

Case management  
Consultant led care  

Community health care 
professionals 

Step 4 
  

Clinical Health Psychology 

Step 3 
 High Intensity 

( CBT & Counselling) 

Step 2 
  

Low Intensity 

Step 1 
  

Outreach & 
Engagement  



    CO-LOCATION 
  
 



Communication & Promotion 
Plans 

Generating Awareness & Referrals 
Co-production 



What have we done so far? 
ENGAGING PHYSICAL HEALTH PARTNERS 
 Respiratory acute and community leads/ Nurses/ Physios/ 

Consultants 
 Pulmonary rehab team 
 Diabetes acute and community teams 
 Community Health Care Manager 
 GPs with special interest e.g., Diabetes lead 
 Northwick Park Health Psychologist 
 Practice Nurses 
 Diabetes UK service user for Harrow 
 



CCG Bulletins 
 

Promoting during  GP meetings 
 

Attending Harrow Diabetes Strategy group 
 
Providing information to the Diabetes team in 

Northwick Park Hospital 
 

Attending health care promotions in the Borough  
 

Communication & Promoting Plans 





Progress… 
 
 Building relationships with the existing GP 

practices 
 Embedded within the goals for the Harrow Diabetes 

Strategy group 
 Co-location with Community professionals 
 Co-location with Acute Diabetes services  

 





Any Questions / comments 
? 
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