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Welcome
Andy Wright, IAPT Advisor
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Minutes from Last Meeting (24.05.17)
and
Matters Arising
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Actions from Meeting 24.05.17
No. Action

Owner

1

Sarah Boul

2

Sarah Boul to share the draft Integrated IAPT Evidence Based Treatment Pathway and
guidance on how to join Yammer.
All attendees to consider how can your service support best practice and ideas from the
Senior PWP Network and what would services like to see from the network and provide
feedback to Sarah Boul.

3

Cheryl Day to advise Providers of confirmed cohort start dates.

Cheryl Day

4

All services to review Institute for Healthcare Improvement website for daily huddle for
healthcare ideas.

All
Providers

5

Sarah Boul

6

Sarah Boul to share the North Region Summary Report on IAPT for Women in the
Perinatal Period with all attendees.
Sarah Boul to write out to services to collect standardised information for NHS Choices.

7

Andy Sainty to share YouTube video on NHS Choices for IAPT services.

Andy Sainty

8

Sarah Boul and Andy Wright to develop a training proposal for cCBT.

9

Sarah Boul to share IAPT Map link with all Providers.

Sarah Boul /
Andy Wright
Sarah Boul

10

Sarah Boul to share slides from the Older People in IAPT conference with IAPT Providers
Network.
11
Sarah Boul to share draft Recovery Cards with IAPT Providers’ Network for comments
and suggestions.
www.england.nhs.uk

All
Providers /
Sarah Boul

Sarah Boul

Sarah Boul
Sarah Boul

Yorkshire and the Humber
IAPT Providers Network

Senior PWP Network Update
Heather Stonebank, Lead PWP, Sheffield Health and Social
Care NHS Foundation Trust and Senior PWP Advisor,
Yorkshire and the Humber Clinical Network

www.england.nhs.uk
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One Year on – what have
we achieved?
• Bringing SPWPs together
• Creating a reflective space for valuable discussions
• Deeper insight and understanding generating/exchanging/actioning ideas
• Service presentations – excellent participation
• Linking SPWPs to the national agenda
• Learning from each other and sharing best practice
• Networking and developing links
• Meeting extended from half to full day – Lunch!! 
www.england.nhs.uk

Ideas translated into actions
• Psycho-educational delivery training
‘Found the content very helpful and useful, which I will take with
me in my role and make me feel more confident in presenting.’
‘Very useful training, well developed and delivered. Great to hear
from others in other teams – normalise. Great knowledge and
information. Thank you for the good quality training. You can tell
you’ve put a lot of time and effort into it’s development.’

www.england.nhs.uk

Ideas translated into actions
•

Wellbeing Initiative
‘Sheryl and I have learned quite a lot from the network about how wellbeing is
paramount in an IAPT service specifically. The Network has helped us to
understand the evidence base around high turnaround and burnout and also aids
us in influencing wellbeing within a team, given that Senior PWPs lead the team
of PWPs.
It is really helpful to share best practice and hearing other ideas of wellbeing in
other services from the table top discussions is what really makes this difference,
it also helps us reflect on our own wellbeing.
In our service we are suggesting table top yoga, adding wellbeing to a clinical
skills agenda as a standard item, bringing cakes, fruit (to meetings) and
encouraging staff to take breaks away from their desks. Also we are asking staff
what they think about wellbeing and how they would make changes. In
meetings/clinical skills we always start off with asking staff a positive/getting to
know you question like: “What is your claim to fame”, “Have you got a joke”,
“what is your favourite film” etc.”
A PWP colleague within the region also said that: “wellbeing is something which
is being valued within the service and this is driven by our Senior PWP
colleagues.”’
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Topics
• Wellbeing
• Improving access
• Self-help materials

• Psycho-educational group delivery
• Supervision

• cCBT
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What is working well
• National updates

• Service presentations, sharing best practice and Q&A

• Step 2 topic discussions – sharing and generating
ideas

www.england.nhs.uk

Learning
• Keeping up to date with staff changes

• Less is more!!
• Support and consistency in attendance

• Providing a space for conversations and learning beyond the
network for ideas and best practice to filter back into services
• How can we support this process?

www.england.nhs.uk

Reflections
•

Valuable discussions

•

Knowledge is power

•

Energy and enthusiasm

•

Key messages and consistency

•

Inspired by passionate colleagues who want to influence positive change

•

Proud of the development and engagement in the SPWP Network

•

Excited for the future of the SPWP Network

www.england.nhs.uk
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Update from our last meeting
• Wellbeing Activities

• IAPT - IST Team – key messages on data, clinical leadership
and CPD
• Service presentation and wellbeing initiative – Emotional
Wellbeing Service in East Riding- Sheryl Horton and Jennifer
Wilde, Humber NHS Foundation Trust
• Supervision – discussion

www.england.nhs.uk

Next steps
• Wellbeing

• Service presentation and best practice examples
• Step 2 topic discussions
• Leadership

www.england.nhs.uk

Yorkshire and the Humber
Senior PWP Network

Thank you for listening!
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Yorkshire and the Humber
IAPT Providers Network

Update from the Northern IAPT
Practice Research Network
Jaime Delgadillo, PhD, Lecturer in Clinical Psychology,
University of Sheffield
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Northern IAPT
Practice Research Network
Update and recent findings
Jaime Delgadillo, PhD
University of Sheffield

Collaboration
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Key questions

Psychological treatment is generally helpful and effective, but…

• Why do some patients improve and others don’t?
• What explains this variability?
• What can we do about it?

Working together as a PRN has enabled us to identify several
prognostic factors which are associated with clinical outcomes

Established findings
Examples from IAPT PRN studies:
Patients living in deprived areas tend to
have poorer treatment outcomes
Contextual
factors
Treatment
factors
Therapist
factors

Br J Psychiatry 2016, 209: 429-30
Br J Psychiatry 2017, 210: 47-53
Stress Control outcomes associated with
numbers of sessions and fidelity to
evidence-based model
Behav Cogn Psychother 2016, 44: 431-43
Behav Res Ther 2016, 87: 155-161
LiCBT: 53% relapse within 1 year, especially
those with residual PHQ-9 scores (5 to 9)

Behav Res Ther 2017, 94: 1-8
Patient
factors

Patients with complex presentations have
better outcomes if matched to step 3
Behav Res Ther 2016, 79: 15-22
J Consult Clin Psychol 2017, 85: 835-53

New studies
Therapist Burnout study
(Jaime Delgadillo, David Saxon,
Michael Barkham)

Contextual
factors
Treatment
factors

Questions:
Are therapist effects influenced by
occupational burnout or job satisfaction?
Method:

Therapist
factors

Patient
factors

?

•

Collected outcomes data (PHQ-9,
GAD-7) for 2,223 patients treated by
49 therapists (PWP=13, CBT=21,
MHN=15)

•

Therapists completed measures of
burnout (OLBI), job satisfaction
(JDSS), years of experience, age,
gender, ethnicity, role, caseload size

•

Therapist effects analysis using
multilevel modelling (MLM)

New studies

Therapists
Least effective

Therapists
Most effective

Least effective

Most effective

•

Approximately 5% of variability in patients’ outcomes due to therapist effects

•

Therapist burnout significantly associated with their patients’ outcomes, explaining
approximately 36% of variability between therapists

•

Patients of highly stressed therapists (red) tended to have the poorest outcomes,
especially compared to the least stressed therapists (green)

•

No other therapist-factors were associated with treatment outcomes

New studies
Stress Control attendance study

(Fiona Lambert, Andrew Thompson,
Jaime Delgadillo)

Contextual
factors

Questions:
Why do some people drop out of group
psycho-education?

Treatment
factors

Method:
•

154 SC participants were asked to
complete an Acceptability
Questionnaire (PEAQ) at the end of
each session (4 Likert scales, 1 open
question)

•

Collected data on attendance and
clinical outcomes (PHQ-9, GAD-7)

•

Compared PEAQ responses
between those who attended at least
4 sessions vs. those who dropped
out early

Therapist
factors

Patient
factors

New studies
Psycho-education acceptability questionnaire (PEAQ)

New studies

•

Overall, 35.7% of SC participants dropped out early

•

Patients that had an adequate dose of treatment (4-6 sessions) had greater
symptoms improvement compared to early dropouts

•

Early dropouts tended to find group psycho-education less acceptable, and tended
to ‘make up their minds’ by session 2

•

Using the PEAQ could be a simple and timely way to identify cases at risk of
dropout

New studies
According to qualitative responses, patients who dropped out:
•

Were less optimistic, hopeful or confident that psycho-education would help

•

Found lethargy and poor concentration were obstacles

•

Felt generally isolated

•

Preferred to speak to someone and needed practical advice

•

Felt unable to identify with the group (e.g., one young person in a group of older
people)

•

Didn’t feel they were learning anything new

•

Had practical obstacles to attendance (e.g., work, holidays, childcare)

Summary
Key points
• Clinical outcomes are influenced by multiple
factors
• Some factors (dropout prevention) are more
modifiable than others (poverty)
• Personalised treatment-matching is emerging
as a promising strategy to improve outcomes
• Early monitoring of acceptability and
obstacles can help to retain patients in
treatment and maximize improvement
• Relapse prevention is a neglected and
important area for future development
• Supporting staff wellbeing is clearly
important to improve treatment outcomes

www.iaptprn.com

If you would like to get involved contact:
jaime.delgadillo@nhs.net

Yorkshire and the Humber
IAPT Providers Network

Time for a break?

15 minutes only please!
www.england.nhs.uk

Yorkshire and the Humber
IAPT Providers Network

Provider Presentation and Q&A:
IESO Digital Health
Andrew Smithsimmons, Clinical Lead, IESO

www.england.nhs.uk

Improving access to evidence-based
mental health therapy

Yorkshire & Humber IAPT Providers Network
What we are learning from the data

Andrew Smithsimmons
Clinical Supervisor

We believe in the importance of improving
patient outcomes though a focus on
Big data
Is a powerful scientific approach for reflecting on practice. Insights linked to a
focused CPD programme whose impact can be measured and correlated to
incremental improvements in outcomes.

Supporting therapists
Is fundamental to high quality practice. Technology can provide therapists
with previously unavailable tools and insights within a supportive working
environment that encourages great therapy.

Accountability
Is the key to an open culture of practice. The written method allows for
comprehensive oversight of the content of therapy sessions which is crucial in
the effort for all therapy collaborations to comprise recognized evidence-based
CBT models and treatment protocols.

© 2017 Ieso Digital Health

Context

The digital spectrum

CCBT

ICBT

IECBT

10-30 minute
support

Idiosyncratic
therapist delivered

x
No therapist

A continuum

© 2017 Ieso Digital Health

Unique, clinically validated,
written conversation, CBT method
Delivered using proprietary web-based platform optimised for online therapy
• Therapy via synchronous messaging in
secure one-to-one therapy area
(scheduled sessions)
• Online access to homework tasks &
outcome questionnaires
• Secure asynchronous messaging between
sessions
• Review of verbatim transcripts
• Complete record of therapy available to
patient for review post discharge

© 2017 Ieso Digital Health

REEACT trial (Gilbody et al., 2015)

•
•
•
•
•
•
•
•

A randomised control trial of cCBT for the treatment of depression in primary care: the randomised
evaluation of the effectiveness and acceptability of computerised therapy (REEACT) trial
Funded independent of cCBT developers
n= 210 Beating the Blues, 242 MoodGYM, 239 TAU
Previous findings not supported
Benefits very minimal
Uptake is low
Patients wanted human contact
There is a need to explore more effective high-volume, low-intensity, interventions

© 2017 Ieso Digital Health

Currently

Evidence-based CBT through internet-enabled, synchronous, written conversation
in a secure virtual therapy room.

© 2017 Ieso Digital Health

Effective evidence-based CBT treatment

© 2017 Ieso Digital Health
© 2017 Ieso Digital Health

East Riding of Yorkshire
Patients completing CBT in the last 3 months
• 58% Recovery
• 70% Improvement
• 84% Started at caseness
Patients completing CBT in the last 2 years
• 56% Recovery
• 66% Improvement
• 86% Started at caseness
• 2000+ patients

© 2017 Ieso Digital Health

Research and Development Platform
Digitally-Enabled NHS Business Generates Unique and Valuable Dataset

Full patient
characterisation
Enables
Learning and
Prediction

Detailed measurement
of clinical course and
response to treatment
•

•
•
•
•
•
•
•
•
•
•
•
•

Clinical diagnosis
Full clinical discourse transcripts
from patient and therapist
Therapeutic model
Asynchronous message content
Clinical notes
Demographics
Medical History
Medication status
Location
Ethnicity
Quality of therapist
Future: Sensor / Biometric Data

Data already yielding significant operational
efficiency gains. Recorded transcripts enable
mandatory therapist quality control 10x
faster than face to face therapy. By 2018
this will be fully automated and instantaneous

•
•
•
•
•

✔

Clinical status measured
objectively at each session incl.
improvement, deterioration,
recovery
Validated diagnosis-specific
outcome scales
Rate of recovery
Caseness
Relapse
Costs of therapeutic results

Therapist transcripts provide
full audit trail to limit therapist
liability exposure in the event
of client suicide

© 2017 Ieso Digital Health

Learn to deliver CBT
with high fidelity to
the model

Learn to deliver CBT
with adherence to
the evidence base

Continue learning and enhance
your clinical skills with Ieso’s
Clinical Excellence Program

Reflection on
action

Making a real
difference to
people’s lives by
supporting our
therapists to be
the very best we
can be

Reflection in
action
Delivering therapy
via written
communication
enables live, in the
moment, reflection

Therapy transcripts
enable therapists to
reflect on their
work after the
session has been
completed

CTS-R
Attend face to
face skillsbased
workshops

Use this validated
tool to focus on
improving fidelity
to the CBT model

E-learning
platform

© 2017 Ieso Digital Health

Clinical
Supervision

Assessment
and feedback
Learn from
experienced
clinicians and
teachers

Therapist
forum
Share
learning, skills
and ideas with
peers

We believe in the importance of improving patient
outcomes though a focus on

Big data
Supporting therapists
Accountability

© 2017 Ieso Digital Health

Access to data enables accountability in care
We enable therapists and supervisors to visualise their performance

Therapist A




















Therapist D
Therapist E
Therapist F
Therapist G
Therapist H
Therapist I
Therapist J
Therapist K
Therapist L
Therapist M
Therapist N
Therapist O
Therapist P
Therapist Q
Therapist R
Therapist S
Therapist T
Therapist U

✔
✔

✔

Therapist B

Drill down to
show individual
therapist
performance

Ieso’s data analytics
allow therapist
performance data to be
continually monitored
Personalised support
and training based
upon individual
therapist data can be
delivered

© 2017 Ieso Digital Health

Trends in variables
Patient variables

•
•
•
•
•
•

Assessment data
Asynchronous messaging
Reviewing material regularly
Solipsistic introjection
Applying day-to-day
Machine learning and language

Therapist variables

Eight pillars of competence

The ieso therapists associated
with the best outcomes are

Scientist-practitioners who skillfully
use recognized evidence-based CBT
treatment protocols and seek out and
make good use of feedback,
discussion and data.

© 2017 Ieso Digital Health

PTSD: Linking adherence, CPD and outcomes

Pre monitoring and training
• Not protocol driven
• Avoidance of reliving

Recovery rate

Drop out

Post training
• Protocol driven

Recovery rate

Drop out

© 2017 Ieso Digital Health

Data milestones

1.
Therapist
Variables

Identification of
variables that
consistently lead to
good clinical
outcomes
Proven ability to
deliver clinical
outcomes

2.

3.

4.

Ieso Equation

8 stage model

Embedding in
product

Development of a
quantifiable method
of measuring
therapists
clinical skills using
three aspects that
are proven to lead to
good clinical
outcomes. Interrater reliability
tested.

Identification of 8
areas where therapy
may go wrong.
Model is embedded
in Ieso CPD
programme

AI established in
product and
delivering
operational benefits

© 2017 Ieso Digital Health

Moving
forward

We believe in the importance of improving
patient outcomes though a focus on

Big data
Supporting therapists
Accountability

© 2017 Ieso Digital Health

Next steps
The Therapists’ Assistant

Our dataset, which includes recovery and
improvement measurements, lets us
model what good therapy looks like.
Protocol adherence is key1 .
To support adherence we will
• Provide links to key points before
session starts
• Monitor every session, and provide
just-in-time reminders and prompts
• Support professional development by
identifying correlations between
actions and outcomes.

1. A. Gyani, R. Shafran, R. Layard and D. M. Clark, “Enhancing recovery rates: lessons from year one of IAPT,” Behaviour Research and
Therapy, vol. 51, no. 9, pp. 597--606, 2013.

© 2017 Ieso Digital Health

Supporting incremental improvements in recovery rates
Ongoing research

Significant effect of therapist
on recovery (X2=12.034,
p<.001) not explained by
therapist experience, age,
gender, core profession or
training
Using AI to explore in realworld setting what happens in
therapy and how it correlates
with likelihood of recovery is
essential to drive
improvements in clinical
outcomes
Therapist Research Unit:
Effectiveness of evidencebased treatment protocols
(BATDR)

Item specific questionnaire
scores and biological markers
are likely predictors of
recovery

Effect of medication and
medication interactions on
likelihood of recovery remains
unexplored

Principal component analysis
can help identify symptom
clusters and patients
subgroups within a condition.
Personalised treatment plans
can lead to significant
improvements in clinical
outcomes

Medication type and dosage
may correlate to symptom
clusters and affect response to
treatment. Optimised
medication plans are key in
supporting recovery and
improving clinical outcomes

Multifactorial model of
depression and
personalized treatment

Ieso equation correlations
and implications for
improving outcomes

© 2017 Ieso Digital Health

We believe in the importance of improving
patient outcomes though a focus on

Big data
Supporting therapists
Accountability

© 2017 Ieso Digital Health

Time for some lunch?

www.england.nhs.uk

Yorkshire and the Humber
IAPT Providers Network

Progress Update on
Employment Advisors in IAPT
Kevin Jarman

www.england.nhs.uk

Employment Advisers in IAPT Services
Initiative
Yorkshire & Humber IAPT Clinical Network
Kevin Jarman
EA in IAPT Lead – Work & Health Unit
04 October 2017

Background
• Original IAPT service model states that employment support
should be available in all IAPT services
• Each IAPT service should have one employment adviser for every
eight therapists
• Investment patchy
• 2015 IAPT workforce census shows only 65% of IAPT services
offer employment support
• 127 WTE employment advisers again therapist community in
excess of 6,000, ratio about 1:50
• Work & Health Unit submit Spending Review bid resulting in
£47.7million for EA in IAPT.

www.england.nhs.uk
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Other Trails supported by WHU
• DCLG funded Working Well pilot across Greater Manchester
• DCLG funded Trailblazers using Individual Placement and
Support (IPS) to support people with depression and anxiety into
work in Blackpool, North East England and West London
• cCBT trials supporting people from job centres to access cCBT
from IAPT services in Bromley, Biggleswade, Exeter and Preston
• Health led trials offering IPS to people with muscular skeletal
injuries and people with depression and anxiety through social
prescribing hub in the Sheffield City Region and West Midlands
Combined Authority
• Group work using Jobs2 model to support Job Centre clients to
remain in or find work available in around 60 job centres

www.england.nhs.uk
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Models of Employment Support in IAPT
• Embedded employment advisers working alongside therapists
• Employment Support provided by therapy staff, principally PWPs
• Referral to employment support provider to receive employment
support independent of IAPT
• Referral to Job Centre Plus for those looking for work
• IAPT in conjunction with Independent Placement Scheme
• Central employment hub based in local authorities working in
tandem with IAPT
• Using Support Time Recovery Workers as employment advisers

www.england.nhs.uk
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Primary aims of EA in IAPT
• To more than double the number of EAs working within IAPT
services
• To improve the integration of mental health treatment and
employment support, and standardise and improve the quality of
employment support provided in IAPT services
• To ensure that EA in IAPT sites support all people who wish to
receive employment support
• To ensure that all IAPT services provide support to people who
are in work, off sick from work and seeking work
• To assess the impact of Health and Employment outcomes of
additional EAs ahead of potential bids to finance the roll-out of
the programme nationally if it proves successful.
• To allow IAPT therapists currently undertaking employment
support to return to providing therapy increasing the clinical
capacity of IAPT services
www.england.nhs.uk
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EA in IAPT
• Agreements reached with 77 CCGs to take part (approximately
40% of IAPT services)
• Over 300 employment advisers to be recruited, over 150 in post
by 30 September 2017
• Creation of Senior Employment Adviser to provide supervision
and leadership to EAs
• Changes to IAPT Minimum Data Set to improve quality of
employment data
• Evaluation starting on 01 October 2017
• National competency based training course being developed, first
cohort due to start in February 2018
• Employment training guidance issued to all PWP and HIT courses
including the non – CBT modality courses

www.england.nhs.uk
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EA in IAPT in Yorkshire & Humber
Wave 1 sites
• East Riding of Yorkshire
• Hambleton
• Richmond & Whitby
• Scarborough and Ryedale
• Vale of York
Wave 2 sites
• Greater Huddersfield
• Kirklees
• Leeds North
• Leeds South & East
• Leeds West
• North East Lincolnshire
www.england.nhs.uk
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What do we want to achieve?
• IAPT services capable of offering integrated psychological
treatment and employment support to all IAPT clients who wish to
access this offer
• Competent employment advisers working alongside therapists
• Increase the number of people being offered and gaining access
to employment support through IAPT
• Improved mental health outcomes measured by PROMS
• More people supported to remain in, return to and find work
• Reduction in benefits paid out and increase in taxes paid
• Reduced costs to the NHS resulting from people in work using
less NHS services than those out of work

www.england.nhs.uk
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Training
• Procurement of first national training programme for IAPT
Employment Advisors
• Competency based training, framework produced by Professor
Steve Pilling
• 3 specific areas of training
1. Impact of mental health and treatment on a persons ability to
retain, get back to and gain work
2. Evidence based interventions to support people to remain in,
get back to and find work
3. Co-ordination both externally with employers, trade unions,
JCP, debt counselling and internally ensuring that treatment and
support are integrated.
• Module for Senior EAs in supervision and leadership.

www.england.nhs.uk
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Evaluation
Evaluation will be testing:
• The appetite of IAPT clients to access employment support
• Is the one to eight employment adviser to therapist ratio correct
As a result of the investment in EAs do we see improvements in
clients:
• Mental health- (measured by patient reported outcome
measures);
• Employment - ability to remain in work (inc productivity), return
to or find work
Wider impacts
• Usage of NHS services, providing information of potential
savings to the NHS resulting from integrating therapy and
employment support;
• Savings to employers, DWP and Treasury from improved
www.england.nhs.uk
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Expectations of IAPT services
• We expect that IAPT services receiving investment will make
changes to clinical practice to ensure that an integrated
personalised package of care is in place to improve the mental
health and the employment and benefit status of the clients using
the service.
• Ensure that IAPT Practitioners do not provide employment
support. This is the job of the EA.
• Ensure that employment advice is regularly offered throughout
treatment to identify if employment support is needed.
• Services have signed up to collect the new data items and take
part in the evaluation
• Services have agreed to release EAs for training, to provide
suitable cases and time for EAs to consolidate their training

www.england.nhs.uk
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Expectations of IAPT Practitioners
•

At assessment - identify whether employment support is required, if employment
support is required, link up with EA
• Keep informed of the progress of employment support - in collaboration with the
client take the necessary action to ensure that employment support is successful
by focussing on how to overcome emotional challenges of continuing in, starting
or resuming work for example, fear or anxiety around interviews, fear of
returning to work after period of sickness absence, bullying etc.
• Work in conjunction with the client and EA to produce a personalised package of
care to address the emotional challenges of continuing in, starting or resuming
work for example, fear or anxiety around interviews, fear of returning to work
after period of sickness absence, bullying etc. to achieve employment
goals/facilitate workplace adaptations ie graded return to work / individualised
job support / reasonable adjustment
• Agree with the client and EA shared goals identifying psychological work /
increasing activity / problem solving skills that could contribute to achieving
employment goals.
• Routinely review during therapeutic contact the clients need for employment
support. This can be done at routine reviews of treatment plans or at each
session if routine reviews are not in place.
• Routinely collect a small number of additional patient self-reported data items
www.england.nhs.uk
70
that will be used for evaluation

Support to IAPT Services
• Project managers to support services taking part in the initiative
• Dedicated analytical resource available to support IAPT services
to collect and report data
• Evaluation contractor in place to support WHU analysts to
undertake evaluation
• Key documents to be available via Yammer
• Network for Senior EAs and Clinical Leads to support participant
services to share knowledge and problem solve

www.england.nhs.uk
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For further information
Project Lead
Kevin Jarman
Kevinjarman@nhs.net
Kevin.jarman@dwp.gsi.gov.uk
07824 569291
Project Manager (North, Midlands and East)
Brigid Lowe
Brigid.lowe@dwp.gsi.gov.uk
0114 294 8410 or 07920 471133
Data Analyst
Navneet Dalton
Navneet.dalton@dwp.gsi.gov.uk
0114 358 6634 or 07733 303085
www.england.nhs.uk
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Low Intensity Competency Project
Steve Kellett and Rachel Matharoo, University of Sheffield
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Measuring Competency in
Low Intensity
Cognitive Behavioural Therapy

Rachael Matharoo
Senior Psychological Wellbeing Practitioner and
IAPT PWP Tutor
University of Sheffield
Doncaster IAPT
&

Stephen Kellett
Consultant Clinical Psychologist,
Psychotherapist and IAPT Programme Director

Aims & aspirations
• To develop and test assessment and treatment
competency measures (and manuals) for use in
clinical services
• To learn the lessons from the poor testing
completed on previous measures of high
intensity CBT (e.g. tiny studies and no
empirically derived cut-offs!)
• To further authenticate and endorse esteem for
the PWP role and method
• To further substantiate training standards for
PWPs

COSMIN checklist

PWP competency measures – why?
• ‘Reachout’ was an adherence measure and was
unvalidated.

• A competency measure is needed as part of the PWP
training and to fit with the needs of the new national
curriculum.
• Something that acknowledges the COM-B model.
• Will be used in OSCEs/simulations as a standardised
measure of competence.

• Can be used in the services to support supervision and
audit.

Competency & adherence
Adherence relates to the degree of fidelity shown to
the stated treatment procedures/manuals and
protocols.
Competency is an index of the degree to which the
intervention was skilfully delivered.
Competency can be considered as: “The extent to
which a therapist has the knowledge and skill
required to deliver a treatment to the standard
needed for it to achieve its expected effects.”
(Fairburn & Cooper, 2011
Effective CBT requires adherence to treatment
procedures being in tandem with intervention
competences, so high adherence on its own does not
necessarily imply or ensure competence (Barber, Liese
and Abrams, 2003).

Why do we need
competent PWPs?
 Competency is a significant factor in the successful
outcome of therapy (Barber, Sharpless, Klostermann &
McCarthy, 2007; Webb, Derubeis & Barber, 2010;
Ginzburg et al. 2012)
 Ensuring patient safety (Fairburn & Cooper, 2011)
 Reducing therapeutic drift (Waller & Turner, 2016)
 Ensuring high clinical standards (Bennett & Parry, 2004)
 Dissemination of evidence based practice (Fairburn &
Cooper, 2011)

 Evaluates the training and supervision of therapists
(Kohrt et al., 2015)

Products - the PWP
competency scales
• Two measures – one for
assessment and one for
treatment

• Each scores 6 core competencies
• Scales used in conjunction with
the detailed manuals - these will
help with scoring accurately.

Scaling - industry standard!

For a PWP to be graded as competent in a assessment session, the
session has to score ≥18 overall (range 0-36) and the PWP must score
3 or more in each of the six sections (half-point scoring accepted). The
competency-rating tool is designed to be appropriate for assessment
sessions lasting 30-45 minutes.
**The summary rating of each section is NOT the average of the
ratings given on specific aspects and is not cumulative.**

Incompetent
0

Expert
6

Introduction
•
•
•
•

Role
Confidentiality
Purpose
Time

LI CBT
Assessment
Competencies

Information Gathering
• Questioning skills
• Risk Assessment
• IAPT-MDS
•

Problem specific info

Incompetent Expert
0
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Incompetent
0

Expert
6

Focussing the
Session
• Agree
appropriate
agenda
• Adhere to
agenda

LI CBT
Treatment
competencies

Information gathering
specific change
• Questioning skills
• Risk Assessment
• Progress ReviewGoals, MDS
• Homework review

Incompetent
0

Expert
6

Participants & data collection
Recruitment from September 2015 to July 2017
Study 1
(rating of an assessment and a
treatment session)
• Experts (PWP trainers
day)
• Qualified (conference)
• Novice (PWP trainees)

**OSCE- Observed Structured Clinical Examination

Study 2
Trainees’ OSCEs
• Three cohorts from Sheffield
• Mock OSCE and real OSCE (x2)
data collected (and the patients
completing measures of
helpfulness, the alliance and the
FFT)
• Other HEI PWP Course providers

Content Validity
Content Validity Index
Six experts (3 trainers and 3 PWPs)
determined the relevance for each
item.
Complete agreement for each item and
each competency.
Apart from one item which was
removed from the scale.

Study 1 - inter-rater reliability

• The three groups also are
significantly different from each
other on each measure (novice
raters over rate competency!)
• This test also demonstrated
that there was excellent interreliability between each of the
items

30

24

Total competency scores

• Experts, Qualified and Novice
groups all showed excellent
inter-rater reliability for both
assessment and treatment
measures.

18

12

6

0
Expert

Qualified

PWP groups

Assessment =
Treatment =

Novice

Study 1 – internal reliability
 The study group scales results also
yielded a good internal consistency for
the assessment (α= .91) and treatment
(α= .92).
 These are high scores!

Study 1 - exploratory factor
analysis (EFA) on study 1
• Principal Axis Factoring (Oblique Rotation)
 Yielded a single factor solution (47.45%
variance explained) for the assessment scale
 Yielded a single factor solution (54.77%
variance explained) for the treatment scale

Study 1 - confirmatory factor
analysis (CFA) on study 1
• Two level model
The factor structure holds when assessing anxiety
or depression
The factor structure holds when using the
different PWP interventions
The factor holds when assessing over time

Competency Cut-Off Score
• Singh (2006): + / - 2SD from the mean
• Using -2SD from mean (sample of passes)
 Assessment (N=157): M=23.178 (SD:3.0718) cut off:
17.0344
 Treatment (N=135): M=23.97 (SD: 3.471) cut off:
17.028
• Using +2D from mean (sample of fails)
 Assessment (N=17): M=14.176 (SD: 2.7836) cut off:
19.7432
 Treatment (N=10): M=14.35 (SD:1.93) cut off: 18.21

Study 2 : inter-rater reliability across
courses and differences between
• 4 PWP courses (two raters) assessing
OSCE’s
• Excellent inter-rater reliability within
each course
 Assessment interclass correlation
coefficient = .91 (95% .82 - .96)
 Treatment interclass correlation
coefficient = .85 (95% .70 - .92)
 No differences between courses

Study 2: test-retest and
sensitivity analysis
 No significant difference between the means
of the formative and summative ratings
(assessment t(63)= .95 p=.35 treatment
t(67)=.47 p=.62). The measures are stable.
 There was a significant difference in the
means between the summative and retake
ratings (assessment t(27)= 6.37 p=.00
treatment t(27)= 4.33 p=.00) showing that
participants results improved from the
summative to the retake examinations. The
measures are sensitive.

Study 2: what do patients say about
the alliance?
(i.e. testing construct validity)
 Significant positive correlation
was found between the WAI and
PWP competency rating scales
for both assessment and
treatment sessions.
 The higher ratings of
competence = higher ratings on
the WAI.

Study 2: what do patients feel about
coming back?
(i.e. testing construct validity)
 Significant relationship between assessment
skills and willingness to attend for treatment (χ2
(1, N=130)= 14.59, p= .00).
 30% of participants who had failed the PWP
competency rating scale receive a no on the FFT,
compared to only 5% of participants who had
passed.
 For the treatment also showed significance (χ2
(1, N=83)= 5.06, p= .05) – patients want to
continue treatment with competent PWPs .
 From those who failed 21% received a no and 4%
of participants that passed.

Comparing the helpful behaviours of
competent and incompetent PWPS
Competent

Incompetent

• Empathy:
“It was very easy to talk to her
because she seemed interested and
acknowledged several times about
the difficulties I was having. I felt
listened to.”

• Lacking confidence/ nervousness:
“… seemed quite nervous.” and “He
seemed a little all over the place.”

• Clarity, Collaboration and
structure:
“The goal setting discussion was very
collaborative and the PWP used
things I had said previously to prompt
me to set my own goals.”
• Confidence and Knowledge:
“Her explanations of the 5 areas
sounded very encouraging that it
would be beneficial for me.”

• Poor timing/pacing :
“I felt rushed and ‘capped off’ at times”
and “The start was so quick I felt a little
bewildered, jumped into it, could have
spent more time in the intro”
• Lack of exploration of 5 areas :
“I felt like some of the areas we discussed
were not fully explored.”
• Not being listened to

Summary
•
•
•
•

•
•

We have developed valid and reliable
measures of both assessment and
treatment skills
Good liaison between courses
They are fit for use in clinical services
Easy to use and supported by detailed
manuals
They met almost all the COSMIN
standards
Enhancing post qualification supervision
and continuous personal development
within the PWP role.

COSMIN checklist

Special thanks to all the
contributors and participants
of the project
• Jennie Hague, Lucy Hughes, Stephen
Kellett, Emma Limon, Jodie Millington,
Mel Simmonds-Buckley, Rachel Siviter
and Heather Stonebank
• Sheffield, Uclan, Manchester, Surrey and
Birmingham PWP course providers

Yorkshire and the Humber
IAPT Providers Network

Sense Check:
HEE
PBR (multiple episodes)
Increased Access Targets and
Access for BAME and Older Adults
Best practice pairing volunteers
Andy Wright, IAPT Advisor, Yorkshire and the Humber Clinical Network / All

www.england.nhs.uk

Yorkshire and the Humber
IAPT Providers Network

Any Other Business
-CASPER Training
- IAPT Data Discussion
(Group Work by System Provider)

www.england.nhs.uk

Yorkshire and the Humber
IAPT Providers Network

Thank you for Attending!
Please remember to fill out your
evaluation forms!

www.england.nhs.uk

