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1.
Introduction

Primary care plays a crucial role in delivering effective mental health services within a mental health whole system. It is important that this role is clearly understood by all stakeholders to ensure standardisation and equitable access to primary care mental health services throughout Wales and ease of access for service users and their carers. The strategic importance of primary care in developing whole systems mental health services is set out in paragraph 4.0. 


The role of primary care within the whole system approach to mental health care will be further developed within the forthcoming guidance on suicide prevention due for publication in 2006 and within the Mental Health Promotion Action Plan which is shortly to be issued for consultation.

Mental health problems are very common and for the majority of people with these problems Primary Health Care Teams (PHCTs) provide most of the help and interventions that are required. Approximately 40% of people attending their General Practitioner (GP) for any reason have a mental health problem and in 20-25% of cases this will be the sole reason for attending.1  

A PHCT is made up of a range of staff including the GP. They provide the most of the care to people with mild to moderate mental health problems. Furthermore it is estimated that between 30%-50% of people with severe mental illness (SMI) are only in contact with primary care teams.2 

The PHCT is therefore a vital component in the delivery of effective mental health care. 

2.
Purpose of the document

This policy implementation guide has been written with 2 main objectives:

a) To provide a framework in which the quality of primary care offered to patients with mental health problems can be improved and,

b) To define the necessary support required to primary care from Local Health Boards and specialist mental health services in achieving this.

There is a constant acknowledgement in this guide that Local Health Boards as commissioners play a vital role in b) above  

This guide will assist LHBs in the realisation of the strategic intent for mental health for primary care mental health services set out in the Service and Financial Framework target for 2006-7:3 

It also serves to address the specific recommendations for primary care services in Wales set out in the two all Wales review reports published in 2005, i.e. 
· “Under Pressure” - the report of the risk and quality review of NHS mental health services4

· The Wales Audit Office Baseline Review5

We recognise that PHCTs are not homogenous and there is significant variation in practice size, team configuration and in the nature of the practice setting, e.g. rural or urban communities. This guidance is not intended to provide a prescriptive, rigid model but rather sets out to describe the range of service options that should be available within primary care. 

The emphasis throughout is on a collaborative approach to service development between primary care teams, Local Health Boards and specialist mental health services conducted at a pace appropriate to the primary care setting

3.
Policy framework

The Adult Mental Health Services for Wales Strategy Document (2001)6 states that: ...

“Mental Health and the management of mental disorders are of paramount importance to every PHCT and there should be acknowledgement of the good care that is provided already.”

It also gives three strategic objectives to drive up the standard of primary care mental health services:

· Primary Health Care Teams must receive training and education in managing mental illness within primary care;

· effective psychological treatments must be available within primary care;

· effective information must be available to meet the needs of GPs/PHCTs and users and carers.

The revised National Service Framework “Raising the Standard”7 builds upon this and makes further specific recommendations concerning the development of primary care as part of a mental health whole system. Key action 20 within Standard 6 requires that:

· there is to be effective communication and liaison between primary and secondary care, including between Community Mental Health Teams (CMHTs) and primary care teams
· primary care should also have access to a range of Tier 1 services to offer such as counselling, bibliotherapy schemes, exercise on prescription, volunteering on prescription, etc

· protocols for referrals and management of conditions are to be established taking due account of appropriate NICE or other guidelines

· GPs should receive information on discharge/transfer of care within 3 working days and copies of patient care plans within 7 working days of discharge from hospital

· CMHTs will be “sector” based around locally agreed geographical primary care groupings

· if people do not have a GP then efforts should be made to register them

· LHBs to ensure arrangements in place for a second medical opinion where required and protocols in place to facilitate treatment out of area if relations break down

· people should not be prevented from receiving primary or secondary care just because they do not have a home address

· arrangements should be in place for providing people with access to continuity of care when they move across Local Authority boundaries.

4.
A tiered approach to mental health service delivery

Central to the effective delivery of mental health care is a whole system approach. The Strategy6 and NSF7 set requirements for the development of seamless services, and this is most likely to be delivered through a tiered approach to care. Figure 1 provides an illustration of the various service components required. PHCTs provide assessment, treatment and the gateway to services in all tiers of care, and provide an effective single point of entry to people experiencing mental health problems. If mental health experience is limited within a PHCT it can result in avoidable delays, missed or mis-diagnosis and inappropriate referral to specialist services. Strengthening mental health primary care is likely to impact favorably on not only tier one services but also on effective movement throughout the entire care pathway.

Figure 1 - A tiered approach to mental health care:


[image: image1]
Source:  NPHS for Wales, 2006

5.
Mental health functions within Primary Healthcare Teams

5.1
The Primary Health Care Team (PHCT)

The full range of professionals within Primary Care all have a part to play in delivering effective mental health care and mental health promotion. These will include:

· allied health professionals

· community nurses

· community psychiatric nurses

· GPs

· health visitors

· pharmacists 

· practice counsellors

· practice nurses

· reception staff

· school nurses

· social workers.

In addition other tier one services, such as welfare rights advice, may provide support to Primary Care by means of “in reach” (i.e. a physical presence within the practice) or be locally accessible to the practice.

In recent years there has been a movement toward specialist mental health workers operating within the PHC setting. This has served to improve access to specialist assessment and intervention avoiding referral to secondary care. It has also served to improve the liaison with secondary care and the engagement of PHC professionals in mental health service users care programs. This can include not only mental health professionals but the use of support workers.

This development has however been somewhat piecemeal with mental health services in general practices often being described as underdeveloped.5 In order to improve coverage by mental health specialists in primary care SAFF target 15 requires that from April 2007 all practices will be required to provide mental health gateway workers.3 The role of these staff is set out in Section 8.

5.2
Functions of the PHCT

PHCTs should provide the following services to people with a mental health problem:

· an assessment of mental healthcare needs8
· monitoring the physical and mental healthcare needs of people with a severe and enduring mental health problem. This can be undertaken in line with the Quality Outcome Framework (QOF)9 and the specification for the directed enhanced service (DES) for the care of people with mental illness10 12.1 & 12.2

· the effective treatment of both physical and mental health problems8.
· the provision of good quality information to those people diagnosed as having a mental illness and their carers. (This should include information on the nature of the illness, its symptoms, treatment and the side effects of medication).

· appropriate referral to their sector Community Mental Health Team (CMHT), using locally agreed care pathways which will include protocols and priority criteria

· involvement in care planning through the Unified Assessment and Care Programme Approach as appropriate

· crisis management based upon the assessment of need and risk identified by the multidisciplinary team in their care plan

· maintenance of users with common mental health problems and stable SMI within the primary health care setting. This may be from the start of treatment or referral back to primary care from specialist community and inpatient services. Maintenance should include the use of shared care protocols and formal review mechanisms agreed with Social Services and secondary health care services

· signposting to other provision including social services, voluntary sector groups and welfare benefits agencies.

6.
Accessing tier one mental health services - information

The PHCT constitutes only one element of tier one mental health services. A range of alternative or supportive tier one interventions are delivered in a variety of settings across Wales. Some of these will be mental health specialist services for example drop in facilities, self help groups, low support accommodation schemes, and leisure services. All of these services provide vital support in promoting recovery from mental health problems. Practitioners in the PHCT should be aware of the resources in their area and be able to facilitate their use by people receiving treatment within primary care. Local Health Boards, Local Authorities and specialist services should ensure that local information resources are developed and available ideally in web based formats for the PHCTs in their locality.7 

7.
Improving liaison with secondary care services

In order to deliver effective care PHCTs require prompt access to advice, assessment and intervention from specialist services. Each primary care practice will have access to a gateway worker to provide or facilitate access to this specialist input.3
Many CMHTs have already developed good liaison arrangements between primary and secondary care services. The introduction of this guidance aims to support rather than supplant these arrangements. 

8.
Primary care gateway workers

Primary Care Gateway Workers (PCGW) have a key liaison role to strengthen mental health service delivery at primary care/tier one. As with other liaison initiatives, gateway workers must be seen as supporting rather than supplanting the delivery of mental health within primary care. In order to prevent these services becoming overwhelmed and ensure that their interventions are appropriately targeted, generalists within the PHCT need to undertake evidence based interventions including watchful waiting before referring to specialist primary care mental health services. Priority should be given to cases where risk factors indicate the need for referral or where other interventions have failed to alleviate symptoms.

The core functions of the PCGW are: 13      
· to provide information for service users and carers about their treatment and care and the options available to them;

· to support onward referral and co-ordination of the next steps in care to specialised mental health services, including Home Treatment/Crisis Resolution Teams;

· to support primary care assessment and triage of complex cases in partnership with existing primary care services;

· to work in partnership with NHS Direct Cymru and Community Advice & Listening Line (CALL) helpline to strengthen assessment, triage and onward referral;

· to deliver training and support to the Primary Healthcare Team in partnership with colleagues in the specialist mental health service;

· to work in partnership with CMHTs to develop agreements (referral protocols); 

· to maintain accurate information about existing local authority and non-statutory services and their hours of operation, including systems relating to the use of the MHA and Criminal Justice System;

· to provide clinical and service information to members of the PHCT commissioner and provider bodies;

· to identify action to reduce risk, delays and waiting times;

· to establish a link with the Local Mental Health Strategic Planning Group;

· to identify gaps and services needing further development;

· to provide support for audit and outcome evaluation.

The following are examples of schemes already in operation.

	Developing Gateway Workers Example1

Conwy and Denbighshire Primary Care Mental Health Team

The Primary Care Mental Health Team in Conwy and Denbighshire uses a model in which each GP practice has access to a link worker. The Link worker operates within the GP practice offering rapid access to mental health assessment and treatment, early detection of problems and directing clients to the most appropriate service.

The introduction of this service has reduced the total number of referral to secondary care. It has also reduced the number of referrals which are made to secondary care that are deemed inappropriate. It has lead to more appropriate intervention within primary care increased use of local tier one services and more focused use of specialist secondary care resources.




	Developing Gateway Workers Example 2

North East Wales First Access Team

Clients referred are offered a screening assessment which consists of general information gathering, risk assessment using standardized assessment tools. Once the mental health practitioner has established need a number of options are made available including up to six sessions of individual work incorporating a problem solving approach, group therapy offered by the team, time limited structured CBT a medical assessment from the Consultant psychiatrist/SHO fast tracking to CMHT signposting to appropriate service or discharge back to the GP with advice.

The outcomes noted through the introduction of this approach include increased service user satisfaction, decreased waiting times and the refocusing of CMHTs on prioritized severe and enduring mental illness.




An example Primary Care Gateway Worker Job Description is provided in Appendix 2.

9.
Identification, assessment and treatment of mental health problems in primary care

The identification, assessment and treatment of both common mental health problems, such as anxiety and depression, and severe and enduring mental health (SMI) problems is a core role of PHCTs.

Guidance on this is summarised in Table 1. The table includes guidance from NICE which is extant in England and Wales. However it also includes reference to other guidance which does not have the same status as NICE guidance. This has been included to further inform the evidence base of effective interventions that may be delivered within primary care either directly by members of the PHCT or by means of in-reach into primary care from secondary care specialists.

TABLE 1: THE RECOGNITION, ASSESSMENT AND TREATMENT OF MENTAL HEALTH PROBLEMS IN PRIMARY CARE

	AREA
	WHAT SHOULD/COULD BE DONE IN PRIMARY CARE

	DEPRESSION 
in adults
	Recognition and assessment, appropriate involvement of specialist services

	Mild depression
	Watchful waiting, guided self help, computerised CBT, exercise, brief psychological interventions

	Moderate or severe depression


	Medication, psychological interventions, social support

	SOURCE
	National Institute for Clinical Excellence (2004) Depression. Management of depression in primary and secondary care. Clinical Guideline 23. London, NICE

Link to Prodigy guidance http://www.prodigy.nhs.uk/ProdigyKnowledge/Guidance/GuidanceView.aspx?GuidanceId=56276
National Institute for Clinical Excellence (2006) Computerised cognitive behaviour therapy for depression and anxiety. Technology Appraisal 51, London, NICE.

	POSTNATAL DEPRESSION
	Recognition and assessment, appropriate involvement of specialist services

Pharmacological, physical and psychosocial management

Programmes to prevent post-natal depression (including brief psychotherapy and midwife/health visitor support and interventions, parenting groups)



	SOURCE
	Scottish Intercollegiate Guidelines Network (2002). Postnatal Depression and Puerperal Psychosis. Edinburgh, SIGN

Doughty C. The effectiveness of mental health promotion, prevention and early intervention in children, adolescents and adults. NZHTA Report 2005; 8(2).

http://nzhta.chmeds.ac.nz/publications/finalmhp7_05.pdf
Tilford S, Delaney F, Vogels M. (1997& Effectiveness of mental health promotion interventions: a review. London, Health Education Authority



	ANXIETY
	Identification and offer treatment taking into account patient preference – psychological intervention, medication or bibliotherapy

Review and offer alternative treatment if intervention is not effective

Review and offer referral to specialist mental health services if person still has significant symptoms after two interventions have been provided (any combination of psychological intervention, medication or bibliotherapy)

	SOURCE
	National Institute of Clinical Effectiveness (2004) Management of anxiety (panic disorder, with or without agoraphobia, and generalised anxiety disorder) in adults in primary, secondary and community care. Clinical Guideline 22, London, NICE

	Schizophrenia
	Early identification and rapid referral of people experiencing an acute episode of schizophrenia

Monitoring the physical health of people with schizophrenia

Monitoring the efficacy and adverse effects of antipsychotic drugs

Monitoring the mental health of people with schizophrenia and rapid referral to mental health services if further acute episodes occur

	SOURCE
	National Institute for Clinical Excellence (2002) Schizophrenia. Core interventions in the treatment and management of schizophrenia in primary and secondary care. Clinical Guideline 1, London, NICE.

Link to Prodigy guidance

http://www.prodigy.nhs.uk/ProdigyKnowledge/Guidance/WholeGuidanceView.aspx?GuidanceId=37487#


	Self harm 
	Assessment of likely physical risk and individuals emotional and mental state

Urgent referral to emergency department for treatment if needed

Where emergency treatment is not required undertake comprehensive assessment including mental health and psychosocial assessment and onward referral to mental health team

Prescribe least toxic and small amounts of medication for all primary care patients who are at risk of self-poisoning, also consider prescriptions to relatives of those at risk

	SOURCE
	National Institute for Clinical Excellence (2004) Self-harm. The short-term physical and psychological management and secondary prevention of self-harm in primary and secondary care. Clinical Guideline 23. London, NICE



	DEMENTIA
	History taking and differential diagnosis

Initial cognitive testing

Screening for co morbid conditions

Monitoring medication and physical health of people with dementia

Providing information to patient and carer

For patients with Alzheimer’s being treated with Donepezil, Rivastigmine and Galantamine shared care according to agreed protocol 

	SOURCE
	Scottish Intercollegiate Guidelines Network (2006). Management of patients with dementia. A national clinical guideline, 86. Edinburgh, SIGN

National Institute for Clinical Excellence (2001) Guidance on the use of Donepezil, Rivastigmine and Galantamine for the Treatment of Alzheimer’s Disease. Technology Appraisal Guidance no. 19, London, NICE.

	ALCOHOL – problem drinking
	Identification, assessment and brief interventions for hazardous and harmful drinking.

Community detoxification

	SOURCE
	Scottish Intercollegiate Guidelines Network (September 2003) The management of harmful drinking and alcohol dependence in primary care. Royal College of Physicians, Edinburgh

Department of Health (2005) Alcohol Misuse Interventions Guidance on developing a local programme of improvement. London, DOH.

Link to prodigy guidance on problem drinking http://www.prodigy.nhs.uk/ProdigyKnowledge/Guidance/GuidanceView.aspx?GuidanceId=37274

	OPIOID DEPENDENCE
	Initial assessment and referral to specialist services

Prescription and supervision of maintenance therapy

	SOURCE
	Department of Health, Scottish Office Department of Health, Welsh Office, Department of Health and Social Services, Northern Ireland (1999) Drug Misuse and Dependence – Guidelines on Clinical Management. London, Stationary Office

Link to Prodigy guidance on upload dependence

http://www.prodigy.nhs.uk/ProdigyKnowledge/PrintView.aspx?PrintOption=WholeGuidance&GuidanceId=37434&x=18&y=13

	Eating disorders
	Identification and initial assessment and co-ordination of care for people presenting to primary care

Shared care according to agreed protocols (where appropriate using CPA)

	SOURCE
	National Institute for Clinical Excellence (2004) Eating disorders: core interventions in the treatment and management of anorexia nervosa, bulimia nervosa and related eating disorders. Clinical Guideline 9. London, NICE

Link to Prodigy guidance

http://www.prodigy.nhs.uk/ProdigyKnowledge/Guidance/WholeGuidanceView.aspx?GuidanceId=37361

	POST-TRAUMATIC STRESS DISORDER  
	Recognition, initial assessment and co-ordination of care for those suffering PTSD presenting in primary care, this would include determination of the need for emergency medical or psychiatric assessment.

Shared care according to agreed protocols (where appropriate using CPA)

	SOURCE
	National Institute for Clinical Excellence (2005) Post-traumatic stress disorder (PTSD) The management of PTSD in adults and children in primary and secondary care. Clinical Guideline 26. London, NICE

	BIPOLAR AFFECTIVE DISORDER
	Recognition and assessment, appropriate involvement of specialist services

Monitoring of medication and physical health

For people on lithium therapy regular review of lithium levels, serum creatinine and TSH

	SOURCE
	Scottish Intercollegiate Guidelines Network (2005). Bipolar affective disorder. A national clinical guideline, 82. Edinburgh, SIGN

	Obsessive –compulsive disorder and body dysmorphic disorder
	Stepped care model to include;

Recognition and assessment 

Management and initial treatment (psychological and drug therapies for adults; guided self help or CBT for children)

Multidisciplinary for those with co morbidity or poor response to initial treatment

	SOURCE
	National Institute for Clinical Excellence (2005) Obsessive-compulsive disorder: core interventions in the treatment of obsessive-compulsive disorder and body dimorphic disorder. Clinical Guideline 31. London, NICE

	severe long-term mental health problems
	Maintain a register of people with severe long-term mental health problems who require and have agreed to regular follow-up

Regular review of people with severe long-term mental health problems, including medication, physical health and co-ordination of arrangements with secondary care

	
	For people on lithium therapy regular review of lithium levels, serum creatinine and TSH

	SOURCE
	Quality and Outcomes Framework

http://www.dh.gov.uk/assetRoot/04/08/86/93/04088693.pdf


Table 3: Summary primary cAre interventions to reduce risk of suicidal behaviour

	area
	action

	Mental health promotion
	Interventions to reduce alcohol consumption

Promotion of exercise and improving the physical health of people using mental health services

Promote access to self help and support networks

Promote the mental health of mothers and children

Facilitate access to voluntary sector resources

Reduce the risk of depression in unemployed people

Arts on prescription

Promote the mental health of mothers and children



	SOURCE
	Mental Health Improvement: What works? A briefing for the Scottish Executive. 2001, 2002, Health Education Board for Scotland

Barlow J, Coren E, Stewart-Brown SSB. Parent-training programmes for improving maternal psychosocial health. The Cochrane Database of Systematic Reviews 2003, Issue 4

	Restricting access to means of suicide
	Limit size of prescriptions of potentially lethal medication

Prescribe least toxic medication 

	SOURCE
	Hawton K, Ware C, Mistry H, Hewitt J, Kingsbury S, Roberts D, Weitzel H. Paracetamol self-poisoning. Characteristics, prevention and harm reduction. The British Journal of Psychiatry. 1996 April 168(1) 43-48

	depression
	Identification and effective management of postnatal depression

	SOURCE
	Scottish Intercollegiate Guidelines Network (2002). Postnatal Depression and Puerperal Psychosis. Edinburgh, SIGN.

National Institute for Clinical Excellence (2004) Depression. Management of depression in primary and secondary care. Clinical Guideline 23. London, NICE

National Institute of Clinical Excellence (2005) Depression in Children and Young People. Identification and management in primary, community and secondary care. Leicester, BPS



	self harm
	Effective management of self harm



	SOURCE
	National Institute for Clinical Excellence (2004) Self-harm. The short-term physical and psychological management and secondary prevention of self-harm in primary and secondary care. Clinical Guideline 23. London, NICE

	alcohol
	Identification and effective management of harmful drinking and alcohol dependence



	SOURCE
	Scottish Intercollegiate Guidelines Network (September 2003) The management of harmful drinking and alcohol dependence in primary care. Royal College of Physicians, Edinburgh

	schizophrenia
	Long-term treatment with clozapine may reduce the risk of suicide and suicidal behaviour in people with schizophrenia

	SOURCE
	Hennen J, Baldessarini R J (2005) Suicidal risk during treatment with clozapine: a meta-analysis. Schizophrenia Research (73) 139-145.

	major affective illness
	Long-term treatment with lithium



	SOURCE
	Tondo L, Hennen J, Baldessarini R J (2001). Lower suicide risk with long-term lithium treatment in major affective illness: a meta-analysis. Acta Psychiatrica Scandinavica, 104: 163-172

Cipriani A, Pretty H, Hawton K, Geddes J R (2005) Lithium in the prevention of suicidal behaviour and all-cause mortality in patients with mood disorders: A systematic review of randomized trials. American Journal of Psychiatry. 162: 1805 1819.

	physical illness especially cancer, neurological disorders, renal disease

and chronic

pain
	Meet the psychosocial needs of individuals with physical illness.

Identify and manage psychiatric illness, mental distress and suicidal behaviour in people with physical  illness

	SOURCE
	National Breast Cancer Centre and the National Cancer Control Initiative (2003) Clinical practice guidelines for the psychosocial care of adults with cancer. Camperdown, National Breast Cancer Centre

Royal College of Physicians ant the Royal College of Psychiatrists (2003) The psychological care of medical patients. A practical guide. London RCP/RCPsych.

National Institute for Clinical Excellence (2004) Improving Supportive and Palliative Care for Adults with Cancer. The Manual. London, NICE


10.
Psychological therapies in primary care

Psychological treatment techniques are appropriate in many conditions managed within primary care but are often unavailable because of a lack of trained staff. There is inequity of provision of these services. This issue should be addressed as users in the primary care setting have shown a keen interest in the application of effective psychological therapies either as an alternative or supplement to medication”.6

The Mental Health Strategy states that: “Effective psychological treatments must be available within primary care”.

The NSF National Action Plan7 requires that:

· in 2006/7 the development of local plans in to ensure the delivery of psychological therapies in primary and secondary care; 

· by 2008/9 structured counselling be available in primary care settings.

Additionally the Service and Financial Framework (SAFF) for 2006/7 requires that all patients subject to CPA who are assessed as requiring access to evidence based psychological therapies will commence therapy within three months of assessment3.

Psychological therapies can be provided within primary care and evidence based interventions are summarised in Table 2. Where they are not available or more specialist interventions are required arrangements should be in place for prompt referral to secondary care based psychological therapies. Agreed care pathways should be developed to facilitate this referral process.

TABLE 2: PSYCHOLOGICAL THERAPIES IN PRIMARY CARE

	WHAT SHOULD/COULD BE DONE IN PRIMARY CARE
	SOURCE

	DEPRESSION
	

	Short term psychological therapies for depression for example:

· Problem solving therapy

· Brief CBT

· Counselling


	National Institute for Clinical Excellence (2004) Management of Depression in primary and secondary care. Clinical Guideline 23, London, NICE.



	Computerised cognitive behaviour therapy for example

· “Beating the Blues” for mild to moderate depression
	National Institute for Clinical Excellence (2006) Computerised cognitive behaviour therapy for depression and anxiety. Technology Appraisal 97, London, NICE.

Department of Health (2004) Organising and Delivering Psychological Therapies, London, DH.

	Bibliotherapy (based on a cognitive behavioural therapy approach) for depression
	Anderson L, Lewis G, Araya R et al. Self-help books for depression: how can practitioners and patients make the right choice? British Journal of General Practice 2005; 55: 387-392

	ANXIETY


	

	Cognitive behavioural therapy for panic disorder and generalised anxiety disorder
	National Institute of Clinical Effectiveness (2004) Management of anxiety (panic disorder, with or without agoraphobia, and generalised anxiety disorder) in adults in primary, secondary and community care. Clinical Guideline 22, London, NICE

	Computerised cognitive behavioural therapy for anxiety for example;

· “FearFighter” in the management of panic and phobia
	National Institute for Clinical Excellence (2006) Computerised cognitive behaviour therapy for depression and anxiety. Technology Appraisal 51, London, NICE.

	Bibliotherapy (self help based on CBT principles) for panic disorder and generalised anxiety disorder
	National Institute of Clinical Effectiveness (2004) Management of anxiety (panic disorder, with or without agoraphobia, and generalised anxiety disorder) in adults in primary, secondary and community care. Clinical Guideline 22, London, NICE

	OBSESSIVE–COMPULSIVE DISORDER

AND BODY DYSMORPHIC DISORDER



	Cognitive behavioural therapy  for adults and children
	National Institute for Clinical Excellence (2005) Obsessive-compulsive disorder: core interventions in the treatment of obsessive-compulsive disorder and body dysmorphic disorder. Clinical Guideline 31. London, NICE

	Exposure and response prevention for adults and children
	National Institute for Clinical Excellence (2005) Obsessive-compulsive disorder: core interventions in the treatment of obsessive-compulsive disorder and body dysmorphic disorder. Clinical Guideline 31. London, NICE

	SELF HELP


	

	Self – help materials including books, workbooks and computer based packages for

· Depression, Anxiety, panic and phobia, Eating disorders
	Lewis G, Anderson L, Araya R, Elgie R, Harrison G, Proudfoot J, Schmidt U, Sharp D, Weightman A, Williams C... Self-help interventions for mental health problems. Report to the Department of Health R&D Programme. London. Department of Health. July 2004

	Guided self-help for bulimia nervosa and binge eating disorder
	Palmer RL, Birchall H, McGrain L, Sullivan V. Self-help for bulimic disorders: a randomised controlled trial comparing minimal guidance with face-to-face or telephone guidance. British Journal of Psychiatry 2002; 181: 230-5



	Books on prescription

· Anger

· Anorexia Nervosa

· Anxiety

· Assertiveness

· Bereavement

· Binge eating disorder and bulimia nervosa

· Depression

· Head injuries

· Health anxiety

· Manic depression

· Obsessions and compulsions

· Panic

· Trauma

· Self-esteem

· Adult survivors of childhood sexual abuse

· Social anxiety/phobia

· Stress

· Worry
	Kupshik G, Fisher C. Assisted bibliotherapy: effective, efficient treatment for moderate anxiety problems. Br J Gen Pract 1999, 49: 47-8. (BIII) Learning self-help skills through reading, supported by contact with a clinician, significantly improved symptoms. More patients improved with more clinician contact, especially if less educated. 

Bower P, Richards D, Lovell, K. The clinical and cost-effectiveness of self-help treatments for anxiety and depressive disorders in primary care: a systematic review. Br J Gen Pract 2001, 51: 838-845. (AI) Self-help treatments may have the potential to improve the overall cost-effectiveness of mental health service provision. 


11.
Meeting the physical needs of people with mental health problems in primary care

11.1
Relationship between physical and mental health

People with mental health problems are three to four times more likely to consult with their General Practitioner but in general have poor and reduced access to health promotion and physical health care.14

The Disability Rights Commission (DRC) recently undertook a formal investigation into the physical healthcare of people with severe mental health problems. They will be reporting the outcome of this investigation in the summer of 2006. All agencies will need to address the DRC recommendations once published.

A report from the office of the Deputy Prime Minister (2004) identified the following: 15
· people with a mental health problem are at higher risk than the general pollution of premature death

· someone with schizophrenia can expect on average to live ten years less than someone without a mental health problem predominately because of physical health problems

· people with mental health problems are more likely to smoke more heavily, eat a poorer diet and take less exercise than the general population increasing their risk of illnesses such as heart disease and diabetes
· there is an increased cause of death is in part suicide, but at least equally due to cardiovascular and respiratory disease. The incidence of diabetes mellitus in people with schizophrenia is considerably increased over the naturally occurring rate of 2%. (SCMH).
(http://www.socialexclusion.gov.uk)
11.2
Likely outcomes of targeting of people with SMI

The anticipated outcomes for targeting in this area are: 16
· improved physical health for patients with severe mental illness

· development of a practice register of all people with a diagnosis of schizophrenia or bi-polar affective disorder (this will enable targeted care to be offered to this client group)

· identification of those people with SMI who are being cared for by primary or secondary care and which members of this client group are receiving social care

· regular meetings between community mental health teams (CMHTs) and primary health care teams (PHCTs)

· a sound basis on which more sophisticated surveys can be developed..
11.3
Mental health care - people with chronic or long-term physical health problems

Poor physical health can also lead to mental health problems. Depression in older people has been clearly linked to poor physical health.17 

The Royal College of Psychiatrists identified the following reasons why anxiety and depression may more commonly occur if someone has a serious physical illness:18
· people become depressed and anxious when they are stressed for any reason. Being ill and having treatment are stressful;

· some drug treatments, such as steroids, affect the way the brain works and so cause anxiety and depression directly

· some physical illnesses, such as an under-active thyroid, affect the way the brain works. They cause anxiety and depression directly.

 http://www.rcpsych.ac.uk/info/help/pimh/index.asp 

Poor mental health can impact negatively on compliance with treatment regimes. Depression has been found to be an important factor in non-compliance. Poor mental health can impact negatively on compliance with treatment regimes. Mental health problems such as depression, anxiety and substance misuse in people who also suffer from physical disorders may result in poor compliance and failure to adhere to treatment plans.19 http://www.who.int/mental_health/media/investing_mnh.pdf 
Many people with chronic health conditions, disability or established physical illness experience emotional and psychological problems that may not be detected or treated adequately. The risk of depression is significant in both heart disease and cancer. Anxiety and depression often cause adverse changes in a person’s immune system, and may exacerbate the illness itself, or compromise an individual’s capacity to manage it. Therefore recognition of, and appropriate treatment for, mental health problems can greatly improve the functioning of someone with physical illness.
Common psychological disorders associated with HIV/AIDS are depression, anxiety, and dementia. Psychiatric symptoms arise in HIV/AIDS for numerous reasons, including the direct effect of the illness on the central nervous system and the psychological reactions secondary to the stigma and fear associated with this condition.20 

12.
Enhancing mental health primary care

12.1
The Quality Outcome Framework (QOF) 9

The Quality Outcome Framework has been developed as part of the GMS contract. In Wales 499 of the 502 GP practices have participated in all of its domains. The QOF now has 10 quality indicators for mental health, and details of these indicators, including the separate indicators for dementia and for depression are given below in Table 3 below. Of the 92 points available to mental health, depression and dementia, 63 points relate to just 3 of the indicators. These are MH9 (23 points), DEP2 (25 points) and DEM2 (15 points) 

As QOF guidance points out, there are relatively few indicators of the quality of mental health care in relation to the importance of these conditions. This reflects the complexity of mental health problems, and the complex mix of physical, psychological and social issues that present to GPs. The indicators included in the QOF can therefore only be regarded as providing a partial view on the quality of mental health care.

QOF guidance also points out hat for many patients with mental health problems, the most important indicators relate to the inter-personal skills of the doctor, the time given in consultations and the opportunity to discuss a range of management options. Within the ‘patient experience’ section of the quality framework, there exists the opportunity to focus patient surveys on particular groups of patients. This would be one way in which a practice could look in more detail at the quality of car experienced by people with mental health problems.

Mental health problems are also included in some of the organisational indicators. These include the need for a system to identify and follow up patients who do not attend where the practice has taken on a responsibility for administering regular neuroleptic injections, significant event audits which focus on mental health problems, and methods of addressing the needs of carers.

The QOF mental health indicators, including those for dementia and depression are given in the following table.

Table 3 Mental Health, Dementia and Depression Indicators Quality Outcome Framework

	Mental Health, Dementia and Depression Indicators 

	Indicator no.
	Indicator

	Records
	

	MH 8
	The practice can produce a register of people with schizophrenia, bipolar disorder and other psychoses.

	DEM1
	The practice can produce a register of patients diagnosed with dementia.



	Indicator no.
	Indicator

	Ongoing management
	

	MH 9
	The percentage of patients with schizophrenia, bipolar affective disorder and other psychoses with a review recorded in the preceding 15 months. In the review there should be evidence that the patient has been offered routine health promotion and prevention advice appropriate to their age, gender and health status.



	MH 4
	The percentage of patients on lithium therapy with a record of serum creatinine and TSH in the preceding 15 months.

 

	MH 5
	The percentage of patients on lithium therapy with a record of lithium levels in the therapeutic range within the previous 6 months.

 

	MH 6
	The percentage of patients on the register who have a comprehensive care plan documented in the records agreed between individuals, their family and/or carers as appropriate.



	MH 7


	The percentage of patients with schizophrenia, bipolar affective disorder and other psychoses who do not attend the practice for their annual review who are identified and followed up by the practice team within 14 days of non-attendance.



	DEM2


	The percentage of patients diagnosed with dementia whose care has been reviewed in the previous 15 months.



	DEP1
	The percentage of patients on the diabetes register and/or CHD register for whom case finding for depression has been undertaken on one occasion during the previous 15 months using two standard screening questions.

	DEP2
	In those patients with a new diagnosis of depression, recorded between the preceding 1 April to 31 March, the percentage of patients who have had an assessment of severity at the outset of treatment using an assessment tool validated for use in primary care


12.2
Directed Enhanced Service (DES) for the care of people with mental illness10 

In addition to the QOF a Directed Enhanced Service (DES) for the care of people with a mental illness has been established.All practices who choose to participate are expected to provide essential and additional services, for which they are contracted, to all their patients.  The DES specification outlines the more specialised services to be provided. This covers enhanced aspects of clinical care to a patient with severe mental illness, which goes beyond the scope of essential services or the Quality and Outcomes Framework.

Mental heath indicator 9 (MH9) is directed at ensuring that patients with severe mental illness receive a substantive annual review. Mental health indicator 6 (MH6) provides evidence of the existence of a comprehensive and agreed care plan for this highly vulnerable group.   

The key requirement of the DES will be the production of a Practice Severe Mental Illness (PSMI) Report.  This annual report will provide valuable additional and new information - much of which would not otherwise be known or available to CPA co-ordinators or consultant psychiatrists. The report, which will be similar to reports currently completed for insurance companies should   strengthen and maintain the lines of communication between practices and their local mental health teams.  The CPA coordinator will be a qualified health or social care professional responsible for designing and overseeing the patient’s care plan.  

Practices delivering the DES will be required to:

· develop and maintain a register of those individuals who are notified to them as being in receipt of enhanced CPA. (The timing and delivery of the report will be a matter for practices.  Subsequent PSMI reports will normally be at annual intervals)

· complete the standard severe mental illness report in the format set out in the annex to the DES specification

· send the report to the lead consultant and CPA coordinator. Eligibility for this DES is limited to those patients that are placed on enhanced CPA.  QOF guidance issued in 2003 indicated that all patients treated under CPA should be included in QOF mental health registers.  

It is a NSF requirement that GMS practices are provided with a copy of a patient’s care plans, where they are subject to CPA, within 7days. The majority of patients eligible for this DES should therefore be known to practices and included on QOF mental health registers.

It has been agreed that CPA coordinators across Wales will send a list of their patients who are eligible for this service.  The letter accompanying the list will also include the name of the person able to advice on the status of patients subject to CPA and the person to whom the report should be sent once completed. 

12.3 National Enhanced Service (NES) – specialised care of patients with depression21 

Due to the importance of the need to treat depression a National Enhanced Service (NES) has been developed to enhance the specialist care of patients with the condition in primary care. The NES is not mandatory and is applied at the discretion of LHBs who can opt to commission the NES within their primary care services. The core elements of the NES are summarised in Appendix 1. 

12.4
General Practitioners with a Special Interest (GPwSI) in mental health

General Practitioners play a crucial role within the primary care setting by providing clinical leadership and by taking primary responsibility for the diagnosis /treatment and referral of patients. This function is usually carried out by GPs with generalist skills. 

Recently however General Practitioners with a special interest (GPwSI) services have been developed in response to local service needs. The term GPwSI refers to a practitioner who develops an expertise in addition to their generalist skills enabling them to practice at a higher level in a defined clinical area.  A Welsh Health Circular WHC 22 has been issued advising Local Health Boards (LHBs) on the processes to be followed in developing GPwSI services within Wales. The Department of Health and the RCGP have also produced guidelines for the appointment of GPwSI in the area of mental health care.

13.
Primary care mental health training programmes

In order to deliver effective interventions for people with mental health problems PHCT members require a good understanding of the needs of those people with mental health problems. They also need to understand the systems and care pathways established to meet the more specialist needs of those with severe and enduring mental illness. As the Wales Audit Office5 highlighted in its baseline review of service provision:

 “In many parts of Wales primary care mental health services need further development. Training for GPs, practice nurses and other practice staff is an issue that requires urgent attention in many LHB areas”.  

This serves to re emphasise the strategic objective set in the adult mental health strategy6 that: Primary Health Care Teams must receive training and education in managing mental illness within primary care. In order to drive up standards of mental health care in primary care training of the entire PHCT needs to be delivered through:


· Personal Learning Plans

· Practice Development Plans8
Secondary care services and mental health gateway workers can contribute to enhanced primary care training but the responsibility for implementing training programmes lies with individual general practitioners and Local Health Boards.13
14.
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Appendix 1

SUMMARY OF THE NES SPECIALISED CARE OF PATIENTS WITH DEPRESSION

	The national enhanced services will fund practices to

	Produce and maintain an up-to-date register of depressed patients. 

Apply a multi-disciplinary approach to the treatment of depression involving CPNs, psychologists and psychiatrists where appropriate

Use cognitive behavioural therapy and other non-drug treatments where appropriate

Use screening procedures to improve recognition of depression.

Undertake appropriate training. Each practice must ensure that all staff involved in providing

any aspect of care under this scheme have the necessary training and skills to do so

Maintain personal health plans. Each patient participating in the NES should have a personal

health plan. This plan should include details of his or her diagnosis, investigations, frequency of reassessment, details of other referrals

Make referrals and inquiries as clinically indicated

Annual review. All practices providing the service should perform an annual review

Feedback from patients with depression and, where appropriate, their families using the

standardised questionnaire.



	http://www.wales.nhs.uk/sites/documents/405/NESDepression%2Epdf
National enhanced service; Specialised care of patients with depression




Appendix 2

SAMPLE JOB DESCRIPTION 

PRIMARY CARE GATEWAY WORKER

Job summary
Working within the primary care setting the gateway worker will provide needs based/ person centred clinical assessment and triage, deliver brief intervention therapies, and signpost to relevant local tier one or specialist mental health and emergency services where appropriate.

Accountability: 
For local determination.

Location: 

For local determination.

Qualifications:
Mental Health Professionals
Experience:
A minimum of three years post qualification experience with at least one years experience in CMHT/crisis assessment setting 

Essential 

Competencies:
Effective communication, networking and negotiation skills; assessment and treatment skills including risk management and brief intervention skills; good team player.

Specific duties:



· Provide a bridge between CMHTs and PHCTs to ensure the delivery of effective assessment, treatment  

· Provide information to referrers, service users and carers about the options available to them.

· Provide treatment and intervention based upon brief intervention therapies

· In partnership with NHS Direct CALL helpline and A&E liaison services and local mental health services, support the effective delivery of effective, prompt assessment and onward referral for people presenting in an actual or impending emergency.

· Work with mental health specialist staff to provide:

· training and support for local colleagues, which may include primary care, A&E, local mental health services and non-statutory organisations

· contribute to the ongoing mapping, review and further development of local services that provide access for people in an actual or impending crisis.

· Ensure, through contribution to local audits and monitoring, that local information is fed into mental health service planning and commissioning fora.
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