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1
Introduction

1.1 Why we need to increase access to psychological therapies
The argument for increasing the availability of psychological therapies (PTs) is clearly laid out by the Scottish Executive Health Department (SEHD)  in ‘Delivering for Mental Health’ ( 2006 )

‘Delivering for Mental Health’ (DfMH) sets 3 HEAT targets for the Health Boards in respect of Mental Health Services, and makes a number of commitments in support of each target:
1.2
HEAT Targets and associated commitments
Target 1
Reduce the annual rate of increase of defined daily dose per capita of anti-depressants to zero by 2009/10

Target 2 
Reduce suicides in Scotland by 20% by 2013

Target 3
Reduce the number of re-admissions (within one year) for those that have had a hospital admission of over 7 days by 10% by the end of December 2009

Appropriate psychological and psycho-social interventions could contribute to the achievement of all of the above targets. Some of the associated commitments, particularly commitment 4 (see below), make this explicit.

Commitments in support of the Targets with implications for PTs
Commitment 3 - We will work with GPs to ensure that new patients presenting with depression will have a formal assessment using a standardised tool, and a matched therapy appropriate to the level of need.

Commitment 4 - We will increase the availability of evidence-based psychological therapies for all age groups in a range of settings and through a range of providers.

Commitment 6 – NHS QIS will develop the standards for Integrated Care Pathways (ICPs) for schizophrenia, bi-polar disorder, depression, dementia and personality disorder by the end of 2007. NHS Board areas will develop and implement ICPs and these will be accredited from 2008 onwards.
In addition, an increase in access to PTs is required to satisfy the recommendations in various SIGN and NICE guidelines, and the commitments of the Review of Mental Health Nursing (2006). 
SIGN and NICE guidelines, the Health Technology Board for Scotland, and in due course the Integrated Care Pathways, will recommend the range and level of therapeutic interventions which should be available.
1.3
The NES Brief
DfMH states that the SEHD will work in partnership with National Health Education for Scotland (NES), Health Boards and other service providers to increase the capacity within the current workforce to deliver psychological therapies, to support service change, and to ensure that the new resource is used effectively in practice.

Specifically, NES has been approached by the Mental Health Division of the Executive to prioritise and fund an increase in the range and availability of training in PTs.
Partnership working not only maximises effective and efficient use of public sector resources, but enables care to be designed around the needs of patients and service users. Engagement between NHS Scotland and NES is essential to ensure delivery of this shared agenda through locally driven educational solutions.
SEHD have indicated that they expect this work to be funded from within the existing NES budget.
The size of the task
The term ‘Psychological Therapies’ is wide-ranging, and covers
- all evidence-based psychological therapies

- for all conditions

- across the range of presentations, from mild to severe and enduring

-in a range of settings, from primary care to forensic

-across the age range

-in physical and mental health

The educational agenda required to support the commitments in DfMH is therefore complex,  necessitating the development of a strategic approach to training in order to make the best use of resources in a planned way to support the service in delivering the required expansion, and to achieve measurable benefits to the service over the next three years.
The SEHD have set limits to the task in the early stages by directing NES to focus initially on improving service capacity to deliver psychological therapies for the adult patient population in primary care with mild-moderate mental health problems ( principally anxiety and depression) in order to impact on the target to reduce anti-depressant prescribing

1.4 Moving from Policy to Implementation 
The emphasis in DfMH is on making the shift from policy to implementation,  by way of achievable goals, measurable outcomes and robust accountability mechanisms. NES will align itself with the direction of travel by  presenting both an educational strategy and a detailed implementation plan.

The Strategy
· Work in partnership with SEHD, Boards and other stakeholders to develop a vision for service, and prioritise educational  developments to achieve the vision
· Scope service and workforce needs to inform subsequent educational priorities
· Develop an implementation plan to deliver the vision, with short, medium and long-term deliverables
· Focus training efforts on points in the system which will produce measurable benefits and the maximum impact in terms of the DfMH targets and the patient experience over the next 3 years
The Implementation Plan.
The plan will be set in the context of service delivery and sustainability issues,  will identify clear aims for the longer-term ambitions of the ‘Increasing Access’ initiative, will maintain a measured, coherent approach under significant time pressure, and will focus down on an achievable short-term work programme, identifying priorities based on national directives and the evidence base.
The first phase of the NES plan requires investment in scoping service and workforce needs to inform subsequent educational priorities. The aim of the scoping exercise will be
· to map what is currently available, in terms of both services and training, with particular emphasis on identifying
· gaps 

· factors affecting access
· to identify key training issues in the delivery of the vision in respect of

· Competencies

· Quality of training/standards

· Educational infrastructure

· Service structures and support
· to determine volume of training required based on current service provision and availability of training and taking account of the particular needs of remote and rural services.

NES will work with MH and primary care services and other partner agencies to design and commission a broad range of education which is fit for purpose within the parameters of the Delivery Plan 
Education will be commissioned in accordance with NES principles, including
· Being delivered to nationally accredited standards

· Maximising the amount of learning taking place within the workplace

· Maximising e-learning opportunities

· Extending multi-disciplinary learning

The work will explicitly take account of the needs of service users and carers and of equality and diversity issues, including rurality 

The details of the Implementation Plan can be found in Section 4
2 Vision for Psychological Therapies Services
2.1
The Source
The vision summarised here is based on the principles and recommendations from ‘Delivering for Health’ and ‘Delivering for Mental Health’ and is informed by discussions with the SEHD Mental Health Division, and the information gathered through the scoping exercise.
The Elements
· General

· Strategic

· Structure/Sustainability

· Content
· Training
· Definitions
2.2
General

The design and delivery of Psychological Therapy services will be underpinned by values based on a culture of respect and the recognition of issues of equality, social inclusion recovery and rights. 
The treatment offered will be evidence-based, effective, efficient and delivered to the highest possible standards within sustainable systems.
The journey of care will be smooth and quick, providing patients with the treatment they need, at the level they need it, where they need and when they need it.

There will be more user and carer involvement in the design and delivery of services, and more emphasis on self-care, promoting choice and autonomy
2.3
Strategic

There will be direct accountability for PTs at Board level, which will ensure engagement with the local PT strategic planning mechanisms at the highest level, facilitating negotiation around service re-design and the allocation of resource.
An appropriate mechanism-for example a local multi-professional and multi-agency psychological therapies committee- will exist for PT planning across a Board area. The remit of this grouping will include
· Auditing availability of PTs, trained practitioners and  supervisors.
· Planning the sustainable development of PT service to meet DfMH targets and commitments

· Prioritising and commissioning training based on service need, available evidence of effectiveness of treatment approaches for particular patient groups, cost-effectiveness and issues of equity and accessibility
· Facilitating local service re-design to support the implementation of the strategic plan.
· Putting in place appropriate governance to ensure safe service delivery, including ensuring necessary CPD and supervision both for those in training and those practising in the service
· Promoting service-based research and audit to advance evidence base and audit effectiveness of local delivery models, including appropriate activity and outcome measures
2.4
Structure/Sustainability
The expectation is that a matched/stepped-care model will be adopted as the most cost-effective way of delivering the service.
To ensure sustainability of this approach, and maximum service impact:
· Services will be designed based on consultation with all stakeholders, including users and carers.

· There will be investment at system level to foster change

· There will be  clear patient pathways based on explicit mechanisms for allocation to particular tiers of the service, taking into account issues of patient preference
· appropriate training will be provided to enable staff to deliver psychological care and therapy at each tier of the service

· There will be an educational infrastructure to support training
· The service will be structured in such a way as to support and enable  trained staff to deliver PTs safely and effectively
· Staff will have protected time in which to make use of their skills
· There will be access to, and protected time for, regular supervision and CPD appropriate to level of service delivery
Safe and effective service delivery also requires to be underpinned by appropriate governance and educational infrastructure in the service
Note: Clinical supervision is essential to the delivery of psychological therapies services, both during training and to ensure the ongoing safety and quality of subsequent practice, including adherence to model.  It is a requirement of professional bodies accrediting psychological therapists.

Investment in training programmes will only be effectively translated into service delivery if there is an appropriate educational infrastructure available in the service to support it.

2.5 Content
All Mental Health staff should be equipped with a fundamental level of psychological literacy which enables them to provide good ‘psychological care’ based on a basic psychological conceptualisation of the patient’s difficulties,  and effective communication and interpersonal skills.
Specific therapeutic approaches, and the levels at which these are available, will be dictated  primarily by the targets and commitments in DfMH. Developments within Adult Mental Health will be driven initially by the requirements of the ICPs.
Therapies provided will be determined locally on the basis of local need, the evidence base (as documented by SIGN, NICE, HTBS and in other peer reviewed sources) and on the services currently available, with consideration of issues of user and carer choice.
2.6 Training
Regardless of professional background, place of work or features of client group, it is essential that the PT services are provided by professionals who have undertaken relevant  training, and maintain skills through professional development and appropriate clinical supervision leading to accreditation by recognised bodies. 
All training, therefore, needs to be to a recognised standard verified by  externally validated benchmarks, and will be commissioned in the context of a strategic plan for the development and maintenance of the service based on local service need.
It will be designed around the competencies required to deliver care effectively and safely at each level of the stepped-care system, and will focus on those delivering the care, those teaching and supervising staff involved in delivery, and those ensuring the integrity of the system in other ways.
These competencies will be linked to clearly defined career structures and pathways.
NES has been directed to focus initially on improving service capacity to deliver psychological therapies for the adult patient population in primary care with mild-moderate mental health problems (principally anxiety and depression) in order to impact on the target to reduce anti-depressant prescribing. The emphasis will therefore be on expanding the capacity to deliver Cognitive Behavioural Therapy (CBT)  and CBT-based interventions in the short-term.

In the medium term, training priorities in Adult Mental Health will be determined by the recommendations of the ICPs.
2.7
Delivering the Vision
To deliver the vision, then, the service needs staff:

· Operating with appropriate values, and Recovery focussed
· With acceptable basic level of psychological literacy

· Trained in appropriate therapies to recognised standards

· Delivering at appropriate levels

· With adequate Supervision and CPD to maintain quality of service

· Working within sustainable structures which ensure that their skills are fully utilised

2.8
The Matched / Stepped-Care Model and Psychological Therapies: Definitions
Matched/Stepped-care

Stepped care is a tiered approach to service provision, best described as  pyramidal in structure, with high-volume low intensity interventions being provided at the base of the pyramid to patients with the least severe difficulties. Subsequent ‘steps’ are usually defined by increasing levels of case complexity, and increasingly intensive forms of treatment. In ‘matched’ stepped-care models, there is a system for matching the appropriate level of treatment to the level of complexity of the patient’s problem, and the patient receives the minimum input compatible with effective treatment. Within ‘steps’ there should be provision for patient choice.
In providing treatment to any patient population presenting with problems spanning a spectrum of severity, evidence suggests that a matched/stepped care model is the best way to make use of limited resources.

The tiered approach to delivering mental health services in Scotland is laid out in the Framework for Mental Health Services (1997). Historically, however, a variety of stepped-care models have been developed to deliver PTs, with different definitions of the steps and of the skills needed at each level. Some are described it terms of level of expertise of professional involved, some in terms of the nature of the  service delivered in that tier etc.
Most service-level based PT models would have levels of service delivery corresponding to :
· Information

This is generally accessed directly, does not involve sustained one-to-one contact with mental health staff, and  does not require GP referral. Would include information available on mental health issues in general, on common mental health problems, and on different treatment approaches.  It may also cover library/reading schemes, large-scale  psycho-educational groups, and direction to high quality PT websites.

· Low intensity interventions

Most commonly accessed through GPs, would cover life coaching, solution-focussed problem solving, supported self-help etc.

Aimed at transient or mild mental health problems with limited effect on functioning
· High Intensity interventions

Secondary care based. Standardised psychological therapies-CBT, IPT etc, delivered to protocol

Aimed at common mental health problems with significant effect on functioning

· Specialist Interventions
Highly specialist, individually  tailored, multi- model interventions. 

Aimed at patients with complex and/or enduring problems

Good access to the service depends on well-defined care pathways to psychological therapy, on the effective functioning of all tiers of the service, and on efficient communication between tiers.  
To operate matched/stepped care systems effectively, to design appropriate training for staff, and to ensure sustainability in the long-term, it is essential to have 

· Clarity about the most effective  way of describing the various  ‘steps’ or tiers
· Clearly articulated knowledge and competencies necessary for staff operating at each tier of the system

· Well-defined career pathways for staff

· Clearly defined inclusion criteria for each ‘step’, well-defined pathways from one step to the next, and good communication between different tiers of the service
· Robust measures of complexity for allocating patients to levels of the system
The design of stepped-care models in local areas should be linked to the  emerging ICPs

To increase access we must look at all the tiers, and focus training efforts and resources where they will have maximum impact on the patient experience.

Psychological Therapies
There is a recognition that the phrase ‘Psychological Therapies’ is used to describe a wide range of practices, and that there is a degree of confusion over the meaning of the term.  At the higher tiers, staff may be accredited to a specialist level in one of the major therapeutic approaches. Further down the pyramid they may simply be required to use circumscribed elements of any particular approach. 
For the purposes of this paper, the term ‘Psychological Therapies’ can be understood as referring to a range of interventions, based on psychological concepts and theory, which are designed to help people modify their  thinking and/or behaviour in order to relieve distress or dysfunction. The skills and competencies required to deliver these interventions effectively are acquired through training, and maintained through supervision and practice.

Different levels of skills and competencies are required at the various levels of the ‘stepped-care’ model, and these need to be clearly articulated to ensure that appropriate care is delivered at each stage of the patient journey.  The description of these competencies will inform the training agenda
3 Scoping the Issues - The Picture Now
3.1
Piecing Together the Picture from the Service

Psychological therapies are already offered by a wide range of healthcare professionals, social workers and the voluntary sector, at appropriately varying levels of skill across a wide range of services, and not confined to mental health. Demand for psychological therapies outstrips supply
However, current provision of psychological therapy services is patchy, idiosyncratic, uncoordinated, unregulated and not fully integrated into management systems. The baseline against which the increased availability of psychological therapies is to be judged is unclear. It is difficult to estimate the degree and nature of expansion of services that will be required, or how the service may support the training/supervision/governance processes required for safe, effective service delivery. There is no easily accessible information about the range of training currently available or required, there is little intelligence on priorities for investment, and it is therefore difficult at present to estimate the numbers and grades of staff who would be supported by Boards to undertake training of this nature in the future.
A scoping exercise was therefore undertaken to gather intelligence on a number of fronts.

3.2
The Scoping Exercise
Developing an effective training plan which will impact significantly on service delivery is not simply a matter of commissioning courses.  It must be designed taking cognisance of the principal issues affecting access, sustainability and quality of treatment within the service, and in the context of wider service developments 

The intended outcome of the scoping exercise is an analysis of:

· what training is required, at what level, by which staff, in what numbers, where?

· What infrastructure is required to ensure sustainability of training and service delivery.
· Priorities for NES action
Sources of Information
Information was collected from a range of sources
· From the Health Boards, through their strategic plans for Mental Health and Psychological Therapies, which were collected by the Mental Health Division.  The content and specificity of these plans was highly variable.
· A survey of Health Boards circulated by NES and designed to elicit more specific information (further details below)
· More detailed input from small number of areas, collected through site visits and booked telephone calls. Focussed on Boards that had already completed, or were in the process of completing, their own scoping and service re-design-Borders, Ayrshire and Arran and Lothian, 

· Information collected through the annual round of visits to Health Boards for  commissioning pre-registration psychology training

· Information  from implementation groups for the Review of Mental Health Nursing
· From papers produced by a PTs visioning group at the Mental Health Division
· From the UK-wide ‘Skills for Health’ exercise to define National Occupational Standards for psychological therapists, and from the NEW Ways of Working programme in England and Wales

The NES Survey

The questions circulated, which were based on preliminary conversations with service managers, and on concerns expressed within the MHD reference group, were intended to identify:

Service issues
· The main problems regarding access to the service

· Strategic planning mechanisms and governance arrangements

· Service delivery models

· Services currently available at the various stepped-care levels, and gaps in services
· Supervision arrangements for qualified staff
· Existing priorities for  service development.

Training Issues

· Mechanisms for strategic planning of PT training in line with service requirements
· Training available

· Whether training was commissioned from external sources or delivered in-house

· Mechanisms for assuring the quality of training

· Supervision arrangements for trainees

 Managers in some areas had attempted more detailed service scoping, seeking to gather information about numbers of therapists, and their level of training. Their experience was that this had proven extremely difficult and time consuming, and it was felt that it was more realistic to focus on the availability of service at different levels of the stepped-care model.
Despite our best efforts, the return rate so far has been very disappointing, and the quality of the information submitted highly variable. Issues of timing and competing demands appear to have delayed some responses, and we will continue to collate the information as it arrives.

The following sections draw heavily, therefore, on the other sources listed above

3.3
Results of the wider Scoping Exercise
Service Issues

What are the principal access issues within the service?
The recurring themes around access to PTs were identified as
· Demand outstripping  supply, leading to :
· Unacceptably long waiting times for current services, particularly at the ‘high intensity’ and ‘specialist’ tiers 
· Gaps in ‘Stepped-Care’ model. Unavailability of services, particularly at the lower tiers (where most impact could potentially be made  on the rate of anti-depressant prescribing)
· Lack of choice

· Lack of strategic planning for PTs, leading to: 

                  -the wrong people being given the wrong training

                  -trained staff being unable to utilise their skills appropriately 
                    through lack of time and lack of support within the service
· Lack of a well-defined career pathway for psychological therapists, leading to problems with retention of trained staff.
· Scarcity of qualified supervisors limiting both training and opportunity to practice, and little protected time for supervision, 

· Inequalities of access, particularly for high-risk groups. 

Strategic Planning and Governance at Board Level
Although information was incomplete, it was clear that a number of Boards had well articulated strategic plans for mental health, and a few had already  conducted, or were in the process of conducting, scoping exercises which will identify training needs for PTs. Most were clearly adopting a stepped-care model, modified to suit local circumstances.
Even where thinking was at an early stage, however, there were some plans in place to increase access, and it was clear that the existence of the new HEAT targets had already succeeded in raising the profile of mental health issues within the service. In particular, a number of Boards were in the process of setting up groups to take forward the implementation of DfMH.
What services are available currently?
The information to date confirms that there is a great  deal of variability regarding available services, even within Health Board areas.

Some Boards had well-developed stepped-care systems, offering services at all levels, in a number of CHPs, and were working to roll these out across their areas.  Other Boards were  at earlier stages of the process.

Long waiting lists for ‘specialist’ services were common, and waiting times for ‘high intensity’ interventions were variable, but it was felt that this might alter as other tiers of the system came on-stream.
‘Low intensity’ services were only available in some areas, often the legacy of the ‘Doing Well’ projects (although these services had had to be withdrawn in some areas due to lack of continuation funding)
Training Issues
There are a number of high quality training courses available, in a variety of evidence-based psychotherapeutic approaches, across the country. The alumni from these courses make a significant contribution to PT services in  Scotland, but nevertheless financial support  from the NHS is limited, and many courses face an uncertain future. 
Most Boards employ staff who have high-level training in  CBT  or in one of the therapeutic approaches derived from psycho-dynamic theory, but numbers are highly variable. Some Boards have also invested in training at the ‘Low-intensity’ level, and employ a range of staff in new roles, such as Primary Care Mental Health Worker, Self-Help Coach etc. It is not clear to what extent the competencies needed for these new roles overlap.
A number of issues were raised repeatedly across the country

· There is little reliable intelligence, particularly in the larger Board areas,  about who is trained in what, and to what level
· Much training is ad-hoc and motivated by personal interest rather than undertaken as part of coherent service plan.  

· Many staff self-fund, and may not choose training in evidence-based  therapies.
· Staff may have evidence-based training, but not necessarily relevant to the patient population they are working with.

· Many staff have attended introductory courses of varying lengths and levels of sophistication. There is widespread concern that this has created a great deal of confusion among both staff and management over exactly what these courses equip participants to deliver. 
· Some professionals have PT training within their Pre-registration courses, but it is not always clear to what level.

4 Implementation – The Phase 1 Training Plan
4.1
Moving Forward

What is needed is a workforce in sufficient numbers with the competence and organisational systems to deliver safe, effective and appropriate treatment backed by good supervisory support within a clinical governance framework.

Given where we are now, it is clear that we need to progress a number of strands of work  in  the short, medium and longer term to-
· Clarify the competencies needed to deliver PTs at all levels

· Increase number of staff enabled to deliver evidence-based therapy at all levels of the system by commissioning appropriate training to consistent standards
· Increase the number of supervisors in the system in parallel, in order to support increase in  training numbers, and to enable delivery in the service, 

· Support service to ensure sustainability and governance of both PT training and service delivery 
4.2
Short-term

The ‘Quick Wins’
· Ensuring that existing Cognitive Behavioural Therapy (CBT) courses are viable, and run at their total capacity as an interim measure for this year.
· Develop and deliver a supervision training programme to ensure adequate supervisory support for CBT therapists in training, and increased supervisory capacity for CBT practitioners in the service

Justification
Recognising the need for early action to support the service in implementing the MH Delivery Plan, and to test a potential model for future training developments, the proposal is that in the first year NES should give priority to working with stakeholders to develop a sustainable plan for CBT training

The rational for focussing on CBT in the first instance is based on its recognised effectiveness across a wide range of settings, its applicability across all tiers of service provision, and its record for  generating effective, low intensity approaches to ‘mild-moderate’ problems which provide realistic alternatives to anti-depressant prescribing. It also features in several of the QIS  ICPs, and is one of the therapeutic approaches for which Skills for Health are developing National Occupational Standards. 
In addition to increasing the number of practising CBT therapists, priority must be given to training the trainers i.e. increase support for training accredited therapists as supervisors to support service development and  delivery at all levels.

 A significant increase in the number of CBT therapists and supervisors would  lay the foundation for:

· Wider access to introductory training targeted to health professionals wishing to offer CBT informed practice not CBT therapy per se;

· Support for practitioners to maintain their skills post-training;

· Specialist training for specific clinical applications e.g. eating disorders; personality disorders
NES Action: Putting in funding to ensure the viability of the South of Scotland CBT course for the coming year.

by: effective immediately
 Optimising training capacity for both Scottish CBT training courses for this year, and supporting a supervisor training programme

by:  September 2007 
Deliverables:  50 CBT therapists in 2008

20 trained CBT supervisors by April 2008
Increased capacity to deliver PTs within mental Health Services by July 2008.
The Scoping Exercise

Given the paucity of information on PT services, numbers of staff trained to different levels, training opportunities and Board priorities for service development, a scoping exercise (described above) was carried out to establish service and workforce needs to inform educational priorities
NES Action:   Survey developed and circulated.
                        Still chasing responses from many Board areas
Deliverables:  Service information to help guide the training plan 
                         Phase 1 Training Plan in April 2007

                         Phase 2 Training Plan by end December 2007
This document is the Phase 1  Plan, and will focus on the deliverables within the NES business plan for the coming year

A Stage 2 plan for aspirational developments over the next 3 years will be produced by the end of December.
4.3
Medium term (2007-2008)
Rationalising delivery of CBT training

Starting with the 2 existing CBT courses we propose to explore options for developing a consortium approach to training provision. The courses have agreed in principle to engage with NES in a review of options for the future organisation and funding of CBT training. 

First objectives are:

· Collaboration and synergy between training providers to make best use of resources: improve access to basic training in CBT using shared learning resources across courses; making best use of capacity for supervised practice in the workplace and a strategic approach to meeting more specialist training needs.

· Sustainable funding model for basic CBT training in Scotland
We will need to recruit an Educational Project Manager to undertake this work in line with NHS standards for project management. 
NES Actions: Broker series of meetings between CBT course providers around delivering the above objectives
by: Process underway
Organise input from Education Project Manager (EPM) to project-manage and write up plan
by: July 2007
Deliverables

Implementation plan for rationalising and increasing capacity of CBT courses by December 07

Increased training capacity for CBT therapists by September 2008
Appointment of 0.5 wte EPM to support this and other elements of the plan.
Clarifying  competencies necessary for all levels of  stepped-care model
There is a fair amount of agreement about the knowledge and skill needed to deliver CBT at the ‘High Intensity’ tier, and a recognised accreditation process through the British Association for Behavioural and Cognitive Psychotherapies. These have not traditionally been couched in terms of competencies. 
There is, however, more of a debate about the level of training required to support good quality psychological care short of accredited psychological therapy. Different roles have been established in different areas, and new types of worker have been brought into the service who are as yet operating outside of the career frameworks and ethical guidelines of the traditional professions. Consideration will also have to be given, in due course, to specifying competencies necessary for Specialist levels of intervention.

It is important, as a first step, to be able to articulate the competencies necessary to deliver particular aspects of care in order to be able to commission appropriate training and ensure safety, quality, cost-effectiveness, and equivalency of qualifications for lateral transfer within the service in Scotland. 

Work has already been commissioned south of the border to articulate CBT competencies for High Intensity and Low Intensity work (by New Ways of Working), and to establish a set of generic PT competencies (through Skills for Health). The BAPCP also intends to begin the process of setting standards for low-level CBT-based work. Given that both Skills for Health and BABCP have a UK-wide remit, it is essential for NES to be involved in this process, and to be working in partnership with the Boards  to ensure that any system developed meets the needs of service delivery in Scotland, particularly the accreditation of the ICPs.
The competencies articulated can then be used as the basis for designing and benchmarking  training for each level of the system.

It will also be appropriate to review (with the appropriate professional bodies) the extent and quality of CBT training within professional training of the relevant professional groups
NES Action:  To establish links with external groups working on competencies for Stepped-care models

by: middle April 2007
To set up and organise meeting of steering group to take work  on CBT competencies forward in Scotland

by: end April 2007 

To organise 2 x 2-day residential workshops with key players from Scotland and external experts to map out stepped-care levels, match  competencies and set standards for training
by: end December 2007 

To contribute to ‘Skills for Health’ strategic working group on generic PT competencies in anticipation of widening training agenda to include a range of evidence-based psychotherapeutic models.

by: Starting April 2007

Organise support from EPM (see above) to project- manage activity and write up competencies

by: July 2007 

Deliverables:  Published set of CBT-based competencies and training standards for staff operating at various levels of stepped-care system by end March 2008.
Posts to support educational infrastructure

The sustainability of training and of the service delivered are inextricably linked.

Trainees require: adequate study leave to attend teaching and complete academic work; access to appropriate patients within the service and supervision at an appropriate level. Once qualified, staff must be enabled to make maximum use of their new competencies, within the context of a clear career pathway.

Services must have the capacity to release appropriate staff for training, and the structures and mechanisms in place both to support trainees and to capitalise on their skills once they have qualified. 

This may require significant service re-design in some areas. There will need to be partnership working between all stakeholders to ensure that the training delivered has the intended impact on patient access to safe and effective services 

NES is best placed to support optimising the impact of training on service delivery through partnership working with Boards to develop and sustain appropriate infrastructure to support training, psychological therapies services,  clinical supervision and governance arrangements. 

NES Action:  Plan to create appropriate educational infrastructure to co- ordinate and support PT training and supervision within Health  Boards, aligned to evolving NES educational strategy.
by: Ongoing
To engage Health Boards in dialogue about maximising benefits to Service in any investment in infrastructure

by: Ongoing
Elaborate on option of creating 0.5wte posts in every HB to co-ordinate and support PT training and supervision
by: December 2007 
Deliverables: Educational infrastructure for HBs to support/co-ordinate training and  supervision by December 2007 

Job description for posts as described above by October 2007 
4.4 Longer Term
The actions and deliverables listed above have already been endorsed by the NES business group. It would be premature to present any firm plans regarding longer term commitments at this stage, but it is possible to outline areas under consideration, including work which is being taken forward in partnership with other agencies, and to list the work already being carried out by NES which supports the general strategic direction and aims of DfMH.
The aim would be to explore collaborative funding models in the first instance, and subsequently for NES to prepare a business case to support the work planned for the year 2008-2009

NES Action: Prepare business case to support next phase of PT training plan.

by: January 2008
Developments under consideration
Commissioning of training for ‘Low Intensity’ level of service delivery
In order to impact on the rate of anti-depressant prescribing, NES training must focus on improving service capacity to deliver PTs to adult patient populations with mild-moderate mental health problems. While increasing the number of CBT therapists will contribute to this goal both in terms of patients treated, and by providing the infrastructure to enable others to deliver, a significant increase in  the number of staff trained in ‘Low intensity’ interventions will be required in the medium term.
Based on the competencies described for this level of work it is intended that NES will set standards for training, and work with MH and Primary Care services and other partner agencies to develop appropriate  funding models, and to design and commission education around evolving roles, in order to enable   the necessary change in service delivery.

Beyond CBT

Although the focus will be on CBT in the first instance, it is expected that the process developed to widen access to CBT based therapies can be used as a template to apply to other therapeutic approaches. The results of the scoping suggested that Health Boards wish to invest in a range of therapies at High Intensity and Specialist levels, and it will be important to ensure that the same educational principles are applied in all cases.
The engagement with the Skills for Health generic PT competencies exercise is one step in progressing this agenda, and links are being established with representatives from psycho-dynamic psychotherapy to ensure optimum collaboration in this regard. 

Standards for Supervision

Clinical supervision is a necessary element of the safe and effective delivery of PTs, and NES’s remit covers the training of supervisors as well as training of therapists. However there would clearly be difficulties, both from the educational and service perspective, in attempting to provide training for supervisors in every therapeutic approach.

 NES has already funded initiatives to develop supervision training in  forensic settings, to  develop generic supervision competencies in psychology, and will be funding the CBT supervision course described above. We are also planning a cross-directorate exercise focussing on general supervision skills. It is expected that generic supervision competencies will emerge which will have direct application across the range of  PT setiting, and which could then be built upon to ensure that the particular expertise needed in any particular circumstance was available. We will also be collaborating in UK initiatives in this regard.
Matching competencies against career frameworks
As described in the scoping exercise, lack of a coherent career framework  contributes to low morale and retention problems within the service.  It is intended that PT competencies will be matched against current career frameworks to produce clear progression pathways
In this context NES should also consider reviewing (with the appropriate professional bodies) the extent and quality of CBT training within professional training of the relevant professional groups
Modernising Psychology Training

The expansion and modernisation of pre-registration training for psychologists, particularly the creation of the new Masters level Clinical Associate grade of psychologist, is already increasing the supply of trained workforce available to support the delivery of evidence-based psychological therapies in NHS Scotland. It is recognised that the MSc programme was developed in advance of the setting up of the current stepped-care models, and the psychology directorate is preparing to re-examine the curriculum and the potential roles for Clinical Associates within stepped-care in light of the current and future needs of the service.
Psychological Literacy of the Workforce
It is accepted as desirable that all staff dealing with patients who have mental health problems  should operate with a basic level of  ‘psychological literacy’ which enables them to provide good ‘psychological care’, based on  a basic psychological conceptualisation of the patient’s difficulties,  and on effective communication and interpersonal skills. 
There are plans to re-design the psychological components of nursing courses as part of the NES funded review of the pre-registration curriculum recommended by the Mental Health Nursing Review, to ensure that all qualifying nurses will have the necessary knowledge and skills to deliver this care. 
Rolling this out to current staff, however, would be a major undertaking, requiring a considerable investment of resources, given that a substantial proportion of the teaching would necessarily be experiential and interactive. If such an initiative were to be taken forward, timing would be a serious issue, given the immanent roll-out of the 10 Essential Shared Capabilities, the Recovery Training and the Assist Programme, which will create significant pressure in the system
Supporting the Integrated Care Pathways (ICPs)

The development of PT services within the foreseeable future will be inextricably linked with the setting up of the ICPs. Particular therapies, and levels of psychological intervention, are recommended throughout the pathways, and will need to be available within a Board area in order for the particular ICP to be accredited. Gaps in service will be highlighted by the variance reports, providing intelligence which will be invaluable in planning a training agenda, which would in turn ensure the integrity of the ICP. A dialogue has been established between NES and QIS to investigate the potential for collaboration.
Ongoing NES activities which support direction of travel
Developing NES Mental Health structures and workforce
A wide range of professionals is involved in the delivery of psychological therapies across NHS Scotland. NES has built a team working on the MH agenda to ensure synergy between uni- and multi-professional initiatives in mental health within NES. This team has an external reference group of stakeholders. Since December a consultant clinical psychologist has been seconded to NES to develop the education and training agenda for psychological therapies. Funding has been identified to support the input of a psychiatrist.
NES is  supporting a raft of work taking forward the recommendations of the National Review of Mental Health Nursing in Scotland, much of which has a bearing on access to and delivery of psychological therapies. Values-based training (the 10 Essential Shared capabilities) is being adapted  for use in a Scottish context, and rolled out to all mental health nursing staff. A national framework for training in recovery-based practice is being developed which will help prepare the service to achieve the expected standards in the audit described in Commitment 1 of DfMH. The curriculum for pre-registration training is being re-designed, with a focus on the skills and competencies needed to provide good basic psychological care. In addition, NES is supporting the recommendation that there should be increased opportunity for mental health nurses to be equipped to deliver psychological therapies.
Whilst the Executive has highlighted the need to provide interventions for the mild/moderate levels of need within Primary Care, there is also a commitment to improve in-patient MH services and services for mentally disordered offenders. NES is currently developing a training programme for staff new to forensic services, and  supervision training for forensic nurses.
NES is also collaborating with ‘Heads Up Scotland’ to support the CAMHS workforce development agenda developing, among other projects,  the ‘New to CAMHS’ training package and training for staff working at an advanced level of practice.
NES is engaged with other stakeholders in key related activities i.e. the ‘Delivering for Health’ benchmarking exercise and the QIS development of standards for integrated care pathways(ICP) for the main diagnostic groups in mental health, with particular attention to the ICP for depression
Increasing access to psychological therapies is a substantial undertaking in its own right, and it is being taken forward at a time of change and re-design across the entire Mental Health Service consequent upon the Mental Health Act and the implementation of DfMH.  It will create significant pressure within the system , and will require substantial and clearly focussed investment to realise the aspirations described.  NES is committed  to working collaboratively  with all stakeholders  to jointly identify sustainable funding  and to ensure the most effective and efficient use of public sector resources to achieve  the delivery of care of the highest quality  designed around the needs of service users.

TABLE 1: NES Psychological Therapies Training Plan – Phase 1

	Short-Term
	NES Action
	Deliverables

	The ‘Quick Wins’
	· Putting in funding to ensure the viability of the South of Scotland CBT course for the coming year by effective immediately

· Optimising training capacity for both Scottish CBT training courses for this year, and supporting a supervisor training programme by September 2007 


	· 50 CBT therapists in 2008

· 20 trained CBT supervisors by April 2008

· Increased capacity to deliver PTs within mental Health Services by July 2008.

	The Scoping Exercise
	· Survey developed and circulated

· Still chasing responses from many board areas

	· Service information to help guide the training plan 
· Phase 1 Training Plan in April 2007

· Phase 2 Training Plan by end December 2007


	Medium Term (2007-2008)
	NES Action
	Deliverables

	Rationalising Delivery of CBT Training
	Broker series of meetings between CBT course providers around:

· re-structuring of training in order to make best use of resources,

· improving access to basic training in CBT using shared learning resources across courses,

· making best use of capacity for supervised practice in the workplace 
· developing a  strategic approach to meeting more specialist training needs. by Process underway
· Organise input from Education Project Manager (EPM) to project-manage and write up plan by July 2007

	· Implementation plan, for rationalising and increasing capacity of CBT courses by December 07

· Increased training capacity for CBT therapists by September 2008
· Appointment of 0.5 wte EPM to support this and other elements of the plan.


	Clarify competencies necessary for all levels of  stepped-care model


	· To establish links with external groups working on competencies for Stepped-care models by middle April 2007

· To set up and organise meeting of steering group to take work  on CBT competencies forward in Scotland by end April 2007 

· To organise 2 x 2-day residential workshops with key players from Scotland and external experts to map out stepped-care  levels, match  competencies and set standards for training by end December 2007 

· To contribute to ‘Skills for Health’ strategic working group on generic  PT competencies in anticipation of widening training agenda to include a range of evidence-based psychotherapeutic models by Starting April 2007

· Organise support from EPM (see above) to project- manage activity and write up competencies by July 2007 


	· Published set of CBT-based competencies and training standards for staff operating at various levels of stepped-care system by end March  2008.

	Posts to support educational infrastructure


	· Plan to create appropriate educational infrastructure to co- ordinate and support PT training and supervision within Health  Boards: Ongoing
· To engage Health Boards in dialogue about maximising benefits to Service in any investment in infrastructure: Ongoing
· Elaborate on option of creating 0.5wte posts in every HB to co-ordinate and support PT training and supervision by 

· December 2007
	· Educational infrastructure for HBs to support/co-ordinate training and  supervision by December 2007 

· Job description for posts as described above by October 2007  

	Taking work forward in longer term
	· Explore collaborative funding models., and prepare business case to support next phase of PT training plan by January 2008.
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