
DELIVERING THE DEPRESSION HEAT TARGET

HEAT Target 
To reduce the annual rate of increase of defined daily dose per capita of antidepressants to zero by 2009/10, and put in place the required support framework to achieve a 10 per cent reduction in future years; 
The HEAT target for depression aims to improve the treatment of depression, particularly within Primary Care. It is therefore vital that Primary Care is actively engaged in this work. Improvements can be categorised under three main headings:

1. Improving the quality and effectiveness of care interventions– this relates to ensuring that the relevant standards for Integrated Care Pathways and any other nationally approved guidance (ie SIGN, Crisis Standards, NICE) is routinely followed. However, this is not just about improving the clinical standards of care – it is about the range of care interventions including those delivered by the local authority and voluntary sector services. Changes here should lead to improved outcomes. 

2. Improving the design of the care delivery processes – this is about ensuring a well designed process that eliminates duplication and unnecessary steps, minimises the potential for mistakes, and delivers the right amount of treatment capacity to see the work without unnecessary waits. Again, this needs to take a whole systems perspective working across the traditional health and social care boundaries. Changes here should result in an improved experience of using care services.

3. Ensuring staff are properly equipped to deliver services – this recognises the importance of applying knowledge and skills within a values based and recovery oriented framework.  All improvement work is underpinned by continuous professional development and workforce planning.  There may be a need to extend roles, to develop new roles and to review the skill mix within teams. Further, staff must be treated with the same respect and care that we expect them to provide for patients. Changes here should contribute to both improved outcomes and improved experiences for those using services.

One of the challenges facing services is to design a system in which the improvements are self-sustaining – ie one in which continuing to provide improved or quality care across a complex range of service interactions is maintained by “internal incentives” rather than external monitoring or pressures. This tends to happen when quality interventions are cheaper, easier or more rewarding to provide than alternatives. 
The following diagram highlights the key issues that Boards (and their partners) will need to focus on to improve the treatment of depression and hence support delivery of the HEAT target.  As part of the plan to deliver the Depression HEAT target, Boards will also need to take action on the preventative agenda in line with the forthcoming ‘Towards a Mentally Flourishing Scotland’.
· Standards already exist with regards to improving the quality of clinical services provided (ICP Guidance,  draft SIGN non pharmacological treatment of mild to moderate depression, and NICE guidelines). At a local level, collaborative resources can be used to focus on implementing those clinical standards that are relevant to the delivery of the HEAT target. The following diagram shows  ICP Standards and SIGN guidelines relate to this work stream. Further work will be completed to map other relevant national guidance against the key issues.
· To improve the design of care delivery processes - the first step is for each Board to understand what their key system and process design issues are, and this document provides advice on how to do this. Over the life of the collaborative we will collate and share information across the Boards to identify where there are common system and process design issues across Boards and what works in terms of redesigning those systems and processes

· The diagram also highlights the links between the Collaborative work and the NES Psychological Therapies Programme. Further, over the next 2 years, the Collaborative will highlight any relevant workforce issues that need a national response in relation to the commissioning of training or support to develop new roles.
	Improve design of care delivery processes
	Current focus is on diagnosing the key issues with current systems and processes using:

· Data Analysis to identify variation and understand when this is justifiable and when it can be reduced
· Pathway Mapping, Value Streaming and Flow Analysis to identify: what adds value, un-necessary steps, duplication, rework because not done right first time, bottlenecks,  hand-offs and missing steps.

· Demand, Capacity and Queue Theory to understand what the demand is, what the capacity is to respond to it, opportunities to make more effective use of current capacity, when queues are caused because of the process design rather than a mismatch between demand and capacity,  and where in the process there is a mismatch between demand and capacity.

· PDSA to pilot improvements

	Key elements of Depression  Care that need to improve to deliver HEAT Target.
	Improve access to evidence-based supported self management and self help
	Enable delivery of holistic assessments for those presenting with symptoms of depression


	Improve understanding of primary care staff, service users
 and carers of the different options for intervention  
	Promote evidence based prescribing & compliance with formulary within primary care
	Improve access to non-pharmacological interventions including evidence based psychological therapies
	Improve access to social supports (employment, education, housing & leisure)
	Routinely Monitor outcomes  and modify services accordingly

	Improve standard of clinical service delivered

(ICP Standards & SIGN Guidance

	 Standard 34 
	Standards 33 - 34 
	
	Standards 33 - 37 

	Standard 35 
Range of options should be available in line with SIGN guidance.
	Standard 36 
	Standard 33 

	Key National Workforce Programmes Relevant to Work

	
	
	
	
	NES Psychological Therapies Programme
	
	 


Depression Pathway – Systems Diagnosis Checklist
This document is aimed at those involved in leading and planning the Mental Health Collaborative (MHC) work.  It is provided as a supportive tool to help those involved in leading and planning the work of the MHC locally to think about how to apply improvement methodologies to enable the delivery of the Depression HEAT target. It is designed to be used as part of the Mental Health Collaborative Toolkit which includes sections on the different improvement methodologies mentioned and an overview of the Collaborative approach.
It works on the basis that the first 3-6 months should be on visioning and diagnosing the issues with the current system. Visioning involves defining and describing the ideal systems, processes and pathways of care to fulfil and exceed the HEAT targets.  These ‘ideals’ will be firmly rooted in the best evidence available and complemented by experiential input and insights from service users, carers and staff.  Diagnosing the system involves comparing current service behaviour with the ideal to establish where changes need to be made and what these changes might look like in order to achieve the ideal.  It also involves understanding your current processes, what works well and what doesn’t work so well.
We realise that many Boards (and key partners), have already made significant progress against this target and we are not suggesting that any work is put on hold that is already in progress. However, the suggestions below may give you some ideas about how to progress this work further.

Systems Overview
When looking at changes to one part of the system, it’s important to consider the impact on other parts of the system. Otherwise, services can end up making one part work better but just move the problem elsewhere. For instance, you might change referral criteria into a community team and end up effectively reducing the demand on this service, only to find out that individuals start booking many more appointments with their GP.
The Collaborative promotes looking at the whole system and to do this you need to have mechanisms in place for discussing potential changes across teams. For the depression pathway there are key interfaces between all of the following:
· General Practice
· Specialist Mental Health Services
· Voluntary Sector

· Local Authority including social services
	SYSTEMS OVERVIEW CHECKLIST
	
	
	
	
	
	


	I
	Yes
	Yes – but needs refining
	No
	Priority for 

Local Action?
	If priority for action – who will take forward and by when
	Improvement Tools 

Relevant

	Does your CHCP take responsibility for delivering this target and receive regular reports on progress?
	
	
	
	
	
	

	Do you have in place a structure for effective discussion of interface issues between Specialist Mental Health Services and Primary Care?
eg if primary care were concerned about long waiting times for access to a CMHT for depression care where would they raise this? Or if there were concerns that GPs were not prescribing to formulary recommendations for ADs, who would deal with this problem? What fora could they raise it in? Whose responsibility would it be to enhance compliance? 
	
	
	
	
	
	

	Do you have prescribing advisors working with primary care to look at effective use of anti-depressants
	
	
	
	
	
	

	Do you have systems in place within primary care to access the non-pharmocological interventions recommended by the draft SIGN guidelines (ie psychological therapies and exercise)?
	
	
	
	
	
	


Data Analysis – Assessing Current Performance
The HEAT target is a proxy measure for improving the treatment of depression – particularly within primary care.  Boards need to assess:
a) Whether prescribing is in line with the evidence base? This is not just about the decision whether to prescribe or not – it is also about ensuring guidelines are followed in relation to the way in which anti-depressants are used. For example, what proportion of anti-depressant prescribing follows local formulary guidance? Are appropriate doses being used for appropriate lengths of time? Are systems in place to monitor non-response to treatment and respond appropriately? It is not the intention of this target to prevent anyone who needs anti-depressants from receiving them. The aim is to use the target to help Boards to enhance rational prescribing for depression. 

b) Whether there is appropriate access to effective non-drug treatments? This might not be about alternatives – as often a person will need a combination of different approaches such as an anti-depressant and a psychological therapy.

The Collaborative promotes the use of data to highlight how well a system is currently working. In particular, it promotes identifying and understanding variations in practice. These might be variances against a given standard (as promoted by ICP variance analysis) or comparing the practice of different clinicians and services. We do not promote the concept that variance is necessarily bad – indeed variance that arises because of the different needs of the service users is positive and demonstrates an appropriate flexibility in the system. Further, our systems will always have some degree of natural variation – such as the number of referrals per week. The key is to identify the variance, understand why it is there and then make a judgement call as to whether the reason is acceptable (ie variances due to different levels of deprivation) or not (ie variances in waiting times just because someone lives in a different part of town). As the Depression ICP is developed, careful choice of data collection/variance points will help services to understand better whether care is being delivered to an acceptable level.

There is a note of caution needed though – a lot of time can be spent investigating differences which return to an average the next time they are measured. Statistical Process Control charts take account of random variation, and show what differences are significant, and which differences are likely to be chance variation. Training on SPC is available through the Collaborative – please contact your Regional Manager or Service Improvement Manager to discuss further.

The following checklist highlights some areas where looking at the data might identify key issues that need further work. This is not an exhaustive list, it is simply provided as a starting point to help MHC teams think about how improvement tools apply to this work.

	DATA ANALYSIS CHECKLIST
	
	
	
	
	
	


	
	Yes
	Yes – but needs refining
	No
	Priority for 

Local Action?
	If priority for action – who will take forward and by when
	Improvement Tools

Relevant

	Promote evidence based prescribing & compliance with formulary within primary care 
	
	
	
	
	

	Have you collected data on compliance with formulary across practices and do individual practices know how they compare with others?
	
	
	
	
	
	Data Analysis

Variance Analysis

	Where there are significant levels of non-compliance have you identified the potential savings from compliance and agreed a plan locally around how to release those savings into the funding of alternative services?
	
	
	
	
	
	Data Analysis

	Is your anti-depressant prescribing data routinely analysed by practice, CMHT area, and CHP area. Is this analysis broken down by anti-depressant and anti-depressant type?
	
	
	
	
	
	Data Analysis

Variance Analysis

	Does your Board receive summary reports on this data and relevant variances?
	
	
	
	
	
	Data Analysis

Variance Analysis

	Do you routinely monitor prescribing against the standardised severity scale being used in primary care (ie PHQ9, HAD etc)?
	
	
	
	
	
	Data Analysis

Variance Analysis

	Have you looked at what percentage of primary care anti-depressant prescribing is accounted for by repeat prescriptions - as this will give you an indication how much prescribing is longer term?
	
	
	
	
	
	Data Analysis

	Do you monitor the length of time individuals are on the prescription for and report this by practice and do practices know how they compare with each other?
	
	
	
	
	
	Data Analysis

Variance Analysis

	Do you analyse prescribing data by gender, ethnicity and socio-economic groups?
	
	
	
	
	
	Data Analysis

	Improve access to evidence based supported self help and self management
	
	
	
	
	

	Have you compared referral rates to supported self-help by practice?
	
	
	
	
	
	DCAQ

	Where there are variances – do you understand why?
	
	
	
	
	
	Variance Analysis

	Enable delivery of holistic assessments for those presenting with symptoms of depression
	
	
	
	
	

	Do you know what training those working in primary care have had with regards to the assessment and treatment of depression?  
	
	
	
	
	
	

	Have you looked at practice compliance rate with QOF points for depression, are there any significant variances and if so, do you understand why?
	
	
	
	
	
	Data Analysis

Variance Analysis

	Improve access to non-pharmacological interventions including evidence based psychological therapies 
	
	
	
	
	

	Do you routinely monitor and report on waiting times to access non-pharmacological interventions?
	
	
	
	
	
	Data Analysis

	Do you have systems in place to report what proportion of service users are unable to benefit from treatments offered to them (eg non-response to ADs, unable to engage in therapy) and do you analysis the data for equality issues (ie ethnicity, deprivation, gender)?
	
	
	
	
	
	Data Analysis

	Routinely Monitor outcomes and modify services accordingly
	
	
	
	
	
	

	Do specialist services have outcome measurements in place and do you routinely report on these?
	
	
	
	
	
	Data Analysis

	Do specialist services know what proportion of patients referred with symptoms of depression:

· DNA first appointment?

· Drop out of treatment after attending at least once?

· Show no improvement during the course of treatment?

· Recover fully or enter partial remission?

· Are transferred to other services and if so which ones?
	
	
	
	
	
	Data Analysis

	Is a system in place to monitor user satisfaction with services?
	
	
	
	
	
	Data Analysis

	Have you looked at using a local enhanced scheme in primary care to deliver routine monitoring of outcomes?
	
	
	
	
	
	

	Improve access to social supports (employment, education, housing & leisure)
	
	
	
	
	
	

	Do you collect data on referrals to non-statutory agencies for social support and analyse these for variations between referrers and variation in rates over time?
	
	
	
	
	
	Data Analysis

SPC
Variance Analysis


Process Analysis
As a person moves through the pathway of care, s/he will cross numerous organisational and team boundaries. As a start point, has the system of care for those presenting with depression in primary care been mapped? 
All the organisations/teams involved in delivering services should be identified and involved in the process mapping activity. This process mapping work should already be taking place in all Boards as part of the work to develop a Depression ICP. The mapping work should include service user and carers perspectives, in line with the ICP standards (See ICP Process Standard 2)  In addition to the process mapping exercise - it might also help to undertake discovery interviews, feedback questionnaires, and data sampling in order to fully understand the service user and carers experience.

The Mental Health Collaborative team can help facilitate this process mapping exercise and suggest approaches to other diagnostic work if you’re not sure.  Please contact your Regional Manager to discuss further.  

But the work doesn’t stop at process mapping – you now need to look at streamlining the pathway and look at the flow through the pathway.  Using value-stream mapping, you can identify:

· those steps in the process that don’t add any value

· bottlenecks in the process where capacity is not sufficient to meet the demand

· unnecessary delays (long waits)

· steps where there are quality issues – ie work has to be redone or sent back to a previous step or where there is confusion over who is responsible for which aspects of care.

 http://member.goodpractice.net/ContinuousImprovementToolkit/resources/core-improvement-tools/systems-and-processes.gp
A further question to ask is whether there’s a group / individual that is responsible for ensuring that the different teams/people involved in delivering care to someone with depression all work together effectively?

A range of tools within Lean are available to help with analysing the pathway, and facilitation support is available from the Collaborative Team. The output of this process mapping should be clarity on the key issues you need to address locally to simplify and improve the systems. The Collaborative promotes then using the PDSA approach to make incremental improvements to the system of care.

The following table helps you to think about applying process mapping to the Depression workstream. This is not an exhaustive list, it is simply provided as a starting point to help MHC teams think about how improvement tools apply to this work.
	PROCESS ANALYSIS CHECKLIST
	
	
	
	
	
	


	
	Yes
	Yes – but needs refining
	No
	Priority for 

Local Action?
	If priority for action – who will take forward and by when
	Improvement Tools 

Relevant

	Improve access to evidence based supported self help and self management
	
	
	
	
	

	Have you mapped the processes for individuals to access supported self help and self management – including service users and carers in this mapping process
	
	
	
	
	
	Process Mapping

	Have you analysed the process map and identified duplication, un-necessary steps, missing steps, bottlenecks and quality issues?
	
	
	
	
	
	Value Streaming

	Have service users and carers been involved in this process mapping and identifying what adds value from their perspective?
	
	
	
	
	
	Value Streaming

	Enable delivery of holistic assessments for those presenting with symptoms of depression
	
	
	
	
	

	Have you looked at how often someone with depression presents to primary care, average length of appointment and who they see?
	
	
	
	
	
	Data Sampling

	Do you have clear guidelines on when an individual should be referred on to specialist services?
	
	
	
	
	
	

	Improve understanding of primary care staff, service users and carers of the different options for intervention  
	
	
	
	
	

	Have you reviewed what written/audio/visual information is given to those presenting with symptoms of depression in primary care and to their carers?
	
	
	
	
	
	Data Sampling

	Have you worked with your service users and carers to identify what information they would have liked to have received?
	
	
	
	
	
	

	Do you have a process to ensure information is routinely available?
	
	
	
	
	
	Process Mapping

	Is the information you provide at an appropriate reading age 

	
	
	
	
	
	

	Is information available in the format to meet the needs of your local community (ie relevant languages, Braille, on tape)?
	
	
	
	
	
	

	Improve access to non-pharmacological interventions including evidence based psychological therapies 
	
	
	
	
	

	Have you mapped what alternatives are available in each practice?
	
	
	
	
	
	Mapping

	Have you mapped the processes for individuals to access psychological therapies – including service users and carers in this mapping process?
	
	
	
	
	
	Process Mapping

	Have you analysed the process map and identified duplication, un-necessary steps, missing steps, bottlenecks and quality issues?
	
	
	
	
	
	Value Streaming

Lean

	Have service users and carers been involved in this process mapping and identified what adds value from their perspective?
	
	
	
	
	
	Value Streaming

Lean

	Do you have a comprehensive directory of local resources that can be helpful in the management of depression and is this easily accessible by any practitioner seeing individuals in primary care?
	
	
	
	
	
	Process Mapping

	Promote evidence based prescribing & compliance with formulary within primary care 
	
	
	
	
	

	Do you have guidance on prescribing of anti-depressants within primary care?
	
	
	
	
	
	

	Do you know whether the guidance is followed?
	
	
	
	
	
	Data Sampling

	Improve access to social supports (employment, education, housing & leisure)
	
	
	
	
	
	

	Do you have a system in place within primary care (ie self help coaches, database) that enables them to provide advice on accessing social supports ?
	
	
	
	
	
	

	Have you worked with services users to identify how accessible these social supports are to individuals struggling with symptoms of depression? (reference over to LA duties under act)
	
	
	
	
	
	Data Sampling

	Routinely Monitor outcomes and modify services accordingly
	
	
	
	
	
	

	Do your practices have appropriate processes in place for reviewing those with recurrent episodes of depression or depression lasting more than one year?
	
	
	
	
	
	Process Mapping


Understanding Demand and Capacity
Understanding the demand for services is essential, without this services cannot effectively plan to meet that demand. However, you also need to understand the capacity to respond to that demand and whether best use is being made of this. For instance – seeing everyone individually is not necessarily the best use of the capacity – particularly when some interventions can be just as effectively provided in groups or even over the telephone. 

Matching demand and capacity is important because delays in receiving a timely response can leave people in distress with no support. Further, delays can lead to an escalation of someone’s illness which will take up more resources in the longer term. In primary care,  a failure to match demand and capacity can lead to an individual repeatedly presenting to primary care which can result in far more time being allocated to them than if the appropriate time was given in the first place.

Mental Health Services often refer to demand as the number of referrals received, however, this is not the demand. Each referral is a request for clinical input so the demand is the total number of clinical hours provided in response to that request. Hence demand is partly impacted by the type of service teams provide. An audit across one community mental health area showed that differences in waiting lists between teams were 5 times more to do with what they did with each case (ie differences in number of sessions and duration) than the number of referrals the teams received.

In addition to understanding their demand, teams/services also need to understand their capacity. Capacity is the number of clinical hours that are available. Not all of this will be available for direct patient contact as time will be spent travelling, on leave, at meetings etc. The Collaborative promotes careful analysis of capacity and how it is used. For instance, where clinically appropriate, seeing individuals in groups enables limited capacity to meet a much higher level of demand than just using one to one contact.
The Mental Health Collaborative is working on a demand and capacity analysis tool for community teams and this is currently in testing stage.  Please liaise with your Regional Manager for more information on this tool. We plan to modify this tool so it can also be applied specifically to psychological therapy services and to primary care.

The following table helps you to think about areas you could apply demand and capacity analysis in relation to the Depression Workstream. This is not an exhaustive list, it is simply provided as a starting point to help MHC teams think about how improvement tools apply to this work.
	DEMAND AND CAPACITY CHECKLIST
	
	
	
	
	
	


	
	Yes
	Yes – but needs refining
	No
	Priority for 

Local Action?
	If priority for action – who will take forward and by when
	Relevant Improvement Tools 



	Improve access to evidence based supported self help and self management
	
	
	
	
	

	Do you routinely collect and analyse information on the demand for supported self help by GP practice? (Please see DCAQ section of toolkit for further details on definitions of demand)
	
	
	
	
	
	DCAQ

	Have you looked at how this compares with your capacity to provide supported self help by GP practice? (Please see DCAQ section of toolkit for further details on definitions of capacity)
	
	
	
	
	
	DCAQ

	Have you looked at alternatives to individual contact – ie telephone support, group work etc
	
	
	
	
	
	DCAQ

	Enable delivery of holistic assessments for those presenting with symptoms of depression
	
	
	
	
	

	Have you estimated the demand for holistic assessments within primary care and the capacity needed to respond?
	
	
	
	
	
	DCAQ

	Improve access to non-pharmacological interventions including evidence based psychological therapies 
	
	
	
	
	

	Do you routinely collect and analyse information on the demand for psychological therapies by GP practice?
	
	
	
	
	
	DCAQ

	Do you know what your capacity to provide psychological therapies is?
	
	
	
	
	
	DCAQ

Wiseman Workload Measure

	Have you compared your capacity with your demand?
	
	
	
	
	
	DCAQ

	Have you considered ways to expand the capacity of current resources – ie telephone support, group work etc
	
	
	
	
	
	DCAQ

	Have you compared average new to follow-up ratios across staff members and teams working with similar client groups. If there is significant variation, do you understand the reason why?

	
	
	
	
	
	Understanding Variation

	Do you have a standard on the amount of time staff should spend in direct patient contact?

	
	
	
	
	
	Measurement 

	Do you know what percentage of time your staff spend in direct patient contact?
	
	
	
	
	
	Measurement

	Have you looked at what interventions different grades of staff are doing to assess whether you are appropriately skill mixing?
	
	
	
	
	
	Measurement

	Improve access to social supports (employment, education, housing & leisure)
	
	
	
	
	
	

	Do you know what social supports are available in your area?
	
	
	
	
	
	


� We recognise that some people who have experienced mental health problems and used mental health services prefer to use words such as consumer, client or survivor. For ease of reading this document we have chosen to use one consistent term for those who are receiving treatment and support – ‘service user’. We hope this does not cause offence to those who prefer to use different words. 


� Further work is in place to identify other national workforce programmes relevant to this work.


� Recommended that patient information designed for reading age of between 8-11 years.


� Please note,  we are not saying new to follow up ratios should be the same for every patient or client group. Clinical need will result in differences. However large differences in average new to follow-up ratios between staff members and teams working in a similar field are worthwhile exploring to ensure they are based on patient need.


� In setting any standard, care needs to be taken to balance the need to maximise direct patient contact time with the impact of intensive working on an individual’s mental wellbeing. Burning staff out is not an effective long term strategy!
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