NOTES FOR NEW PSYCHOLOGICAL THERAPISTS  

ROLE

As a Psychological Therapist your task on first meeting a new client is to assess for need and suitability to be a Primary Care client.  Clients from the waiting list, which existed pre-1st October, will rarely have been assessed; those who come to you through the new IAPT service may have been telephone assessed before you see them.  However, clients have the right to ask for face-to-face assessment and in some circumstances you may be the first person they see.

Clients may have been waiting for some considerable time, so their reaction to an appointment can be less than positive at times.  Clients will generally be seen on a fortnightly basis.  Sessions are usually a 50-minute ‘therapeutic’ hour. Weekly or monthly appointments may be more appropriate depending on presenting issue, this must be a matter of professional judgement – but the vast majority should be fortnightly.  Contact between sessions should be through the office in Chard on 01460 238 711 – or your landline in your local office  - if you have one!
RECORD KEEPING

While we continue to use paper records of sessions the following guidelines should be followed:

1. Written notes must be legible, and all letters should be produced using Arial font  - 12 or 11 point if this suits the layout better. 

2. All notes and correspondence must be signed and have a signature block and job title:

i.e.,   
Muriel Churchill

Dr Muriel Churchill

Psychological Therapist

3. All appointments must be dated and timed using the 24 hour clock                                  e.g., 5/11/09  1430

4. Any alteration in Case Notes should be crossed through with a single line and initialled and dates  - i.e., ‘no surviving family MC 5/11/09 children in area’

5. All pages in your notes must show client’s name, address, NHS number –you should have printed labels in each file.  Add a label to all history sheets and any other work that you intend retaining in your notes.

6. Pages should be numbered sequentially – front side only

7. If you continue your notes within a session from one page to another make this clear at the bottom of the first page and the top of the second – e.g. bottom of page one write ‘Continued Page 2’ and margin of Page 2 write ‘Continued from page 1’.

8. Structure your notes clearly.  Remember so far as NHS is concerned if something is not recorded then it didn’t happen! 

9. Case Notes.  Communication with GP or others to be recorded on these sheets at front of file – again, dated and signed.

10. Abbreviations.  Only officially agreed abbreviations may be used – however, you can add your own to the sheet at the front of the file.

11.   All pages of any letters must have full client details.
12.    Ensure a copy of all letters written kept on file and saved on memory stick – these to be downloaded to the computer system when possible. 
ASSESSMENT

Style

As stated above develop a structure which helps which helps to ensure you have all you need to make a clear assessment of your clients needs. The Psychological Therapist Initial Assessment Form can be used (attached file) – if so attach a client label to each sheet of paper.  You may use your own format e.g., SOAP – see Appendix 1 or GOOGLE “SOAP notes” if you want more; or define your own structure and use as fits the client – e.g., Presenting Issue; Background; Additional Information; Client’s Objectives; Formulation; Plan.
Initial Session

1.   Check you have the right person.  May sound silly but mistaken identity has happened.  E.g., Ask the client to confirm their name, address, and date of birth.  Then check through the front page – i.e., telephone number(s); permission to leave messages on either or both lines; preferred name – e.g., Nicola, Nic, Nikki; copy of any letters written to GP etc.

2.   Explain purpose of session and Complete the Consent Form this means you need to explain the limits of confidentiality i.e., working for the NHS we are required to disclose concerns about harm to self or others – particularly children  – form  –  Appendix 2 and second attached file.

3.   Clients should have been sent a green IAPT Outcomes Questionnaire – ask for it and if not received offer another for completion within the session.  Complete a RISK Assessment and record it.  PHQ –9 question 9 very significant here – perhaps read it over to the client and check for a reaction. Again anything that affects your evaluation of RISK needs to be recorded in this and every session.  If you think your client is too vulnerable to be contained by our service then take this to the referring GP, and / or your supervisor if available, or another senior member of the team.
4. In the assessment session establish the client’s issues, history, social support, use of drugs, alcohol, medication, previous therapy, current objectives. Are they motivated to work with you? 

5.   AT END OF SESSION   Discuss alternative approaches with your client to ensure that they are in agreement with you and your approach to working together. 

Case Management

6.   Write up your notes – this should be within 48 hours.  You need to make your Formulation and Plan clear.  If anything significant alters your plans – record it.  If your assessment is complete and the client has been referred by their GP write a Post-Assessment Letter to the referring GP (see example) – not required for IAPT self-referral.  If you have any concerns about notes discuss with your supervisor or me.

7.   Complete the front admin sheet – i.e. 1st appt, receipt of CORE / now IAPT questionnaire and record dates sequentially in Attendance Record at bottom of sheet.

8.   Did not attend (DNA) or Cancelled (CNX) appointments.  If a client DNA’s an appointment it is your responsibility to sort things out EITHER ring (but only leave a message if you have permission and remember confidentiality) or write a letter – see example.  Do not expect admin to take on this task. If a person DNA’s a first appointment and you write then replace that person in your diary and return the file to the office ensuring that ‘we’ know to place them back on the waiting list for re-allocation.  

9.   We do not prescribe how to ‘treat’ CNX and DNA’s as these are a matter of context and your professional judgment.  Record telephone contacts made either on the case notes sheet or the history sheet in client files.

10.  Record any discussions of a client in supervision on the Case Notes.

FINAL SESSION 

At the end of the final session please record your personal therapist number and surgery number as well as the clients NHS number on an IAPT Outcomes and Patient Experience Questionnaire (both should be found at the front of your case file) and give both to your client with a FREEPOST envelope (should be in pack) and ask your client to complete these and return within a week.  Complete your notes stating clearly client DISCHARGED, and complete front sheet recording distribution of questionnaires (this may still say CORE rather than IAPT questionnaire).  

Write a discharge letter to referring GP or Registered GP if Locum GP referrer.  Return file when all tasks completed to admin in Chard so waiting list can be updated.

WORK ISSUES

Administration   Currently Alison is the Admin Assistant for Psychological Therapists.   Alison is on the following direct line 01460 238 709

The admin team in Chard will with sufficient notice be able to organise your first appointments.  For the most part you should have 2 weeks notice of an available appointment – unless a client withdraws suddenly from working with you.  This should be sufficient time – but don’t delay tell admin ASAP please.  

You can organise your own appointments if you prefer – but IF DOING SO then there has to be an agreement about how this will be done.  Some of you have been allocated to a specific list If you take people from any list admin must be advised so that the computer system can be updated and further attempts are not made to get the person in for an appointment.

Please request 1st appointments via email as far as possible – include location, date and time of appointment.  This gives us an audit trail and should minimise error since we have a written record to refer to.  We are setting up a new email admin address – but for the moment please use Nicola.Rose@somcomhealth.nhs.uk
Although some of you are allocated to work from specific surgeries rather than Community-based accommodation – this does not necessarily mean you will exclusively see clients from that single practice.  Alison is briefed to follow specific instructions regarding the Waiting List.  Moreover, our need to support the new IAPT service may mean that other practices’ clients are seen in your location.  Please accept the work as offered unless for professional reasons you are unable to see a client e.g., you know them or their family.

Client Families:  Within this service we do not normally see more than one member of a family unless there is a reasonable gap – e.g., 12 months.

Book Prescription Scheme:  With support of Somerset library service we run a book prescription scheme.   Historically Emily Dodd has been responsible for this  - and still is so far as I am aware.  I’ll let you have a list. 

Supervision:  This will be arranged in-house.  When possible, in line with ethical codes of practice, it will not be with your Line Manager.  However, at times this may be unavoidable.  With so many people now working only 1 or 2 days a week – we will require your co-operation and commitment.

Time Sheets: Bank Therapists have to complete and get these signed by their local Team Leader to be paid!  They need to be with Finance by 5th of each month – so make sure there is sufficient time to get to Yeovil via Clare Martin. 

Training:  MAXIMS – this is important as it relates to IAPT.  Team Managers (TMs) in the locations will want to ensure you have this. Bridgwater – Yolanda Doran; Chard – Kathy Cooper; Taunton – currently Rachel Eastman (Monday only until Jan 2010), with Rob Kidney – 3 days a week; Wells – Belinda Rennie.  You will be required to undertake other training – Clare Martin (Peter Shepard’s PA) will advise you via email.

Travel Claims:  See attached information.  Again these need to be in Yeovil by 5th of each month having been signed by your local team manager.  Clare Martin will require you to produce evidence of Driving Licence, Insurance and MOT if appropriate.

Computing:    All email addresses have the same format muriel.churchill@somcomhealth.nhs.uk
For those with no computer access we should be able to organise a laptop – but those living within close proximity of a base will probably be asked to access that instead.  

Memory Sticks:   Everyone will be issued with a memory stick on which to store client and other work files.  Clare is currently organising these.  

Please follow a clear protocol when saving letters, i.e.
Muriel Churchill post assessment letter Dr Spock Wells HC.doc

Or

Muriel Churchill update letter Dr Spock Glas Surgery.doc

We now have a number of surgeries with similar names so please make sure the surgery description is sufficiently full to be meaningful – e.g., OAK could be Oaklands or Oakhill, VIC could be Victoria Park or Victoria Gate.  

Appendix 1

SOAP Notes

1. Step 1

Document in the note a patient statement or what the patient observes. The "S" in SOAP stands for subjective, so this part of the documentation is related to the patient's observations of her own symptoms or a complaint about some ailment. It is generally reported in the patient's words.

2. Step 2

Document in the note what you see and observe about the patient. The "O" stands for objective, so this is what the health-care provider perceives. This part of the documentation can agree with the subjective part of the note or it might be different.

3. Step 3

Write how the patient is progressing. The "A" stands for assessment, so this part of the note is a review of how the plan for the patient's progress is working. It can be detailed or brief, depending on the patient's diagnosis, plan of care and other considerations. It can be written as a short statement or in an outline format, detailing the pieces of the care plan that are beneficial. The assessment can also document whether or not care goals have been achieved.

4. Step 4

Document revisions and additions to the plan. The plan for the patient is ongoing and will require revision as the patient progresses or as the patient's condition changes. This section---"P" for plan---documents changes, additions and revisions. It can be short or detailed and outlines continued and ongoing goals for the patient. It might also list some long-term goals. If some care goals are met, this part of the note will indicate what they are.

Somerset Community Right Steps to Emotional Health & Wellbeing Service

Consent Form

Service User Agreement to

Emotional Health and Wellbeing Interventions/

Psychological Therapy

Patient details (or pre-printed label)

Patient’s surname/family name..………………………….

Patient’s first names .……………………………………….

Date of birth ………………………………………………….

Responsible health professional(s). Dr Marie Simmonds
Job title. Psychological Therapist
Special requirements ………………………………………

(eg other language/other communication method)

To be retained in patient’s notes
Patient identifier/label

Name of proposed procedure or course of treatment:  
Emotional Health and Wellbeing Intervention/ Psychological Therapy  
These approaches are used to help with a range of issues which affect emotional wellbeing and/or help prevent or treat psychological problems and disorders. 

During the initial assessment, the professional trained in the above approaches will gather information about your concerns and background, to assist in trying to reach an understanding of what has brought you to therapy and to work out the best possible ways in helping to resolve these problems or reducing the negative effects they have had.

You and your emotional health professional will develop a shared understanding of the problems and issues you want to work on over a certain agreed number of sessions. Most people are seen for up to 4-8 sessions, but this depends on your individual circumstances and will be agreed at the end of your assessment.

It is hoped that at the end of therapy that you will have found some resolution to your problems or at least some way of coping with your difficulties in more satisfactory ways. If you receive therapy, then this should not be seen as a cure in the same way that is sometimes applied to medical conditions.  It is usual that service users finish therapy with some aspects of their problems unresolved.

The intended benefits of seeing an emotional health and wellbeing professional are related to an improvement of symptoms, but often also to increased self-confidence and more satisfying relationships with others.  Other benefits may be specifically related to the issues you present.

Possible risks include that at times, some patients feel ‘things are getting worse before they get better’, especially in the early stages when difficult issues are being discussed.  This is normal and should get better over time.  Should you feel that at any stage you need to talk to someone between sessions, please contact your GP.  The Somerset Community Right Steps Service is not an urgent service and your emotional health professional may not be able to talk to you between sessions. 

Confidentiality                                                                                                           Although virtually everything you talk about with your therapist can be kept confidential, there are a small number of exceptions. These are: 

1. If you disclose something to your therapist which makes them believe that a child may be at risk of physical, sexual or emotional abuse.

2. If you tell your therapist that you imminently intend to take your own life.

3. If you inform your therapist anything that makes them believe that you may imminently be a danger to other people.

If you inform your therapist of anything that makes them believe it would be in the interest of public safety if your confidence was broken.

4.                                                                                       Patient identifier/label
Statement of health professional

I have explained the agreed emotional wellbeing approach to the service user. I have also discussed what the approach is likely to involve, the benefits and risks of any available alternative treatments (including no treatment) and any particular concerns of this patient.

Signed:…….……………………………………

Date .. …………………….……….

Name (PRINT) ………………………. ………

Job title …….. ………………….…

Statement of Interpreter (where appropriate)

I have interpreted the information above to the patient to the best of my ability and in a way in which I believe s/he can understand.                                                                                

Signed ………………………….…………………….
Date ………………..…………….

Name (PRINT) …………………..………………………………………………………………

Statement of Service User






Please read this form carefully. If you have any further questions, do ask – we are here to help you. You have the right to change your mind at any time, including after you have signed this form.

                 I agree to the treatment regarding my emotional health and wellbeing described on this form. 

I understand that I can withdraw from this intervention at any time and/or raise potential concerns either with the professional, the Head of Somerset Community Right Steps, or Somerset PALS.

I understand the meaning and limitations of confidentiality.

I understand that I have the opportunity to discuss the details of the service offered and therapy at anytime during the intervention I receive.

Service User’s signature ………………………………………..
Date…………………………..

Name (PRINT) ………………………………………………………………………………………

Important notes: (tick if applicable)

(  Service user has withdrawn consent (ask patient to sign /date here) ……………...……

IAPT OUTCOMES TOOLKIT

At our last Business Meeting it emerged that people are all doing different things with the IAPT questionnaires.

Although we don’t yet have the computer system it would help Admin if when administered certain procedures are followed so that questionnaires can be successfully linked together when they are returned to Chard at DISCHARGE.

Could everyone please write both on all forms their 

1)  individual therapist / PCMHW number 

2) surgery ID number .

If you don’t have or remember your number please contact Clare to be allocated one.

Like CORE we need to issue the GREEN form at the beginning and on discharge.  At the outset practitioners also have the CREAM Patient Information FORM to complete.  We are required to keep ethnicity data for audit and this is the only chance we have of gathering this information.  For the moment the accuracy of other information on the form is questionable since we have not been briefed on the correct way to complete it. I guess it’s a question of ‘doing our best’.

At discharge the YELLOW Patient Experience Questionnaire should also be given to clients with the FREEPOST envelope which should be in every pack at the front of each client file.  Please do not complete these with people – ask them to send them in using the envelope provided “within the next few days”.  

Since we are not in a position to store or analyse the data electronically – for the moment there is no need to complete the Care Pathway Data (LAVENDAR Form) 

PSYCHOLOGICAL THERAPIST Initial Assessment Form

	
	Date of Assessment: 

	                                                                                        Copy of letters:

              Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


                                                                            Permission to leave messages
  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 





                                                                                                                                                                                                 




Past treatment/Previous history:

Past treatment/Previous history:
Medication




Family & relationships: 





Alcohol:


Illicit drugs:


Smoking:


Caffeine:





Past treatment/Previous history:





Prescribed medication:





Presenting issue: 

















What help does the client feels he/she needs? Treatment goals:





Treatment Plan:






















































































Childhood circumstances:





Employment:


Finances: 


Leisure/Social activities























Finances 




















Leisure/Social activities





























Physical health problems: 





Appetite:


Sleep/relaxation:


Energy:


Concentration:





























Assessment completed by Dr Marie Simmonds, Psychological Therapist





























Risk:


Intentions/thoughts: Do things ever feel so bad that you think about harming or killing yourself? 





Do you ever feel that life is not worth living?


Plans: Have you made plans to end your life?


Have you ever attempted suicide in the past?


Prevention: How likely is it that you will act on such thoughts and plans? On a scale of 0-10 with 10 meaning certain? 


What is stopping you killing or harming yourself at the moment?














�

















Do you ever feel that life is not worth living?








Plans: Have you made plans to end your life?�





Actions: Have you made any actual preparations to kill yourself?








Have you ever attempted suicide in the past?















