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TERMINOLOGY

Mental illness is a general term for a group of illnesses. A mental illness can be mild, moderate or
severe, temporary or prolonged. Mental illness can come and go in episodes through a person’s life.
Some experience their illness only once and fully recover. For others, it is prolonged and recurs over
some time. It is necessary to acknowledge and recognise the different models of mental illness that
are expressed by individuals and communities from diverse cultural contexts. Failure to recognise
and incorporate diverse cultural understandings can lead to negative consequences, including
misunderstanding and poor or aversive treatment outcomes. www.mind.org.uk

CBT is the acronym used for Cognitive Behaviour Therapy. In this report we are particularly refer-
ring to individuals over the age of 18 years. We recognise that many children and young people
may benefit from guided self help CBT however we do not have specific experience of providing a
service to this group.

Some terms describing provider and commissioning administrative units such as Primary Care
Trusts are, strictly only applicable to England and Wales but have clear equivalents in Scotland and
Northern Ireland. Please interpret the text appropriately for the sake of simplicity of writing.
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GLOSSARY

BDD- Body Dysmorphic Disorder

BMER- Black and minority ethnic and refugee

BtB- Beating the Blues®

BCT- Bexley Care Trust

CBT- Cognitive Behavioural Therapy

cCBT- Computerised CBT

CORE is an abbreviation for Clinical Outcomes for Routine Evaluation.

GP- General Practice

GPs- General Practitioners

IAPT — Improving Access to Psychological Therapies

NHS- National Health Service

OCD - Obsessive Compulsive Disorder

PCOs- Primary Care Organisations in any of the UK countries (PCTs, PCGs etc see
above para on terminology)

PTSD- PostTraumatic Stress Disorder

Third Sector- Non Government Organisations including local and national voluntary
organisations

VCS - Voluntary and Community Sector

TERMS OF REFERENCE

The terms of reference of the working party were:

To produce a step-by-step guide to setting up and delivering guided self-help CBT with a focus on part-
nership working between the Third Sector and Primary Care Trusts.

It is hoped that this report will provide a source of advice from a group of health professionals and other
experts that will be useful to those planning, delivering and commissioning health CBT services. The
working party had its first meeting for this project in May 2008, and has met on 3 further occasions. A
consultation document in the form of a draft report was circulated to speciality groups and comments
made influenced this final report.

The working party accepts that the views represented in this report do not necessarily represent the
views of National MIND, Bexley Care Trust and Oxleas NHS Foundation Trust.
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FOREWORD

This guide to setting up and delivering guided self-help CBT is timely for a number of reasons. There is
considerable interest and support both at government and practitoner level about reviewing the ways
in which mental health services need to, and can, adapt and modernise to meet the needs of the UK
population. Partnership working between sectors and increasing access to psychological therapy is
widely hailed as the way forward for dealing with depression and anxiety disorders.

The CBT approach which seeks to change behaviour by focusing on beliefs and attitudes as a way of
dealing with emotional problems, and Guided self help CBT offers practitioners an alternative, suc-
cessful therapy not widely available in mainstream provision. Guided self-help CBT is within the remit
of the Improving Access to Psychological Therapies (IAPT) — which promises a new workforce of 3,600
therapists delivering both high- and low-intensity interventions with a budget rising to £170m a year
by 2010-11.There is general acclaim for the scheme, which is being funded by the Treasury on the basis
that it will keep people in employment and off costly incapacity and other welfare benefits. However,
there has been very little in the way of service guides and good practice examples which has raised
questions about aspects of the service delivery and service user care within the field of health and
social care.

This guide was produced within this context and the emerging use of Guided self-help CBT and aims

to resolve some of the prevailing concerns related to the lack of research based evidence and working
practice experience. This guide is the product of an inter-disciplinary working group. The step-by-step
guide to setting up and delivering guided self-help CBT is intended to share our experience of research-
ing the delivery of guided self help CBT to residents in the London Borough of Bexley suffering from
mild to moderate depression. The guide also draws on Mind in Bexley’s experience of setting up and
delivering guided self-help CBT to residents of North Bexley and Clocktower as part of the Bexley Coun-
selling service.

We have learned many valuable lessons delivering and researching Guided Self-help CBT in a local con-
text and hope that this guide provides a comprehensive tool for those working across sectors in mental
health and care provision and those providing guided self help CBT in their day to day work.

David Palmer

Director Mind in Bexley Ltd



INTRODUCTION

Recommendations for treatment of (a)Anxiety and (d)Depression are constantly being reviewed. Although
Cognitive Behavioural Therapy (CBT) has the strongest research base for effectiveness, waiting times for
individual CBT can be lengthy or it is unavailable in primary care. Therefore, other methods of delivery, for
example self-help CBT, could provide an acceptable, affordable alternative.

The NICE guidelines recommend that patients who are experiencing mild-moderate depression should be
offered, amongst other things, guided self-help and (C) computerised CBT. The Recent NICE Technology
Appraisal 51 (Feb 2006) recommended that the Computerised CBT (cCBT) Beating the Blues® (BtB) should
be used for people with mild and moderate depression. It also recommended that further research is
needed in this area.

Self-help therapies can be offered by workbook, computers, and websites from home etc. A recent meta-
analysis of studies looking at self-help interventions for the treatment of depression suggests that a range
of delivery methods can be used successfully as long as there is some sort of support provided with it (Gel-
latly et al, 2007).

With this in mind, the authors of this guide ran an initial trial to compare the effectiveness of three meth-
ods of self-help CBT delivery: these were a workbook, a computer based programme accessed through
licence and a freely available website based programme. The findings suggested that any of these three
methods of delivering guided self-help CBT can be used successfully (Pittaway et al, 2008).

Central to the trial was a partnership between the local National Health Service as support agency and the
service provider, a leading local voluntary/third sector mental health organisation. This partnership proved
extremely successful.

This step-by-step guide has been developed using the knowledge and experience gained whilst running
the initial trial.

Who should use this guide?

This step-by-step guide is written for those wishing to set up and deliver a guided self-help CBT service for
people with mild-moderate depression and/or anxiety disorders. They may be working in both primary
care settings or in the voluntary sector as the guide focuses on partnerships between voluntary sector
organisations and primary care trusts.

What does this guide contain?

This step-by-step guide has been developed as a practical resource. It provides comprehensive instructions
and advice on all aspects of setting up and delivering a guided self-help CBT programme with a particular
focus on NHS and voluntary sector partnerships. The chapters follow a logical order and are easy to follow,
even for those with a very limited knowledge of self-help CBT and partnership working.



WHAT IS CBT AND HOW IT SHOULD BE USED AS A SELF HELP THERPY?
What is Cognitive Behavioural Therapy (CBT)?

Cognitive Behavioural Therapy (CBT) is used for a variety of different mental health problems and has
been found to be particularly effective in the treatment of mild-moderate depression and anxiety dis-
orders. It is an approach which focuses on our thoughts (cognitions) and our behaviours. It links how
we think about ourselves, the world and other people, to what we do (our behaviours). It helps us to
see how our thoughts can affect the way we behave and feel.

CBT can help to change how we think (“Cognitive”) and what we do (“Behaviour”). These changes can
help us to feel better. Unlike some of the other talking therapies, it focuses on problems and difficulties
that are being experienced at the present time. Instead of focussing on the causes of our distress or
symptoms in the past, it looks for ways to improve our state of mind now. CBT works on negative and
unhelpful thoughts and gives us ways to change them. Most situations can be interpreted in both help-
ful and unhelpful ways.

An example of how CBT helps people to look at things from different angles can be seen below below:

Situation: You've arranged to meet a friend for lunch but they didn’t turn up

UNHELPFUL HELPFUL
Thoughts He/she couldn’t be bothered to [ He/she might have a lot on their
come because I'm so boring mind at the moment and so forgot

about the lunch date

Emotional Feelings |Low, sad and rejected Concerned for the other person

Physical symptoms [Stomach cramps, low energy, [ None - feel comfortable

feel sick
Behaviour Go home and avoid making con- | Get in touch to make sure they're
tact with them OK

CBT teaches strategies and techniques which can help in our everyday lives such as: practical problem
solving; being assertive; building relationships and overcoming sleep problems. The therapy has a
structure, it is problem-focused and practical and works by changing people’s attitudes and behaviour.

There may also be long-term benefits of CBT as the techniques used to combat problems can be used
for the rest of our lives to help deal with problems in the future.



WHAT IS SELF-HELP CBT?

Most of us will be familiar with self-help books. Most bookshops have a self-help section and self-help
books are often amongst the top ten best selling books. However, there are several different methods
of delivering self-help CBT which include workbooks, computer packages, and freely available website
based programmes which can be accessed from home. Studies have found that a range of delivery
methods can be successful, particularly if there is some kind of guidance or support from a profes-
sional or paraprofessional (Gellatly et al, 2007).

The NICE guidance on self-help CBT and how it should be used within a stepped care model.

The UK'’s National Institute for Health and Clinical Excellence (NICE) have introduced a model for the
treatment and management of depression and anxiety, following a stepped care approach (National
Collaborating Centre for Mental Health, 2004). The model includes five steps at a progressively higher
intensity that match the severity of presenting problems. The responsibility for care provision within
the first three steps lies with primary care teams. Within step 2 of the model, it is recommended that
patients who are experiencing mild symptoms should be offered, amongst other things, guided self-
help and computerised CBT.

An outline of research supporting the use of self-help CBT including research undertaken by Mind
in Bexley Ltd, Oxleas NHS Foundation Trust and Bexley Care Trust into the different forms of deliv-
ering it.

In view of recent research regarding the Computerised CBT (cCCBT) programme Beating the Blues®
(BtB) (Ultrasis; http://www.ultrasis.com), the NICE Technology Appraisal 51(Feb 2006) recommended
that it should be used for people with mild and moderate depression. It also recommended that
further research is needed to identify the effectiveness of cCBT in comparison with other treatment
options.

Several different methods have been described for the delivery of self-help therapies including work-
books, computer packages, and website-based programmes accessible from home. A recent meta-
analysis of studies looking at self-help interventions for the treatment of depression suggests that a
range of delivery methods can be used successfully, particularly when there is some kind of guidance
or support from a professional or paraprofessional (Gellatly et al, 2007).

A self-help CBT workbook “Overcoming Depression and Low Mood” (Williams, 2006), was found to be
equally as effective as Beating the Blues® in terms of outcome in a recent effectiveness study by Ken-

wright which he presented to the British Association for Behavioural and Cognitive Psychotherapies’

annual conference in Canterbury, England (Calipso, 2007).

Other studies have investigated the use of self-help CBT website-based programmes and found that
they have been successful in the treatment of depression and anxiety. For example, Carlbring et al.
(2006) compared website- based CBT, supplemented with telephone calls for the treatment of an
anxiety disorder, with a waiting list control group. They found that at 10 weeks those who received
the treatment had improved significantly, whereas those on the waiting list had not. Also a recent
meta-analysis found that internet-based CBT for symptoms of depression and anxiety was effective
although there were mixed results regarding the effect size in the studies included.



It was found that treatments that were more effective included some kind of therapist support (Spek et
al., 2007).

In light of the recent research into self help CBT, it would seem that this therapy can be beneficial when
delivered in a variety of different ways, as long as there is some sort of support provided with it. With
this in mind the authors of this guide did an initial trial to compare the effectiveness of three methods
of delivery of self-help CBT- Workbook, Website-based programme accessible from home and Beating
the Blues®.

Central to the study was a partnership between the local National Health Service (Bexley Care NHS Trust
and Oxleas NHS Foundation Trust) as support agencies, and the service provider, or study host, the
mental health charity Mind in Bexley Ltd, a leading local voluntary sector mental health service pro-
vider. The importance of such partnerships between the NHS and voluntary organisations/third sector
has been highlighted in the strategic agreement between the Department of Health, the NHS and the
Voluntary and Community Sector (VCS), which suggests that the VCS has the ability to deliver some ele-
ments of services differently, and often better, than NHS organisations traditionally have done, and add
greater flexibility overall (Department of Health, 2004). Thus another aim of the study was to examine
the take-up and outcome of self-help CBT delivered via this kind of partnership.

An explanation of how the research has informed the production of this step-by-step guide.

The main findings from our research into three different methods of delivery of guided self-help
were as follows:
Drop-out rates were roughly equivalent for each intervention (Beating the Blues = 12 non-compl-
eters, Workbook = 11 non-completers, Website = 15 non-completers)
At week eight, 92% of completers showed a decrease in CORE-OM score, indicating an improve-
ment in their mental health with 58% going from a clinical score on the CORE-OM to a non-clinical
score

The analysis showed a highly significant difference between the CORE-OM scores at entry and the
CORE-OM scores at week 8 (in line with previous research).

The analysis showed that there was no significant difference in the CORE-OM scores at week 8
between the three self-help CBT tools (Beating the Blues®, Workbook and Internet). This suggests
that each of the self-help interventions were equally as effective.

There was a low rate of referrals to secondary mental health services at 6 months (5 of 88).
Feedback from service users for all three interventions was positive.
Partnership working proved extremely successful.

The findings suggest that any of the three methods of delivering guided self-help CBT in our research
programme can be used successfully. Service-users were positive in their comments about all three
methods and outcomes were equally as successful for all three methods. These findings will be used
and referred to throughout this step-by-step guide.



Types of mental distress managed by CBT
Anxiety Disorders

Anxiety is something we all experience from time to time. Short-term anxiety can be useful. Feeling
nervous before a job interview can make a person feel more alert and help them to perform at their
best. However, if the feelings of anxiety overwhelm them, their ability to concentrate and do well
may suffer.

For some people, anxiety becomes so overwhelming that it takes over their lives. They may experi-
ence severe or very frequent panic attacks, for no apparent reason, or have persistent worries and
fears. Some may develop a phobia about going out and about, or may withdraw from contact with
people, even their family and friends. Others have obsessive thoughts or repetitious behaviour,
such as endlessly checking that they have done things properly. Problems of this kind are known as
panic disorders or anxiety disorders.

According to the Mental Health Foundation, anxiety disorders are the most common form of psy-
chiatric illness affecting around one in ten of the population.

General symptoms of anxiety disorders include:
Feeling worried a lot of the time
Tiredness
Difficulties concentrating
Irritability
Sleep problems
Heavy and rapid breathing
Dizziness
Heart palpitations
Feeling as if something bad is going to happen
Anxiety disorders include:
Generalised Anxiety Disorder (GAD)
Obsessive Compulsive Disorder (OCD)
Panic Disorder
Post-Traumatic Stress Disorder (PTSD)
Social Phobia
Specific Phobias

Body Dysmorphic Disorder (BBD)

CBT has been found to be effective for a variety of anxiety disorders including Post- Traumatic

Stress Disorder (PTSD) and Body Dysmorphic Disorder (BDD).

Continued...
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Post Traumatic Stress Disorder (PTSD)

The term PTSD is used to describe a range of psychological experiences that people may encounter fol-
lowing a traumatic experience or witnessing life threatening events such as a serious car crash, violent
personal assaults, sexual abuse, a natural disaster or terrorist incidents. People with PTSD often re-live
the experience through nightmares and flashbacks, have problems sleeping and feel detached from
reality. They will go to great lengths in order to avoid activities or events associated with the trauma.

Anyone can develop PTSD following experiences such as those mentioned above, but not everyone
does so. It is estimated that about one per cent of the general population is likely to be affected by
PTSD at some point.

Symptoms of PTSD include:
Reliving aspects of the trauma
Vivid flashbacks (feeling as if the trauma is happening all over again)
Intrusive thoughts and images
Nightmares
Intense distress at real or symbolic reminders of the trauma.
Avoiding memories
Keeping busy
Avoiding situations that remind you of the trauma
Repressing memories (being unable to remember aspects of the event)
Feeling detached, cut off and emotionally numb
Being unable to express affection
Feeling there is no point in planning for the future.
Being easily aroused
Disturbed sleep
Irritability and aggressive behaviour
Lack of concentration
Extreme alertness
Panic response to anything to do with the trauma

Being easily startled.

Continued...
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Body Dysmorphic Disorder (BDD)

Body Dysmorphic Ddisorder (BDD) is a body image problem. Those who are diagnosed with it have
a preoccupation with one or more perceived defects in their appearance. For the diagnosis to be
BDD, the preoccupation must also cause significant distress. Some people with BDD will recognise
that their distress may be an extreme response to the perceived defect concerned. For others the
conviction about their perceived defect is so strong that they are regarded as having a delusion.
Whatever the degree of insight into their condition, people with BDD usually realise that others
believe their appearance to be “normal”and have been told so many times.

Research shows that BDD affects 1% of our population in the UK. (BDD Foundation, 2008).

Symptoms of Body Dysmorphic Disorder include:
Spending prolonged periods of time feeling trapped in front of the mirror
Camouflaging a perceived defect with clothing, makeup, hats, hands, or posture
Avoiding social situations, bright lights, or people seeing you from certain angles in a room
Seeing yourself as hideous and disgusting

Seeking surgery, when professionals or those around you think the perceived defects are
non-existent or minimal.

Depression

From time to time, we all feel a bit down and miserable and may say that we are “feeling depressed”.
Usually, these feelings pass in due course. But, if the feelings don’t go away after a couple of weeks
and start to interfere with everyday life, or if they come back, over and over again, for a few days at
a time, it could be a sign of a depression requiring support/intervention.

The severity of the symptoms of depression vary, and range from mild to severe. A mild form of
depression could mean just being in low spirits. It may not stop a person leading a normal life, but
makes everything harder to do and seem less worthwhile. At its most severe, major depression
(clinical depression) can be life-threatening, because it can make people suicidal or simply give up
the will to live.

It is estimated that one in five people will experience depression at some point in their lives and
about one in 20 people have clinical depression.



Symptoms of depression can include:
Feelings of hopelessness
Feeling worthless
Need for constant reassurance
Being vulnerable and over sensitive
Difficulty concentrating
Loss of interest in other people or activities
A loss of energy and motivation
Agitation and restlessness
Sleep problems

Physical aches and pains (e.g. Headaches or Back pain

Self-help CBT for depression and anxiety disorders

Cognitive Behavioural Therapy (CBT) is well researched and a known effective approach to overcoming
the problems of depression and anxiety disorders. It is a short-term therapy which encourages people to
develop positive ways of thinking and to construct strategies for managing their symptoms so that they
feel in control.

The NICE guidelines recommend that patients who are experiencing mild-to-moderate depression and
anxiety disorders should be offered, amongst other things, guided self-help and computerised CBT. Self-
help therapies can be delivered in various ways i.e. workbook, computers, and websites. Different meth-
ods of delivery may suit different people, for example, some people may not want to use computers and
be more comfortable using a workbook or visa-versa.

Further information is available at:

www.mind.org.uk
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FRAMEWORK FOR GOOD PRACTICE

Clinical responsibility for service-users

It is important that the individual’s GP retains clinical responsibility for them at all times and it is
made clear that the self-help CBT co-ordinator/provider does not provide a clinical role.

Self-help CBT has been found to be most beneficial to those with mild-moderate mental health
needs. Therefore, it is also important that those who access self-help CBT are getting a service that
is suitable for their individual needs and that the following referral criteria are adhered to:

Referral Criteria
Service users would be suitable for the self-help CBT programme if they are:

Suffering from mild to moderate depression, mixed anxiety and depression or anxiety dis-
order

Suffering from mild Obsessive-Compulsive Disorder (OCD), Body Dysmorphic Disorder (BDD)
and Post Traumatic Stress Disorder (PTSD).

Service users are not suitable if they have:
Active suicidal ideas
A current diagnosis of psychosis, personality disorder or organic mental disorder
Alcohol and/or drug dependence
Low literacy levels
Assessment

In order for the service provider to assess the service users’ level of need, it is recommended that
the CORE-OM or a similar alternative is completed by the service-user at the beginning of the initial
assessment appointment. The CORE-OM or a similar alternative should also be repeated at the end
of the programme and the two scores can then be compared.

If a service user does not meet the referral criteria or is assessed as being a high risk to self or oth-
ers, they should be referred back to their GP.

Continued...
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What is the CORE-OM?
CORE is an abbreviation for Clinical Outcomes for Routine Evaluation.

Psychiatrists, psychotherapists, clinical psychologists, counsellors and other professionals providing
talking therapies across NHS primary, secondary and specialist care use CORE System tools.

The CORE System was designed to offer UK therapy practitioners a set of high quality tools that were
free of the usual copyright restrictions associated with other psychometric instruments. The forms are
free to download, copy and use and the system is easy to use and implement.

The CORE Outcome Measure (CORE-OM) is a 34-item questionnaire designed to measure clients’ global
distress, including subjective well-being, commonly experienced problems or symptoms, and life/so-
cial functioning. In addition, items on risk to self and others are included to assist risk assessment (for a
copy of the CORE-OM visit the website at www.coreims.co.uk).

The main purpose of the tool is to offer a measure of the global level of distress being experienced by
the individual. This is expressed as the average mean score of the 34 items - this can then be compared
with clinical thresholds before and after therapy to help determine clinical and reliable change.

The measure has been extensively validated and key publications demonstrate that it has good psycho-
metric properties and considerable utility for both clinical assessment and clinical governance initia-
tives (e.g. Mellor-Clark et al, 1999; Trusler, 2006; Bewick, 2006) (CORE System, 2008).

Procedures for those at risk

As mentioned previously, the CORE-OM includes questions that indicate whether the service-user is at
risk of harming themselves or others. For example, there are questions which ask whether the person
has been violent to others or has made plans to end their own life.

If a service user scores on any of these risk assessment questions the referring GP should be informed
as he/she has clinical responsibility. A joint decision as to whether it is suitable for the service user to
continue with the programme should then be made.

However, if a service user scores highly on any of the risk assessment questions (a score of 3 or 4), the
GP should be informed immediately. The GP should be informed that the programme is not suitable
for the service user and that they should discuss alternative treatment with them.



STEERING GROUP

Why a Steering Group?

When different agencies are involved in the development and management of a service, it is impor-
tant to establish a Steering Group to oversee and facilitate the project. The Steering Group should
have both authority and credibility. All key contributors, including service users and their carers
should be represented in the Steering Group. However, at the same time, the group should be kept
as small as possible because it is to be a working group. Groups of more than seven or eight people
can be difficult to manage.

Typical members of steering group can include:

Key personnel from each agency (eg. Director/trustee of Voluntary sector/Third Sector agen-
cy; Clinical psychologist/mental health worker from either the primary care mental health
team or the secondary mental health team; Member of staff from public health)

The Coordinator of the service

A General Practitioner

At least two service users

A carer of a service user.
Programme organiser

It is helpful to have a “programme organiser” for your Steering Group - a person who can act as an
advocate for the programme, provide the day-by-day contact and any information required.

The programme organiser could be the Self-help CBT Coordinator.

Day-to-day involvement of the programme organiser usually proves critical, particularly in provid-
ing a reliable contact point and in ensuring that the necessary procedures are properly carried out.
Terms of Reference

Steering groups often find it useful to set out the purpose, membership and objectives in a‘Terms
of Reference’ document.

Example of what is included in the Terms of Reference (See Appendix for Mind in Bexley’s actual
terms of reference):

Profile

The Steering Group is set up to oversee the development, management and day to day running of
the Self-help CBT service. The service is funded for a three year period. This group will support the
Self-help CBT service by offering their expert skills and knowledge in order to make the service as
user friendly and successful as possible.

Continued...
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Purpose

The purpose of the Steering Group includes :
1.To advise on and oversee the development, management and running of the self-help CBT service

2.To discuss any problems that have occurred and to come to a joint agreement on how to over-
come these problems

3.To allow all partnership parties involved to be engaged in the running of the service
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4.To ensure that the needs of the service users are being met by the service through providing a
monitoring and report function.

Reporting Arrangements

The Steering Group should report to the Local Primary Care Trust (or the relevant Funding Body) by
means of regular updates.

Membership
Director/trustee of Voluntary Sector/Third Sector Organisation
Member of staff from public health (Local Primary Care Trust)
Clinical Psychologist/ Mental health worker (Local Primary or Secondary Mental Health Team)
Self help CBT Coordinator/Project Worker
2 Service Users
2 Carers
GP Representative.
Others may be co-opted onto the group as required

Objective

To provide a successful and user-friendly Guided Self-help CBT service.

Meetings
Meetings could be held every month or bi-monthly as the service is established..
Minutes should be produced for each meeting

Communications

Minutes of these meetings should be forwarded to all members of the Steering Group.
Report to the PCT

Report to partnership agencies




SETTING UP THE SERVICE

Getting started

Before the service is due to begin, it is important that all potential referring agencies are made fully
aware of what the service is: who can be referred and the referral procedure.

The new service can be promoted by face-to-face visits, e-mail, phone-calls and other information
services.

Meeting with GPs

It would be advisable for the self-help CBT coordinator to visit all of the GPs who are eligible to refer
their patients to the service. This enables the coordinator to introduce themselves and the service;
explain what the service is and who is suitable/ unsuitable for referral to it.

Face to face meetings are always preferable because it is much easier to make sure that the infor-
mation is understood and that any questions can be answered on the spot. They are also beneficial
because the GP is more likely to remember the Coordinator and the service if they have had a face
to face meeting with them. This should be supplied with printed information as below.

E-mail

Most General Practices and other health care providers have access to a computer and an e-mail
system, so another good way of promoting the service and making sure that the information reach-
es as many potential referrers as possible, is by e-mail. Posters and leaflets can be sent in this way
and it is good practice for leaflets to be made available in a variety of local community languages.

Phone calls

Phone calls to the practice managers of the referring General Practices/Practice Teams can be a
good way of getting the information out quickly. However, this can be time consuming and should
be allocated for in the project set up timetable.

Designing posters and leaflets

Posters and leaflets are another way of informing referring clinicians and service users about the
service. Again it is good practice for leaflets and posters to be made available in a variety of local
community languages and accessible formats.

Posters

When designing posters to advertise the service it is important to remember to avoid jargon and
include only the most important/relevant points of information such as:

What the service is
Where they can get more information about it
Who the service is aimed at

Who is eligible for referral



Too much information on a poster can be off-putting. If the service providers’ contact details are given
on the poster, those who need more information can access it this way.

It is advisable for posters to be placed in all referring GP surgeries and in public service centres, libraries
and other public venues in order to inform any potential service-users of the new service.

Information leaflets for General Practices

Information leaflets for General Practices should give the referring clinician all the essential information
needed in order for them to refer appropriate patients to the service. These leaflets could include the
following:

An introductory paragraph outlining the NICE recommendations for mild-moderate depression/
anxiety disorders; the aim of the programme and an explanation of what tools will be used

A paragraph about how the programme will be administered

A note to point out that the referring GP will retain clinical responsibility for their patient at all
times. This could be boxed and in bold font to make sure that it stands out, so that there is no
confusion over this very important point

The referral criteria. This should be bullet pointed and made as clear as possible in order to mini-
mise the risk of inappropriate referrals

A clear explanation of how the GP refers the service user to the service. Again, bullet points are
useful to clearly define procedures

The name and contact details of the self-help CBT coordinator.
How the referrer will be informed of inappropriate referrals.
Referral leaflets

It is useful to create a two page document that combines a patient information leaflet (page 1) with a
GP referral form (page 2). This means that when the GP wants to refer a patient to the service, they are
able to give the information leaflet to the patient (page 1) and use page 2 as the referral form which
they can either fax or e-mail to the service provider.

The patient information leaflet could include the following:
An introductory paragraph about CBT and what it is used for, including benefits
A paragraph to explain what the self-help CBT programme is
An indication of where the programme is based
A brief description of each of the tools and how many sessions to expect.

An explanation of what they need to do in order to access the service.



The GP referral form should include:

Information/contact details of the service provider and details of how to refer the service user
to them

Referral diagnosis
Service users details (Name, Date of Birth, Address, Phone number)
Referring GP’s details
GPs signature
If the service user has been informed or referred
(See Appendix for an example)
Lead GP for the programme

It is useful to have a doctor to act as the lead GP for the programme. This person can act as an advo-
cate for the programme and also provide a point of contact for any issues around referrals etc. that
need attending to.

It would be beneficial to have the lead GP on the Steering Group.
Health and safety guidelines.

Section 2(3) of the Health and Safety at Work Act 1974 states that it is the duty of every employer to
prepare a general policy on health and safety

All organisations have a duty to:
State their general policy on health and safety
Bring the policy to the notice of all employees and volunteers
Review and revise the policy periodically.

The host organisation for the pilot self-help CBT programme, Mind in Bexley, have their own health
and safety policies which all of their employees and volunteers adhere to. However, it is important
that health and safety procedures are relevant to the way that individual organisations deliver the
self-help CBT service. Therefore each organisation must have its own health and safety policy.

For advice and guidance on how to go about drawing up a health and safety policy, it is worth visit-
ing the Health and Safety Executive website where you can access online advice and tools, and a

free, confidential helpline (www.hse.gov.uk).
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MEETING DIVERSE NEEDS - WORKING ACROSS CULTURES

The target for any service is to become more responsive, and work with individuals and communities
to create, support and implement ethnically sensitive and culturally specific services that will better
meet the needs of residents from diverse communities. This section acts as a guide for service users
and health providers and highlights some of the ways in which those involved in delivering Guided
Self-help CBT can promote socially inclusive services for individuals from black, minority, ethnic and
refugees communities.

Black and minority ethnic and refugee (BMER) people and mental health

Individuals from black and minority ethnic and refugee (BMER) groups suffer poorer health, have re-
duced life expectancy and have greater problems with access to health care than the majority white
population (www.blackmentalhealth.org.uk). Research has shown that individuals from BMER commu-
nities are more likely to experience:

Problems in accessing Services

Lower satisfaction with Services

Cultural & language barriers in assessments

Lower GP involvement in Care

Inadequate Community-based Crisis Care

Lower involvement as Service Users, and of Family and Carers
Inadequate support for Community initiatives

An adverse pathway into Mental Health Services.

Studies into the mental health needs of asylum seekers and refugees have shown that they are likely to
experience poorer mental health than native populations and are amongst the most vulnerable and so-
cially excluded people in society (Littlewood and Lipsedge, 1989; Fernando, 1995, Tribe 2002). In terms
of known factors that might predispose an individual to develop mental health issues, including seri-
ous and enduring problems, refugees are a group with high indicators of mental health need. Refugees
are likely to have experienced war, persecution or inter-communal conflict, resulting in multiple losses
including: family, friends, home, status and income (Burnett & Peel 2001). Reports have also highlighted
the continued difficulties this group may experience in exile (Carey-Wood et al 1995, Palmer & Ward
2007)).

Continued...
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Responding to cultural factors

The psychiatric system in the UK is based on a western model of iliness. Psychiatric theory acknowl-
edges a number of social and environmental factors that are associated with mental ill health in
both a contributory and consequential way. These include poverty, unemployment, poor housing,
social isolation and extreme mental stress and trauma (Pilgrim and Rogers, 1999; Raleigh, 2000).
However, these are not perceived as the primary causes of the major mental illnesses but rather as
secondary contributory factors. The perception of mental illness within certain cultures, in addition
to narrow western interpretations, can result in a barrier to accessing mental health services. Cul-
ture influences the presentation and meaning individuals and community members give to experi-
ences and matters to do with the mind. In one culture mental distress may be seen as a result of
demonic possession or as a result of the effects of witchcraft requiring spiritual healing. In another
cultural context it may be seen as a result of genetically inherited disease requiring administration
of anti psychotic medication. It is therefore necessary to be aware that mental illness in other parts
of the world is seen in a more holistic way taking into account the mental and spiritual difficulties
experienced by a person with mental illness. The inability to engage with people on these levels
often discourages people from BMER communities from seeking help while those that do seek help
may be poorly diagnosed or supported.

Language

Perhaps the initial principal barrier that many individuals from BMER face in accessing any service
is that of language. Any service seeking to respond to individuals from diverse groups must have a
range of language skills available in a highly flexible way. Without interpreters, service users are de-
nied access. The Health of Londoners Project identified language “as the biggest single obstacle to
access and as a major issue for providing healthcare to refugees” (Aldous et al 1999, p50). Inability
to speak English is not only problematic during the clinical encounter but makes accessing services
and appointment making difficult. Other studies have identified that many minority ethnic groups
are unaware of services available for reasons primarily to do with language (Harris K and Maxwell C.
2000).

The recommendations for this chapter draw heavily on research previously undertaken by one of
the authors (Palmer) in Palmer & Ward (2006). The guide produced “Unheard Voices: listening to
Refugees and Asylum seekers in the planning and delivery of mental health service provision in
London” (Palmer & Ward 2006) is available through the Commission for Public Patient Involvement
in Health.

http://www.irr.org.uk/pdf/Unheard_Voices.pdf



RECOMMENDATIONS
Cultural sensitivity and understanding

Services need to work in partnership with Black Minority Ethnic and Refugee (BMER) community
groups and voluntary organisations to ensure that the range of self help CBT services provided
are responsive to local residents and all sections of the community.

Innovative approaches can be employed to empower communities to participate in CBT pro-
grammes. Schemes such as working with the ‘Refugee Doctors programme’can act as a forum in
which individuals and organisations can promote and exchange information on the scheme

Service providers need to ensure equal opportunities and outcomes for BMER individuals to be
represented in the delivery of services, thus making services more culturally competent.

Stigma

In order to combat stigma there needs to be a multi level community education and training
process which demonstrates the possibility of positive outcomes of self-help CBT and counter the
possible negative beliefs within the community and institutions which stigmatise those suffering
from mental ill health.

Linguistic and interpretation needs

Partnership work between providers and community groups should be developed in order to combat
the difficulties related to linguistic and interpretation needs. For instance community organisations
have access to professionally trained interpreters who are able to work with and support the needs and
desires of the individual with various aspects of the CBT programme. The provider needs to ensure the
availability of appropriate trained interpreters. Ideally, access to a consistent interpreter would allow for
the building of trust.

Itis important that service users have access to a choice of interpreter, and due to issues of stigma
perhaps one not from their own culture. If they don't feel comfortable or secure with an inter-
preter they are unlikely to be open about their situation.

The service provider should ensure the availability of a range of literature/information that is
available in relevant languages and is culturally sensitive. Providers should develop a system of
translating letters, forms and appointment cards into relevant languages and formats.

Education and Training

Providers should conduct education programmes at a community level, ensuring that all resi-
dents are informed about accessing the service and where to access information and the various
CBT treatment options.

Providers need to ensure effective training in trans-cultural awareness for those delivering the
service. This would need to include information and training on ethnicity and mental health
which should cover understanding of language, culture and racism and the implications upon
mental health service provision. Ideally, training would be built into pre-qualifying courses and
continue throughout a professional career.



INVITING SERVICE USERS TO TAKE PART

Referrals to the service

All GPs eligible to refer their patients to the service should have copies of the “Information Sheet
for General Practices” and “Patient leaflet for GP referral”

The GP will then refer the service user to the service provider by faxing or e-mailing the GP referral
form to them.

Inviting service-users to join the programme

Once the service provider has received the referral from the GP, a letter should be sent to the
service user inviting him/her to join the programme along with a patient information leaflet which
explains what joining the programme involves.

Letter to service user

Letters to service users inviting them to join the Self-help CBT programme should be jargon free
and written in a friendly tone, including explanations of the following:

Their GP has referred them to the service

They have been given a brief information leaflet but a more detailed information sheet is
enclosed

They need to call and arrange their first appointment

They have 7 days to contact the service provider if they would like to join the programme.
If the service provider has not heard from them within the first 7 days, they may then try to
contact the person by phone in order to see if they still wish to join the programme

The programme coordinators name and contact details (See Appendix for an example).

Continued...
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Patient information leaflet

These leaflets should give the service user enough information about the programme to allow them
to make an informed decision about whether they wish to join or not. Information could be provided
under the following headings:

Why Cognitive Behavioural Therapy?

What the programme involves

Participation in the programme including time commitment
Further information (See Appendix for an example).

Once contact has been made with the service user, the programme coordinator will make the first ap-
pointment in order for them to join the programme.

Service users who cannot be recruited onto the programme

If the service user cannot be contacted, a letter should be written to the GP informing them that this
patient is unable to join the programme (See Appendix for an example).

If the service user is contacted but either does not wish to or cannot join the programme and gives a
reason for this, a letter should be written to the GP in order to pass on this information to them (See Ap-
pendix for an example).

Service users who do not attend (DNA)

Service-users are usually allowed one DNA. They should be told that any further non-attendance will
result in them being withdrawn from the programme.

If a service user DNAs and cannot be contacted by the programme coordinator, they will be withdrawn
from the programme and a letter should be written to their GP informing them of this (See Appendix
for an example).
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SELF - HELP CBT TOOLS AVAILABLE

There are various methods of delivery of self-help CBT including workbook, computer packages,
and website-based programmes available from home. Self-help CBT has been found to be benefi-
cial when delivered in a variety of different ways, as long as there is some sort of support provided
with it (See Chapter 2 for research supporting the use of self help CBT).

Some of the Self-help CBT tools available
Computerised CBT Programme: Beating the Blues® (Ultrasis, 2008).

Beating the Blues® is a Computerised Cognitive Behavioural Therapy (cCBT) programme for de-
pression and anxiety that is available via CD-ROM and the Internet. It has been shown to be a cost
effective and time efficient way of helping people suffering from these conditions to get better and
stay better. In Feb 2006 the National Institute of Health and Clinical Excellence (NICE) recommend-
ed Beating the Blues® as a treatment option for all people seen with mild or moderate depression.

Beating the Blues® is an 8-session, self help treatment designed for use by patients with no previ-
ous computer experience. During the 8-session programme users identify specific problems and
realistic treatment goals. They work through cognitive modules which focus on the identification
and challenge of automatic thoughts, thinking errors, distractions, core beliefs and attributional
styles. Interwoven with these cognitive elements are problem directed behavioural components
where patients can work on any two of activity scheduling, problem solving, graded exposure, task
breakdown or sleep management according to their specific problems. The final module looks at
action planning and relapse prevention.

Beating the Blues® is only available through a health care professional and is currently used in over
300 sites within National Health Service Primary Care Trusts, Community Mental Health Trusts and
specialist CBT services. The clinical findings have been confirmed in these settings and there is a
demonstrable reduction of waiting lists for CBT combined with an effective provision of choice to
the patient (Ultrasis, 2008).

CBT Online: Fearfighter (CCBT Limited, 2008)

FearFighter is a new method for delivering cCBT via a computer (standalone PC or internet). Re-
search has shown that FearFighter improves anxious or phobic patients about as much as face to
face therapy. It is also more readily available and more cost and time efficient.

FearFighter is an online therapy and can be accessed from home, the office or even the local library.
This convenience and confidentiality provides a solution for many sufferers who may be concerned
about the stigma associated with seeing a therapist. Taking only three months to complete, with
minimal telephone support through the process, FearFighter provides clinically proven improve-
ments for sufferers with close to zero computer skills.

Approved by The National Institute of Clinical Excellent (NICE) and included by the NHS in the
guidance for the treatment of Anxiety and Phobia, FearFighter is accessed by referral from your GP,
Health Worker or in some cases directly via self referral.



Who should be using FearFighter?

FearFighter is NICE approved and an effective treatment for sufferers of conditions such as panic disor-
der and phobias (e.g. agoraphobia, social phobia, specific phobia) (CBT Limited, 2008).

CBT Online: Living Life to the Full(Living Life to the Full, 2008)

Living Life to The Full On-line has been written by a Psychiatrist who has many years of experience us-
ing a Cognitive Behaviour Therapy (CBT) approach and also in helping people use these skills in every-
day life. During the development phase of the course, each module has been used by a wide range of
health care practitioners and members of the public.

Use of the site is entirely free of charge

The Living Life to the Full course is a life skills course that aims to provide access to high quality, practi-
cal and user-friendly training in life skills.

The course content teaches key knowledge in how to tackle and respond to issues/demands which we
all meet in our everyday lives.

The following outline gives an overview of the type of things the course covers:
Understanding why we feel as we do
Practical problem solving skills
Using Anxiety Control Training relaxation
Overcoming Reduced activity
Helpful and Unhelpful behaviours
Using Medication effectively
Noticing unhelpful thoughts
Changing unhelpful thoughts
Healthy living - sleep, food, diet and exercise

Staying well (Living Life to the Full, 2008).

Online CBT: MoodGYM (MoodGYM, 2008)

MoodGYM is an online, self-help training program delivering Cognitive Behavioural Therapy. The
programme has been developed by the Centre for Mental Health Research at the Australian National
University. It aims to identify the symptoms of depression, anxiety or other mental health disorders in
young people, and help them develop skills to cope.

MoodGYM consists of interactive modules, each one consisting of demonstrations, information, mood
exercises and workouts. Users can also take an anxiety and depression test.

Free registration is required to access the site (Health and Life Sciences, 2008).

Continued...
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Workbook: Overcoming Depression and Low Mood. A Five Areas Approach (Williams, 2006)

Overcoming Depression and Low Mood is a series of structured self-help workbooks for use by
people experiencing depression. The course allows access to the proven Cognitive Behavioural
Therapy (CBT) approach to treatment. With reading ages between 11 and 14, each workbook has
been designed to offer essential jargon-free information and provides carefully sequenced series of
questions designed to bring about change in how the person thinks and in what they do in order
to improve how they feel.

The Overcoming Depression course offers a clear model of intervention based on the Five Areas
Assessment model of depression. The books are licensed for unlimited photocopying for use clini-
cally and in teaching.

Content:
Starting out (getting motivated)
Why do | feel as | do?
Problem solving
Assertiveness
Building communication/relationships
Increasing activity and tackling avoidance
Dealing with Upsetting thinking
Improving Sleep
Using exercise to boost how you feel

Staying well

This book is one of the few self-help books available that has been researched using the gold-
standard randomised controlled study design. This found that people using the book with 3-4
short support sessions from a support worker were far less depressed, more able to live their lives
and had significantly higher well-being than those receiving usual treatment for low mood in gen-
eral practice (The Five Areas Resource Area, 2008)

Continued...
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Workbook: Overcoming Anxiety. A Five Areas Approach (Williams, 2003)

Overcoming Anxiety is divided into workbooks that are designed to help those experiencing mild to
moderate levels of anxiety and panic. The first workbooks help the reader work out the impact of worry,
panic, phobias, health fears and obsessive-compulsive symptoms on their lives. The workbooks are
written with clarity, are well-structured and are easily accessible; the boxes, checklists, bullet points and
lack of jargon all aid this difficult process. Overcoming Anxiety can be used alone or in conjunction with
the Overcoming Depression book.

The second part of the book helps the reader tackle common problems experienced during times of
anxiety:

Face fears by tackling avoidance

Improve sleep

Dealing with extreme and unhelpful thinking
Problem solving strategies

Building Assertion

...and more (The Five Areas Resource Area, 2008)
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RUNNING THE SERVICE

Planning a service guided by research findings

The service provider should draw up a plan which outlines procedures for the delivery of the self-help
CBT service. The following work plan can be used as an example of running a service.

This work plan has been guided by research undertaken by the authors on three different methods of
self-help CBT (Pittaway et al, 2008). The three methods of self-help CBT used in their study were:

Beating the Blues® - A computer based programme developed by, and accessed on licence
through Ultrasis

Living Life to the Full — a free access website developed by Depression Alliance Scotland
Self-Help CBT Workbooks — developed by Dr Chris Williams of Glasgow University.

Our research highlighted that the Living Life to the Full internet programme and the Self-help CBT
workbooks are more cost effective ways of delivering self-help CBT and were found to be equally ef-
fective as Beating the Blues® in terms of patient outcome at eight weeks. For this reason, these have
been chosen as tools that can be used in delivering guided self help CBT.

Workplan for the Self-help CBT service

All service users will have an initial assessment session. During this session the service user will com-
plete the CORE-OM or similar alternative in order to assess his/her current level of distress and suit-
ability to the self-help CBT programme. The self-help CBT Coordinator will also discuss with the service
user the different methods of self-help CBT on offer and help him/her to decide which method would
suit them best (see below for methods of delivery).

Service users will be offered 3 different methods of delivery of self-help CBT:-

1) Self-help CBT Workbook - Overcoming Depression/ Anxiety — A Five Areas Approach by Dr Chris
Williams. These workbooks are based on a structured self-help CBT approach. Service-users will at-
tend an initial session where the Self-help CBT Coordinator will introduce them to the first workbook
which contains some tasks to complete and bring back the following week. They will then attend a
second appointment which will involve discussing any completed tasks with the Coordinator in order
to decide which further workbooks they would take away to complete during the course of the pro-
gramme. Service users will be given a supportive phone call at week four.

2) “Livinglifetothefull” free Internet based self-help CBT website — accessed independently, either on
personally-owned computers or at their local library. “Livinglifetothefull”is a free access self-help CBT
internet website which consists of thirteen 45-60 minute modules - the first module is compulsory, the
other modules are picked to suit the needs of the individual. Service users will attend an introductory
appointment with the self-help CBT Coordinator where they will be assisted to sign up to the pro-
gramme and shown how to use it. They will then be given two support phone calls at weeks 2 and 4.



3) “Livinglifetothefull” Internet based self-help CBT website — accessed weekly at a local site for 8 ses-
sions. The Internet programme is the same as the above, but for some individuals it may be more
beneficial for them to attend a weekly session. They will also have an introductory session with the
self-help CBT Coordinator as above, but will attend weekly for 8 sessions and although they will be left
to complete the programme independently, the coordinator will be on hand to advise and help them if
needed.

All service users will have a final appointment with the self-help CBT Coordinator to discuss and assess
their progress on the programme. The CORE-OM will be used for assessment.

Administration for the self-help CBT programme

Apart from the duties mentioned above, the self-help CBT Coordinator will also undertake general
admin tasks for the programme e.g. Letters/phone calls to GPs, Letters/phone calls to service-users,
photocopying workbooks etc.

Members of Staff/Working hours

The above work plan is based on one full-time member of staff (the self-help CBT Coordinator) and one
part-time member of staff working for 7 hours per week working with 350 users per year.

The self help CBT coordinator will be responsible for the setting up, delivery and day to day manage-
ment of the programme, and line manage and supervise the support worker. A main objective of the
self help CBT Coordinator will be to engage with, and build a relationship with the patient. Patient
engagement is crucial for the success of self-help materials as it is for traditional therapy. Other objec-
tives include generating positive expectations of therapy and encouraging the patient to have a sense
of hope about the outcome.

The part time worker will assist the self-help CBT Coordinator with the general admin tasks for the pro-
gramme.

It is good practice to offer an‘out of hours’ service in the evening and/or on the weekend, in order to
provide for any service users who have difficulty attending sessions during usual working hours.

Keeping GPs informed of any service user issues

The service users'GP retains clinical responsibility at all times, and the self-help CBT Coordinator/pro-
vider does not provide a clinical role. Therefore, it is important for the referring GP to be informed of
any service user issues that may arise during the course of the programme. For example, if the service
user decides that they wish to withdraw from the programme, or if they miss appointments and do
not make contact to re-arrange them, the GP should be informed in writing (See Appendix for sample
letters). If the self-help CBT Coordinator becomes concerned about a service users’ health at any time
during the programme, they should contact the referring GP immediately.



ADMINISTERING THE OVERCOMING DEPRESSION AND OVER-
COMING ANXIETY WORKBOOKS TOOL

Session 1 overview: Week 1: Total time: approximately 45mins-1 hour
Before introducing the workbook

Assessment: Explain that the service user will be asked to complete the CORE-OM or alternative
assessment tool at the beginning of each attended session so that his/her GP can be made aware if
there is a decline in mental health.

Risk management: If the service-user is assessed (using the CORE-OM risk items) as being a high
risk to self or others the GP should be informed immediately (See Chapter 5 Procedures for those at
risk).

Introduction to the workbook programme
Ask the service user if he/she has any questions about the programme.
The self-help approach

Ask service user if he/she has used any self-help materials before (e.g. for smoking cessation
/ to lose weight etc) and did they find them helpful.

Explain that this programme offers supported self-help. The service user will have written
workbooks to use at home when appropriate, but there is the added advantage of having
a healthcare practitioner to offer support while the service user is working through the pro-
gramme.

Aims of Self-help:
Help you to understand why you feel as you do
Teach you new coping skills and strategies
The skills and workbooks can be used again in the future
May help you to cope with difficult times in the future.
What you will learn

The course is based on the Overcoming Depression/Anxiety Workbooks. They are written in
a very easy to understand fashion and help the reader to deal with common problems seen
in depression and anxiety.

Practical approach
Helps you to help yourself

Based on Cognitive Behavioural Therapy which has been found to be very helpful for mild-
moderate depression and anxiety

10 workbooks addressing common difficulties encountered by people e.g. negative thinking,
reduced activity, how to overcome practical problems etc.

Others have found the programme effective (e.g. Pittaway et al, 2008).

Continued...
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Working together
Inform the service user that:
The self-help CBT coordinator/healthcare practitioner is here to work with you

You can also work with your friends/relatives. They can also learn something from the programme.
Choose someone whose opinion you trust

It is important for you to work on the tasks between sessions. These are designed to help you to
put into practice what you have learned

We will meet weekly for 2 weeks. | will call you at week 4 to review your progress. You will come
in for a final appointment at week 8 in order for us to discuss and assess your progress on the

course.
You can contact the provider with any questions between sessions
If you feel worse at any stage, please contact your GP in the usual way.
Overview of Understanding Depression Workbook 1
Introduce the first workbook “Understanding why | feel as | do”

Look through the opening pages of the workbook and briefly go over the introduction sections
1&2

Use the Five areas example “John’s wallet” in section 3 to explain the concept of the five areas ap-
proach

The purpose of this workbook is to identify how depression may be affecting them in each of the
five areas and to help them to decide which other workbooks will be most beneficial for them to
use. Explain that we will discuss this when we meet next week

n

They need to complete the tick-box questionnaires in section 2 “Your own five areas assessment
of the second part of the “Understanding why | feel as | do” workbook

They will then take away workbook one and complete the exercises in it to bring back at their next
session the following week.

Encourage them to come back even if they are not sure about the self-help approach.
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Overview of Understanding Anxiety Workbook 1
Introduce the first workbook 1a“Understanding how anxiety is affecting me”

Look through the opening pages of the workbook and briefly go over“How to use this work-
book”.

Use the Five areas example “John’s wallet” in section 3 to explain the concept of the five areas
approach

Explain that the purpose of workbook 1a is to help them to identify which of the following
workbooks aimed at specific anxiety disorders is most suitable for them (i.e. Workbook 1b:
Understanding worry and generalized anxiety; 1c: Understanding panic and phobias; 1d: Un-
derstanding obsessive-compulsive symptoms (OCD) or 1e: Understanding how we respond
to physical health problems)

Help the service user to decide which specific anxiety workbook would be most suitable for
them (1b, 1¢, 1d or 1e) using the tick-box check-lists in workbook 1a.

The purpose of their chosen workbook is to identify how anxiety may be affecting them in
each of the five areas and to help them to decide which other workbooks will be most ben-
eficial for them to use. Explain that we will discuss this when we meet next week.

They need to complete the tick-box check-lists in section 2 of their chosen workbook (1b, 1c,
1d or 1e). This will be his/her own five areas assessment. We will discuss this when we meet

next week

-They will then take away workbook 1a plus either 1b, 1¢, 1d or 1e and complete the exercises
in it to bring back at their next session the following week

Encourage them to come back even if they are not sure about the self-help approach.

Using the overcoming depression/anxiety workbooks: Session 2 Overview :(Week 2, 30 Mins -
45 Mins)

Before the start of the session, ask the service-user to complete the CORE-OM (see “Before intro-
ducing the workbook” in session 1 overview).

Introduction: Focus on the first workbook
Review the service user’s use of the first workbook

Has the service user completed the first workbook and decided which further workbooks they wish
to complete?

If they have read the workbook or at least part of it:

Ask which parts of the workbook the service user found most relevant to themselves e.g.:
Unhelpful thinking styles
Vicious circle of reduced activity

Vicious circle of unhelpful behaviour.



Look through their five areas assessment together to see which workbooks they have identified as pos-
sible ones to look at.

Introduce the step-by-step approach - Short-, medium- and longer-term goals (This can be found
in the “Overcoming Depression workbook 1, page 26 and towards the end of the Overcoming
Anxiety workbooks 1b,1¢,1d and 1e)

Describe the need for:
Short-term targets: changes they can make today, tomorrow next week
Medium-term targets: changes to b put in place over the next few weeks
Long-term targets: where you want to be in six months or a year

There may be several different problems that have been identified in workbook 1, but it is important for
the service-user to understand that he/she needs to prioritise and focus on changing just one or two
areas to start with — this means that they must also choose NOT to focus on other areas.

Decide together which workbooks they will take away and work on during the next 6 weeks (Maximum
of 3 as any more than this can be overwhelming). Also decide on any further workbooks that might be
beneficial for the service user to use in the future.

If they have not read the workbook:

Ask what stopped the service user from doing so. Was it an internal problem (e.g. didn’t have enough
time, forgot, couldn’t see the point etc.) or an external problem (e.g. work/home issues, something that
happened etc.?)

Talk about how the service user could overcome these blocks. Suggest the use of the workbooks as an
experiment and just give it a try.

Look at the five areas assessment blank sheet and use this to help the service user identify up to two
workbooks of potential use to try next.

Introduce the step-by-step approach (as above).

Decide together which further two workbooks they will take away and work on during the next 6 weeks
but encourage the service user to work through workbook one first.

Also decide on any further workbooks that might be beneficial for the service user to use in the future.
At the end of Session 2
Arrange to give the service user a phone call in two weeks time in order to review progress

Arrange an appointment for the service user to come in for a final assessment appointment in six weeks
time.

Using the overcoming depression/anxiety workbooks: Session 3 Overview (Week 4, 15 - 30 min-
utes)

Phone call to service user at the time arranged at the end of session 2.

Review progress (How have you found the workbooks? Are any sticking points? What have you learnt?
How did you overcome any hurdles? Etc....)



Answer any questions that the service user may have about the workbook/s that he/she has been
working on.

If the service user is working through the workbooks quite quickly, you may want to ask if an addi-
tional workbook should be sent.

Encourage continuation with the workbooks and confirm appointment at week eight.

Ask if the service user thinks that the course is helping and explain that if he/she feels that the
symptoms are getting worse contact should be made with the GP in the usual way.

Final Assessment session for the overcoming depression/anxiety workbooks: Session 4 Over-
view (Week 8 30 - 40 minutes)

Evaluation of the service

Once the service user has completed the course it is good practice to evaluate the experience of
taking part in the programme. This can be done by using structured interviews or questionnaires.
For example, the service user could be asked a series of questions such as:

Did you like the approach?

Would you recommend it?

Was there anything about the programme you would change?
Did you learn something?

Any other comments about the programme?

This allows the service provider to gain some qualitative feedback from the service user and will
give valuable information about what can be done to improve the service in the future.

Final assessment - Discharge

Ask the service user to complete the CORE-OM as their final assessment. This score should be com-
pared with the initial CORE-OM score before session one.

Explain that their results will be sent to their GP with a comment on whether or not the final score
indicates an improvement in the service user’s mental health (See Appendix for an example letter
to GP). Copies of this letter should be sent to the service user for reference.

The Future

Workbook 10 “Planning for the Future” can be offered as the final workbook to read. Advise to read
when they are feeling better and explain that it covers hints and tips as to how to stay well.

Explain that if in the future the service user feels that the symptoms are returning, he/she can go
back to the workbooks and go over the techniques that have helped them before.

However, it is important to emphasise that the service user should return to the GP if feeling that
symptoms are worsening and that further help may be needed.

The recommendations for this chapter draw heavily on work undertaken by Dr Chris Williams. The

full document can be found at: http://www.calipso.co.uk/downloads/



ADMINISTRATINGTHE"Livinglifetothefull”FREEINTERNET BASED
SELF HELP CBT WEBSITE

Procedure for administering the Living Life to the Full programme when it is accessed independ-
ently by the service user.

Registering as a practitioner

If you are a health care practitioner, social care worker, teacher or voluntary sector worker whose role is
supporting others in their use of the course, you need to register with the Living Life to the Full course

as a practitioner. This will provide you with access to allow you to support your patients/clients in their
use of this site, and also access practitioner training and other resources.

Session 1 overview: Week 1,Total time: approximately 1 hour — 1 hour 15 mins
Before introducing the Living Life to the Full website

Assessment: Explain that they will be asked to complete the CORE-OM assessment tool at the begin-
ning of each attended session so that their GP can be made aware if there is a decline in their mental
health.

Risk management: If the service-user is assessed (using the CORE-OM risk items) as being a high risk to
self or others the GP should be informed immediately (See Chapter 5 Procedures for those at risk).

Introduction to the Living Life to the Full programme
Ask the service user if they have any questions about the programme.
The self-help approach

Ask service user if they have used any self-help materials before (e.g. for smoking cessation/ to
lose weight etc) and did they find them helpful.

Explain that this programme offers supported self-help. They will be able access the livinglife-
tothefull internet programme at home in their own time, but there is the added advantage of hav-
ing a healthcare practitioner to support them while they are working through the programme

Aim of Self-help:
Help you to understand why you feel as you do
Teach you new coping skills and strategies
The skills and techniques learned can be used again in the future.
You can access the livinglifetothefull website in the future if needed

May help you to cope with difficult times in the future

Continued...
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What you will learn
The course is based on the Living Life to the Full self help CBT internet programme.

Modules have been designed to be easy to navigate so that you can take the course at your

own pace.
Practical approach
Helps you to help yourself

Based on Cognitive Behaviour Therapy which has been found to be very helpful for mild-
moderate depression and anxiety

14 modules addressing common difficulties encountered by people e.g. negative thinking;
reduced activity, how to overcome practical problems etc.

Others have found the programme effective (e.g. Pittaway et al, 2008)
Working together
Tell the service user that:
The self-help CBT coordinator/healthcare practitioner is here to work together with you

You can also work with your friends/relatives. They can also learn something from the pro-
gramme. Choose someone whose opinion you trust

It is important for you to work on the tasks between sessions. These are designed to help you
to put into practice what you have learned

After this introductory session, you will have a telephone call at week 2 to help you with any
operational or technical problems that you may have come across. You will be called again at
week 4 to review your progress. You will come in for a final appointment at week 8 in order
for us to discuss and assess your progress on the course.

You can contact me with any questions between sessions

If you feel worse at any stage, please contact your GP in the usual way
Overview of living life to the Full Course:

Show the service user the introduction DVD (10 minutes)

Introduce service user to first module ‘About the Course’ Explain that working through this
initial module gives an idea of how the course is structured and presented.

When they have worked through the ‘About the Course’ module, introduce the service user
to the ‘Starting out’module.

Skim through the pages of this module (with the sound muted), explaining that the course
is based on the “Five areas assessment model” and talking through some of the examples
given. This will give an idea of the concept of the approach.



Explain that the purpose of this module is to identify how depression/anxiety may be affecting
them in each of the five areas and to identify which further modules may be beneficial for them.

They should use page 9 of the first handout from this session to identify which modules they plan
to complete.

At the end of the module, they will be asked to print out a second handout. They should use this
handout to draw up a personal plan to work on the course modules.

At the end of the session, advise the service-user to work through the ‘Starting out’ module on

their own computers.

They will be given a phone call at week 2 to make sure that they have not had any operational or
technical problems with the programme.

They will be given a supportive phone call at week 4 to see how they have been getting on with
the programme.

They will come in for a final assessment appointment at week 8.
At the end of Session 1

The website gives you the option of setting up a Practitioner to Patient Support Relationship. If
you know the patient’s email address, you can enter the details here to link your practitioner ac-
count with their account. You will then be able to see: when they visited the Living Life site; which
modules they have completed; the results of their mood questionnaires; any messages they leave
for you.

Arrange to give the service user a phone call the next week to make sure they have not had any
operational or technical problems with the course.

Arrange to give the service user a phone call at week 4 to review their progress.

Arrange an appointment for them to come in for a final assessment appointment at week 8.
Using the Living Life to the Full programme:
Session 2 Overview (Week 2, 15 - 30 minutes)

Phone call to service user at the time arranged at the end of session 2.

Ask how they are feeling and explain that if they feel that their symptoms are getting worse they
should contact their GP in the usual way.

Ask if they have had any technical/operational problems. Give them advice on how to overcome
these.

Ask if they have completed the first module.
If they have completed the first module:
Ask which other modules have they planned to complete

Have they drawn up a personal plan to work through the course? Ask them about the plan



If they have not completed the first module:

Ask what stopped them from doing so. Was it an internal problem (e.g. didnt have enough
time, forgot, couldn’t see the point etc.) or an external problem (e.g. work/home issues,
something that happened etc..)

Talk about how they could overcome these blocks. Suggest that they could use the pro-
gramme as an experiment and just give it a try

Suggest that they set time aside to do the first module and remind them that you will be giv-
ing them a call at week four to see how they have been getting on with the programme

All service users:
Ask if they have any questions about the programme.

Encourage them to continue with the programme and confirm their telephone appointment
at week four.

Using the Living Life to the Full programme: Session 3 Overview (Week 4, 15 - 30 minutes)
Phone call to service user at the time arranged at the end of session 2.

Review progress (How have you found the programme? Are there any sticking points? What
have you learnt? How did you overcome any hurdles? etc.)

Answer any questions that they may have about the programme.

Encourage them to continue with the programme and confirm their appointment at week
eight.

Ask if they think that the course is helping and explain that if they feel that their symptoms
are getting worse they should contact their GP in the usual way.

Using the Living Life to the Full programme:
Final assessment Session 4 Overview (Week 8, 15 — 30 minutes)
Evaluation of the service

Once the service user has completed the course it is good practice to evaluate their experience of
taking part in the programme. This can be done by using structured interviews or questionnaires.
For example, the service user could be asked a series of questions such as:

Did you like the approach?

Would you recommend it?

Was there anything about the programme you would change?
Did you learn something?

Any other comments about the programme?

This allows the service provider to gain some qualitative feedback from the service user and will
give valuable information about what can be done to improve the service in the future (see chap-
ter Monitoring and Evaluation).

Continued...
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Final assessment - Discharge

Ask the service-user to complete the CORE-OM as their final assessment. This score should be compared
with their initial CORE-OM score before session one. Explain that their results will be sent to their GP
with a comment on whether or not the final score indicates an improvement in their mental health (See
appendix for an example letter to GP). This letter should be copied to the service user for reference.

The Future

Advise that they should do the “Staying Well” module when they are feeling better and explain that it
covers hints and tips as to how to stay well.

Explain that if in the future they feel that they symptoms are returning they can go back to the Living
Life to the Full programme and go over the techniques that have helped them before.

However, it is important to emphasise that they should return to their GP if they feel that their symp-
toms are worsening and they feel that they need further help.

The recommendations for this chapter draw heavily on work undertaken by Dr Chris Williams. The
document can be found at:

http://www.calipso.co.uk/downloads/Using%200vercoming%20Depression%20written%20workbook%20protocol.pdf/
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MONITORING AND EVALUATION

What is monitoring?

Monitoring is the periodic oversight of the implementation of an activity which seeks to establish
the extent to which input deliveries, work schedules, other required actions and targeted outputs
are proceeding according to plan, so that timely action can be taken to correct deficiencies de-
tected. It is the gathering of regular factual information which allows an organisation or provider to
make day to day improvements to service performance..

What is evaluation?

Evaluation is a process which attempts to determine as systematically and objectively as possible
the relevance, effectiveness, efficiency and impact of activities in the light of specified objectives. It
is a learning and action-oriented management tool and organizational process for improving both
current activities and future planning, programming and decision-making. Evaluation involves us-
ing monitoring and other information to assess the longer term value of the service.

Why evaluate the self-help CBT service?

To evaluate means “to ascertain the value or worth of,” according to its Latin root. Knowing what
difference a programme such as a self help CBT service is making motivates workers, users and
funders to renewed effort. Although evaluations may be retrospective, they are essentially forward
looking with regard to their purpose. Evaluation applies the lessons of experience to decisions
about current and future programmes. Thorough evaluation presents alternatives for decision-
makers to consider.

Evaluation can be an excellent learning tool as well as a means to improve programme perform-
ance and demonstrate accountability. Too often evaluation is perceived as threatening; it should be
constructive. For example, evaluation can be tapped for developing and improving management
and planning capabilities. Evaluation results can be used in fundraising efforts to obtain greater
support from statutory funders, private organizations and trust funds, and the general public.

Evaluation is important because it results in verified best practice that can be shared with others.

Continued...
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The relationship between monitoring and evaluation

Both monitoring and evaluation are management tools. In the case of monitoring, information for
tracking progress according to previously agreed on plans and schedules is routinely gathered. Dis-
crepancies between actual and planned implementation are identified and corrective actions taken.
When findings are used to monitor the development results (effects, impacts) it is sometimes referred
to as ongoing evaluation. Evaluation is more episodic than monitoring. It is facilitated by monitoring
but utilizes additional sources of information. Many such sources are identified during project reviews
when there is a need to understand why inputs did not lead to planned outputs. Evaluation focuses on
specific questions related to effectiveness and impact in order to influence future programmes or serv-
ices. Impact assessment is often difficult because causality is difficult to determine, in addition to be-
ing costly and time-consuming. However, managers/co-ordinators need to know the effects of project
activities on the intended beneficiaries/service users during implementation.

Responsibilities

Monitoring progress and evaluating results are key management functions to improve the programme
performance of those who are responsible for implementing programmes. Close communication and
negotiation are necessary while planning and carrying out monitoring and evaluation processes. De-
ciding who will carry out each of the many tasks involved in monitoring and evaluation is an important
component of programme and project planning.

Stages of evaluation
Step 1: What is the purpose of the evaluation?

This is the first step to evaluating the service and should be done at the planning stage. You need to
decide what the purposes of your evaluation are and what assessment tools will be used in your evalua-
tion of the service. Key questions to consider could include:

What are you evaluating, why and for whom?

When will the evaluation be done?

What is the cost?

Who will carry out the evaluation

What tools will be used in order to assess the success of the service

Tools for assessing success of the service

It is beneficial to measure the success of the service using both quantitative and qualitative measures.
Some of the measures are highlighted below.



Quantitative measures

As mentioned in chapter 5 “Framework for Good Practice” the assessment measure recommended
by the authors is the CORE-OM which can be accessed at www.coreims.co.uk. This can be used to
assess levels of distress at the beginning of the programme and then repeated at the end of the
programme. The two scores can then be compared and this will give a quantitative measure of suc-
cess of the programme. The CORE-OM is a free to use assessment tool.

Other free to use assessment measures are also available, for example the Patient Health Question-
naire (PHQ9) depression measure is commonly used in Primary Care in the UK and the GAD7 meas-
ure is also used for diagnosing Anxiety disorders.

Other measures that can be used include the HADS (Hospital Anxiety and depression Scale); the
BDI (Beck Depression inventory) and the BDA (Beck Anxiety Inventory), however theses measures
incur cost per use (Care Services Investment Partnership, 2008)

Qualitative measures

Participatory evaluation is a collaborative approach that builds on strengths and that values the
contribution of patients/service users and everyone else involved.

Collaboration allows those involved in the project to:
Work in partnership with community groups to do evaluation.
Recognise the experience and expertise of community groups.
Recognise the health outcomes of the project.
Make evaluation questions and findings relevant to all stakeholders.
Increase the acceptability of and support for the evaluation process and outcomes.

Produce more meaningful results that can be used by both programs and projects to learn
how to improve the work being done and to influence policy and program directions.

Structured interviews and/or questionnaires could be carried out with service users at the begin-
ning of the programme; on completion of the programme and at six months after completion of
the programme. This would allow the provider to assess service users views of the programme at
various points in time.

It would also be beneficial to interview referring GPs and other stakeholders to see what their

views of the service are.



Step 2: Write up a monitoring and evaluation plan

This plan should set out:
Aims and objective - It is important to be clear about what you want to know
Conceptual framework

Action plans — with a detailed plan for the next 12 months and an outline of what you want to
achieve over the longer term, setting out how you will monitor and collect information

How you will report on and disseminate your findings

Step 3: Implement the plan

Though the evaluation may take place later, the monitoring systems will need to be in place from the
beginning of the service. You will need to have a data collection form including all of the information
you require from your service users, ready for use at the start of the service.

The service-users and all other partners in the service are an essential element of the evaluation proc-
ess, so it is important to keep everyone informed about what is going on. This will give them a sense

of contributing to the success of the service and will be likely to result in positive attitudes towards it.
Learn from evaluation results and put them into use, i.e., to improve organizational as well as evaluation
practice.

Evaluation encourages accountability and learning. It ensures participation that contributes to the
achievements of project or program objectives and provides a basis for credible advocacy to strength-
en policies and programs. Although, it requires time and financial resources, the process encourages
ownership by all stakeholders and thus leading to sustainability of the project.
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APPENDIX

PATIENT LEAFLET FOR GP REFERRAL

(If you refer a patient to the Self help CBT programme please give them this leaflet)

If your GP has given you this leaflet it is because they fell you will benefit from the Self-help
Cognative Behavioural Therapy programme

What is Cognitive Behavioural Therapy?

Cognitive Behavioural Therapy (CBT) is used to treat depression and anxiety disorders. It helps you to see
the link between how you think on one hand, and how you feel and behave on the other. In particular it
works on negative and unhelpful thoughts and gives you ways to change them.

What is the Self help CBT programme?

It is a guided programme which offers different methods of delivery of self-help CBT. These include:
« Workbooks
« Psycho-educational workshops
« Computerised CBT

Where is it based?
The programme is based at XXX and sessions can take place at both statutory and voluntary sector sites
in the XXX location

The tools-What happens

You will have an initial assessment session where you will be helped to decide which method of
delivery of self-help CBT is best for you. The programme then takes place over an eight-week period
(except the workshops which are a one-day course). There are 4 alternative ways of delivering the self-
help CBT:

- Self-help CBT Workbook

- Internet based self-help CBT website - Accessed independently

- Internet based self-help CBT website - Accessed weekly at a local site for 8 sessions.
- Psycho-educational workshops - Based on the self-help CBT workbooks.

Your GP retains clinical responsibility for you at all times and the coordinator does not provide
a clinical role.

What you need to do:

Phone (phone number )within a week if you would like to join the programme.

If organisation/Coordinator do not hear from you within 7 days of receiving the referral notice, you may
be contacted once by phone.



GP LEAFLET FOR PATIENT REFERRAL FOR GUIDED SELF-HELP CBT PROGRAMME
FOR MILD TO MODERATE DEPRESSION, ANXIETY, PTSD, OCD AND BDD

(GP TO COMPLETE)

(Please use this referral template or include the details below in your referral letter)

Patient Name:
Date of Birth: 01/01/1900 note: patients must be 18 or over
Patient Address:

Daytime phone: (for contact by Booking office)

Mobile:

NHS No: Ethnicity:

Interpreter needed: ry [N Language if YES:

The referral diagnosis is:
Mild to moderate depression:

Mild to moderate anxiety:

Mild post traumatic stress disorder (PTSD):
Mild obsessive-compulsive disorder (OCD):
Mild body dysmorphic disorder (BDD):

OOoooan

Note: this service is not suitable for patients with: active suicidal ideas; a current diagnosis of psychosis,

personality disorder or organic mental disorder; alcohol and/or drug dependence.

Relevant psychiatric & medical history:

Relevant (ie psychotropic) medication:

Referred by: Dr Name signature:

Registered GP: Dr Name

Practice Address:
Telephone: phone number (ex-directory)
email:

date:

Please complete this referral form and fax to XXX on XXX or email the electronic version as an

attachment to XXX marked “Confidential for the Self-Help Coordinator”.
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LETTER TO PATIENT INVITING THEM TO PARTICIPATE IN THE SCHEME

Name

Address

Date

Dear Mr/s

Self-help Cognitive Behavioural Therapy (CBT)

| am writing to you because your GP has referred you to our self-help CBT programme.

You should have received a patient leaflet from your GP, informing you briefly about Cognitive
Behavioural Therapy and what the Self help CBT programme involves. | am enclosing a more
detailed patient information sheet for you to read before you attend your first session with us, so

that you are fully informed about what taking part in the programme involves.

When you attend your first session with us, you will have the opportunity to ask questions about
any aspect of the programme that you are unclear or worried about.

If you would like to join the programme and potentially benefit from this service, you need to
call me on 020 8303 5816 within a week of your GP referral. If | do not hear from you within 7

days, | will contact you by phone to see if you still wish to join the programme.

Thank you for taking the time to read the enclosed information. If you have any questions,
please feel free to contact me.

Yours sincerely

Guided Self Help CBT Co-Ordinator
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PATIENT INFORMATION LEAFLET NEW SERVICE

Patient information sheet

Why Cognitive Behavioural Therapy (CBT)?

Your GP has referred you to XXX because he/she thinks that you would benefit from Cognitive Behav-
ioural Therapy.

‘Cognitive Behavioural Therapy, commonly shortened to ‘CBT'is based on the idea that it's not events
themselves that upset us, but the meanings we give them. CBT differs from other therapies because
sessions have a structure, using images, self-instruction and related techniques to develop thinking and
physical strategies to enable us to overcome the situations which produce our depression and/or anxi-
ety.

What the Programme involves

Everyone attending the programme will have an initial assessment session. During this session you will
be asked to complete an assessment questionnaire in order to assess your current level of distress and
your suitability to the self-help CBT programme. The self-help CBT Coordinator will also discuss with you
the different methods of self-help CBT on offer and help you decide which method will suit you best.

Service users will be offered 4 different methods of delivery of self-help CBT:-

1) Self-help CBT Workbook - Overcoming Depression/ Anxiety — A Five Areas Approach by Dr Chris
Williams. These workbooks are based on a structured self-help CBT approach. You will attend an initial
session where the Self-help CBT Coordinator will introduce you to the first workbook which contains
some tasks to complete and bring back the following week. You will then attend a second appointment
which will involve discussing any completed tasks with the Coordinator in order to decide which fur-
ther workbooks you will take away to complete during the course of the programme. You will then be
given a supportive phone call at week 4.

2) “Livinglifetothefull” free Internet based self-help CBT website — accessed independently, either on
your own computers or at your local library. “Livinglifetothefull” is a free access self-help CBT internet
website which consists of thirteen 45-60 min modules - the first module is compulsory, the other mod-
ules are picked to suit the needs of the individual. You will attend an introductory appointment with the
self-help CBT Coordinator where you will be helped to sign up to the programme and shown how to
use it. You will then be given two support phone calls at weeks 2 and 4.




3) “Livinglifetothefull” Internet based self-help CBT website — accessed weekly at XXX for 8 sessions. The
Internet programme is the same as the above, but for some people it may be more beneficial to attend
a weekly session at XXX. If you choose this option, you will attend weekly for 8 sessions and although
you will be left to complete the programme independently, the coordinator will be on hand to advise
and help you if needed.

4) Psycho-educational workshops for up to 25 people will be led by the self-help CBT coordinator. These
sessions will be based on the Overcoming Depression/ Anxiety workbooks by Dr Chris Williams. During
these workshops you will be introduced to the concept of self-help CBT and guided through the Five
Areas Approach which is explained in the workbooks. You will do some individual and group tasks, de-
signed to help you to understand some of the self-help CBT techniques. You will also be provided with
handouts to take away with you at the end of the session. These workshops will be held on a Saturday
and will last for approximately 5 hours.

All service-users will have a final appointment with the self-help CBT Coordinator. During this session
you will be required to repeat the assessment questionnaire you completed during your initial assess-
ment session. The two questionnaires will then be compared in order to assess your progress on the
programme. Your GP will be sent the results of these questionnaires on completion of the programme.

All sessions provided at XXX will be held in a private area.

Participation in the programme

In order to be eligible for the programme you must be aged 18 + years and suffering from mild-moder-
ate depression, and/ or anxiety disorders.

This service is not suitable for you if you have: active suicidal ideas; a current diagnosis of psychosis,
personality disorder or organic mental disorder; alcohol and/or drug dependence.

If the self-help CBT coordinator becomes concerned about your health during the course of the pro-
gramme, they will contact your GP or local mental health staff, in order to request help. They will not be
able to provide support beyond that described above.

Further information

We thank you for taking the time to read this information sheet.

Please contact the Guided Self Help CBT Co-Ordinator if you would like to discuss any aspect of this pro-
gramme.

We look forward to working with you.



LETTER TO GP (NOT ABLE TO CONTACT SERVICE USER)

Name

Address

Date

Dear Dr Name,

Re: Patients name (DOB) - Self-help CBT Programme

| am writing to you regarding the above patient whom you referred to our Self-help CBT Programme on
the date.

| have written to Mr/s name enclosing a patient information leaflet and inviting him/her to join the pro-
gramme. | have also tried to contact him/her about joining our programme by phone. However, | have
not been able to reach him/her and he/she has not called us to arrange an appointment. Therefore, | am
unable to join him/her on our programme at the present time.

Please do not hesitate to contact me if you have any questions regarding this matter

Yours Sincerely

Guided Self Help CBT Co-Ordinator
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LETTER TO GP (SERVICE USER DOES NOT WANT TO PARTICIPATE)

Name

Address

Date

Dear Dr Name,

Re: Patients Name (DOB) - Self-help CBT Programme

| am writing to you regarding the above patient whom you referred to our Self-help CBT Programme on
date. | have spoken to name about the Self-help CBT programme and s/he informed me that s/he does
not want to join the programme at the present time because ..........ccoveiiiiiiiiiiiiiiiiiiii e

Please do not hesitate to contact me if you have any questions regarding this matter
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Yours Sincerely

Guided Self Help CBT Co-Ordinator




LETTER TO GP (WITHDRAWN DUE TO MISSING SESSION)

Name

Address

Date

Dear Dr Name,

Re: Name (D.O.B.) - Self-help CBT Programme

| am writing to you regarding the above patient whom you referred to our Self-help CBT Programme on
date

Name had his/her first appointment with us on date and continued to attend for the next ? sessions.
However, s/he has not attended the following ? sessions that s/he was booked in for.

Our policy for those who do not attend without notifying us is that we allow one missed session but, if
a service user misses a second session without notifying us, we withdraw them from our programme.
Therefore, | am afraid that | will have to withdraw Name from our Self-help CBT programme.

Please do not hesitate to contact me if you have any questions regarding this matter

Yours Sincerely

Guided Self Help CBT Co-Ordinator
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LETTER TO GP (SERVICE USER WISHES TO WITHDRAW)

Name

Address

Date

Dear Dr Name,

Re: Patient’s name (DOB) - Self-help CBT Programme

| am writing to you regarding the above patient whom you referred to our Self-help CBT Programme on
Date.

Patient’s name has decided to withdraw from the programme because

...........................................................................................

Or
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S/he did not give a reason for this

Please do not hesitate to contact me if you have any questions regarding this matter.

Yours Sincerely

Guided Self Help CBT Co-Ordinator




LETTER TO GP (DID NOT ATTEND APPOINTMENT)

Name

Address

Date

Dear Dr Name,

RRe: Patient’s name (DOB) - Self-help CBT Programme

| am writing to you regarding the above patient whom you referred to our Self-help CBT Programme on
Date.

Patient’s name did not attend his/her appointment with us on date and has not been in contact with us
in order to re-arrange this appointment. | am therefore not able to accept him/her onto the programme
- or - continue with him/her on the programme - at the present time.

You may wish to contact name to discuss further.

Please do not hesitate to contact me if you have any questions regarding this matter.

Yours Sincerely

Guided Self Help CBT Co-Ordinator
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LETTER TO GP (AT END OF PROGRAMME)

Name

Address

Date

Dear Dr Name,

Thank you for referring your patient Name of Address, to this CBT programme. S/He chose to do the
Workbook or Internet option.
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S/He has now completed the course.

Name completed the CORE-OM questionnaire at the beginning and the end of the course and his/her
scores are shown in the table below:

CORE-OM Analysis

Before After

Well being

Problems

Functioning

Risk

Mean

Mean less risk




The CORE-OM scores have decreased at the end of the course which indicates that the programme has
been beneficial to this patient.

OR

The CORE-OM scores have shown little change at the end of the course which indicates that the pro-
gramme has not been able to help this patient.

I must also remind you that in approximately six months time, you will be asked to provide information
relating to this patients use of services and treatment for their condition.

Thank you once again and please do not hesitate to contact me if you have any further questions about
any aspect of the programme.

Yours Sincerely

Guided Self Help CBT Co-Ordinator

c.c Patients name
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