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Statement of the Problem 

Corporate 
Prioritisatio
n 

Mental Health has been identified as a priority by all three CCG's in 
their strategic and commissioning plans. Mental health & well-being is 
one of the four priorities of the Worcestershire Joint Health & Well-
being Strategy 2013-2016.  

Approval has been given for the service redesign and commissioning of 
an enhanced primary care mental health [clusters 0-4] and IAPT 
service. This will create a single service offer which reflects local CCG 
variations and expectations. The intention is to implement the 
redesigned service from 1 April 2016. 

Scope This report is an assessment of need for primary mental health care 
services in Worcestershire.  It is widely accepted that most mental 
health problems should be managed mainly in primary care working 
collaboratively with other services, with access to specialist expertise 
and to a range of secondary care services as required. However, most 
common mental health problems can be dealt with in primary care and 
do not require secondary care services.  The scope of this report 
addresses primary care services for common mental health disorders 
and does not address service provision for psychotic disorders or very 
severe non-psychotic disorders.    
Primary mental health care services includes effective treatment of 
common mental health disorders, have a clear focus on prevention and 
early identification and promote self-management by patients, 
including use of personalised care plans.  
There is understood to be a high prevalence of common mental 
disorders such as anxiety and depression in Worcestershire; many of 
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 these cases go undiagnosed and untreated. This document is a needs 
assessment to assist in reviewing, designing and commissioning local 
primary care mental health services for the three Worcestershire CCGs. 

Population 
of interest. 

The registered adult population of the three Clinical Commissioning 
Groups (CCGs) in Worcestershire aged 16+.   

Key risks 
for group(s) 

It is estimated that 17.6% of the UK adult population (21.0% of women 
and 11.9% of men) have a common mental health problem (anxiety or 
depression).  The most common problem is depression which is 
experienced by 8–12% of the adult population. In Worcestershire the 
prevalence rates of depression for adults as recorded in primary care 
(7.8%) are above the national rate (5.8%).  
Particular groups are at much higher risk of mental disorders. These 
include those with low household incomes and deprivation (lowest 
20% of household income), people with learning disabilities (two-fold 
risk of depression), black and minority ethnic groups (four-fold risk of 
psychosis), lesbian, gay and bisexual people, people with a chronic 
physical illness (two- to threefold risk of depression), adults who had 
emotional or conduct disorders as children, older adults and adults 
with substance misuse.   

Sub-
categories 

This needs assessment will address interventions and services that 
provide effective treatment of common mental health disorders that 
can be provided in primary care ranging from self help to psychological 
therapy. In addition interventions for prevention and early intervention 
of mental disorders will be considered.     

 

Process 
Public, 
service user, 
patient and 
carer 
involvement 

The process has involved a wide range of patients, professionals and 
stakeholders including: Patient forums, GPs, CCGs, housing, VCS forum.  

A full engagement process has been led by the 3 CCGs including th 
publication of "Primary mental Health services – Engagement for redesign 
2015". 

A variety of county and district stakeholder events have taken place and 
staffing engagement events  

Governance 
and 
timescale 

This needs assessment will be considered by the Enhanced Primary Mental 
Health Care Project Group and signed off by the Project Board.   

The conclusions of the needs assessment will be taken to ICEOG 

Clinical/prof
essional 
engagement 

Stakeholder events held to develop the needs assessment and inform the 
service specification include all Worcestershire GPs,  representatives from 
each CCG,  and mental health service clinicians  
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 Population Trends and Needs 
 

National prevalence of common mental health disorders 
Common mental health problems cover a range of conditions relating to low mood and 
anxiety, which can affect people’s ability to work, study or maintain relationships. The 
conditions include: depression, generalised anxiety disorder, panic disorder, agoraphobia, 
social anxiety disorder, specific phobias, obsessive-compulsive disorder (OCD), post-
traumatic stress disorder (PTSD), mixed anxiety and depressive disorder, and medically 
unexplained symptoms.  
 
The 2007 adult psychiatric morbidity survey (APMS) suggests some 17.6% of the adult 
population (21.0% of women and 11.9% of men) have a common mental health problem 
(anxiety or depression).  Rates of personality disorder are 5.4% for men and 3.4% for women 
and 0.4% have psychosis (schizophrenia or bipolar disorder). A further 17% of the population 
experiences sub-threshold common mental health problems, six per cent have sub-threshold 
psychosis. Sub-threshold health status presents an important opportunity for prevention and 
early intervention.  
 
Broadly, this means that, in a group or list of 2000 patients at any one time, on average 
general practice will be treating: 
• 352 people with a common mental health problem (anxiety or depression) 
• 8 with psychosis 
• 120 with alcohol dependency 
• 60 with drug dependency 
• 352 with a sub-threshold common mental health problem 
• 120 with a sub-threshold psychosis 
• 176 with a personality disorder 
• 125 (out of the 500 on an average GP practice list) with a long-term condition with a 

co-morbid mental illness 
• 100 with medically unexplained symptoms not attributable to any other psychiatric 

problem (MUS). 
This suggests about one in four of a full time GP’s patients will require treatment for mental 
health problems in primary care.  
 
In support of these estimates the DWP evaluation of the "fit note"  programme which 
examined fit notes over 12 months in 49 GP practices across five areas found: 
• 41% of fit notes issued were for mild-to-moderate mental health disorders (including 

depression, anxiety and stress).  
• Fit notes for mild-to-moderate mental health disorders were ten times more likely. 
• The highest rates of fit notes being issued for mild-to-moderate mental health 

disorders were in practices in the most socially deprived areas.  
• Women were more likely than men to receive a fit note for a mild-to-moderate 

mental health disorder 
 
The APMS 2007 survey identified that mixed anxiety and depression is the most commont 
low level mental health disorder, and is greater for women than men, followed by 
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 generalised anxiety disorder (Fig 1). Other common disorders including depressive episode, 
phobia, OCD and panic disorder account for the rest of common mental health disorders. 
The APMS survey found that the percentage of patients attending therapy and counselling 
were very small. Mostly counselling or therapy was delivered to patients with phobia, panic 
disorder and OCD and a very small percentage of anxiety and depression group had received 
any treatment. Since the survey the roll out of access to psychological therapies (IAPT) has 
been implemented. The IAPT programme expects that 15% of the population with anxiety 
and depression will seek therapy at any given time and this will continue to increase. 
 
Figure 1 – Prevalence of Common Mental Disorders (CMD) by gender 

 

Source: Adult Psychiatric Morbidity Survey (APMS), 2007 

 

The APMS 2007 also found inequalities in the prevalence of common mental health disorders by 
income groups. Figure 2 highlights a gradient across all groups with each quintile having a higher 
proportion than the one before. 

Figure 2 – Prevalence of CMD by income and gender 

 

Source: APMS, 2007 
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The survey identified prevalence rates of nearly 25% in the lowest income group compared to rates 
around 10% in highest income group. 
 
Worcestershire risk factors for common mental health disorders 
Particular groups are at higher risk of mental illness and particular social charateristics and risk 
factors contribute to mental health disorders.  Public Health England (PHE) have produced profiles 
for common mental health disorders by Local Authority area and by CCG. Figure 2 is a copy of the 
profile spine chart for Worcestershire in regard to risk and related factors.  
 
The key determinants of mental health disorders are levels of deprivation, poverty, homelessness 
and worklessness. People living in more deprived areas are likely to have higher levels of mental 
health conditions and higher need for services. There is a strong evidence to suggest that work is 
generally good for physical and mental health and wellbeing, taking into account the nature and 
quality of work and its social context, and that worklessness is associated with poorer physical and 
mental health. Homelessness is associated with severe poverty and is a social determinant of mental 
health. Child poverty is a key determinant of child and adolescent mental health problems. Young 
people in care are over-represented in mental health statistics. Being in care when young is also a 
determinant of adult mental health, such as levels of antisocial behaviour,   emotional instability and 
psychosis complicatations.  
 
Figure 3 shows that overall, the county has lower than national average levels of deprivation, poverty 
and employment; higher than average levels of homelessness and average levels of children in care. 
It is interesting to note that Worcestershire has higher than national average percentage of residents 
with long term health problems or disabilities; higher percentage of adults with low education levels; 
higher percentage of unpaid carers; and higher percentage of relationship breakdown, all factors that 
can contribute to mental health disorders.  
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 Figure 3 - Worcestershire Population Risk & Related Factors  

 

 

 

 
Estimated  Worcestershire Prevalence of common mental health disorders 
The adult population (over 16) of Worcestershire is 468,304 (ONS 2013). Applying the overall 
population prevalence rate from the adult psychiatric survey (APMS) suggests there could be 82,420 
adults in Worcestershire with a common mental health problem (anxiety or depression). Broken 
down further this could be 18,732 with personality disorder and about 1870 people with a complex 
and severe and enduring mental health condition (psychosis - schizophrenia or bipolar disorder). The 
central DH IAPT team use the APMS data and also estimate around 82,420 (over 16) people in 
Worcestershire will have common mental health problems. Of these 41,210 (over 16) people will 
seek help for treatment from services and around 12,360 (over 16) will require IAPT services every 
year. 
 
Currently when people have received a mental health diagnosis and are in receipt of services this 
population will be categorised according to clusters as defined by the Department of Health (2013). A 
'cluster' is a global description of a group of people with similar characteristics as identified from a 
holistic assessment and rated using the mental health clustering tool (Department of Health, 2013b). 
The Clusters relevant to primary care are clusters 1 to 4a for mild, moderate and some severe non 
psychotic mental health disorders.  Estimates for prevalence of common mental disorders for 
clusters 1-4 in the Worcestershire population are indicated in the table below; these estimates are 
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 based around the cluster groupings and also provide projections to the year 2030. It is clear from the 
data that anxiety and depressive disorders represent the largest group; and are also predicted to 
increase most noticeably across the reporting period. 
 

Table 1 – Estimated and projected Worcestershire numbers for Mental Health Clusters 1-4. 

 

 

 

 

 

 

 

 

 

 

 

Source: Adult Psychiatric Morbidity Survey, 2007 and ONS 2011 mid year population estimates 
 

Community Mental Health Profiles have been developed by PHE (2014). This tool pulls together a 
range of mental health data at CCG level to support local needs assessment, policy, planning, 
performance management, surveillance and practice. The profiles include "QOF" incidence, defined 
as the percentage of patients aged 18 and over with depression recorded on practice disease 
registers for the first time; "QOF Prevalence", defined as  the percentage of patients aged 18 and 
over with depression, as recorded on practice disease registers; "GP survey prevalence", data taken 
from a national survey, defined as  the percentage of all respondents to the question "What is the 
state of your health today?" who answered "moderately anxious or depressed", "severely anxious or 
depressed" or "extremely anxious or depressed"; and "% reporting a long term mental health 
problem" in the GP survey, defined as percentage of all respondents to the question "Which, if any, 
of the following medical conditions do you have?" who answered "Long-term mental health 
problem".  
 
Table 2 – Range of QOF Prevalence CMD estimates by CCG 
 
 QOF 12/13 

Depression 
Incidence 
% 

QOF 11/12 

Depression 
Prevalence 
% 

GP Survey 
Depression 
& Anxiety 
Prevalence 
% 

% 
reporting 
a long 
term 
mental 
health 
problem 

% prevalence  

of Common  

Mental  

Disorders  

(APMS 2007) 

SWCCG 0.76 13.0 10.3 3.8 17.6 

R&BCCG 0.88 14.41 12.0 4.3 17.6 

WFCCG 1.69 17.55 11.7 4.4 17.6 

England 1.05 11.68 12 4.5 17.6 

Source: http://fingertips.phe.org.uk/profile-group/mental-health/profile/ 

Cluster 1 to 4 2012 2015 2020 2025 2030 

Mixed anxiety and 

depressive disorder 39,578 40,191 41,051 41,527 42,062 

Generalized anxiety 

disorder 19,472 19,708 20,015 20,216 20,497 

Depressive episode 10,338 10,432 10,536 10,602 10,730 

ALL CMD 69,388 70,331 71,602 72,345 73,289 
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The definitions in the community MH Profiles 2014 cannot be directly compared to the APMS as they 
measure different aspects. However the profiles provide a comparison with the England average and 
suggest differences between the three CCGs.  The incidence of depression is lower than national 
average in SWCCG and R&BCCG but higher in WFCCG. The prevalence of depression is higher in all 
CCGs than the national average; and within the county the prevalence of depression is lowest in 
SWCCG and highest in WFCCG.   
 
It is worth noting, however, that as these QOF data are based on numbers of patients recorded on 
disease registers with depression by practices, they are likely to be an underestimate of actual 
prevalence of common mental disorders such as depression and anxiety as many cases go 
undiagnosed. Also there may be some GP practices more active in identifying and treating depression 
or more active in recording for QOF purposes. It has also been suggested locally, that overall WFCCG 
practices have historically been better at recording for QOF purposes which might indicate why rates 
are higher.   
 

Modelled estimate of common mental disorders by CCG and by GP Practice 
NICE 2011 Guidance on Commissioning services for depression and common mental disorders in 
adults states that "People living in low income groups are more likely to have depressive symptoms" 
as evidenced by the APMS 2007 findings. As such, NICE recommends using income instead of 
deprivation as a way of targeting highest unmet need. 
 
To better identify estimated numbers and prevalence by CCG and practice, a model has been created 
using estimated numbers of registered adults in each income group or deprivation quintile per 
practice and applied to the APMS 2007 prevalence rates of common mental disorders (CMD) 
amongst people by income group (as per Figure 2). This model provides an estimate of the number of 
adults (16+) in each GP practice who are at risk of common mental disorders. The estimated number 
by practice has been aggregated to provide an estimate of the number of people in each CCG with a 
common mental disorder (Table 3).  
 
Table 3 – Estimated prevalence of Common Mental Disorders by CCG (adults 16+) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: APMS 2007 prevalence estimates; National GP Profiles and IMD 2010 

Clinical 
Commissioning 
Group 

Total 
practice 
populatio
n 16+ 

 

% 
total 
pop  

 

Estimated 
CMD  

 

Rate per 
1,000 

 

% total 
need 

Redditch & 
Bromsgrove 

153,416 28% 20,646 
 

134.43 
30% 

South 
Worcestershire 

268,933 51% 34,227 

 

127.07 

 

49% 

Wyre Forest 109,183 21% 14,375 
 

137.63  
21% 

Worcestershire 
total 

531,532 100% 69,248 
131.31 

100% 
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The estimated prevalence rate for CMD is higher in WFCCG and R&B CCG than in SWCCG. This 
difference is not surprising and reflects the differences in levels of income and deprivation across the 
districts of the county.  Of interest, too, is the percentage of estimated population with CMD by CCG 
which differs to the overall registered population. For example, R&B CCG although 28% of total 
registered population is estimated to have 30% of the registered population with CMD. 
 
The modelled estimate of prevalence by practice/CCG provides a different picture to that provided 
by the recorded QOF data for two reasons: 

 The modelled estimate represents the likely prevalence of common mental disorders, not 
just those cases that have been diagnosed. Hence it is more likely to represent actual need in 
the population. 

 There is allowance made for levels of income deprivation within each practice/CCG. This 
reflects the strong evidence that the prevalence of common mental disorders is much higher 
in more deprived areas (APMS, 2007).  

 
Appendix 1 provides the estimated prevalence of common mental disorders and associated % of 
total need by each practice, ranked by practice within each CCG. The GP practices estimated to have 
the highest prevalence rates and consequently the greatest number of people at risk of common 
mental disorders includes representatives from all three CCGs (Table 4). It is interesting to note they 
all have large practice populations, considerably higher than the average for the CCG. They also tend 
to represent inner city GP practices; there is considerable evidence of the detrimental effect urban 
living can have on mental health (Sundqvist et al, 2004). 
 
Table 4 – GP practices with highest estimated numbers of registered patients with CMD  
 

Practice 
name 

GP 
practice 

CCG Population 
16+ 
(CCG ave) 

Estimated 
CMD  

Rate/ 
1000 

% of 
county 
total 

Elgar House M81002 R&B 13,703 
(7,813) 

2,047 149.38 2.96 

Winyates H 
Centre 

M81019 R&B 13,961 
(7,831) 

2,030 145.41 2.93 

Severn Valley 
Practice 

M81006 SW 17,125 
(9,248) 

2,048 119.59 2.96 

Spring 
Gardens 

M81008 SW 14,111 
(9,248) 

2,035 144.21 2.94 

Church Street M81056 WF 15,295 
(9,381) 

2,292 149.85 3.31 

 
Source: APMS 2007 prevalence estimates; National GP Profiles and IMD 2010 
 

Figure 4 provides a map of the estimated prevalence rate of CMD by GP practice overlayed onto 
income deprivation rates.  As expected those practices with highest estimated prevalence rates are 
located within wards with greatest levels of income deprivation. 
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Figure 4: Estimated prevalence rate of common mental disorders by GP practice 
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Current Service Provision 
Current Primary Care MH service delivery 
The current model of delivery is provided in Figure 5 below.  There is no uniformity in delivery of 
primary MH services across the county at present. It is delivered suited to local needs, investment 
levels and infrastructure available. The Worcestershire Health & Care Trust (WHCT) is delivering a 
range of services across the county, with counselling services also provided by Relate and a number 
of independent staff. 
 
Redditch and Bromsgrove CCG 
A Social prescribing model was piloted in 8 practices and has been rolled out to all 22 since Jan 2015. 
All 22 GP practices have a practice-based counselling service provided by Relate, or an independent 
counsellor.  
An IAPT Service is provided by WHCT  and is accessed through a referral to the local CMHT SPA. A 
self-referral system started in Redditch this year. 
Specialist MH care is only available in a secondary care setting and accessed through referral.  
The Living Well service commenced 1/4/2015 
 
South Worcestershire CCG 
Counselling services are provided by WHCT, accessed through the SPA. Some practices do have their 
own arrangements for counselling which are not managed by the CCG or ICU.  
An IAPT Service is provided by WHCT and is accessed through referral to SPA 
Gateway workers are provided by WHCT as part of the Primary MH Care Service available to all 
practices 
Specialist MH care is only available in a secondary care setting and accessed through referral 
The Living Well service commenced 1/4/2015 
 
Wyre Forest CCG 
Community buddies 
Counselling services are provided by WHCT to 11 of the 12 practices as part of the IAPT service. One 
practice contracts directly with Relate to provide counselling within the practice.  
An IAPT Service is provided by WHCT and is accessed through direct referral to either counselling, 
psychology or IAPT.  
 
CPNs are allocated to each practice, providing a first-line of support to primary care staff.  
Other specialist MH care is only available in a secondary care setting and accessed through referral 
The Living Well service commenced 1/4/2015 
 

A full description of the current service is available  in Appendix 3 
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Figure 5: Model of current Primary Care Mental Health Pathways 
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Current Activity 
An analysis of all activity across Clusters 1-4 and IAPT has been undertaken for 13/14 and 14/15. The 
activity included all contacts, group sessions, outpatients, primary care mental health (IAPT & 
Gateway Workers) and some inpatient activity for Cluster 1-4. The data has been analysed by 
practice and CCG and rates have been calculated for comparison.  WFCCG CPN activity is contained 
within "contacts". PCMH activity includes IAPT and Gateway Workers. Counselling activity in R&B has 
been included for 2014/15 only (NB: Counselling is not provided by WHCT). 
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Table 5: Activity numbers for Clusters 1-4 (+IAPT) by CCG 

 Activity Numbers % 

CCG 2013/14 2014/15 

  Inpat
ient 

Cont
act 

Group 
Session 

Outpat
ient 

PCMH Total Inpat
ient 

Cont
act 

Group 
Session 

Outpat
ient 

PCMH Coun
sellin
g 

Total Trust 
provi
ded 

Total 
(inc. 
Counse
lling) 

R&B 1998 4218 758 1148 3271 11393 1642 4030 625 1234 5587 2531 15642 23% 26.44% 

SW 2440 9476 1,437 4682 11512 29547 2597 9042 863 3478 17238 0 33217 59% 56.12% 

Wyre 
Forest 

1178 2984 49 890 3316 8417 726 2520 50 982 6047 0 10325 18% 17.44% 

Total 5616 1667
8 

2244 6720 18099 49357 4964 1559
2 

1,538 5693 28872 2531 59190    

 
From the activity analysis in Table 5 it can be seen that overall activity levels for all activity within 
Clusters 1-4 (+IAPT) have increased by almost 15% between 13/14 and 14/15 in Worcestershire.  In 
particular PCMH activity has increased by 60%, attributable to increases in IAPT,  whereas all other 
activity (contacts, group work & outpatients) has decreased. In 2014/15, 59% of WHCT provided 
activity was in SWCCG, 23% in R&B and 18% in WF. Overall, including R&B counsellor activity 
suggests 56% of primary mental health care activity was in SW, 26% in R&B and 17% in WF.  

 

Table 6: Activity rates for clusters 1-4 (+IAPT)by CCG 

  Activity Rate per Thousand Population 

CCG 2013/14  2014/15  

  Inpati
ent 

Conta
ct 

Group 
Sessio
n 

Outpa
tient 

PCMH Total Inpati
ent 

Conta
ct 

Gro
up 
Sess
ion 

Outpa
tient 

PCMH Couns
elling 

Total 

Redditc
h & 
Bromsg
rove 

13.99 29.54 5.31 8.04 22.90 79.78 13.99 28.22 4.38 8.64 39.12 17.72 109.57 

South 
Worces
tershire 

9.80 38.08 5.77 18.81 46.26 118.72 9.80 36.33 3.47 13.97 69.26 - 133.47 

Wyre 
Forest 

12.37 31.32 0.51 9.34 34.81 88.35 12.37 26.45 0.53 10.30 63.47 - 108.38 

Total 11.53 34.25 4.61 13.80 37.17 101.36 11.53 32.02 3.16 11.69 59.29 17.72 116.35 

 

Table 6 provides the rate of all activity per 1000 population by practice/CCG to better enable 
comparisons. The overall activity rates are highest in SWCCG and lowest in WFCCG. It also shows 
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 other differences between CCGs. For example, PCMH activity has increased from 13/14 to 14/15 
across all CCGs but Table 6 shows that the increase was greater for WFCCG and that R&BCCG have 
considerably lower rates than the other 2 CCGs. However, adding on R&BCCG counselling activity/ 
rates with PCMH, comes to 56.84 which is still below the PCMH rates in th other 2 CCGs.  R&BCCG 
has highest rates of inpatient activity and SW has lowest; WF has very low rates of group sessions 
compared to the other CCGs. 

Table 7: Number of patients accessing Clusters 1-4 (+IAPT) services by CCG 

  Number of People   

CCG 2013/14  2014/15  

  Inpa
tient 

Conta
ct 

Gro
up 
Sess
ion 

Outpa
tient 

PCMH Total Inpa
tient 

Conta
ct 

Grou
p 
Sessi
on 

Outp
atient 

PCMH Couns
elling 

Total % 

Redditch 
& 
Bromsgro
ve 

46 529 58 540 698 1498 52 472 19 570 1165 812 2740 25.82
% 

South 
Worceste
rshire 

75 1026 59 1488 2479 4309 82 1068 38 1392 4204 - 5899 55.63
% 

Wyre 
Forest 

32 413 13 311 867 1440 28 395 13 407 1354 - 1964 18.54
% 

Total 153 1968 130 2339 4044 7247 161 1934 71 2369 6722 812 10612   

The numbers of patients accessing services in respect of Clusters 1-4 (+ IAPT) was determined by 
activity type. Patients may have accessed an activity severaltimes or more than one activity during 
the year, however the analysis has identified the patient once and does not include duplications. 
Table 7 shows that over 10,000 patients accessed the services during 14/15, an increase on 13/14 
again primarily through increases in access to IAPT. Of note is the percentage by CCG, 56% of all 
patients accessing the service were from SWCCG and 26% from R&B and 19% from WF.  

Table 8: Patient access rate for Clusters 1-4 (+IAPT) services by CCG 

  Rate per Thousand Population 

CCG 2013/14  2014/15 

  Inpati
ent 

Conta
ct 

Gro
up 
Sess
ion 

Out
pati
ent 

PCMH Total Inpati
ent 

Conta
ct 

Group 
Sessio
n 

Outpa
tient 

PCMH Couns
elling 

Total 

Redditch & 
Bromsgrove 

0.32 3.70 0.41 3.78 4.89 10.49 0.36 3.30 0.13 3.99 8.16 5.69 19.19 

South 
Worcesters
hire 

0.30 4.12 0.24 5.98 9.96 17.31 0.33 4.29 0.15 5.59 16.89 - 23.72 

Wyre 
Forest 

0.34 4.34 0.14 3.26 9.10 15.12 0.29 4.14 0.14 4.27 14.21 - 20.66 

Total 0.31 4.04 0.27 4.80 8.30 14.88 0.33 3.97 0.15 4.86 13.81 5.69 21.79 

 

Table 8 provides the patient access rate per 1000 population by CCG to enable comparison. This 
shows that the patient access rate to Clusters 1-4 (+IAPT) was lower in R&BCCG & WFCCG than the 
SWCCs. The patient access rate is particularly lower for PCMH in R&BCCG.  
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 Table 9: Percentage comparison of need and activity by CCG 

  Registered 
Population 
16+ 

% Estimated 
CMD 
Population  

CMD 
Rate per 
1000 

% Clusters 
1-4 plus 
IAPT 
Activity 

14/15 

% Patients 
accessed 
Clusters 
1-4 (+ 
IAPT) 
14/15 

Rate per 
1000 of 
patients 
accessed 
services 
14/15 

% 

R&B 153,416 28% 20,646 134.43 30% 15,642 26% 2,740 19.19 26% 

SW 268,933 51% 34,227 127.07 49% 33,217 56% 5,899 23.72 56% 

WF 109,183 21% 14,375 137.63 21% 10,325 18% 1,964 20.66 19% 

Total 531,532  69,248 131.31  59,190  10,612 21.79  

Table 9 provides a summary and comparison of CMD need and activity by CCG. Of course not all 
patients with CMD will require access to services each year, however comparing the rates of 
estimated need with the annual patient access rate for 14/15 suggests that only 15% of those with 
estimated CMD in the county accessed a Cluster 1-4 (+IAPT) service during that year. This varies by 
CCG, and is 13% for R&B, 14% in WF and 17% in SW.  Looking at the percentage split by CCG indicates 
R&B has 30% of the overall registered population with estimated CMD, however only 26% of those 
patients who accessed Cluster 1-4 (+IAPT) services in 14/15 were from R&B. SW estimated need is 
49% however 56% of those who accessed services in 14/15 were from SW. For WF the table suggests 
21% of estimated CMD need and only 19% accessed a service in 14/15. 

Figure 6: Patient access rate per 1000 population 14/15 Clusters 1-4 (+IAPT) by Practice 
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 Figure 6 gives the patient access rate per 1000 population 14/15 across Clusters 1-4 (+IAPT) by GP 
practice (incl counselling).  This map in contrast to Figure 4 shows a number of practices with high 
rates that are not located in wards with high levels of income deprivation where it is accepted that 
CMD need is greater.  Appendix 1 provides rates for estimated CMD need by GP practice and the 
access rate 14/15 by practice. Each practice is colour coded as per the key in the Figure 4 and Figure 
6 maps. The information in the appendix demonstrates evidence of the inverse care law whereby 
those practices with the greatest need generally have lower service access rates and those practices 
with lower need have higher access rates.  

 

Table 10: Number of patients accessing Clusters 1-4 (+IAPT) services by age group 

  

Age 
Group 

2013/14  2014/15  
2014/15 
% 

  16-24 1077 1676 16.86% 

  25-34 1445 1940 19.51% 

  35-44 1492 2014 20.25% 

  45-54 1398 1889 18.99% 

  55-64 861 1145 11.51% 

  65+ 1097 1280 12.87% 

County 
Total   7370 9946   

 
Table 10 provides the numbers of paients accessing primary care mental health services by age group 
(excluding counselling in R&B).  This suggests there is a larger percentage accessing services aged 25 
to 54 years.   

The data analysis provided by WHCT was for all activity in Clusters 1-4 (+ IAPT). However, the  dataset 
included some activity for those patients who had accessed cluster 1-4 forother clusters. The 
breakdown by Cluster id provided in Tables 11 and 12. 

 

Table 11: Activity 2014/15 recorded by Cluster 

  0 1 2 3 4 5 6 7 8 9 10 11
-
21 

- Blan
k 

Total 

R&B 12 624 942 2852 3682 2 18 0 8 0 20 0 384 2387 10931 

SW 49 1080 1571 8661 9738 108 33 45 5 44 15 19 1872 4444 27681 

WF 51 984 577 3311 2342 136 10 10 6 6 0 0 628 543 8604 

Total 112 2688 3090 14824 15762 246 61 55 19 50 35 19 2884 7374 47216 

 

Table 11 identifies the activity levels by Cluster and CCG provided by WHCT. It should be noted that 
this excludes counselling activity in R&B as this is not clustered. The table identifies increasing activity 
levels from Clusters 1 through to 4, with most activity in Clusters 3 and 4. However, there is a lot of 
activity where the Cluster has not been recorded (either as – or left blank).  
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 Table 12: Number of patients 2014/15 by Cluster  

  0 1 2 3 4 5 6 7 8 9 10 11-
21 

- Blank Total 

R&B 3 148 169 421 383 3 4 0 1 0 2 0 148 524 1,600 

SW 14 268 352 1,831 1,232 28 12 10 2 33 4 13 883 1,215 4,899 

WF 8 179 132 543 368 20 3 2 2 1 0 0 221 314 1,636 

Total 25 595 653 2,795 1,983 51 19 12 5 34 6 13 1,252 2,053 8,135 

 

Table 12 identifies the numbers of patients by Cluster for 14/15 and by CCG. Where patients have 
been clustered, 26% are Cluster 0-2, 74% cluster 3 or above. There are greater numbers of patients 
for Cluster 3 than 4 indicating patients are seen more frequently in Cluster 4. 

 

Current Service Costs 

Table 13: Service costs by CCG 

 R&BCCG SWCCG WFCCG 

Cluster activity - WHCT (1-
4a) 

£2,214,215 £3, 797,942 £1,493,657 

IAPT – WHCT 
 

£295,000 £506,000    £199,000 

Additional IAPT investment  £375,000  

EPCMHS investment  £400,000  

Counselling investment £113,000   

Total £2,622,215 £5,078,942 £1,692,657 

 

Practice-based counselling service in Redditch and Bromsgrove CCG. 
Contract value £113,421.60 
Hourly rate for counsellors is £26.70.  
 
Practice-based counselling service for Northumberland House, Wyre Forest CCG.  
Contract value £6000 
This provides 1 session per week 

 

Outcomes Assessment 
Current Outcomes 

IAPT 14/15 outcomes: 

Table 14: % of those who have depression and/or anxiety disorders who receive psychological 
therapies (IAPT outcomes) 14/15 

R&B CCG SW CCG WF CCG County Total 

6.68% 17.39% 11.88% 13.19% 

The performance by WHCT for the IAPT access target is 13.19% which is slightly above the contracted 
12.8% access target. This will leave a shortfall of about 1.8% against the 14/15 target for 
Worcestershire.  
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 The recovery rate was 54.4% which is above the required target of 50% 

 

Required Outcomes 
The commissioning intention states; 
Review enhanced primary care [clusters 1-4] and IAPT services to create a single service offer which  
•         reflects local CCG variations and expectations;  
•         is focused on reducing the demand for secondary community mental health services;  
•         ensures the 15% IAPT target is met for all CCGs, and;  
•         delivers a QIPP of at least 12%.  
 
Key performance targets will be; 

 15% access to psychological therapy services (IAPT) 

 50% recovery rate for psychological therapy services (IAPT) 

 75% of people referred for IAPT services begin treatment within 6 weeks of referral, and 95% 
begin treatment within 18 weeks of referral. 

 
Other outcomes expected are; 

 Reduction in number of referrals made to secondary care services (CMHTs) 

 Improved recovery rates demonstrated by use of MH Recovery Star and Warwick-Edinburgh 
Mental wellbeing Scale (WEMWBS) 

 Something around wellbeing service outcomes?? 

 Can we use spread of clusters as an outcome?? 

 

Policy and Financial Context 
 
Policy 
The Worcestershire Joint Health & WellBeing Strategy 2013-2016, identifies Mental health & 
Wellbeing as one of its four priorities.  A Worcestershire Mental Health & Wellbeing & suicide 
prevention strategy is in place overseen by the Worcestershire Health & Wellbeing Board. The 
strategy required a full review of the mental health pathway across the county – this needs 
assessment addresses the pathways for  primary care mental health service. 
The NHS "Five Year Forwared View" gives very clear ambitions for mental health. These include; 
waiting standards for mental health and parity of esteem between physical and mental health by 
2020. 
'Closing the gap: priorities for essential change in mental health' (DH) sets a strategy for increasing 
access to mental health services and integrating physical and mnetal health care.  
'Achieving better access to MH services by 2020' (DH) sets clear waiting time standards for IAPT 
services. These are to deliver 15% access and 50% recovery targets. 
Waiting time standard (adult services)  
– 75% achievement - RTT of 6 weeks  
- 95% achievement - RTT of 18 weeks 
100% roll out of C&YP IAPT Services. 
Agree extension to IAPT to include LTC, MUS and SMI or Personality Disorder. 
 
The Joint Commissioning Panel for Mental Health  provides guidance for commissioners of primary 
mental health care services. The guidance provides clear description of service elements, standards 
and outcomes.  
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Financial challenge 
Total budget available is determined by spend on clusters 1-4a for 2014-15. There is a requirement to 
release £500K to off-set the cost pressures within the MH placement budget. 
 
Both RBCCG and WFCCG are planning to increase spend on IAPT Services to ensure that 15% access 
target is met. The investment in 2014-15 only delivered 12.8% access.  
 
The challenge is to release monies from current service spend to invest in step 0 or wellbeing 
services. 
 

Aspirations of the Population 
Engagement has been undertaken with GPs, CCGs, other health professionals, VCS and District 
councils, housing and patient and user representatives.   
There is a general view that many people can be helped by earlier intervention, and support from 
others such as housing services and church communities.  
Loneliness should be tackled to improve general wellbeing and prevent need for treatment. 
When unwell however, do need confidence in the system and rapid access to advice and treatment. 
GP is seen as critical to this. 
 
Wellbeing Arm 
-  GPs need to know more about mental health to support patients better 
- Mental health awareness training for frontline staff critical  
- Different agencies providing prevention, early intervention and increased resilience need to be 
joined up.  
- Self-referral is welcomed 
- Buddy/peer support should be available to build confidence/esteem  
- Employers have responsibility to support wellbeing 
- Single place to go for support would be helpful 
- Information should be focussed – as when unwell a flood of information isn't helpful- Social 
prescribing beyond formal exercise classes is important  
 
Mental Health Arm 
- Some waiting times are too long and inequitable across areas  
- Flexible provision to improve access – digital provision, evenings, target groups such as homeless, 
sensory impairment  
- Need psychological support for patients with Long term Conditions 
- Need to understand where to seek support in the event of a menta Healthcrisis 
 
A more detailed report of the results and fnsings from the engagement activities is provided in 
Appendix 7. 
 

Community Assets 
There are a number of community assets in place to promote and support mental health & wellbeing 
in  addition to commissioned service levels available within primary care.  In Worcestershire, the 5 
ways to well being has been adopted (NEF 2010) countywide and the associated "Little book of 
Mental Health published.  The new WCC website "Your Life, Your Choice" is designed to help people 
remain well and independent and to identify local means of support.  
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 Community First provide and regularly update a Mental Health Directory for Worcestershire (see 
Appendix 4). A brief mapping of available VCS support by District has been undertaken and is also 
available in Appendix 4. 

 

Assessment of Current Services 
What does the evidence say? 

A recent Adult Mental Health & Well Being Needs Assessment was completed for Worcestershire in 
2014. This document addressed the question; "What are the key protective factors for mental well-
being, and how evident are they in Worcestershire?”.  The needs assessment highlighted a high 
prevalence of common mental disorders such as anxiety and depression in the county and that many 
of these cases go undiagnosed and untreated. The report concluded that prevention and building 
resilience through the "five ways to well-being" (NEF, 2011) should be central to any mental health 
and well-being strategy in Worcestershire and that spend on mental health services in 
Worcestershire, as elsewhere, has been focussed on the acute end of the pathway.   
 
Table 11: Summary of Conclusions and Recommendations from the Worcestershire Adult Mental 
Health & Well Being Needs Assessment 2014 
 

Conclusions Recommendations 

Community based services 
The increased focus on prevention and early 
intervention requires an associated shift in resources 
from acute services. A greater emphasis is also 
required on the exploitation of 'community assets'; 
much of the intervention required to prevent common 
mental disorders may be non- NHS spend. The self-
management of mild to moderate mental ill health is 
effective. The stigma attached to mental ill health can 
prevent people seeking help at an early stage. 

1. Enhance services that are provided in primary care. 
2. Focus more on common mental disorders and building 
resilience through the promotion of the 'five ways to 
well-being'; a set of evidence based public mental health 
actions. 
3. Promote self-help materials widely and systematically. 
4. Extend the 'Time to Change' campaign, designed to 
challenge stigma associated with mental ill health. 

Focus on early intervention and 
recovery 
Early intervention and access to the right 
services and support can assist people 
recover early from mental health illness. Intervening 
early for children and young people with mental 
health problems has been shown to reduce health 
costs and improve educational outcomes. Attendance 
at evidence-based parenting programmes can 
improve children and young people's mental well-
being, health and resilience 

1. Support schools to identify mental health problems 
sooner. 
2. Ensure that services for adults with mental ill health 
have an emphasis on recovery and are based on best 
practice evidence. 
3. Increase access to psychological therapies which can 
help many people manage long term mental health 
problems and are also a key means of early intervention. 
4. Increase access to effective universal parenting 
programmes 

Enhancing protective factors 
Protective factors such as access to green 
spaces, meaningful employment and 
regular physical activity are key to 
building resilience and promoting wellbeing. 
Caring for a sick relative can have a 
serious negative impact on health and 
well-being with two thirds of older carers 
having their own health problems 

1. Provide support for unemployed people to regain and 
retain employment. 
2. Help employed people with mental health problems to 
remain in work. 
3. Emphasis on improving physical and mental health 
holistically; people with long term conditions are at 
increased risk of mental ill health. 
4. Improved support for carers to reduce physical and 
mental ill health in those who care for others. 
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 Prevention 
We know much more about the causes of 
common mental disorders and how to 
prevent them. Much mental ill health starts by age 14 
- more emphasis is needed on building resilience and 
well-being amongst children and young people. 

1. Promotion of physical and social activity to improve 
well-being and promote resilience at a community level. 
2. Regular activity in schools to promote the five ways to 
wellbeing and also to reduce the stigma of mental health. 

 

In general best practice for improving mental health & well-being and developing effective service 
models should  focus onte following elements: 

 Mental health promotion- interventions focus on increasing mental health and wellbeing 
including: 
starting well,developing wel, lliving well, working well and ageing well. 

 Prevention interventions to prevent mental illness and a range of associated issues including: 
mental disorder and dementia, health risk behaviour, inequality, discrimination and stigma, 
suicide and violence and abuse. 

 Early intervention is necessary and should occur in the following areas: 
treatment of mental disorder and sub-threshold mental disorder, promotion of physical 
health and prevention of health risk behaviour in those developing mental disorder, 
promotion of recovery through early provision of a range of interventions and  recognition of 
mental disorder 

 

What would a good primary mental health care service look like? 

The Joint Commissioning Panel for Mental Health has produced guidance for commissioners of 
primary mental health care services (wwwjcpmh.info). The guidance suggests a good primary mental 
health care service is: 

 evidence based – treatments shouldbe based on sound clinical judgement informed by NICE 
guidelines. 

 patient-centred – care should be personalised, people should be given time to talk, should be 
listened to, provided with information and offered a choice about their care. Patients should 
actively participate in decisionmaking, feel engaged and have a sense of ownership. 

 Based on need – services should be commissioned and provided on the basis of need and the 
estimated prevalence of mental health problems 

 age inclusive – services should recognise that opportunities exist for prevention at all life 
stages, that the origins of most major mental health problems lie in the early years, and that 
care should not be compartmentalised or interrupted on grounds of chronological age alone. 

 capable – the primary mental health care team needs to have the knowledge and skills to 
understand how best to provide appropriate services for people with mental health 
problems. This may require additional education and training opportunities. 

 integrated – commissioning primary mental health care services should be integrated with 
the commissioning of specialist mental health services. The interfaces between different 
parts of the system and with other agencies (such as social services) need to be seamless, 
because people’s needs straddle health and social care. 

 accessible – care pathways should include treatments that can be accessed through self-
referral and should address diversity in local communities. This includes making reasonable 
adjustments for people with special needs. Patients should be treated 

 promptly; they should not have to wait until they become ill or their condition becomes 
more complex and they require more intensive treatment. 
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  Sufficient capacity – commissioned services should have the sufficient capacity to treat 
numbers estimated to have different types of mental health problems 

 outcome-focused – treatments should be systematic and their outcomes monitored 
continuously using a common set of measures appropriate to the patient’s problems. 
Accurate assessment requires high levels of pre– post data completeness. For people with 
depression and anxiety disorders, this is most easily achieved by routine, sessionby- session 
outcome monitoring. This approach also facilitates the choice of interventions and other 
clinical decisions. 

 recovery-focused – a recovery focus is essential to effective service delivery. Practitioners 
should support patients to help themselves and reinforce the message that recovery is 
possible, and that they can regain employment and social networks. This is particularly 
important for people who have been out of work for some time. Recovery is not simply 
about a reduction in, or removal of, symptoms; it is about communicating hope and restoring 
opportunity and a sense of agency to patients.25 

 community-linked – primary mental health care services should be linked to a range of 
voluntary and community sector services that patients can choose (ie. they are not limited to 
what commissioners choose to fund), and that either work alongside or are integrated with 
the primary mental health care team. 

 preventative – interventions should be targeted at individuals identified from GP service 
‘Read Codes’ as at risk of developing mental health problems. 

 

The key components  of the model should be a stepped model of care offering an integrated 
pathway, so that people are matched to an intervention that is appropriate to their level of need and 
preference. NICE recommend cognitive behavioural therapy (CBT) for anxiety disorders and a 
broader range of treatments for depression within a stepped care model (Figure 7). 

 

Figure 7: Stepped-care model: a combined summary for common mental health disorders (NICE) 

Focus of the intervention  Nature of the intervention  

Step 3: Persistent subthreshold 
depressive symptoms or mild to 
moderate depression that has not 
responded to a low-intensity 
intervention; initial presentation of 
moderate or severe depression; 
GAD with marked functional 
impairment or that has not 
responded to a low-intensity 
intervention; moderate to severe 
panic disorder; OCD with moderate 
or severe functional impairment; 
PTSD. 

Depression: CBT, IPT, behavioural activation, behavioural 
couples therapy, counselling*, short-term psychodynamic 
psychotherapy*, antidepressants, combined interventions, 
collaborative care**, self-help groups. 

GAD: CBT, applied relaxation, drug treatment, combined 
interventions, self-help groups. 

Panic disorder: CBT, antidepressants, self-help groups. 

OCD: CBT (including ERP), antidepressants, combined 
interventions and case management, self-help groups. 

PTSD: Trauma-focused CBT, EMDR, drug treatment. 

All disorders: Support groups, befriending, rehabilitation 
programmes, educational and employment support services; 
referral for further assessment and interventions. 
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 Step 2: Persistent subthreshold 
depressive symptoms or mild to 
moderate depression; GAD; mild to 
moderate panic disorder; mild to 
moderate OCD; PTSD (including 
people with mild to moderate 
PTSD). 

Depression: Individual facilitated self-help, computerised CBT, 
structured physical activity, group-based peer support (self-
help) programmes**, non-directive counselling delivered at 
home†, antidepressants, self-help groups. 

GAD and panic disorder: Individual non-facilitated and 
facilitated self-help, psychoeducational groups, self-help groups. 

OCD: Individual or group CBT (including ERP), self-help groups. 

PTSD: Trauma-focused CBT or EMDR. 

All disorders: Support groups, educational and employment 
support services; referral for further assessment and 
interventions. 

Step 1: All disorders – known and 
suspected presentations of common 
mental health disorders. 

All disorders: Identification, assessment, psychoeducation, 
active monitoring; referral for further assessment and 
interventions. 

* Discuss with the person the uncertainty of the effectiveness of counselling and psychodynamic 
psychotherapy in treating depression. 
** For people with depression and a chronic physical health problem. 
† For women during pregnancy or the postnatal period. 
CBT, cognitive behavioural therapy; ERP, exposure and response prevention; EMDR, eye movement 
desensitisation and reprocessing; GAD, generalised anxiety disorder; OCD, obsessive compulsive 
disorder; IPT, interpersonal therapy; PTSD, post-traumatic stress disorder. 

 

 

A Stepped Care Model for Primary Care Mental Health services 

The jcpmh guidance suggests a stepped care model for primary mental health care as follows: 
 
Step one –  
Step one includes supported self-management of psychological and emotional wellbeing, social 
prescribing, peer experts and mentors, health trainers, psychological wellbeing practitioners trained 
in cognitive behavioural treatments for people with mild to moderate anxiety and depression, and 
access to e-mental health services such as on-line peer support groups. 
Peer experts and peer mentors - Patients and carers can be supported to support each other in 
patient and carer groups. Peer mentors and patient experts can be employed to work alongside 
patients. Experts by experience can coordinate and distribute information about self-management, 
co-ordinate mentorship programmes, and offer training and deployment of people with lived 
experience for specific purposes, such as advocacy. 
Health trainers - Health trainers can help patients access computerised and internet therapies and 
support, teach techniques for enhancing psychological resilience, promote wellbeing skills, teach the 
principles of mental health first aid and introduce them to relevant organisations in the community 
where they can get further help.  
Social prescribing - Social prescribing, or ‘community referral’, supports improved access both to 
psychological treatments and to interventions addressing the wider determinants of mental health, 
such as exercise on prescription and neighbourhood schemes. Research into social prescribing shows 
benefits in three key areas: improved mental health outcomes, improved community 
wellbeing and reduced social exclusion (Friedli & Watson, 2004). 
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 Step two - 
Step two comprises co-ordinated care involving the primary care team, and includes provision of low 
intensity therapies and links to employment support, carer support and other social support services. 
Many patients will be supported well by an individual clinician – most commonly 
a GP, but it could be a practice nurse, a health visitor, a psychological wellbeing practitioner or a 
counsellor. This clinician will carry out the initial assessment and identify which care cluster best 
describes the needs of the patient. If the clinician feels that their skills alone are not 
sufficient, they will refer on, usually in-house, to a case manager or to another 
colleague with a different set of skills, for further assessment. Based on the further in-depth 
assessment, they will suggest additional low intensity psychological interventions or community 
resources. 
Patients may want their therapist at Step two to act as a care co-ordinator in terms 
of signposting and navigating access to the various NICE-recommended options, such 
as structured exercise groups for depression. All primary mental health care teams should 
be able to make referrals to therapists trained in low intensity psychological treatments, such as the 
short-term cognitive behaviour therapies recommended for patients with depression and anxiety 
and other common mental disorders 
 
Step three -  
Step three comprises high intensity psychological therapies and/or medication for people with more 
complex needs - moderate to severe depression or anxiety disorders, psychosis, and co-morbid 
physical health problems (Bower et al (2006), Gilbody et al (2006), Fletcher et al (2009)). 
Initial treatment should be NICErecommended psychological therapy delivered by a high intensity 
worker, and/ or medication. For people with moderate to severe depression whose symptoms do not 
respond to these interventions, NICE recommends collaborative care (NICE 2009). 
There is evidence that this approach is effective with people with co-morbid long-term conditions, 
and some emerging evidence that it may be helpful for people with psychosis. 
 
Step four - 
Step four comprises specialist mental health care, including extended and intensive therapies. 
Clear, well understood pathways must be in place between the primary care mental health team, 
IAPT services and specialist mental health services. The most obvious 
relationship is with the specialist community mental health services, but there may 
also be a relationship with acute liaison services.  
Appropriate management of medically unexplained symptoms should lead to a significant reduction 
in the inappropriate use of acute inpatient resources. Specialist mental health teams may operate 
across several practices, in which case each practice could have a practice-affiliated specialist team 
member (for instance a community psychiatric nurse) with whom the primary care mental health 
team can work.  
Specialist mental health care can be provided in a primary care setting so primary care staff can 
access expertise without the need for cumbersome referral processes and the stigmatisation that 
sometimes affects patients in secondary care settings. 
 

The JCPMH guidance suggests the optimum primary mental health care team to provide the range of 
services set out above include a range of staff within a multidisciplinary team. The professional 
backgrounds of the team members will be specific to their local context. 
Primary mental health care teams may include the following: 
• the core primary care team of the GP and the practice nurse 
• primary care mental health clinicians 
• primary care-based mental health specialists 
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 • third sector (not-for-profit) providers and social enterprises (eg. Community organisations and 
networks, including faith groups) 
• other community-based, non-specialist practitioners (for example, school nurses and health 
visitors) 
• service user and carer experts by experience. 
• IAPT services  who offer integrated talking treatments for depression and anxiety across a range of 
NICE-approved modalities. All IAPT therapies include routine, session-by-session outcome 
monitoring. Treatment is provided by two types of psychological therapy practitioners: 

• psychological wellbeing practitioners trained in cognitive behavioural approaches for 
people with mild to moderate anxiety and depression (these approaches include guided 
self-help and psycho-educational groupwork) 

• high intensity therapists trained in CBT, counselling for depression, interpersonal 
psychotherapy, dynamic interpersonal therapy, and couples therapy for depression for people with 
moderate and severe depression and anxiety disorders. 

All IAPT practitioners should receive routine, outcomes-focused supervision and services also 
include administrative staff, employment advisers and a GP adviser and have links with other services 
such as housing, drugs advice and welfare benefits advice. 
 

For outcomes the guirdance suggests the following measures be used to ensure services achieve high 
clinical, cost, quality and safety outcomes. 
• For cost effectiveness: locally agreed referral thresholds,including use of the mental health 
clustering tool; percentage of people diagnosed with a long-term condition who have been screened 
for anxiety and depression; percentage of people with medically unexplained symptoms receiving 
evidence-based treatment in primary care. 
• For effectiveness: personalised care plans and patient goals; CORE (for effectiveness of talking 
treatments); compliance with IAPT data standard and sessional monitoring. 
•For patient safety: under-75 mortality rate in people with serious mental illness (outcome 1.5 of 
the NHS Outcomes Framework 11/12); QOF incentives to assess and manage the physical health of 
people with severe mental illness; completed suicide rates. 
• For recovery: employment rates of people with mental illness; patient self-defined goals. Also 
worth consideration are: the Mental Health Recovery Star, a self-assessment tool that patients can 
use with clinicians to chart their own progress towards their selfdefined goals and the Warwick–
Edinburgh Mental Well-being Scale (WEMWBS), a scale for assessing positive mental health.  
•For patient experience: patient ratings of consultations. 
 
A more indepth review of the evidence for various therapies and interventions that could be included 
within the local primary care mental health model is included within Appendix 5.  
 
 
Review of the local service provision: 
 
NHSE Desktop review of IAPT Service 
The NHSE Intensive Support Team (IST) completed a desktop review of IAPT provision in December 
2014.  The view was that the service provided a traditional model that was in need of development 
to meet the IAPT national standards, but the access of 12.8% was a good output for the investment 
made.   
A number of recommendations were made; 
- Commissioners to increase funding to ensure delivery of 15% access is delivered and 
sustained. 
- Commissioners to complete the review of R&B Counsellors and bring within IAPT model.  
- Ensure all step 2&3 therapies commissioned meet IAPT standards 
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 - Understand how patients at the severe end of clusters 1-4 are being provided for 
- Establish a whole system communication strategy and social marketing campaign 
And for the service to; 
- Clear the current backlog 
- Maximise groups 
- Reduce attrition rate and retain more patients in service 
- Review offer to older peole and BME groups 
- Introduce a centralised admin and booking system 
- Introduce self referrals and guided self-referral as main mode of access 
- Improve reporting of diagnostic codes and ADSM scores 
 
The IAPT desktop review found significant inequity for all 3 CCGs, and with older people, BME groups 
and LTCs all under-represented. This is largely due to the original service specification, that required 
the service to focus on primary diagnoses of anxiety and depression for ages 16yrs+  
The service is CBT focussed with little offer of other NICE recommended modalities such as IPT, DIT 
and EMDR. 
The service complies with NICE dosage guidelines, although there is an indication that some patients 
are receiving longer courses of treatment. 
 
Safety: Two SUIs were reported 2014 in relation to the current PCMH services. 
2014/30020 – an unexpected death with two service delivery problems identified. 
Multiple referrals: referral to Gateway Worker (GWW), referred onto CBT service, referred to CMHT, 
referred back to GP, then offered appointment with psychiatry, referred to Psychology in CMHT, 
referred to psychology in primary care. 
Record keeping: Secondary Care Psychology and Psychiatry notes kept separately. Psychiatry notes 
had the referral letter from Cognitive Behaviour Therapy (CBT) therapist, which would have been 
useful for Psychologist to have access to. Psychiatric notes not available for Psychologist to view at 
time of assessment. 
2014/19193 – an unexpected death of patient on PC psychology waiting list following assessment. 
The delivery problems identified related to referral process, and documentation. 
 
Benchmarking 
The IAPT service is currently providing 12.8% access and a  recovery rate in excess of 50%. The 
national target for CCGs is 15% and 50% respectively.  Attrition rates are 45-60% compared to a 
national average of 36%.  
Self-referrals are 1%, with well performing services reporting 70-80% (incl. guided self referrals). 
Staff turnover is less than 3% which benchmarks well with other services.  
10% of contacts are groups, with 98% patients discharged which is recognised as good practice.  
61% of patients receive 2 or more sessions which is the minimum level expected from a good service.  
 
Opportunities to improve productivity  
The plethora of referral routes and different service responses is not cost-effective. 
The new service model will need to have an infrastructure for the county, that provides efficiencies 
through use of of single point of access to services and use of technology such as e-referrals.  
 
Summary of Service Gaps  
 
As described above the stepped care model should comprise of: 
Step 1. To include supported self-management of psychological and emotional wellbeing. 
Step 2. To  comprise co-ordinated care involving primary care teams, and includes provision of low 
intensity therapies and links to employment support, carer support and other social support services. 
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 Step 3. To comprise high intensity psychological therapies and/or medication for people with more 
complex needs (moderate to severe depression or anxiety disorders, and co-morbid physical health 
problems). 
Step 4 To  comprise of specialist mental health care, including extended and intensive therapies. 
 
Gaps in the current step care model:  
At step 1 there is currently limited access in supporting people with information and face to face 
support to identify the early onset of mental health issues, and where to go for support. There is 
limited access to self-management approaches including wellbeing and limited preventative  and 
early interventions available.  Such as creative, social, recreational and therapeutic programmes for 
people in their local community which offer a choice of non-medical interventions. There is a lack of 
pro-active and outreach work with at-risk groups, and the development of self-referral routes into 
services  There is a lack of Support workers, Peer supporters and/or Volunteers 
  
At step 2 clear systems and pathways to low intensity therapies and links to employment support, 
carer support and other social support services need to be developed . Access to MH primary care 
practitioners situated at GP practice level is unclear and inequitable. 
 
There are currently  inefficient step up and step down referral systems. Poor quality of referrals 
impacts on quick access to mental health services such as psychological therapies and prompt access 
to secondary care services such as the local community mental health teams when needed. 
Improved interface between primary mental health care and secondary mental health services is 
required  to increase and improve access to specialist expertise and to the range of secondary care 
services.  Co-ordination of care (case management) and methodical management of systematic care  
Is lacking. 
 
There is also inequity across the county, with Redditch and Bromsgrove having the lowest level of 
specialist MH care within primary care and the lowest access rates to primay care mental health 
services.  
The DH IAPT review also identified that ceratin population groups are not having their needs met, 
such as older people, BME groups and those with long-term physical health needs. 
 

 

Alternative Models of Service Provision 
A number of alternative models of provision have been reviewed (Appendix 6). However four models 
have been considered in detail that have informed the proposed future service model for 
Worcestershire. 

1. Hull CCG  - Depression and Anxiety Services for Hull  

Service model: 
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• A service for Mental Health Clusters 1 -4 
• Adopts a “Lead Provider” arrangement 
• Has been developed with clinical engagement of CCG colleagues and service user 
involvement 
• Offers choice at every point on the pathway 
• Moves to a tariff-based service with a clinical outcome focus 
• Removes need to go via secondary mental health services to be able to access the range of 
services inc IAPT defined services 
• All data for individuals will be IAPT Compliant 

 

Relationship and interface with secondary mental health services: 

 

Clinical outcomes: The service will be expected to demonstrate the achievement of reliable clinical 
improvement or recovery, this will be an incentivised target within the contract  

This attracts a maximum 10% incentive of the tariff. 50% of this value will be paid monthly in advance 
alongside the baseline contract payment for the agreed indicative level of activity. Quarterly 
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 reconciliation will be undertaken to inform confirmed payment of this proportion and the remaining 
50% according to the achievement of the agreed performance target and levels of activity. 

 

2. Sandwell Integrated (the Sandwell Wellbeing Hub) 

The service aims to provide a holistic mental health and wellbeing service for the population of 
Sandwell based on a psycho-social model. It uses community assets and the expertise of previous 
and current service users to co-produce interventions for people with minor to severe mental health 
problems. Three core values form the foundation of the Sandwell Wellbeing Hub: 
• never turn a patient away 
• never discharge a patient if they are not well 
• always make sure there is a seamless handover if a patient needs a different service. 
 
Once a patient is referred into the hub, they are seen as the responsibility of all team members 
involved in their care, and they ensure that patients are not left alone. If a particular approach does 
not work, for example, cognitive behavioural therapy, other alternatives will be explored and 
arranged. This makes sure people are not left without a service. The Sandwell team calls this 
approach the ‘warm hands on, warm hands off’ approach. 
 
The Sandwell Esteem Team is part of the Primary CareMental Health and Wellbeing Service. The key 
aim of the Esteem Team is to help people with mild to moderate mental health problems and 
complex social needs at an early stage to prevent deterioration and admission to secondary care 
services. It aims to empower patients to take control over their own lives by offering guided 
therapies and tools for self-help. The team employs six link workers who provide care co-ordination 
for complex patients. They act as patients’ navigators through the health and social care system.  The 
Esteem Team can refer patients to a wide variety of statutory and voluntary sector services such as 
social services, debt advice agencies, substance abuse counselling, therapeutic services and peer 
support groups. Link workers form close relationships with their patients, building their confidence 
and self-esteem. They will visit patients at home and accompany them to appointments if required. 
Link workers will also show patients simple wellbeing interventions such as relaxation techniques, 
but the main focus of their work is care co-ordination. The Esteem Team’s work is not time-limited: 
patients will be discharged from the service only if the link worker and the clinical co-ordinator agree 
on discharge using guidelines developed by the service. A statistical analysis carried out by the 
commissioner shows significant levels of improvement on a clinical and a wellbeing scoring tool (the 
Core 10 and Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS). There was also a reduction in 
the percentage of patients with a diagnosis of clinical depression  
 
The hub is mainly funded by the Sandwell and West Birmingham CCG. The cost for the Esteem Team 
in 2012/13 was £490,349. In 2013/14, the budget was £569,674. The hub provides services at all 
levels of mental health and wellbeing promotion,based on a step care model:   

 Step 0 Local community prevention, advice, information.Self-help and guided self-help 
mental wellbeing promotion and advisory service  

 Step 1 Access to talking therapies, Low intensity services, integrated counselling and therapy 
services (talking therapies and consultation) 

 Step 2 Low Intensity – minor/mild mental health conditions (anxiety and depression). 
Practice-based primary care, Early detection/intervention; access to crisis prevention 
services; ongoing management of long-term conditions (physical and psychological) for 
service users and carers 

 Step 3 (Medium/high intensity Therapies, mixed presentations (moderate/complex). Esteem 
Team, collaborative shared care. High-intensity service, psychiatric liaison: mental health, 
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 alcohol, dementia and wellbeing screening; co-morbidities and effective medicines 
management; home treatment, ambulatory pathway from A&E 

 Step 4 Severe illness (urgent/crisis). Hospital and community beds, Single point of access for 
crisis for all ages; rapid assessment, interface and discharge (RAID) 

 
 
Northampton Changing Minds 
 
The changing minds service delivers the follow services: 
• IAPT wellbeing teams  
• Peer Support Team 
• Learn to be programme  
• Wellbeing support – on line advice and guidance on exercise food and mood, sleep relaxation 
Therapies and Social support  
• Moving forward resources self help resource in how to get better if feeling anxious or low in 
mood  
 
The IAPT Wellbeing Teams aim to provide a local service for people with common mental health 
problems including anxiety and depression. They provide an innovative and person centered service 
for individuals in Northamptonshire, who may be at risk of or who are experiencing a period of 
mental distress. The IAPT Wellbeing Service is based on the Stepped Care Model approach as 
outlined in the National Institute for Clinical Excellence's (NICE) guidelines for the treatment of 
anxiety and depression.and  help people with a range of common mental health problems 
appropriate for Steps 2 and 3. The teams also work in partnership with Primary Care to provide 
timely interventions for people with a low risk that enables them to acquire the skills they need to 
promote their own recovery.  
 
In the Peer Support Team, Peer Supporters work across the county offering  local people the 
opportunity to talk about how they are feeling and to support people to plan their recovery.  Peer 
Supporters all have a lived experience of mental health distress so they are in a good position to 
understand and appreciate what others might be going through. They work one to one with people 
and offer group sessions within the community providing people with time and space to think about 
where they would like to be, offer support to make changes for the better and increase knowledge of 
what wellbeing means to them.  Peer Supporters work to the Ten Essential Capabilities and offer a 
confidential and non-judgmental service.  
 
The Learn2B project is an innovative partnership between Changing Minds and the 
Northamptonshire County Council Adult Learning Service. The aim is to enhance wellbeing through a 
range of creative, social, recreational and therapeutic groups for people in their local communities. 
Learn2B offers a choice of non medical interventions that are educational, fun and relaxed, where 
people can participate in an activity that they are interested in or would like to learn more about.  
http://www3.northamptonshire.gov.uk/councilservices/educationandlearning/adult-
learning/community-learning/Pages/learn2b.aspx 
 
 
HALTON Community Wellbeing Practices 
 
The Halton model aims to promote community and individual wellbeing and in doing so reduce 
demand on services. This takes an assets based approach, building on the individuals and community 
assets. The service involves Community Wellbeing Officers who have a community development 
background and are trained in assets based approach, CBT, mindfulness are attached to GP practices 
and local community/local partners who deliver services in the neighbourhood.  

http://www3.northamptonshire.gov.uk/councilservices/educationandlearning/adult-learning/community-learning/Pages/learn2b.aspx
http://www3.northamptonshire.gov.uk/councilservices/educationandlearning/adult-learning/community-learning/Pages/learn2b.aspx
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The Community Wellbeing Officers receive referrals from clinicians or self referral and during a 45-60 
min appointment develop a personal plan to improve wellbeing.  This is based on the 5 ways to well-
being and will involve patients participating in local groups/ activities/volunteering. Patients are all 
followed up and WEMWBS and case studies are used to measure impact. Patient groups are engaged 
and play a role in developing community and practice based interventions that promote wellbeing 
(based on the 5 ways to wellbeing). Community groups/interventions are commissioned, if a gap in 
provision is identified.  Community events are organised such as community choirs, mindfulness 
courses, music and memories, community exercise sessions, laughology. The service targets frequent 
attenders and the wellbeing officers attend practice meetings focussing on frequent attenders.  
Where health trainers are in place they work with Community Wellbeing Officers  to provide lifestyle 
interventions 
 
In Halton the service costs circa £1milion over 3 years, and is delivering in 17 surgeries. The CCG 
commissioned the service from Wellbeing Enterprises Community InterestCompany.  The 
implementation of this service has resulted in: 
• GP practices focussed on promoting wellbeing and the services/group/assets in the local 
community, developed community partnershipsand strengthened referred to community 
interventions. 
• GP's have  reported, reduced demand for surgery appointments, reduced prescribing, 
reduced admissions for specific patients, improved wellbeing of patients and clinicians who feel able 
to offer the patient and positive intervention, which they then take control of, rather than a clinical 
intervention. 
• Volunteers have been recruited through the process and they have gone on to organise 
activities in their local practice and or community. 
 

Conclusions and Recommendations 
 

Conclusions 

The APMS national surveys suggest some 17.6% of the adult population (21.0% of women and 11.9% 
of men) have a common mental health problem (anxiety or depression). This suggests there could be 
82,420 adults (age 16+) in Worcestershire with a common mental disorder (CMD). However, 
evidence demonstrates that CMD prevalence is greater amongst low income groups ranging from 
10% in highest income groups to 25% in lowest income groups. To better estimate numbers and 
identify need in Worcestershire, prevalence rates by income group hav been  applied to practice 
registered populations and CMD prevalence estimates per practice obtained. This suggests there are 
more likely to be about 70,000 adults with a CMD in the county.  
 
Estimated CMD prevalence varies by practice and by CCG. Wyre Forest CCG has the highest 
estimated CMD prevalence rate of 137.6 per 1000 population, followed by Redditch & Bromsgrove 
CCG of 134.4 and South Worcestershire of 127.1. Activity data provided related to Clusters 1 to 4 
(plus IAPT & counselling in R& B) identifies inequities in access to primary mental health care 
provision. 56% of all patients accessing primary care mental health services in 2014/15 were from 
SWCCG, 26% from R&B (3% of which was counsellor provision) and 19% from WF. The estimated 
CMD need per CCG, however is 49% (SW), 30% (R&B) and 21%(WF). 
 
The analyses by practice indicate that many practices with high estimated CMD need do not have 
high patient access or activity rates, and conversely many practices with lower levels of CMD need, 
often have high access & activity rates. In addition, many practices located in communities with high 
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 levels of income deprivation appear to have lower patient access rates. The activity data indicates 
that where patients were Clustered in 14/15, 26% were Clusters 0-2, 74% were clustered 3-4 or 
higher.  
 
A review of the evidence endorses the stepped care approach as advocated by The Joint 
Commissioning Panel for Mental Health as the most effective way of delivering evidence based 
treatments for CMD in primary care:   
• Step one includes supported self-management of psychological and emotional wellbeing. 
• Step two comprises co-ordinated care involving primary care teams, and includes provision 
of low intensity therapies and links to employment support, carer support and other social support 
services. 
• Step three comprises high intensity psychological therapies and/or medication for people 
with more complex needs (moderate to severe depression or anxiety disorders, and co-morbid 
physical health problems). 
• Step four comprises specialist mental health care, including extended and intensive therapies 
  
The gaps evident in the current service model  are: 
At step 1 there is limited access to support or information regarding early onset of mental health 
issues. There is limited access to self-management approaches including wellbeing and few 
preventative  and early interventions available.  There are few creative, social, recreational and 
therapeutic programmes for people in their local community which offer a choice of non-medical 
interventions. There is a lack of pro-active and outreach work for at-risk groups, and limited  self-
referral routes into services  There is a lack of Support workers, Peer supporters and/or Volunteers 
  
At step 2 clear systems and pathways to low intensity therapies and links to employment support, 
carer support and other social support services need to be developed . Access to MH primary care 
practitioners situated at GP practice level is unclear and inequitable. 
 
There are currently  inefficient step up and step down referral systems. Poor quality of referrals 
impacts on quick access to mental health services such as psychological therapies and prompt access 
to secondary care services when needed. 
 
There is also inequity across the county within the current service skill mix, with Redditch and 
Bromsgrove having the lowest level of specialist MH care within primary care and the lowest access 
rates to primary care mental health services. The DH IAPT review also identified that certain 
population groups are not having their needs met, such as older people, BME groups and those with 
long-term physical health needs.   
 
Recommendations 
 
A revised evidence based primary care mental health model be developed to address the gaps 
identified in the stepped care approach.  The model to provide a focus on wellbeing & resilience and 
build on existing provision & community assets, working more closely  with the VCS.  
 
The new model and revised allocation of resources should  be designed and provided  to address the 
inequity of service provision identified in this needs assessment, to ensure service provision is 
available and accessible within localities and practices of highest need across the county including 
outreach and targeted support to priority groups.  
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 Appendices 

Appendix 1  

Common Mental Disorder prevalence estimates and Cluster 1-4 (+IAPT) 14/15 access rates by GP 
practice/CCG. 

Practice 
Name 

Practice 
code 

CCG 
Practice 
Pop 

Total 
estimated 
CMD 

Rate/ 
1000 

% of 
county 
total 

Number 
accessed 
Clusters 1-
4 (+ IAPT) 
14/15 

Rate/ 
1000 

% of 
county 
total 

Elgar House M81002 R&B 13,703 2,047 149.4 2.96 211 17.8 1.99 

Winyates 
Health 
Centre 

M81019 R&B 13,961 2,030 145.4 2.93 281 22.2 2.65 

Dow 
Surgery 

M81020 R&B 10,105 1,499 148.3 2.16 169 18.4 1.59 

Churchfields M81070 R&B 11,514 1,467 127.4 2.12 207 18.8 1.95 

St Stephen's 
Surgery 

M81001 R&B 10,124 1,459 144.1 2.11 171 19.1 1.61 

New Road 
Surgery 
Bromsgrove 

M81021 R&B 10,783 1,324 122.8 1.91 187 18.3 1.77 

St John's 
Surgery 

M81082 R&B 9,616 1,216 126.5 1.76 190 20.1 1.79 

Hillview 
Medical 
Centre 

M81041 R&B 8,060 1,159 143.8 1.67 221 31.0 2.08 

Davenal 
House 

M81069 R&B 9,098 1,132 124.4 1.63 154 19.4 1.45 

Hollywood 
Medical 
Practice 

M81064 R&B 5,789 688 118.9 0.99 136 24.7 1.28 

Barnt Green M81078 R&B 5,520 681 123.4 0.98 77 13.6 0.72 

New Road 
Surgery 
(Rubery) 

M81025 R&B 5,047 678 134.3 0.98 59 12.7 0.55 

Church Hill 
(M81089) 

M81089 R&B 4,596 672 146.2 0.97 56 11.4 0.53 

Cornhill 
Surgery 

M81055 R&B 4,592 666 145.0 0.96 58 13.8 0.54 

Bridge 
Surgery 

M81092 R&B 5,061 642 126.9 0.93 112 23.8 1.06 

Woodrow 
Medical 
Centre 

M81087 R&B 3,187 553 173.5 0.80 38 13.0 0.36 

Catshill 
Surgery 

M81084 R&B 4,518 544 120.4 0.79 75 18.2 0.71 

Hollyoaks 
Medical 
Centre 

M81083 R&B 4,479 529 118.1 0.76 115 26.8 1.09 

Ridgeway 
Surgery 

M81077 R&B 4,754 527 110.9 0.76 77 17.0 0.72 
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 Crabbs 
Cross 
Surgery 

M81617 R&B 3,339 434 130.0 0.63 67 20.4 0.63 

Glebeland 
Surgery 

M81605 R&B 3,505 400 114.1 0.58 39 11.1 0.37 

Crabbs 
Cross 
Medical 
Centre 

M81616 R&B 2,242 300 133.8 0.43 29 13.9 0.28 

Redditch & Bromsgrove 
CCG Total 

R&B 
CCG 
Total 

153,593 20,647 134.4 29.82 2,740 19.19 25.82 

          

Practice 
Name 

Practice 
code 

CCG 
Practice 
Pop 

Total 
estimate 
CMD 

Rate/
1000 

% of 
county 
total 

Number 
accessed 
Clusters 1-
4 (+ IAPT) 
14/15 

Rate/
1000 

% of 
county 
total 

Severn 
Valley 
Medical 
Practice 

M81006 SW 17,125 2,048 119.6 2.96 331 20.4 3.12 

Spring 
Gardens 

M81008 SW 14,111 2,035 144.2 2.94 395 31.4 3.72 

Elbury Moor 
MC 

M81017 SW 11,564 1,826 157.9 2.64 223 23.3 2.10 

Haresfield M81022 SW 12,728 1,678 131.8 2.42 342 29.4 3.22 

The 
Riverside 
Surgery 

M81004 SW 12,579 1,588 126.2 2.29 205 17.7 1.93 

St John's 
House 

M81063 SW 12,945 1,518 117.3 2.19 208 18.9 1.96 

Thorneloe 
Lodge 

M81037 SW 10,305 1,379 133.8 1.99 258 29.0 2.43 

St Martin's 
Gate 

M81035 SW 10,211 1,376 134.8 1.99 208 22.2 1.96 

Merstow 
Green 

M81058 SW 10,010 1,302 130.1 1.88 250 27.2 2.35 

Berwyn 
House 

M81049 SW 9,307 1,269 136.4 1.83 240 26.7 2.26 

The Corbett 
Medical 
Practice 

M81091 SW 9,956 1,250 125.6 1.81 180 18.3 1.70 

Salters 
Medical 
Practice 

M81034 SW 9,535 1,247 130.8 1.80 208 25.2 1.96 

Malvern 
Health 
Centre 

M81075 SW 9,412 1,221 129.7 1.76 245 28.8 2.31 

New Court 
Surgery 

M81629 SW 8,718 1,097 125.8 1.58 197 24.2 1.85 

Pershore 
Medical 
Practice 

M81074 SW 9,497 1,090 114.8 1.57 174 19.9 1.64 
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 Tenbury 
Wells 

M81042 SW 9,053 1,074 118.6 1.55 96 11.8 0.90 

Abbottswoo
d Medical 
Centre 

M81046 SW 9,344 1,067 114.2 1.54 226 25.4 2.13 

Upton M81038 SW 10,050 1,030 102.5 1.49 204 22.0 1.92 

Spa Medical 
Practice 

M81047 SW 7,805 1,018 130.4 1.47 202 27.6 1.90 

Whiteacres 
Medical 
Centre 

M81039 SW 7,005 885 126.3 1.28 200 29.4 1.89 

Albany 
House 

M81072 SW 6,363 880 138.3 1.27 178 31.1 1.67 

Abbey 
Medical 
Practice 

M81094 SW 6,457 825 127.8 1.19 125 20.3 1.18 

Barn Close 
Surgery 

M81029 SW 6,925 794 114.7 1.15 131 20.1 1.23 

DeMontfort 
Medical 
Centre 

M81627 SW 5,368 689 128.4 1.00 103 21.1 0.97 

Great 
Witley 

M81033 SW 5,627 672 119.4 0.97 100 18.7 0.94 

Link End M81079 SW 5,186 665 128.2 0.96 152 31.0 1.44 

Bredon Hill 
Surgery 

M81007 SW 4,518 531 117.5 0.77 121 27.1 1.14 

St Saviours M81081 SW 3,948 501 126.9 0.72 83 22.0 0.78 

Ombersley 
Medical 
Centre 

M81011 SW 4,001 493 123.2 0.71 48 13.6 0.45 

Worcs 
Walk-In & 
HC 

Y02708 SW 2,967 439 148.0 0.63 103 25.6 0.97 

Knightwick M81045 SW 3,667 402 109.6 0.58 55 16.0 0.52 

Grey Gable 
Surgery 

M81607 SW 3,044 336 110.4 0.49 71 21.6 0.67 

Farrier 
Houser - 
Worcester 

Y04968 SW         30 0.0 0.28 

South Worcestershire 
CCG Total 

SW 
CCG 
Total 

269,331 34,225 127.1 49.43 5,899 23.70 55.59 

          

Practice 
Name 

Practice 
code 

CCG 
Practice 
Pop 

Total 
estimated 
CMD 

Rate/
1000 

% of 
county 
total 

Number 
accessed 
Clusters 1-
4 (+ IAPT) 
14/15 

Rate/
1000 

% of 
county 
total 

Church 
Street 

M81056 WF 15,295 2,292 149.9 3.31 296 22.0 2.79 

Bewdley 
Medical 
Centre 

M81057 WF 14,264 1,767 123.9 2.55 236 17.9 2.23 
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 Northumber
land House 

M81005 WF 11,430 1,728 151.2 2.50 137 13.5 1.29 

York MC M81040 WF 12,495 1,671 133.7 2.41 232 21.6 2.18 

Aylmer 
Lodge 
Cookley 
P'ship 

M81068 WF 10,390 1,434 138.0 2.07 253 22.6 2.39 

Forest 
Glades 

M81010 WF 6,994 1,062 151.8 1.53 176 29.4 1.66 

Stanmore 
House 

M81015 WF 7,600 1,039 136.7 1.50 158 23.2 1.49 

Stourport 
Health 
Centre 

M81073 WF 7,937 1,016 128.0 1.47 181 25.0 1.71 

Kidderminst
er Health 
Centre 

M81065 WF 6,497 963 148.2 1.39 140 25.2 1.32 

Hagley 
Surgery 

M81027 WF 5,682 702 123.6 1.01 79 14.0 0.75 

Wolverley 
Surgery 

M81608 WF 2,838 372 131.1 0.54 23 9.1 0.21 

Chaddesley 
Surgery 

M81090 WF 3,012 327 108.6 0.47 47 17.0 0.44 

Wyre Forest CCG Total 
WF 
CCG 
Total 

104,434 14,373 137.6 20.76 1,964 20.62 18.51 
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 Appendix 2 

Sequence of maps showing rate/1000 of Common Mental Disorders by District by district (APMS 
prevalence). 

 

 

Bromsgrove 

 

Source: OMD 2010, APMS 2007 prevlance estimates and national GP profiles data 
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 Malvern Hills 

 

Source: OMD 2010, APMS 2007 prevlance estimates and national GP profiles data  
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Redditch 

 

Source: OMD 2010, APMS 2007 prevlance estimates and national GP profiles data  
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Worcester City 

 

Source: OMD 2010, APMS 2007 prevlance estimates and national GP profiles data  
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Wychavon 

 



 

 

43 

Primary Care Mental Health Needs Assessment  

 Source: OMD 2010, APMS 2007 prevlance estimates and national GP profiles data  

 

Wyre Forest 

 

Source: OMD 2010, APMS 2007 prevlance estimates and national GP profiles data  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

44 

Primary Care Mental Health Needs Assessment  

 Appendix 3 

Description of Worcestershire’s Current Primary Care Mental Health Service 

Who is the service for: 
Worcestershire’s Primary Care Mental Health Service provides assessment and treatment to patients 
aged 16 and over, presenting with common mental health problems such as anxiety and/or 
depression. The service consists of a comprehensive range of Mental Health specialties within one 
Team: 
• Cognitive Behavioural Therapy Service  
• Psychological Therapy Service 
• Counselling Service 
• Gateway Worker Service 
 
Service Philosophy and Aims: 
The Primary Care Mental health Team aims to provide: 
• Access to a comprehensive range of mental health services ; 
• High quality service, delivering best practice; 
• Prompt and easy access to services; 
• Assessment, treatment and referral on as appropriate 
 
And to promote: 
• The prevention of escalation of problems; 
• Independence and recovery; 
• Choice and flexibility; 
• The dissemination of information and understanding regarding common mental health 
problems; 
• The use of self-help literature and other relevant services. 
 
Within each specialty, the service aims to provide as early an intervention as possible, preventing 
problems from escalating and signposting on to appropriate services where necessary. Treatment 
consists of both individual and group therapy and is in-line with evidence-based practice.  
 
Bases  
The Primary Care Mental Health Service is a county wide service which operates on weekdays 
between 9 a.m. and 5 p.m, with some flexibility as required. The service tries to offer appointments 
as close to your home as possible. This will be in your GP Surgery, Community Base and sometimes in 
the local hospital. If you work in a different part of the county and it would be more convenient to 
book your appointment there.  
 
Primary Care Mental Health Team 
Main Base: 
Wulstan Unit 
Worcestershire Royal Hospital, 
Worcester, WR5 1JG. 
Tel: 01905 733203 
 
Cognitive Behaviour Therapy (CBT): 
Cognitive Behavioural Therapy (CBT) is a widely used therapy that helps people overcome emotional 
problems. It is a talking therapy that is recommended for the treatment of depression and anxiety. 
Cognitive refers to our thoughts, memories and images and the meanings we give to our 
experiences. Behavioural refers to everything we do. This includes what we say, how we solve 
problems, how we act and how we avoid. 
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When we have emotional problems such as depression or anxiety, our thinking patterns tend to 
change and we focus more on the negative side of things. Negative thinking patterns influence how 
we behave resulting in unhelpful behaviours. Patterns of unhelpful thinking and behaviours become 
stronger and emotional problems get worse. This is often referred to as a vicious circle. CBT helps to 
identify these unhelpful patterns and teaches techniques to manage and overcome emotional 
problems. 
 
Following receipt of referral: 
The service will telephone initially to assess what support is best for you and offers a range of 
options, including: 
 
Computerised CBT 
Self-help books on-prescription 
Guided self-help from a member of the therapy team 
Self-help group work 
Individual therapy 
Signposting to other services that may offer specific help and support 
  
Treatment: 
You and a member of the therapy team will work together to develop a plan of therapy. This will 
include: 
 
Your Goals of therapy 
Working towards understanding how your difficulties are currently maintained 
Techniques and strategies to bring about change 
Frequency and duration of therapy 
   
The service is open Mon-Fri 9-5 but aims to offer early/late appointments where possible 
The main therapy centres are in Worcester, Malvern, Pershore, Evesham, Droitwich, Kidderminster, 
Redditch & Bromsgrove. Some appointments are offered in GP practices and other community 
venues. 
 
Psychological Therapy Service 
A Psychological Therapist is a qualified Psychologist or Psychotherapist with experience of assisting 
people to deal with a wide variety of complex mental health, personal and relationship problems. 
Psychological Therapy aims to assist with the development of coping skills and resources.  
 
How to Access the Service: 
Important! You need to be registered with a Worcestershire GP Practice to be able to access the 
Psychology service. The service covers the whole county.  
You can ask your GP to refer you. Your GP may know you well and a discussion with your GP may be 
helpful in the first instance. 
 
Following receipt of referral: 
An appointment will be offered with a therapist. This will last approximately 50 minutes, during that 
time you will have the opportunity to talk about the issues which you would like to address. You may 
be asked about yourself, your background and the problems that have led you to come to 
Psychological therapy. The main purpose of the first appointment is to ensure that Psychological 
therapy will be helpful to you and make a plan for what you hope to achieve through attending the 
sessions.  
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 Treatment: 
After this first appointment, some people may decide that Psychological Therapy is not the right 
option for them at the moment. If you and the Therapist decide to book more appointments you will 
be offered further sessions (Usually up to 12, but occasionally up to 20). These will be spaced at 
weekly or fortnightly intervals. Psychological Therapy aims to help you to develop your own coping 
skills and resources. 
 
The service is open Mon-Fri 9-5 but aims to offer early/late appointments where possible. The 
service endeavours to offer appointments at the GP Practice you are registered with.  However, 
there are times when this is not possible and you will be offered an appointment at an alternative 
location 
 
Counselling Service 
A  Counsellor is a qualified mental health professional with experience of assisting people to deal 
with a wide variety of mental health, personal and relationship problems. Counselling aims to assist 
in the development of coping skills and resources.  
 
How to Access the Service 
 
Important! You need to be registered with a Worcestershire GP Practice to be able to access the 
Counselling service. The Service covers South Worcestershire and Wyre Forest. If you need to see a 
counsellor in Redditch or Bromsgrove, your GP can refer you to their own practice counsellor).  
 
You can ask your GP to refer you. Your GP may know you well and a discussion with your GP may be 
helpful in the first instance. 
 
Following your referral to us: 
You will be offered an appointment with a Counsellor. This will last approximately 50 minutes. During 
that time you will have the opportunity to talk about the issues which you would like to address. The 
main purpose of the first appointment is to ensure that Counselling will be helpful to you and to 
make a plan for what you hope to achieve through attending the sessions. 
 
Treatment: 
After the first appointment, some people may decide that Counselling is not the right option for 
them at the moment. If you and the Counsellor decide to book more appointments you will be 
offered up to 5 more sessions, usually spaced at weekly or fortnightly intervals.  
 
The service is open Mon-Fri 9-5 but aims to offer early/late appointments where possible. The 
service endeavour to offer appointments at the GP Practice you are registered with.  However, there 
are times when this is not possible and you will be offered an appointment at an alternative location. 
 
 
Gateway Worker Service 
Gateway Workers are qualified mental Health Practitioners, usually a mental health nurse, social 
worker, occupational therapist or clinical psychologist, experienced in the assessment and treatment 
of mental health problems. They have a broad range of skills, experience and knowledge, enabling 
them to assist people to deal with a wide variety of mental health problems and, where appropriate, 
with related social and family issues. They have close links with your General Practitioner (GP); 
mental health services and voluntary agencies.  
 
How to Access the Service 
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 Important! You need to be registered with a South Worcestershire GP Practice to be able to access 
the Gateway Worker service. If your problems are mild-moderate in nature then you can: 
 
You can ask your GP to refer you. Your GP may know you well and a discussion with your GP may be 
helpful in the first instance. 
 
Following your referral to us: 
You will be offered an appointment with a Gateway Worker. The appointment will last approximately 
40 minutes. The main purpose of this first session is to assess mental health needs to ensure you 
receive the correct help. 
Treatment: 
Talking about problems is the first step towards making changes. The Gateway Worker will support 
you to describe the problems you are experiencing and work with you to find a way forward. 
 
This may include: 
 
• Providing information about a wide range of services 
• Referring on to specialist teams 
• Short-term support for a limited number of sessions 
• Helping find different ways of coping or changing your situation. 
 
Geographical areas covered by Team: 
South Worcestershire, Evesham, Pershore & surrounding villages, Malvern, Upton, Worcester City 
and Droitwich 
 
The service endeavours to offer appointments at the GP Practice you are registered with.  However, 
there are times when this is not possible and you will be offered an appointment at an alternative 
location. The service is open Mon-Fri 9-5 but aims to offer early/late appointments where possible. 
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 Appendix 4 

Mapping of available community assets 

 

Appendix 5  

Evidence Review of therapies and interventions 

 

Appendix 6 

Review of Service Models 

 

Appendix 7 

Summary of Engagement Activities 
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