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Introduction

� What do we want to achieve?
� What is stepped care?
� What are the alternatives?
� What are the tensions in stepped care?
� What are the issues in delivery?



What do we want to achieve?

� Access

� Effectiveness

� Efficiency

� Patient-centredness



How are we doing?

� Access
� Generally poor

� Effectiveness
� OK

� Efficiency
� Unclear

� Patient-centredness
� Generally poor



What problems do we face?

� Lack of resources

� Despite IAPT, we are unlikely to have 
enough resources to provide sufficient 
treatment



What problems do we face?

� Lack of knowledge

� Still cannot answer Paul’s challenge
� ‘What treatment delivered by whom, is most effective for 

this individual, with that specific problem, and under 
which set of circumstances?’ (Paul 1967)



How does stepped care deal with these 
problems?

� Lack of resources

� Recommended treatment is least intensive in 
terms of resources that is likely to produce a 
good outcome



How does stepped care deal with these 
problems?

� Lack of knowledge

� Results of treatment and decisions about 
treatment monitored systematically and patients 
‘stepped up’ if significant health gain is not 
being made



How is it different from usual care?

� Planned approach to delivery

� Structured series of interventions

� Empirical approach to outcome

� Structured approach to decision making



When is it ‘stepped care’?

� You can have steps without stepped care 
� (e.g. stratified care)

� You can have stepped care without steps 
� (e.g. a focus on outcome measurement)



NICEWhat is stepped care?



NICEWhat is stepped care?



NICEWhat is stepped care?



Tensions in stepped care

Choose any two



Tensions in stepped care

Choose any two
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Tensions in stepped care

� Access versus effectiveness

� Balance between high and low intensity 
therapies

� Do we adopt an individual or public health 
perspective?

� 20 patients ‘recovered’ versus 100 patients 
‘improved’?



Tensions in stepped care

� Patient-centredness versus effectiveness

� How much emphasis on choice and preference 
compared to evidence?

� Where is choice within stepped care?

� Choosing between steps? Or within them?



Tensions in stepped care

� Patient-centredness versus access

� Who decides what is a ‘good outcome’?

� How much resource can a patient use?



Key operational issues

� Balance between stepped and stratified?
� Number of steps?
� Number of treatments within steps?
� Who makes the decision?
� How is a ‘good outcome’ defined?



Balancing steps and strata

� What confidence do we have in prediction?

� DOH psychotherapy clinical practice guidelines

� Negative examples (no difference in ethnicity)
� Highly specific (self-exploration and capacity to 

tolerate relationships in interpretative therapies)
� Low validity (grade 3 evidence)

� How useful is severity as a guide?



How many steps?

� Five may not be the optimal number

� More steps require more complex 
decisions

� Stepping up may have its own 
consequences



How many treatments per step?

� May be a way of squaring choice with 
efficiency and effectiveness

� Do patients get moved within steps, or 
between?



Who makes the decision?

� Complex decisions=Experienced 
practitioners=Loss of efficiency?

� Source
� Professional
� Patient

� Others



How is the decision made?

� Simple thresholds
� Clinically significant and reliable change
� Expected outcomes in different groups
� Remission (predicts long term gain)

� Scope
� Symptoms
� Functioning
� Quality of life
� Patient-defined outcomes



Summary

� Simple idea, complex implementation

� Decisions about balance between aims

� Decisions about structure to meet aims





PATIENT CENTRED CARE 
(ACROSS  THE AGE RANGE)

Jane Garner
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‘Every man desires to live long 
but no man would be old’

Jonathan Swift
Thoughts on Various 
Subjects 1727



•Rationing and discrimination

•Attitude of others 
family 
patient



•Accessible
• Patient centred
• Lack of knowledge
• Resource constraints
DISCRIMINATION AT ALL 
LEVELS



40% of GP contacts are for
people over 65 years



No evidence that older people 
who are able to access psycho-
therapeutic help do less well 
than younger



Equal does not mean same

Equal: fair
equitable
impartial

Same: identical



• more emphasis on rationale of treatment at the 
beginning

• selection of realistic concrete goals

reinforcement strategies and repetition
• attention to common themes of ageing
• incorporating life review

• time
gradually terminate work

• transference / counter-transference
• life experience of the therapist

• developmental task in later life



• mourning – liberation
• adaptation to biological reality
• dementia
• physical health and disabilities.  Body-mind 

relationship
• death

chronological age is not a good indication of
how much adaption is needed
• may need change to respond to the strengths 

of older adults



TRAINING

• practical competencies in the technique

• understanding of relationships 
• psychological treatments

• experience with older patients
• adaptations

• understanding dependency
• understanding ageism: society, services, self and 

the patient



Justice

Equity

Respect
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Introduction

� Approaches to levels of service provision 
in CAMHS

� Difficulties in defining care pathways in 
CAMHS.

� Difficulties is developing best practice
� Depression in children and young people 

as an example
� Developing referral pathways.



Approaches to levels of service 
provision in CAMHS

� HAS report (1995) Together We Stand 
NSF Standard 9

� Tier 1 Primary care services
� Tier 2 CAMHS professionals relating to 

primary care workers
� Tier 3 CAMHS, services for more 

severe, complex or persistent 
disorders

� Tier 4 CAMHS Tertiary-level service, Day/In 
patient units



Difficulties in defining care pathways 
in CAMHS

� Who is the patient? What is the 
problem?

� Child mental health problems do not 
come in tidy packages

� A clamour of voices/context
� Liaison and consultation
� Narrowing definitions reduces anxiety at 

cost of effectiveness



Best practice in CAMHS

� Designed to increase certainly at the expense of 
clinical practice

� Evidence base is not synonymous with best practice, 
nor can it be generalised

� Limited information about what causes outcomes

� NICE
� ADHD – good practice in CAMHS in not supported

� Requires Tier 1 training – limited evidence re: efficacy
� Limited time in primary care

� No good evidence re: who will benefit from which types of treatment

� Ltd. Evidence that starting with simplest intervention in necessarily best



Depression in Children and Young People

Step 5

Step 2

Tier 3/4 
CAMHS

Depression unresponsive to treatment, 
recurrent, psychotic depression

Intensive psychological 
treatment +/- medication

Moderate to severe depression Brief psychological intervention +/- 
medication

Step 4
Tier 2 or 3 
CAMHS

Who is responsible 
for care

What is the focus? What do they do?

Step 3
Tier 2 CAMHS Mild depression Watchful waiting, non-di rective supportive 

therapy group, CBT, guide of self-help

Screening, family history

Tier 1 Primary Care 
Services

Step 1

Primary Care and/or 
Tier 2 CAMHS

Risk profilingDetection

Recognition



Depression: issues in applying 
stepped care

� Recognition and management of co-
morbidity

� Care that is culturally sensitive
� Diagnosis versus intervention
� Where to intervene
� Treatment of others



Referral Pathways: guiding 
principles

� Choice – referrers and patient

� Special needs
� Disability
� Child Protection

� Clinician skills
� Waiting Lists
� Previous involvement with CAMHS or other 

issues within the family
� Modalities
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David Richards
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� was not invented by NICE
� is not specific to mental health 

care
� is not a treatment
� is not a system of rationing
� does not have five steps
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� Two principles 
1. ‘least burden’. 
2. ‘self-correction’

� treatment received by a patient should always be 
the least restrictive, delivering good outcomes 
whilst burdening the patient and the health care 
system as little as possible 

� a system must be in place to detect non-
improvement leading to alternative more intensive 
treatments being offered 
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� Allocation systems stratify patients and 

initially allocate them to interventions in ‘tiers’
according to some supposed objective 
criteria

� Progression systems provide all patients with 
low-intensity treatments and organise 
progression according to some objective 
criteria
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An operational research project

Principal Investigator: David Richards 
University of Exeter, UK
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� Three year NIHRSDO funded project
� National team of:

� academic health services researchers (Richards, Lovell, Bower, 
Gilbody) 

� operational research specialists and mathematical modellers 
(Gallivan and Uttley) 

� service user (Owens)
� service heads/directors of psychological therapies services (Cape 

and Paxton)
� General Practitioner (Tomson) 
� clinical psychologist and primary care mental health development

and management lead (Leibowitz) 
� director of a national mental health research centre (Pilling)
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� Two Phases:
1. Design and implement stepped care systems for 

psychological therapies and evaluate for 
effectiveness, efficiency and acceptability

2. Investigate the generalisability of the stepped care 
reconfiguration process to other psychological 
therapies services

First real life look at stepped care in operation for 
common mental health problems in primary care
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� Phase I: Design, implementation and 
evaluation of stepped care
� Designed through stakeholder consensus 

exercises, facilitated by computer modelling 
� Implemented in four case study sites 
� Assessed through quantitative and qualitative 

data collection in each site 

It was THEIR service
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� Data on 8396 patients
� ‘Allocation’ rates to high intensity treatment range 

from 3% to 46% of referrals
� ‘Stepping’ rates to high intensity treatment range 

from 3% to 25% of low-intensity patients
� Drop outs are around 33% for low and high intensity
� Ratio of treatments (Low:High) range from:

� 5:1 (mainly low) 
� 1:3.5 (mainly high)

� No consensus!



Movement of patients:
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Screening Step 2 Step 3 Step 1 (Internet)
Scheduled 

discontinuation
Unscheduled 

discontinuation
Referred 

elsewhere 

Screen (N=1185) 0% 15% 3% 50% 0% 32% 0%

Step 2 (N=175) 0% 0% 3% 7% 43% 33% 14%

Step 3 (N = 35) 0% 0% 0% 5% 58% 35% 3%



Movement of patients:
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Assessment  Step 2
stress 
class  Step 3

Psychology 
/ Step 4

Scheduled 
discontinuation

Unscheduled 
discontinuation

Referred 
out 

Referred up 
(ie CMHT)

Assessment 
(N=778) 0% 13% 7% 43% 3% 14% 8% 12% 1%

Step 2 (N=106) 0% 0% 6% 3% 4% 53% 34% 0% 0%

Stress Class 
(N=59) 0% 0% 0% 0% 2% 66% 30% 2% 0%

Step 3 (N=327) 0% 1% 2% 0% 6% 60% 28% 2% 2%

Psychology/ Step 
4 (N=16) 0% 0% 0% 0% 0% 69% 31% 0% 0%
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� Clinicians, patients and managers report that 

increased and timely access to treatment is an 
advantage of this way of working.
� “I think loads of people are getting help that they didn’t use to 

get before.  So that’s been good.  Lots of people are getting 
more access to psychological therapies than they ever used 
to, and that’s and that’s a good thing.” Clinician

� “I could actually get in contact with somebody swiftly, so there 
wasn’t going to be a huge waiting list, that he [the GP] felt it 
was appropriate, that he’d had good reports I think from, from 
other patients.” Patient
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� Managers regard stepped care as better meeting the needs 

of commissioners and general practice than traditional 
systems 
� “It was empowering, it was useful, it was what primary care 

wanted. Certainly from a PCT commissioning point of view 
it was exactly what commissioners were wanting and it 
certainly was what GPs and primary care practitioners were 
wanting.” Manager

� “It was wholly about increasing capacity and access in 
primary care.” Manager

� “We spent an awful lot of time looking outside of traditional 
mental health services.” Manager
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� Patients, workers and GPs consider the structure of 

stepped care to be a major benefit 
� “I think from my point of view as a clinician it’s a really good 

framework to operate within. It’s always very safe to deliver 
patient care in that way.” Clinician

� “It’s sort of like a series of sieves where you know the idea is that 
you’re captured at an appropriate point in the treatment system.”
Patient

� “As far as this [GP] practice is concerned it feels like there’s a 
consistent pathway, there’s clarity about the pathway and people 
are following it and it works and its easy and people feel better 
afterwards, so you know…..tick, tick, ticks in all boxes.” General 
Practitioner
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� The provision of low-intensity treatment is regarded as 

an important new alternative for many patients
� “The good thing is that you do see people who otherwise would 

not have accessed the service and people who wouldn’t need 
more than a few sessions and it does work really well for them, 
they’re not being given more than they need and that’s really 
good.” Clinician

� “I think it was just the job because a psychiatrist seemed a bit 
heavy.  On the other hand if it had been less and I hadn’t had 
anybody to talk to at all, I just think I would have gone into 
depression and have got a lot worse.” Patient



���-����.

� Stepped care is much more than the provision of 
a new set of low-intensity alternative treatments
� “So, yes it is stepped care. It is very stepped. It is a big 

bloody leap in between teams.  Instead of it being fluid 
and flowing and connected, there is no connection.”
Clinician

� “We’re still holding people, we’ve still got the six month 
waiting list and that block [at Step 4] seems to be, for 
me, feels like its jeopardising the whole project.”
Clinician
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� Preparation and training of staff
� “Most of the problems have been lack of explanation of what the 

project actually entailed… to be honest, it wasn’t very clear at the 
outset.” Clinician

� “There was no induction for us as a team. We left one job on the 
Friday and started in this job on the Monday and started running
with very, very little management supervision or input and just 
being told to get on with it.” Clinician

� “I don’t really feel I’ve got the competence to do Step 2 work 
because we’ve had no training in it. Maybe there’s an expectation 
that because you’ve got a certain level of training then you can 
just move across [to Step 2 work].  But it’s very different.”
Clinician
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� Staff resistance to change
� “They wanted me to do [CBT training]. I’m really sorry, 

I refused.  I refused point blank.” Clinician
� “I trained to do mental health interventions. It suits me.  

I’ve invested a lot of time in training and yet I’m being 
asked to spend a large part of my time doing step 2 
work and I suppose I have resisted that, for personal 
reasons.” Clinician
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� Inconsistent adherence to the model
� “My understanding of stepped care is that it should 

be the least intervention offered first, to be stepped 
up appropriately.  Now, again we’ve got this big 
bottleneck at step three of face-to-face clients and I 
would suggest that’s because the stepped care 
model isn’t being used as it should.” Clinician
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� In order to implement a stepped care service there are 

a number of critical decisions to be taken
� decide where the specific system model sits in terms 

of the continuum between stratified and stepped 
decision making

� decide which treatments will be provided and at which 
step they will be delivered

� understand how patients will access the stepped care 
service 

� decide who will screen, assess and treat patients at 
each step
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� design systems that manage the interface between 
steps, particularly where treatments are delivered by 
different provider organisations or clinicians

� prepare, train and supervise staff for the new system
� put in place a system to audit the treatments being 

delivered. 
� inform GPs, other referrers and other members of the 

health and social care community, including potential 
patients, about the new system
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� Two Phases:
1. Design and implement stepped care systems for 

psychological therapies and evaluate for 
effectiveness, efficiency and acceptability

2. Investigate the generalisability of the stepped care 
reconfiguration process to other psychological 
therapies services

3. Ten volunteers please!
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d.a.richards@exeter.ac.uk


