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	Writing a Standard Operating Procedure

	Please note, an SOP is a procedure. If this document does not outline a procedure please redefine to an appropriate format, for example, a role profile, a flow diagram, informal operational guidance, or a policy. 

	Standard Operating Procedures, or SOP’s, are designed to provide accurate and detailed instructions on how to perform a defined process or procedure to ensure consistency and standardisation. The purpose is to eliminate variations in processes which need to be completed the same way every time.

SOP’s are most effective when they are concise and specific. It is essential to avoid being long winded or vague in your descriptions of a process as this will reduce the efficacy of the document.

Do not use complicated vocabulary, or write in small font. This reduces the usability of the document.

The structure shown below is designed to guide you in developing an SOP and provides information on how to populate the different sections. Please do not change these titles-this is a defined format to ensure the right information is recorded, in the right way.

	
	PROCESS FOR FORMAL SIGN OFF
	Named Individual
	Progress

	1
	Produce SOP in corporate format
	Ginette Kenny/Nigel Wheaton
	In progress

	2
	Send SOP to appropriate reviewer (this includes Anne Richards and PPT TBC/Jacquie Mowbray-Gould/Kevin Grady)
	Nigel Wheaton
	Not yet started

	3
	Take SOP to Project Managers Meeting for sign off as 'Live Draft'
	Nigel Wheaton
	Not yet started

	4
	Take SOP to CAG/Workforce & Planning SMB for formal sign off as 'Live Document'
	Nigel Wheaton
	Not yet started

	5
	Send SOP to appropriate managerial user for distribution as signed off 'Live Document' with understanding that it is subject to change and update as the procedure changes
	Nigel Wheaton
	Not yet started


	STANDARD OPERATING PROCEDURE (SOP) 

Initial Intervention 

	No
	Operating Procedure
	Key Points

	1
	Purpose and background
	· The Initial intervention will be implemented at the front end of the treatment part of the core care pathway. It focusses on structured clinical management as a treatment approach for people referred onto the core pathway within the community mental health treatment teams.
· The purpose and principle of the initial intervention is to provide a clinical structure at the beginning of treatment and/or social care interventions.  This forms the front end of the Adult core pathway and by 'initial intervention' we mean implementing a structured intervention within a 2 month period from the initial session.  
· Staff will be focussed in the delivery of high quality care and ensure positive outcomes for people receiving our service keeping the Recovery model in focus throughout.
· This approach has been developed as a way of standardising care and treatment at the beginning of an individual’s treatment journey on the core pathway.
· The sessions have been designed to ensure that there is a standardisation of care whilst ensuring the essential clinical recording areas are also met. This means that all people have a care plan, risk management and timely review. 
· It is expected that all people who receive a new referral to community teams within the Core Pathway will receive the initial intervention.  This is relevant also for people who are well known to our service, with a well-documented intervention history, as they will require updated assessment areas, new plans of care and updating of Risk, relapse and contingency plans.


	2
	Responsibility
	For delivery of the initial intervention:

· A named clinician in the Community Treatment Team will be responsible for providing the initial intervention.
· This named practitioner may need to utilise the skill set of other practitioners within the MDT in order to deliver interventions required.  
During the multi-disciplinary team meeting, if requiring continuation of treatment at the end of the Initial Intervention:

· Named Practitioner:  Will present the reason for continuing on to the care pathway in an SBAR format outlining the interventions achieved, the areas still requiring treatment, the plan to achieve this and suggested duration.  This practitioner will consider whether the care required falls under the framework of CPA.
· Consultant: Will provide expert medical opinion into the treatment plan and further diagnostic consideration.  They will be able to make or support suggestions around medication and possible side effects and decide whether a formal appointment with a member of the medical team is required.  
· Psychologist:  Will be able to provide psychological expertise into understanding the psychologically informed interventions completed so far and be able to suggest further interventions that the practitioner will be able to lead on in order to overcome the identified issues.  

	3
	Referral and Triage
	The Initial intervention is offered by the local secondary community mental health team.  The MHAT clinician would refer to this team in the usual way, ensuring that the assessment formulation indicates the reason for referral to the team, including working diagnosis and identifies pathway and initial treatment plan.  

People will have been informed about CHANGE and initial interventions.  A patient leaflet will have been given and the person will have consented to this referral.

Inclusion:

· Cluster and ReQoL will have been completed.  This pathway is appropriate for people at cluster 4 or above, noting the exclusions below.

· For initial interventions, the expected confirmed or working diagnosis will be:

· Severe Depression (outside of Depression and Anxiety Service inclusion)

· Severe Anxiety (outside of Depression and Anxiety Service inclusion)
· Post-Traumatic Stress Disorder (PTSD)

· Obsessive Compulsive Disorder (OCD)  

· Schizophrenia

· Bipolar Affective Disorder

Exclusion:

· For people who cluster at 7 or 8 with a probable or diagnosed Personality Disorder then the most appropriate initial treatment will be PD CHANGE and the PD CHANGE SOP will be followed.

· People who cluster below 4 will need to be referred or signposted to other appropriate services

· People who cluster 18 or above may be more suitable for OPMH services as this could indicate a cognitive illness.

· People who are presenting with a first episode of Psychosis may be more appropriately referred to the Early Intervention in Psychosis Service following consultation with this team.

Triage:

· Following receipt of the referral, the person will be triaged as per usual local procedures, RAG rated and placed on the waiting list depending on their level of risk and then be allocated to a Recovery Coordinator, by the local Clinical Team Lead.  Usual NHS & DPT priorities for urgent allocation apply. 

· It is expected that the referral will be accepted by the community team as per the Adult Community Team Operational Guide.


	4
	Administration
	· Admin, where available, will book the appointments on behalf of the clinician if requested.  This will require:

· Contact of service user to arrange appointment.

· Appointment booked into CareNotes diary

· Appointment booked into Matrix system if utilising clinical space (i.e. practitioner’s clinic).

· Admin may be asked to send supporting information to the service user.
· Admin may be requested to print supporting information on behalf of clinician prior to the appointment.

	5
	Recording the Sessions
	· The first appointment with the allocated practitioner will be the first of the 4 Initial Intervention sessions and the session contents outlined within the Bundle will be followed.
· Following the first sessions, the Pathway form on CareNotes (appendix 1) will be completed with the start date being the date that this appointment has occurred.
· The progress note recording should have a heading that identifies the session number, such as “Initial Intervention Session1”.  This will allow other team members to know what is likely to have been covered should they have contact with the person (such as through duty or covering an appointment).
· The progress note should indicate which of the interventions suggested within the session guide are completed within the appointment.
· For cases that need 4 sessions or less, and discharge is to occur, a summary of interventions completed and their outcomes will be  recorded and sent to the service user and GP.  This should outline any advice that may still be required to be completed by the person receiving our service where this has been signposted.  
· For cases that are reviewed within the MDT because they require further sessions, the recommendation of this MDT review will be recorded under a heading “MDT Review, decision and plan of care”.


	6
	Review with Multi-Disciplinary team review
	The Multi-Disciplinary Team has a pivotal role in the review of the initial intervention.  It provides a checkpoint for the treatment intervention and provides the breadth of knowledge that may be required to ensure all aspect of care requirements are considered.

For cases that need to continue beyond 4 sessions, the following process will need to be applied. 
· The named practitioner will present the formulation of the case using a SBAR format.
· Situation – the current presentation of the person.

· Background – relevant history pertinent to the current situation and treatment plan.

· Assessment – a formulation of the presenting needs, interventions delivered and outcomes achieved to date.

· Recommendation – the practitioner’s plan of treatment that needs to continue.

· The MDT team, including Psychiatrist and Psychologists will be able to ask further questions that may assist with understanding the formulation.

· The team will agree to further plans of care which may include, (but not limited to):
· Discharge

· Appointment of a support worker for specific work if not already in place

· Requirement to be booked in for a medical or medication (as appropriate) review with the consultant, junior doctor or non-medical prescriber

· Agreement with the psychological practitioner that a psychology referral may be required (see Psychology interface).
· Advice and agreement of a psychologically informed plan to be delivered by the named practitioner, or other team member, with the view that this will foster likely adherence to formal psychology – this may require social stabilisation or agreed psychologically informed interventions.  

· Referral to other services as required, either alongside or part of discharge.
· This plan should have an agreed length of time before further review is required.

· The plan will be recorded in CareNotes as per recording guidance above and CareNotes SOPs.


	7
	Interface with Psychology
	Psychological practitioners will support the Initial Intervention through inclusion in MDT assessment, attendance at CMHT MDT meetings and provision of supervision.
· Referrals are not accepted by PPT direct from assessment.  It is expected that where psychology may be required, that this is referred through to the CMHT for completion of the Initial Intervention where further formulation will take place within the sessions.

· PPT will be available within the team meeting to provide input into the MDT review of those reaching session 4 of the Initial Intervention.

· PPT will provide supervision to the CMHT.  It is expected that where the Care Co-ordinator is believing that the person may require formal psychological provision (within the Initial Intervention or for care delivery post this intervention) that they bring this case to the supervision session for continued discussion.  This ensures that an MDT plan of care is considered and delivered.  By doing this, the person using services will likely be in a stronger position to benefit fully from the Psychological provision (if required) and potentially reduce further provision requirements or length of stay.

· A consult is required with PPT before referral is to be made.  It is expected that cases requiring a consult will have been presented in the MDT review and supervision.  This is likely to reduce the length of time required for the consult. 



	8
	Process for managing discharge
	In order to provide timely services for all people who require DPT input, we will work with people for the minimal length of time required.
· Discharge should be seen as a positive process and an opportunity to review the progress achieved.

· A written summary will be sent to the person and their GP outlining:

· Reason for taken on to caseload

· Treatment plan that has been delivered

· Areas still to be completed by the person (signposting advice)

· Any onward referrals that may have been made (e.g. DAS, RISE)

· Any Relapse/contingency plans

· Whether re-refer may be appropriate (such as if the post discharge plan does not show expected benefits)
· HoNOS (Cluster) to be completed and request for ReQoL (Recovering Quality of Life) outcome measure to be completed by the person using service during final appointment.

	9
	Staff induction & training
	· Community qualified staff will be expected to have undertaken the following core training to enhance their skills in delivering this intervention.  Not having this training does not imply that the practitioner is unable to deliver the intervention (such as new staff) but should be booked as soon as possible (and within 3 months of identification of shortfall).
· Core training:

· Basic CBT training (2 days)

· Mindfulness training 

· Solution Focussed Therapy – booked via Develop

· Motivational Interviewing – Booked via Develop
· Other training that will enhance the skills of the practitioner:

· CHANGE Programme (2 days)

· CBT Foundation – Booked via Develop if part of PDR plan with manager’s agreement

· The above list can be complemented through PDR procedures and self study where this is identified.
· For new staff where the above core training has not been completed, it is expected that these staff will be booked onto the rolling training programme for completion within 3 months of their start.

	10
	Additional Information
	· Interfaces with other SOP’s
· Carenotes SOPs
· Matrix recording SOPs

· PD CHANGE SOP

· Relevant guidance

· Care Bundles will provide further clinical direction

· Initial Intervention bundle will provide further guidance to this structure

· Policies referenced

· Care Co-ordination Policy

· Initial intervention Policy

· Trust and Professional Recording Standards




Appendix 1:  
Carenotes Pathway Form Process
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CareNotes User Guide

PD Change Pathway / Initial Intervention

Those identified as suitable for the PD Change structured intervention / receiving the structured Initial Intervention should have a Treatment Pathway form to record the start and finish of this intervention. The sessions are recorded using the Diary Appointment and Note form with the Event set to Change Programme / Treatment.

The Treatment Pathway form is on the Referrals Admissions tab:
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Create New Treatment Pathway form.

Select the treatment pathway (PD Change or Initial Intervention)

[image: image2.png]This form indicates that the person is involved in a structured intervention. It is also used to indicate the outcome of that intervention. An end date must be added and an outcome
chosen to te that the person has finished the intervention and to take them off the active list for that intervention.
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Select the treating clinician


Select the treating team

Enter the date they start this treatment.

The End date and Reason are completed when the person completes the programme or when the intervention stops.

Team Report

There is a Treatment Pathway Report in the [image: image3.png]


 area of CareNotes in the Team or Ward Overviews. This shows who is currently on the pathway for the user’s team. The Team can be changed if another team’s list needs to be viewed.
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A person will only be removed from the report if the Treatment Pathway form is ended.

Appendix 2:  Intervention Session Summary.
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1. It will be necessary to explore the working diagnosis with the individual

 

Ask if they understand the working diagnosis.

 

Query whether they have completed any research?  If so what has the individual looked at and what are 

their thoughts on this.

 

Access and explore emotions and feelings associated with the problem.

2.You will need to discuss activities that promote social inclusion with the person 

including:

 

Education/Employment/Volunteering/Leisure activities/Caring for dependents

Note: A deficit in any of these may require signposting to Community Opportunities, inclusion of a support 

worker to help enact the plan if the former is not available or social care enabling if ‘eligible’

3. It will be necessary to determine what the person’s key problem for them is

 

Refer to Four Factor Cluster scores  

This will allow the named clinician to be clear about what treatment interventions are offered and areas that will 

need to be completed by the individual after signposting (this will also have been clear from the assessment 

leaflet that the individual had been given).

4. It will be necessary to determine whether the assessment indicates a history of illness by 

asking the following questions:

 

Is this a repeat of that?  

 

What has worked previously?

5. It will be necessary to agree the plan of care with the individual:

 

Advise areas that will be delivered by Devon Partnership Trust as part of care.

 

Be clear about areas that would be required, and why, but are not delivered by Devon Partnership Trust; 

signposting. Ascertain if further support may be needed with this (support worker/Community 

opportunities).  

 

Manage the individual’s expectations by having clear plan as above.

Note: It is essential that the number of initial sessions required is agreed with the individual before being 

reviewed (rather than talk about discharge) to ascertain best route for continued treatment for the person

6. It will be necessary to check a person’s medication by asking:

 

Has medication been started recently?  

 

Is this being taken regularly?  

 

You will need to provide advice to continue for longer period and that there will be a period of time before 

effects start to assist (refer to medications information).

 

If medication hasn’t been started you should then advise GP about starting in line with NICE guidance if 

seemingly non-complex (early use anti-depressant) or consult with NMP or Team Consultant for next 

steps if more complex (several anti-depressants have proved unhelpful or needing to start anti-psychotic 

medication)

 

Arrange appointment with NMP (Non-Medical Prescribing) or Team Consultant if indicated by their advice

.

7. It will be necessary to set first task to be completed

 You should provide a risk form for the individual to take away and complete,  so that this can be brought 

back for discussion at session 2

Initial Intervention Session 2

1. It will be necessary to review risk management task and discuss risk:

 

Complete management/contingency/ relapse indicators as per Risk planning practice policy.

 

For people at higher risk, devise a risk plan and utilise the CareNotes relapse prevention plan.  

Note: that talking about risk is evidenced to be a therapeutic process.  This should cover:

-Possible early warning signs of a crisis and coping strategies

-Support available to prevent hospitalisation

-Where the person would like to be admitted in the event of hospitalisation

-The practical needs of the service user if they are admitted to hospital (e.g. childcare, care of other 

dependents including pets)

-Details of advanced statements and advanced decisions

-Whether and the degree to which families and carers are involved

-Information about 24 hour access to services

-Named contacts

2. Storm and discuss coping strategies

 

This should be completed as part of the risk management, especially if the person has struggled to 

identify personal strategies. Be strengths based in this approach

3. Social Care Assessment

 

Check whether the person would like a social care assessment or, if appears that they have social care 

needs then utilise the Social Care self-assessment tool alongside person.  

 

Refer for specialist social care assessment and commissioning if indicated from checker.

4. It will be necessary to check the individuals medication:

 

Is this still being continued (if indicated)?

-Consider starting in line with session 1 if not.

-Discuss whether there are any adverse effects noted since starting medication if taking.

-Does this need a specialist review (Consultant or NMP)?

5. It will be necessary to talk about meaningful activity

 

For most people, how they spend their time in the day is important to their socialization, self-esteem and 

financial situation and a core focus of mental health care planning (this can also be covered within relapse 

prevention plan).

6. It is important that further tasks are set for the individual:

 

These should be relevant to diagnosis or difficulties which may require the person working on some social 

factors that may be affecting them.  

 

Consider Day Opportunities STR if the person needs support with these areas.

 Tasks will vary dependent upon diagnosis and presentation and will be at practitioners discretion but 

could include reading information, / CBT tasks, providing IAPT workbook for secondary illness.
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1. Set/review further tasks

 

Further e-CBT or completion of specific tasks that may be affecting their mental wellbeing if 

appropriate.

2. Identify other areas of wellbeing that would benefit yet not delivered through DPT

 

Utilise Devon Recovery College courses if available in areas such as mindfulness, assertiveness or 

self-confidence building skills.

3. Continue monitoring medication

 

Further medication monitoring if there is the requirement of this being followed up by a member of 

the medical team or NMP (such as if they had started this medication).

4. Provide Psycho-education

 

Education around areas indicated such as:

- emotional regulation

- mindfulness 

 Completing a chain analysis of events

Initial Intervention Session 4

1. Formally Review Treatment if still in service

 

Review progress made and utilise appropriate outcome measures to evidence of support further work 

requirements (GAD-7, PHQ-9 etc.).  

2. Is Devon Partnership Trust (DPT) still the right intervention service?

 

Refer to DAS if talking therapies still indicated but not meeting complexity requiring STEP 4 (refer to DAS 

criteria).

 

Discharge if condition no longer severe of plan or care is refused.  Consider whether there are still needs 

that require referral to another service (RISE or DAS) or signposted for further support.

3. Discuss next steps

 

If still requiring on-going treatment then advise that this will be reviewed within the team meeting to 

ascertain next steps, which should include a consult with psychological therapies.

 

Check that the person is willing to engage in this.  If not then transfer back to GP advising person to ask 

for re-referral should they be in a position to engage with further Psychological Therapy in the future, or 

consider Rapid Re-referral if the person had met the CPA threshold.

 

Psychology consults to identify if there are areas that Care Co-ordinator or STR worker can complete to 

reduce the need for formal Psychological Interventions.  Supervision and guidance from PPT likely to be 

available to help inform this.

Note: The person should not be left without knowing next steps and timescales.
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1. It will be necessary to explore the working diagnosis with the individual
Ask if they understand the working diagnosis.
Query whether they have completed any research?  If so what has the individual looked at and what are their thoughts on this.
Access and explore emotions and feelings associated with the problem.

2.You will need to discuss activities that promote social inclusion with the person including:
Education/Employment/Volunteering/Leisure activities/Caring for dependents
Note: A deficit in any of these may require signposting to Community Opportunities, inclusion of a support worker to help enact the plan if the former is not available or social care enabling if ‘eligible’

3. It will be necessary to determine what the person’s key problem for them is
Refer to Four Factor Cluster scores  
This will allow the named clinician to be clear about what treatment interventions are offered and areas that will need to be completed by the individual after signposting (this will also have been clear from the assessment leaflet that the individual had been given).

4. It will be necessary to determine whether the assessment indicates a history of illness by asking the following questions:
Is this a repeat of that?  
What has worked previously?

5. It will be necessary to agree the plan of care with the individual:
Advise areas that will be delivered by Devon Partnership Trust as part of care.
Be clear about areas that would be required, and why, but are not delivered by Devon Partnership Trust; signposting. Ascertain if further support may be needed with this (support worker/Community opportunities).  
Manage the individual’s expectations by having clear plan as above.
Note: It is essential that the number of initial sessions required is agreed with the individual before being reviewed (rather than talk about discharge) to ascertain best route for continued treatment for the person

6. It will be necessary to check a person’s medication by asking:
Has medication been started recently?  
Is this being taken regularly?  
You will need to provide advice to continue for longer period and that there will be a period of time before effects start to assist (refer to medications information).
If medication hasn’t been started you should then advise GP about starting in line with NICE guidance if seemingly non-complex (early use anti-depressant) or consult with NMP or Team Consultant for next steps if more complex (several anti-depressants have proved unhelpful or needing to start anti-psychotic medication)
Arrange appointment with NMP (Non-Medical Prescribing) or Team Consultant if indicated by their advice.

7. It will be necessary to set first task to be completed
You should provide a risk form for the individual to take away and complete,  so that this can be brought back for discussion at session 2
Initial Intervention Session 1

1. It will be necessary to review risk management task and discuss risk:
Complete management/contingency/ relapse indicators as per Risk planning practice policy.
For people at higher risk, devise a risk plan and utilise the CareNotes relapse prevention plan.  

Note: that talking about risk is evidenced to be a therapeutic process.  This should cover:
-Possible early warning signs of a crisis and coping strategies
-Support available to prevent hospitalisation
-Where the person would like to be admitted in the event of hospitalisation
-The practical needs of the service user if they are admitted to hospital (e.g. childcare, care of other dependents including pets)
-Details of advanced statements and advanced decisions
-Whether and the degree to which families and carers are involved
-Information about 24 hour access to services
-Named contacts

2. Storm and discuss coping strategies
This should be completed as part of the risk management, especially if the person has struggled to identify personal strategies. Be strengths based in this approach

3. Social Care Assessment
Check whether the person would like a social care assessment or, if appears that they have social care needs then utilise the Social Care self-assessment tool alongside person.  
Refer for specialist social care assessment and commissioning if indicated from checker.

4. It will be necessary to check the individuals medication:
Is this still being continued (if indicated)?
-Consider starting in line with session 1 if not.
-Discuss whether there are any adverse effects noted since starting medication if taking.
-Does this need a specialist review (Consultant or NMP)?

5. It will be necessary to talk about meaningful activity
For most people, how they spend their time in the day is important to their socialization, self-esteem and financial situation and a core focus of mental health care planning (this can also be covered within relapse prevention plan).

6. It is important that further tasks are set for the individual:
These should be relevant to diagnosis or difficulties which may require the person working on some social factors that may be affecting them.  
Consider Day Opportunities STR if the person needs support with these areas.
Tasks will vary dependent upon diagnosis and presentation and will be at practitioners discretion but could include reading information, / CBT tasks, providing IAPT workbook for secondary illness.
Initial Intervention Session 2




1. Set/review further tasks
Further e-CBT or completion of specific tasks that may be affecting their mental wellbeing if appropriate.
2. Identify other areas of wellbeing that would benefit yet not delivered through DPT
Utilise Devon Recovery College courses if available in areas such as mindfulness, assertiveness or self-confidence building skills.
3. Continue monitoring medication
Further medication monitoring if there is the requirement of this being followed up by a member of the medical team or NMP (such as if they had started this medication).
4. Provide Psycho-education
Education around areas indicated such as:
-	emotional regulation
-	mindfulness 
Completing a chain analysis of events
Initial Intervention Session 3

1. Formally Review Treatment if still in service
Review progress made and utilise appropriate outcome measures to evidence of support further work requirements (GAD-7, PHQ-9 etc.).  
2. Is Devon Partnership Trust (DPT) still the right intervention service?
Refer to DAS if talking therapies still indicated but not meeting complexity requiring STEP 4 (refer to DAS criteria).
Discharge if condition no longer severe of plan or care is refused.  Consider whether there are still needs that require referral to another service (RISE or DAS) or signposted for further support.
3. Discuss next steps
If still requiring on-going treatment then advise that this will be reviewed within the team meeting to ascertain next steps, which should include a consult with psychological therapies.
Check that the person is willing to engage in this.  If not then transfer back to GP advising person to ask for re-referral should they be in a position to engage with further Psychological Therapy in the future, or consider Rapid Re-referral if the person had met the CPA threshold.
Psychology consults to identify if there are areas that Care Co-ordinator or STR worker can complete to reduce the need for formal Psychological Interventions.  Supervision and guidance from PPT likely to be available to help inform this.
Note: The person should not be left without knowing next steps and timescales.
Initial Intervention Session 4




