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IMPARTS Protocol
Orofacial Pain Service, King’s College Hospital

This document describes clinical guidance on integrated patient-reported screening, provided by the IMPARTS (Integrating Mental and Physical Healthcare: Research, Training and Services; King’s Health Partners) team, its interpretation, and the care pathways existing as part of stepped-care psychological support in the Orofacial Pain Service, King’s College Hospital. 
This document is for use in staff training and for day-to-day reference.  
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	Clinical Champion for IMPARTS

	Dr Ewa Okon-Rocha 
Consultant Psychiatrist
	ewa.okon-rocha@nhs.net
	

	Facilitators for IMPARTS

	Tara Renton
Hon Consultant Oral Surgeon
	Tara.Renton@kcl.ac.uk 
	02032994255



[bookmark: _Toc52891323]Seeking Advice about IMPARTS
For any queries or problems relating to the screening process, the IMPARTS questionnaire, the iPad, EPR output, or this care pathway protocol, please contact the IMPARTS team;
· For general information email IMPARTS@slam.nhs.uk or;
· If confidential patient information is included, please use NHS accounts:
· Jessie McCulloch (Senior Project Manager) email: jessie.mcculloch@nhs.net 
· Francesca Brightey-Gibbons (Assistant Project Manager) email: Francesca.brighteygibbons@nhs.net
· Candice Ebelthite (Assistant Project Manager) email: cebelthite@nhs.net 
· Anna Simpson (Development Lead) email: anna.simpson7@nhs.net
· For clinical queries please contact: Dr Ewa Okon-Rocha (Consultant Psychiatrist) Email: ewa.okon-rocha@nhs.net 
[bookmark: _Toc52891324]iPad Maintenance
· The IMPARTS team along with the Clinical Lead for IMPARTS are responsible for keeping the patient reported measures up to date.  Suggestions to add or change measures should be directed to imparts@slam.nhs.uk;
· To demonstrate the screening system on the iPad, or access the questionnaires for any reason, use the following dummy patient details on the iPad: 
	Hospital number
	First initial
	Last initial

	S696696 (KCH)
	I
	Z



· iPads are stored and charged by nursing and administrative staff;
· Please refer to the iPad Technical Issues document for support with technical issues on the iPad.  Issues should be escalated to the IMPARTS team if they cannot be resolved internally.
· The following iPads have been allocated to the clinic:
	DMPNXPA1FK10	Comment by Ebelthite, Candice: Do you only have one allocated iPad?	Comment by tara renton: We have 4 ipads generally all working
I will need Lina our lead dental nurse to confirm ipad details if she is not still redeployed
	<<INSERT SERIAL NUMBERS>>
	<<INSERT SERIAL NUMBERS>>
	<<INSERT SERIAL NUMBERS>>	Comment by Ebelthite, Candice: Do you only have one allocated iPad?	Comment by tara renton: We have 4 ipads generally all working
I will need Lina our lead dental nurse to confirm ipad details if she is not still redeployed
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[bookmark: _Toc52891326]In Clinic:
· Patients will be given an information sheet by a clinic nurse upon arriving for their appointment;
· The information sheet explains the purpose of screening and invites them to complete the web-based questionnaire on the iPad;
· If the patient (and/or carer) agrees to complete the screening, they will be given the iPad to complete the questionnaires prior to their consultation;
· Support the patient to complete the screening as far as possible if they have sight impairment, physical disability, language or learning needs;
· If the patient does not complete the screening, the feasibility questionnaire should be completed.  This is found as a separate icon on the tablet.  Enter the patient’s hospital ID, select your clinic, and tick the reason for non-completion;
· Screening location: OFP service appointments, Dental Institute, Denmark Hill;
· Screening will take place during Orofacial Pain Service clinic, occurring Mondays and Tuesdays as per the screening pathway.

[bookmark: _Toc52891327]Remote Screening:
· Patients will be sent a link 24 hours prior to their appointment via) NetCall (KCH);
· Patients clicking the link will see an information summary which explains the purpose of screening and invites them to complete the web-based questionnaire;
· If the patient agrees to complete the screening, they will follow the link on the information summary to complete the screening;
· The patient will need to enter their hospital number and initials to verify their identity;
· A central email account for the clinic will receive a notification that the patient has completed screening;
· Patients answering positively for suicidal ideation will see a pop-up screen which directs them to more immediate sources of help and support if they feel unable to keep themselves safe until their appointment. 
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· The clinician should review the screening results as soon as possible after completion of the questionnaire, and before the patient starts their consultation;
· Once completed by the patient, the screening data report will be available for review in EPR (Documents tab, labelled IMPARTS Questionnaire);
· To open the screening results document, click the camera icon next to ‘IMPARTS Questionnaire’;
· Clinicians are asked to discuss any problems flagged with the patient.  Use clinical judgement alongside screening results to make a judgement about whether the patient requires further support, onward referral etc.;
· In the outpatient setting, the clinical team is responsible for: 
· Viewing screening data prior to consultation;
· Discussing any problems flagged with the patient;
· Making mental health referrals where appropriate.

[bookmark: _Toc52891329]Patient Reported Measures 
The following patient reported measures are included on the iPad.  Clinicians should familiarise themselves with the patient reported measures used in their clinic(s).  Information on the measures and frequency of completion are indicated below:
· PHQ9 (Patient Health Questionnaire – 9);
· Measures depressive symptoms;
· BRANCHED
· Every 2 months.

· GAD7 (Generalised Anxiety Disorder Assessment);
· Measures anxiety symptoms;
· BRANCHED
· Every 2 months. 

· Smoking assessment;
· Measures smoking behaviour;
· Every 12 months.

· EQ5D;
· Measures quality of life;
· Every clinic visit.

· BP- Facial;
· Measures severity of pain and impact of pain on daily functioning;
· Every 3 months. 

· IES-R;
· Measures the effect of routine life stress, everyday traumas and acute stress;
· Every 3 months. 

· GCPS;
· Measures severity of chronic pain;
· Every 3 months. 

· STOP-BANG;
· Screens for Obstructive Sleep Apnoea;
· Every 3 months. 

· Insomnia Severity Index;
· Measures insomnia;
· Every 3 months. 

· SF-MPQ-2;
· Measures the severity of different pain types;
· Every 3 months. 
[bookmark: _Toc52891330]Stepped Care Approach
IMPARTS adopts a stepped care approach whereby different services concentrate on providing support for patients with different levels of severity and complexity.  Stepped care approaches aim to match patient need and preference with clinical need and professional expertise.  The below diagram outlines the stepped care approach adopted by IMPARTS.

The NICE clinical guidelines for the management of depression in people with long term physical health problems recommend a stepped care approach utilising IAPT and secondary care mental health services as appropriate.
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IMPARTS has a range of materials developed particularly for patients with health conditions who are also experiencing symptoms of anxiety or depression, or difficulties managing their condition(s).  
Offer self-help materials to patients who are interested, or are experiencing low level symptoms or distress.  You should discuss any self-help materials you recommend in the patient’s consultation.  A range of condition specific and general self-help materials are available on the IMPARTS self-help pages (www.imparts.org/resources-self-help).
Examples include: 
· Keeping Active;
· Living with Health Problems;
· Problem Solving;
· The Mind & Body Link;
· Relating to your illness; 
· Living with Orofacial Pain. 
[bookmark: _Toc52891332]Mental Health Care Pathways
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· Depressive symptoms are assessed using the PHQ-9 (see Appendix A).  
· This is a depression screening instrument but will be used to indicate the presence and severity of mood symptoms rather than diagnose depression.  
· These scores should trigger a conversation about the patient’s mental health which might suggest the need for further assessment or support. 
· Some phrases you might find helpful to start a conversation about mental health:
How have you been feeling [in yourself]?
How have you been coping [with everything that is going on]?
Have you or anyone else noticed any changes in your mood?
· The following data will appear on the screening report on EPR:
	PHQ-9 Score
	Indicating the severity of depressive symptoms

	Depression status
	Probable major depression:
Either item 1 or 2 of PHQ-9 must be “More than half the days” or above and five or more of the nine PHQ-9 items are at least “More than half the days” with the exception of item 9 (suicidal ideation) which only counts towards the diagnosis if checked at least “several days”.

	
	Some depressive symptoms
Either item 1 or 2 must be “More than half the days” or above.

	
	Depression screen negative 

	Suicidal ideation
	An alert will appear in EPR if the patient responds “more than half the days” or “nearly every day” to item nine of the PHQ-9 (“Have you been bothered by thoughts that you would be better off dead or of hurting yourself in some way”).
Clinician actions for suicidal patients are detailed in the ‘Suicidal Ideation’ section below.

	Referral Advice
(For patients who screen positive for probable major depression)
	Suicidal ideation AND severe depression (PHQ9: 20-27):
 Follow risk assessment guide; contact OFP team psychiatrist or liaison psychiatry for advice if needed. Consider letter to GP.

	
	Suicidal ideation OR severe depression (PHQ9: 20-27):
 Follow risk assessment guide if suicidal ideation is positive. Consider referral to OFP team psychiatrist. Consider referral to Dental Psychology Service if symptoms are related to orofacial condition or impacting dental care / treatment. If unrelated, consider recommending IAPT (self-referral or via GP referral).

	
	Mild to moderately severe depression (PHQ9 <20):
 Consider referral to Dental Psychology Service when related to orofacial condition or impacting dental care / treatment. If unrelated, consider recommending IAPT (self-referral or via GP referral).



Action points for depression
· This guidance does not supersede clinical judgement;
· If the patient screens positive for Probable Major Depression this should be discussed with them during their consultation.  Check whether they are already receiving any support for this.  Ask the patient if they are already receiving mental health care, e.g. from CMHT.  If this is the case it would be better to liaise with their psychiatrist or care-coordinator;
· For patients with severe depression/suicidal ideation, offer and discuss a referral if deemed appropriate by the responsible clinician, as per the above pathway.  Consult OFP team psychiatrist or liaison psychiatry if unsure;
· A risk assessment should be undertaken for patients who screen positive for suicidal ideation (see below), and if there are immediate concerns about the patient’s safety, contact the duty liaison psychiatrist (bleep 278) for discussion about the patient and advice;
· For patients with severe depression OR suicidal ideation, follow risk assessment guide. Consider referral to OFP team psychiatrist if a psychiatric opinion is required. Consider referral to Dental Psychology Service when symptoms are related to orofacial condition or impacting its treatment. If not, inform the GP and suggest a referral to IAPT (Improving Access to Psychological Therapies http://www.iapt.nhs.uk/). Patients should also be informed about self referral to IAPT services.
· If the patient screens positive for mild/moderate depression, explore whether the distress is primarily related to their orofacial condition or impacting its treatment. If so, consider a referral to the Dental Psychology Service. If not, consider referral to IAPT/suggest self-referral to IAPT or inform GP and suggest they refer the patient to IAPT (Improving Access to Psychological Therapies).
· Search for patient’s local IAPT service - https://www.nhs.uk/Service-Search/Psychological-therapies-(IAPT)/LocationSearch/10008;
· IAPT general information -  https://www.nhs.uk/conditions/stress-anxiety-depression/free-therapy-or-counselling/;
· IAPT information for Croydon, Lambeth, Lewisham, and Southwark patients – www.slam-iapt.nhs.uk).
· If any referral is made, the patient’s GP should be informed. 
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· Suicidal ideation is assessed using Item 9 of the PHQ-9 (see Appendix A).
· An alert will appear in EPR if the patient responds “more than half the days” or “nearly every day” to Item 9 of the PHQ-9 “[Have you been bothered by thoughts that you would be better off dead or of hurting yourself in some way”]
· You may have immediate concerns about the safety of the patient.  Alternatively, you may see a patient who is not depressed but who screens as a suicide alert.  This Risk Assessment Guide is intended to help in these situations, but is only a guide, and is not intended to replace clinical judgement.
· If you are speaking to the patient by telephone, or conducting a remote consultation and the patient has screened positive for suicidal ideation, you should ascertain where the patient is, and who is with them at the beginning of the call or consultation. 
· Brief suicide risk assessment is performed by frontline clinicians when patients score positively for suicidal ideation on the PHQ-9, or if suicidal thoughts are voiced by patients or reported by carers.  
Step 1
Check response to PHQ9 item 9   Have you been having these thoughts in the last 2 weeks?
If no, inform the GP by letter. Consider recommending IAPT (via GP referral or self-referral) or consider referring to the Dental Psychology Service or OFP team psychiatrist if related to orofacial condition or impacting its treatment.
If yes, move to step 2.


Step 2
Assess hopelessness   	Do you feel life is not worth living?  Are you feeling hopeless 				about the present or future?
Assess suicidal ideation  Have you had any thoughts about taking your own life?
If no, inform the GP by letter. Consider recommending IAPT (via GP referral or self-referral) or consider referring to the Dental Psychology Service or OFP team psychiatrist if related to orofacial condition or impacting its treatment.
If answer to any question is yes or there is any ambivalence, move to Step 3.


Step 3
Assess suicide plans  	Have you made plans for how you would do it?”.  Do you have 				the means to carry them out?  Have you considered what 					might stop you?
Ask about previous attempts  	Have you ever tried to end your life before?
Ask about recent stressors  	What has been happening recently...?  Is there anything 					that might be making you feel worse?
					(Recent stressors could include worsening of physical 					health, untreated pain, bereavement or an important 					anniversary)
Ask about mental health problems  	Have you ever suffered from a mental health 						problem such as depression before?
Assess social support/safety  	Is there anyone you can confide in or turn to for support?

Action points for suicidal ideation
1. Can you make a commitment that you will keep yourself safe until…?” [offer another appointment within the next week or so].  In the meantime, arrange an early appointment with team psychiatrist, if possible, or phone the GP;
2. Think with the patient about ways he/she might be able to keep safe, e.g. being with people, calling a friend or using other helpful strategies if they are feeling low.  Advise patient to attend their local Accident and Emergency Department if feeling in crisis;
3. If you have immediate concerns about safety and any combination of: 
Hopelessness OR Suicidal Ideation
AND
Detailed Suicidal Plan AND/OR Serious Previous Attempt AND/OR Severe life stressor
AND/OR Mental Health Problem AND/OR Social isolation
IF THE PATIENT IS PRESENT IN CLINIC
1. Contact liaison psychiatry for discussion of the patient and advice;
AND/OR
2. If you have serious concerns about the patient’s suicidal risk, you can offer to take them to A&E (see Box 1 for guidance).  If the patient is reluctant to go to A&E, you may want to talk to them further about their concerns on this course of action.  For example, you tell the patient that they will meet an experienced psychiatric nurse who is used to helping people in this kind of situation.  If the patient raises fears about psychiatric admission, let them know that care is provided in the community wherever possible.  If the patient still declines the offer to go to A&E, the patient may go home.  You should phone the patient’s GP and inform them of the situation.  See Box 2 for guidance on communicating with the GP.
IF YOU ARE SPEAKING TO THE PATIENT ON THE TELEPHONE OR IN A REMOTE CONSULTATION
1. Check whether there is anyone else with the patient at their location or if there is anyone they can call to support them.
AND/OR
2. Ask the patient if they are willing to go to A&E.  If the patient is reluctant to go to A&E, you may want to talk to them further about their concerns on this course of action.  For example, you tell the patient that they will meet an experienced psychiatric nurse who is used to helping people in this kind of situation.  If the patient raises fears about psychiatric admission, let them know that care is provided in the community wherever possible.  If the patient agrees to go to A&E, see box 3 for guidance on communicating with A&E.  After you end the call with the patient, telephone their GP as per the guidance in box 2.
OR
3. If you have immediate concerns about the patient’s safety, for example they have taken an overdose, telephone 999.  You should do this from another line so you can keep a line open to the patient.

COVID 19 PANDEMIC CRISIS SERVICES
During the COVID 19 Pandemic, patients should not attend A&E unless they have a physical condition requiring acute care.  The patient should be asked to call the South London and Maudsley (SLaM) crisis line on 0800 731 2864 for assistance.  If required, SLaM has set up a temporary 24/7 Crisis Assessment Unit to support patients in crisis during the pandemic and patients may be directed to attend there for a face to face assessment.  If the patient is reluctant to do this, you should discuss their concerns about this course of action.  
Alternatively, you can call the SLaM crisis line for discussion of the patient and advice.

IF THE PATIENT SCREENS POSITIVE FOR SUICIDAL IDEATION AND DOES NOT ATTEND THEIR APPOINTMENT 

1. Attempt to telephone the patient once and leave a message on their voicemail if it is available.  In the voicemail message state, the reason for your call and that you are concerned that they have not answered their phone.  Explain that you intend to share your concerns with their GP and the clinical team if you are unable to reach them.  Provide your details so that the patient can phone back if they receive the message.  Explain that you will call them back in approximately 20 minutes.  
2. Phone again in 20 minutes.  If there is still no answer leave another message informing them that you now intend to share your concerns with their GP and clinical team. 
3. If after two attempts, you do not manage to speak to the patient, call the patient’s GP to inform them.  If their regular doctor is not available to speak to you, ask to speak to the duty doctor.  Explain that you were due to see a patient who screened positive for suicidal thoughts but that the patient has not attended their scheduled appointment. 
4. Follow up with written documentation to the patient’s GP, ideally using their nhs.net email to ensure it is secure and received.  Provide the patient’s GP with their total PHQ9, GAD7 scores, along with details of their response to the risk question (PHQ9 question 9).  You can find a template email in Appendix D. 
5. Alert the patient’s consultant and other members of the MDT.

Box 1: Taking patients to A&E
Call A&E to inform them that you are bringing a patient with suicidal risk.  You should also contact the Liaison Psychiatry team in A&E on 0203 299 2526 to provide a handover
To enable A&E to provide the most effective treatment you must fill out the form at Appendix B (“Note to accompany a patient taken to A&E MHLT”)
Give the note to the triage nurse when you present the patient, making it clear that the patient has screened positive for suicidal ideation on IMPARTS. 
Patients will be given a face to face crisis assessment by an experienced psychiatric nurse.  The patient may need to wait for up to an hour to receive an assessment. 
As soon as the patient is handed over to the triage nurse, they become the responsibility of A&E and no further action is needed from you.


Box 2: Communication with the patient’s GP
If a patient declines the offer to go to A&E, phone the GP.  Bear in mind that the GP may know the patient well and be aware of longstanding mental health difficulties, so explain    that you had some concerns and ask whether they were aware of the patient having had mental health problems.  Then communicate the following:
· Explain that you have seen a patient who screened positive for probable Major Depression and/or suicidal thoughts;
· Provide the total score of the PHQ-9 and the score of PHQ-9, item 9;
· Provide the GP with the outcome of the follow-up discussion with the patient including information about hopelessness, plans, social support etc.;
· Explain that you felt, or liaison psychiatry advised, that you should offer to take the patient to A&E.  You discussed this with the patient, but they declined.  Summarise any other advice or discussion with liaison psychiatry or the patient that you feel is relevant.
Discuss with the GP that they may want to think about taking further action with the patient.

Box 3: Patients attending A&E after a telephone consultation
If the patient is willing to go to A&E, phone the department to let them know a patient with suicidal risk is due to attend after a telephone consultation. You should also contact the Liaison Psychiatry team in A&E on 02032992526 to provide a handover
To enable A&E to provide the most effective treatment you should provide the details included in the form at Appendix B (“Note to accompany a patient taken to A&E MHLT”)
Patients will be given a face to face crisis assessment by an experienced psychiatric nurse.  The patient may need to wait for up to an hour to receive an assessment. 
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· Anxiety is assessed using the GAD-7 (see Appendix C);
· These scores should trigger a discussion about the patient’s mental health which may indicate the need for further assessment or support;
· This is an anxiety screening instrument but will be used to indicate the presence and severity of anxiety symptoms rather than diagnose anxiety disorders.  
· The following data will appear on the screening report on EPR:
	GAD7 Score
	Indicating the severity of depressive symptoms

	Anxiety status
	Significant levels of anxiety which would be worth exploring further.
A GAD7 score ≥ 10.

	
	Mild levels of anxiety which probably do not require further assessment
A GAD7 score between 5 and 9.

	
	No problems with anxiety
A GAD7 score less than 5

	Referral Advice
(For patients who screen positive for Probable Generalised Anxiety Disorder)
	Significant levels of anxiety which would be worth exploring further (Probable Generalised Anxiety Disorder (GAD7 10+)):
 Consider referring to the Dental Psychology Service if related to orofacial condition or impacting dental care / treatment. If unrelated, consider recommending IAPT (self-referral or via GP referral).



Action points for anxiety
· This guidance does not supersede clinical judgement;
· If the patient screens positive for Probable Generalised Anxiety Disorder this should be discussed with them during their consultation.  Check whether they are already receiving any support for this.  Ask the patient if they are already receiving mental health care, e.g. from CMHT.  If this is the case it would be better to liaise with their psychiatrist or care-coordinator;
· If the patient screens positive for probable Generalised Anxiety Disorder and the clinician believes there is a complex interaction with the patients’ physical illness, consider referral to the Dental Psychology Service;
· If the patient screens positive for mild/moderate anxiety, without an interaction with their physical illness, consider making a referral to IAPT (Improving Access to Psychological Therapies).  Or suggest the patient self-refers to IAPT.  Alternatively, inform the GP and recommend a referral to IAPT:
· Search for patient’s local IAPT service - https://www.nhs.uk/Service-Search/Psychological-therapies-(IAPT)/LocationSearch/10008;
· IAPT general information - https://www.nhs.uk/conditions/stress-anxiety-depression/free-therapy-or-counselling/; 
· IAPT information for Croydon, Lambeth, Lewisham, and Southwark patients – www.slam-iapt.nhs.uk).
· If any referral is made, the patient’s GP should be informed. 
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Smoking is assessed using IMPARTS smoking questions (see Appendix E).
The following data on smoking are displayed in Documents on EPR:
· Previous/current smoker;
· Total number of cigarettes smoked;
· Dependency;
· Does the patient want help to quit smoking?
Action points for smoking
· The consultant should view the patient’s responses to the smoking questions;
· If the patient is a current smoker offer brief intervention around smoking cessation and/or referral to Trust or Primary Care smoking cessation services.

[bookmark: _Toc52891337]Quality of life
Quality of life is assessed using the EQ-5D (see Appendix F).
The following data on social support are displayed in Documents on EPR:
· [bookmark: _Hlk501380436]Total score: Higher scores = greater impact on quality of life
· Score extra: Overall health state today /100
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The severity of pain and the impact of pain on daily functioning is assessed using the BPI with the inclusion of 7 additional items that are specific to facial pain (see Appendix G). 
The following data on severity of pain and its impact on functioning are displayed in Documents on EPR:
Severity 
· Worst = Q1 (0 – 10) 
· Least = Q2 (0 – 10) 
· Average = Q3 (0 – 10) 
· Now = Q4 (0 – 10) 
Interference = Mean (Q5a – 5n) 
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· The effect of routine life stress, everyday traumas and acute stress is measured by the Impact of Event Scale (revised) IES-R (see Appendix H);
· These scores should trigger a discussion about the patient’s mental health which may indicate the need for further assessment or support;
· The following data will appear on the screening report on EPR:
	IES-R Score
	Indicating the severity of PTSD

	PTSD Status
	Severe PTSD
IES-R score ≥ 37.

	
	Probable PTSD
IES-R score between 33 and 36.

	
	PTSD is a clinical concern
IES-R score between 24 and 32.

	
	No symptoms
IES-R score less than 24. 

	Referral Advice
(For patients who screen positive for Probable Somatic Symptom Disorder)
	Severe PTSD
IES-R score ≥ 37.
 Consider a referral to the Dental Psychology Service if related to orofacial condition;
 If unrelated, consider recommending IAPT (self-referral or via GP referral).

	
	Probable PTSD
IES-R score between 33 and 36.
 Refer to OFP team psychiatrist if PTSD is related to orofacial condition. Otherwise alert GP in letter: advise IAPT referral.



Action points for PTSD
· This guidance does not supersede clinical judgement;
· If the patient screens positive for probable/severe PTSD this should be discussed with them during their consultation.  Check whether they are already receiving any support for this.  Ask the patient if they are already receiving mental health care, e.g. from CMHT.  If this is the case it would be better to liaise with their psychiatrist or care-coordinator;
· If the patient screens positive for probable PTSD and the clinician believes there is a complex interaction with the patients’ physical illness, consider referral to the Dental Psychology Service;
· If the patient screens positive for severe PTSD and the clinician believes there is a complex interaction with the patients’ physical illness, consider referral to OFP Team Psychiatrist;
· If the patient screens positive for probable/severe PTSD, without an interaction with their physical illness, consider making a referral to IAPT (Improving Access to Psychological Therapies).  Or suggest the patient self-refers to IAPT.  Alternatively, inform the GP and recommend a referral to IAPT:
· Search for patient’s local IAPT service - https://www.nhs.uk/Service-Search/Psychological-therapies-(IAPT)/LocationSearch/10008;
· IAPT general information - https://www.nhs.uk/conditions/stress-anxiety-depression/free-therapy-or-counselling/; 
· IAPT information for Croydon, Lambeth, Lewisham, and Southwark patients – www.slam-iapt.nhs.uk).
· If any referral is made, the patient’s GP should be informed. 
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The severity of chronic pain is assessed using the GCPS (see Appendix I)
 The following data on severity of chronic pain and its impact on functioning are displayed in Documents on EPR:
· Description: there are four classifications for grading pain severity.
1) Grade I: Low intensity pain – Low/without disability (Pain intensity <50; <3 disability points)
2) Grade II: High intensity pain – Low/without disability (Pain intensity >= 50; <3 disability points)
3) Grade III: High disability - Moderately limiting (3 to 4 disability points regardless of 	pain intensity)
4) Grade IV: High disability - Severely limiting (5 to 6 disability points regardless of pain intensity)
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The STOPBANG questionnaire (see Appendix J) screens for Obstructive Sleep Apnoea (OSA).
The following data are displayed in Documents on EPR:
· Total score: higher score = greater likelihood of OSA.

[bookmark: _Toc52891342]Insomnia Severity Index
[bookmark: _GoBack]Severity of Insomnia is measures using the Insomnia Severity Index (see Appendix K)
The following data are displayed in Documents on EPR:
· Total score: higher score = greater severity/liklihood of insomnia

[bookmark: _Toc52891343]Short Form – McGill Pain Questionnaire
Severity of different pain types is assessed using the SF-MPQ-2 (see Appendix L)
The following data on pain severity are displayed in Documents in EPR:
· Total score: Higher scores = greater pain severity
· Total sum = scores of all questions 
· Domain 1 = continuous (sum of Q1, 5, 6, 8, 9, 10) 
· Domain 2 = intermittent (sum of Q2, 3, 4, 11, 16, 18) 
· Domain 3 = neuropathic (sum of Q7, 17, 19, 20, 21, 22) 
· Domain 4 = affective (Q12, 13, 14, 15) 

[bookmark: _Toc52891344]Feasibility Questionnaire
The Feasibility Questionnaire (see Appendix M) is for patients who decline/are unable to screen.  This allows us to gather data on reasons patients are unable to complete screening.


[bookmark: _Toc52891345]Appendix A: PHQ9 (Patient Health Questionnaire)

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
	 
	Not at all 
	Several days 
	More than half the days 
	Nearly every day 

	1. 
	Little interest or pleasure in doing things 
	0 
	1 
	2 
	3 

	2. 
	Feeling down, depressed, or hopeless 
	0 
	1 
	2 
	3 

	3. 
	Trouble falling or staying asleep, or sleeping too much 
	0 
	1 
	2 
	3 

	4. 
	Feeling tired or having little energy 
	0 
	1 
	2 
	3 

	5. 
	Poor appetite or overeating 
	0 
	1 
	2 
	3 

	6. 
	Feeling bad about yourself — or that you are a failure or have let yourself or your family down 
	0 
	1 
	2 
	3 

	7. 
	Trouble concentrating on things, such as reading the newspaper or watching television 
	0 
	1 
	2 
	3 

	8. 
	Moving or speaking so slowly that other people could have noticed?  Or the opposite — being so fidgety or restless that you have been moving around a lot more than usual 
	0 
	1 
	2 
	3 

	9. 
	Thoughts that you would be better off dead or of hurting yourself in some way 
	0 
	1 
	2 
	3 





If you have had any of these problems, how difficult have they made it for you to do your work, take care of things at home, or get along with other people? 

Not difficult at all		Somewhat difficult		Very difficult		Extremely difficult 


[bookmark: _Toc52891346]Appendix B: Note to Accompany a Patient taken to A&E Mental Health Liaison Team
This form should be filled out for every patient taken to the A&E Mental Health Liaison Team as a result of IMPARTS screening and given to the triage nurse.
NB: As soon as the patient is handed over to the triage nurse, they become the responsibility of A&E and no further action is needed from the referring service.
A&E mental health liaison team please note: This patient has screened positive for suicidal ideation on IMPARTS and has been subject of a risk assessment by the clinical team, who have deemed their symptoms to be of extreme acute mental health concern.  This form contains information to inform the referral.
*** This section to be completed by the referring service ***
Reasons for bringing the patient to A&E (Please tick all that apply and add notes below any question if necessary)
☐	Is there a suicidal thoughts alert on EPR?
___	What is the patient’s total score on the PHQ9?
___ 	What is the patient’s score on the suicidal thoughts item (item 9) on the PHQ9?
☐	Has patient screened positive for Probable Major Depression?  Y/N
☐ 	Has patient had suicidal thoughts in last 2 weeks?  Y/N
☐ 	Does patient express hope for the future?  Y/N
☐ 	Does patient have detailed suicide plans?  Y/N
	Please outline any details known:

☐ 	Has patient previously attempted suicide?  Y/N
Please outline when and how (if known):

☐ 	Does patient have severe recent life stressor(s)?  Y/N
Please outline any details known:

☐	Does patient have other mental health problems?  Y/N
Please outline:

☐ 	Does the patient have social support?  Y/N
Please outline:

☐ 	Has liaison psychiatry (Bleep 278) been called for advice?
Please summarise advice and any other considerations below:
[bookmark: _Toc52891347]Appendix C: GAD-7 (Generalised Anxiety Disorder Assessment)

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
	 
	Not at all 
	Several days 
	More than half the days 
	Nearly every day 

	1 
	Feeling nervous, anxious or on edge 
	0 
	1 
	2 
	3 

	2 
	Not being able to stop or control worrying 
	0 
	1 
	2 
	3 

	3 
	Worrying too much about different things 
	0 
	1 
	2 
	3 

	4 
	Trouble relaxing 
	0 
	1 
	2 
	3 

	5 
	Being so restless that it is hard to sit still 
	0 
	1 
	2 
	3 

	6 
	Becoming easily annoyed or irritable 
	0 
	1 
	2 
	3 

	7 
	Feeling afraid as if something awful might happen 
	0 
	1 
	2 
	3 






[bookmark: _Toc52891348]Appendix D: Template GP Email 
Dear <<NAME>>,  
RE: <<PATIENT NAME>>, DOB: <<DD.MM.YYYY>>, NHS NUMBER: <XXXXXXXXXX>>, ADDRESS: <<XXXXXXX>> 
Following my telephone call with <<NAME>> at <<HH:MM>>, the above named patient was due to attend an appointment on <<DD.MM.YYYY>> at <<HH:MM>> in the <<CLINIC NAME>>.  The patient did not attend their scheduled appointment and we are concerned that they may be at risk of suicide or self-harm.   
In advance of appointments, patients are asked to complete questionnaires including the PHQ9 and GAD7.  The patient completed these questionnaires on <<DD.MM.YYYY>> and the patient results indicated the following when asked if they had had thoughts of being better off dead, or of hurting themselves (PHQ9, question 9) over the last two weeks:  
<<DELETE AS APPROPRIATE Not at all/ Several days/ More than half the days / Nearly every day>> 
The patient’s overall scores were: 
	PHQ9 
	 

	GAD7 
	 



<<INCLUDE ANY ADDITIONAL INFORMATION NEEDED>> 
We have attempted to contact the patient, but with no success.  Please could you follow up with this patient and make the necessary arrangements for further assessment and support.  


[bookmark: _Toc52891349]Appendix E: Smoking 

1. Have you smoked more than 100 cigarettes (5 packs of cigarettes) in your lifetime?
☐ Yes			☐ No
2. Do you currently smoke?
☐ Yes			☐ No
3. If Yes, would you like help with quitting or smoking?
☐ Yes			☐ No
4. How many cigarettes, cigars, or rollups do you currently smoke a day?
___________ 
If answer to Q2 is yes, assess dependence and inform ALL smokers how to get support to quit. 
Dependence 
5.How soon after you wake up do you smoke your first cigarette?  *  
☐ Within 5 minutes 
☐ 6-30 minutes 
☐ 31-60 minutes 
☐ After 60 minutes 
If answer ‘Yes’ to Q3, the following information should appear: 
You are four times more likely to quit smoking if you do it through the NHS 
We can send you information about services which can help you stop smoking or cut down the amount you smoke.  If you would like to receive this information, please provide your contact details in the space below, enter an email address to receive an email or a mobile phone number for a text message.  We will not call you and will not pass on your details to anyone else. 
☐ I would like to receive a SMS (text message) 
<If ticked SMS> Please enter your mobile number: _______________ 
☐ I would like to receive an email 
<If ticked email> Please enter your email address: _______________ 
Alternatively, you can ask your GP for advice or call Smokefree: 0800 022 4 332 



[bookmark: _Toc52891350]Appendix F: EQ5D (quality of life)
By placing a tick in one box in each group below, please indicate which statements best describe your own health state today.
Mobility

I have no problems in walking about						1 
I have slight problems in walking about					2	
I have moderate problems in walking about					3	
I have severe problems in walking about					4	
I am unable to walk about							5		

Self-Care
I have no problems with washing or dressing myself
I have slight problems with washing or dressing myself
I have moderate problems with washing or dressing myself
I have severe problems with washing or dressing myself
I am unable to wash or dress myself

Usual Activities (e.g. work, study, housework, family or leisure activities)
I have no problems doing my usual activities
I have slight problems doing my usual activities
I have moderate problems doing my usual activities
I have severe problems doing my usual activities
I am unable to do my usual activities

Pain/discomfort
I have no pain or discomfort
I have slight pain or discomfort
I have moderate pain or discomfort
I have severe pain or discomfort
I have extreme pain or discomfort



Anxiety/Depression
I am not anxious or depressed
I am slightly anxious or depressed
I am moderately anxious or depressed
I am severely anxious or depressed
I am extremely anxious or depressed

Please indicate on this line whichever point on the scale indicates how good of bad your health is today. 
Worst imaginable health state			           			Best imaginable health state
0
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[bookmark: _Toc52891351]Appendix G: (BPI) Brief Pain Inventory – Facial

Please click on the scales below to indicate the severity of your symptoms:
1. Pick the ONE number that describes your pain at its WORST in the last week
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	No pain
	
	
	
	
	
	
	
	
	
	Pain as bad as you can imagine



2. Pick the ONE number that describes your pain at its LEAST in the last week
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	No pain
	
	
	
	
	
	
	
	
	
	Pain as bad as you can imagine



3. Pick the ONE number that describes your pain at its AVERAGE in the last week
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	No pain
	
	
	
	
	
	
	
	
	
	Pain as bad as you can imagine



4. Pick the ONE number that describes your pain RIGHT NOW
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	No pain
	
	
	
	
	
	
	
	
	
	Pain as bad as you can imagine



5. Pick the ONE number that describes how, during the past week, pain has interfered with your:

a. General Activity
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



b. Mood
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



c. Walking ability
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



d. Normal work (includes both outside the home and housework)
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



e. Relations with other people
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



f. Sleep
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



g. Enjoyment of life
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



h. Eating a meal
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



i. Touching your face (including grooming)
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



j. Brushing or flossing your teeth
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



k. Smiling or laughing
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



l. Talking
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



m. Opening your mouth widely
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes



n. Eating hard foods like apples
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Does not interfere
	
	
	
	
	
	
	
	
	
	Completely interferes




Scoring:
Severity
Worst = Q1 (0 – 10)
Least = Q2 (0 – 10)
Average = Q3 (0 – 10)
Now = Q4 (0 – 10)
Interference = Mean (Q5a – 5n)
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[bookmark: _Toc52891355]Appendix K: Insomnia Severity Index 

[image: ]
[image: ]



[bookmark: _Toc52891356]Appendix L: SF-MPQ-2
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Scoring: 
Total sum = scores of all questions 
Domain 1 = continuous (sum of Q1, 5, 6, 8, 9, 10) 
Domain 2 = intermittent (sum of Q2, 3, 4, 11, 16, 18) 
Domain 3 = neuropathic (sum of Q7, 17, 19, 20, 21, 22) 
Domain 4 = affective (Q12, 13, 14, 15) 










[bookmark: _Toc52891357]Appendix M: Feasibility Questionnaire (for patients who decline/are unable to screen)
Please select your service
Acne KCH
BPCpreg KCH
Cough KCH
Cranioplasty KCH
Cystic Fibrosis KCH
Endocarditis Follow up KCH
Endocarditis IP KCH
Endocarditis OP KCH
Facial Trauma KCH
Hand Therapy KCH
Haemato-oncology OP KCH
Haemato-oncology IP KCH
Headache KCH
Hepatitis B KCH
Limb Reconstruction KCH
Liver Transition KCH
MS KCH
Orofacial Pain (OFP) KCH
Paediatric Hepatitis KCH
Parkinson’s KCH
Psoriasis KCH
Rheumatology KCH
Special dentistry KCH
Stroke OP HASU KCH
Stroke OP SU KCH
TMJ Pain KCH
Vulva KCH

Why didn’t the patient complete the IMPARTS questionnaire?
☐ The patient declined to complete the questionnaire
☐ There was not enough time before the patient appointment
☐ The clinic was understaffed
☐ There were not enough iPads available
☐ There were Wi-Fi problems
☐ The patient did not speak sufficient English to complete the questionnaire
☐ The patient had learning difficulties
☐ Other


[bookmark: _Toc52891358]Appendix L: Guidance for patients screening positive for suicidal thoughts who do not attend (DNA) their appointment 

Date Issued: 12 August 2020 
Some patients will complete eIMPARTS screening, responding that they have had thoughts they would be better off dead or hurting themselves in some way, and then not attend their scheduled appointment.  The following guidance is intended to support you to follow up with the patient and/or make the necessary onward referral for support.  
Seeking Advice about IMPARTS 
For any queries or problems relating to the screening process, the IMPARTS questionnaire, the iPad, EPR output, or this care pathway protocol, please contact the IMPARTS team; 
· For general information email IMPARTS@slam.nhs.uk or; 
· If confidential patient information is included, please email: slm-tr.imparts@nhs.net; 
Suicidal Thoughts 
An alert will appear in EPR if the patient responds “more than half the days” or “nearly every day” to Item 9 of the PHQ-9 “[Have you been bothered by thoughts that you would be better off dead or of hurting yourself in some way”].  You will also receive an email from the IMPARTS system to inform you of the patient’s response.   
The patient’s response should be followed up during their scheduled appointment.  If a patient does not attend their scheduled appointment, please follow the guidance below: 
1. Attempt to telephone the patient once and leave a message on their voicemail if it is available.  In the voicemail message state, the reason for your call and that you are concerned that they have not answered their phone.  Explain that you intend to share your concerns with their GP and the clinical team if you are unable to reach them.  Provide your details so that the patient can phone back if they receive the message.  Explain that you will call them back in approximately 20 minutes.  
2. Phone again in 20 minutes.  If there is still no answer leave another message informing them that you now intend to share your concerns with their GP and clinical team. 
3. If after two attempts, you do not manage to speak to the patient, call the patient’s GP to inform them.  If their regular doctor is not available to speak to you, ask to speak to the duty doctor.  Explain that you were due to see a patient who screened positive for suicidal thoughts but that the patient has not attended their scheduled appointment. 
4. Follow up with written documentation to the patient’s GP, ideally using their nhs.net email to ensure it is secure and received.  Provide the patient’s GP with their total PHQ9, GAD7 scores, along with details of their response to the risk question (PHQ9 question 9).  You can find a template email below. 
5. Alert the patient’s consultant and other members of the MDT. 
Template email to GP: 
Dear <<NAME>>,  
RE: <<PATIENT NAME>>, DOB: <<DD.MM.YYYY>>, NHS NUMBER: <XXXXXXXXXX>>, ADDRESS: <<XXXXXXX>> 
Following my telephone call with <<NAME>> at <<HH:MM>>, the above named patient was due to attend an appointment on <<DD.MM.YYYY>> at <<HH:MM>> in the <<CLINIC NAME>>.  The patient did not attend their scheduled appointment and we are concerned that they may be at risk of suicide or self-harm.   
In advance of appointments, patients are asked to complete questionnaires including the PHQ9 and GAD7.  The patient completed these questionnaires on <<DD.MM.YYYY>> and the patient results indicated the following when asked if they had had thoughts of being better off dead, or of hurting themselves (PHQ9, question 9) over the last two weeks:  
<<DELETE AS APPROPRIATE Not at all/ Several days/ More than half the days / Nearly every day>> 
The patient’s overall scores were: 
	PHQ9 
	 

	GAD7 
	 


 
<<INCLUDE ANY ADDITIONAL INFORMATION NEEDED>> 
We have attempted to contact the patient, but with no success.  Please could you follow up with this patient and make the necessary arrangements for further assessment and support.  
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STOP-BANG Sleep Apnea Questionnaire

Chung F et al Anesthesiology 2008 and BJA 2012

STOP
Do you SNORE loudly (louder than talking or loud Yes No
enough to be heard through closed doors)?
Do you often feel TIRED, fatigued. or sleepy during Yes No
daytime?
Has anyone OBSERVED you stop breathing during Yes No
your sleep?
Do you have or e you being treated for high blood Yes No
PRESSURE?

BANG
BMI more than 35kg/m?? Yes No
AGE over 50 years old? Yes No
NECK circumference > 16 inches (40cm)? Yes No
GENDER: Male? Yes No

TOTAL SCORE

High risk of OSA: Yes 5-8§
Intermediate risk of OSA: Yes 3 -4

Low risk of OSA: Yes 0-2
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Insomnia Severity Index
The Insomnia Severity Index has seven questions. The seven answers are added up (o get a total score. When you have
your total score, look at the 'Guidelines for Scoring/Interpretation’ below to see where your sleep difficulty fits.

For each question, please CIRCLE the number that best describes your answer.

Please rate the CURRENT (i.e. LAST 2 WEEKS) SEVERITY of your insomnia problem(s).

Insomnia Problem None Mild | Moderate | Severe | Very Severe
1. Difficulty falling aslecp [} 1 2 3 4
2. Difficulty staying aslecp 0 1 2 3 4
3. Problems waking up too carly 0 1 2 3 4

4. How SATISFIED/DISSATISFIED are you with your CURRENT sleep pattern?
Very Satisfied ~ Satisfied Moderately Satisfied ~ Dissatisfied ~ Very Dissatisfied
0 1 2 3 4

5. How NOTICEABLE to others do you think your sleep problem is in terms of impairing the quality of your life?

Not at all
Noticeable A Little Somewhaj  Much Very Much Noticeable
0 1 2 3 4
6. How WORRIED/DISTRESSED are you about your current sleep problem?
Not at all
Worried A Little Somewhat  Much Very Much Worried
0 1 2 3 4

7. To what extent do you consider your sleep problem to INTERFERE with your daily functioning (e.g. daytime
fatigue, mood, ability to function at work/daily chores, concentration, memory, mood, etc.) CURRENTLY?
Not at all
Interfering A Little Somewhat  Much Very Much Interfering
0 1 2 3 4
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Guidelines for Scoring/Interpretation:

‘Add the scores for all seven items (questions 1 +2+3+4+5+6+7) your total score
Total score categories:

0-7 = No clinically significant insomnia

8-14 = Subthreshold insomnia

15-21 = Clinical insomnia (moderate severity)

22-28 = Clinical insomnia (severe)

Used via courtesy of www.myhealth. va.gov with permission from Charles M. Morin, Ph.D., Université Laval
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