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Improving Access to Psychological Therapies





Introduction

1. Why is it important to complete the form?

The purpose of the Worker Registration Form [WRF] is to enable us to provide a profile of the workforce that is being recruited to deliver new IAPT services. In particular, we need:

· To know where we are recruiting people from so that we keep a check on the impact this may be having on other services

· To ensure that we have a workforce that is drawn from a wide range of backgrounds to maximise equal access both to staff for jobs and to patients for services

· To know in detail the current level of training and qualifications of staff in order to inform future commissioning of training, the provision of continuing professional development [CPD] and the provision of supervision

2. Who will use this information?

The main purpose of the form is for your regional CSIP Regional IAPT Team to monitor the IAPT workforce being recruited and trained locally. Regional profiles of IAPT services will help decide upon numbers of Low and High Intensity trainees required, and what topics would be useful for commissioning “Master Classes” and Continuing Professional Development for existing staff. In addition, we will collate and monitor national trends in the workforce but only using anonymised returns from the regions.

3.  What will you see?

Summaries of local IAPT services will be collated nationally to highlight regional differences and show trends year on year; these will be publicly available.

4.  Will the information be confidential?

Yes. Each form will be anonymised and given a unique reference number to avoid double counting. All personal information will be subject to the normal rules of confidentiality required in the NHS [including those provided by the third sector].

5.  How many times will I need to complete the WRF?

Each worker will only be required to complete the WRF once in the same IAPT site. If you move to another IAPT service, you will be required to complete a new one.

6.  When do I fill this in?

As soon as you take up post, preferably in your first week, as part of your induction.

7.  Who is meant by ‘those employed to provide OTHER SERVICES’ in part E?

This could be Employment Support Advisors, IT, administrative staff or others.

Completed Forms should be returned either by email or post to your CSIP Regional Development Centre IAPT Lead:

Name: Alex Stirzaker 
Email address: 
through louise.sheasby@csip.org.uk
Postal address: 
CSIP SW, Mallard Court, Express Park, Bristol Road, Bridggwater, Somerset, TA6 4RN
September 2008 
THE FORM IS IN 5 PARTS (A-E)

	PART A 
	Front Sheet for all staff to complete  

	PART B
	Demographic information for all staff to complete Questions 1 – 9

	PART C
	For those who are providing high intensity interventions Questions 6-17

	PART D
	For those who are providing low intensity interventions Questions 18-23

	PART E
	For those who are providing other services e.g. employment support, administration, business manager IT manager Questions 24-29


PART A – ALL staff to complete

	Name:
	

	Unique reference code:
	

	Job title:
	

	Name of implementation site:
	

	Name of Current Employer: 

(may be the same as above) 
	

	What is your current role 
	High Intensity qualified 

	 FORMCHECKBOX 


	
	High Intensity trainee
	 FORMCHECKBOX 


	
	Low intensity qualified
	 FORMCHECKBOX 


	
	Low intensity trainee
	 FORMCHECKBOX 


	
	Head of Service
	 FORMCHECKBOX 


	
	Other e.g. Employment Support

	 FORMCHECKBOX 


	Other ( please describe your role ) 
	

	
	

	
	

	Current A4C Banding / Annual Salary 
	

	Are you currently working  
	Full time   FORMCHECKBOX 

Part Time   FORMCHECKBOX 
         

	If part time how many hours ? 
	

	Date of Appointment 
	

	How long have you been in your current post 
	

	Name of Previous Employer 
	

	Previous Job Title and Role 
	

	How long ( including years in training ) have you been working with people experiencing problems relating to mental health ? 
	Years                                      Months 

	Signature 
	Date 


To be returned separately from other forms  

Please tick ( the appropriate box for the below  
1. What is your gender? 

Female   FORMCHECKBOX 

Male   FORMCHECKBOX 
  

2. What is your age?  

20- 29   FORMCHECKBOX 

30- 39   FORMCHECKBOX 

40-49   FORMCHECKBOX 

50-59   FORMCHECKBOX 

60+   FORMCHECKBOX 




3. What is your nationality?

English   FORMCHECKBOX 

Scottish   FORMCHECKBOX 

Welsh   FORMCHECKBOX 

Irish   FORMCHECKBOX 


British   FORMCHECKBOX 

Other   FORMCHECKBOX 

If other, please describe your national identity here 

	     


4. What is your ethnic group
Choose ONE section from A to F, then check    FORMCHECKBOX 
  the appropriate box to indicate your ethnicity; 

A White

British   FORMCHECKBOX 

European Union   FORMCHECKBOX 

East European (non EU)   FORMCHECKBOX 

If other white, please describe here 

	     


B Mixed

White and Black Caribbean  
 FORMCHECKBOX 
 
White and Black African  
 FORMCHECKBOX 
 

White and Asian   FORMCHECKBOX 

Black and Chinese or SE Asian 
 FORMCHECKBOX 
 
White and Chinese or SE Asian 
 FORMCHECKBOX 

If other mixed, please describe here 

	     


C Asian or Asian British

Indian
 FORMCHECKBOX 

Pakistani
 FORMCHECKBOX 

Bangladeshi
 FORMCHECKBOX 

African Asian

 FORMCHECKBOX 



Tamil
 FORMCHECKBOX 

Kashmiri 
 FORMCHECKBOX 

Sri Lankan
 FORMCHECKBOX 

Caribbean Asian
 FORMCHECKBOX 




If other asian, please describe here 

	     


D Black or Black British
Caribbean
 FORMCHECKBOX 

Somali
 FORMCHECKBOX 

Nigerian
 FORMCHECKBOX 

Other African

 FORMCHECKBOX 
 

If other black, please describe here 

	     


E Chinese or other ethnic group

Chinese
 FORMCHECKBOX 

Vietnamese
 FORMCHECKBOX 

Japanese
 FORMCHECKBOX 

Filipino
 FORMCHECKBOX 

Malaysian
 FORMCHECKBOX 



If other any other SE Asian or ethnic group, please describe here 

	     


F I do not wish to state my ethnic group
 FORMCHECKBOX 

5. Please describe your sexual identity  Please tick then check    FORMCHECKBOX 
  the appropriate box for the below  
	Heterosexual   FORMCHECKBOX 

	Lesbian, gay or bisexual   FORMCHECKBOX 

	Transgender   FORMCHECKBOX 

	I do not wish to state   FORMCHECKBOX 



6. Do you consider yourself a disabled person ?  i.e. do you have a physical or mental impairment which has a substantial long term adverse effect on your ability to carry out day to day activities ?
Yes 


 FORMCHECKBOX 
 
 No 


 FORMCHECKBOX 
 

Prefer not to say 
 FORMCHECKBOX 

	Unique reference code:
	



If you are employed to provide High Intensity interventions please move to PART C

If you are employed to provide Low Intensity interventions please move to PART D 

If you are employed to provide other services e.g. employment support please move to PART E 


PART C - To be completed by those who are employed to provide HIGH INTENSITY interventions

6.  Which best describes your professional background

Please check    FORMCHECKBOX 
  the appropriate box for the below  

	Art Psychotherapies
	 FORMCHECKBOX 

	Clinical Psychology  
	 FORMCHECKBOX 

	Counselling Psychology
	 FORMCHECKBOX 

	Counselling
	 FORMCHECKBOX 


	CBT Therapist 
	 FORMCHECKBOX 

	Graduate Mental Health Worker
	 FORMCHECKBOX 

	Medicine
	 FORMCHECKBOX 

	Nursing      
	 FORMCHECKBOX 


	Occupational therapy
	 FORMCHECKBOX 

	Psychotherapy
	 FORMCHECKBOX 

	Social Work
	 FORMCHECKBOX 

	Other 
	 FORMCHECKBOX 



If other, please specify: ________________________

7. Please provide details on how you obtained your professional training and/or qualifications: 

	Name of Qualification e.g. Nursing 
	Full Title

of Course
	Name of Institution
	Year Obtained
	Duration of Training
	Qualification 

e.g. Doctorate in Clinical Psychology

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


8. Are you an accredited practitioner with a professional body?  

Yes   FORMCHECKBOX 
   

No   FORMCHECKBOX 
 


Working towards accreditation  FORMCHECKBOX 

	If yes, please name professional body: 
	     Accreditation Status (e.g. member, practitioner, supervisor):

	
	     


9. Please indicate on the grid below how you have already developed your expertise in cognitive behavioural therapy
	Type of Training (Tick as many as apply)
	

	No formal training – experience acquired through work
	 FORMCHECKBOX 


	Have developed  expertise as part of working with supervision  
	 FORMCHECKBOX 


	Short workshops – up to 10 days
	 FORMCHECKBOX 



	Courses Lasting more than 10 Days ( Give details of all completed) 

	Full Name of Course
	Duration of course 
	Number  of taught course days 
	Year of Graduation
	Name of Institution
	Qualification Obtained e.g. Post Grad Cert in CBT, 

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     


10. What CBT training if any, are you currently undertaking?
	Type of Training (Tick as many as apply)
	

	No formal training – experience acquired through work
	 FORMCHECKBOX 


	Have developed  expertise as part of working with supervision  
	 FORMCHECKBOX 


	Short workshops – up to 10 days
	 FORMCHECKBOX 


	Courses Lasting more than 10 Days ( Give details of all completed) 

	Name of Therapy e.g. IPT 

Full Name of Course
	Duration of course e.g. 1 year 
	Number  of taught course days 
	Year of Graduation
	Name of Institution
	Qualification Obtained e.g. Post Grad Cert Family Therapy 

	     
     
	     
	     
	     
	     
	     


11. Please indicate on the grid below how you have already developed your expertise in any other evidence based therapies:

	Type of Training (Tick as many as apply)
	
	

	No formal training – experience acquired through work
	 FORMCHECKBOX 

	     

	Have developed  expertise as part of working with supervision  
	 FORMCHECKBOX 

	     

	Short workshops – up to 10 days
	 FORMCHECKBOX 

	     


	Courses Lasting more than 10 Days ( Give details of all completed) 

	Name of Therapy e.g. IPT 
	Full Name of Course
	Duration of course 
	Number  of taught course days 
	Year of Graduation
	Name of Institution
	Qualification Obtained e.g. Post Grad Cert IPT

	     

	     
	     
	     
	     
	     
	     


	     

	     
	     
	     
	     
	     
	     


12. What other evidence based psychological training, if any, are you currently undertaking?

	Name of Therapy e.g. IPT
	Full Name of Course
	Duration of course 
	Number of taught course days 
	Anticipated Date of Graduation
	Name of Institution
	Qualification e.g. Post Grad Cert 

	
	
	
	
	
	
	

	
	
	
	
	
	
	


13. Please specify the supervision you currently receive:
Please check    FORMCHECKBOX 
   as many as apply and indicate average number of hrs per week                   


	
	
	 No of hrs per wk

	Peer Supervision 1 to 1
	 FORMCHECKBOX 

	     

	Peer supervision in a group
	 FORMCHECKBOX 

	     

	Expert supervisor 1to 1
	 FORMCHECKBOX 

	     

	Expert supervisor in a group
	 FORMCHECKBOX 

	     

	Case Management 1 to 1
	 FORMCHECKBOX 

	     

	Case Management in a group
	 FORMCHECKBOX 

	     

	None
	 FORMCHECKBOX 

	


14.  Do you provide supervision
?
Yes   FORMCHECKBOX 
 
     No   FORMCHECKBOX 

	If yes, to how many people 
	Total number  of hrs per wk

	     
	     


15.  Have you had training in relation to the provision of supervision?  
Yes   FORMCHECKBOX 
 
 No   FORMCHECKBOX 
 (If yes, please describe using the grid below:
	Full Name of Course
	Duration of course 
	Number  of taught course days 
	Date of completion
	Name of Institution
	Qualification Obtained e.g. Post Grad Cert in supervision,

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     


16.  Are you an accredited supervisor by a professional body
Yes   FORMCHECKBOX 
   

No   FORMCHECKBOX 
 


Working towards accreditation  FORMCHECKBOX 

	If yes, please name professional body: 
	     


17.   Do you have training in service leadership and management?   Yes   FORMCHECKBOX 
 
 No   FORMCHECKBOX 

	Full Name of Course
	Duration of course 
	Number  of taught course days 
	Date of completion
	Name of Institution
	Qualification Obtained e.g. MBA

	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     


If yes please describe using the grid below:
PART D - To be completed by those employed to provide LOW INTENSITY Interventions 
18. Do you consider yourself as having received any training which equips you in your role as a low intensity practitioner? 
Yes   FORMCHECKBOX 
 
 No   FORMCHECKBOX 

If yes please indicate on the grid below 

	Type of Training (Tick as many as apply)
	

	No formal training – experience acquired through work
	 FORMCHECKBOX 


	Have developed  expertise as part of working with supervision  
	 FORMCHECKBOX 


	Short workshops – up to 10 days
	 FORMCHECKBOX 



	Courses Lasting more than 10 Days ( Give details of all completed) 

	Full Name of Course
	Duration of course 
	Number  of taught course days
	Year of Graduation
	Name of Institution
	Qualification Obtained e.g. PG Cert 

	
	
	
	
	
	

	
	
	
	
	
	


19. What training, if any, are you currently undertaking to fulfil your role? 
	Courses Lasting more than 10 Days ( Give details of all completed) 

	Full Name of Course
	Duration of course
	Number  of taught course days
	Year of Graduation
	Name of Institution
	Qualification Obtained e.g. Certificate in Mental Health, 

	
	
	
	
	
	

	
	
	
	
	
	


20. Please specify the supervision you currently receive:
Please tick as many as apply and indicate average number of hrs per week                   


	
	
	Average no of hrs per wk

	Peer Supervision 1 to 1
	 FORMCHECKBOX 

	     

	Peer supervision in a group
	 FORMCHECKBOX 

	     

	Expert supervisor 1to 1
	 FORMCHECKBOX 

	     

	Expert supervisor in a group
	 FORMCHECKBOX 

	     

	Case Management 1 to 1
	 FORMCHECKBOX 

	     

	Case Management in a group
	 FORMCHECKBOX 

	     

	None
	 FORMCHECKBOX 

	


21. Do you provide supervision?
Yes   FORMCHECKBOX 
 
     No   FORMCHECKBOX 

	If yes, to how many people 
	Total number  of hrs per week

	     
	     


22. Have you had training in relation to the provision of supervision?  Yes   FORMCHECKBOX 
 
 No   FORMCHECKBOX 
 

If yes, please describe using the grid below 
	Full Name of Course
	Duration of course 
	Number  of taught course days 
	Date of completion
	Name of Institution
	Qualification Obtained e.g. PG Cert Supervision

	     

	     
	     
	     
	     
	     


23. Are you an accredited supervisor by a professional body? 
Yes   FORMCHECKBOX 
   

No   FORMCHECKBOX 
 


Working towards accreditation  FORMCHECKBOX 

	If yes, please name professional body: 
	     


PART E - To be completed by those employed to provide OTHER SERVICES 
24. Do you consider yourself as having received any training which equips you for your current  role?   
Yes   FORMCHECKBOX 
 
     No   FORMCHECKBOX 

If yes please indicate on the grid below 

	Type of Training (Tick as many as apply)
	

	No formal training – experience acquired through work
	 FORMCHECKBOX 


	Have developed  expertise as part of working with supervision  
	 FORMCHECKBOX 


	Short workshops – up to 10 days
	 FORMCHECKBOX 



	Courses Lasting more than 10 Days ( Give details of all completed) 

	Full Name of Course
	Duration of course 
	Number  of taught course days
	Year of Graduation
	Name of Institution
	Qualification Obtained e.g. Certificate in Management


	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     


25. What training if any are you currently undertaking to fulfil your role?
	Type of Training (Tick as many as apply)
	

	No formal training – experience acquired through work
	 FORMCHECKBOX 


	Have developed  expertise as part of working with supervision  
	 FORMCHECKBOX 


	Short workshops – up to 10 days
	 FORMCHECKBOX 



	Courses Lasting more than 10 Days ( Give details of all completed) 

	Full Name of Course
	Duration of course 
	Number  of taught course days
	Year of Graduation
	Name of Institution
	Qualification Obtained e.g. Certificate in Management


	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


26. Please specify the supervision you currently receive:

Please tick as many as apply and indicate average number of hrs per week                   


	
	
	Average no of hrs per wk

	Peer Supervision 1 to 1
	 FORMCHECKBOX 

	     

	Peer supervision in a group
	 FORMCHECKBOX 

	     

	Expert supervisor 1to 1
	 FORMCHECKBOX 

	     

	Expert supervisor in a group
	 FORMCHECKBOX 

	     

	Case Management 1 to 1
	 FORMCHECKBOX 

	     

	Case Management in a group
	 FORMCHECKBOX 

	     

	None
	 FORMCHECKBOX 

	


27.  Do you provide supervision
?
Yes   FORMCHECKBOX 
 
     No   FORMCHECKBOX 

	If yes, to how many people 
	Total number of hours per wk

	     
	     


28. Have you had training in relation to the provision of supervision?  
Yes   FORMCHECKBOX 
   

No   FORMCHECKBOX 
 


Working towards accreditation  FORMCHECKBOX 

If yes, please describe using the grid below 
	Full Name of Course
	Duration of course 
	Number  of taught course days 
	Date of completion
	Name of Institution
	Qualification Obtained e.g. Post Grad Cert in Supervision


	     

	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     


29. Are you an accredited supervisor by a professional body?  Yes   FORMCHECKBOX 
 
     No   FORMCHECKBOX 

	If yes, please name professional body: 
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