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Referral Pathways and Criteria

The Institute of Psychotrauma provides specialist psychological therapies for clients suffering from Post Traumatic Stress Disorder (PTSD).  The therapies currently available include: Trauma-Focused Cognitive Behaviour Therapy (TF-CBT), Eye Movement Desensitization and Reprocessing (EMDR) and Narrative Exposure Therapy (NET).  The Institute of Psychotrauma currently has a staff compliment of 2.5 (WTE) qualified highly specialist clinical psychologists.  The Institute routinely offers 2-3 placements to third-year clinical psychology trainees and secondments to qualified Trust employees with a specialist interest and previous experience in trauma.  
Referral Pathways
Referrals are accepted for clients with severe and complex PTSD who are resident across the three Trust boroughs of City and Hackney, Newham and Tower Hamlets.  Referrals are accepted following completion of a mental health assessment which indicates that the primary problem is PTSD.  Referrals can therefore be made in the following ways:

Primary Care

Where an assessment has been completed by a clinical or counselling psychologist, liaison psychiatrist or senior high intensity IAPT therapist and it is indicated that the client requires more specialist treatment due to the severity and complexity of the PTSD.  This would usually exclude clients who have suffered one-off potentially less traumatic events, such as road traffic accidents, otherwise referred to as ‘simple’ or Type 1 PTSD, who would meet criteria for IAPT services.  If any serious risk factors are identified, or medication is indicated, the client would first need to be referred to secondary care mental health services where this can be initially managed and when stable then referred for trauma-focused therapy.  For clients referred via primary care liaison psychiatry cases will not need to remain open to the Psychiatrist unless there is a need for regular psychiatric review which is outside of the remit of the CMHT.  If however, during the course of treatment a psychiatric review is indicated it has been agreed that the client could be re-opened to liaison psychiatry for review.
Secondary Care
Where an assessment has been completed, or a client has been engaged with secondary care mental health services and the current need is identified as treatment for PTSD.  Where any risk issues are on-going or the client requires ongoing support regarding medication or social issues then we would request that the client remains under the care co-ordination of the community mental health team.  We are unable to provide care co-ordination.

Tertiary Care
Where a client has been receiving treatment in a Trust tertiary care service and on completion of that treatment, further intervention for PTSD is indicated, as with secondary care, this can be then provided. 
Out of Area Clients
Referrals can also be accepted for clients living outside the Trust catchment area, provided an assessment has been completed by local services and funding agreed for specialist trauma-focused treatment.  
Referral Criteria 

The main criteria are based on the current DSM-IV (APA, 1994) criteria for PTSD.  This may be revised when the DSM-V criteria are agreed and implemented.  DSM-IV criteria are used as these form the basis of current standardised diagnostic tools (CAPs and PDS), although it is acknowledged that psychiatric diagnoses of PTSD will be based on ICD-10 criteria.  Please see Appendix 2 for DSM-IV, ICD-10 and proposed DSM-V criteria to inform any decisions and comparisons. 
The threshold for referral will be considered on an individual basis as it is currently difficult to specify exact definitions of what constitutes severe and complex trauma.  However, in general terms, clients will have severe reactions to one or multiple traumatic events.  Clients who may be termed as having complex trauma, such as those who have experienced childhood abuse and trauma in adulthood will be seen provided they are experiencing current symptoms of PTSD.  However, if the traumatic events have led to more enduring personality-related problems, it may be more appropriate for the client to be assessed initially by the personality disorder services.  Client’s who have experienced torture or repeated abuse such as with domestic violence, including rape, will also be seen for assessment and potential therapy.  We will also assess clients with co-morbid severe and enduring mental health problems provided these are stable and the client is able to engage with trauma-focused therapy.
Any client who is over the age of 18 can be referred and there is no upper age limit.  We will see clients who are asylum seekers or refugees, including those with insecure status and who do not have access to funds, but we are unfortunately unable to reimburse any travel costs unless clients are in receipt of benefits.  Interpreters in the clients preferred language will also be arranged.
Exclusion Criteria
We are unable to see clients who are referred with the following problems:

· Active and acute psychosis

· High risk and crisis suicidal behaviour

· Active and problematic substance misuse

· Overwhelming social problems

This is on the premise that each of these problems would interfere with the client’s ability to engage with trauma-focused psychological therapy.  Although all staff at the Institute of Psychotrauma would prepare a client with a stabilisation period of work prior to commencing any trauma-focused techniques, when the above problems are over-whelming clients benefit from the input and support of services who are able to respond to their current needs and potential crises.  Once the client is more stable and can consider working on the trauma then we would be able to assess their suitability for this type of therapy.  

We are also unable to see clients where the primary trauma is childhood abuse and they do not have active PTSD symptoms.  We will assess clients where they meet criteria for delayed-onset PTSD.  
We do not usually accept referrals of women in the third trimester of pregnancy as this is a contra-indication for trauma-focused work.  We will be happy to consider referrals from 3-months post-delivery.  We do not have any childcare facilities and it is not possible to carry out trauma-focused work with children present.  

Support with attending
Where travel costs are likely to make attendance difficult, we would ask the referrer to look at how to support the client with this (e.g. eligibility for Freedom Pass).  Where anxiety about travel or leaving the house may interfere with attendance, we would also request that this is explored with the client prior to referral where possible.  

Alternative Service Provision

The Institute of Psychotrauma works very closely with Trust-wide psychological therapy services and offers consultation regarding any potential referrals where it is not immediately apparent which is the most appropriate service.  In some instances it may be that it is preferable for the client to be seen locally especially given the recent provision of training in trauma-focused cognitive therapy.  We are also happy to arrange joint assessments with other professionals.  It is hoped that supervision arrangement will be put in place to support different levels of therapy provision to clients with PTSD.
Once a referral is received

Referrals can be made by post, fax or email, and are opened each working day.  Referrals are reviewed on a weekly basis and if appropriate clients will be sent an opt-in letter asking them to call or return the slip in the enclosed stamped-addressed envelope.  Once the opt-in is received the client will be allocated to the next available assessment slot.  If a client does not respond within two weeks a reminder opt-in will be sent.  Once the opt-in is received the client will be allocated to the next available clinician.
A referral form with the information required can be found in the Appendix. 
It is requested that the referrer provides as much information as possible about the client as this avoids delays in the decision-making process.  Copies of psychiatric summaries, care plans, and risk assessments are particularly useful, as are reports and letters to and from GP’s, or any reports from previous psychotherapeutic/psychiatric interventions.  
The Institute requests that the referrer has discussed the referral with the client beforehand and any additional needs, such as physical disabilities are indicated, so that we can try to accommodate these.  We do have access to ground floor clinic rooms with advance notice.
Where the referral is not accepted, the Institute will provide a written response to the referrer explaining the reasons and will endeavour to provide alternative resources that the referrer might try on behalf of the client. 
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REFERRAL FORM

	Surname:  
	First Name: 
	Gender: M/F

	D. o. B: 
	Ethnicity:
	Religion:

	Address: 

	Contact Numbers: (Home)                                              (Mobile)

	Language Support needed?                               Details: 

	Index Trauma:

	Referrer Details: 
Name: 
	GP Details

Name: 

	Service: 
	Practice: 

	Address:
	Address: 

	Tel/Fax: 
	Tel/Fax:             

	Next of Kin/Emergency Contact:                                 Relation to Client:

Contact Details:

	Consultant Psychiatrist: 

	Current Medication: 

	Current Physical Health/Disability Status:

	Has this client been referred to the Institute before?                  Yes   No

Signed                                                                               Date

	Office use only

Appropriate:  YES    NO
	Date opt-in sent:
	Allocated clinician:

1st Appt date:

	Reason for Referral

Please specify the current problems and why trauma-focused therapy is indicated

	

	PTSD-related symptoms
Does the client suffer from the following directly related to the trauma(s):

Intrusive thoughts, images, sensory experiences, nightmares

Hypervigilence/Hyperarousal

Persistent Avoidance/
Numbing

Significant Impairment in functioning

	

	Trauma History
Please summarise the key traumatic life events experienced and how these have impacted on the client’s well-being


	

	Co-morbid problems
Please indicate any co-morbid mental health, social or immigration problems and how these are being addressed


	

	Risk Factors
Please specify any current and prior risk factors, including suicidal behaviour, self-harm, substance misuse, forensic history and/or risk to others

	


Please attach any reports and assessments, including risk and full needs, as well as most recent correspondence with the GP
Appendix 2: Diagnoses of PTSD

DSM IV 

309.81    DSM-IV Criteria for Posttraumatic Stress Disorder
A. The person has been exposed to a traumatic event in which both of the following have been present: 

(1) the person experienced, witnessed, or was confronted with an event or events that involved actual or threatened death or serious injury, or a threat to the physical integrity of self or others (2) the person's response involved intense fear, helplessness, or horror. Note: In children, this may be expressed instead by disorganized or agitated behavior.

B. The traumatic event is persistently reexperienced in one (or more) of the following ways: 

(1) recurrent and intrusive distressing recollections of the event, including images, thoughts, or perceptions. Note: In young children, repetitive play may occur in which themes or aspects of the trauma are expressed.

(2) recurrent distressing dreams of the event. Note: In children, there may be frightening dreams without recognizable content.

(3) acting or feeling as if the traumatic event were recurring (includes a sense of reliving the experience, illusions, hallucinations, and dissociative flashback episodes, including those that occur upon awakening or when intoxicated).Note: In young children, trauma-specific reenactment may occur.

(4) intense psychological distress at exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event.

(5) physiological reactivity on exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event.

C. Persistent avoidance of stimuli associated with the trauma and numbing of general responsiveness (not present before the trauma), as indicated by three (or more) of the following: 

(1) efforts to avoid thoughts, feelings, or conversations associated with the trauma 

(2) efforts to avoid activities, places, or people that arouse recollections of the trauma 

(3) inability to recall an important aspect of the trauma 

(4) markedly diminished interest or participation in significant activities 

(5) feeling of detachment or estrangement from others 

(6) restricted range of affect (e.g., unable to have loving feelings) 

(7) sense of a foreshortened future (e.g., does not expect to have a career, marriage, children, or a normal life span)

D. Persistent symptoms of increased arousal (not present before the trauma), as indicated by two (or more) of the following: 

(1) difficulty falling or staying asleep

(2) irritability or outbursts of anger
(3) difficulty concentrating
(4) hypervigilance 
(5) exaggerated startle response

E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than one month.

F. The disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.

Specify if: 
Acute: if duration of symptoms is less than 3 months 
Chronic: if duration of symptoms is 3 months or more

Specify if: 
With Delayed Onset: if onset of symptoms is at least 6 months after the stressor

ICD-10 

F43.1 Post-traumatic stress disorder
Diagnostic Criteria [3]
A.     Exposure to a stressful event or situation (either short or long lasting) of exceptionally threatening or catastrophic nature, which is likely to cause pervasive distress in almost anyone.
B.      Persistent remembering or "reliving" the stressor by intrusive flash backs, vivid memories, recurring dreams, or by experiencing distress when exposed to circumstances resembling or associated with the stressor.
C.      Actual or preferred avoidance of circumstances resembling or associated with the stressor (not present before exposure to the stressor).
D.     Either (1) or (2):
(1)     Inability to recall, either partially or completely, some important aspects of the period of exposure to the stressor

(2)       Persistent symptoms of increased psychological sensitivity and arousal (not present before exposure to the stressor) shown by any two of the following:

a) difficulty in falling or staying asleep;

b) irritability or outbursts of anger;

c) difficulty in concentrating;

d) hyper-vigilance;

e) exaggerated startle response

 

Criteria B, C (For some purposes, onset delayed more than six months may be included but this should be clearly specified separately.)
309.81*  DSM-V proposed criteria for PTSD
(see also www.dsm5.org)
A. The person was exposed to one or more of the following event(s): death or threatened death, actual or threatened serious injury, or actual or threatened sexual violation, in one or more of the following ways: **
Experiencing the event(s) him/herself

1. Witnessing, in person, the event(s) as they occurred to others 

2. Learning that the event(s) occurred to a close relative or close friend; in such cases, the actual or threatened death must have been violent or accidental 

3. Experiencing repeated or extreme exposure to aversive details of the event(s) (e.g., first responders collecting body parts; police officers repeatedly exposed to details of child abuse); this does not apply to exposure through electronic media, television, movies, or pictures, unless this exposure is work related.

B. Intrusion symptoms that are associated with the traumatic event(s) (that began after the traumatic event(s)), as evidenced by 1 or more of the following:

1. Spontaneous or cued recurrent, involuntary, and intrusive distressing memories of the traumatic event(s). Note: In children, repetitive play may occur in which themes or aspects of the traumatic event(s) are expressed. 

2. Recurrent distressing dreams in which the content and/or affect of the dream is related to the event(s). Note: In children, there may be frightening dreams without recognizable content. *** 

3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the traumatic event(s) were recurring (Such reactions may occur on a continuum, with the most extreme expression being a complete loss of awareness of present surroundings.) Note: In children, trauma-specific reenactment may occur in play. 

4. Intense or prolonged psychological distress at exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event(s) 

5. Marked physiological reactions to reminders of the traumatic event(s)

C. Persistent avoidance of stimuli associated with the traumatic event(s) (that began after the traumatic event(s)), as evidenced by efforts to avoid 1 or more of the following:   

1. Avoids internal reminders (thoughts, feelings, or physical sensations) that arouse recollections of the traumatic event(s) 

2. Avoids external reminders (people, places, conversations, activities, objects, situations) that arouse recollections of the traumatic event(s).

D. Negative alterations in cognitions and mood that are associated with the traumatic event(s) (that began or worsened after the traumatic event(s)), as evidenced by 3 or more of the following: Note: In children, as evidenced by 2 or more of the following:**** 
1. Inability to remember an important aspect of the traumatic event(s) (typically dissociative amnesia; not due to head injury, alcohol, or drugs). 

2. Persistent and exaggerated negative expectations about one’s self, others, or the world (e.g., “I am bad,” “no one can be trusted,” “I’ve lost my soul forever,” “my whole nervous system is permanently ruined,”  "the world is completely dangerous"). 

3. Persistent distorted blame of self or others about the cause or consequences of the traumatic event(s) 

4. Pervasive negative emotional state — for example: fear, horror, anger, guilt, or shame           

5. Markedly diminished interest or participation in significant activities. 

6. Feeling of detachment or estrangement from others. 

7. Persistent inability to experience positive emotions (e.g., unable to have loving feelings, psychic numbing)

E. Alterations in arousal and reactivity that are associated with the traumatic event(s) (that began or worsened after the traumatic event(s)), as evidenced by 3 or more of the following: Note: In children, as evidenced by 2 or more of the following:****
1. Irritable or aggressive behavior 

2. Reckless or self-destructive behavior     

3. Hypervigilance 

4. Exaggerated startle response 

5. Problems with concentration 

6. Sleep disturbance — for example, difficulty falling or staying asleep, or restless sleep.

F. Duration of the disturbance (symptoms in Criteria B, C, D and E) is more than one month.

G. The disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning. 

H. The disturbance is not due to the direct physiological effects of a substance (e.g., medication or alcohol) or a general medical condition (e.g., traumatic brain injury, coma).

 

Specify if:
With Delayed Onset:if diagnostic threshold is not exceeded until 6 months or more after the  event(s) (although onset of some symptoms may occur sooner than this).    

 

* Developmental manifestions of PTSD are still being developed. The term 'developmental manifestation' in DSM-V refers to age-specific expressions of one or another criteria that is used to make a diagnosis across age groups.
** For children, inclusion of loss of a parent or other attachment figure is being considered.
*** An alternative is to retain the DSM-IV criterion
**** The optimal number of required symptoms for both adults and children will be further examined with empirical data
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