Refocusing the Care Programme Approach

Policy and Positive Practice Guidance

Summary 

N.B. This summary should not be taken as definitive, and you should always check the various relevant policy documents and legislation before acting on it. The policy documents can mainly be found on: www.nimhe.csip.org.uk/our-work/reviewing-the-care-programme-approach-cpa-.html 

1.
Introduction

Scope and Definition: From 1st October 2008, the term CPA will describe the approach used in secondary mental health care to assess, plan, review and co-ordinate the range of treatment, care and support needs for people in contact with secondary mental health services who have complex characteristics (p.11). This will mainly cover adults of working age, but the principles should be applied to any individual receiving these services regardless of their age. (p.4). 

Key issues:

· The values and principles of (new) CPA will apply to all mental health service users.

· The term (new) CPA is used in the policy and this document, but once implemented CPA should be used.

· Where an issue is not addressed in the policy (e.g. seven day follow-up), existing CPA policy still applies (p.4)

· Other standards, such as professional ones, still apply to areas like record-keeping

· Being on (new) CPA must not be used as a gateway to social services, or for entitlement to services or benefits (p.13)

· CPA levels should not be equated with FACS eligibility criteria
· Service users can write their own care plan
2. Personalised mental health care 
Services may wish to use the values and principles as a basis of local discussion with staff and service users as part of reviewing their approaches to care planning and delivery for all.

Values and Principles for Mental Health Services (not just (new) CPA), which cover:

· Social inclusion and recovery

· An ‘in the round’ view of individuals

· Self care

· Carers needs

· Partnership working

· Engagement 

3. Refocusing the CPA 
The current levels of need will be removed, and (new) CPA will apply to service users with the most complex needs. Criteria should not be used to indicate eligibility for services. Once accepted by secondary mental health services, the list should be used to help decide if further support is needed with engagement, co-ordination and risk management (i.e. needing (new) CPA).

3.1. Non-CPA – where a service user has more straightforward needs, lower risk, and contact with only one agency (or no problems with access to other agencies/support), they will not be included in (new) CPA – this is some of the group currently on standard CPA. 


Standards include:

· A lead professional will be identified, but care will be self-directed, with support

· A full assessment of need including risk, including against FACS eligibility

· The care plan will be a statement of care agreed with the service user, which will be recorded in notes or a letter

· On-going review as required including the need for inclusion in (new) CPA.

· Carers identified and informed of rights to own assessment

· A short central record of essential information must be maintained

· The MHMDS standards will still apply

3.2.  (New) CPA – will apply to service users with more complex needs and higher risk (mainly those currently on enhanced CPA plus those who have their own caring responsibilities, or significant reliance on carers, or experience disadvantage or difficulty in areas such as parenting). Service users who: have parenting responsibilities; significant caring responsibilities; with a dual diagnosis (substance misuse); with a history of violence or self harm; or are in unsettled accommodation, will usually be on (new) CPA. Locally significant groups such as asylum seekers can be included in these.

Criteria include (there is no minimum number to trigger inclusion, and clinical and professional experience, training and judgement should be used in using this list to evaluate which service users will need the support of (new) CPA):

· Severe mental disorder (including personality disorder) with high degree of clinical complexity
· Current or potential risks
· Current or significant history of severe distress/instability or disengagement
· Non-physical co-morbidity e.g. substance/alcohol misuse, learning disability

· Multiple service provision from different agencies

· Currently/recently detained under MH Act, on Supervised Community Treatment or Guardianship Orders or referred to crisis/home treatment team
· Significant reliance on carer/s, or has own caring responsibilities
· Disadvantage or difficulty as a result of:

· parenting responsibilities; 

· physical health problems/disability; 

· unsettled accommodation; 

· employment issues; 

· significant impairment of function when mentally ill;

· ethnicity, sexuality or gender issues

Standards include:

· A CPA Care Co-ordinator (trained, part of job description, significant part of caseload) will be identified. They will maintain contact when the service user is in hospital or prison

· Comprehensive multi-disciplinary multi-agency assessment, including against FACS eligibility

· Comprehensive formal written care plan including safety/crisis/contingency plan and increased need for advocacy support

· Formal multi-disciplinary, multi-agency review at least once a year, but likely to be needed more regularly, which includes consideration of on-going need for (new) CPA support

· Carers must be identified and informed of rights to own assessment

· (new) CPA is not automatically applied in hospital or prison, but is subject to the general criteria, although current or recent detention under the MHA triggers CPA

· A thorough risk assessment including the service users and carer/s must be made before a decision is made that (new) CPA is no longer required The additional support of (new) CPA should not be withdrawn without:

i. an appropriate review and handover (e.g. to the lead professional or GP);

ii. exchange of appropriate information with all concerned, including with carers;

iii. plans for review, support and follow-up, as appropriate;

iv. a clear statement about the action to take, and who to contact, in the event of relapse or change with a potential negative impact on that person’s mental well-being.

4. Assessment and Care Planning

Everyone referred to secondary mental health services should receive an assessment of their mental health needs. This initial assessment, which aims to identify the needs and where they may be met, may have alternative names such as screening (assessment) or triage (assessment).

The outcome of the initial assessment should be communicated to the individual (in a way that they will understand) and the referrer promptly. It is at this point that the decision about inclusion in (new) CPA is made. 

· The initial assessment should be common to all referrals, and include all the elements necessary to make the decision about CPA, including: type and degree of mental disorder including degree of impairment of functioning when ill, Current or potential risks including history of violence and abuse; Level of distress/instability or disengagement; Aspirations and strengths; Non-physical co-morbidity e.g. substance/alcohol misuse; learning disability; Service provision from different agencies; Medication being prescribed; MH Act status; referral to crisis/home treatment team; Reliance on carer/s (information must be given to carers about their right to an assessment); Own caring responsibilities; parenting responsibilities; physical health problems/disability; accommodation type status and adequacy; employment education and training issues; ethnicity, sexuality or gender issues; HoNOS baseline

For those not on (new) CPA:

· Formal designated paperwork for care planning and the review process for these service users is not required. A statement of care agreed with the service user should be recorded, which could be done in any clinical or practice notes, or in a letter, and this documentation will constitute the care plan. It is not necessary to engage in further bureaucracy for these individuals. 

· As a minimum, service providers must continue to ensure that a short central record of essential information is maintained on all individuals receiving secondary mental health services and that reviews take place regularly.

For those on (new) CPA:
· One assessment and care plan should follow the service user through different care settings.

· The Care Plan should include clear details of who is responsible for addressing elements of care and support. Copies of the plans should be offered to the service user and given to his or her GP and any other significant care provider, including carers if appropriate.

· Services should ensure co-ordination of users’ and carers’ assessments, care and support plans and the exchange of information where agreement has been received to do this.

· Where the service user is a carer, support, crisis and contingency plans must be in place for them and the person they care for

· Assessments and care plans should routinely include arrangements for setting out, measuring and reviewing specific outcomes, 

· HoNOS ratings will be completed at significant points in the care pathway, at least once a year 

· Key issues to be addressed include: risk assessment and management, crisis and contingency planning; choice; outcomes; equality, parenting, dual diagnosis; physical health; housing and homelessness, employment education and training; personality disorder; history of violence and abuse; carers; medication; age, disability, gender, sexual orientation, race and ethnicity, religious beliefs, and any unmet needs. 

5. Whole systems approach

The care co-ordinator has a pivotal role in helping an individual navigate complicated care systems and provide continuity, but there is also a need for systems and structures to be in place at strategic and organisational level to support this. This whole system approach to care planning and delivery should aim to promote and co-ordinate care, and support activity across the individual’s life domains and circumstances. A number of approaches and mechanisms can help with this:

· Integrated care pathway approaches to service delivery, including for key events such as inpatient admission, detention in prison, and out of area placements, as well as how CPA administration systems support this.

· Improved information sharing between agencies

· Improving local shared provider agreements with primary care, housing and employment agencies, and drug and alcohol agencies

· Commissioning for a range of services to meet service users’ and carers’ needs, including the recording of unmet need, particularly in relation to equality issues

· Effective Local Strategic Partnerships and Local Area Agreements to facilitate planning across agencies. Key PSA targets include the proportion of adults receiving secondary mental health services in settled accommodation, and in paid employment, as well as several for children and young people
· Protocols and arrangements for working between different assessment and planning systems, such as:
· The forthcoming Long term conditions common assessment framework for adults – CPA will be the preferred framework for mental health service users with complex support needs.
· the Single Assessment Process for older adults, (see annex C) An older person’s combined mental health, physical health and social care needs can be highly complex and involve several assessments, necessitating a coordinated and focused service response across disciplines and agencies. Any one of those agencies may already be managing that person’s care and the person does not necessarily always require a lead co-ordinator from mental health services, although others may. 

· When an older person’s needs are met and managed predominantly in primary and social care, and they have a mental health need which is not complex or which is without significant risk, secondary mental health care will form part of the overall assessment and care plan and care management will be co-ordinated through existing SAP Care Managers. (New) CPA would not be required. Mental health assessments, care plans and reviews will be communicated to the identified person taking the lead in management. 

· When a person’s mental health and social care package is complex, predominantly mental health-related and meet the criteria for (new) CPA, their care will normally require care co-ordination using (new) CPA and a mental health lead care coordinator should be allocated. SAP can provide information and inform assessment – the (new) CPA will provide the specialist care planning, review and health and social care provision.

· Transfer from adult to older adult services should only occur when the needs of a person will be better met by professionals working with older adults, and not just because an individual reaches a certain age. When transfer to another service lead is appropriate it will necessitate a transfer of care co-ordinator and care plan.

· Person Centred Planning and Health Action Planning: Individuals with a learning disability should also access annual health checks which inform the Person-centred Health Action Plan (HAP). Any assessment undertaken by secondary mental health services should form part of this HAP and not be seen as separate. If the individual does not have a HAP on referral to the secondary mental health services it would be the time to initiate one with the learning disability services and GP. 

· Criminal justice: It is vital that relevant information accompanies the offender/service user during transition through the offender pathway and that both CPA care co-ordinators and Offender Managers have a sound understanding of both the health and criminal justice systems. Care Co-ordinators will usually retain their role

· National Treatment Agency (substance misuse): 

· The NTA endorses the CPA framework as an approach to co-ordinating the care of people with a severe mental disorder and substance misuse problems within mental health services. It acknowledges that substance misuse treatment providers should contribute to the CPA process where appropriate. 

· NTA guidance also indicates that people receiving treatment within substance misuse services who have co-existing mild to moderate mental health problems should have their care co-ordinated by the allocated key worker in the substance misuse service.

· the Common Assessment Framework for Children. It is important that adult’s and children’s services work together to provide adequate support for parents.
· CAMHS - Where the CPA criteria applied is complexity of need, there is theoretically no lower age limit, but it must be tailored to their requirements (see annex B) It is vital that local protocols are used to agree which system, co-ordinator, or person is in the lead in the overall care of a child or young person. Where care is shared across agencies it must be clear who takes the lead on which areas. This is especially important for children and young people who may have a Lead Professional appointed across agencies. Key issues to take account of in adapting CPA for CAMHS include: 

· The fact that the needs of children and young people vary and change over time to a possibly greater extent than adults. 

· CPA will be particularly important when a child or young person is in a secure setting or leaving a secure setting. 

· Reviews may need to be more frequent for children and young people compared to adults; 

· Reviews and information need to be young-person friendly
· The more complex inter-agency issues, including youth justice; 

· The need to ensure that the child or young person’s family are involved in the care plan decision making process; 

· the educational needs of children and young people

· Young people should be supported in the process

· The need for clarity by staff about which system to use in which situation

Local protocols should agree which system/co-ordinator/person takes the lead overall, or in certain aspects.
6. Supporting the Workforce

6.1. Competencies: The workforce in secondary mental health care needs a range of competencies, experience and skills to meet the diverse and often complex needs of service users. The role of care co-ordinator is pivotal to the success of (new) CPA. To strengthen the role, and to reduce local variation, work has been undertaken to identify care co-ordinator principles of practice, core functions and competences. The CPA competences outline report (see CSIP website) aims to support service planners and managers to:

· review and redesign care co-ordinator roles and responsibilities within services;

· consider and review the distribution of a practitioner’s workload and caseload, in the light of care co-ordination responsibilities;

· agree local protocols for the delegation of specific tasks associated with care coordination, where the care co-ordinator remains both responsible and accountable for the appropriate and effective delivery of the care co-ordination function;

· inform supervision and appraisal;

· inform training and development;

· inform service governance processes;

· develop information for people who use services, and people who support them.

6.2
 Setting the standards for education: service users and carers should be involved in the development and delivery of training (including those from minority or equality groups)

6.3 Who can be a Care Co-ordinator? The role of the (new) CPA care co-ordinator should usually be taken by the person who is best placed to oversee care management and resource allocation and can be of any discipline depending on capability and capacity. The care co-ordinator should have the authority to coordinate the delivery of the care plan and ensure that this is respected by all those involved in delivering it, regardless of the agency of origin. It is important that they are able to support people with multiple needs to access the services they need.

Services users should be afforded a choice of care co-ordinator which takes account of any cultural or religious needs, or gender preferences due to damaging experiences of abuse or violence. 

Care co-ordinators can be from the third sector, but this must be by local agreement/commissioning. Consider training, audit issues etc.

6.3
Capacity and Effectiveness: This can be improved using tools such as: the Creating Capable Teams Approach; Lean Thinking; New Ways of Working, and caseload management, as well as a truly person-centred approach, resources from outside secondary services, efficient communication processes and clinical information systems, and effective tram leadership including supervision. 

7. Measuring and Improving Quality

All services need to understand and assess their impact on achieving positive outcomes for service users. Auditing and monitoring the quality of care will remain essential components of secondary mental health services for all service users and carers, whether needing the support of (new) CPA or not.

7.1
Trusts should have an appropriate central record of all service users receiving treatment, care and support provided by them. This system, alongside electronic systems, will provide reports to managers and staff concerning caseloads and other relevant information.

7.2 All providers of specialist mental health services for adults and older adults are mandated to collect information for the Mental Health Minimum Dataset (MHMDS). There will be a continuing requirement to complete MHMDS returns on every individual receiving secondary mental health care, even those not on (new) CPA. Dataset descriptors of “standard” and “enhanced” CPA will be amended to non-CPA and CPA in due course. Management information systems should routinely collect data on service users’ race, ethnicity, gender etc,

7.3 Audit tools in existence include: An audit pack for monitoring the CPA (DH); CPAA standards and audit protocol; CPA Brief audit tool

7.4 Local audits should be considering:

· a focus on service user and carer satisfaction and engagement rather than system processes;

· use of outcome measures, including user-defined outcomes, to measure success;

· improved attention to issues around housing, employment and other social inclusion and recovery needs;

· better integration of risk management into CPA systems;

· Consideration of equality issues.

Wendy Slater

24th March 2008
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