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INTRODUCTION

Context

1.

As part of its commitment to a modern, decent and inclusive society, the Government has
set out clear proposals to modernise the NHS and Socid Services, requiring these agencies
to work in partnership to provide integrated services which will improve the qudity of life for
dl citizens

The Mental Health National Service Framework sets out the way modern menta hedlth
sarvices will be ddivered. Services will be much more accessible; intervene more quickly to
offer help and support; seek out those who are difficult to engage; involve users and carers
in planning developments; use effective care processes;, and be delivered in partnership
across hedth and socid care as well as other key agencies.

Evidence and experience has demonsirated the benefits of well co-ordinated care to those
with menta hedth problems. Mentd hedlth service users, particularly those with the most
complex and enduring needs, can require help with other aspects of their lives, eg. housing,
finance, employment, education and physica hedth needs. Mentd illness places demands
on services that no one discipline or agency can meet done. It is logicd that a system of
effective care co-ordination is required if dl services are to work in harmony to the benefit
of the service user.

Background to the Care Programme Approach (CPA)

4.

The Cae Programme Approach (CPA) was introduced in 1991
[HC(90)23/LASS_(90)11] to provide a framework for effective mental hedlth care. Itsfour
man dementsare:

. Sysematic arrangements for assessng the hedth and socid needs of people
accepted into specidist menta hedth services;

. The formation of a care plan which identifies the health and socia care required from
avaiety of providers,

. The appointment of akey worker to keep in close touch with the service user and to
monitor and co-ordinate care; and

. Regular review and, where necessary, agreed changes to the care plan.



The Need for Review

5.

The CPA isamodd for good practice which remains gpplicable today. However, areview
of the CPA istimey for anumber of reasons.

. The Mental Health National Service Framework sets out a chalenging agenda
for reform. It is right to review the care co-ordination process to ensure that it
matches the gpproach of amodern mental hedth and socid care system;

. We have been able to learn lessons about the operation of the CPA.
Information from research, reviews and inspections is to hand. It is right to take
acocount of thisinformation; and

. Finaly, but of equa importance, is the need to listen to professionas, managers and
sarvice usars in the mentd hedth system. Professionas have found some aspects of
the CPA over-bureauicratic, managers and service users aike have found the lack of
condgtency confusing. It is they who have been working and living with the CPA
for some years now and it isimportant to take account of their views.

Aim of this Booklet

6.

10.

The purpose of this booklet, therefore, is twofold. Firgtly, to confirm the Government's
commitment to the CPA as the framework for care co-ordination and resource dlocation in
menta hedth care. Secondly, to set out important changes to the CPA which take account
of available evidence and experience and which will make the CPA an even more effective
and efficient system of care co-ordination.

This booklet ams to clarify the role and purpose of the CPA in the context of the provision
of modern menta hedlth care. It includes alist of the key changes to the CPA and sets out
who is responsible for their implementation.

The booklet has four main sections under the following headings:

. Achieving integration of the CPA and Care Managemernt;

. Achieving consstency in implementation of the CPA nationdly;

. Achieving amore streamlined process to reduce the burden of bureaucracy; and

. Achieving a proper focus on the needs of service users.

Each section includes detail on, and reasons for, the changes to the CPA. In addition,
examples of good practice are highlighted. It is hoped that these examples, and the contact
names and addresses given at the back of the booklet, will act as a useful source of
reference to assst in achieving the necessary changes.

Vignettes are utilised towards the end of the booklet to give the reader examples of the
CPA in operation. These illugtrations convey a clear message as to where the emphass of

care planning energy should be placed, and describe the difference in gpplication of the
CPA for those who have rdatively smple needs compared with those who have multiple
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11.

12.

13.

needs and require complex care arrangements.

The essence of effective care co-ordination is sound professiona judgement and practice.
The implementation of any care co-ordination process can be no subdtitute for this. Rather,
it isintended to support good professional practice.

It is recognised that much work has been invested in the development of CPA procedures
and practice across the country. However, research has demonstrated that the effectiveness
of implementation and, indeed, commitment to the CPA isvariable. Itisright, therefore, that
a clear policy podtion on implementation is given and that this builds on the good practice
and experience avallable.

A directory of literature and useful contactsis available a the end of the booklet.

Effective Care Co-ordination - The CPA asaWhole Systems Appr oach

14.

15.

16.

All mentd hedlth service users have a range of needs which no ore treetment service or
agency can meet. Having a system which alows a service user access to the most relevant
reponse is essentid. The principle is getting people to the right place for the right
intervention at the right time.

This principle is, of course, particularly important in the case of individuds who need the
support of a number of agencies and services and there are some who, as well as ther
menta hedth problem, will have alearning disability or a drug/acohol problem. In dl these
cases a co-ordinated gpproach from the relevant agencies is essentid to efficient and
effective care delivery. No one service or agency is centra in such asystem. Service users
themselves provide the focd point for care planning and ddlivery.

Effective care co-ordination should facilitate access for individud service users to the full
range of community supports they need in order to promote their recovery and integretion. It
is particularly important to provide assstance with housing, education, employment and
leisure and to establish appropriate links with crimind justice agencies and the Bendfits
Agency.

Application of the CPA

17.

The CPA remains gpplicable to al adults of working age in contact with the secondary
menta heath system (hedlth and socid care). The principles of the CPA are rdevant to the
care and treatment of younger and older people with menta health problems. The trangition
from child and adolescent services to adult services and from adult services to services for
older people is criticd and must be managed effectively. Services should have in place
clearly identified plans and protocols for meeting the needs of younger and older people
moving from one service to ancther.

The CPA and its Application to People with Standard Needs

18.

What has been illustrated so far emphasises the importance of the CPA for the most needy
of service users who require a complex care planning response. The key principles of the
CPA are applicable to dl service users, even those who require only a uni-disciplinary
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19.

Audit

20.

intervention. They have the right to a thorough assessment of their needs, the development
of acare plan and areview of that care by the professonas involved in their care. Indeed,
thisis good professiona practice.

It is important to stress, however, that where the service user has standard needs and has
contact with only one professond, that professona will in effect be the person who co-
ordinates their care and any clinical or practice notes will congtitute the care plan and record
of review. Service users should be given the opportunity to sign the agreed care plan and
then recelve acopy. It isnot necessary to engage in further bureaucracy for the care of such
people. As aminimum, service providers must ensure that central records are maintained on
al those in contact with services and that care planning and review take place regularly.

The Government has shown a commitment to the development of quality. Systems should be
in place to ensure that the co-ordination of care and trestment is effective. Where agencies
are working together, joint auditing processes will need to be established. Any audit of
qudity will need to include the views of service users, who should be given the opportunity
to contribute to the setting of quality standards and measures.



THE FUTURE OF THE CPA
(SUMMARY OF KEY CHANGEYS)

ACHIEVING INTEGRATION
I ntegration of the CPA and Care M anagement

21.  The CPA will be integrated with Care Management in dl areas to form a single care co-
ordination gpproach for adults of working age with menta health problems.

Appointment of Lead Officer

22. Each hedth and socid services mentd hedth provider must jointly identify a Lead Officer
with authority to work across al agencies to deliver an integrated approach to the CPA and
Care Management.

Framework for Care Regardless of Setting

23.  The CPA isnot amply "an aftercare arrangement”. As a framework for menta hedth care,
the CPA is as gpplicable to sarvice usersin resdentid settings (including prisons) asto those

in the community. Assertive inreach is as relevant as assertive outreach as an underpinning
principle of the CPA.

ACHIEVING CONSISTENCY
Rationalisation
24.  Two levelsof the CPA must be introduced:
i) Standard; and
i) Enhanced.
Abolition of Supervison Registers
25.  Therequirement to maintain a supervison register will be removed.
Change of Name of Key Worker

26.  TheKeyworker will be known as the Care Co-ordinator.



ACHIEVING A MORE STREAMLINED APPROACH

Reducing Bureaucracy and Supporting Sound Professional Practice

27.

The implementation of the CPA should not place an undue burden on professonds whose
prime respongbility isto care for service users, it should facilitate thet care.

Review of Care Plans

28.

Review and evauation of care planning should be regarded as ongoing processes and the
requirement for a nationaly determined review period, ie. ax monthly, will be removed.
However, at each review meseting the date of the next review must be set and recorded. Any
member of the care team or the user or carer must dso be able to ask for areview a any
time. Annual audit should ensure thet reviews are carried out.

I nfor mation Requirements

29.

Audit

30.

Local service providers should ensure that a system isin place to collect data on al service
users, including total numbersin contact with services and the numbers whose care is
managed through enhanced and standard CPA.

Locd audit should move away from afocus on smply numbers and more towards assessing
the qudity of CPA implementation, including the qudity of care plans, the atainment of
trestment gods and, particularly for those with multiple needs, the effectiveness of inter-
agency working. The views of service usars are an effective indicator of the qudity of
services and mugt beincluded in any audit of service ddivery.

ACHIEVING A PROPER FOCUS

Risk Assessment and Risk M anagement

31.

Risk assessment is an essentiad and on-going part of the CPA process. Care plans for
severdy mentdly ill service usars should include urgent follow-up within one week of
hospita discharge. Care plans for dl those requiring enhanced CPA should include a “what
todoinacriss’ and acontingency plan.

Care Planning - Delivering Services Appropriateto the Needs of Service Users

32.

Those who use menta hedlth services deserve aframework for care co-ordination which
recognises and responds to diversity. The care plan must reflect this diversity through proper
attention to the service user’ s culture, ethnicity, gender and sexudlity.



Support for Service Usersand their Wider Family

33.

The process of the CPA is clearly intended to ddiver care to meet the individua needs of
service users. However, those needs often relate not just to their own lives, but aso to the
lives of their wider family. The CPA should take account of this, in particular the needs of
children and carers of people with menta hedlth problems, and must comply with the Carers
(Recognition & Services) Act 1995 and the Nationa Service Framework standard on
caring for carers.

RESPONSIBILITY FOR IMPLEMENTATION

34.

The respongbility for implementation of the changes summarised above rests with the Chief
Executive of the Mentd Hedlth provider Trust in conjunction with their partner Directors of
Socia Services. Changes to the CPA need to be built into the overall strategic response to
menta health services development, in line with the Nationd Service Framework. Changes
in the CPA should have the full support and involvement of dl partners in the menta hedth
system, including primary care and hedth authorities.



ACHIEVING INTEGRATION

I ntegration of the CPA and Care M anagement

35.

36.

37.

38.

The CPA is Care Management for those of working age in contact with specidist menta
hedlth and social care services. It is essentid to work towards an integrated approach
across hedth and socid care to minimise the distress and confusion sometimes experienced
by people referred to the mental health system and their carers.

A seamless service can be achieved through an integrated approach to care co-ordination
which providesfor:

. A sngle point of referrd;

. A unified hedth and socid care assessment process,

. Co-ordination of the respective roles and responghilities of each agency in the
system; and

. Access, through a single process, to the support and resources of both hedth and
socid care.

Systems of self-referral for assessment must be introduced, where they do not dready exidt.
The Mental Health National Service Framework sets a standard which requires that
those on the CPA should be able to access services 24 hours a day, 365 days ayear.

Access to services provided by the NHS or Loca Authorities is based on an assessment of
need. A joint assessment process prevents duplication for the user and carer but, as
appropriate, ensures the services allocated from whichever source match need. Most SSDs
have developed digihility for services usng descriptions of vulnerability and risk, while many
CPA systems define access to service and level of expected monitoring by legd status or
diagnoss. The former is amore gppropriate method to use to identify the level of need, the
risk associated with it and therefore the services and monitoring to be provided within an
agreed plan. A single assessment should facilitate access to both hedth and socid services.



39.  Featuresof atruly integrated system of the CPA and Care Management include:

A single operationd palicy;

Joint training for health and socid care S&ff;

One lead officer for care co-ordination across health and socid care;
Common and agreed risk assessment and risk management processes,

A shared information system across hedth and socid care

A single complaints procedure;

Agreement on the dlocation of resources and, where possible, devolved
budgets,

A joint serious incident process; and

One point of access for hedth and socid care assessments and co-
ordinated health and socid care.
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INTEGRATION ARRANGEMENTS -
NEWHAM

Over the past year, Newham Community NHS Trust and Newham Socia Services have made
strenuous efforts to integrate. This has occurred at various levels.

A Joint Management Board, comprising senior management of the Trust and Socid Services and
members of the Independent Newham Users Forum (INUF) has been appointed with
responsibility for managing al community services for adults aged 18 to 65 years.

A Joint Operations Manager, employed by the Trust and Socia Services, directly manages
al community services and is accountable to the Joint Board.

Joint performance indicators have been developed in conjunction with the Trust, SSD and INUF.
These include standards and indicators around the CPA and Care Management. A Joint Service
Plan has dso been developed and the Board actively monitors its progress and implementation.

CMHTs undertake comprehensive assessments and can access al hedth and socid services.
Psychology and Occupationa Therapy are provided within the teams. Following assessment, socid
care can be accessed via the mentd health pand (joint Health and SSD).

George O’ Neill, Newham Community NHS Trust

The Role of the L ead Officer

40.

A lead officer with authority to work across adl agencies to deliver an integrated approach to
the CPA and Care Management must be identified by health and socid services. The lead
officer’s role will require sufficient authority to ensure an integrated gpproach to care co-
ordination across al services and agencies. It is essentid that these “lead officers’ can put in
place a strategy and action plan to ddliver on the requirement to integrate the CPA and Care
Management. They will dso be responsible for ensuring that audit of practice is undertaken
and that feedback is provided to practitioners and managers dike. In short the lead officer
will be responsble for the drategic oversight and development of the care co-ordination
process.

11



Primary CareInvolvement

41.

42.

Clearly, specidist mental hedlth and socid care services have the responsbility to ensure the
implementation of the CPA. However, people with menta heelth problems have the right to
access effective primary care support.

HSC1999/038: LAC(99)8 Modernising Mental Health Services. Modernisation Fund
for Mental Health Services and Mental Health Grant 1999/2002 has identified additiona
resources through the Mental Hedlth Grant for the development of socid care services for
the mentdly ill. Part of this dlocation isto asss in achieving the integration of the CPA and
Care Management, and the development of appropriate partnerships with primary care.
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43.  Everybody, including those with a menta hedth problem, should have a GP who, dongsde
other members of the primary care team, will play akey role in maintaining their continuity of
care.

44.  All primary care groups (PCGs) need to have easy access to information about their
individual service users on the CPA, paticularly those on the enhanced levd. PCGs, in
partnership with the secondary mentd hedth system, should maintain and receive regular
reports from a shared information system. A copy of the service user’s care plan should be
given to higher GP.

MANAGEMENT OF STANDARD LEVEL CPA —
KINGSTON UPON THAMES

Most standard level CPA work is picked up and/or managed through Primary Care a GP
practices.

Each CMHT hasalink CMHN and Socia Worker with each GP practicein its locdlity.

The precise nature of the liaison varies, depending on the GPs needs. from the CMHN and Socia
Worker being based in the practice for one session per week, to the CMHN and Sociad Worker
taking dl the referrds from the practice for screening, popping in to the practice frequently, and
attending Primary Care meetings (but not conducting sessions in the practice).

Jim Davidson, Kingston and District Community NHS Trust
The CPA, the Criminal Justice System and Information Sharing

45. A dgnificant number of individuas within the crimind justice system will need the support of
the mentd hedth system a some point in ther lives For some people with mentd hedth
problems, their first contact with mental hedlth services will come through the crimind justice
system. The CPA applies to these people regardless of setting. Where service users are the
shared respongibility of menta heglth and crimind justice systems, close liaison and effective
communication over care arrangements, including ongoing risk assessment and management,
are essentid.

46. Whereasarvice user isnot in formal contact with the crimind justice system, but is assessed
as being a potentid risk to others, careful liaison with the police to manage the risk is
necessary. In this context it is important to note that the common law duty of confidence
requires that, in the absence of a datutory requirement to share information provided in
confidence, such information should only be shared with the informed consent of the
individud. This duty is not absolute and can be over-ridden if the holder of the information
can judtify disclosure as being in the public interest (including arisk to public safety). Further
guidance on the operation of the common law is included in the Department of Hedth
publication HSG (96)18 The Protection and Use of Patient Information. Decisons to
disclose information againgt the wishes of an individua should be fully documented and the
public interest judtification clearly stated.

13



47.  Information that is to be shared between different agencies should be governed by dtrict
protocols to ensure that al parties concerned, including the service user, are aware of how
information will be used, who will have access to it and how it will be safeguarded. NHS
organisations are required, under HSC 1999/012, to have in place Guardians of Petient
Information tasked with oversght of information sharing protocols and it is recommended
that other agencies adopt this modd. Protocols enable information to be shared confidently
and effectively between dtaff in agencies providing services within agreed and appropriate
parameters.

48.  The framework that the CPA provides should be used by dl agencies involved in the
complex care arangements necessary for an individual who has mentd hedlth problems. It
should be supported by probation, police and housing colleagues who will need to be
involved in ongoing risk assessment, risk management and review of care arrangements.

49. If sarvice users have to resde in prison and they are known to have longer term and
complex mentd hedth needs, the responsible psychiatric team should maintain contact with
the individua and make plans for care on the person’'s release in collaboration with prison
and probation staff as appropriate.

50. A number of good examples of liaison schemes & the point of arrest and at court now exist
throughout the country.

CRIMINAL JUSTICE MENTAL HEALTH LIAISON —
LIVERPOOL

A CMHN led scheme is based in Liverpool Magistrates Court. It ams to assess, support and,
where appropriate, divert Mentally Disordered Offenders (MDOs) during their contact with the
Crimind Jugtice System (CJS). It is staffed by 3.5 CMHNSs and a secretary, supported by an off
Site consultant community psychiatrist.

The scheme provides liaison a al stages of the CJS, including point of arrest, at court and in prison.
Some MDOs are diverted to hospital soon after arrest, but this represents a very smal part of the
work of the scheme. On occasion it is necessary to press the CJS to continue proceedings in order
to retain the availability of gppropriate trestment and disposal options.

The scheme has links with the local forensic psychiatry services, but works closgly with CMHTS. It
is strengthened by being part of the community service.

The scheme attempits to ensure that care of MDOs in the CJS is as good as that provided in the
community. The CMHNSs provide inreach to support prison hedth care aff in caring for prisoners
with serious menta hedth problems. They organise pre-rdease CPA planning within the prison,
involving the CMHT and thus maintaining continuity of care.

Marion Bullivant, North Mersey Community NHS Trust
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5l

The functions of communication and liason between mentd hedth and crimind judtice
systems are best managed localy within the setting of a multi-agency co-ordination group.

The CPA and the Mental Health Legal Framework

52.

Changes in the legidative framework to support the effective delivery of modern menta
hedth services will arise from the current review of the Mentd Hedth Act. An individud’s
status under the Mental Hedlth Act can be reviewed at the CPA review meseting. One formal
meseting, with the user, should be used to determine dl care planning aspects including
Mental Hedth Act status and discharge planning where required. There is no requirement to
hold separate meetings, whether the service user isin ahospital or community setting.

TheCPA - A Framework for Care Regardless of Setting

53.

The CPA should not be considered smply as aframework for aftercare. Ward rounds and
discharge mestings, which are more adminigrative in nature may not provide the best
planning areafor the CPA. CPA meetings are those which are timetabled around the needs
of the service user, and ther carers with the right of advocacy. Community-based staff,
including children’s services staff where issues of child care have a bearing on assessment
and care planning, should be involved in hospital discharge planning from an early stage. The
CPA provides a framework for care wherever service users are in the system, including
resdentid aswdl as community settings.

The CPA must be utilised to ensure that those with complex needs, in particular, stay in
contact with services. This may require the development of assertive inreach approaches
into prisons and other settings, as well as assartive outreach for those at risk of losing
contact with services dtogether.
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ACHIEVING CONSISTENCY

Rationalisation of the CPA Levels of Need

55.

56.

S7.

58.

Consderable variation exigts across the country in terms of definition and interpretation in
the levels of the CPA gpplied to service users. In order to achieve clarity and consistency it
is gppropriate that levels of the CPA are defined centrally.

Throughout the country serviceswill be required to deliver the CPA according to two levels.

1) Standard,;
or

ii) Enhanced.

The characterigtics of people on sandard CPA will include some of the following:

they require the support or intervention of one agency or discipline or they
require only low key support from more than one agency or discipline;

they are more able to sdf-manage their menta health problems;
they have an active informa support network;
they pose little danger to themsalves or others,

they are more likely to maintain gppropriate contact with services.

People on enhanced CPA are likely to have some of the following characterigtics.

they have multiple care needs, including housing, employment eic, requiring
inter-agency co-ordination;

they are only willing to co-operate with one professond or agency but they
have multiple care needs,

they may be in contact with a number of agencies (induding the Crimind Jugtice
System);

they are likely to require more frequent and intensive interventions, perhagps with
medication management;

they are more likdy to have menta hedth problems co-existing with other
problems such as substance misuse;

16



they are more likdly to be at risk of harming themsdlves or others;

they are more likely to disengage with services.

Abolition of Supervision Registers

99.

The development of a sysem where the enhanced level of the CPA identifies and ensures
the provision of services to meet the needs of the most vulnerable users means that there no
longer remains a need for Supervison Regigers. The requirement to maintain Supervison
Regigters will therefore be abolished from 1 April 2001. However, before a Trust abolishes
its Supervison Regigers, the Regiond Office must be satisfied that robust CPA
arangements arein place.

17



Change of name of keywor ker

60.  The key worker will be known as the Care Co-ordinator. They have responshility for co-
ordinating care, keeping in touch with the service user, ensuring that the care plan is
delivered and ensuring that the plan is reviewed as required. More detail about the role of
the care co-ordinator can be found at paragraphs 81-83.
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ACHIEVING A MORE STREAMLINED APPROACH

Reducing Bureaucracy and Supporting Sound Professional Practice

61.

62.

63.

65.

The burden of additional paperwork, an over-bureaucratic syslem and the duplication of
information gathering have been recognissd as mgor concens in relaion to the
implementation of the CPA. In practice, the perceived bureaucratisation of the CPA has
arisen as a reault of differing management practices around the country. In some aress, the
CPA has operated successfully without entailing burdensome paperwork.

Robugt arrangements for those with the most complex care needs, including assertive
outreach for those who are likely to disengage with services, must be in place by April 2001
in order to stisfy the Regiona Office that a Trust can abolish its supervison regigter.

For those requiring standard CPA (this might include those who need the support of only
one agency or discipling) it is only necessary for professonds to mantan adequate
clinical/practice records which record the assessment of the service user’s needs, the agreed
care plan and the date of the next review of the care plan. Elements of risk and how the
care plan manages the identified risk must away's be recorded.

Good practice dictates a move towards more integrated operationa practice. Integrated
professiond records are an example of such practice. The maintenance of shared records
will further reduce unnecessary form filling and bureaucracy, will improve communication
and, most importantly, will contribute to a streamlined care process to the advantage of the
sarvice user and provider.

Another aspect of achieving a streamlined care co-ordination process is to achieve a Sngle
sysem of referrd to al aspects of hedth and socid care for people with mental hedth
problems. This gpproach facilitates a direct route into specidist services, and avoids
confusion in searching for the gppropriate individua or agency to whom the referrdl should
be made. Once received, the referral can be processed and passed on to the most relevant
part of the system.

Review of Care Plans

66.

There is no longer a requirement for a nationaly determined review period of Sx months.
Review and evauation of the service usar’s care plan should be ongoing. At each review
mesting the date of the next review must be set and recorded. Any member of the care team
or the user or carer must also be able to ask for review at any time. All requests for a review
of the care plan must be consdered by the care team. If the team decide that areview is not
necessary the reasons for this must be recorded. The annua audit of the CPA should check
that reviews of the care plan have been carried out.
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67.

It is particularly important to review a service user’ s care plan upon discharge from hospita.
Hospitd discharge is not the point of discharge from care, but atransfer in the location of
the ddivery of care. Both hospitd and community based staff should be trained in discharge
and care planning. The implementation of the care plan should be assessed within the first
month of discharge,

I nfor mation Requirements

68.

69.

70.

Information systems to support the CPA have four main purposes:
To asss gaff in managing their casdoads;

To ensure that key facts about al service users managed within the CPA are available to
al professona gaff whenever and wherever they need them;

To provide atigtica information to answer relevant audit questions; and
To assg in sarvice planning and improvement.

All effective CPA information systems are likely to have a computer at their heart.
However, whether this takes the form of a stand-alone system in the CPA co-ordinator's
office or awide area network is less important than the operational arrangements agreed for
its use. Systems should be designed to minimise the burden

on, and maximise support to clinical aff. For further information see HSC 1998/168 -
Information for Health: An Information Strategy for the Modern NHS.

Annex A sats out further guidance on information requirements.

INFORMATION SYSTEMS—
STAFFORDSHIRE

Common information systems may take some time to develop and implement. In the meantime
Trusts providing menta hedlth services in Staffordshire (including the Medium Secure Unit, Socid
Services and the Police), have developed protocols for exchanging information about people
needing enhanced CPA.

Jeremy Boughey, Combined Healthcare NHS Trust
Qusie Green, Premier Health Care NHS Trust
Seve Foster, Foundation NHS Trust
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The CPA and Section 117

71.  The CPA is gpplicable to sarvice users who have been discharged from hospitd into the
community and are subject to section 117 after-care. Given that the principles of the CPA
and after-care are the same, it is recommended that the section 117 register becomes a
discrete and identifiable subset of the CPA regigter.

Audit

72.  Audit and monitoring are essentia components of successful implementation of the CPA.
The focus for audit should be the 'qudlity’ of the CPA implementation, not just the ‘quantity’
of people subject to the CPA. CPA co-ordinators have a crucid role in respect of audit
and monitoring. The NHS Executive has issued an Audit Pack for Monitoring the CPA
(HSG(96)6). The CPA Association (CPAA) has dso produced useful standards and an
accompanying audit protocol for the CPA. The SSI standards used in the 1997/98
ingpections are available as an audit tool for the process of integration.

AUDIT OF THE CPA —
STAFFORDSHIRE

Recognising that service users are the most gppropriate people to say whether the CPA met their
needs, the CPA Association Audit Tool is designed to be completed by them. It dso contains ¢
section in which organisations can review their operationa procedures to ensure that they have
appropriate support frameworksin place.

In South Staffordshire, a team of MIND advocates has been trained to audit the CPA using the
CPA Asxociation Audit Tool. Users are invited by letter, whilst in contact with services, to
contribute and if they chooseto do so, they can select avenue where they meet  with  the
advocate to complete the audit tool. Results are aggregated and fed back to service users and
Trust clinicians so that where necessary, adjustments can be made to services.

This has the advantage of creating an arms-length, user led audit providing feedback to the loca
Trugt, aswell as simulating the use of the advocacy service.

Jeremy Boughey, Combined Healthcare NHS Trust

Susie Green, Premier Health Care NHS Trust
Seve Foster, Foundation NHS Trust
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73.

ACHIEVING A PROPER FOCUS

The primary purpose of the CPA isto ensure that the needs of dl menta hedth service users
are assessed and that appropriate care is delivered to meet those needs.

Risk Assessment and Risk M anagement

74.

75.

76.

Risk assessment is an essentid and on-going element of good mentd hedth practice. Risk
assessment is not, however, a smple mechanical process of completing a proforma. Risk
assessment is an ongoing and essentid part of the CPA process. All members of the team,
when in contact with service users, have arespongbility to consider risk assessment and risk
management as avital part of their involvement, and to record those considerations.

Risk cannot smply be conddered an assessment of the danger an individua service user
poses to themselves or others. Consideration aso needs to be given to the user’s socid,
family and welfare circumstances as well as the need for poditive risk-taking. The outcome
of such congderation will be one of the determinants of the level of multi-agency
involvement.

Risk assessment and risk management is at the heart of effective mental hedlth practice and
needs to be centra to any training developed around the CPA. Staff must also consider the
extent to which they might need support from colleagues, other services or agencies,
especidly when someone's circumstances or behaviour change unexpectedly.

Crigsand Contingency Planning

77.

78.

79.

Service usars on enhanced CPA will require, as pat of their care plans, criss and
contingency plans. These plans form a key eement of the care plan and must be based on
the individua circumstances of the service user. It is good practice for users on standard
CPA to have smilar arangements within their care plans.

Contingency planning prevents crises developing by detalling the arrangements to be used
where, at short notice, either the care co-ordinator is not available, or part of the care plan
cannot be provided. This could be, for example, the sudden absence of the family member
who oversees medication, or the absence of a staff member through sickness. The
contingency plan should include the information necessary to continue implementing the care
plan in the interim, for example, telephone numbers of service providers and the name and
contact details of substitutes who have agreed to provide interim support.

The Mental Health National Service Framework requires that care plans should specify
the action to be taken in acrissfor al people on enhanced CPA. Crisis plans should set out
the action to be taken based on previous experience if the user becomes very ill or their
menta hedthisrapidly deteriorating.
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80.

To reduce risk, the plan, as a minimum, should include the following information:
who the user is most respongive to;
how to contact that person; and
previous strategies which have been successful in engaging the service user.

This information must be stated clearly in a separate section of the care plan that should be
easlly accessible out of norma office hours.

Role of the Care Co-ordinator

81.

82.

83.

The role of care co-ordinator should usudly be taken by the person who is best placed to
oversee care planning and resource dlocation. The care co-ordinator is responsble for
kesping in close contact with the service user, and for advising the other members of the
care team of changes in the circumstances of the service user which might require review or
modification of the care plan. Where the user has standard needs and has contact with only
one professond, whoever this may be, the role of care co-ordinator should fal to this
professional. The care co-ordinator is responsible for updating of the service user’s basic
care plan and crigs plan.

It is critical that the care co-ordinator should have the authority to co-ordinate the ddivery
of the care plan and that this is respected by al those involved in ddivering it, regardless of
agency of origin. Itisaso critica that the care co-ordinator can understand and respond to
the specific needs of the service user that may relae to their cultura or ethnic background.

Both hedth and socid care managers should ensure that the care co-ordinator can combine
the CPA care co-ordinator and care manager roles by having:

. competence in ddivering mentd hedth care (including an underganding of
mentd illness);

. knowledge of service user/family (including awareness of race, culture and
gender issues);

. knowledge of community services and therole of other agencies;

. co-ordination skills, and

. access to resources.
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ROLE OF THE CPA CARE CO-ORDINATOR —
NORTHUMBERLAND

Joint Arrangements

Provison is made for gppropriate hedth or socid services professonas g socia workers or
CMHNSs), to take on the role of care co-ordinator. Authority is given to these professonds to
access Hedlth or Socia Services provison on the strength of their single assessment, eg negotiate
with socid services community care budget holder or health day care or day hospita provison.

Qualification and Training
Professonds have the gppropriate level of experience, qudification and training to match the
complexity of need of the service user. Systems are in place to ensure thet referrals are dlocated

appropriately.
All persons undertaking the role of care co-ordinator undergo joint training to prepare them for
this. Thistraining enables the care co-ordinator to identify if and when more speciaised or in-depth
assessments are required and how to arrange these, eg for family work or behaviourd therapy.
Chris Lozinski, Northumberland Mental Health NHS Trust

Caseload Management and Clinical Supervision

84.  Good casdoad management and supervison processes are critica to maintaining effective

practice. Each mental hedlth provider will need to ensure, and be able to demondtrate, that

daff in care co-ordinator roles are maintaining casdoads of suitable szes with individuas
who have active needs and that support and clinical supervison is provided.

85.  Careplansfor sarvice users with severe mentd illness who are a high risk of suicide should
include more intensve provison for the firg three months after discharge from in-patient
care, and specific follow-up in the first week after discharge.

Care Planning — Delivering Services Appropriateto the Needs of Service Users

86.  Anindividud service usar's care plan must be based on athorough assessment of their hedlth
and socid care needs. This assessment will involve the user and the carer, where
appropriate, as central participants in the process. The sarvice user must be given full
information about the CPA process and a copy of the agreed care plan which must:

identify the interventions and anticipated outcomes;
record al the actions necessary to achieve the agreed godls,
in the event of disagreement, include the reasons,

give an esimated timescale by which the outcomes or gods will be achieved or
reviewed;
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87.

detall the contributions of dl the agenciesinvolved; and
include gppropriate criss and contingency plans.

Care plans should focus on users srengths and seek to promote their recovery.
Recognising, reinforcing and promoting service user srengths at an individua, family and
socid leve should be an explicit aspect of the care plan. Care plans should recognise the
diverse needs of sarvice users, reflecting their cultural and ethnic background as well as their
gender and sexudlity, and should include action and outcomes in dl the aspects of an
individua's life where support is required, eg. psychologicd, physicad and socid functioning.
The Menta Hedth Nationa Service Framework sets out further information about the
assessment and care planning process.

Providing Support for the Service User and their Wider Family

88.

The needs of service users often relate not just to their own lives but to the lives of the wider
family. The assessment of an individua user’s needs should take account of this and must
comply with the Carers (Recognition & Services) Act 1995. The Menta Hedth Nationa
Service Framework includes a standard which requires that dl individuds who provide
regular and substantia care for a person on the CPA should:

have an assessment of their caring, physical and menta health needs, repeated on at
least an annud basis, and

have their own written care plan which is given to them and implemented in discusson
with them.
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Annex A

| nfor mation Requirements

Records on the information system should comprise & least the following:
Service user’sddtails,
Detalls of overdl periods of mentd hedth care; and
Details of the CPA reviews.

Some likely data items for each type of record are set out at paragraph 5. Records which
have been superseded should be archived, not over-written, to alow service user histories
to be analysed for audit purposes.

Datawill be gathered from severa sources:
The angle point of referrd,;
Carereviews, and
Care co-ordinators and other staff managing their casdload.
The respongbility for ensuring that datais updated lies with the care co-ordinator.

Daaheld on the CPA congtitutes hedlth records. Extengve confidentidity and data
protection guidance thus applies and should be rigoroudy followed. An up to date summary
of thisisfound in HSG (96)18: LASSL(96)5 The Protection and Use of Patient
Information.

Likely dataitemsinclude:

Patient Record:

name;

addressincluding postcode;
NHS number;

socid Services 1D number;
name of GP,

date of birth;

gender;

housing saus;

employment datus,

ethnicity;

number of dependent children;
known diases, and

ahigory summary, where possible.

Care Record:

Dates of referra and termination of overall period of care; source of referrd; and method of
termination.
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Care Review Record:

name and details of principd carer;

responsible care team;

identified problems - could include outcome measure eg HONOS rating;
diagnosisincduding indicators of severe mentd illness,

identified risks to sdf or others,

date care plan and assessment explained to and agreed by service user;
agreed care plan components (including planned frequency of contact);
crigsplan details;

CPA leve;

detalls of carer’s support plan;

care management details including assessed needs;

legd datus,

care co-ordinator; and

date of this, and next planned review.
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Annex B

VIGNETTES/CASE ILLUSTRATIONS

Casel

Sdly is 25 years old and has been known to her loca menta hedlth service since her mid teens. She
has had a troubled relationship with her family, and episodes of severe distress follow contact with
her mother, who has an acohol problem. She copes by lacerating hersalf, and has had frequent,
brief, in-patient admissions at times of crisis. She has recently started to disclose that she suffered
sexud abuse as a child. Shewill not spesk to mae staff.

Comment

Sdly may benefit from intensive support under enhanced CPA. Her care co-ordinator might come
from any discipline, but it isimportant that the care co-ordinator should be female.

Case?2

Sharon recently had her second baby daughter. Unfortunately she has developed a menta hedth
problem which is smilar to that which happened on the birth of her firgt child. Sharon has become
quite unwell and will require a short stay in hospital, but will soon be in a position to be supported at
home where she lives with her partner. Sharon’s extended family lives some distance awvay. Sharon
and her partner live in a angle bedroom flat and have had some difficulty in kegping up with the rent
for this accommodation of late.

Comment

Clearly Sharon has a number of care and trestment needs which need to be handled together in a
co-ordinated way. The support of socid care, housing, hedth and primary care agencies would be
essentiad to meet Sharon’s and her family’s needs. Sharon should be supported on enhanced level
CPA until such time that her care needs reduce.

Case3

Robert recently left prison. He is known to have a higory of serious menta hedth problems.
Unfortunately, he has a co-existing acohol and substance misuse problem which compounds his
mentd state. When Robert drinks to excess he can become verbaly and physicaly aggressve. A
number of assessments have shown that he has had thoughts of taking his own life and occasiondly
harming others. Robert remains subject to a probation order.
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Comment

Robert’s history and current care and treatment needs demand intensive support and monitoring.
The involvement of the criminal justice system, probation service, hedlth and socid care requires an
effective co-ordination processto be in place. Robert should be on enhanced CPA.

Case4

Helen is referred to the community mental hedlth team because of a recent bereavement. She is
obvioudy low but on assessment does not show any signs of suicidd thought. Sheis clear that the
loss of her partner only re-inforces the need to focus on her young children’s future, but feds the
need to talk to others about her experiences. The community mental health team decides that Helen
would not benefit from further engagement with specidist mentd hedth services, but would be
helped by aloca bereavement support group and a referral is made. Helen is also reassured that
she can make contact again if she needsto.

Comment

Helen does not need to be subject to the CPA under circumstances where she no longer requires
contact with specidist menta hedlth services.

Case5

Andrew caused discipline problems at primary school and was known to the police from the age of
10. At 14 he was placed in a locd authority secure unit where he became increasingly aggressive
and frequently absconded. He abuses drugs and acohol and now, aged 16, he has become
withdrawn and has been complaining of hearing voices. He believes that the Director of Socid
Services is trying to kill him. He faces court proceedings relating to theft and bail offences. He has
been referred to the CMHT.

Comment

After aperiod of assessment it becomes clear that Andrew needs a complex and intensive long term
care package, provided by a range of agencies working together in co-ordinated way. He will be
subject to enhanced CPA, which will take into account his range of needs.

for robust supported accommodation which can cope with his turbulent behaviour and

which can meet his adolescent developmenta needs;

for monitoring of his mentd state and for supervision of medication;

for help to minimise the harm to his phydcd and mentd hedth arisng from his drug and

acohal habits,

for education and meaningful activity; and

for his need for appropriate responses to his offending.
There are a range of predictable problems, such as episodes of worsened psychoss, which are
likely to arise, and contingency plans must be made to dlow for timdy intervention.
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Case 6

Alison is thirty-five. She suffers severe mood swings, and has been admitted to her locd menta
health unit under the Mental Health Act on five occasions. When she has been depressed Alison has
taken dangerous overdoses. When elated she overspends and places hersdf in dangerous situations
with strangers. During periods of better mental hedlth sheis heavily involved in running a charity shop
and iswell regarded by neighbours and her friends a church.

Comment

Alison is a long term risk and should be cared for under enhanced CPA. Her community network
will willingly provide the best quality care for her, supported by a CMHN. The success of this
depends on the provison of rgpid access to the community mental hedth team for Alison and her
carers when the need arises. An important part of the care plan is an understanding of Alison's
circumstances and her particular subtle early sgns of relapse.

Case?7

James is a 48 year old married man who suspects he is about to be made redundant. He has
developed panic attacks for the firgt time in his life. He is suffering from stomach pain, caused by a
recent increase in his dcohol consumption. He is frightened that he is going to die and conaults his
Generd Practitioner.

Comment

James is likely to benefit from advice about his drinking, about the nature of his anxiety symptoms
and about the relationship between the panic attacks and his fear of redundancy. Good sdf-help
literature may resolve his symptoms, and if this fails further advice about sdif referrd to a loca
voluntary sector group is likely to be helpful. He does not require care under the CPA, but his GP
may need support to become confident in assessing and helping service users like James.

Case 8

Simon developed a serious menta health problem during his twenties. For two years he was in close
contact with the mentd hedth services, during which time he was briefly an in-patient. He was
admitted to the day hospital twice, and saw a psychiatrist and an Occupationa Therapist regularly.
He and his family benefited from an early psychosocid intervention and were helped to understand
his mentd illness. Increasingly they were able to cope with his persgtent symptoms. Eventudly he
returned to his employment as a cook.

Comment
Simon was initidly cared for under enhanced CPA, but later was moved to standard CPA. 6
months after he returned to work it was agreed that his GP would monitor his medication and that

the CMHT would become involved only if the need arase. Smon, his family and his GP were given
atelephone contact for same day re-assessment by the CMHT.
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Contact Details

Annex C

NAME

TELEPHONE

FAX

Jeremy Boughey

CPA Co-ordinator

Combined Hedthcare NHS Trust
St Edwards Hospital

Cheadle Road

Chedddlton

Near Leek

Staffordshire

ST13 7EB

email:
jeremy.boughey@nsch-tr.wmids.nhs.uk

01782 275181

01782 275182

Marion Bullivart

North Mersey Community NHS Trust
Broad Oak Unit

Broad Green Hospita

Liverpool

L14 3PJ

0151 255 0040

Macolm Conyers

Team Manager, Socid Services
North Somerset District Council
Hesth Feld

19 Ellen Borough Park North
Weston Super Mare

BS23 1XQ

01934 410902

01934 645227

Jm Davidson
CPA Co-ordinator

Kinggton & Digtrict Community NHS Trust

Tolworth Hospita

Red Lion Road
Tolworth

Kingston upon Thames
KT6 7QT

0181 390 0102

0181 390 1236
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NAME

TELEPHONE

FAX

Steve Foster

CPA Co-ordinator
Foundation NHS Trust
Foundation House
Corporation Street
Stafford

ST16 3AG

01785 257888

01785 258969

Susie Green

Head of Clinicd Effectiveness Development Unit
Premier Hedlthcare NHS Trust

C/O St Michadl’ s Hospital

Trent Vdley Road

Lichfied

Staffordshire

WS13 6EF

email:
300zgreen@yahoo.com

01543 414555
ext.2127

01543 442031

Chris Lozinski

CPA Manager

Northumberland Mental Health NHS Trust
St Georges Hospita

Morpeth

Northumberland

NE61 2NU

01670 512121
ext.3601

01670 511637

George O'Nalill

CPA Co-ordinator

Newham Community NHS Trust and Newham
Socia Services

66 West Ham Lane

Stratford

London

E15 4PT

email:
George.o.nell @nawham.gov.uk

0181 519 1585

0181 536 1523

32




NAME

TELEPHONE

FAX

Irene Peters

CPA Co-ordinator

Northern Birmingham Mental Hedlth Trust
Highcroft Hospita

Trust HQ

71 Fentham Road

Erdington

Birmingham

B23 6AL

emal:
JACKIE.TAME@GW.nbmht.wmids.nhs.uk

0121 623 5869

0121 623 5870

Liz Parry

South Birmingham Mentd Health NHS Trust
Trust HQ

Vincent Drive

Edgbaston

Birmingham

B152TZ

0121 678 2413

0121 678 2438

Mrs Chris Vickerman

CPA Manager/Socid Services Care Manager
North Kirklees Community Menta Hedth
Services

Ravendea Cottage

26A Oxford Road

Dewsbury

WF134LL

01924 516150

01924 516151
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NAME

TELEPHONE

FAX

Freda Woolley

Care Programme Administrator
Avon & Wegern Wiltshire Mentd Hedthcare
NHS Trust

Long Fox Unit

Weston General Hospital
Grange Road

Uphill

Weston Super Mare

Somerset

BS234TQ

01934 647083

01934 643031
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10.

11.

12.

13.

14.

Annex D

Resour ce Directory

HSG(96)6: An Audit Pack for Monitoring the CPA

HSG(95)56: Building Bridges - A guide to arrangements for inter-agency working for the
care and protection of severely mentdly ill people

Care Programme Approach and Supervision - Operationd Guidance (Nuffied Ingtitute)
Care Programme Approach and Supervison - Theissues (Nuffield Ingtitute)

EL (93)57: Factors Influencing the Implementation of the Care Programme Approach
Key Area Handbook Mentd [lIness (2nd edition)

Keys to Engagement - Review of the care for people with severe mentd illness who are
hard to engage with services (Sainsbury Centre)

ClI(95)34: Socid Services Departments and the Care Programme Approach: An
ingoection.

EL(91)116: Care Management and Assessment - Manager's Guide
Care Management: Isit working? (Sainsbury Centre)

Cl1(98)15: Care Management Study: Report on National Data & Care Management Study:
Care Management Arrangements

Co-ordinating Community Mental Hedlth Care: The Care Programme Approach (A training
pack for socid services gaff and others caring for mentdly ill people (prepared for the
Department of Hedlth by the Open University, 1996)

CI(99)3: Stll Building Bridges. The Report of a Nationd Inspection of Arrangements for the
Integration of Care programme Approach and care Management

National Standards and Audit Tool (CPA Association)
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ASW
CMHT
CMHN
CPA
CPAA
DGH
EL

GP
HA
10. HSC
11. HSG
12.1T

13. LA

14. LAC
15. LASS
16. LASSL
17. MISG
18. NHS
19. PHCT
20.RO
21. RMO
22. SHA
23. SSD
24. SSI

WoNOU~WNE

Glossary and Terms

Approved Socia Worker
Community Mental Hedlth Team
Community Menta Heath Nurse
Care Programme Approach
Care Programme Approach Association
Didrict Generd Hospita
Executive Letter

Genera Practitioner

Hedth Authority

Hedlth Service Circular

Hesdlth Service Guidance
Information Technology

Loca Authority

Locd Authority Circular

Locd Authority Socid Services
Locd Authority Socid Services Letter
Mentd IlIness Specific Grant
Nationa Health Services
Primary Hedlth Care Team
Regiond Office

Responsible Medicd Officer
Specid Hedth Authority

Socia Services Department
Socid Services Inspectorate
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