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Reviewing the Care Programme Approach (CPA)
A response from the Sainsbury Centre for Mental Health

Executive Summary
· We oppose the abolition of standard level CPA unless the outcome is full, enhanced CPA for all.

· Recovery and choice should be the primary principles informing the Care Programme Approach (CPA).

· A significant omission from the identified key groups is offenders, i.e. those currently in the criminal justice system, those recently released from prison, those serving community sentences and those on probation. As a consequence, we would support the incorporation of CPA with the offender management process wherever appropriate. 
· Core competencies for care co-ordinators must be informed by a recovery-based approach that is led, wherever possible, by service users and carers.  Care co-ordinators will require a range of competencies in: 
· Employment and meaningful occupation, both of which are lynchpins for recovery;
· Interpersonal skills that have regard for personal dignity and trust building, both of which are crucial for working with offenders;

· The physical health needs of mental health service users and the services available to address these needs.
· Effective collaborative and partnership working, to augment their own skill set with the expertise of colleagues from other health, social care, voluntary and community agencies.
· None of these proposals require any fundamental change to the current CPA provisions. Rather they point to the necessity for rigorous, high quality implementation of existing CPA arrangements, reinforced by effective workforce development for key staff involved in delivering CPA and considered and responsible partnership working between agencies from all relevant sectors.

Introduction
The Sainsbury Centre for Mental Health (SCMH) welcomes the opportunity to comment on the consultation document Reviewing the Care Programme Approach 2006. Effective use of the CPA, the single care coordination approach for adults of working age with mental health needs, has the potential to make a big difference to improving the lives of service users. SCMH believes that CPA is so crucial to the wellbeing of people who use mental health services that we think it should be enshrined in statute as a legal right.
However we are not convinced of the need for a review of CPA, nor that the current policy is ineffective. We would acknowledge that implementation of CPA has been uneven. For example in 2003, the former Commission for Health Improvement (CHI), reported that ‘…large numbers of users are not being placed on the care programme approach or allocated a care plan and co-ordinator…’ and ascribed this to continuing clinical resistance and the burden of the documentation in some trusts, with the result that practice surrounding the CPA  ‘…remains inconsistent.’ (CHI 2003a; CHI 2003b).

The joint review that we conducted with the Mental Health Act Commission in 2005 – Back on Track – found that not all types of needs were equally well assessed and planned for; in some instances case notes were difficult or impossible for Commissioners to find; the CPA Care Coordinator was recorded as attending the post-discharge CPA review in only a third of cases; and a fifth of service users were readmitted to hospital within 90 days of their discharge.

The key messages from this joint review were:
· Effective implementation of the CPA is vital to ensure appropriate services are planned and delivered to service users who are repeatedly detained under the Mental Health Act.

· Local systems should ensure that all groups of service users are treated equitably.

· Staff from all disciplines and agencies should work together to ensure continuity of care between hospital and community services.

· Assessment and care planning should put service users at the heart of the CPA process.

· Assessment and care planning should be comprehensive, including all the factors that contribute to service users’ health and wellbeing.

None of these findings indicated the need for any fundamental change to CPA. Rather what emerges is the significance of rigorous, quality implementation buttressed by effective workforce development for key staff involved in delivering CPA and considered and responsible partnership working between agencies from all relevant sectors.
We hope that weak implementation is not used as the driver to change some of the fundamentals of CPA, such as the differing levels at which the service is currently offered.  We also think that issues of risk management and care provision have been conflated and hope that a similar stance will be taken as that in the draft document on choice and risk (DH 2007), i.e. that within the right circumstances, risk can be beneficial, balancing necessary levels of protection with preserving reasonable levels of choice and control.  
A crowded policy agenda

This review of CPA comes at a time when there are a raft of other initiatives and consultations in process that will be of significance to and have an impact on the form, shape and content of any revised approaches to CPA. 
Section One of the consultation document sets out some of the policy developments and evidence that have acted as drivers for the review.

To these we would add:-

· From values to action: the Chief Nursing Officer’s review of mental health nursing (DH 2006);

· Our choices in mental health (www.mhchoice.org.uk) - with its emphasis on the increasing role of individual budgets and direct payments to service users;
· The forthcoming Choice Policy Framework, expected in March 2007, that will include a section specifically on mental health;

· The Welfare Reform Bill, currently passing through Parliament;

· The forthcoming Commissioning Framework for Health and Wellbeing, expected in March 2007;

· The draft of Choice and risk: a guide to best practice in supported decision making (consultation period ended 2 February 2007);

· The Mental Capacity Act 2005 (due for full implementation during 2007).

We trust that these varied but complementary policies, guidance and statute will inform the updated CPA policy, practice and implementation guidance, intended for roll out from April 2008.

Detailed remarks & observations
Section 2 
Values and Principles Underpinning the Care Programme Approach

Proposal:
The Care Programme Approach should be underpinned by an explicitly stated set of values and principles

We welcome the Government’s commitment to increased choice and to the move towards recovery-based services. For example, the CNO review of mental health nursing positions recovery as its first priority. These values are echoed by service users themselves.

Recovery and choice should be the prime values and inform those that follow. 

Each of the current six values and principles in the draft consultation document should have a one-word summary e.g. recovery; choice; respect; inclusion - fleshed out by what that construct means in practice for service users and carers.

The language should be jargon free and in plain English.  It should be clear whether the values and principles are fact – as perhaps exemplified by case studies of good practice – or aspirational.
Section 3  
Who should the CPA be for? 

Proposals: 

There will only be one level of the CPA.

The system of co-ordination of care and support for service users, currently

defined as “standard”, will be for local determination, guided by CPA values and principles. 
The definition of who should be on the CPA in the future will be clarified to ensure it supports those with the highest care co-ordination and most complex needs. 

One of the criticisms of the existing system is that it has introduced unnecessary bureaucracy and paper trails into a process that in essence is meant to support the design and implementation of appropriate, client-led health and social care packages for people who use mental health services.

Changing the terms of reference for CPA in the way that is proposed runs the risk of replacing one set of administrative mechanisms for another. Services could well end up spending inordinate amounts of time trying to position a service user within one or another category depending on their range of needs or use of differing services. This would be at the expense of a client getting their needs met. 
We suggest that leaving any decision about the need for and appropriate level of CPA to local determination will introduce perverse incentives and could prevent service users from receiving quality care and treatment. We would go further and assert that such a development would exacerbate existing inequalities, introducing as it would a postcode lottery into delivery of an essential service.
We oppose the abolition of standard level CPA unless the outcome is CPA for all. We surmise that such a development is an artificial demarcation that is more about how to parcel out resources than it is about the needs of vulnerable people. 
Rather, all service users should be entitled to packages of CPA that reflect their needs. There should be time unlimited support with no discharge. This approach makes perfect sense as mental ill health is a long-term condition that requires varying amounts of input from services over time.

A more all-embracing CPA for all approach would be more equitable as the reality is that people’s needs change over time. Someone who may need what would now be deemed enhanced CPA will not necessarily require such intensive input forever. 

And if services are focused on recovery then people in receipt of those services will be involved in a dynamic process. But direction of travel towards recovery is not always one way. As a consequence services need to be able to meet clients wherever they are on the trajectory of their own recovery. Services and practitioners need to be flexible enough to respond to greater or lesser demands depending on the level of need at any given time. 

Proposal:
Services should review a number of key groups to ensure that they are not missed currently from enhanced CPA. 
The consultation document has highlighted several key groups that require CPA but are not always reliably identified i.e. people with severe and enduring mental illness and/or severe personality disorder who have parenting responsibilities or a dual diagnosis, for example.

A significant omission from the identified key groups is offenders, i.e. those currently in the criminal justice system, recently released from prison, serving community sentences or those on probation. 

The prison population has soared in the last decade, from 50,000 in the mid-1990s to just over 75,500 in January 2006 (NOMS 2006). Around 70% of sentenced prisoners suffer two or more mental health problems and a significant proportion of those who end up in prison will have previously experienced a psychiatric acute admission to hospital (Prison Reform Trust 2005). This shows a degree of overlap between the populations in contact with mental health services and with criminal justice services. 

The Government has acknowledged the need to improve mental health care for prisoners and as a result responsibility for prison health care has been transferred to the NHS.

The aim for prison health care is to give prisoners ‘access to the same quality and range of health care services as the general public receives from the National Health Service’ (DH & HMPS 2001). For example many offenders have a combination of common mental health problems that may never have necessitated their treatment in secondary acute care. They should be able to look to good primary care provision.
The report Changing the Outlook (DH & HMPS 2001) set out a vision for the development of prison mental health care that emphasised the need for equivalence, i.e. that the National Service Framework for Mental Health (Department of Health 1999) should apply equally to prisoners as to the general public.

The All Party Parliamentary Group on Prison Health has highlighted the parlous state of mental health provision in prisons despite the overwhelming need amongst the prison population (2006). Their recommendations include a range of preventive measures such as court diversion and liaison schemes to redirect people with mental health problems away from the criminal justice system.  In addition they highlight the importance of improved community based mental health services to lend support to those with mental health problems in danger of offending ‘to lead ordinary lives.’

While a significant proportion of offenders will have had acute psychiatric in-patient admissions – entitling them to receive enhanced levels of CPA – this is not true of all offenders. As a consequence they may not have come within the domain of standard CPA and are immediately disadvantaged if this level of CPA is abolished. 

A further issue is that of people on community sentences, of whom there were 135,000 in 2004. There is a paucity of information on the mental health needs of these people, but  their suicide and accidental death rate is higher than that of prisoners. Consequently their mental health needs are likely to be as great as for those in prison.  Courts rarely use mental health requirements in community sentences, and where they are present they may be too demanding and lead to the sentence being breached and the person being imprisoned.

The random nature of the adoption of CPA for prisoners with mental health problems was a salient theme from SCMH’s review of London’s prison mental health (SCMH 2006).  In order to ameliorate this gap in the care and treatment of offenders with mental health problems, we would support the incorporation of CPA with the offender management process wherever it is appropriate. 
As the All Party Group report concluded:-

Redefining the boundaries between mental illness and criminality could lead to lower crime, better mental health, and a happier society. No doubt, there are dramatic implications for budgetary redistribution from Home Office back to NHS, but with prison containment costs running at £37,000 a year per person we suspect that there may be some potential saving in current expenditure. The bleak alternative is to continue with the present clearly dysfunctional system.

Section 4

The Care Co-ordinator 
Proposal:
National competencies to be developed for the role of care co-ordinator 

The consultation document acknowledges that there is no formal training programme for care co-ordinators, nor are there any core competencies associated with this key role. 

We would stress that the key competencies for this role should emanate from and be informed by a recovery-based approach that is led by service users and where appropriate carers. This gives meaning to the multiple portfolio of skills – from administration to partnership working to needs assessment and more – that care co-ordinators must master in order to deliver a quality service. 

Competencies in employment and meaningful occupation

Meaningful occupation and employment are both lynchpins of recovery for people with mental health problems. The Mental Health and Social Exclusion report (SEU 2004) identifies that being in employment and maintaining social contacts improves mental health outcomes, prevents suicide and reduces reliance on health services.

Recovery-based practice underpinning CPA should equate to all practitioners, most especially care-co-ordinators, supporting clients into employment and/or meaningful activity.  Consequently care co-ordinators will need to acquire the skills to deliver this key outcome.

However we are aware of the proclivity of services to work in silos and so we would stress the need for more integrated working between employment support services and CPA care co-ordinators. 

Commissioning guidance on vocational services for people with severe mental health problems (DH & DWP 2006) recognised that a range of services are necessary to meet the needs of all individuals, including those most disabled by their mental ill health. The guidance focused on vocational services and enabling commissioners and other stakeholders to:

· implement evidence-based practice within vocational services, in particular, the Individual Placement and Support (IPS) approach;

· work towards access to an employment adviser for everyone with severe mental health problems;

· aim for the provision of vocational and social support to be embedded in the Care Programme Approach (CPA) with full involvement of the service user; 

· base provision around the needs of the individual irrespective of whether care is received from secondary or primary care services.

The Mental Health and Social Exclusion report (SEU 2004) also identified the need for vocational and social support to be embedded within the CPA process. They described what this would mean, e.g.:

· establishing employment status on admission to hospital;

· supporting job retention;

· promoting involvement of carers and families;

· identifying a lead contact on vocational and social issues in secondary care teams;

· strengthening links to key local partners, in particular Jobcentre Plus and education providers;

· promoting access to advice and support on benefits issues;

· monitoring vocational outcomes for people on CPA; and

· monitoring the employment rates of people with mental health problems within their own organisation.

We support an approach to care planning that integrates employment and activity with broader health and social care outcomes for service users. Indeed there is evidence from evaluations of Individual Placement and Support programmes (IPS) that imply that integrating employment and clinical support is essential for success.
However we would add the caveat that any employment dimensions of CPA should not be coercive, nor used as control mechanisms against service users. The values and principles that underpin CPA, especially those that focus on recovery, should serve as a counter balance to any unintended elements of compulsion.

In essence we would contend that employment and meaningful occupation are central to the recovery process. The CPA care coordinator competencies that fall out of this are twofold:
Attitudes and understanding:  How far do CPA coordinators understand the importance of employment and occupation? How strongly can they communicate their belief that the individual can get and maintain employment if that is what they want. Such positive attitudes act as a powerful counterweight to the pervasive stigma and discrimination that limits service users’ expectations of what they can achieve.

Knowledge:  How much do CPA coordinators know about sources of employment support that are available to people who use mental health services in their locality? Do they have any personal contact with these individuals or agencies? Does the CPA coordinator broker partnership working with employment support workers that might be attached to the CMHT? Does the CPA coordinator act as gatekeeper to employment advice regardless of what the service user might want? Is the employment status of those on a caseload recorded? 
Competencies in criminal justice

The consultation document has highlighted the need for improved partnership working and collaboration between health, social care and criminal justice services. The document states (p.13):

‘…it will be important for care coordinators to understand the processes for engaging and liaising with local National Offender Management Services (NOMS).’
We have described previously the challenges facing appropriate care and treatment of mental health service users in the criminal justice system.

It will be crucial for care coordinators to acquire the skills to work with this very vulnerable group of people. Recent research has revealed that many offenders are reluctant to engage with services at all (Howerton et al 2007). Lack of trust emerged as the most prominent theme in prisoners’ discourse about not seeking help from health professionals. There was a general sense of suspicion and skepticism towards the system and authority figures in general.
However like most people, the offenders in this study wanted to feel listened to, acknowledged and treated as individuals by health professionals. Even quite small gestures like attentive listening or being dealt with in a compassionate manner made a significant difference to their attitudes to help seeking. These interpersonal skills should be at the very heart of the core competencies for care coordinators, rather than the more administrative and management skills listed in the consultation document.
Section 5 
Continuity of care 

Proposal:
Services should review CPA procedures to ensure pathway approaches to CPA and improved continuity of care - particularly with in-patients and prisoners. 

There are a range of key transition points that have an adverse impact on the continuity of care for someone on CPA within the criminal justice system. For example, to improve mental health care in prisons Government policy introduced inreach teams, but while this is a positive step towards addressing the problems, their role is likely to be restricted by the frequent movements within the prison population. 
The All Party Group on Prison Health visited Cardiff prison and learned that at any one time there are some 8,000 prisoners on the move in the system  - between prison, to court etc. - and this requires complex administration, not least because there is a system of penalties and rewards for delivery of prisoners late or on time. This cuts down on the time available to deliver medical treatment on the wings.

Another key transition point that can create problems in linking with community services is release from prison.  If a prisoner has a planned release date, then teams have something to work towards. However, people can be released unexpectedly or transferred to another prison with little warning, which hinders the planning process. Yet planned release dates can also be problematic because they are non-negotiable and teams are not always able to ensure appropriate continuity of care or to resolve catchment area disputes. 
The care coordinator role becomes even more crucial in such circumstances and we would reiterate the necessity for excellent, well-designed training and continuing professional development for this group of practitioners. Training should be informed by input from service users and carers on the most pressing needs and how the role should address these. 

Section 7 
Physical Health and Social Outcome Needs 

There is now overwhelming evidence both of the higher rates of physical health morbidity and mortality amongst mental health service users, and of the deficits in services’ ability to respond appropriately and effectively in every case. (Brown et al. 2000; Seymour 2003).  

Lifestyle factors such as high levels of tobacco smoking, poor diet, lack of exercise, psychotropic medication, substance and alcohol misuse all contribute to poorer physical health and avoidable death in people with a mental health problem, particularly those with schizophrenia (Connolly & Kelly 2005; Lambert et al.  2003).  

The barriers to health care for people with mental health problems exacerbate further these existing health inequalities.  There is sufficient evidence to show that those with mental health problems are likely to have their physical health needs go unrecognised, unnoticed or be poorly managed (Kerr 2004; Brown et al 2000; Phelan et al 2001).  

Efforts to remedy health inequalities by improving access to health care for those with a mental health problem are relatively scant.  However, a series of projects and recommendations have been introduced to identify and tackle the physical health needs of these groups with appropriate annual health checks and specialist health screening services (Martin et al. 2004; Seymour 2003; Cassidy et al. 2002; Cohen & Phelan 2001; Cohen & Hove 2001).  Government policy has endorsed many of these initiatives.
The national anti-stigma programme, Shift, previously focused on physical health as one of its key programmes and produced four companion resources on physical and mental health. Entitled Healthy Body, Healthy Mind they are targeted at mental health service users; in-patient staff; primary care staff; and community mental health staff. (www.shift.org.uk/public-organisations.html)

We would emphasise that all practitioners involved in delivering CPA, and especially care coordinators, should be knowledgeable about the physical health needs of mental health service users and the services available to address these needs. For example, it is important that the CPA process includes close working with primary care to ensure physical health needs are appropriately assessed and resolved.

Service users have themselves often observed that practitioners can have limited aspirations for their ability to achieve the best physical health possible. However services that are truly recovery-based will ensure that practitioners are not making these decisions on behalf of service users. Rather they will be in possession of all the facts and sufficiently well-informed to be a powerful advocate for their client’s whole health aspirations.

Conclusion
We do not believe that the Department of Health should make any fundamental changes to CPA, most especially the removal of standard level CPA. We would reiterate our observation that weak implementation in some, but not all, cases has been used here as the driver for unnecessary change to a service that is a cornerstone of quality care. 

Rather we would encourage the Department to utilise the range of complementary policies already at its disposal – on choice and recovery and service user involvement – to ensure that CPA works for and not against service users. That approach, coupled with the development of relevant competencies for key staff, proper training and attractive career pathways for practitioners, will guarantee that CPA is a dynamic, flexible and humanising process for service users as well as practitioners. 
We would value the opportunity to participate in some of the other consultation events that are at the planning stage; and also to read through the draft guidance that emerges from the different consultations with key stakeholders.
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APPENDIX A:
Reviewing the Care Programme Approach
The Care Services Improvement Partnership and the Department of Health have instigated a review of the Care Programme Approach (CPA).  The overall aim of the review is to ensure that the CPA:-


• is underpinned by a set of agreed common values and principles;

• identifies and supports individuals and their families/carers with the highest needs 
  and those who may be high risk to self or others;

• is able to meets the needs of service users, including ensuring that their physical 
 health care and social outcomes are incorporated into care planning, and to make 
 care  plans clear about access to services in a crisis;

• reduces bureaucracy and enables effective partnerships and relationships between clinicians and services users, their carers and families;

• incorporates systematic approaches to clinical risk assessment, risk management 
  and risk sharing between agencies into care planning and management;

• achieves a quality standard across the country against which services can be 
 assessed;

• is compatible with current and developing information systems (eg Connecting for
  Health);

• integrates with implementation of the White Paper Our Health, Our Care, Our Say ; 

• supports legislative changes in the Mental Health Act and Code of Practice. 
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