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The care programme approach was developed to
ensure that patients in the community receive the
health and social care they need. It pre-empted the
philosophy and practice of care management and
can form the core. There are several strengths to this
approach in that it permits a response to individual
needs that may change over a period of time, and
co-ordinates the contribution of all care agencies to
make effective use of the available resources.

The care programme approach (CPA) was devel
oped to ensure that patients in the community
receive the health and social care they need. The
1989 White Paper Caring JOT People and the
subsequent circular issued by the Department of
Health (1990) required district health authorities"to implement the care programme approach for
people with a mental illness, including dementia,
whatever its cause, referred to the specialist psychiatric services". Local care programme policies
were to be drawn up and implemented by 1 April
1991. It was recommended that all care pro
grammes should include several key elements as
follow.

Key elements
(a) People with mental health problems who

could be. or who are being, treated in the
community should have their health and
social care needs fully assessed, including
the support required by carers.

(b) An individual care programme should be
drawn up to meet the assessed need
rather than the availability of services.
This should take account of the wishes
of the patient and, as appropriate, the
carers.

(c) A monitoring system should be in place
to ensure that the required health and
social care services in the care plan are
provided. Individual care programmes
should be monitored for effectiveness, and
reviewed regularly. One named person
should be appointed as the key worker
to keep in close contact with the patient
and to monitor that the agreed care is
given.

To whom should it apply?
In the city of Bath, where care programmes have
been implemented for the past year, a care pro
gramme is drawn up for patients meeting one or
more of the following criteria:

(a) patients being considered for discharge
who have been in a psychiatric hospital
for more than six months, either continu
ously or cumulatively, during the preced
ing 12 months

(b) patients with serious mental illness whose
health and social care needs require the
attention of more than one agency

(c) patients being considered for discharge or
already living in the community whose
lives have been seriously disrupted as a
result of mental illness and who would be
vulnerable without a care programme.

It was decided that where the patient is
under section 117 of the Mental Health Act
1983, the care programme would be in the form
of a discharge or aftercare plan. A CPA would
not be arranged for those patients whose needs
would be covered by the discharge from hospital
plan.

Using these criteria, in Bath the number of
patients to whom the CPA has been applied
is shown in Tables 1 and 2. Team A is the only
team engaged solely in old age psychiatry; the
others have general adult psychiatry as a major
component of their service.

Table 1. Number of meetings held per team
and the number of individuals subject to care
programme meetings

TeamTeam

ATeam
BTeam
CTeam

DNumber

ofmeetings96634233Numberofindividuals60352524
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Table 2. Number of times meetings were held for individuals subject to care
programming

TeamTeam

ATeam
BTeam
CTeam

DTimes

meetings wereheldxl35171318x2171284x36331x41211x51100Number of60352524

How should it be done?
The decision whether there is a need for a care
programme is taken once appropriate multi-
agency assessments of health and social needs
have been made. If there is a need for a care
programme, a key worker is agreed at the initial
assessment meeting. Ideally, the key worker will
be known to, and able to work with, both hospital
and community based teams. The key worker
acts as case co-ordinator and is responsible for
convening the review care programme meetings.

One task of the initial care programme meeting
is to identify a core group of people actively
involved in the care of the patient. Services areidentified that would meet the patient's health
and social needs. The patient or the carer, or
both, are invited to attend the meeting, but if the
patient declines to attend his or her views are
sought by the key worker prior to the meeting.
After the meeting, the key worker needs to review
the continuing programme with the patient and
carer to ensure that they understand it, es
pecially if the patient was unable to attend
the meeting. Patients and carers are given an
opportunity to sign the review form to signifyownership and involvement in it. A patient's
general practitioner is often invited to these CPA
meetings.

If the patient is too confused to contribute to
an assessment review, then decisions are madein the patient's best interests by members of the
multidisciplinary team and carers or relatives. If
the patient refuses a particular service within the
care programme, it is recorded on the assess
ment review form.

Each care programme meeting has an identi
fied chairperson who is required to accept re
sponsibility for the completion of the meeting
record proforma. A date for a review meeting is
either set at the previous meeting or convened
when there has been a change of circumstances.
It has been recommended that review meetings
should be held as often as needed, but at least at
six monthly or annual intervals for those patients
whose situation is stable.

The availability of resources to meet all needs
is assessed. Ifany are not available, senior health

and social services managers are advised of the
unmet needs due to service deficits and the care
programme implemented as far as possible.

CPA meetings do not have to be held in the
hospital where the patient was treated as an
in-patient, but should be held in a mutually
convenient place. However, if the initial CPA
meeting involves an in-patient, it is preferable
that the meeting takes place before discharge.

The care programme continues until review
identifies no further need to continue and the
patient or carer, or both, agree to cease contact
with the service.

Administration
In Bath, a care programme administrator, who is
based in the local social services department,
acts as a contact point for case co-ordinators and
others by dealing with the organisation and
management of meetings. The administrator
sends out the invitations and review reminders
to those involved in the CPA,takes responsibility
for distributing the reports and maintains a
database on patients subject to the CPA.

Comments
The CPAhas a narrower and less ambitious aim
than care management. However, it pre-empted
the philosophy and practice of care management
and can form the core. Care management will be
led by social services supported by a budget,
whereas the CPAwill be health led but there will
be no specific financial resources allocated to
care programming. It is anticipated that there
will be identification from the CPAof a group of
patients who would benefit from referral to care
management services. Formal full case confer
ences will be reserved for the most complex care
needs.

The care programme approach is used to
permit a response to individual needs that may
change over time, and to co-ordinate the con
tribution of all care agencies to maximise the
benefits to patients. It is also useful in identifying
deficiencies as a basis for future improvement
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and to make effective use of the available References
resources.

The benefits and outcomes of the care pro
gramme approach are being increasingly evalu
ated as the implementation of this approach
grows throughout the country.
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Defeat Depression Action Week

3-11 March 1994
Aims
* to raise awareness about depression
* to reduce the stigma associated with it
* to give advice on seeking help

There will be a two mile fun run in Hyde
Park, London, as part of the Defeat Depression

Action Week. This will start at 11 a.m. on
Sunday, 6 March. The entry fee is Â£3and the
total amount received in entry fees will be
matched by a commercial company and all pro
ceeds will be donated to the Defeat Depression
Campaign.

If you are interested in this event please
contact Christine Gear on 071 235 2351.

NEW PUBLICATION
Reading Lists for Trainees

Basic Sciences
This revised list has been produced by the College Library.
Specialists in each area were consulted and their recommen
dations have been used to compile the list of some 250 journal
references.
Although it is not an official compilation of recommended
reading, its purpose is to create a realistic database to assist
trainees in preparing for their examination.
The list is available from the College Publications Department,
Occasional Paper 21, price Â£2.00.
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