
GRH003400 

Maio rv< "I' 'tv Jry 
C J[fn ... 1 ~('\ J~ 0 p~()1 

Glasgow G 12 CXH ,colland 

REPORT ON THE OPERATIONAL 
ARRANGEMENTS AND RECOMMENDATIONS 

ARISING FROM THE GLASGOW 
CARE PROGRAMMING Pll..OT PROJECT 

1ST JULY - 31ST DECEMBER 1995 

GRfAITR GlASGOW 

COMMUN/lY & MENTAL HEALTH SfR1 
NHSTRUST 

R£SfARCH & DEVEl.OPMENT DlRECTO Learning 
Resource Centre 

JANUARY 1996 





ACKNOWLEDGMENTS 

The Glasgow Care Programming Pilot has in many ways demonstrated what meaningful, inter-agency co

openrtion and collaborative working can accomplish within a relatively short period of time. 

The expertise and vast professional experience which the various agencies and disciplines brought to the project 

was matched by their enthusiasm to grasp and resolve the often thorny issues involved. Allied to this there was a 

determination to ensure that the aims and objectives of the scheme be achieved within the allocated timeframe. 

Each agency is to be congratulated for the commitment it has shown and the Vdrious individuals comprising the 

Steering Group and Loca1 Management Group must be thanked for affording the initiative the highest priority, in 

the face of so many competing and important potential distractions. 

In particular we are indebted to the consultants, other medical staff, nursing staff, social workers, housing agency 

staff and other disciplines from within the spheres of health and social, care who have been expected to apply the 

principles of Care Programming at an operational level. Their input and feedback has been crucial in keeping us 

on the right track and in ensuring that the pilot project culminated in a realistic and practical approach to the 

concept which will no doubt be developed and refined in the future . 

There seems to be little doubt at this, albeit early stage, that the improved inter-agency, collaborative working 

arrangements which underpin Care Programming already have had demonstrable effects on the delivery of support 

and services to the target group. Needs which may have remained unmet or which may have taken longer to 

address, are being dealt with. Getting the various agencies involved in an indi\idua1's care into the same room at 

the same time, has been fundamental in achieling this. In one case in particular a woman who was at risk in her 

current accommodation was relocated to a more appropriate address in the afternoon following a midday Care 

Programming meeting. This type of swift action would have been difficult to achieve without the commitment 

given to Care Programming by all participating agencies. This is only one example of many which could be cited 

to demonstrate the benefits of the initiative though more robust evaluative research is required. 

Finally a debt of gratitude is owed to staff nurse Jeanette Bovaird the Co-ordinator of the Project for managing and 

helping to develop the processes of inter-agency communication, so crucial to the success of the scheme and to 

Mrs. Doris Crawley, from Gartloch Hospital for word-processing so many drdfis of this report. 

Robert Da,idson 
Care Programming 

Projed Manager 





PREFACE 

CARE PROGRAMMING 
GLASGOW PILOT PROJECT 

Care Programming is a department of Health Initiative designed to ensure that individuals "ith long-term, complex 

and severe mental health problems, receive continuing supervision, care and packages of ser\ices appropriate to their 

assessed needs. 

The concept aims to establish and develop sound inter-agency and multi-disciplinary collaborative working 

arrangements within a framework which facilitates meaningful service user and carer involvement. 

The Scottish Office Community Care Implementation Unit identified what they considered to be essential elements of 

a worthwhile approach to Care Programming. This guidance was used to kick start two pilot projects in Scotland. 

The conclusions of which would form the basis of revised guidance for nationwide implementation during 1996. 

The Glasgow pilot project has been jointly managed by health and social work with assistance from housing agencies, 

Glasgow Association for Mental Health and representatives from users and carer's networks. Each of the agencies 

involved has considered the scheme to be of paramount importance and will continue to do SO as it is rol1ed out city

wide. 

Specific criteria have been drawn up to enable teams to identify those individuals deemed to be most vulnerable and 

therefore warranting, the systematic and focused approach which eare Programming offers. Inter-agency meetings 

are then convened by a Care Programming Co-ordinator who is notified by the consultant psychiatrist of the 

disciplines and agencies whose input is required in each particular case. At the inter-agency meeting (to which the 

patient/client is invited) an Individual Care Programme is devised, a keyworker appointed and a review date is set. 

Day to day co--ordination of the pilot has been carried out by a project manager and project co-<lrdinator who were 

drawn from the nursing staff of Greater Glasgow Community and Mental Health Services NHS Trust. Monitoring 

has been a joint responsibility involving a Steering Group and Loca\ Management Group comprising of personnel 

from all of the agencies and disciplines involved. 

Senior and middle managers from each participating agency have played a leading role in ensuring that individual 

responsibilities are fulfilled and wil1 continue to do so as the initiative is "rol1ed-{)Ut" across the city. 

It has been agreed that a uniform approach will be taken as far as operational arrangements are concerned when the 

initiative moves on beyond the pilot project stage and seeks to become city-wide policy. It is expected that the 

guidance and procedures which have arisen from the pilot project will be used as the template for the city-wide rol1-out 

\vith particular reference to inclusion criteria, referral procedures and co-ordinating and monitoring arrangements. 





The Glasgow Pilot Project has focused on the under 65 age group within the population and it is recognised that the 

inclusion of Elderly Services is likely to bring a fresh set of problems and hurdles to be overcome. It is proposed at 

this stage that a further pilot project be initiated to devise Care Programming arrangements specifically catering for 

the needs of Elderly Sef\~ces and Dementia sufferers in particular. In this respect the term The Care Programme 

Approach is somewhat misleading because it implies a single methodology. It is probably more helpful to think of 

Care Programming as a concept which has val)~g approaches depending upon the client group which we are seeking 

to address. 

The city-wide implementation process will be carried out in a phased manner _vith each phase being preceded by a 

period of awareness/educational acti\~ty . Local management groups will be set up in each of the city's 3 remaining 

sectors with membership being drawn from health, social work, housing, the voluntal)' sector and in particular users 

and carers groups which are active in each area. 

Local co-ordinators will be appointed on a secondment basis and provisional agreement has been reached on a likely 

base for each co-ordinator. Phased implementation is likely to begin on 1st April 1996. 

R Davidsoo 
Care Progranuning Proj.;:ct Manag~r 
On Behalfofthe Glasgow Care Progranuning Pilot Project Steering Group 
January 1996 
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CARE PROGRAMMING 
GLASGOW PILOT PROJECT 

SECTION 1 
SUMMARY OF RECOMMENDATIONS 

1. THE ESSENTIAL ELEMENTS PAPER - RECOMMENDATIONS FOR FUTURE AMENDMENT 

1.1. The aims and objectives of Care Programming should be clearly stated in the Essential Elements 
paper along with an explicit statement relating to the client groups to whom the concept should 
apply. If these issues are unclear then there will be potential for wide variations in how the directive 
is implemented nationwide. 

1.2. The term the Care Programme Approach (C.P.A.) may require to be re-examined for two reasons. 

a) It shares the same initials as the Criminal Procedures Act (C.P.A.) and leads to confusion in 
this regard 

b) It tends to imply a single approach applicable to all client groups and this is unlikely to be a 
workable concept. Different client groups are likely to require separate criteria, 
organisational arrangements and structures. 

1.3. The Steering Group of the Glasgow Pilot Project believes that the Health Service should take the lead 
in relation to Care Programming. This recommendation is made because the concept is aimed at 
individuals with a diagnosis of severe and enduring major psychiatric illness and only psychiatrists 
can make such a diagnosis. If therefore psychiatrists are the final arbiters as to who will or will not 
be subject to Care Programming then clearly health should be the lead agency and the Essential 
Elements paper should make this explicit. A lack of straightfonvard advice in this regard is likely to 
lead to confusion at local level and difficulties in agreeing local arrangements. 

1.4. The role of "designated lead officer" needs to be defined more clearly with regard to professional 
background, role and responsibilities. 

1.5. The different approaches which will be required for Adult Mental Health Services and Elderly 
Senices need to be recognised and addressed in future guidance. 

1.6. Clear statements in respect of the issues of consent and confidentiality are required which facilitate 
the sharing of information on a need-to-know basis across agencies and disciplines. 

1.7. National standards should be set for inclusion in operational guidance and in outcome measurement 
which will avoid widespread variations across the country. 

1.8. Future guidance should include recommendations in relation to the interface between Care 
Programming and crisis/out-of-hours services and how such teams can access information in relation 
to patients/clients included in eare Programming. 

1.9. The implementation of eare Programming must include meaningful input from users and carers 
networks at both a strategic and an operational level. 

!.lO. Multi-agency eare Programming Oveniew Groups should be established to supervise and monitor 
the implementation process. 

1.11. Oven;ew Groups should comprise of senior officers from each participating agency who have the 
authority to take necessary decisions, and who "ill take the lead role in driving the initiative fonvard 
"ithin their own organisations. 

1.12. Oveniew groups should incorporate representation from the Police. 

1.13. The essential elements paper should recognise the interface between eare Programming and Care 
Management and include guidance on how this should be managed with particular reference to the 
roles of the Care Manager and the Care Programming keyworker. 
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1.14. The essential elements paper should recognise the potential for a great deal of overlap in assessment 
activity across disciplines and agencies and should make recommendations for this to be minimised 

1.15. Future guidance should include a recommendation that eare Programming be incorporated into 
training and induction schedules. 

1.16. Operational guidance to practitioners should include specific arrangements for dealing "ith persons 
who are, or have the potential to be lost to follow-up. Such guidance should be explicit, clearly 
identiJ)ing the roles and responsibilities of the individuals and agencies involved. 

1.17. Future guidance should be more specific "ith regard to the role and responsibilities of the keyworker. 
See section 2.24 of this report contains specific recommendations in relation to this role. 

1.18. In larger areas local operational management groups \lill require to be established to bridge the gap 
between the strategic overview group and staff at the operational level. These groups should 
comprise of local managers, clinicians and other key personnel from participating agencies including 
users and carers networks. 

1.19. Information systems which facilitate the implementation and monitoring of Care Programming "ill 
require to be set up and the additional start-up costs which this will incur requires to be recognised. 

1.20. eare Programming should be part and parcel of mainstream practice and not a separate entity to be 
considered on an occasional basis. Integration into mainstream audit mechanisms and routine 
admission and discharge arrangements \lill be necessary if this is to be achieved. The appointment 
of eare Programming co-{)rdinators \vill help to facilitate this. 

1.21. Co-{)rdinators \lith speci.fic responsibilities for managing systems, arranging meetings and liaising 
across disciptines and agencies will be crucial to the success of Care Programming, particularly in 
larger areas. These co-{)rdinators should form a natioD\\ide network to aid the tracking of 
individuals who are transient and who have the potential to become lost to follow-up. Such a 
network would also facilitate the sharing of information which would assist in the development of 
Care Programming across the country. New funding should be made available to support the 
creation of these posts which "ill probably be necessary until information systems become 
sophisticated enough to enable the task to be devolved to a local level. 

1.22. Future guidance should contain the rccommendation that social work staff be integrated into 
community mental health teams. This is the case in the three localities covered by the Glasgow 
Pilot Project and has been a crucial factor in its success. 

1.23. In general there secms to be an opportunity to improve the essential elements paper b)" including 
more detail and specification which will clarify the role of the various agencies and disciplines and 
facilitate a rcasonable degree of wtiforrnity as the concept is implemented nation"ide. 

2. GENERAL RECOMMENDATIONS 

2.1. The inclusion/exclusion of individuals suffering from personality disorder requires to be debated 
further. If it is left to teams to decide who should be included on the basis of whether or not an 
individual will benefit for Care Prograrnnting then alternative arrangements may be required for 
those persons for whom Care Programming is deemed to be inappropriate. 

2.2. Crisis and out-{)f-hours services will require to consider Care Programming when compiling 
operational guidance. 

2.3. Training in the assessment of risk of dangerousness should be provided for appropriate staff. 

2.4. CasenoteS/files should have stickers or some other prominent display which highlights that an 
individual is included in Care Programming. 

2.5. A controlled access list of individuals included in eare Programming should be held centrally, to 
assist out-of-hours and crisis/emergency services. 





2.6. Care Programming assessment and review meetings should be integrated into already existing multi
disciplinary ward rounds and community team meetings where it is practical to do so. 

2.1. Copies of Individual Care Programmes and a list of the professionals and agencies involved 
including contact details should be circulated to the GP, the patient/client and all members of the 
inter-agency team. 

2.8. Patient/client needs should be defined on the basis of what the individual actually requires in order to 
live effectively in the community. Needs should not be defined on a "best-fit' basis around services 
which are currently available. In Utis way needs found to be wunet can be used to drive the 
planrting of future services. 

2.9. A method of measuring outcome such a Health of the Nation Outcome Scales or Global Assessment 
of Functioning (see appendix 4) should be routinely incorporated into operational guidance. In 
addition social work outcome measures and housing outcomes such as the ability to retain a tenancy 
should be included when available. 

2.10. Consent ofpatientslclients should be sought in all cases. 

2.ll. Mechanisms to record patient/client feedback require to be included in every Care Progrnmming 
scheme. 

2.12. Senior and middle managers from all participating agencies must ensure that their staff are fully 
aware of the aims and objectives of Care Programming and that they view their attendance at 
meetings as being of paramount importance. 

2.13. Training in the nature and management of mental health problems should be made available to 
personnel from all agencies who are likely to encounter individuals with such problems in the course 
of their day-to-day work e.g. police, housing departments etc. 

2.14. The improved inter-agency working practices brought to the Health and Social Care spheres by Care 
Programming, will have an impact upon GPs in their roles as direct carers and leaders of the Primary 
Care Team. Future guidance should recognise this and make recommendations which will facilitate 
and enable effective GP involvement. 

2.15. Inter-agency meetings should commence with all participating individuals introducing themselves 
and briefly describing their reason for attending. This should be followed by a statement regarding 
the importance of respecting the confidentiality of tile individual whose ease is being reviewed. 

2.16. Increased demands upon Advocacy Services should be recognised and appropriate funding made 
available. 

2.17. Research projects, will require to be irtitiated to establish the effectiveness of the approach and to 
provide a sound basis for future development and refinement. 

2.18. Community Mental Health Teams must address any likely impact upon Care Programming when 
compiling policies and procedures which dictate how care is delivered and organised In addition 
the benefits of improved inter-agency working which bave been demonstrated by the success of the 
Glasgow Pilot Project need to be recognised and learned from when future development initiatives 
are being considered/implemented. 

2.19. The opinion of a forensic psychiatrist should be sought in the case of individuals who may constitute 
a significant risk to others consequent upon psychotic symptomatology. 

2.20. Future guidance should address the lack of co-terminosity between health and social work boundaries 
and should make recomm~ndations relating how ensuing difficulties may be overcome. Clear 
direction leading to a broadly uniform approach nationwide \vith regard to wbom the process should 
apply, lead agency and operational arrangements may be one way of achieving Utis. 
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CARE PROGRAMMING 

GLASGOW PU.OT PROJECT REPORT 

SECTION 2 - BACKGROUND AND ORGANISATIONAL ARRANGEMENTS 

1 ORiGINS OF THE PROJECT 

1.1 The Care Programme Approach (CPA) has been initiated to ensure that individuals with long-teno, 
complex and severe Mental Health problems receive continuing supervision, care and packages of 
services which meet their assessed needs. 

1.2 Scottish Office circulars SOHHD 1992/9 and SWIlI992, issued on 7 February 1992, required Health 
Board and local social work authorities to introduce a Care Programme Approach for people "ith 
serious long term mental illness, including those \vith dementia. 

1.3 The Care ProgmIIlme Approach is seen as a crucial element in the Government's Policy for people 
"ith mental illness, and should be applicable to both people being discharged from hospital and 
people already in the community who require structured progmmmes of health and social care. 

1.4 The results of initial monitoring in 1994 showed that while strategic plans for mental health services 
were generally well developed the implementation of the Care Programme Approach was 
progressing rather sluggishly. There were variations in the interpretation of the concept, a lack of 
effective systems to opemte and monitor it and in many instances it had not been implemented at all . 

1. 5 It was decided in light of the lack of demonstrable progress that pilot work would be undertaken in 
the latter half of 1995. Two projects were commenced in Glasgow and Stirling, the conclusions of 
which could be drdwn on to compile guidance which would pave the way for national 
implementation to commence in the Spring of 1996. 

1.6 The Scottish Office described the essential elements of a good Care Programme "Approach" and 
Glasgow was selected as one of the two sites in Scotland where the concept would be piloted \vith a 
view to reporting back to the Scottish Office in January 1996. 

1. 7 The title of the initiative has the initials "C.PA" and it \VdS quickly noticed in Glasgow that this 
abbrC\iation was creating confusion given that the Criminal Pra<:edures Act carried the same 
abbrmated title. It has been decided therefore, for the purpose of the pilot project, to refer to the 
initiative as "Care Programming" (C.P.) to avoid any misunderstandings. 

2 ESSENTIAL ELEMENTS OF CARE PROGRAMMING 

2.1 The Community Care Implementation Unit (CCIU), in a draft paper, (appendix I) identified what 
they considered to be "essential elements" of the management and pmctice of Care Programming, 
which should be found in any good Care Programming scheme. These included:-

• Establishing an inter-agency/multi-disciplinary management team. 

• The identification of a lead officer to co-ordinate the scheme 

• A definition of complex mental health problems which aids the identification of the target 
group. 

• The identification of clear standards and desired outcomes. 

• Establishing meaningful involvement of users and carers networks. 

• Clearly identified arrangements for admission to and discharge from the scheme. 

• Monitoring and evaluation arrangements. 

2.2 Care Programming assumes that individual needs "ill be identified by means of multi-agency/multi
disciplinary assessments. These "ill result in an agreed Individual Care Programme being compiled 
which clearly defines the level of input which the individual can expect to receive. It will also 
identify the personnel and agencies who \\ill be involved in delivering the various components of the 
progmmme, as well as an identified key-worker who will co-ordinate service delivery. 

2.3 The Individual Care Programme "ill address treatment and accommodation issues, other social care 
issues, timescales, frequency ofvisitslappointments and evaluation and rmew arrangements. 





3 STRATEGIC CONTEXT 

3.1 The background to Care Programming is set by the Greater Glasgow Joint Community Care Plan 
and Greater Glasgow Health Board Mental Health Strategy. Both strategic documents incolpOrate 
policy on community care enshrined in the National Health Service and Community Care Act 
(1990). These strategies set out to increase the opportunity of Care in the Community for those who 
wish it in accordance with their need. A greater emphasis is placed on reducing the number and 
size of large scale institutions within the NHS and changing the balance of care with the gradual 
transfer of responsibility and resources to meet new and unrnet needs in the community. This 
involves within Greater Glasgow the closure or reduction of a number of long stay hospitals for 
different care groups and their replacement with a considerable and diverse network of Health and 
Social Care Services in the community. Within Greater Glasgow this includes the development of a 
network of community based Mental Health Resources Centres with Social Work involvement and 
liaison with Housing agencies and others. 

3.2 The integration and delivery, at a local level, of Social Work, Health, Housing, Education, Primary 
Care and other relevant services is being pursued as a priority. The Care Programme model of care 
is a specific example of success in pursuing the strategic goal of improving the multi-agency care 
people receive. 

3.3 The adoption of Care Progr.unrning complements the purcbasing and commissioning strategies and 
re-inforces the existing strategic direction of the main statutory agencies in Greater Glasgow. It 
builds on good practice, C'dring for the most vulnerable groups already living in the community and 
those moving into community from long and short stay institutional care. 

3.4 The development of Care Programming protocols is a further stage in the evolving delivery of agreed 
inter-agency care and support being offered to individuals with mental health difficulties. 

3.5 The approach focuses inter-agency working practices, prioritising those people with long term, 
severe mental illness and provides agreed Individual Programmes of Care based upon assessed needs. 

4 THE GLASGOW PILOT PROJECT 

4.1 The East Sector of the city was identified as the site for piloting the C.P. Initiative. This sector has 
the most advanced community infrastructure of the 4 main geographical areas in Glasgow. 

4.2 There are three community psychiatric tearns based in resource centres one in each of the three sub
sectors - the city centre sub-sector, the Greater Easterhouse sub-sector and the mid-east sub-sector. 

4.3 Social work staff have been appointed to the resource centre teams and local community and 
intemgency links have been, and are continuing to be, developed. 

4.4 The population is approximately 160,000 and giving an estimate from experience elsewhere this 
should equate to approximately 115 people who "ill require. inclusion in the scheme of whom 3 
could be considered to be "severely at risk" . In reality however, given the relatively high number of 
homeless people "ithin the catchment area of the East Sector the actual number of eligible 
individuals could be somewhat higher than this arguably "conservative" estimate. 

4.5 The pilot project commenced on July I 1995 and a preliminary report was submitted to the Scottish 
Office in September 1995. The final reports from both pilot projects will be used to compile revised 
h'llidance from the management executive for implementation throughout Scotland in April 1996. 

5 OBJECTIVES OF THE GLASGOW PILOT PROJECT 

5.1 To focus on the under 65 (years) Adult Client Group in the east-end of Glasgow. 

5.2 To develop and monitor effective systems which ensure that individuals living in the community, 
who are suffering from severe long-term mental health problems, receive packages of care and 
support appropriate to their needs. 

5.3 To achieve this, by establishing a process of meaningful, inter-agency/multi-discip1inary, 
collabordtive working involving input from healthcare services, social work services, housing 
agencies, the voluntary sector and users/carers networks. 

5.4 To include mechanisms which facilitate evaluation, the monitoring of outcomes, the recording of 
client feedback and the reporting of unrnet needs. 

5.5 To compile a summative report for submission to the Scottish Office at the conclusion of the pilot 
work in January 1996. 





6 LOCAL AGENCIES INVOLVED 

6.1 In addition to Greater Glasgow Health Board, Greater Glasgow Community and Mental Health 
Services NHS Trust and Strathclyde Regional Council Social Work Department there has been input 
from a variety of local agencies at both a strategic and an operational 1 ..... 1. These include:-

• Glasgow City Housing 

• Glasgow Association for Mental Health 

• The Glasgow Advocacy network 

• The Mentallllness Relatives Aid Group for the East End (MJRAG.E.) 

• The Scottish Federation of Housing Associations 

6.2 These organisations are represented on the projects Steering Group and Local Management Group as 
well as providing input and representation at individnal patient/client assessment and review 
meetings. 

6.3 Housing representatives provide assessment information on specific patients/clients as requested as 
well as input to the care planning process where appropriate. 

6.4 Glasgow Association for Mental Health and the Glasgow Advocacy Network have been involved in 
ensuring that patient/client rights are appropriately preserved during strategic and operational 
planning activity. They have also accompanied/represented individual patients at 
assessment/review/care planning meetings. 

6.5 It is to be expected as Care Programming gathers momentum and is phased in across the city that 
other community based agencies, particularly from the voluntary sector, will become involved. 

6.6 Discussions are also underway to secure input from the Police at a strategic level. 

7 CRITERIA FOR INCLUSION IN THE GLASGOW CARE PROGRAMMING SCHEME 

7.1 Care Programming in the GlasEow pilot project can be seen as having two distinct tiers which have 
clearly defined inclusion criteria. 

• The Continuing Care Category 

• The Severely at Risk Category 

7.2 The Continuing Care CategoD' applies to those individnals for whom co-ordinated inter
agency/multi-disciplinary packages of care are necessary. 

7.3 The Severely at Risk CategoD' applies to those individuals who meet the criteria for Continuing Care 
. but who, also have a psychosis related hi~ry of s~ere violence or dangerousness towards others. 

7.4 The criteria for inclusion in Continuing Care are: 

• A diagnosis of severe and persistent major psychiatric illness excluding primary substance 
misuse. ahis aspect of the criteria must be met in all cases). 

plus one of the following 

• A history of repeated relapse of psychiatric illness due to breakdown in medical andlor 
social care in the community. 

• The presence of severe social disability or major housing difficulties arising as a direct 
consequence of psychiatric illness. 

• The need for inter-agency/multi-disciplinary involvemeni and co-ordination. 

• A history of serious suicidal risk, self harm, severe self neglect, or violence/dangerousness 
towards others, arising as a direct consequence of psychiatric illness, which the team judge 
to be relevant when viewing the patient's current or likely future mental health. 

7.5 The criteria for inclusion in the Se,'erely at Rhk Category are:- (all criteria must be met for 
inclusion to take place). 

• A diagnosis of severe and persistent major psychiatric illness. 
Continuing Care) 

(As in the case of 





and both of tbe following 

• All incomplete symptomatic response to treatment or a documented history of relapse 
following non~ompliance. 

AND 

• A history of serious violence or serious dangerousness towards others consequent on 
psychotic symptomatology and where (due to an incomplete symptomatic response to 
treatment or a history of relapse due to non~mpliance) there is a significant risk of 
violence or dangerousness in the future. 

7.6 The Severely at Risk category requires that teams should undertake an assessment of the individuals 
dangerousness or risk to others. Where there is any doubt in relation to the degree of risk then a 
referral for this level of Care Programming should be made and this will automatically result in an 
opinion from the forensic team being sought. (See section 10 on "features of the Severely at Risk 
Programme"). 

7.7 When considering the current/most recent episode of violence the following factors should be taken 
into account: 

• Was there a lack of provocation 

• Could the violent episode be described as being bizarre 

• Was there a lack of remorse 

• Is continuing denial apparent 

7.8 When assessing the patient/client's mental state are any of the following apparent: 

• persecutory delusions 

• Depressive delusions with ideas of killing others 

• Morbidjealousy 

• Deceptiveness 

• Threats to repeat the violent behaviour 

• All unwillingness to be treated 

• Sadistic fantasies 

7.9 When assessing the circumstances of an individual who, may be at risk of exhibiting violent 
behaviour, consider the following: 

• The past/future presence of alcohol/drug abuse 

• The presence of social difficulties and lack of support 

• The persistence of known provoking events/situations 

7.10 When assessing the history of a particular patient/client consider the presence of the following: 

• Previous episodes of violence 

• Repeated impulsive behaviour 

• Inability to cope with stress 

• Low ability to tolerdte frustmtion 

• Low ability for self-restraint 

• Sadistic or paranoid personality traits. 

8 PERSONALITY DISORDER 

8.1 There bas been a great deal of debate conceruing whether or not people with personality disorders, 
(including psychopathic disorders) should be included in Care Progmmming. Both purchasers and 
providers have to be re-assured that, where it is appropriate and beneficial for the patient/client then 
helshe should be included. 





8.2 Many such people however are not, and arguably should not be, the responsibility of the psychiatric 
services. For the purposes of the pilot project therefore, people with personality disorders have 
neither been automatically included or automatically excluded from Care Programming. It has been 
left to the judgement of the inter-agency/multi-<liscip1inaIy tearns to decide if a particular individual 
would/would not benefit from the focused approach which inclusion would bring. 

9 FEATURES OF THE CONTINUING CARE PROGRAMME 

9.1 Inclusion in the Continuing Care category implies that: 

• The patient/client has had a systematic assessment of his/her health and social care needs, 
carried out by the V.u10US disciplines/agencies who will have input to the care planning 
process. 

• The G.P. will be involved. 

• An Indi\~dual Care Progmmme has been compiled, and agreed between the team, the user 
and carer(s) where appropriate and poSSIble. 

• A member of the team (not necessarily a health care worker) has been identified as the 
"Kcyworker" \vith clear responsibilities and tasks. 

• Regular, formal Care Programming re\~ews \vill occur for as long as this is deemed 
necessary and at least every six months. 

9.2 Inclusion in the Continuing Care Programme also implies that r~ew meetings ,,~ll be given priority 
by the profeSSionals involved. 

10 FEATURES OF THE SEVERELY AT RISK PROGRAMME 

10.1 Individuals included in tbe Severely at Risk category will receive co-ordinated services as outlined in 
the components of the Continuing Care Programme. However having been identified as being 
"Severely at Risk" they are entitled to additional features. 

10.2 Inclusion of the Severely At Risk category implies that: 

• The Keyworker \vill be an experienced, community mental health professional or member of 
day hospital staff. 

• There is a mental health trained social worker allocated to the case. 

• The G.P. is invited to participate in inter-agency meetings. 

• The Individual Care Programme adequately addresses the assessed risk of 
violence/dangerousness and has been agreed by a consultant psychiatrist, the allocated social 
worker, the Keyworker and other relevant members of the. multi-<lisciplinary team. If 
appropriate and possible the programme should also be agreed with the patient/client and 
his/her carer(s). 

• Regular, formal Care Progranmting re\~ew meetings should take place at least every 4 
months. 

• There should be an assessment carried out by a forensic psychiatrist within 4 weeks of 
referral for Care PrOgrdmming. The forensic psychiatrist will offer advice on case 
management and care planning but "ill not necessarily take over the care of the patient. 

• Each patient in the Severely at Risk category "ill receive priority input from the Kcyworker 
and other members of the team. The level and frequency of input should be agreed between 
the team members who will have to be reassured that the input and time allocated is 
appropriate and adequately addresses the degree of risk in each case. This level and 
frequency of input should be clearly documented in the Individual Care Programme 
including any explanatory information. 

10.3 Inclusion in the Severely at Risk Programme also implies that re\~ew meetings must be given 
priority by the professionals involved. 

11 MANAGEMENT OF THE GLASGOW PILOT PROJECT 

11.1 There are three distinct tiers involved in the management of the scheme. 
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• The Steering Group which is chaired by Dr. Linda de Caestecker, Consultant in Public 
Health at Greater Glasgow Health Board This group is concerned "ith the strategic aims 
and overall supervision of the pilot project. (See the beginning of this report for a list of 
personnel involved). 

• The Local Management Group which is chaired by Mrs. Anne Hawkins, Sector Geneml 
Manager, East Sector, Greater Glasgow Community and Mental Health Services NHS Trust. 
This group is concerned with overseeing the implementation of the project at sector and sub
sector level and has strategic and opemtional responsibilities. (See the beginning of this 
report for a list of personnel involved). 

• The Sub Sector Teams These teams comprise of hospital and community based personnel 
from a variety of agencies and disciplines who are responsible for service delivery and who 
are directly involved in implementing the Care Programming Scheme at local level. 

11.2 The Local Management Group is comprised of personnel from the Steering Group and the Sub
Sector teams as well as representatives from the voluntary sector and from carers' and users' 
networks. This group proyides a means of ensuring that strategic objectives are trJnsformed into 
opemtional guidance. It is also crucial in facilitating the two-way flow of information between the 
Steering Group and the Sub-Sector Teams. A summary of the local management group's remit is 
included as appendix 2 of this report. 

12 CO-ORDINATION AND DAY TO DAY PROJECT MANAGEMENT 

12.1 A Project Manager and a Project Co-ordinator were identified prior to the commencement of the 
pilot. Both come from a psychiatric nursing background and haYe been seconded to the posts for a 
period of six to nine months though this is likely to be extended as city-wide implementation 
becomes a reality. 

12.2 The Project Manager is responsible for ensuring that effective, inter-agency collaborative working 
arrangements exist and for developing data collection, information and monitoring systems which 
facilitate the smooth running of the scheme. He functions as a resource to all disciplines and 
agencies involved and provides guidance and educational input as required 

12.3 The Project Co-ordinator is responsible for maintaining and managing the systems and procedures 
which have been put in place. She ensures the effective supen~sion and maintenance of data and is 
in continuous liaison with the various disciplines and agencies invoh'ed. making sure that 
assessment/review meetings take place ,vith all relev-dDt parties in attendance. It is also a crucial 
part of her role to alert clinicians and others when processes are incomplete. 

12.4 More detailed job descriptions are included as appendices 3a and 3b of this report. 

13 THE INTERFACE WITH ADMISSION AND DISCHARGE PROCEDURES 

13.1 It is essential that Care Programming becomes an integral part of admission and discharge protocols 
rather than a stand alone entity somehow removed from mainstream practice. 

13.2 Every patient being considered for discharge from hospital should be considered for inclusion in 
Care Progmmming. It then automatically follows that when discharge occurs, every patient will 
either have an entry in their case notes which states that Care Programming was felt not to be 
appropriate, or the patient will be included in one ofthe two tiers of the Care Progmmming scheme. 

13.3 Patients should be identified for Care Programming as soon as is practical during an in-patient stay 
in order that adequate time is given to put Indi,~dual Care Programmes in place. It is also useful to 
know in the event of a patient leaving hospital against medical advice or absenting himlherself from 
hospital whether helshe had been identified for Care Programming. This allows contingency plans 
for patients at risk becoming lost to follow-up, contained »ithin Care Programming procedures, to be 
brought into play. (see operational guidance) 

13.4 Section 2 of this report contains step-by-step details of how the interface between Care Programming 
and discharge and aftercare procedures should be managed. (This is a draft document currently out 
for consultation). 

14 PATIENTS/CLIENTS AT RISK OF BECOMING LOST TO FOLLOW-UP 

14.1 Community Care has undoubtedly imprOVed the quality of life for many individuals ,vith mental 
health problems who perhaps would have spent lengthy periods in psychiatric hospital wdfds. It is 
obvious however that in many instances, enabling people to live fuller lives in the community has 





meant that levels of supervision have been reduced. This is not without some risk: particularly in the 
case of individuals with severe and persistent mental illness. Reduced levels of supervision are 
likely to increase the risk of such patients losing contact with health and social care agencies who are 
striving to offer appropriate support. This in turn could lead to relapses occurring undetected 

14.2 Care Programming is being introduced to ensure that individuals with long-term complex and severe 
mental health problems receive continuing supervision and packages of services whlch meet their 
assessed needs. However, many such individuals are at risk of disengaging themselves from services 
at precisely the time that their mental health may be deteriorating. It is essential that Care 
Programming procedures and arrangements recognise these dangers and provide safeguards, whlch 
minimise the risk of thls vulnerable group becoming lost to meaningful follow-up. 

14.3 Assertive Follow-up: It is necessary to have in place, agreed procedures to be followed when a 
practitioner is alerted to the fact that a patient/client is at risk of becoming lost to follow-up. These 
"assertive follow-up" arr.mgements require to be explicit in terms of, where specific responsibilities 
lie and in terms of time-frames for action. They may be employed as a "one-<lf!" measure, for 
example to re-establish contact when an appointment or \~sit has been missed. Alternatively, they 
may be ongoing and part of the continuing supervision and care of a particular individual with a 
hlstory of non-compliance and defaulting from care. Section 2 of this report provides specific 
details of potential alert situations and designated procedures to be followed in each. These are draft 
proposals and will be subject to change as a result of routine consultation and discussion. 

15 PATIENTS/CLIENTS LOST TO FOLLOW-UP 

15.1 While it is appropriate that there are procedures in place to minimise the risk of individuals 
becoming lost to follow-up, it must be recognised that there may be occasions when these procedures 
fail to prevent some people from disengaging themselves from se£\~ces. 

15.2 It is necessary that it is clear when an individual is actually deemed lost to follow-up rather than just 
potentially so. It is also necessary that in situations when a patient/client ~ considered to be lost to 
follow-up that every effort is made to establish hlslher whereabouts without delay. 

15.3 Section 2 of this report details circumstances when an individual can be categorised as being lost to 
follow-up and sets out designated procedures for addressing such situations when they occur. These 
are draft proposals and may be subject to change as a result of routine consultation and discussion. 
The procedures are intended to re-establish contact as soon as possible and where thls cannot be 
achleved to demonstrate that everything that could reasonably have been expected under the 
circumstances has in fact been carried out. 

16 CRISIS, EMERGENCY AND OUT-OF-BOURS ARRANGEMENTS 

16.1 Both health and social work have out-<lf-hourslon call arrangements to deal with urgent situations 
whlch occur outwith "normal duty hours" and at weekends. 

16.2 Withln Greater Glasgow Community and Mental Health Services NHS Trust (GGC&MHST) the 
nature and delivery of crisis care is currently under re\~ew. It is necessary that the interface with 
Care Progmmming forms an integml part of the shape of future crisis services. 

16.3 It is proposed at present that out-<lf-hourslon call teams \vill have access to limited information in 
relation to patients/clients currently included in Care Programming. This information will be held 
by the duty doctor at Parkhead Hospital and all access to the data \\~ll occur via him/her. 

16.4 The information available will be:-

• Patient/client's name 

• CHiNo. 

• Keyworker's name and contact telephone number 

• Consultant's name 

• G.P.'s name and address 

• Mental Health/Criminal Procedures Act status 

• Care Programming status - continuing care/severely at risk 





16.5 Out-of-hours teams can contact the duty doctor to ascertain if an individual who is presenting with a 
crisis situation is currently involved in Care Programming. Where the individual's inclusion is 
confirmed then the other information will he available should it he required 

16.6 Access to such details will assist teams to planlprioritise their respcnse and will facilitate the two 
way flow of information hetween out-of-hours teams and mainstream services after the event. 

16.7 As crisis/out of hours arrangements are developed further it is likely that information on all 
patients/clients currently in touch with services will he held centrally. Such information will include 
an individuals inclusion in Care Programming and other essential details arising as a result of their 
inclusion. 

17 REFERRAL ROUTES/ACCESS TO CARE PROGRAMMmG 

17.1 Since 1 July 1995 all new or re-referrals to the psychiatric services have been eligible for inclusion in 
the Care Progrnmming Scheme. 

17.2 The point of entry is, in all cases, the consultant psychiatrist who is the only person authorised to 
sign the referml form. This specification has been set because the tim and foremost criterion for 
inclusion is a diagnosis of "a severe and persistent major psychiatric illness". Only the consultant 
psychiatrist is qualified to make this diagnosis therefore it follows that only he/she can make the 
final decision to refer. This nevertheless does not preclude any other memher of the team from 
"flagging up" to the consultant any particular patient/client who might he giving them cause for 
concern and who they feel might require Care Progranuning. 

17.3 Persons discharged from prison should he referred via the Forensic Psychiatry Service. 

17.4 Persons in hospital are referred from the ward prior to discharge. 

17.5 Persons living in the community will come through the community psychiatric teanlS. 

17.6 Agencies ounvith the community mental health teams can "flag-up" individuals who they think may 
require care programming by contacting the appropriate 10caJity/resource centre manager. 

17.7 When an individual or agency disagrees with the decision in respect of a patient/client's inclusion in, 
or exclusion from, Care Programming, the individual/agency concerned must ensure that this dissent 
is discussed at the inter-agency meeting and he/she should make an appropriate entry, signed and 
dated, in hislher own case record. 

IS SUMMARY OF PROCEDURES FOLLOWING INITIAL REFERRAL 

IS. I The initial referral form details the inclusion criteria and indicates the assessments which the 
consultant in consultation with the multi-disciplinary team feels should he completed for presentation 
at the inter-agency meeting. The form identifies an interim key worker as a contact person, and the 
date, time and venue when the meeting is due to take place. The consultant also records on this 
form whether he/she is considering the patient for inclusion in the Severely at Risk Progmmme. 

IS.2 Where a patient is heing considered for the Severely at Risk Programme a supplementary 
information form should also he completed at this stage (pink form) . 

IS.3 On receipt of the form the co-ordinator notifies the relevant agencies/disciplines of the patient/client 
heing considered and requests the assessments indicated as appropriate on the referral form. The 
relevant parties are also informed of the date, time and venue of the meeting and invited to attend. 

lS.4 At this point the co-ordinator ensures that the patient/client is invited to the meeting and is provided 
with information about Care Progranuning and details of how he/she can access advocacy services to 
accompany or represent himlher at the meeting. (See appendix 6) 

IS.5 At the meeting the assessments are used to identify the patient's health and social care needs and an 
Individual Care Progranune is dmwn up to adequately address these needs. The Care Progranune is 
agreed by the team and where possible also with the patient and hislher carer(s). 

IS.6 The meeting decides if the patient/client is eligible for inclusion in the Severely at Risk Programme, 
pending the opinion of the forensic psychiatrist if one has been sought. If the individual is deemed 
to he a significant risk to others and a forensic opinion has not been sought then this should he 
rectified at this stage. 

lS.7 The Keyworker is agreed by the teanl at this point and he/she is respcnsible for dmwing together and 
documenting the various components of the Care Programme. The main elements of the Care 





Programme and other necessary paperwork are completed by the key worker and returned to the c0-

ordinator within 5 working days. This will include infonnation relating to the scheduled review 
meeting and who should be requested to attend 

18.8 The co-ordinator will forward copies of the Individual Care Programme and details of the 
personneVagencies involved to everyone who attended the meeting, to the GP and to the 
patient/client (and carer(s) where appropriate). 

18.9 Prior to the scheduled date for case-reviews the co-ordinator alerts all relevant parties that the review 
meeting is due to take place and that assessment updates should be prepared for presentation at the 
meeting. 

18.10 Should there be a requirement to review a case prior to the scheduled review date, due to unforeseen 
circumstances, the Keyworker should contact the co-ordinator with the proposed date, time and 
venue. The co-ordinator then contacts all relevant personnel requesting their attendance at the 
meeting. 

18.11 A detailed account of the Glasgow Pilot Project's Operational Guidance is included in Section 2 of 
this report. 

19 DOCUMENTATION 

19.1 A set of documents has been developed for use in the pilot project. The various forms have 
undergone a number of modifications since the beginning of the pilot with some being radically 
altered and others being deleted altogether. The current versions of the forms are included as 
Appendix 7. 

20 STANDARD TIME-FRAMES 

20.1 Standard time frames have been agreed for operation during the pilot project and beyond These 
deal with the time taken from the point where the initial referral for consideration is completed to the 
point where the Individual Care Programme is agreed and put in place. 

20.2 It will be expected that when a patient, is referred to the Continuing Care Programme, that the time 
between the completion date of the referral form and the multi-agency meeting taking place to 
construct the Individual Care Progmmme, \vill be a maximum of 3 weeks. 

20.3 In the case of a patient being considered for the Severely at Risk Programme the time lapse between 
referral and compilation of the Care Programme should be no more than 7 days. 

20.4 For patients/clients currently on the case loads of the psychiatric services and already in receipt of 
multi-disciplinary/inter-agency care, the 3 week standard for the Continuing Care Progmmme !lli!Y 
not be achievable given the sheer numbers involved, but will stiU be aimed for. 

20.5 For patients currently receiving services who are being considered for the Severely at Risk 
Programme the 7 day standard time frame still applies. 

21 ARRANGEMENTS FOR CONVENING INTER-AGENCY MEETINGS 

21.1 It was originally envisaged that as each patient/client was referred, a meeting would be convened to 
solely discuss that particular individual and construct hislher Individual Care Programme. It 
quickly became apparent however, that trying to synchronize times and dates in the diaries of the 
various disciplines and agencies involved at relatively short notice was fraught with difficulties. 

21.2 A number of regular multi-disciplinary meetings already existed across the East Sector at ward and 
resource centre level. In total 13 meetings take place each week and are attended by the consultant 
psychiatrists, other members of the Health Care Team and Social Work. Social workers have been 
allocated to the resource centre teams and the hospital based social work team is well established 
with good \inks to community and ward based services. 

21.3 It seemed expedient therefore to use these prc-existing meetings for Care Programming case 
discussions and to invite other relevant disciplines and agencies to the meetings as appropriate. It 
would appear that this system is functioning effectively and all participating agencies are comfortable 
with these arrangements to date. 

21.4 There are situations however when it is impmctical to include Care Progmmming meetings in pre
existing ward-rounds or allocation meetings. This is most noticable in particularly complex cases 
requiring a great deal of deliberation and in instances where there is already a lot of "routine" 
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business requiring to be discussed making the addition of a Care Programming inter-agency 
discussion unreasonable. 

22 CARE-PROGRAMME REVIEW ARRANGEMENTS 

22.1 At every assessment/review meeting a date, time and venue will be agreed for the next formal care 
programming review to take place. 

22.2 These meetings should occur at least once every six months for patients/clients included in the 
Continuing Care Programme and once every four months for patients on the Severely at Risk 
Programme. 

22.3 At each meeting the personnel to be invited to the next meeting are identified and this information is 
passed to the co-ordinator. The co-ordinator will invite all relevant personnel to the review meeting 
at least four weeks before it is due to take place. Assessment updates will also be requested at this 
point for presentation at the meeting. 

22.4 Where a practitioner detects signs suggestive of a relapse he/she will contact the Keyworker, who 
,vil\ in turn liaise with the co-ordinator and have the review meeting brought forward if such action 
is felt to be appropriate. 

22.5 Detailed operational guidance is included in section 2 of this report. 

23 MODES OF CARE INCORPORATED IN INDIVIDUAL CARE PROGRAMMES 

23.1 It is necessary that patient/client needs are not simply expressed within the context of what one or 
two agencies provide on their "menu" of responses. It is often the case at present that people are 
offered packages of care which are based upon the limited resources available from only one or two 
statutory agencies. 

23 .2 Teams must ensure that they cast their net as wide as possible beyond what is pro,~ded from within 
statutory bodies when identif)~ng and seeking to respond to individual needs. If a true model of 
community care is to be realised then all relevant resources within the community should be 
considered when devising Individual Care Programmes. 

23.3 There is an onus here not only on teams to look beyond their own boundaries when putting together 
care packages but there is also a responsibility among those other agencies operating in the health 
and social care spheres to "publicise" what they provide and how their services can be accessed. 

23.4 With the limited number of individuals referred for Care Programming so far, the follmving 
modes/pro,~ders of support have been utilised in the compilation of Indi,~dual Care Programmes. 

• out-patient attendance 

• domicilliary visits - medical, nursing, social work 

• day hospital attendance 

• input from alcohol services 

• input from advocacy services 

• emergency accommodation services pro,~ded by City Housing 

• supported accommodation services provided by the voluntary sector 

• occupational therapy sen~ces - day centre/home based 

• befriending sen;ces 

• meals on wheels 

• district nursing 

• relatives/carers support 

• social work homeless team support 

• hostel team support 

24 KEYWORKER ROLE AND RESPONSmn..ITIES 

Summary of role: 





24.1 The role of the keyworker will be the co-Qrdination and monitoring of, the implementation of the 
Individual Care Programme. He/she ",ill ensure that regular reviews take place in line with 
designated Care Programming procedures and in many instances will have a (the) major role in 
providing therapeutic support. 

24.2 The Keyworker will have a particular responsibility towards the consultant psychiatrist in ensuring 
that he/she is timeously informed of significant developments in relation to the patient/client's 
mental health or social functioning. 

24.3 The Keyworker will be accountable to hislher line manager. 

24.4 The Keyworker will participate in the assessment of the patient/client's needs and in the compilation 
of the Individual Care Progr.mune. This will be done in collaboration with the patient/client, other 
agencies and disciplines and where appropriate the carer(s). 

24.5 A further aspect of the role will be to act as an advocate for the patient/client to ensure that hislher 
rights and views are accurately and appropriately represented at all meetings and case conferences. 

Other Specific responsibilities are likely to include:-

24.6 Ensuring that all relevant agencies/disciplines, including the consultant psychiatrist and G.P., are 
kept informed of significant developments in relation to the patient/client's physical and mental 
health and social well-being. 

24.7 Ensuring that Care Programming designated procedures are followed by the various 
agencies/disciplines involved and that all parties are aware of their specific responsibilities in terms 
of communication and service delivery. 

24.8 Having responsibility for documenting an agreed Individual Care Programme which will accurately 
reflect the level of input from the various individuals and agencies involved in the delivery of care 
and support to the patient/client. 

24.9 Having responsibility for completing and timeously dispatching to the co-Qrdinator all relevant 
documentation. 

24.10 Ensuring that the patient/client is fully informed of the principles and objectives of eare 
Programming, including any personal or social ramifications which may ensue and with particular 
reference to the various agencies and disciplines who could potentially be involved 

24.11 Ensuring that the patient/client's dignity, privacy and right to confidentiality are maintained 
appropriately. 

24.12 Monitoring the progress of the patient/client and bringing forward, where necessary, any scheduled 
meetings and case conferences as the needs of the individual dictate. 

24.13 Participating in the identification and recording ofunmet needs. 

24.14 The responsibilities are not intended to be exhaustive and may be subjL'Ct to change or 
modification as Care Programming processes e\'ol\'e in the future. 

24.15 It will be the responsibility of the Inter-Agency Team to satisfy themselves that the appointed 
Keyworker has the necessary skills and experience to fu1fi1 the role. 

25 ISSUES ARISING FROM THE FEATURES OF CARE PROGRAMMING AND THE INCLUSION 
CRITERIA 

25.1 The issue surrounding the inclusion/exclusion of patients with a diagnosis of personalltv disorder 
bas alreadv heen described. 

25.2 Major bousing difficulties: The Continuing eare Progr.unme includes "major housing difficulties" 
as a factor which may make an individual eligible for consideration. As a result of this some felt 
that any patient/client with a hostel address and a chronic major mental illness would automatiC'Jlly 
be included. This was never the intention and where it can be clearly demonstrated that an 
individual is living in hostel accommodation through hislher own choice and not as a direct 
consequence of mental illness then it would be inappropriate to refer that indi\~dual for eare 
Programming unless of course he/she met other aspects of the inclusion criteria. 

25.3 Individuals at severe risk of self harm or self neglect: It was (is) felt by some, that indi\~duals 
thought to be at serious risk either through self harm or self neglect should be included in the 
Severely at Risk Progranune instead of Continuing Care. 
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25.4 It is the opinion however of the Steering Group that the Severely at Risk Programme should continue 
to include only those individuals deemed to be at serious risk of harming others as a direct 
consequence of psychotic symptomatology. This is the small minority of people who cause most 
anxiety to the general public and the public expect to see specific measures taken to minimise the 
risk of violent incidents occurring. 

25.5 It should also be borne in mind that there are no restrictions placed upon the level of input which a 
patient on the Continuing Care Programme can receive. If it is felt to be necessary the team can 
devise a Care Progmmme for an individual \vith a level and frequency of input which goes beyond 
the requirements of the Severely at Risk category. In this WdY it can be seen that the particular 
categOlY in which a patient/client is included may not, in every case, be an indication of the level of 
support which that individual requires although the type of support delivered may vary between Care 
Progmnuning's two distinct tiers. 

25.6 The title "Severely .. t Ri.k"; This has caused considerable debate throughout the pilot project 
both at a stmtegic and an opemtionaI level. While some feel that the title appropriately represents 
the client group which the category aims to address, others consider the language to be too "strong" 
and misleading. 

25.1 The main reservation seems to be that the public may not be reassured of the benefits of community 
care if they believed that individuals deemed to be a "severe risk" to others were leading their lives in 
the community with only limited supervision. It is felt by some that any individual who warrants 
the words "severe risk" being applied to himlher, ought to be cared for in a secure environment. 

25.8 The other reservation is in the perceived misleading nature of the term "severely at risk". Many 
individuals interpret this as meaning that it is the patient him/hersclf who is at risk in some way due 
to self harm or self neglect mther than that helshe constitutes a risk to others. 

25.9 The views of all agencies and disciplines are being sought in relation to a possible change of name 
for this tier of Care Progranuning but meantime it has been agreed that we run with the current 
"working" title. 

25 .10 Assessing risk of dangerousness: Some staff felt that they lacked the necessary skills to adequately 
assess the degree of dangerousness present when considering a patient/client for inclusion in the 
Severely at Risk category. 

25.11 Guidance to date has focused on requesting an assessment from a forensic psychiatrist which is an 
automatic feature of the Severely at Risk progmmme. Teams are therefore advised to refer initially 
for inclusion in this category where doubt exists and the final decision can be made when the facts 
are all available. 

25.12 There is, however a training issue here and the Report of the Inquiry into the Care and Treatment 
of Christopher Clunis CHMSO 1994) recommends that training in assessment of dangerousness 
should be provided to staff who have contact with individuals who pose a risk ofviolence. 

25. I3 It has been agreed that suitable training should be provided to ensure that each community mental 
health team includes a CPN with appropriate skillslknowledge in the area of assessment of 
dangerousness, such training is also likely to be e~1ended to key social work staff. 

26 OUTCOMES 

26.1 It is expected that Care Progmnuning will build on existing good pmctice by clarifying procedures 
and responsibilities and improving communication and continuity of care. Implementation should 
therefore include a simple but effective measure of psychological and social functioning which will 
enable outcomes to be gauged when future acti\~ty attempts to evaluate the effectiveness of the 
initiative. 

26.2 The Health of the Nation Outcome Scales (HoNOS) developed by the Royal College of Psychiatrists 
(see Appendix 4a) have been used during this pilot project to provide this outcome measure. 

26.3 The Global Assessment of Functioning SC'dle (GAF) (see appendix 4 b) is already being widely used 
by Community Mental Healfu Teams in Greater Glasgow and provides another relevant measure of 
outcome. 

26.4 Activity is currently taking place to compare the attributes of both rating scales. It is expected that 
at the conclusion of this work a recommendation will be made favouring the implementation of the 





most robust of the two systems. Care Programming will of course fall in line with procedures 
elsewhere and will use the favoured system. 

26.5 Further development is required in the area of social work outcomes and also in relation to housing 
issues. It is expected that such outcome measures will be incorpomted into Care Programming 
evaluation when they become available. 

27 GUIDANCE ON THE ISSUE OF PATIENT/CLIENT CONSENT 

27.1 It is essential to realise that gaining the consent of the individual is not necessarily a prerequisite of 
his/her inclusion in Care Progmrnming. 

27.2 Each individual has a right to receive appropriate health and social care when he/she requires it, and 
Care Programming is a series of processes designed to ensure that this occurs. 

27.3 In all cases, where possible, the patient/client's written consent should be sought and it is necessary, 
as far as is pmctical, that this be 'informed consent'. 

27.4 'Informed Consent' means that the pmctitioner involved should explain the principles of Care 
Progmmming to the patient/client without bias and in as much detail (including personal and social 
mrnifications) as the person requires. Information relating to the various agencies and disciplines 
who could potentially be involved should be integml to the explanation. 

27.5 In situations where the individual declines to give consent, considemtion should be given to the 
soundness of the decision in light of his/her current mental state and likely future mental health. 

27.6 Where non-inclusion in Care Progmmming could jeopardise the delivery of essential care, thus 
compromising the health and safety of the individual or that of others, then the safety of the 
patient/client and these "others" must be the paramount concern. 

27.7 It will be the duty of the Consultant Psychiatrist, in conjunction with the rest of the Team involved, 
including carers where pmctical, to make the final decision in respect of the person's 
inclusion/exclusion. 

28 GUIDANCE ON THE ISSUE OF CONFIDENTIALITY 

28.1 The delivery of comprehensive and appropriate health and social care in the community frequently 
necessitates the involvement of a Multi-disciplinary Team which is supplemented by input from 
other agencies and relevant personnel. 

28.2 It is essential that meaningful communication and the sharing of appropriate patient/client 
information occurs within an atmosphere of trust. It is crucial that the various agencies and 
disciplines appreciate the complementary contribution being made hy each othcr in the 
paticnt/c1ient's hest interests. 

28.3 In the setting of collaborative working, it is important to ensure that the patient/client's right to 
confidentiality is respected. 

28.4 The disclosure of information on a 'need to know basis' to other disciplines and agencies, can be 
justified if it is necessary in the interests of the health andlor safety of the individual or others who 
may be affected by hislher actions. 

28.5 It is important to note that disclosure of information can occur by law, without the consent of the 
individual, where it is considered to be necessary in the public interest. In this case, the 'public 
interest' refers to the interests of an individual, groups of individuals or society as a whole. 

28.6 Where patient/client information is shared during the process of an Inter-agency meeting, it should 
be recognised that this is occurring in strict confidence. Each member of the Inter-agency Team 
must acknowledge the group's shared ownership of the information and seek to ensure that it is not 
communicated to inappropriate individuals or organisations. 

28.7 It would be good practice for a .1atement relating to confidentiality to be made at the outset of 
each meeting to remind thuse preseot of their responsibilities in this regard. 

29 MONITORING ARRANGEMENTS 

29.1 When guidance is issued to standardise procedures and processes in any service or organisation it is 
necessary to monitor the situation to ensure that the guidance is being followed and that it remains 
appropriate and in line with new developments. 





29.2 It is also necessary to ensure that the recipients and providers of services have the opportunity to 
feedback on how the services are provided and their perceived relevance. 

29.3 Within this pilot project the following feedback and monitoring systems have been put in place. 

• The HoNOS Scales to measure outcomes as already descnbed. 

• The user comment form (see document set) 

• A patient/client questionnaire (appendix Sa). 

• Care provider interview schedule (appendix Sb). 

• Recording of unmet needs form (see document set appendix 7). 

29.4 It is too soon as yet to draw meaningful conclusions from any of these measures but they should in 
time provide useful indicators of how Care Programming arrangements should be developed in the 
future. 

29.5 Some early evaluation results arising from the questionnaires and interview schedule are included in 
section 7 of this report with more detailed data contained in appendix Sc. 

29.6 In the longer term it is important that future audit mechanisms address Care Progr.unmi.ng as part of 
mainstream audit schedules, in order to ensure that it becomes an intrinsic part of mainstream 
practice and not an occasionally used adjunct to routine care and support in the community. 

29.7 The Audit Committee of Greater Glasgow Community and Mental Health Services Trust will include 
Care Programming in their remit as part of their review of audit procedures city-wide. 

29.8 It will also be necessary to implement research initiatives aimed at measuring the effectiveness of 
eare Programming as a concept with particular reference to improvements in service delivery and 
changes in patients/clients' mental health. Some preliminary discussions have already taken place 
in this regard. 

30 STAFF SUPPORT 

30.1 Care Programming is intended to address the needs of individuals with long-term severe mental 
illness who are living in the community. 

30.2 It is implicitly recognised that some such individuals will be liable to incidences of self harm 
(including suicide), accident, periods of self neglect and on occasions may pose a threat of 
dangerousness towards others. 

30.3 The focused approach and procedures of eare Programming are specifically designed to prevent such 
undesirable situations but the shift to community care is not without risk and inevitably unfortunate, 
unforeseen episodes will occasionally occur, despite all of the efforts made by health and social care 
agencies. 

30.4 Potentially, staff working with patients/clients who are involved in eare Programming, are more 
likely to be faced with a major incident such as self-harm, suicide, accidental death or violence. 

30. S It is important when such incidents occur that systems are in place to ensure that staff are assisted in 
dealing with the trauma as this could clearly have an adverse effect on the individual and 
subsequently on their day-to.<Jay work. 

30.6 Problems such as these however are not solely to be found within the sphere of Care Programming 
and it would be inappropriate to devise a staff support policy which focused specifically on this area. 

30.7 Greater Glasgow Community & Mental Health Ser.~ces Trust have a working party currently 
addressing the whole issue of staff support. The protocols and procedures which arise from their 
recommendations "ill be applicable to staff working throughout the service and not merely those 
involved in the delivery of care via eare Programming arrangements. 
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SECTION 3: OPERATIONAL GUIDANCE 

I. GENERAL OPERATIONAL PROCEDURES 

1.1. All patients/clients should be considered for Care Progr.unming automatically as part of routine 
discharge protocol. 

1.2. All patients/clients on current caseloads should be considered for Care Programming as they 
naturally come up for review. 

1.3. Agencies and disciplines outwith the resource centre!hospital teams can "flag-up" patients/clients 
they feel are eligible and would benefit from Care Progr.unming, by contacting the locality manager 
at the appropriate mental health resource centre. The locality manager will then ensure that the C"~se 
is dealt with using the particular resource centre's an-mgements for dealing with such referr.us. 

1.4. 

1.5. 

1.6. 

The patient/client should be assessed against the inclusion criteria and a decision is taken by the 
tearn as to whether helshe is eligible for Care Programming. 

The final decision to refer or not to refer will rest with the consultant psychiatrist. 

Where there is less than full agreement with the decision to refer or not to refer, dissenting 
individuals or agencies should clearly record their disagreement and reasons in their respective care 
files/records. 

1.7. If the patient/client is deemed likely to be appropriate for Care Progr~mming the "considemtion for 
inclusion' form (blue) should be completed in full and should contain the following information:-

• Patient/client's identifying information the cm No is essential and can be obtained by 
contacting the CHi helpline on 211.3929 or by contacting the patient/client's GP. 

• The GP's name, address, telephone number and whether helshe should be invited to attend 
meeting. 

• The inclusion criteria which have been met. 

• Whether the patient is being reformed for the "Severely at Risk" progr~mme 

• The assessments being requested 

medical, nursing and social work are standing orders in every case. 

• Details of an interim Keyworker. 

• The dateltimelvenue of the planned inter-agency meeting. 

The meeting should take place within 21 days for the Continuing Care Programme 
and within 7 days for the Severely at Risk Programme. (See section 2 - 1.40) 

The form must be signed by the Consultant Psychiatrist who must have seen the patient recently. 

1.8. Where a patient/client is being referred for the "Severely at Risk" programme the referral form 
should be accompanied by a (Pink) 'additional information" form. The following information is 
required on this form:-

• Mental Health Criminal Procedures Act status. 

• Inclusion criteria which have been met. 

• Evidence of specific episodes of violent behaviour and criminal convictions. 

• Specific waruing indicators of future violent behaviour. 

The form should be signed by the Consultant Psychiatrist. 

1.9. All patients/clients referred to the "Severely at Risk" programme will have a forensic assessment 
carried out within four weeks of the referral being made. The co-ordinator will request this forensic 
assessment but in addition the consultant should forward written details of the case to the forensic 
tearn at the Douglas Inch Centre. 

1.10. The form should be faxed to the Care Progr~ng Co-ordinator who is based in:-
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The Crail Street Centre 
155 Cmil Street 
GLASGOW 
G315RB 
Tel: 0141.554.1464 
Fa,,: 0141.556.1238 

The original should be kept io the patient/client's case notes. 

1.1 I. On receipt of the fonn the co-ordinator will check to ensure that it has been completed properly and 
will alert the designated contact person where there are omissions andlor errors in completion. 

1.12. The co-ordinator will open a file for the new referral and will include his/her name io the 
appropriate registers. 

1.13. The co-ordinator will contact the appropriate resource centre or hospital-based senior social worker 
and ascertaio if there is current social work iovolvement with the patient/client and if so who is 
iovolved, their base and line manager's name. This iofonnation should be relayed to the co
ordinator within two working days of it beiog requested. 

1.14. The co-ordinator will write to the GP ioviting himlher to attend the ioter-agency meeting if 
requested to do so. 

1.15. The co-ordioator will then notiIY by faxlletter, the consultant psychiatrist, C.P.N., and appropriate 
social work staff, to alert them that written assessments will require to be completed for presentation 
at the scheduled meeting. They will also be notified of the date, time and venue of the meeting. In 
many iostances comprehensive assessments will already have been carried out. 

1.16. When assessments have been requested from agencies oul\vith medical, nursiog and social work the 
co-ordioator will notiIY said agencies of the meeting details and of the need to have assessments 
completed timeously. In the case of city housiog all referrals will be co-ordioated through an 
identified person at the Hamish Allen Centre. 

1.17. Independent housing associations will be contacted via the regional officer of the Scottish Fedemtion 
of Housiog Associations. (Tel. 0141.332.8113) 

1.18. Where no housiog assessment has been requested the co-ordioator will nevertheless contact the 
appropriate housiog dept/agency to alert them of the referral, in the event that there are housiog 
issues in connection with the patient/client which the tearn may be unaware of. If this is the case the 
co-ordinator will alert the interim key-worker/contact person to ascertaio if a representative from 
housiog needs to be iovited to the meeting. 

1.19. The patient/client will receive an ioforrnation pack, hand delivered by the ioterim Keyworker, which 
will contaio:-

• An ioforrnation leaflet on Care Progmmmiog 

• Details of how advocacy services can be accessed. 

• An iovitation to attend the ioter-agency meeting. 

1.20. The ioterim Keyworker will provide the patient/client with a full explanation of Care Programming 
which will ioclude:-

• Aims/objectives of the scheme. 

• Reasons behiod the iodividual's proposed inclusion. 

• Agencies/disciplines likely to be iovolved. 

• Any personal/social mmifications which could possibly ensue. 

1.21. The patient/client's written consent will be sought in every case using a Care Progmmming consent 
fonn. See gnidance notes on consent (section 2.27). 

1.22. Prior to the scheduled meeting the co-ordioator will fonvard to the ioterim Keyworker/contact person 
the paperwork which will require to be completed at the meetings conclusion. 
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1.23. All disciplines and agencies from whom assessments have been requested will be sent self-adhesive 
labels which will be attached to their assessments and case records "flagging up" the fact that the 
patient/client has been included in the Care Programming Scheme. 

1.24. The meeting will take place on the scheduled date and all disciplines/agencies whose involvement 
has been requested should attend as a matter of priority. (See paragraphs 1.32 and 1.33) 

1.25. If any individual is unable to attend the meeting due to competing priorities then their written 
assessment should be presented at the meeting by a deputy or as a last resort should be fomarded to 
the interim Keyworker/contact person for consideration at the meeting. 

1.26. The co-ordinator will maintain a register of arranged meetings, who was requested to attend, who 
actually attended etc. for periodic evaluation purposes. 

1.27. Prior to commencement of the inter-agency meeting, it would be good practice and re-assuring to the 
patient/client, if a statement in relation to the need to respect confidentiality was made and if each 
person present identified themselves and explained their reasons for being there. 

1.28. The meeting will consider the assessments and the needs of the patient/client will be identified. An 
Individual Care Programme will be agreed with user/carer involvement. A review date will be set. 

1.29. The Individual Care Programme should include:-

• the agencies/disciplines involved 

• the specific needs identified 

• the level of agreed input from each discipline/agency 

• the individual practitioners responsible for delivering the care/support 

• the Keyworkers name and contact details 

• the date/timelvenue of the planned review 

1.30. It is expected that the individual disciplines/agencies will also record, in their own records, their 
specific roles and responsibilities in respect of the delivery of the care, using existing systems and 
proformas. 

1.31. The identified KC)~\'orker will be responsible for drawing together the roles of the various 
disciplines/agencies and documenting them in the Individual Care Programme. 

1.32. If a particular agency is not represented at the meeting and their further involvement is deemed 
appropriate it \vill be the responsibility of the key-worker to ensure that someone from the team 
liaises effectively with them. 

1.33. At the conclusion of the meeting the KC)~vorker will complete the following documentation: 

FORM "YELLOW 1" - Which records who was present at the meeting, who should be invited to the 
review meeting, whose details (as contact persons) should be fomarded to the patient/client. 

FORM "YELLOW 2" - The Individual Care Programme which details the outcome of the meeting 

HoNOS SCALES: - Which will provide a baseline for future outcome measurement. 

1.34. Keyworkers should ensure that forms "yellow I" and "yellow 2" are typed prior to dispatch to the co
ordinator. Secretarial stall will have copies of the forms "on disk" for this purpose. Individual 
Care Programmes should be signed by the K~vorkcr. Copies of all documents should be retained 
within the patient/client's casenotes. 

1.35. Kepvorkers should ensure that the patient/client receives a copy of the "user comment form" (form 
yellow 3) and that he/she is given an explanation as to how it can be used. 

1.36. Completed documentation must be in the hands of the co-ordinator no later than 5 working days 
following the meeting date. Where this fails to occur a "reminder" will be sent and copied to the 
K~vorker's line manager. • 

1.37. On receipt of the documents the co-ordinator will forward copies of the Individual Care Programme 
and details of the personnel involved to everyone who attended the inter-agency meeting. 

1.38. The GP will receive a copy of the Individual Care Programme and details of those involved as will 
the patient/client himlherself. 
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1.39. The co-{)rdinator will log all relevant data in the patient/client's Care Programming file and will 
enter the review date onto a "bring forward" system which will alert the co-{)rdinator of the review 
approximately four weeks before it is due to take place. 

1.40. In the case of patients/clients referred to the "Severely at Risk" programme, the first meeting will 
take plaee within 7 days of the referral being made. At this meeting the Individual Care Programme 
will be agreed as in the case of the "Continuing Care" category. The inter-agency team should then 
reconvene within four weeks to consider the assessment by the forensic psychiatrist which should be 
available by then. It will be the responsibility of the Keyworker to liaise with the forensic 
psychiatrist and the rest of the team to arrange a suitable date/time for this second meeting to take 
plaee and to notify the co-{)rdinator of this as soon as possible. The co-{)rdinator will invite all 
relevant personnel to the meeting and the Individual Care Programme will be reviewed in light of the 
forensic opinion. 

1.41. Four weeks prior to any scheduled review date the co-{)rdinator will alert all relevant parties 
including line managers where appropriate that the meeting is due to take place and that written 
assessment updates are required. 

1.42. The patient/client will be notified of the date/timelvenue of the meeting and will be invited to attend, 
in the company of an advocate/carer(s) if he/she so desires. The patient/client will once again 
receive details of how advocacy services can be accessed. 

1.43. The inter-agency review meeting will take place and at this point one offour things can occur: 

• The Individual Care Programme continues to be appropriate and remains unchanged. 

• The Individual Care Programme is modified in some way. 

• The patient/client transfers between the two tiers of Care Programming 

• The patient/client is no longer appropriate for Care Programming and is removed from the 
scheme. 

1.44. It is the responsibility of the KC)worker to ensure that steps 1.33 to 1.36 are followed for all rC\~ew 
meetings. 

1.45. The Keyworker in conjunction with the team will also be responsible for recording unmet needs 
using the appropriate form (yellow 4). The completed form should be returned to the co-{)rdinator 
and a copy retained in the patient/client's casenotes. 

1.46. On receipt of the documentation the co-{)rdinator will repeat steps 1.37 to 1.39. 

1.47. If any needs are unmet then this should be recorded for discussion at the local management group 
meeting. Needs which remain unmet due to resource deficits should be brought to the attention of 
G.G.C.M.H.S.T. Contracts and Planuing Department. 

1.48. It is the responsibility of eacb Consultant, Social Worker, C.P.N., or otber individual to ensure, 
in tbe event of annual leave, etc. tbat be/sbe is represented by a named colleague at any pre
arranged Care Programming, inter-agency meetings. 

Similarly, wben inter-agency meetings are being planned, this should not be done to 
accommodate a particular individual wbo may be on boliday/study leave, etc. The meeting 
sbould take place at tbe earliest possible opportunity to meet tbe needs of the patient/client 
concerned. Wbere tbere is a potential clasb witb a period of lean, it is tbe responsibility of 
tbe individual going on lea,'e to identify (name) a colleague wbo will represent himlher. 

1.49. When the co-{)rdinator invites a C.P.N. or Social Worker to an inter-agency meeting to discuss a 
particular patient/client, that, individual's Line Manager ,vill also be notified that the meeting is due 
to take place. This will allow the Manager to delegate the responsibility for attending the meeting to 
someone else should the original person be unable to attend due to sick leave, etc. 

2. PATIENTS/CLIENTS AT RISK «,>F BECOMING LOST TO FOLLOW-UP (Draft Nov.l995l 

Alert Situations 

2.1. It is necessary that it is clear to the practitioners involved when it is appropriate for assertive follow
up arrangements to be applied. Such occasions are likely to be: 

• When a patient/client leaves hospital against medical advice 





• When a patienVclient absents himlherself from hospital 

• When an out-patient appointment is missed 

• When a patienVclient is not at home for a pre-arranged visit 

• When a day-hospital appointment is missed with no explanation 

• Where a patienVclient has expressed a reluctance or unwillingness to participate in follow
up care 

• Where a patienVclient has a significant history of defaulting from care 

• Where a patienVelient relocates outwith a practitioner's or team's area of responsibility 

2.2. All of the above situations relate in this instanee to patients/clients involved in Care Programming. 

2.3 . All patients involved in Care Programming will have a sticker confirming the fact prominently 
displayed on the cover of their case notes. 

Designated Procedures 

2.4. PatientS/Clients who lene bospital against medical ad'ice 

2.5. The named nurse (or associate nurse) on the ward will notifY the Care Programme Keyworker and 
the Consultant immediately. The named nurse will also observe any other local protocols which are 
in place to deal with sucb occurrences. 

2.6. The Keyworker will inform the patient's next~f-kin of the occurrence. 

2.7. Tbe KC)worker will liaise \vith the Consultant or Deputy to determine the urgency of the situation 
and agree a plan of action which will include the setting of a date for an inter-agency meeting >vithin 
7 working days of the discharge from hospital. 

2.8. The Key\\'orker will ensure that a member of the team visits the patient's home address and other 
likely locations within 24 hours of the discharge from bospital in an attempt to re-establish contact. 

2.9. The KC)'worker >vi11 contact the Care Programming Co~rdinator \vith the date, time, venue of the 
proposed inter-agency meeting. 

2.10. The Co~rdinator will inform all relevant personnel of the occurrence and \\i11 invite them to attend 
the proposed inter-agency meeting. 

Relevant personnel are likely to be: 

• Consultant 

• GP 

• Keyworker 

• CPN 

• Social Worker 

• PatienVClient 

• Carerl Advocate 

• Housing Officer 

• Ward-based narned nurse 

• Other personnel wbo have attended pre\ious meetings. 

2.11. Where contact is not re-established \vithin 24 hours; the Keyworker \\ill ensure that daily attempts 
are made by a member of the team to contact the patient. 

By visiting hislber horne address 

By contacting relatives, known friends 

By visiting/contacting other likely locations 

2.12. It will be the KC)Worker's responsibility to keep the Consultant and the ne"1~f-kin informed on a 
daily basis. 





2.13 . Regardless of whether or not contact has been re-established with the patient/client, the inter-agency 
meeting should take place at the pre-arranged time to determine an appropriate action plan. 

2.14. Patients/Clients who absent tbemselves from bospital 

2.15. Procedures in this instance should mirror the action to be taken in the cases where patients discharge 
themselves from hospital against medical advice. 

2.16. Once again, local protocols covering such occurrences should be adhered to in addition to any 
additional action which may be required under the procedures for patients on Care Programming. 

2.17. In situations where the patient/client concerned is included on the Severely at Risk Programme, 
then the Keyworker will be notified immediately by the named nurse on the ward. The Keyworker 
in turn will ensure that the Consultant, the GP, the police, and relatives/carers are notified without 
delay and that other members of the inter-agency tearn are notified as soon as possible. 

2.18. It will be the responsibility of the Keyworker to ensure that a member of the team attempts to re
establish contact with the patient/client within 8 hours and twice daily thereafter, until either contact 
is re-established or an inter-agency meeting decides upon an appropriate course of action. 

2.19. When an out-patient appointment or a pre-arranged home visit or day hospital appointment is 
missed. 

2.20. In these situations, the practitioner involved should inform the Keyworker and the Consultants of the 
occurrence. A judgment should then be made by the Consultant in conjunction with the Keyworker 
regarding the significance of the occurrence and what action requires to be taken. They will have to 
consider such as: 

• Whether this is the first appointment to be missed. 

• When the patient/client was last seen and his/her mental state at that time. 

• The patient/client's history in terms of compliance with medication/follow-up. 

• The stability of the patient/client's home environment 

• The presence/absence!qnality of family or carer support 

• The patient/client's history in respect of episodes of self-harm. 

• The patient's history in respect of violence/dangerousness. 

• History of alcohol and drug abuse. 

2.21. In cases where there is no immediate concern felt, then another out-patient appointment should be 
armnged and the Keyworker should ensure that a home visit is carried out by a member of the tearn 
within 5 working days. 

2.22. Where a sense of urgency exists, the Keyworker will ensure that a member of the team carries out a 
home visit \vithin 48 hours, to ascertain the reason for the missed appointment and to screen for any 
acute changes suggestive of a relapse. 

2.23. Where contact is not re-established via the home visits, then the Keyworker should liaise with the 
Consultant to arrange a date for an inter-agency meeting to take place. Thereafter, events should 
proceed as from 2.9 to 2.12. 

2.24. Where contact is re-established prior to the inter-agency meeting taking place. The Consultant in 
consultation with the Keyworker will decide whether the meeting should still go ahead, or whether 
plans can revert back to the position which existed prior to the missed appointment situation. 

2.25. It will be the responsibility of the Keyworker to notify the Co-<>rdinator when a meeting is being 
cancelled. The Co-<>rdinator, in tum, will inform all relevant personnel of this decision. 

2.26. Where a patient/client has expressed a reluctance to participate in follow-up or has a hh10rv 
defaulting from care. 

2.27. Patients/clients at risk of being lost to follow-up as a consequence of their reluctance to co-<>pemte 
with follow-up initiatives and their propensity to default from care, are likely to require ongoing 
"assertive" input from health and social care agencies on a medium-to-long-term basis. 

2.28. This type of assertive follow-up is likely to include the following elements: 
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• The intensity of the follow-up should be balanced against the patient/client's needs and 
degree of risk. 

• It will probably be eA-pedient for a single practitioner to be responsible for maintaining 
contact with the patient/client. More than one person visiting a patient who has misgivings 
about follow-up could have a detrimental effect on continuity of contact. 

• Medium to long-term persistence, probably over many months, is likely to be required from 
the practitioner involved. 

• The long-term aim will be to develop a relationship between the patient/Client and the 
practitioner which is therapeutic and conducive to continuity of contact. 

• Initial goals of care should be determined by the patient/client as much as possible to try and 
build an atmosphere of trust and demonstrate the appropriateness and benefits offollow-up. 

• Third party contact should be employed where possible when direct contact cannot be 
established or has broken down. 

• There has to be acceptance from tbe team involved and relatives/carers that limited service 
provision is preferable to no service provision at all. 

• Frequency of contact should be at least on a once per week basis, and more frequently than 
this (perhaps daily) when the patient's needs are particularly acute. 

• Close liaison between the practitioner involved and the GP and Consultant Psychiatrist will 
be required. 

2.29. There is considerable evidence (Ford et ai, 1995) which supports the idea that assertive follow-up (or 
outreach) services as described can ensure that individuals \vith severe, long-term mental illness 
maintain contact witb service providers and receive the health and social care which they require. It 
is necessary, therefore, for Care Programming inter-agency teams to build such responses into their 
agreed Individual Care Programmes where appropriate, to ensure that assertive follow-up becomes 
part of the community practitioner's role. 

2.30. Where a patient/client re-locates outwitb a practitioner'. or community team's area of 
responsibility 

Planned Re-location 

2.3 1. It is essential that meaningful liaison takes place between the bealth and social care agencies 
currently involved with a particular patient/client and their counterparts in the area to wlrich the 
individual is relocating, particularly on a consultant to consultant basis. 

2.32. It will be necessary where practicable, that the current providers of support maintain contact with the 
patient/client until the "new" team fully take over the management of that person's care. 

2.33 . It will be the responsibility of the Keyworkcr to ensure that all members of the inter-agency team are 
aware in advance that the individual is planning to relocate. Tlris \viII allow each agency to liaise 
effectively \\~th their counterparts in the "new" area and set the processes in motion for banding over 
the case. 

2.34. An inter-agency meeting \\~11 be convened prior to the re-Iocation to wlricb key personnel from the 
"new" area should be invited. It is recognised that this may not be practical in instances where the 
new location is far removed from the patient/client's current situation. In such circumstances, it is 
imperative that frequent, meaningful, well-documented liaison takes place prior to and following the 
re-location taking place. 

2.35. It may be necessary, in some instances, for particular agencies or disciplines to maintain contact for a 
longer period following re-location, before their counterparts in the new area assume full 
responsibility for management of tbe case. 

2.36. Prior to the re-location occurring, the service providers involved must be confident that adequate 
support systems are in place in the "new' area. Documented evidence of the level of current support 
should be contained within the patient's notes. In addition, documented evidence of the support 
which will be provided in the "new" location and who precisely will be responsible for ensuring the 
delivery of this support should also be contained in the notes. 





2.37. Each discipline/agency currently involved with the patient/client must ensure that their counterparts 
receive a comprehensive written assessment of the patient concerned, outlining the historical 
background of their involvement with the individual in addition to an account of the current 
situation. 

2.38. It would be good practice in all cases, where practicable, for the Keyworker currently involved to 
attend the first inter-agency meeting convened by the providers of care in the "new" location. 

Unplanned Re-location 

2.39. In situations where a patient/client re-locates to another area with little or no warning, but where the 
new location is known, the following procedure should be observed 

2.40. It \vill be the responsibility of the Keyworker to ensure that all members of the inter-agency team, the 
GP, relatives/carers (where appropriate) and the Care Programming Co-<>rdinator are informed at the 
earliest possible opportunity. 

2.41. The Ke}worker will liaise with the Consultant Psychiatrist and an inter-agency meeting will be 
convened. 

2.42. The Ke}'Worker will ensure that service providers in the new location are alerted of the situation and, 
where practicable, he/she will invite them to attend the scheduled meeting. Thereafter, procedures 
should be followed from 2.34 to 2.38. 

2.43. Where a patient/client re-locates to an unknown destination \vithout warning, then that individual 
will be considered as being "lost to fOllOW-Up" . 

3. PATIENTS/CLIENTS "LOST TO FOLLOW-UP" (Draft Nov. 1995) 

3.1. Patients/clients will be considered as being "lost to follow-up" under the following circumstances. 

• When three consecutive out-patient appointments have been missed and designated 
procedures have failed to re-establish contact or the reason for default. 

• When no contact has been made with the patient/client or significant third party on three 
consecutive home visits. 

• When reliable information alerts the team that the patient/client has changed address to an 
unknown location. 

• When a patient/client absents himlherself from hospital or discharges himlherself against 
medical advice, with no known (or an uncertain) forwarding address and where designated 
procedures have failed to re-establish contact. 

• When default from day hospital attendance occurs on three consecutive days with no known 
reason and where designated procedures have failed to re-establish contact or the reason for 
default. 

3.2. When a patient/client is considered to be "lost to follow-up", it will be the responsibility of the 
practitioner who is initially alerted to the situation to inform the Ke}worker as soon as possible and 
within one working day. 

3.3. The Keyworker will liaise with the Care Programming Co-<>rdinator in ensuring that designated 
procedures are followed 

3.4. All relevant personnel must be informed as soon as possible. These will include: 

• The next -<>f-kinlcarer relatives 

• GP 

• Consultant 

• Social Worker 

• Other members of ihe inter-agency team 

3.5. The police should be alerted to the situation and given the follmving information: 

• The patient/client's name and any known aliases 

• The last known home address 





• Name and address ofnex(-{)f-kinlrelative/carers 

• Date/time/location last seen 

• Detailed description 

• Mental Health Act/Criminal Procedures Act status 

• Known "haunts" 

• Care Programming Status - continuing care/severely at risk 

• An agreed assessment of the degree of risk of harm to self or others. 

3.6. The name and rank of the police officer to whom the information is relayed should be noted and a 
copy of the information given should be retained in the patient's file. 

3.7. The patient'S/client's details as outlined ahove should also be circulated to the following agencies 
within the Greater Glasgow area. 

• Mental Health in-patient facilities 

• Mental Health Resource Centres 

• Social Work Departments 

• Health Centres 

• Accident and Emergency units 

• Hostelslhomeless units/refuges/emergency accommodation facilities 

• Health/Social Work out-{)f-hourslcrisis teams 

• Relevant agencies from the voluntary sector 

• Doctors' Deputising Service 

• Alcohol/drugs agencies 

3.g. Where the ahove procedures fail to re-establish contact with the patient/client within 5 working days. 
The net should be widened, with all Care Programming/Discharge and After-Care ~rdinators on 
a national network being alerted to the situation. Each Co-{)rdinator will then in tum alert the 
appropriate personnel and agencies within their own sphere of responsibility. 

3.9. Whenlif contact is re-established, it will be necessary for the team involved to ensure that meaningful 
liaison takes place between themselves and the service providers in the patient's new location. This 
communication should, ideally, be on an agency-to-agency, discipline-to-discipline basis, in addition 
to being a significant responsibility of the Keyworker and Consultant Psychiatrist. 

4. INTERFACE WITH ADMISSIONIDISCHARGE PROCEDURES (Draft Nov. 1995) 

4.1. !fthe Keyworker is unaware that the admission has taken place (e.g. weekendslout-{)f-hours), then it 
will be the responsibility of the named nurse on the ward to ensure that the Keyworker is informed 
on the first day that he/she (the Keyworker) is on duty following the admission date. Where the 
Keyworker is on leave, the appropriate Resource Centre!Locality Manager will be informed of the 
occurrence. 

4.2. It will be the responsibility of the Keyworker (or deputy) to ensure that the various members of the 
Inter-Agency Team are informed of the patient's/client's admission to hospital. 

4.3. It will be the responsibility of the key-worker to inform the Care Programming Co-{)rdinator of the 
hospital admission on the same day that he/she becomes aware of the occurrence. 

4.4. The Co-{)rdinator will register the admission to hospital in the patient'S/client's C.P. record and will 
inform the various members of the Inter-agency Team, by letter, of any planned meetings requiring 
to be cancelled as a consequence of the admission. 

4.5. The named nurse on the ward will cheek to ensure that Care Programming notification stickers are 
prominently displayed on the front cover of the patient's/client's case notes. Stickers can be obtained 
from the Co-{)rdinator's office. 





4.6. The named nurse will ensure that the case notes contain the most up-to-date copy of the 
patient's/client's Individual Care Programme and an up-to-date list of the various personnel involved. 
This can be done by contacting the Co-ordinator. 

4.7. A formal Care Programming meeting should take place on the ward no later than three weeks 
following the date of admission or prior to discharge, whichever is soonest. It will be the 
responsibility of the Keyworker to inform the Co-ordinator immediately as soon as the meeting date 
has been agreed. The Co-ordinator will invite all relevant personnel to the meeting. 

4.8. Where admission is of a particularly short duration (i.e. less than 7 days) it may not be practical to 
convene a meeting prior to the patient's/client's discharge taking place. In such cases, the meeting 
should take place in the community setting, post-discharge, and \vithin three weeks of the admission 
date. 

4.9. In the case of patients/clients on the 'Severely at Risk' programme, discharge from hospital should 
not occur without being preceded by a Care Programming Inter-agency meeting. 

4.10. Care Programme review meetings may take place in the hospital setting for the duration of the 
individual's stay as an in-patient. This could occur as an adjunct to the usual weekly 'ward round'. 

4.11. Not every ward round meeting will be a formal Care Programme review but all should be attended 
by: 

• The Consultant or deputy 

• The patient/client's named nurse or associate nurse on the ward 

• The Care Programme Keyworker 

• The community 'named' nurse (if different from the Keyworker) 

• The Social Worker (if different from the Keyworker) 

4.12. The Keyworker \vill liaise with the Co-ordinator with regard to dates/times of formal care 
programme reviews, as soon as they are known. The Co-ordinator will ensure that all relevant 
personnel are invited to attend. 

4.13. The Ke}worker will bridge the gap between hospital and community services and \vi\l ensure that all 
relevant personnel (including relatives, advocates and carers where appropriate) are kept informed of 
the patient/client's progress. 

Discharge from Hospital of a patient/client on Care Programming Scheme 

4.14. All hospital in-patient/clients should be considered for Care Programming routinely as part of 
discharge planning. This should be carried out by the Consultant Psychiatrist in conjunction with 
the Multi-disciplinary Team, usually during a ward round or similar meeting, at which the 
patient/client is matched against the inclusion criteria. 

4.15 . Where Care Programming has been felt to be an inappropriate measure for a particular patient/client, 
then the Consultant should ensure that this is prominently recorded, signed and dated in the 
casenotes or discharge checklist. Similarly, all other disciplines present should record this fact in 
their respective notes/files. 

4.16. Where referral for consideration for Care Progranutting is deemed to be appropriate, then the 'Blue" 
referral form should be completed in full by the Consultant, including the following information: 

• Assessments being requested 

• Date, time and venue of proposed meeting 

• Name of interim Ke}~\'orker/contact person, including a telephone number 

4.17. The referral for Care Programming should not be left until the patient/client's discharge is imminent 
but should occur as soon as is deemed practicable by the Consultant in consultation with other 
relevant personnel. 

This permits early identification of the individuals concerned and facilitates more effective planning 
and co-ordination of post-discharge support systems. 





4.18. The referml form should be faxed to the Co-<>rdinator immediately on completion and standard 
timescales in relation to setting up the Inter-agency meeting apply, as in the case of a commurtity
based new referml, i.e. 

• 2 I days for the Continuing Care Programme 

• 7 days for the Severely at Risk Programme 

4.19. On receipt of the referral, the co-<>rdinator will contact the Resource CentrelLocality Manager to 
ascertain the name of the CPN who should be invited to attend the meeting. 

4.20. All other disciplines and agencies will be invited as per general operational procedures. 

4.21. At tbe time of discharge, all patient/clients should either have a Care Programme in place or 
have an esplicit entry in their notes which states that Care Programming was not felt to be a 
necessary course of action. 

4.22. Where a patient/client is identified for Care Programming but where discharge is, as yet, some way 
off, then it could be appropriate for the Keyworker to be a member of hospital-based staff, (named 
nurse/social worker/OT) until the stage is reached when discharge is being contemplated as a 
realistic possibility. This allows early identification of the patient/client concerned but leaves the 
'co-<>rdination of care' role with a member of staff who has significant involvement with the 
individual on a daily basis during what could be a medium-length stay in hospital. The Keyworker 
responsibilities could later be relinquished to a community-based member of staff when the actual 
discharge is being contemplated. 

4.23. Where a patient/client has social work input from within the hospital Social Work Team, then 
continued social work involvement post-<lischarge will be carried out from the most appropriate base, 
be that Hospital Team, Area Team or Resource Centre Team. 

4.24. Medical, Nursing and Social Work casenotes and files should transfer and translate between hospital 
and community settings as the patient/client moves between in-patient and community-based 
services. 

4.25. It will be the responsibility of the Keyworker to ensure that the co-<>rdinator is informed that 
discharge from hospital has taken place, whether the discharge is planned or unplanned (e.g. against 
medical advice). 

4.26. In situations where discharge is unplanned or where the patient/client simply absents himlherself, 
then standard protocols for such occurrences will come into force. See notes on patient/clients at 
risk of being lost to follow-up. (sections 2.2 and 2.3) 

5. REMOVAL FROM THE CONTINUING CARE/SEVERELY AT RISK PROGRAMMES 

5.1. It is important that mechanisms exist to review each individual's inclusion in the Care Programming 
scheme and in particular the Severely at Risk Programme. It is therefore essential that 
patient/clients are assessed against the entry criteria at each review meeting. 

5.2. It is likely that a significant number of individuals will be subject to Care Programming on a 
permanent basis due to the nature of their particular mental health problems. 

5.3. It is essential that where a decision is taken to move an individual from one tier of Care 
Programming to another, or to remove himlher from Care Programming altogether, that this 
decision is made at an inter-agency meeting and follows discussion with the GP. 

5.4. The final decision will rest with the consultant psychiatrist who will consult with the rest of the team 
before reaching a final conclusion. 

5.5. At the conclusion of the meeting the decision will be communicated in writing to the co-<>rdinator by 
the individual's Keyworker. The Keyworker will also be responsible for explaining the decision and 
the rationale behind it to the patient/client/client and carer(s) where appropriate. 

5.6. The co-<>rdinator ensures that all relevant personnel are notified in writing confirming that the 
decision has been taken. 

5.7. Where the individual has moved betwecn the Continuing Care and Severely at Risk Programmes a 
revised and updated Individual Care Programme should also be compiled by the Keyworker at the 
conclusion of the interagency meeting. 



j 



5.8. Where an individual has been removed from Care Programming altogether the CXHlrdinator will 
closc the appropriate Care Programming file and each discipline/agency involved should ensure that 
an entry to this effect is entered, dated and signed in their respective casenotes/files. 
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1. REFERRALS 

CARE PROGRAMMING 
GLASGOW PILOT PROJECT 

SECTION 4 
STATISTICAL DATA 

1.1. Although the Pilot Project commenced on I July 1995 the first 3 - 4 weeks were mainly taken up 
with educational and awareness activity across the disciplines and agencies involved. The first 
referrals therefore did not come in until towards the end of the month. 

1.2. In total 37 referrals were =ived all of whom were included in the scheme following the 
respective inter-agency meetings. 

1.3. By the end of the pilot project only one referral had been received for the Severely at Risk 
Programme and this would appear to be in keeping with the very small number expected for this 
category - approximately three in total for the East Sector by the time of full implementation. 

1.4. Of the 37 referrals received 26 were for males and 11 for females. 

2. ATTENDANCE AT MEETINGS 

2. 1. All 37 patients/clients were invited to the inter-agency meetings set up to discuss their care. Of 
these 15 actually attended four of whom were accompanied by advocates. 

2.2. The main statutory agencies of Health and Social Work were represented at all of the meetings 
which took place. 

2.3. Of the social workers involved 23 were either resource centre or hospital based, 14 came from 
local area teams and six represented the Single Homeless Team. 

2.4. It was decided with one third of the project still to run that we should invite GPs to attend the 
meetings. One GP accepted the invitation with most others forwarding their apologies. 

2.5. Glasgow City Housing were invited to attend 18 meetings and accepted the invitation to attend in 
every case. 

3. KEYWORKERS 

3.1. No keyworkers were appointed ounvith Health and Social Work. With 31 keyworkers being 
members of nursing staff and six being members of Social Work staff. 

, 





lVIONTHLY STATISTICAL RETVRN. ] 

IPiIUODENDING; 31st december 1995 

RESOURCE CENTRE REFERRAI.S. PARKHEAD 'III!'"~ REFEB.~S 

MID-SECTOR CITY·CENTRE EASTERHOUSE DAY WARD ~ WARD QI!!EB 

MONTH I.QIAl. QH. QH. I2B. I2B. I2B. I2B. I2B. I2B. HO§PITIlo!. QNJ; ~ EQl!B WABQ 

1996 BEFERRALS GRAY WALKER DOWNIIi BRODIE MOORE LOCKE .M!m3A EbilNAGAN REFERRAL~ L ID""ERRAL! RliFIiBM~S 

APRIL tjffi N/A tjffi !'J!ffi !'J!ffi tjffi !'J!ffi N/A !'J!ffi !'J!ffi !'J!ffi tjffi !'J!ffi !'J!ffi 

MAY N/A N/A N/A N/A N/A !'J!ffi !'J!ffi !'J!ffi !'J!ffi tjffi N!A tjffi N!A !'J!ffi 

JUNE tjffi N/A N/A tjffi N/A N/A N/A N/A N/A tjffi tjffi tjffi !'J!ffi N!A 

JULY 10 7 1 1 1 

AUGUST 7 3 2 1 1 

SEPTEMBER 4 1 1 1 1 

OCTOBER 5 1 1 1 1 1 

NOVEMBER 6 1 4 1 

DECEMBER 5 1 1 2 1 

1996 

JANUARY 

FEBRUARY 

MARCH 

. TOTAL 37 6 0 2 10 4 3 .. ... . , 0 0 0 6 0 3 3 

MONTHL Y STATISTICAL RETURN. 





DECRET.xLS 

PAGE 2 CARE PROG.STATUS AGE RANGES. MALElfEMALE SPLIT 

MONTH ICONTINUING §f.llER~LY ~ ~ ~ AGE Ml.& HQ. r& 
1995 ~ ~TBIS~ <30YRS, 31"'OYRS. ~1-S0YBS, 51-'5:1:BS. >65YRS, MALES FE/!lALlili 

APRIL WI N/A WI WI NlA N/A N!8 N!8 N!8 
MAY N!8 N!8 N!8 N!8 N!8 N!8 N!8 N!8 N!8 
JUNE N!8 N!8 N!8 N!8 N!8 N!8 N!8 N!8 
JULY 10 1 4 4 1 7 3 

AUGUST ( -~ ~ 3 7 
SEPTEMBER 4 U ~ ~ ~ 2 2 

OCTOBER 4 , , , , ~ 3 

NOVEMBER 6 2 3 , 0 , 
DECEMBER 6 1 1 1 2 3 2 

1l1l16 
JANUARY 

FEBRUARY 

MARCH . 
'v,"'- 36 1 7 7 10 12 1 26 11 

MONTH = BY 
1l1l15 G1 G2 G3 04 G21 G31 G32 G33 QM 040 G69 G71 N.FA. 

APRIL Wl N/A N/A N/A N/A N/A N/A N/A NlA N!8 N/A WI NlA 

MAY N/A N/A N/A N/A Wl N/A Wl Wl Wl N!8 Wl N/A N!8 
JUNE NlA N/A N/A N/A N/A N!8 N/A N!8 N/A Wl NlA Wl N!8 
JULY ~ 3 , , , ~ 

AUGUST 2 3 , , 
SEPTEMBER 1 1 2 

OCTOBER 1 1 1 2 

NOVEMBER , 2 3 

DECEMBER , , 3 

HIli" 
JANUARY 

FEBRUARY 

MARCH 

--,-~A'-
, U 3 4 0 2 4 7 1 3 0 u , .. 

MONTHLY STATISTICAL RETURN. 





* Above figures refer to 1 sl. Care Programming meetings ,subseguent review meetings have not been included, 

KEYWORKERS BY DISCIPLINE. 
SOCIAL WORK 6 
NURSING 31 
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CARE PROGRAMMING 
GLASGOW PILOT PROJECT REPORT 

SECTIONS 

1. THE INDIVIDUAL CARE PROGRAMME 

1.1. This document is completed by the keyworker at the conclusion of the inter·agency meeting. He/she 
must draw together the threads of what has been agreed by the various agencies/disciplines 
represented at the meeting. 

1.2. The patient/client should have the opportunity to participate in the planning of appropriate support 
systems and where possible the carer(s) should be involved. 

1.3. A copy of this document is sent to all disciplines and agencies involved and the GP and patient/client 
receive copies whether or not they have attended the inter-agency meeting. 

1.4. The example of a typicallndi\~dual Care Programme pro~ded demonstrates the inclusion of the 
follO\~g infonnation:-

• Patient/client name/CHI number 

• Date the meeting took place. 

• Whether person is included in Continuing Care or Severely at Risk category. 

• The agencies/disciplines involved. 

• The identified needs of the patient/client. 

• Details of the response from each discipline/agency. 

• Identified personnel responsible for delivering the care/support. 

• Details of the identified keyworker. 

• Details of the scheduled rmew meeting. 

2. SUPPLEMENTARY lNFORMATION 

2.1. In addition to recei~ng a copy of his/her Indi~dual Care Programme the patient/client will also 
receive information which will enable himlher to contact specific members of the inter-agency team 
should they require to do so. 

2.2. The example pro\~ded shows the minimum requirements for inclusion on this form which are the 
details of:-

• The consultant 

• TheGP 

• The Keyworker 

• The CPN (if different from the keyworker) 

• The social worker (if different from the keyworker) 

2.3. Other names/contact details can be included where appropriate. 

2.4. The GP and all members of the team \\~II receive a list of all personnel involved including contact 
addressesl'phone numbers. 





INDnflDUAL CARE PROGRAMME. Ipate of meeting:· 15.10.95 -, 

A.N. OTHER 201053 Continuing care/Severely at risk.(specily) CONTINUING CARE 

I AGIiN~le~II2I!;!:<leLI~GS l~llQL.ll!:I2; Ulc~l Medical I V C.P.N. I V SocI.1 Work I V Houllng I V Cec Iherapy I '-" 
Psychology I Ward "off I Forentic I Alcohol I Drug I 

I Ql!ler iUUtnc!e~I~II:!IIDeS In:iQI~~dl (PI!:aH Sl!ruil~) 

Bsselfments [eguested but stili outstandIng when meetfng too~ (;!Iace (~Iealie sR:ecl!y:}: NIL. I I 

DETAILS OF RESPONSE OR FURTHER ASSESSMENT REQUIRED 

IDENTIFIED NEED Include frequency & duration ofvllltsJday hOlp.lnputltlmelcalel for planned responses. PERSON RESPONSIBLE DllClpllne{ Agency 

RESPONSE TO PRESCRIBED MEDICATION WILL BE GIVEN MONTHLY OUT ·PA TlENT APPOINTMENTS. MEDICATION WILL BE DR. JOHN SMITH CONSULTANT 

AND MENTAL CONDITION REQUIRES TO BE REVIEWED AS FLUCTUATIONS IN MENTAL CONDITION DICTATE. 

CLOSELY MONITORED. . 
NEEDS ENCOURAGEMENT AND PROMPTING COMMUNITY NURSE WILL VISIT BRIEFLY ON A DAILY BASIS TO ENCOURAGE COMPLIANCE MS. SUSAN WHYTE COMMUNITY NURSE 

TO COMPLY WITH AGREED MEDICATION WITH MEDICATION. WILL ALSO VISIT EVERY FRIDAY AT 2PM. FOR APPROXIMATELY 1 HOUR 

REGIME. TO OFFER SUPPORTIVE COUNSELLING AND TO MONITOR MENTAL STATE. 

COMMUNITY NURSE WILL KEEP CONSULTANT UP· TQ.OATE WITH PROGRESS ON A WEEKLY 

BASIS. 

NEEDS MORE INTENSIVE SUPPORT THAN SOCIAL WORKER WILL VISIT FORTNIGHTLY ON A TUESDAY AT JPM. TO MONITOR HOME MR. DAVID BROWN SOCIAL WORKER 

CAN ADEQUATELY BE PROVIDED WHILE HE SITUATION. WILL ALSO ARRANGE FOR INPUT FROM LOCAL BEFRIENDER SCHEME TO 

CONTINUES TO LIVE ALONE IN MAINSTREAM ENCOURAGE SOCIAL CONTACT. 

HOUSING. WILL ARRANGE FOR (PATIENT{CLIENT) TO VISIT SOME EXISTING SUPPORTED 

WILL PROBABLY REQUIRE SUPPORTED ACCOMMODATION SCHEMES AND WILL MAKE ENQUIRIES INTO THE AVAILABILITY OF 

ACCOMMODATION. SUITABLE PLACEMENTS AND REPORT BACK TO NEXT REVIEW MEETING. 

WILL LIAISE WITH CITY HOUSING IN RELATION TO RETAINING CURRENT TENANCY 

MEANTIME BUT WITH A VIEW TO GIVING IT UP WHEN SUPPORTED ACCOMMODATION MS. JEAN WEIR CITY HOUSING 

PLACEMENT IS SECURED. 

REQUIRES ASSISTANCE AND SUPPORT WITH THE PATIENT {CLIENT WILL ATTEND THE OCCUPATIONAL THERAPY DEPARTMENT MS. ALLISON MAGUIRE OCCUPATIONAL 

LIVING SKILLS. EVERY AFTERNOON (EXCEPT WEEKENDS) AT 2PM FOR 1 HOUR. THERAPY 

DETAILSOFREVIIEW:I DATE: >/ 15.11.95 TIME: > I 11.30AM IvENUE: > CARSWELL HOUSE. & OAKLEY TERRACE, GLASGOW. 

IIDENTIFIED KEY WORKER ;- Name: SUSAN WHYTE Designation: C .P.N. I Tel.No. J 0141.999.1234 I --- ---

SHOULD YOU HAVE ANY QUERIES IN RELATION TO THIS DOCUMENT OR CARE PROGRAMMING IN GENERAL PLEASE CONTACT THE COORDINATOR TEL 0141.554.1464. 





PROVDRS 

CARt: PROORAMMIN 6. I 
DETAILS OF PERSONNEL INVOLVED IN THE PROVISION OF CARE TO:-- I 

PATIENT I CLIENT DETAILS 

SURNAME: OTHER FORENAMES ANDREW 

DATE OF BIRTH: 24.12.59 CHI No: 201053 

GENERAL PRACTIT IONER: Dr. D. McKenzie 

CONTACT ADDRESS: Gartloch Health Centre, 211, Char les St, 

Glasgow. eI No: 0141-012-3456 

CONSULTANT: IDr. J. Smith 

CONTACT ADDRESS: Parkhead Hospital , 81 , Salamanca St, 

Glasgow. ~eI No: 0141-211-8300 

KEYWORKER: ISusan Whyte 

CONTACT ADDRESS: Carswell House, 5, Oakley Terrace, 

Glasgow. ITei No: 0141-999-1234 

C.P N (If clfferenl from keywO<l<er) lAS ABOVE 

CONTACT ADDRESS: 

~eI No: 

S. I W. (If clfferent from keyworker) IDavid Brown 

CONTACT ADDRESS: Carswell House, 5, Oakley Terrace, 

Glasgow. ITei No: 0141-999-1234 

HOUSING DEPT. REPRESENTATIVE: IJean Weir 

CONTACT ADDRESS: Hamish Allan Centre, 180, Centre St, 

Glasgow. ITei No: 0141-424-6543 

WARD NURSING REPRESENTATIVE: ITony Williamson 

CONTACT ADDRESS: Ward 4, Parkhead Hospital ,81 Salamanca St, 

Glasgow. ITel No: 0141-211-8300 

OCCUPATIONAL THERAPY DEPARTMENT IAlison Maguire 

CONTACT ADDRESS: Parkhead Hospital , 81, Salamanca St, 

Glasgow. ITei No: 0141-211 -8300 

ITei No: 

Eel No: 

ITei No: 





NAME 

DR. JOHN SMITH. 

DR. DOUGLAS MACKENZIE. 

MS.SUSAN WHYTE. 

MR.DAVID BROWN. 

contacts 

CARE: PR06RAMMIN6. 

PATIENT/CLIENT INFORMATION FOR;-

IN THE EVENT THAT YOU HAVE ANY QUERIES IN RELATION TO CARE PROGRAMMING 

OR IF YOU REOUIRE TO GET IN TOUCH WITH SOMEONE INVOLVED IN THE DELIVERY 
OF YOUR CARE FOR ANY REASON. THE FOLLOWING INFORMATION SHOULD PROVE TO 

BE USEFUL:-

DESIGNATION CONTACT ADDRESS 

CONSULTANT PARK HEAD HOSPITAL,SI SALAMANCA ST GLASGOW. 

G.P. GARTLOCH HEALTH CENTRE,211 CHARLES ST., GLASGOW. 

C.P.N. CARSWELL HOUSE, 5 OAKLEY TERRACE,GLASGOW. 

SOCIAL WORKER CARSWELL HOUSE, 5 OAKLEY TERRACE,GLASGOW. 

YOUR KEYWORKER 15;-

TELEPHONE No. 

0141.211 .8300 

0141.012.3456 

0141.999.1234 

0141 .999.1234 

PLEASE REMEMBER THAT YOU CAN ALSO CONTACT THE CARE PROGRAMMING COORDINATOR FOR GUIDANCE. TEL. 0141 5541464, 
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SECTION 6 

ONGOING ISSUES 

I. INFORMATION SYSTEMS 

1.1. The Glasgow Pilot Project has opemted to date using mainly manual, paper-based systems to tmck 
activity and record data. 

1.2. As the numbers of patients/clients on the scheme have been increasing it has beeome obvious that 
these systems are somewhat cumbersome and time-a>nsuming to maintain. 

1.3. In the short-medium term a computerised system will be required which facilitates the following:-

• Input and retrieval of relevant data. 

• provides alerts when meetings/reviews are due. 

• The printing of the various standard letters which are routinely dispatched by the c0-

ordinator. 

1.4. Other data such as diagnosis, CPNs involved, number and duration of visits can currently be 
retrieved via the PEAK information system which is currently used by Greater Glasgow Community 
and Mental Health Services NHS Trust. Activity is underway which will address the interface 
between PEAK, and Care Programming and which \vill facilitate the reporting of such data. 

1.5. In the longer term, as integrated information systems, currently being developed by Greater Glasgow 
Community and Mental Health Services NHS Trust become a reality, the ability to input and retrieve 
data, track clinical activity and monitor patienVclient progress, will be greatly enhanced. 

1.6. This is likely to lead to the co-<>rdinating role in Care Programming being devolved to locality level 
as information technology makes the process less labour intensive. Meanwhile however central co
ordination, as defined \vithin the Glasgow Pilot Project, will probably be required to ensure the 
scheme's effectiveness. 

2. ASSESSMENT PROCEDURES 

2.1. It has been raised on a number of occasions as the pilot project has progressed that there is 
potentially considemble overlap in the assessment protocols of the various agencies/disciplines 
involved in a particular case. 

2.2. This is not a new observation peculiar to Care Programming but the focused approach and inter
agency collaboration inherent in the scheme highlights the issue more than ever. 

2.3 . Assessments are potentially carried out on one individual by a number of different 
agencies/disciplines and there is often duplication in the nature of the information being asked for or 
sought. 

2.4. Areas of overlap include such things as social functioning, interpersonal relationships, occupational 
functioning and accommodation issues. 

2.5. It would be more efficient and presumably more convenient for all concerned if "common ground" 
assessment criteria could be drJwn together into a single assessment tool to be used by one member 
of the team who would share the information with relev-Jnt others. 

2.6. This would leave others to gather discipline or agency specific information and would avoid the 
duplication of effort which currently exists. 

3. PATIENT/CLIENT INFORMATION CARDS 

3.1 . In discussions allied to the issue of patient's/client's becoming lost to meaningful follow-up, it has 
been raised that consideration be given to the introduction of information cards. 

3.2. It is envisaged that this would be a pocket-sized laminated card containing information which the 
patienVclient or other may find useful in crisis situations. 

3.3. It has been suggested that the following information could be typical of that which may be included:-

• NamelC.H.I. number. 





• Local resource centre 'phone number. 

• GP name and 'phone number 

• Keyworker name and 'phone number 

• Social Worker name and 'phone number 

• Social work standby details 

• Crisis team details 

• Police 'phone number 

• Next ofkin/carer name 

• Carer's helpline 

• Voluntary organisation's contact details 

3.4. The issue remains on the agenda and will be the subject of further discussion. 

4. PARALLELS WITH CHILD PROTECTION 

4.1. The similarities between procedures included in Child Protection and those of Care Programming 
have been acknowledged on a number of occasions. 

4.2. Child protection procedures are currently being scrutinised to ascertain if there are any lessons or 
processes therein which would improve eare Progr.unming procedures. 

4.3. It has already been agreed that where a parent is allocated a social worker as part of Care 
Programming and there is already social work involvement as a result of Child Protection, then both 
social workers will be invited to attend the inter-agency meetings. 

5. ELDERLY SERVICES 

5.1. The Glasgow Pilot Project has focused on Adult Mental Health Services and has excluded the Elderly 
and Dementia Services so far. 

5.2. It is recognised that inclusion of these client groups is likely to throw up a different set of problems 
requiring different approaches and perbaps different inclusion criteria and structures. 

5.3 . It is also likely that other agencies will require to be represented on the Steering Group and local 
management groups particularly from the carer and service user perspectives. 

5.4. It is intended at this stage that another pilot project, dealing solely with Elderly and Dementia 
Services be initiated in Glasgow and preliminary preparations are already unden\'ay to facilitate this. 
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1. VIEWS OF USERS AND CARERS 

1.1. Questionnaires were devised to give information on the views of users and carers. These were 
distributed to users and carers through the keyworker. The keyworker was asked to give the 
questionnaire to the user the next time that he/she saw the user. A covering letter to the user was 
included \vith the questionnaire. Similarly questionnaires for carers were distributed to the user 
through the keyworker. The ke)worker was asked to give the questionnaire to the user and ask 
him/her to give it to the carer if he/she had no objections. Once again, the questionnaire 
included a covering letter to the user and to the C'Mer. This approach was rather cumbersome, 
but it was felt that it would be best to have the questionnaires given out by hand by someone that 
the user knew. 

1.2. This approach was unsuccessful, and only three questionnaires were returned by users and one by 
a carer. It is felt that having face to face meetings \vith users and carers will be a more 
productive approach to adopt in the future. It is intended that these will take place after the 
project has been running for at least six months in order to give users and carers more experience 
of the project. 

2. CARE PROVIDER INTERVIEWS 

Intef\~ews were held with a sample of 21 members of staff throughout November and December. The 21 
staff comprised of six social workers, five nurses, three doctors, four housing staff and three voluntary 
agency workers. Other than one voluntary agency worker, all of the staff worked directly with users who 
were included in the Care Programming Project. Full details of the information obtained from these 
intemews are included in Appendix Sc. 

2.1. Information about Care Programming 

2.1.1. Ten respondents said that they were given sufficient information about Care 
Programming, sLx thought that the information could have been improved, two thought 
that the timing was wrong, two (one housing officer and one voluntary agency worker) 
said that it did not get to the people at the right level and one said that the session was 
too short. Seventeen people said that they had attended at least one multi-disciplinary 
information seminar. 

2.2. Criteria for Continuing Care and Severely at Risk 

2.2.1. Six respondents said that the criteria for continuing care were well defined and seven did 
not comment. Of these seven, one voluntary agency worker and one housing officer had 
not seen the criteria. The remaining eight respondents expressed some concerns about 
the criteria, the most common (five respondents) being that there should be more 
flexibility in relation to the hostel population. 

2.2.2. Four respondents said that the criteria for Severely at Risk were well defined and five did 
not comment, including the two who had not seen the criteria. The remaining twelve 
expressed some concerns, the most common (four responses) being that this category 
should include risk to self. 

2.3. Professional Support 





----------------------~ 

2.3.1. Most respondents (twelve) felt that Care Programming gave/would give them more 
support in dealing with this user group. Three people said it should give more support 
if it works properly, four said that it makes no difference and two did not comment. 

2.4. Communication and Collaboration 

2.4.1. When asked about collaborative working relationships, ten people said that they were 
successful and six people said that it was too early to comment. One said that they had 
not changed and four said that they needed to be developed or developed further. In 
relation to communication, seven people rated this as successful, a further four rated it as 
good to some extent and seven said that it was too early to comment or did not comment. 
One said that it had not changed and two (1 voluntary agency worker and one housing 
officer) said that it had not developed at all. A wide range of benefits from and 
problems with the channels of communication were mentioned, as detailed in tables 8 
and 9 of Appendix SC. 

2.4.2. The issue of confidentiality was discussed with 17 respondents, having been raised by 
the subject in eight cases and by the interviewer in nine cases. Eight people from social 
work, medicine and nursing were concerned about confidentiality and all of them said 
that they had some level of concern in relation to housing officers attending meetings. 
Four nurses said that they did not have concerns and were satisfied with the way that 
information was given. Three of the four housing officers said that they felt that other 
agencies had concerns about housing and confidentiality. 

2.4.3. In relation to communication with users and carers, 16 respondents suggested ways that 
this could be improved. The main suggestions were to make it clearly someone's 
responsibility to feed back information after meetings (five comments), to give users and 
carers more information about meetings in advance (four comments), to encourage the 
user to bring a representative to the meeting (three comments) and to ensure that the 
user is kept informed at all stages (three comments). 

2.S. Care Plans/Programmes 

2.S.1. When asked about the level of detail in the individual Care Programme documents, nine 
respondents said that this was fine and six said that it could be improved, four of whom 
said they should contain more information. Six could not comment, five of whom had 
never seen any Care Programmes. Of these five people, four were housing officers and 
one was a voluntary agency worker. Four of these people said that they would have 
found that documentation useful and they would like to receive it in the future. 

2.6. Meetings 

2.6. 1. All but three of the respondents said that the meetings were held at suitable times. Two 
of these three people said that there was not enough notice given to be able to make 
alternative arrangements. Only two respondents mentioned any difficulties with 
expressing their own views at the meeting. One nurse said that she was slightly 
guarded because the user was present and one social worker said that the structure of the 
meeting was more like a question and answer session and it was difficult to get a wider, 
more open discussion. 

2.6.2. Ten respondents made comments about the way that the meetings were chaired, eight of 
which were critical about aspects of the chairing and called for more formal/structured 
chairing. The other two respondents were doctors who said that the meetings are not / 
should not be formally chaired but that there is an expectation that the doctor should act 
as chair at least partly. When asked how the meetings could be improved, II people 
made suggestions, five of which related to improving the chairing of meetings. Three 
people said that users should be encouraged to bring an advocate and three said that 
more preparatory work should be carried out with the user. 





2.6.3. Fifteen respondents commented on user involvement in meetings. Of these, nine said 
that the user was able to get involved and a furtber four said that the user was given the 
opportunity of getting involved. One social worker said that it is variable but belped by 
the presence of an advocate and one social worker said that the user was not given an 
opportunity to get involved in the meeting, but was just told what was happening. 

2.6.4. Eighteen respondents commented on wbether they found the meetings useful, with 13 
saying that they did find them useful, a further two saying that they were of limited use 
and one saying that they were potentially useful. When asked about the main benefits of 
the meetings, 19 people made comments, with some making more than one comment. 
The main benefits were seen as the face to face contact with people from other agencies 
and improved communications (13 comments), the fact that it gives the user an 
opportunity to get involved (four comments) and the fact that the meetings are quick and 
focused (3 comments). 

2.6.5. Eighteen people also commented on the main problems with the meetings and as above, 
some made more than one comment. Two said that there were no problems. The main 
problems mentioned were the fact that the meetings are not well chaired (four 
comments) and the fact that the meetings are intimidating for users and carers (four 
comments). The other comments were very broad ranging, as shown in table 16 of 
Appendix 5q. 

2.7. Additional Workload 

2.7.1. Sixteen people said that additional workload bad been generated by Care Progranuning 
and a further two said that it would be generated The main reasons given were 
attending meetings (12 comments) and paperwork (11 comments). When asked about 
the impact on the time spent with users, six respondents could not say or were not 
involved at that level. Of the remaining 15, 11 said that it had not made much or any 
difference to the amount of time spent and four said that they thought they spent more 
time with individual users. In relation to the nature of the work carried out with users, 
17 people made comments. Eleven people said that it had made little or no difference 
and six said that it had made a difference. 

2.8. Overall Benefits and Problems of Care Programming 

2.8.1. All respondents mentioned benefits, with a number mentioning more than one. The 
main benefits mentioned were that it improves contact through face to face meetings 
(seven comments), it means more support by agencies and for agencies and reduces risks 
six comments), things happen quicker I there is more urgency to action (five comments), 
it involves al\ agencies, including those not previously involved (four comments) and 
tbat communication is improved I formalised (four comments). 

2.8.2. Three respondents did not mention any problems with Care Programming. The main 
problems raised by the other 18 respondents were problems with the structure of the 
meetings (five comments), tbe time involved or potentially involved (four comments), 
issues of user consent (three comments), the fact that the user has to be on-side in order 
for anything to be achieved (three comments) and the fact that the meetings are 
intimidating for users and carers (three comments). 

2.9. Benefits to Indhidual Users 

2.9.1. Respondents were asked if they thought that individual users had benefited I will benefit 
from being involved with Care Programming. Five could not comment and two made 
the general cOD\ffient that there should be benefits but that they will take time to be 
realised. The other 14 people made comments about benefits that had resulted or would 
result, and six made specific comments about how tbe people they work with have 
benefited directly. Of the more general benefits, the main comments made were that the 
user will benefit from having a wider team involved in his/her care (7 comments), that 
the user is able to get involved in his/her own care (three comments) and that the user 





has easier and quicker access to services (three comments). Of the six specific benefits, 
two related to resolving an ongoing housing problem, two related to the user getting 
involved in their own care directly or with the help of an advocate, one related to the 
reassurance felt by the carer and one said that the team is now able to begin addressing 
the user's long term problems. 

3. SURVEY OF GENERAL PRACTITIONERS 

Short semi-structured telephone interviews were carried out with six of the eight GPs recorded as having 
patients included in the Care Programming Project. The other two GPs did not agree to take part in the 
survey. Fuller details of the results of this survey are included in Appendix 5C. 

3.1. Knowledge and Awareness 

3.1.1. Three of the GPs had seen limited information about Care Programming in relation to 
individual patients. The other three GPs had not received any information and were not 
aware that any of their patients were involved in Care Programming. 

3.2. Im'olvement 

3.2.1. Three of the GPs said that they had been invited to meetings and one had attended. The 
other two said they were unable to attend The remaining three GPs did not have any 
involvement since they were unaware that any of their patients were involved Three 
GPs said that sending in a written report would be an acceptable way of giving input to 
meetings rather than attending in person and one mentioned that he/she would give any 
information to the co-ordinator by telephone if unable to attend the meeting. 

3.3. Barriers to Invoh'ement 

3.3.1. All of the GPs said that the time involved in attending meetings is a barrier. In addition 
three said that the date and time may be unsuitable and that they would need a lot of 
notice. Another GP mentioned that he/she has to prioritise meetings and that the Care 
Programming meetings may not be the most worthwhile to attend, while, on a similar 
theme, another said that these meetings may be of limited value because GP 
involvement in the care of patients with mental health problems is often peripheral. 

3.4. Benefits and Drawbacks to tbe Primary Care Team 

3.4.1. The GPs mentioned a large number of benefits. The main comments made were that it 
brings clarity and co-ordination into the system (two comments), that it reassures the 
team that patients are not slipping through the net (two comments) and that it lets the 
team know the names of contacts and that contacts are available (two comments). The 
main drawback mentioned was the time required (two comments). 

3.5. Benefits and Drawbacks to Uscrs and Carers 

3.5.1. The main benefits mentioned were that it lets the patient and carer have an input (three 
comments) and that it gives them more information and understanding about what is 
happening and what is planned in their care (two comments) The main drawback 
mentioned was that it may be too intimidating and stressful for the user (two comments). 

4. CONCLUSIONS FROM INTERVIEWS WITH CARE PROVIDERS 

4.1. All of the respondents could see a number of benefits from Care Programming, particularly 
relating to improved cqntact and communication, improved support by and for agencies and 
quicker action for users. Most respondents also felt that users have or will benefit from being 
part of Care Programming, particularly from having a wider range of agencies involved in care 
and also because of the fact that users and carers are able to get involved more in decisions about 
care. 





4.2. Most respondents felt that the meetings were useful, but mentioned a number of aspects that 
could be improved in relation to the structure of meetings, particularly the way that they are 
chaired. This suggests that guidance on the chairing and structuring of meetings would be 
useful. 

4.3. Most respondents felt that communication with and involvement of users and carers could be 
improved and it was suggested that more time should be spent preparing users for attending 
meetings. Some respondents also suggested that more should be done to encourage users to 
bring an advocate or representative to meetings. Another suggestion was that a named pcrson 
should have clear responsibility for feeding back information to users after meetings. 

4.4. Some housing officers and voluntary agency workers had specific concerns about 
communications not being fully established yet and about not being fully involved in the Care 
Programming process. Some staff from other agencies expressed concerns about confidentiality, 
particularly in relation to giving out information when housing officers are present. There 
appeared to be a need for more work establishing the roles and inputs of each agency, particularly 
in relation to housing and the voluntary sector. 

4.5. A number of people from all agencies had concerns about the criteria for Care Programming, 
particularly the Severely at Risk category and it was suggested that these could be re-written and 
clarified 

4.6. The survey of GPs highlighted the fact that only three out of the six GPs were aware of having 
received any information about potients being part of the Care Programming project. This 
suggests that some other way of disseminating this information is required 

4.7. Although the GPs were aware of a number of benefits of Care Programming, time and other 
priorities were mentioned as being major barriers to them attending Care Programming meetings 
and getting involved in that way. This suggests that alternative methods of involving GPs in the 
process may have to be considered 

, 
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Appmdb 1 

MODEL OF A GOOD CARE PROGRAMME APPROACH: 

ESSENTIAL ELEMENTS 

I) Purpose of the Care Programme Approach 

The main purpose of the Care Progr.unme Approach is to ensure that an indi\~dual with serious long-term 
mental illness problems and complex health and social care needs receives continuing care and oversight 
incorpomting the most appropriate packages of services to meet his or her needs. 

2) The Strategic Context 

Arrangements for a Care Progranune Approach should be clearly identified in Community eare Plans, 
Health Boards' Mental Health Stmtegies and Purchasing Contmcts with Providers. They should be fully 
consistent with strategic objectives, planning agreements, priorities and targets ,,~thin these plans and 
strategies. 

3) Policy 

A local policy statement mil set out the arrangements for implementing the Approach. It "ill be jointly 
agreed by social work, health and housing and will: 

Set out the aims and objectives of the Care Prograntme Approach. 

Identify those to whom the Approach should apply. 

Establish and agree which authority and departments (usually Social Work) ,,~ll be responsible 
for managing, co-<Jrdinating and monitoring of the armngements. Social Work authorities, 
health boards, trusts and housing authorities ,,~Il be responsible for ensuring that their indMdual 
responsibilities are fulfilled. 

Establish priorities, targets, timescales and identify resources for implementing the approach. 

4) Criteria 

The Care Programme Approach should target those people most in need, taking account of the nature of 
their diagnosis, the extent of their disability and the durability of their condition: 

whether suffering from mental illness or dementia; 

of all age groups; 

whether receiving hospital or community based treatment; 

whether subject to compulsory or voluntary treatment and care. 

who, follo"~ng a detailed inter-agency assessment, are found to require structured arrangements for 
health, social care and, if required, housing in the community. 

5) Management Arrangements 

Management Arrangements willi 

Identify an inter-agency/inter-disciplinary management team responsible for co-<Jrdinating the 
approach and its implementation. 

Clarify roles and responsibilities within the management team and specify a designated lead 
officer responsible for co-<Jrdinating the Approach. 





Ensure integration between the Care Programme Approach, assessment and care management 
and hospital admission and discharge arrangements. 

Identify arrangements for admission to and discharge from the approach. 

Identify follow up arrangements for those 'lost' to the Care Programme Approach. 

Identil)' services (including housing) and financial and staffing resources available to the Care 
Programme Approach. 

IdentifY crisis/emergency arrangements. 

Provide for user and carer involvement in the development and monitoring of the scheme. 

Provide monitoring, evaluation and review arrangements for the Approach. 

6) Opel"dtional Guidance 

Operational guidance for key staff in social work, health and housing will: 

Provide criteria for admission to and discharge from the approach. 

Identil)' standards of care and client outcomes. 

Identify target assessment times/reverse waiting times. 

Identify models of care available within the approach including utilisation of accommodation, 
day services, domiciliary and respite care. 

Identify the responsibilities of and reporting arrangements for designated workers. 

Identify procedures by which designated workers can identify funding responsibility for 
individual packages. 

7) Individual Care Programme 

An individual Care Programme should: 

IdentifY a designated worker (who rnay be a health, social work or other professional, depending 
on the individual's needs, relationships and other circumstances) to take lead responsibility for 
co-ordinating the individual's Care Programme and ensuring effective treatment and care 
delivery. 

Follow a full multi-agency/multi-<lisciplinary assessment of the individual's needs including 
social work, health, housing, education and employment training. 

Provide a care plan, dra,," up with the user which sets out the nature and range of treatment and 
services, including accommodation and primary care, to be provided. 

Identify, with the user, who will provide services and when. 

Identify with the user and review procedures and the frequency of review; the frequency and 
nature of contact and by whom; and discharge arrangements. 

SpecifY the follow up arrangements, following discharge from the Care Programme Approach, 
with agency/individual responsibility for action clearly identified, with appropriate targets and 
timescales. 
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Group Membership 

THE CARE PROGRAMMING PROJECT 

REMIT OF LOCAL MANAGEMENT GROUP 

Membership of the group will comprise of:-

• Individuals involved in the CP at a strategic level who form part of the Project Steering Committee 

Appendix 2 

• Professionals from the various agencies involved who function at an operational level and form part of the local 

sub-sector groups. 

• Other relevant professionals and individuals from hospital and community settings who have input to the care of 

clients who will be involved in the project. 

Core Purpose 

The Local Management Group will be responsible for presiding over the implementation of the CP Pilot Project at a 

local level. 

It will provide a forum for agencies involved at both strategic and operational levels to participate jp multi-agency 

diseussions which will ensure the effective implementation of the initiative. 

Keeping staff informed of strategic developments and providing an arena for meaningful feedback from sub-sector 

meetings will be important aspects of the role of the group. 

Other Key Functions 

• Monitoring the eITectiveness of local information systems. 

• Ensuring the effectiveness of formal communication systems at a local level. 

• Ensuring that procedures for prompting/holding reviews are established. 

• Ensuring that users views and opinions are appropriately represented. 

• Ensuring the appropriate deployment of resources. 

• Ensuring that issues around COnfidentiality, access to records and joint record kecping are appropriately addressed 

and satisfactorily resolved 

• Reporting on and resolving local grievances and problems. 

j 
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Appendix 3(3) 

GREATER GLASGOW COMMUNITY AND MENTAL HEAL TO SERVICES - NBS TRUST 
EAST SECTOR 

JOB DESCRIPTION 

CARE PROGRAMME APPROACH - PILOT PROJECT MANAGER 

REPORTS TO: Sector Geneml Manager/CPA Steering Committee 

ACCOUNTABLE TO: Sector General Manager 

ROLE SUMMARY: 

The post will be filled on a secondment basis initially for a period of 6 - 9 months. 

The post-holder will be expected to liaise with the Steering Committee and manage all aspects of the implementation 
of the Care Programme approach (CPA) Pilot Project. He/she \\ill provide regular updates to the Sector General 
Manager and the Steering Committee io respect of the projects progression and \\ill be responsible for compiling a 
report for submission to the Scottish Office by December 1995. 

It will be a key duty of the Project Manager to ensure that effective, collaborative, inter-agency working practices exist, 
io order that the aims of the CPA are achieved where possible and for meaniogful evaluation to take place. 

He/she \\ill be responsible for the establishment and development of information monitoring systems which facilitate 
the efficient input and retrieval of relevant data and which ensure that explicit procedures are being followed. 

The post-holder \\ill function as a resource to all disciplines and agencies involved in the project and \\ill provide 
information and guidance to all individuals and groups as reqnired. 

The establishment of effective mechanisms for encouragiog and recording client-feedback in relation to the CPA "ill 
be an important aspect of the role. 

MAIN DUTIES AND RESPONSIBILITIES 

(1) Communications 

The post -holder will :-

• Meetlliaise \vith all disciplines and agencies involved in the project on a frequency as is necessary to ensure the 
effective implementation of the Pilot Project. 

• provide weekly updates to the Sector General Manager on the progress of the project. 
• Attend all meetings of the Steering Committee where practicable and provide accumte feedback to the committee 

on all aspects of the implementation process. 
• Convene regular meetiogs of the local management group to ensure effective communications at Sector level. 
• Convene regular meetings of sub-sector groups to ensure effective communications at an operational level. 
• Ensure the meaningful iovolvement of all appropriate disciplines and agencies in the care planniog and re\iew 

processes. 
• Ensure efficiency io imiting relevant persons to meetings. 
• Ensure effective systems for networkiog relevant information. 
• Ensure effective links between disciplines and agencies to facilitate effective communiC'Jtion. 
• Represent the views of individuals and groups at meetings in the event of their absence. 
• Ensure that where an individual or a group are unable to attend a meeting that they provide copies of their 

plans/proposals for the meeting to consider. 

j 





(2) Information and Monitoring System. 

The post-holder will:-

• Ensure that effective paper work systems are established and fe\~ewed regularly. 
• Ensure tbe procurement of an effective information database whicb meets tbe needs of all disciplines and agencies 

involved. 
• Ensure that appropriate data is logged on to information systems. 
• Ensure tbe effective supervision and maintenance of data. 
• Ensure the confidentiality of sensitive data. 
• Ensure that appropriate data is issued to relevant parties as and wben it is required. 
• Ensure that appropriate client related information is generated and dispatcbed timeously. 
• Participate in System Reviews and ensure the implementation of recommended alterations. 
• Ensure that audit data is retrieved and analysed as and wben required. 
• Ensure that data relevant to management reports is generated as required. 
• Ensure that systems to alert various disciplines and agencies are functioning effectively. 
• Ensure that the data being collected lends itself to meaningful evaluation of the project. 
• Ensure that ev.!luation report is compiled and submitted to the Scottish Office by December 1995. 

(3) Im·olvement of Users and Carers 

The post-holder will:-

• Ensure that service users are informed of their inclusion in the CPA 
• Ensure that service users/carers are informed of the main aims and objectives of the CPA 
• Ensure that mechanisms exist for clients to record their feelings/opinions in relation to the CPA 
• Ensure that client feedback information is logged onto the database. 
• Ensure the retrieval of client feedback data as required. 
• Ensure that service users and carers views are represented at management meetings. 
• Ensure the provision of opportunities for dialogue to ascertain service users/carers wishes in relation to CPA 
• Ensure that service users/carers give consent wbere practicable for their inclusion in the CPA 
• Ensure that relevant information to the CPA is available to service users/carers as required. 
• Ensure that voluntary agencies are given the opportunity to function as service users/carers advocates wbere 

appropriate. 

(4) General Adrninh1rative Duti .. 

The post·holder will :-

• Ensure that Audit Activity in relation to the effectiveness of the CPA takes place. 
• Provide advice and assistance to all disciplines and agencies in relation to legal, statutory and 10C".!l guidance 

pertaining to the CPA 
• Compile clear and concise operational policies and procedures to aid the implementation process. 
• Work \\~thin the guidelines and policies of Greater Glasgow Community and Mental Healtb Services NHS Trust. 
• Ensure compliance ,,~th Healtb and Safety Legislation ,,~thin own sphere of responsibility. 
• Ensure the effective supervision of the CPA Project Co-ordinator. 
• P-drticipate in the provision of educational activity pertaining to the CPA 

THIS JOB DESCRIPTION IS NOT INTENDED TO BE EXHAUSTIVE AND WD..L BE SUBJECT TO 
REVIEW AND AMENDMENT AS THE NEEDS OF THE SERVICE DICTATE. THE POST-HOLDER 
MAY BE ASKED TO CARRY OUT OTHER DUTIES APPROPRIATE TO IIISIBER GRADE. 





Appendix 3(b) 

GREATER GLASGOW COMMUNITY AND MENTAL HEALTH SERVICES NBS TRUST 
EAST SECTOR 

JOB DESCRIPTION 

CARE PROGRAMME APPROACH PROJECT CO-ORDINATOR 
SECONDMENT 

ACCOUNTABLE TO: Sector Gener.ll Manager 

REPORTS TO: Project Manager 

JOB SUMMARY: 

The post-holder will be expected to, co-ordioate and manage systems in order to ensure effective 
control of the Care Programme Approach. 

He/she will act as Systems Manager for the Care Programme Approach ipcluding the "Severely at 
Risk" Programme, which is being run in the East Sector as pilot project prior to Scotland-Wide 
implementation in April 1996. 

MAIN DUTIES AND RESPONSmu,ITIES 

I . Ensure data is entered onto information system. 

2. Ensure effective supervision and maintenance of data. 

3. Develop data files required. 

4. Participate in the production of management reports on the status and process of the project 
and its armngements. 

5. Generate systems - to alert clinicians where processes are incomplete. 

6. Be responsible for issning information as indicated to relevant parties with regard to Multi
Disciplinary T earn reviews. 

7. Participate in auditing the effectiveness of the Care Programme approach and its processes. 

8. Provide advice and assistance to Multi-Disciplinary Teams with regard to legal, statutory and 
local guidance pertaining to the Care Progmmme Approach. 

9. Generate and dispatch client related information to clients. 

10. Participate in System Reviews and participate in implementing required changes. 

II. Liaise with other Disciplines! AgencicsiProvider Units as required in order to ensure safe, 
confidential and timeous transfer of information according to guidelines. 

12. Be proficient in the provision of educational activity related to the Care Programme Approach. 

13. Provide advice and information to case reviews as required 

I~ . Work within the guidelines and policies of the Greater Glasgow Community and Mental 
Health Services NHS Trust. 

15. Ensure compliance with Health and Safety Legislation within own sphere of responsibility. 

THIS JOB DESCRIPTION IS NOT EXHAUSTIVE AND MAY BE SUBJECT TO REVIEW 
AND ALTERATION AS THE NEEDS OF THE SERVICE DICTATE. THE POST-HOLDER 
MAY BE ASKED TO CARRY OUT OTHER DUTIES APPROPRIATE TO HlSIBER GRADE. 
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Health of the Nation Outcome Scales 
Field Trials version 1994 

Basic Rating Instructions: 

I) Rate each scale in order from 1 to 12 

2) Do not include information rated in an 
earlier item 

3) Rate the MOST SEVERE problem that 
occurred in the past two weeks 

4) In scales I to 11 
o = no problem 
1 = sub-clinical problem 
2 = mild clinical problem 
3 = moderate clinical problem 
4 = severe clinical problem 

RoP~ Df~ CoItgi RHeareh Uri:, 11 GrIWo'(f'lCll"0tlUf1,londonSW1'"( 1EE 
AillIcn: Jctn Wng. RCIJ Cuts, Nnt BeeYor 

FlI1IfrG: Oep¥tnwt vf HlIlh 

Glossary for HoNOS Chart 
Rate 9 if Not Known or Not Applicable 

I) Problems from aggressive or disruptive behaviour by patient/client 
during period 

Includes aggression due (0 any COllse, e.g. drugs, alcohol. ps}'Chosis. 
etc. 

o No problems of this kind during the period rated 
1 Occasional undue irritability, quarrels, etc. but generally calm 
2 Includes: occasional aggressive gestures, pushing or pestering others; 

persistent threatening verbal aggression; minor damage to property 
(e.g. broken cup, window) 

3 Physically aggressive to others (short afrating 4); persistently 
threatening maMer, destructive of property 

4 At least onc serious physieal attack on others or on animals; severely 
destructive ofpropcrty (e.g. flfC setting); persistent seriously 
i.ntimidating or obscenc behaviour 

2) Suicidal thoughlS, non-accidental self-injury 

o No problem of this kind during the period rated 
OccasionaVnecting thoughlS about ending it all but little risk; no 
sclf-hann 

2 Minor risk during period; includes non-hazardous self-harm e.g. 
wrist-sa-atehing 

J Moderate risk ofdelibcrate self-hann~ ineludes preparatory acts e.g. 
collecting tablets 

4 Serious suicidal attempt andlor deliberate self-injury during period 

Docs not include aCCidental self-injUry due e.g. to dementia or 

severe learmng dJsabillty. 

3) Health or social problems of paticnt/client associated with alcohol or 
drug misuse (illegal use of drugs) 

o No problem of this kind during the period rated 
1 Occasional loss of control or drinking or drug-taking but no serious 

social problems during thc period rated 
2 Frequent loss of control, with some but not serious social or physical 

hann 
3 Markcd persistent dependence on alcohol or drugs with markcd 

work, family or relationship problcms; andlor drink driving, etc. 
andlor physical illness 

4 Incapacitating physical or mental problem due to alcohol or drug 
misuse 

Does not include aggressivcldestructive beholl/our due to alcohol 

or drugs, rated at Scale J 

Rale 9 if Not Known or Not Applicable 

4) Problems im'ohing memory, orientation, undemanding 

o No problems of this kind during the period rated 
1 Everyday lllenlOry or understanding problems e.g. forgets names 
2 Mild problems of memory or understanding e.g. has lost way in a 

[anliliar place or failed 10 recognise a familiar person; sometimes 
mixed up about simple decisions 

3 Marked disorientation of lime. place or person, bewildered by 
everyday evcnlS, speech is sometimes incoherent 

4 Severe disorientation, e.g. unable to recognise relatives, at risk of 
accidents. speech incomprehensive 

5) Problems associated with physical illness of disability 

Illness or disability tl/atlllnits or prevents movement, or impairs 
Sight or hearing, or otherwise interjeres with personalfunctioning. 

Include Side-effects/rom medication 

o No significant physical health problem during the period rated 
Temporary health problem during the period (e.g. cold. non--scrious 
fall, etc.) 

2 Physical hcalth problem imposes moderate restriction on mobility 
J Severe degree of restriction on activity due to physical health 

problem 
4 Complete incapacily due to physical health problem 

6) Mood disturbance 

lfboth depressed and expansive mood disturbance, ralc rhe most 

severe 

o No problcms associated with mood disturbance during UIC period 
rated 
Gloomy. or transient mood changes associated with life evenlS 

2 Depression and distress fluctuating in severity; preoccupied with 
feelings or guilt, loss ofself~teem or sleep/appetitc disturbance 
Allcnmtivcly physically and mentally overactive; rapid specch; 
actions influenced by inflated self-esteem 

3 Physic.11 or mental slowing or agitation, guilt, inappropriate 
sclf·blame 
AJtcrnath'cly reckless judgement, pressure or speech., severe guilt 
or overactivity, denial of tiredness 

4 Severe retardation (stupor at the most severe) or agitation, severe 
guilt or self-accusation (delusional at the most severe) 
AltcrnaU\'c1y may be careless of environmental dangers; impulsive 
behnviour; conslaJltly ehanginc interests; extravag:mt plans without 
reference to reality; disinhibitcd thoughlS and activities (delusional 
at Ule most severe) or severe mood SWUlgs. 

Does not include SUicidal Ideation or attempts, rated at Scale 2. 
Docs not include aggreSSive or destructive behaviour due 10 elated 

mood. rated al Scale J. 





Rate 9 if Not Known or Not Applicable 

7) Problems associated with hallucinations and delusions 

o No evidence ofhaJlucmations or delusions during the period rated 
1 Mildly eccentric beliefs not in keeping wid, cultural nonns 
2 Defmite preoccupation with delusions or hallucinations (e.g. 

voices,. visions) but little distress to patient or manifestation in 
bizarre behaviour, i.c. moderate clinical but mild problem 

3 Marked prooccupation with delusions or hallucinations, causing 
much distress and/or manifested in markedly bizzare behaviour, i,e. 
moderate clinical problem 

4 Mental state is seriously and adversely affected by delusions or 
hallucinations. causing severe distress 10 patient himllicrselfand/or 
others 

Does 1101 include delusions K'ilh depressed or e/aJed mood, raled 
alSco/1! 6. 
Do~ no inc/ude aggTerS;"#! or destructive beJ1IJlfWUN dIll! to 
psydlolic symptoms, rated a/ Scale 1. 

8) Other mental and behavioural problems 

Includes all mental and behavioural problems nor considered at 
Scales 1-7: e.g. panics, phobias, obsessions, anoreria. bulimia, 
sleep problems, fatigue, persistent complaints about bodily symptoms 
with no known physical cause. This scale covers all these problems 
and Is therefore worded generally. Ifmore than one problem 
occurred during the period, rate only the problem which you judge to 
be the mosl severe. 

o No evidence of any ofthcse problems during period rated 
Minor penistcnt problem,. or short-lived problem associated with 
life events 

2 Clinical degree of severity of one or more problems listed, but there 
are relatively symptom·free intervals and patient/client has a 
degree of control, i.e. mild level 

3 Constant preoocupation with probJem(s). Occasional severe allad: 
or distress., with loss of controJ (e.g. has to avoid anxiety provoking 
situations altogether. call in neighbour to help. etc) i.e. moderate 
level of problem 

4 Severe, persistent problem(s) dominates most activities 

Rate 9 if Not Known or Not Applicable 

9) Problems associated with inability to make supportive social 
relationships 

Includes problems (within family and/or in wider social network) 
associated with passive and active social wilhdrawal or social 
communication difficulties. 

o No evidence of signjficant problems during the period 
Either lransient or long·lasting mild problems but accepted by 
patient 

2 Major problems because ofdifficultics in conununicating socially or 
making two-way supportive relationships, but does not actively 
withdraw if others take the initiative 

3 Persisting major problems because of active avoidance of social 
contacts 

4 Severe social isolation due 10 inability to communicate socially 
andlor withdrawal from social relationships 

Does not include aggressive disruptive behaVIour in relationships, 
rated at Scale 1. 

10) Social envirorunent: housing and locality 

Given this individuals problems as raled in Scale 1-9 above is the 
hOI/sing and locality appropriatefor promoting the best usc ofhiJiher 
capabilities and reqUlremenlS for a reasonable quality of life. 

o No problems with accommodation: appropriate to needs. affordable, 
reasonable quality, sufficient shelter needed by this individual. 
Acceptable (or own choice) locality 
Accommodation reasonably appropriate for this individual by mild 
or transient problems (e.g. not idc.allocation) 

2 Acconunodation physically appropriate but associated problems e.g. 
cost" insecure tenure, unhelpful or intrusive neighbou~, or 
accommodation inappropriate because of e.g. location, poor repair 
or facilities 

3 Severe and distressing multiple problems with accommodation as 
above 

4 Roofless, at risk of eviction, or in totally inadequate acconunodation 

Rate 9 if Not Known or Not Applicable 

11) Social environment: employment, recreation, finance 

Given this individuals problems as rated at scales 1-9 above is the 
social environment appropriatefor promoting the best use ofhJslher 
capabilities and requirements for a reasonable quality of life? Does 
the absence of any of these prevent the patienllclient from functIoning 
at the oplimallevel achievable? 
Consider at f>.I.'O levels: 

a} basic requirements: money. food. clothes. protectIon 
from exploitation, etc. 

b} additIOnal requirements: luefuloccupalion. 
companionship. educatIOn. mterests, choice 

o GivCtl this individuals problems as rated at scales 1-9 a) and b) are 
in place allowing achievement of optimal functioning 
The basic requirements as listed in (a) arc provided but additional 
requirements (b) that could help achieve optimwn autonomy for this 
patient/client arc not available 

2 The base requirements AS in (a) provided but there are many gaps in 
additional requiremenLS (b) that could help achieve optimum 
autonomy for lhis individual 

3 Only a minimum standard of living. and few options for self
improvement 

4 111is individual is below the minimum standard ofliving level; 
andlor at serious risk of destitution 

12) Overall severity offunctional disability 

Taking all preVlOIlS Information infO account, make aJudgement as ta 
the level of overall disabiltty. 1ncludc diffiCUlties in peiforming any of 
the ActiVIties Of Daily Life. ConSIder effiCient weekly budgeting, 
"ving arrangements, occupation (wahin and outside home). 
recreatIOn. physical mobility, shopping, use of transport, self-care. 
Rate this on a scale of 0-100. You can use any number but there are 
some guidelines: 

0-20 

21-40 
41-60 

61·80 

81-100 

No problems. Good function in all areas with no need of 
support during the period rated 
Minor problems only 
Major inability to perform one or more complex skills such 
as weekly budgeting, occupation, shopping, making !ravel 
arrangements 
Major problems in some areas such as sclf-care (eating, 
washing, dressing, toilet) as well as major inability to 
perform several complex skills 
Severe disability or incapacity in aU or nearly all areas 
of functioning 





HEALTH OF THE NATION OUTCOME SCALES 

HoNOS 
DATE OF 

PATIENTS NAME: ..... ..................... .............. D/OIB: .......... .. ......... .. COMPLETION; ... ......................... . 

1. 

2. 

3. 

4. 

5. 

6 . . 

7. 

Aggression 

Self-harm 

Alcohol, Drugs 

Memory, Orientation 

Physical problems 

Mood disturbance 

Hallucinations, delusions 

o 
o 
o 
o 
o 
o 
o 

8. Other Mental Health or Behavioural problems 0 
Total Score (J -8) DO 

9. Social Relationships 0 
10. Housing and Locality 0 
11. Employment, Recreation, Finance 0 

Total Score (9-11) DO 
12. Functional disability (scale 0-100) DOD 
Completed by:... ........ ...... ........ ..... ..... ........ .... ... Designation: .. .............................. ..................... . 





GAF SCALE. 

APPENDIX 41bl 

GLOBAL ASSESSMENT OF FUNCTIONING SCALE. (G.A.F.) 
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90 Absent or minimal symptoms (eg. mild anxiety prior to an exam). Good functioning 

in all areas. Interested and involved in a wide range of activities. Socially effective. 

Generally satisfied with life,no more than everyday problems or concerns (eg.an 

81 occasional argument with family members). 

80 If symptoms are present they are transient and expectable reactions to psycho--sociaJ 

stressors (eg . difficulty concentrating after a family argument). No more than slight 

impairment in social,occupationai or school functioning (eg. temporarily falling behind in 

71 school-WO<1<). 

70 Some mild symptoms (eg. depressed mood and mild insomnia) OR some difficulty in social, 

occupational or school functioning (eg. occasional truancy or theft within the household), 

but generally functioning pretty well. Has some meaningful inter-personal relationships. 

61 
60 Mooerate symptoms (eg. flat affect and circumstantial speech,occasional panic attacks) 

OR mooerate difficulty in social ,occupational or school functioning (eg. few friends ,conflicts 

with co-workers). 

51 
50 Serious symptoms (eg. suicidal ideation,severe obsessional rituals ,frequent shop-lifting) 

OR serious impairment in social ,occupational or school functioning ( ego no friends ,unable 

to keep a job). 

41 
40 Some impairment in reality testing of communication (eg. speech at times ilIogical,obscure 

or irrelevant) OR major impairment in several areas such as work or school,family 

relationshipsjudgement,thinking or mcxx:l (eg. depressed, avoids friends ,neglects family 

31 and is unable to work) . 

30 Behaviour is considerably influenced by delusions or hallucinations OR serious impairment 

in communication or judgement ( ego sometimes incoherent,acts grossly inappropriately, 

suicidal pre-occupation) OR inability to function in almost all areas (eg. stays in bed all day, 

21 no job,no home no friends) . 

20 Some danger of hurting self or others (eg. suicide attempts without clear expectation of 

death,frequently violent,manic excitement) OR occasionally fails to maintain minimal 

personal hygiene (eg. smears faeces) OR gross impairment in communication (eg. largely 

11 incoherent or mute). 

10 Persistent danger of severely hurting self or others (eg. recurrent violence) OR persistent 

inability to maintain minimal personal hygiene OR serious suicidal act with clear expectation 

of death. 

,. 
CHI. NUMBER: 

RATED BY: 

DESIGNATION: 

1 
I 
I 
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5(b) Care Provider Interview Schedule 
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GREATER GLASGOW 
HEALTH BOARD 

To: Users of services who are included in the care programming process 

As you may know care programming has been set up in Glasgow recently. We are interested 

in finding out how it is working and what users think about it. I would be grateful if you could 

fill in this questionnaire and let us know what you think. 

Your answers will be confidential and we don't want you to put your name on the 

questionnaire. We would prefer it if you filled in the questionnaire by yourself However it is 

fine if you would be happier asking someone else about it. Please send the questionnaire back 

no matter how many questions you answer. Even if you only answer one question we would 

still like you to send the questionnaire back. It is very important that we get some idea of 

what users think about care programming. After you have filled in the questionnaire please 

send it back in the envelope provided. You don ' t need a stamp for the envelope. 

Many thanks for your help with this and best wishes, 

~~ 
Tricia Meldrum 

Researcher 

The Care Programming Pilot Project is a Multi-agency initiative involving GGHB, Greater Glasgow 
Community and Mental HealJh Services NHS Tru.1, Strathclyde Regional Council Social Work 

Department, Glasgow District Council Housing Department, Glasgow Associationfor Mental Health, 
General Practitioners, Service Users, Carers and Voluntary Organisations. 

112 Ingram Street, Glasgow G11ET 
,.. ••• : .. _LL.. ___ .... ................ •••• _ _ ••• __ • 
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This questionnaire will let us know how care programming is working in Glasgow and what 
users think about it. Your answers will be completely confidential. We don't want you to pul 
your name on the form. Please fill ill the form and send it back in the stamped addressed 
envelope provided. 

I . Has it been explained to you that you have been included in the care programming 
process in Glasgow? 
(please circle) 

YES/NO 

2. If YES, do you know what care programming means? 
YES/NO 

3. How much information were you given when you were included in the care 
programming process? 
(please tick the answer that applies) 

Lots of information 

Some information 

Very little information 

No information at all 

4. How do you feel about the amount of information that you have been given? 
(please tick the answer thai applies) 

I would have liked more information 

I was given enough information 

I was given too much information 

The care programming meetings 

§ 

5. Have you been asked to go to any care programming meetings about your care? 
(please circle) 

YES/NO 

6. If YES, how many meetings have you been invited to? 

7. Have you gone to any meetings about your care? 
YES/NO 

8. If YES, how many meetings have you gone to? 





9. If NO, is there any reason why you have not gone to the meetings? 
(please tick all the answers that apply to you) 

The time did not suit me 

I did not feel well that day 

I felt nervous about going 

I could not get to the place where the meeting was happening 

Nobody could go with me that day 

There was no point in me going 

Other (please say why) 

If you have been to one or more care programming meetings please answer the next 
questions. 
Jfyou have not been to any care programming meetings please go to Question 15 

10. Did anyone go with you to the meeting(s)? 
YES/NO 

11. If YES, who went with you? 
(please tick all the answers thaI apply to you) 

A member of my family 
A friend 

Someone from the advocacy service 

Other (please say who) 

12. Were you asked to say what you thought at the meeting? 
YES/NO 

13. Did you feel that you could express your own views at the meeting if you wanted to? 
YES/NO 

14. If NO, why was that? 
(please tick all the answers thaI apply 10 you) 

There were too many people there 

I felt intimidated by the other people who were there 

I didn't have enough time to think about what was being said 

Other (please say why) 





Communication with care workers 

IS. Have you been given a list of workers involved in your care? 
YES/NO 

16. If YES, does this include information on how to get in touch with these people? 
YES/NO 

17. Are you able to get in touch with people involved in your care when you want to? 
YES/NO 

18. Do you have any problems getting in touch with people involved in your care? 
YES/NO 

19. If YES, what problems do you have? 
(please tick all that apply to you) 

Don't know the phone numbers 

Person not available when I phone up 
Don't know who to contact 

Other problems (please say what they are) 

Your views about care programming 

20. What do you think are the benefits of being part of care programming? 
(please tick all that you agree wi/h) 

I have closer contact with people involved in my care 

I have a clearer idea of which care worker to expect to see when 

I feel more involved in my own care 

My family / friends feel more involved in my care 

Other benefits (please say what they are) 

1-----1 

21. What do you think are the problems of being part of care programming? 
(please tick all that you agree With) 

I feel less involved in my own care 

My family / friends feel less involved in my care 

I feel that too many people are talking about my care 

I don't see as many care workers as I used to 

Other problems (please say what they are) 

Thank you for taking the time to complete this questionnaire 





CARE PROGRAMMING PILOT PROJECT 
INTERVIEW QUESTIONS - PROVIDERS OF CARE 

1. Involvement with care programming 

1.1 How much information did you get about care programming before clients were recruited onto it? 

1.2 How much training did you get? 

1.3 Do you think that you had enough information and training? 

1.4 If not, how do you think this could have been improved? 

1.5 How many clients do you have who are part of care programming? 

1.6 Do you think that the criteria for inclusion in care programming are correct? Do you think that the 
criteria are specific enough? 

1.7 Do you feel that being part of care programming gives you have more or less support in dcaling with 
clients? 

2. Working with other agencies 

2.1 What contact do you have with other agencies providing care? 

2.2 Have you had any problems with gaining the co-operation of other agencies in the implementation of 
any care plans - either practical problems or differences in opinions? 

2.3 How would you rate the collaborative working relationships you have developed as part of care 
programming? 

successjul / unsuccessjul / needs 10 be developed jurlher / 100 early 10 say 

2.4 What do you think about the communication that you have with other agencies and individuals 
involved in care programming? 

successjul / unsuccessjul / needs 10 be developed jurlher / 100 early 10 say 

2.5 Do you think that there is any way of making communication with other agencies any better/easier? 

2.6 What do you think about the communication with users and carers involved in care programming? 

successjul / unsuccessjul / needs 10 be developed jurlher / 100 early 10 say 

2.7 What are the benefits & problems with the channels of communication set up through care 
programming? 

2.8 Do you think that there is any way of making communication with users and carers any better/easier? 





3. Care plans 

3.1 What do you think of the level of detail of the care plans? 

3.2 What do you think of the standard of the care plans in terms of putting them into practice? 

3.3 Have you had any problems working with other agencies to develop the care plans? 

3.4 How much work is required to produce the care plans? Is this worthwhile? 

4. Meetings 

4.1 AIe meetings to discuss individual users of care programming held at suitable or unsuitable times for 
you? 

4.2 AIe the meetings held at suitable I unsuitable times for the users and carers? 

4.3 Do you feel properly involved in the meetings and able to contribute your own views? 

4.4 Do you feel excluded from attending the meetings or from contributing to the meetings? 

4.5 Do you think that the users and carers are properly involved in the meetings and able to contribute 
their own views? 

4.6 Do you think that the meetings where care programming is discussed are useful? 

4.7 What do you think are the benefits of having these meetings? 

4.8 What do you think are the problems with these meetings? 

5. Recording forms 

5.1 Do you think that the recording forms arc elear or unclear? 

5.2 What do you think about the time that is needed to fill them in? 

5.3 Do you think that the level of detail in the forms is about right or too much or too little? 

5.4 Do you think that any other information should be recorded? 

5.5 Do you think that some of the information that is recorded at the moment is unnecessary? 

5.6 Did you have enough training in what to do with the forms? 

5.7 Are you given enough support with the forms at the moment i.e. knowing which forms to complete 
and when? Getting copies for your own records? 





6. Additional workload 

6.1 Has additional workload been generated by care programming? 

6.2 If so, what sort of additional workload? 

6.3 Do you think that you are spending more or less time with individual clients who are part of care 
programming than you did before? 

6.4 Is the nature of the work that you are doing in relation to these clients any different? 

6.5 If so, in what ways? 

6.6 Is this better or worse than the situation before care programming? 

7. General issues 

7.1 What do you think are the benefits of care programming? 

7.2 What do you think are the problems with care programming? 

7.3 Do you think that the individual clients that you work with have benefited twill benefit from being 
part of care programming? 

8. Any other issues 

Are there any other issues that you want to raise that we haven' t talked about already? 





Appendix 5C Interviews with care providers, including general practitioners 

1. CARE PROVIDER INTERVIEWS 

1.1 Introduction 

1.1.1 Interviews were conducted with 21 individuals during November and December 1995. These were 
semi-structured interviews conducted by a researcher from Greater Glasgow Health Board in the staff 
member's place of work. This appendix contains the main results and is fairly detailed in order to 
reflect the range of issues raised at this early stage in the implementation process. 

1.1.2 The 21 individuals were chosen at random and the composition of the sample in terms of the 
different agencies reflects the numbers of staff from each agency involved in Care Programming i.e. 
larger numbers are from nursing and social work. 

Table 1 Breakdown of staff interviewed 

Agency Number of staff 
interviewed 

Social work 6 
Nursing 5 
Doctor 3 
Housing 4 
Voluntary agency 3 
Total 21 

1.2 Keyworker 

1.2.1 Three of the nurses and I of the social workers was a keyworker to at least one user. The issue of how 
the keyworker was decided was mentioned by 5 social workers and 3 nurses. Only 2 people (I nurse 
and I social worker) mentioned that there was any discussion at the meeting about who should be the 
keyworker. Two social workers and I nurse said that the decision that the nurse should be keyworker 
seemed to happen by default. Another nurse said that the decision was made prior to Ole meetings 
and was not discussed at the meetings. One social worker mentioned that the decision was the 
client's, but there was no discussion about whether this was the most appropriate choice. The final 
social worker said that he/she was not clear who the keyworker was and this was not made clear 
either from the meeting or the care plan. 

1.3 Information 

1.3.1 Respondents were asked about the information that they had received about Care Programming at the 
outset. The main comments are shown below. 

Table 2 Information received 

Amount of information Timing of information Type of information 
A lot 5 Too latellast minute 3 Multiagency seminar 17 
Quite a lot 2 Virtually none before first 2 Internal information only 2' 

client 
Fine 4 
Not a lot 3 
No comment 7 No comment 16 No comment I 

, I Voluntary agency worker; I housing officer 

1.3.2 Five people (3 social workers, I nurse and I person from a voluntary agency) expressed some 
concerns about the multiagency seminars. One social worker said that there was no clear reason for 
it and it seemed like something that was being done to be seen to be done. Another said that 
although it was a good forum for discussion, it would have been useful to have had more practical 
training. The nurse said that the information was confused and changed a lot. One social worker did 
not benefit from the session because it started so late that he/she had to leave and so missed a lot of it. 
The voluntary agency worker was concerned that they had to invite themselves to the session and that 
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they had no information about it beforehand, with the result that they were unable to ask field staff to 
attend as they did not know the target audience. 

1.3.3 The overall views on information and training are summarised below. 

Table 3 Views on information and training 

Views on information Views on training 

Sufficient 10 No training & that was fine 5 
Confused tadhoc 2 No training & should have been 4 
Timing was wrong 2 No training - no comment made 4 
Didn't get to right people 2 Sufficient 4 
Not enough 3 
Needed more time for the session I 
Should have been more practical I Not mentioned 4 

1.4 Criteria/or Care Programming 

1.4.1 Respondents were asked what they thought about the criteria for both the continuing care and 
severely at risk categories, as shown below. 

Table 4 Criteria for Care Programming 

Continuing care Severely at risk 

Well defined 6 Well defined 4 
Need more flexibility re hostel 5 Should include risk to self 4 
population 
Wrongly excludes elderly & I Concerned about labelling effect 2 
drug/alcohol induced psychosis 
Some ambiguities I A bit ambiguous I 
Some ambiguities with severely at risk I Some ambiguities with continuing care 2 
Not enough experience to comment 3 Risk sounds as if its too high to I 

consider users for community care 
Not seen the criteria 2" Definitions of risk make it I 

inappropriate for users to be in the 
community 

Not mentioned 2 'Danger to others' is worrying, but no I 
way round it 
Not enough experience to comment I 
Not seen the criteria 2" 
Not mentioned 2 

" I Voluntary agency worker; I housing officer 

1.4.2 In addition, 4 respondents mentioned more general problems with the criteria. These were that the 
criteria could be rewritten more clearly based on experience to datc and in discussion with staff; that 
the criteria should not be taken as black and white but should be flexible to individual needs; that 
some people may fall between definitions e.g. people with offending behaviour and people with more 
than one problem such as psychiatric problems and alcohol problems; and finally the fact that it takes 
time for some people to be referred for Care Programming because they need to wait until their next 
review date. Two social workers also commented on the rigid definition of the minimum numbers of 
hours of staff contact for people classified as severely at risk. Both felt that this should be more 
flexible and reflect more what the user needs and can handle. 

1.4.3 Seven respondents made comments about the operational aspect of Care Programming. Four 
mentioned issues around response times: people may be considered for severely at risk only because 
this will result in a speedier response time; the 7 day and 3 week timescales are arbitrary because 
referrals take place at times when the meetings can be organised within these times; the only way to 
cope with the 3 week timescale is to refer people in a prioritised way; and the recommendation that 
people who are a suicide risk should be classed as severely at risk so that they can get a meeting 
within 7 days. Another respondent also mentioned the ract that they do not refer everyone fulfilling 





the criteria, but they prioritise referrals to users where there will be a clear benefit. Two housing 
officers mentioned the fact that they are not able to make referrals for eare Programming - one said 
that they should be able to and the other said that they will see if that is appropriate at the end of the 
pilot, when the project goes live. 

1.5 Professional support 

1.5.1 Respondents were asked if they felt that being part of Care Programming would give them more or 
less support in dealing with individual users. 

Table 5 SUllPOrt from Care Programming 

Gives more support 
Should give more support 
No change 
Would give more support if it worked properly 
Only difference would be if housing got involved 
Too early to say 
Difficult to say 

1.6 Contact, communication and collaboration 

6 
6 
4 
2 

1.6.1 Five respondents mentioned difficulties with contact and co-operation with other agencies. One 
nurse said that the only difficulty is getting GPs involved; one social worker said that housing were 
not as co-operative as would be expected given that they are part of the Care Programming process; 
one doctor and one nurse mentioned practical problems about the availability of services, but these 
are not problems particular to Care Programming; and one social worker said that problems arose 
because he/she was not able to attend the initial meeting and did not agree with decisions made then. 

1.6.2 Respondents were asked how they would rate the collaborative working relationships and channels of 
communication that have developed as part of Care Programming. 

Table 6 Collaborative working relationships I Communication 

Collaborative working relationshi s Communication 
Successful 10 Successful 7 
Need to be developed further 3 Reasonable 4 
Not changed I Not changed I 
Not developed at all 1 Not developed at all 2" 
Too early to say 6 Too early to say 5 

Not asked 2 

" 1 Voluntary agency worker; 1 housing officer 

1.6.3 One voluntary agency worker said that he/she did not have many forrnallinks and that contact was 
very ad hoc and 3 respondents said they did not have much contact with other agencies. 

1.6.4 Ten respondents mentioned issues or problems around communication. These included concerns 
ex-pressed by a voluntary agency worker that medical and nursing staff do not seem kcen to involve 
the advocacy service. Another voluntary agency worker was concerned that other agencies are 
probably suspicious of the voluntary agency and workers are not contacted or invited to meetings as 
they had expected, as expressed below: 

" ... particularly with the people we are talking about being involved in the care programme approach, we had 
felt that there would be so many needs that they would have to pull together all our resources to provide a 
package of care, so had really thought that we would be asked along a lot more often and asked to provide 
home support or group work or drop-ins etc ... but this has not happened." 

1.6.5 Some comments were made expressing concern about the input from housing and also from housing 
about not being fully involved. The following quote from a social worker highlights a concern about 
how information is interpreted by agencies like housing: 
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"I think generally the housing department are probably glad to be welcomed on board and be consulted ... but 
sometimes I've had the feeling at various meetings ... that the very fact that the person has got on the care 
programme approach, rather than making housing more co-operative, it has alerted them to the fact that this 
is going to be a difficult tenant and if anything you've got to put up more of an argument to get them a 
tenancy." "There' s something about being in the care programme approach that just sends a red light and 
actually alerts people." 

1.6.6 Housing may in fact be considering another set of issues, as is shown by this quote where a housing 
officer describes the input thaI housing can have: 

" ... if somebody had been offered a house in a close and we felt it was totally unsuitable - that's the type of 
thing. We would know the other people up that close and if that person was going to survive in a mainstream 
tenancy. We would be able to say whether or not this was a close that was suitable. That's the type of thing 
that I think we would have a big input in." 

1.7 Confidentiality 

1. 7.1 This issue was discussed with all but 4 of the respondents. In 8 of these cases the subject was raised 
by the respondent and in 9 cases it was raised by the interviewer. Eight people said that they had 
some concerns about confidentiality (4 social workers, 3 doctors and I nurse). All of them had some 
concerns in relation to housing officers attending meetings and 2 also mentioned other agencies. 
Three of the four housing officers and two of the three voluntary agency workers said that they 
believed that other agencies had concerns about their agency and confidentiality. One housing 
officer said that he/she thought that this was why he/she did not receive copies of the care plans. 
Another was critical of the view that other agencies take of housing, as shown below: 

" Its a case of gaining the other agencies ' trusL.if we were returning somebody from care we' re not going to 
go round the doors and knock at everybody else up the close' s door and say 'this person's just come out of 
xxx Hospital' but I'm quite sure that the social work department think that's what we do." 

1.7.2 Of the remaining 4 respondents, only one nurse said that he/she had no concerns. Two nurses said 
that although it is a potential problem, they had no concerns at present because infonnation is given 
on a need to know basis only. Another nurse said that it had not been a problem because not that 
much was said at meetings. 

1.8 Communication with users and carers 

1.8. I A number of respondents made comments about this needing to be developed further and about it 
being too early to comment. Sixteen respondents suggested ways of improving communication and 
involving users and carers, as shown below. Some made more than one suggestion, giving a total of 
more than 16 suggestions. 

Table 7 Ways of improving communication with uscrs and carcrs 

Give users more infonnation about meetings in advance 4 
Have named person responsible for feeding back information after meetings 5 
Ensure user is kept infonned at all stages 3 
Ensure all stafT are clear about things and can give verbal information 2 
Improve standard of meetings (chairing) 2 
Ensure user and carer are able to get to the meeting I 
May be beller if users only come to part of meeting / do not come at all 2 
Encourage user to bring a representative to meetings 3 
Make sure user knows that carer can be invited to meeting I 
Wrillen information could be simpler / better in tone 2 
Give users/carers a small reference booklet about Care Programming and I 
why they are part of it 

1.9 Overall benefits and problems of channels of communication 

1.9.1 Respondents were asked about the overall benefits and problems of the channels of communications, 
and gave a wide range of responses as shown below. These tables sum to more than 21 because of 
people making more than one comment. 





Table 8 Overall benefits of channels of communication 

More face to face contact 
Communication is formalised through meetings 
All agencies are involved 
Chance to develop relationships with other staff 
Good forum for discussion and giving opinions 
Succinct feedback acts as a reminder to action 
Chance to review own and overall input and activity 
Less chance of manipulation by the user 
More support for stafT in trying to introduce changes 
Too early to say 
Not mentioned 

Table 9 Overall problems of channels of communication 

3 
3 
2 
2 
2 

I 
8 

Potential problem of paperwork growing 2 
Communication may not be taking place at grass roots level as much as it I 
should 
The documentation says little about what is happening I 
The meetings are too formal to make patients feel at ease 2 
Other agencies concerned about voluntary agencies and confidentiality I 
Problems with the organisation and structure of meetings I 
Practical problems of team being on a split site 2 
Important that information is passed on if workers change I 
Concerns about confidentiality 
Takes time to develop links outwith the meetings 
Not mentioned 10 

1.10 The Individual Care Programmes 

1.10.1 Respondents were first asked about the level of detail in the care programmes. 

Table 10 Level of detail in care programmes 

Contains everything that is needed I adequate 9 
Could give more information 2 
Not detailed at all - just a list I 
Its brevity is good, but still need a trcatment plan in addition 
Not very subtle I not most useful part of Care Programming 
Shocking, not really a care plan at all 
- Concern actually more about lack of time for assessments beforehand 
Not been involved with care plans 
Not seen any care plans 5* 

* 4 Housing officers; I voluntary agency worker 

1.10.2 Four out of the five respondents who had not seen copies of the care prograames said that they would 
like to get that documentation in the future and that they would have found it useful. A further 12 
respondents made comments about the care prograames. These were very ntixed, as shown below: 





Table 11 Comments about care programmes 

Need to be kept simple and short 3 
The information has to limited because it goes to all agencies 
A more detailed plan may be better, but may not want some of it going to 
housing 
Detailed enough as it is intended as a concise summary 
Detailed enough as everyone was at the meeting and agreed what was 
happening 
Works alongside more detailed nursing care plans 
Agencies have own care plans, but casier and quicker to have one central 
source 
More of an accountability list, with no reference to goals 
Care plan should include problem, action and by whom 
Don't £!ive enou,h information about care to inform new workers 

1.10.3 Additional comments made were that it should include more information on why the user is being 
seen; that there is a need to develop more of a trcatment plan for all agencies, rather than duplicate 
effort; that it is more important to produce minutes than the care prograame; and one person who 
commented that the standard was acceptable but he/she disagreed with the content, having not been 
able to attend the meeting. 

1.10.4 Respondents were asked about the work required to produce the care programmes. Ten people did 
not comment as they had no experience of this. The comments of the other 11 are shown below. 

Table 12 Work involved in producing care programmes 

The work takes place in advance of meetings, as before 3 
Time is fine as long as one person is not keyworker in too many cases 1 
It was quite slow to do because it is a new thing 2 
Did not involve much additional work 2 
Did not take long to produce, but took time to get minutes as source 1 
Meetings and minute taking should be improved to facilitate production of 
care plans 
Takes time to produce minutes - may be a problem as numbers build up 

1.10.5 In addition, one doctor said that there should be a distinction made between the keyworker and the 
person who does the paperwork. One nurse and one social worker both commented that although it 
is worthwhile to have a care programme, there is a lot of duplication with other plans. 

I .ll Meetings 

Time, notice and place 
1.11.1 All but three of the respondents said that the meetings were held at suitable times. One of these three 

respondents (from social work) felt that there should be discussion with the key people about suitable 
dates for meetings before they are arranged. Two of these respondents felt that there was not enough 
notice given of the meetings and so they did not have enough time to make alternative arrangements. 
One of the social workers mentioned the location of the meetings and commented that no provision is 
made to ensure that users, some of whom may be in hospital, can get to the location. One nurse said 
that transport would be provided for users if required, but he/she agreed that this is not something 
that would be checked with the user in advance. None of the respondents mentioned that the time of 
meetings was unsuitable for users, although one voluntary worker said that users are not given 
enough notice and one social worker said that users are often the last to be told the date of a meeting. 





Structure 
1.l1.2 Of the respondents who had attended meetings other than as an advocate, all but 2 said that they 

were able to contribute their own views at the meeting. Of the other 2, one nurse said that he/she 
was able to contribute his/her views, but was slightly guarded because the user was there, and one 
social worker said that the structure of the mecting made it more like a question and answer session 
than a wider, more open discussion. 

1.11.3 Ten respondents commented on the way that the meetings were chaired, as shown below: 

Table 13 Chairing of meetings 

Disorganised in terms of chairing and no clear agenda 
Chair should be more forceful and should be definite decision on who chairs 
the meetings - should be the co-ordinator 
Lack of introductions at some meetings 3 
Should be round table, but people look to doctor to chair it 
Not chaired as such - led partly by co-ordinator and partly by doctor 
Person who was supposed to chair meeting was not able to attend and it was 
quite chaotic 
Chair was very intimidating, did not open the meeting up and made no 
statement of purpose 
Meeting was informal and not really chaired at all , but they should be 
chaired 

1.11.4 In addition, one nurse and one social worker commented on the length of the initial meetings and 
said that the time can be too short and some meetings need longer. The social worker suggested that 
40 minutes may be more appropriate for these meeting. One doctor commented on the fact that 
people attending the meeting are asked to bring a written report with them. He/she said that Ulis is 
not sensible as the reports cannot be used given the limited time available. People attending should 
just come prepared to give a verbal report. 

1.11.5 Eleven respondents made suggestions as to how the meetings could be improved, and a number made 
more than one comment. 

Table 14 Ways of improving meetings 

Improve chairing Igive clear information on role of chair 
Ensure meetings are chaired 
Encourage users to bring an advocate 
Carry out more preparatory work with the user 
Ask user to come into the meeting later 
Meetings should perhaps discuss practical issues only 
Get the right balance between being formal and welcoming 
Reduce numbers at meetings to those absolutely necessary 
Estimate length of meeting and schedule it to give that time 

4 
1 
3 
3 
I 
1 
1 
1 
I 

1.11.6 The one nurse who suggested that the user should come into the meeting later said that this because, 

"there are certain things that we would like to say amongst professionals that you stop if the patient was 
there." 





Involvement of users and carers in meetings 
1.11.7 Respondents were asked if they felt that users are carers arc properly involved in meetings and able 

to contribute their own views. Two of the respondents had not attended a meeting themselves and a 
further four had not been at a meeting where the user had attended. Of the remaining 15 
respondents, nine said that the user was able to get involved, a further 4 said that the user was given 
the opportunity to get involved but did not say if they felt that the user did get involved. One social 
work said that it is variable if users are able to get involved, but the situation is helped when the user 
has an advocate there, and finally one social worker said that the user was not given an opportunity 
to express hislher views but was just told what was happening. 

Usefulness of meelings 
1.11.8 Respondents were asked if they thought that the meetings were useful. Thirteen said yes, 2 said no, 2 

said that they were of limited usefulness, I said that they were potentially useful, I could not say yet 
and 2 had not attended any meetings. Of those who said that they were useful, 10 made comments 
as to why they are useful, 6 of which were that they get agencies together. 

1.11.9 Of the two respondents who said the meeting was not useful, one housing officer said that this was 
because of the nature of the particular case and the fact that housing were not really involved, and 
one social worker said that the meeting had no clear point and it was more like going through the 
actions. Of those who said that the usefulness was limited, one doctor said that this was because of 
the restrictions placed by the user and agencies like housing being at the meeting, and one social 
worker said that they are better than nothing but they have a lot of problems to be sorted out. 

Overall benefits of the meelings 
1.11.10 Respondents were asked about the benefits of these meetings. Many gave more than one response, as 

shown below: 

Table 15 Overall benefits of the meetings 

Lets agencies have face to face contact / people get together 13 
Gets user involved 4 
Meetings are quick and focused 3 
More likely to reach agreement on what to do 2 
Gives agencies more support and reduces the risk in dealing with this client 2 
group 
Produces a structured plan 
Good forum for discussing practical issues 
Documents what everyone is doing 
Shares the responsibility 
Lets everyone understand the issues more clearly 
Gets things done by certain dates 
Clarifies roles of different agencies I 
Shares information/views from multidisciplinary perspectives I 
Not been to any meetings 2 





Table 16 Overall problems witb the meetings 

Not well chaired 4 
Intimidating for user 
User may not understand what is happening 
Could be embarrassing if user is unwell I not stable 
Confidentiality I consent 
Not the correct forum to discuss personal or clinical issues 
Intimidated by other agencies being there 
Differences in attitudes between health and social work 
Potential to become a talking shop 
Not given enough time in some cases 
Time consuming I additional workload 
Problem of getting accurate minutes 
Some agencies, especially housing, do not attend meetings 
Lack of ownership of the process because it was poorly started 
No problems mentioned 
Cannot comment 
Not been to any meetings 

4 
I 
I 
2 

2 
2 
3 
I 
I 
I 
2 
I 
2 

1.11.11 In addition one social worker said that one of the main problems was the lack of time for the 
assessment process leading up to the meeting for users new to social work. 

1.12 Recording Forms 

1.12.1 Respondents were asked if the recording forms are clear or unclcar. Six people said that they had not 
seen or been involved with the forms (3 housing officers and 3 voluntary agency workers) and a 
further 4 felt they had not had enough experience of the forms to comment. The comments of the 
other II are shown below: 

Table 17 Comments about the recording forms 

Straightforward I clear 
Relatively clear, but a bit squashed up 
Not bad, but boxes are a bit small 
Takes time to get used to the forms 
Unclear at first , but fine when explained again 
Unclear at first and difficult to do without minutes of meeting 
Lot of duplication in the forms 
Ignores forms and puts down what is important 

4 
I 
I 
I 

1.12.2 Other comments made about the forms were that there is a labelling issue because the severely at risk 
form is red i.e. a red nag (one social worker); it could be the co-ordinator's role to complete some of 
the forms i.e. the care plan and the list of who was at the meeting (one nurse); and the point that it 
would be good to have a reference manual explaining what to do and to expect in relation to the 
forms (one nurse). None of the respondents said the time involved in filling in the forms was a 
problem. 

Level of detail 
1.12.3 None of the respondents mentioned any information collected in the forms that was unnecessary, 

although one nurse mentioned that there is duplication between forms. When asked if any 
information was not recorded that should be, two respondents made comments. One social worker 
said that it would be useful to have more information on the user' s address, including the home 
address of users currently in hospital, and to have the user's date of birth. Another social worker said 
that it would be useful to include information on the name of the interim keyworker, if that is not 
already included. [n addition one doctor and one nurse pointed out that the forms have space to add 
in any additional information that is required. 

Training and Support 
1.12.4 One doctor and one nurse said that more structured training on what to do with the forms would have 

been useful and another nurse said that a simple reference manual would have been useful. Ten 
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respondents commented on the support that they receive in handling the forms and they all said that 
they received enough support. 

1./3 Additional Workload 

1.13.1 Respondents were asked if additional workload has been generated by Care Programming. Sixteen 
said that additional workload had been generated, 2 said that it will be generated, I did not expect a 
great deal of change (housing), I nurse said that it had been generated for the social worker but not 
for him/her and I social worker said that he/she is working in a new project so has nothing to 
compare it against. Respondents were then asked what sort of additional workload has been or will 
be generated. The 18 respondents who had experienced or expected a change gave a range of replies, 
as shown below: 

Table 18 Sources of additional workload 

Attending meetings (including travelling time) 
Paperwork 
Preparatory work with user 
New users have been referred 
Covering more of the city than previously 
Keeping in contact with users 
Establishing pilot 

12 
11 
3 

I 
3 
2 

1.13.2 In addition, one social worker said that there may be more workload in the community because more 
people may be discharged than previously. He/she also said that there may be an issue around 
workers not wanting to visit some users alone, as social workers do at present. 

1.13.3 Respondents were then asked if there had been any difference in the amount of time that they spend 
with individual users. Five respondents could not say or were not involved at that level (2 housing 
officers, 1 social worker, 1 voluntary agency worker, I doctor). In addition one housing officer said 
that the time required may change depending on what is decided at a meeting, although this had not 
happened so far. Of the remaining 15 people, 11 said that it had not made any or much diJIerence to 
the time spent with users. One nurse and two voluntary agency workers said that they spent more 
time with users and one doctor said that he/she probably spent more time with users. Of those who 
said that it made little or no difference to the time spent, one social worker said this was because 
these users already needed a lot of time because they have serious problems, and another social 
worker said that the time spent with individual users may go down because they arc now part of a 
more co-ordinated system. 

1.13.4 Respondents were also asked if the nature of the work with users had changed. Nine people felt that 
it had not made much, if any, difJerence to the nature of the work with individual users. Four people 
did not or could not comment on this question. Of the remaining 8 respondents, 1 social worker and 
one doctor said that that the actual work should not change, but people will be even more vigilant 
about keeping an eye on the user. The other 6 responses are shown below: 

Table 19 Changes in the nature of work with users 

Explaining about Care Programming and meetings 2 
Liaising with more people 1 
Work will be more focused and planned than before 1 
Attending meetings with users 1 
Looking out for users more and contacting other agencies as required 

1.14 Generallssues 

1.14.1 Respondents were asked what they though were the benefits of Care Programming. All respondents 
answered the question, and most made more than one comment. There were a wide range of 
comments as shown below: 
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Table 20 Benefits of Care Programming 

Improves contact through face to face meetings 7 
Involves all agencies I agencies that were not involved before 4 
Information is shared 3 
Communication is formalised 2 
Communication is made easier 2 
There is more support by and for all agencies I reduces risk 6 
Responsibility is shared 3 
There is more awareness of each other's roles 3 
Individuals work as part of a team and develop good relationships I 
Gives greater urgency to action I things happen more quickly 5 
Reminds people what they are supposed to be doing I makes sure things 3 
happen 
It is given priority by agencies and makes people do things 2 
More planned and focused approach to care than previously 4 
There is more support because everything is documented I 
Users should not slip through the net 2 
There is an identifiable co-ordinating person 
Users are I feci involved in their own care 2 
Should offer users choice and make it more accessible I 
Advocacy service is recognised as part of the user's care plan 2 
Formalises what was already in place 2 

1.14.2 As above, respondents were asked what they UlOugh were the problems with Care Programming. 
Again this gave a wide range of responses: 

Table 21 Problems with Care Programming 

Problems with the structure of meetings 5 
Time factor I potential time and workload factors 6 
Meetings intimidating for users 3 
Need to involve users and carers more 2 
Need to sort out issue of consent 3 
User should agree with plan I be on-side as far as possible 3 
Concerns about confidentiality 1 
Staff have unnecessary concerns about confidentiality 1 
Concerns about accountability and potential conflicts I 
Potential conflicts due to people coming from different backgrounds with 
different attitudes and perspectives 
Lack of communication with voluntary agency I lack of openncss to new 
services 
Communication with housing is not properly established 
Health and social work have not accepted housing as professionals 
Need to develop better links outwith meetings 
Initial lack of information I understanding caused confusion 2 
May be seen as just an exercise that makes no diITcrence 1 
There are problems if procedures are not followed properly I 
Too early to say 2 
No problems mentioned I 

1.14.3 Other problems mentioned included a number highlighted previously i.e. the level of detail of care 
programmes, problems with defining the continuing care and severely at risk categorics and 
confusion about whether to include only new referrals or to work through existing cases. 

1.14.4 The failure to accept housing as professionals was expressed by one housing officer who said, 

"One of the problems is that our colleagues in both health board and social work haven't fully accepted 
housing staIT as professionals. That is a major problem .... (given that) we're all supposed to be joint 
partners .... That's the type of thing that we've got to break down ... This is a problem and not just for the 
housing department. It's for other agencies like the voluntary sector." 
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1.14.5 The importance of obtaining consent and getting users on-side was expressed by one voluntary 
agency worker who said, 

..... they (users) might not disappear without trace but if someone is determined not to be involved with the 
psychiatric services then the fact that they have been identified as being in the care programme approach is 
neither here nor there because they will disappear or shut the door." 

1.15 Benefits olCare Programming to users 

1.15.1 Respondents were asked if they though that the users they work with had benefited / would benefit 
from being part of Care Programming. Two housing officers were not asked this because the 
outcome of their meetings meant that they had no further involvement with the user. Tables 22 and 
23 show the replies of the other 19 respondents. 

Table 22 Benefits of Care Programming to users 

Benefits will come from having a wider team involved in care 7 
Meetings can resolve differences of opinion among agencies I 
Better communications and understanding within team I 
Having housing involved is very helpful for users 2 
Easier and quicker access to resources 3 
Wider choice of services and packages of care available I 
Hostel population should benefit from getting support that they were not I 
getting previously 
Users will not slip through the net as easily 1 
Users should have less frequent relapse and shorter hospital stay bccause I 
they are picked up earlier 
Users can get involved in own care 3 
User has the opportunity of meeting the whole team involved I 
Too early to sa 5 

Table 23 Examples of benefits to individual users 

The user felt the benefit of having an advocate I 
An ongoing housing problem was immediately resolved I 
An ongoing housing problem was resolved very quickly I 
The carer has been very reassured by being involved I 
The team has been able to start addressing user' s long term problems I 
The user has benefited from bein more involved and having more say 1 

1.16 Any other issues 

1.16.1 When asked if they wanted to raise any other issues, 10 people made comments as shown: 

• The co-ordinator should rewrite the criteria now that they are clearer and communicate this to staff 
• There has to be a co-ordinator in a central administration role 
• The issue of accountability and overall responsibility has to be resolved - the co-ordinator should have 

power to resolve any such problems 
• It would be better to know the main topics for discussion in advance of meetings so as to be better 

prepared. especially agencies not in routine contact with the user or about the case 
• Access to a database would be useful as a way of obtaining information more easily 
• Care Programming needed more preparation - it was badly set up 
• It is important that GPs get involved 
• The concerns about confidentiality have to be resolved 
• The keyworker does not have to be the CPN, but should be the person with the most well established 

relationship with the user . 
• A facility for regular reviews is essential as circumstances can change very quickly 
• It is a concern that only 4 people have been referred to the advocacy service 
• People in the severely at risk category are inappropriate for community care 
• There should be better links with the voluntary agency 
• The form asking for user comments is badly designed and serves no purpose 
• Processes and outcomes have to be earefully monitored to assess long term benefits 





1.16.2 The issue of accountability and a changing role for the co-ordinator was expressed by one social 
worker who said, 

"I think that the co-ordinator, or the manager, of the care programme ... should remain as always at arm's 
length, slightly outside the system as a reference if things are going wrong, if people aren't getting it 
together. " 

2. SURVEY OF GENERAL PRACTITIONERS 

2.1 Introduction 

Semi-structured telephone interviews were carried out with 6 GPs during December. The Care Programming 
project co-ordinator supplied the researcher with the names of all 8 GPs recorded as having patients included 
in eare Programming. The researcher wrote initial letters to all of Ole GPs explaining about the survey and 
saying that they would receive a telephone call within the next couple of weeks when a time for interview 
would be arranged if he/she was agreeable. When telephoned, 2 of the GPs did not agree to be interviewed. 
The remaining 6 took part in a short interview focusing on their knowledge and awareness about Care 
Programming, their own involvement in it and any barriers to their involvement and the benefits and 
drawbacks to the primary care team and to the user and carer. 

2.2 Knowledge and awareness 

Didn't get much information - main information has been about individual 
patients 
Not aware of getting any information prior to an invitation to attend a 2 
meeting about a patient 
Not aware of having received any information or invitations to meetings - 3 
not aware that any patients are involved 

2.2.1 Two of the GPs who had received some information said that they did not need any more information 
and the other said that he/she would like more written information. One of these GPs also made the 
comment that he/she may not have read the information if it did not come from the health board. 

2.3 Involvement 

Invited to meetings and attended one 
Invited to meeting, but could not attend 2 
No involvement because not aware of having any patients who arc part of 3 
Care Programming 

2.3.1 One of the GPs who could not attend said that this was because he/she was not given enough notice 
of the meeting. Two of those who have not had any involvement said that they would need a lot of 
advance notice in order to be able to attend, with one specifying that there should be at least 2 weeks 
notice. Three of the GPs mentioned that sending in a written report would be an acceptable way of 
giving input to meetings rather than having to attend and one said that if he/she was not able to 
attend then he/she would give the information to the meeting co-ordinator over the telephone. 

2.4 Barriers to involvement 

2.4.1 Some GPs stated more than one barrier to their own involvement, as shown below: 

Date and time of meetings is already'set and may be unsuitable 3 
Length of time involved in attending meetings 6 
Have to prioritise meetings - may not be most worthwhile I 
Meetings may be of limited value because GP involvement is often limited in I 
the care of patients with mental health problems 

2.4.2 Both of the GPs who said that the meetings may be of limited value agreed that links with other 
members of the multidisciplinary team would be useful, but felt that there may easier / more efficient 





ways of doing this. One suggested that an informal lunchtime meeting once a month at the local 
resource centre may be more useful and feasible. 

2.5 Benefus and drawbacks to the primary care team 

2.5.1 As above, some GPs mentioned more than one benefit or drawback: 

Benefits 

Brings clarity and co-ordination into the system 3 
Reassures PCT that people are not slipping through the net 2 
Chance for PCT to gct involved with other agencies, to see what is 
happening and who is involved 
Should lead to better management and avoid major crises which can be 
difficult and time-consuming for PCT 
Patient is being assessed by a group of experienced experts 
Care programme is a useful update about the patient' s care 
Care programme gives clear guidelines and a list of contacts 
Identifies individuals with particular responsibilities 
Contacts are known and are available 2 
It is useful to have a central source of information 1 

PCT: Primary care team 

Drawbacks 

Time required 2 
Not working well currently in terms of communications and information 
sharing 
Care Programming is a bit rigid at present 
Potential problem of out of hours care is keyworker is not available I cannot 
be contacted 

2.5 .2 In addition, one GP mentioned the general problem with community care of being pushed through 
without enough planning and one mentioned the general delay in getting referrals and having action 
taken, although he/she said that this was not specific to Care Programming. 

2.6 Benefits and drawbacks to users and carers 

Benefits 

Lets patient and carer have an input 3 
Gives patient and carer more information and understanding 2 
Userlcarer knows who to contact and this gives reassurance 
Better for morale 
May give more practical help e.g. housing. social work 
Reassurance and practical support for carer 
Carers may be able to support users in community better I for longer 
Get to know people involved in care 
Patient is being assessed and cared for by a group of experienced 
multidisciplinary e~erts 

2.6.1 In addition, one GP made the point that the patient may not perceive any direct benefit due to nature 
of the illness. 

Drawbacks 

Meetings may be intimidating and stressful 2 
Patients may feel that there is too much interference I 
Patients may not want to get involved to this extent 
Practical aspects of attending meetings 
Professionals may be guarded at meetings because patients arc there and 
benefits of information sharing may be limited 
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A USER COMMENT FORM WILL BE SENT 

TO YOU AFTER EACH ASSESSMENT OR 

REVIEW MEETING. 

PLEASE USE THIS FORM ( IF YOU WISH) TO 

RECORD ANY OBSERVATIONS YOU MAY 

HAVE ABOUT CARE PROGRAMMING AND 

HOW IT WORKS. 

IT IS ANOTHER WAY OF MAKING SURE 

THAT YOUR OPINIONS AND WISHES ARE 

ADDRESSED. 
. . 

LET US KNOW OF THE THINGS YOU FEEL 

ARE WORKING WELL AND ALSO WHERE 

YOU THINK THINGS COULD BE 

IMPROVED. 

PLEASE LET US KNOW YOUR VIEWS SO 

THAT WE CAN PLAN YOU CARE 

EFFECTIVELY 
A ..... 

WHAT IF MY NEEDS ARE NOT MET? 

If you feel your needs are not being met as you 
would wish, you can discuss the situation with 
your keyworker or any other person involved in 
the delivery of your care. You may wish to raise 
the issue with an advocate (see enclosed advocate 
information) and you can also use the user 
comment form described above. 

The various agencies involved are committed in 
partnership, to address the issues you raise 
through local management arrangements. 

.... .... 

NOTES 

You may have further questions about Care 
Programming which this leaflet has failed to 
address. YOH may also have issues on your mind 
which you wish to be addressed by your 
keyworker or the Careteam. Please use the space 
provided below to make short notes so that you 
don't forget what it is you want to say. 

CARE 

PROGRAMMING 

A 
GUIDE 

FOR 
SERVICE USERS 

AND 

CARERS 

Care Programming is a multi agency initiative 
involving Greater Glasgow Health Board, Greater 
Glasgow Community and Mental Health Services 
NHS Trust, Strathclyde Regional Council Social 
Work Dept., Glasgow District Council Housing 
Dept., The Scottish Federation of Housing 
Associations, General Practitioners, service users, 
carers and voluntary organisations. 





WHAT IS CARE PROGRAMMING AND 
WHAT IS IT'S PURPOSE? 

:are Programming is designed to ensure that your 
are in the community is carried out in a 
90rdinated way so that you get the support you 
1quire to help you to meet your health and social 
eeds. 

'hese needs may range (rom therapy and 
'eatment to (inancial, accommodation and 
ersonal rights issues. 

"" ",.. 

WHO WILL BE INVOLVED? 

is likely that several people including yourself 
'ill be involved in assessing your needs and 
lanning your care. 

I addition to yourself the team may include some 
r all of the following people:- . 

Your cOl1Sultant 

Your General Practitioner 

A member o( IlUrsing sta(( 

A social worker 

An Occupational therapist 

A housiltg o((icer 

A psychologist 

Representatives o( other specialist organisations 

Representatives (rom voluntary organisations 
(or example, Scottish Association (or Mental 
Health and Glasgow Association (or Mental 
Health. 

Your (amily or carers (i( you wish) 

An Advocate (i( you wish, see enclosed 
leaflet) 

PLEASE LET US KNOW OF ANYONE 
YOU FEEL SHOULD BE INVOLVED! 

"" ",.. 

HOW WILL THE SUPPORT I REQUIRE 
BE PLANNED? 

Once you have been re(erred to Care 
Pro'gramming by your consultant, you may be 
contacted by members o( the care team who are 
required to carry out detailed assessments o( your 
needs. 

A meeting will then be organised which will be 
attended by some or all o( the individuals 
previously mentioned, You will be invited to this 
meeting and you can be accompanied by a relative 
or advocate i( you wish. 

An individual Care Programme will be devised 
with your involvement. You will receive a copy o( 
this along with details o( how you Calt contact 
speci(ic members o( the care team should you 
require to do so. 

A keyworker will be identi(ied to coordinate your 
Care Programme on your behal( and on behal( o( 
the care team. 

PLEAS.E LET US KNOW IF THERE IS 
dNYONE IN PARTICULAR WHO YOU 
WOULD UK!.:, TQ BE YOUR KEYWORK,ER, 
dND THIS. WILL BE TAKEN INTO 
CONSIDERATION. 

• 

c· -'z-

WHY DO I NEED A KEYWORKER? 

A keyworker will be responsible (or:-

• Listening to your opinions and wishes. 

• Answering any questions you may have. 

• Helping to keep you in(ormed. 

• Ensuring that you receive the support you 
need (rom the various people involved in your 
care. 

• ensllring that regular reviews o( your Care 
Programme take place 

A ..... 
WHAT CAN I DO TO HELP? 

• 

These are a 'n';mber ~(things 'yo;, cando to ens~re 
that you receive the support you need. These 
include;-

• Letting liS know what YOIl (eel YOllr needs are, 

• Letting liS know i( YOIl have concerns, 
particlllarly with your Care/SlIpport and how 
it is being delivered. 

• In(orming liS o( any new problems you may 
experience 

• Letting us know how you (eel about the 
quality o( the care being provided to you 

• Letting us know when you (eel you have 
needs which are not being adequately met. 

• Always telling your keyworker about your 
concerns 
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REFERRAL FOR CONSIDERATION FOR CARt: PROGRAMMING 
It is essential that this form is completed in full. 

IFORENAMES: 

ADDRESS: 

IpOSTCODE: 

IDATE OF BIRTH: ICHI.NO. 

SOURCE OF REFERRAL: (Ward No.1 Resource Centre) specify: 

ADDRESS: 

ITEL.NO. 

BEING CONSIDERED FOR INCLUSION IN CONTINUING CARE PROGRAMME: (tick) 

The criteria for inclusion are: 

(Pl •••• tick those which apply.) 

A diagnosis of severe and Qersistent major ~sy:chiatric illness or in some instances Qersonali!y disorder. I I 
(e,clude patients with a primat)' dagnosis ol.lbstance misuse.} 

and any of the following: 

(1) A history of repeated relapse of their illness due to a breakoov", in their medical or social care in the community. 
I I 

(2) Severe social disability or major housing difficulties as a consequence of their illness. 
I I 

(3) Requires multi-agency involvement and co-ordination. I I 
(4) A history of serious suicidal risk or se~ harm. severe se~ neglect, or of violence or dangerousness to others consequent upon 

psychotic symptomatology,which the clinician judges to be relevant with regard to the patient's current or likely Mure mental heatth. 
I I 

'If a histo!)! of violence or dangerousness is ~resent then the ~tienl should be considered for inclusion in the SEVERELY AT RISK PROGRAMME. 

BEING CONSIDERED FOR INCLUSION IN SEVERELY AT RISK PROGRAMME. (tiel<) I I I 
"'A Dink form should also be com Dieted at this ooint if the oatient is belM considered for Inclusion in the SEVERELY AT RISK PROGRAMME. 

Assessments required: (PI.as. tick) 

I Medical: I I Nursing: I Social·work: I 

I O/T: I IPsyChOIogy: I Housing: I 

I Forensk: I I Alcohol: I Drug: I 

OTHERS REQ·D.I 
Please state.) 

I 

IF YOU WISH G.P. TO BE INVITED TO THE INTER-AGENCY MEETING PLEASE TICK HERE:- I I 

IINTERIM KEYWORKER: INa me: heiNO. 

DATE OF MEETING: TIME: IVENUE:I 

ICONSULTANT SIGNATURE: 1 IDATE :1 
"FAX TO CARE PR06RAMMIN6 COORDINATOR AND RETAIN OIU6INAL IN CAS£FILE. 

fax no. 556 1238 





No: 

CURRENT LEGAL STATUS OF PATIENT: 
(Please tltk.) 

INFORMAL: > I I GUARDIANSHIP: > I 
(Please specify particular section.) 

MENTAL HEALTH ACT: > I ICRlMINAL PROCEDURES ACT: > 
The criteria for inclusion are: 

(Please lick 10 confilTllihal all criteria apply ,) 

(a) A diagnosis of severe and persistent mental illness,or in some instances personality disorder. 
(As In cootmulI19 care categOf)'.) 

AND 
(b) hi incompIele symptomalit response 10 treatmenl 0< a documenled hislocy 01 "'"""" loIlowing nOll-<OOlptiance, 

AND 
(c) A h~locy 01 serious violence or serio", dangerousness lowards olhers consequenl upon psycholic symptomalology, and where 

due to (b) there is a significant risk of future violence Of dangerousness. 

I th n f atle tsb I 'd ed 1 th ' It' k' ecaseo R n !l! Og consl er or ! ~!l!y:e[! y. ~ rls 2r09 ram a fo sl 01 Ion must be reauested th bl !!!!l r!" co [! on • ue [e erra 

EVIDENCE QF SPECIFIC EPISQDES QF VIQ1ENT BERA VIQ!.!R. 
~nclude any relevant criminal convictions.) 

DATE NATURE OF INCIDENT. OIlTCOME. 

If 2!!!l 

SPECIFIC WARNING IN!;!ICATORS OF POSSmLE FUTURE VIOLENT BEHAVIOUR. 
(list any identified foreseeable circumstances which would give rise for concom.) 

CONSULTANT SIGNATURE: I DATE: I 
"FAX TO CARE PROGRAMMING COORDINATOR WITH BLUE REFERRAL FORM AND RETAIN ORIGINAL IN CASEFILE IF .. No. 55§ 123f1 





CAR£ PROGRAMMING. 

DETAILS OF PERSONNEL INVOLVED IN INTER AGENCY MEETING -

PATIENT I CUENT DETAILS. 

SURNAME: FORENAMES: 

DATE OF BIRTH: CHI No: 
PRESENT AT INTER-AGENCY MEETING. (PLEASE TICK) I 

I PERSONNEL INVOLVED IN MEETING OR TO BE INVOLVED IN FUTURE. Rle@se tick [!Ie~nt columns. 

Present To be invited Pii!lient to be 
Please include names of ~QQnel not ~eflt at meeting but who should be invited to oortici~te in future meetings. ill to ne~t ~iew given contact 

meeting meeting, details. 

KEYWORKER: I Deslgnation:l 

CONTACT ADDRESS: 

Tel No: 

CONSULTANT: I 

CONTACT ADDRESS: 

ITei No: 

GENERAL PRACTITIONER: I 
CONTACT ADDRESS: 

~eI No: 

C.P.N. (If different from keyworker) I 

CONTACT ADDRESS: 

Tel No: 

S. 1 W. (tf different from keyworl<er) j 
CONTACT ADDRESS: 

~eI No: 

HOUStNG DEPT. REPRESENTATIVE: I 
CONTACT ADDRESS: 

Irel No: 

I 
CONTACT ADDRESS: 

Tel No: 

I 
CONTACT ADDRESS: 

Tel No: 

I 
CONTACT ADDRESS: 

~eI No: 

I 

CONTACT ADDRESS: 

ITei No: 

TO BE COMPLETED BY KEYWORKER IMMEDIATELY FOLLOWING MEETING AND FORWARDED 





INDIVIDUAL CARt: PR06RAMM£. loate of meetlna;· 

NAME:. I CHINO. Continuing care/Severely at risk.(specily) 

AG~NCIES'DISCIPLINES INVOLV~D: Itlckl Medical Nursing Social Work Hou.lng I Oct therapy 

othe[ ag!:[!clef1dlli~lellne!: lovQlved. (Please s~cl!y:) Psychology 

Assessments r~uelited but ftlll outstanding when !:meting took Rlace (Please 8R~cl~); 

DETAILS OF RESPONSE OR FURTHER ASSESSMENT REQUIRED 
IDENTIFIED NEED Include frequency & duration of visits/day hosp.lnputltlmescales for planned responses . PERSON RESPONSIBLE Dl1oclpline' Agency 

. 

COMPILED BY KEYWORKER 

SIGNED: 

DETAILS OF REVIEW:] DATE: > I TIME:> ~ENUE: > 

IDENTIFIED KEY WORKER :- Name: Designation: TeI.No. I I 





1 

~PA~TAILS. 
I>nJ>u 

I""R"'AM'" 1"()Rf 

DATE OF BIRTH: IOATloOF COMPLETION OF FORM: 

PLEASE RECORD ANY OPINIONS YOU HAVE IN RELATION TO CARE PROGRAMMING. 
THE REVERSE SIDE OF THIS FORM CONTAINS GUIDEUNES TO ASSIST YOU. 

RETURN COMPLETED FORM TO KEYWORKER. 





Care Programming - User Comment Form 

Guide to Aid Completion 

We welcome your comments in relation to the Care Programming initiative. The scheme is designed 
to ensure that you, as a service user, receive the care which you require to meet your needs. It is 
therefore essential that you are able to register your views and opinions should you wish to do so. The 
user comment form is one way of ensuring that your voiee is heard. 

You wiII notice that it is basically a blank form apart from the part where we ask you to write your 
name. This is because we would like you to comment on whatever aspects of Care Programming you 
wish using your own words, rather than just ticking boxes and answering specific questions. 

Please record any comments you like using this form. Perhaps you may wish to consider some of the 
things on this list to help you make your comments. 

a) Issues you are unclear about. 

b) Information you would like to be provided. 

c) Isslles you are unhappy about. 

d) Things you feel could have been done better. 

e) Things which impressed you about the scheme. 

f) Things which you feel went well. 

g) Areas where improvements could be made. 

h) Issues relating to how meetings take place. 

I) Issues relating to how information about you is gathered. 

j) Disadvantages of the scheme. 

k) Advantages of the scheme. 

I) Needs which you feel are not being addressed. 

You may wish to get a relative, friend or advocate to help YOIl to put your thoughts down on paper. 
Remember too that your Kcyworker is there to help. 

You don' t have to write a long essay, a few sentences will do, but if you have a lot to write about, 
please feel free to continue on another sheet of paper. 

You are not obliged to comment if you don't want to, but if you have strong opinions abut Care 
Programming, we would like to hear them. 

FORM YELLOW 3 
REVERSE SIDE 





OF BIRTH: 

DETAILS OF UNMET NEED(S}. REASON(S} FOR INABILITY TO MEET NEED(S}. 

I"OftM COMPLETED BY: DESIGNATION: IOATE: 
FORWARD TO CARE PROGRAMMING COORDINATOR AND RETAIN A COPY IN CASE FILEI 





Consent. 

CARE PROGRAMMING - PATIENT / CUENT CONSENT FORM. 

Ihave had the principles 

of Care Programming explained to me by, 10"' ...... _.""". 
In light of this explanation I understand that there may be a requirement for 

information relating to me to be shared between the various agencies involved in my care on a "need 

to know basis". 

It is my decision to give I withhold (delele a. applicable) consent to my inclusion in 

the scheme. 

ISigned: I Date: 

CARE PROVIDER COUNTER SIGNATURE. 

I confirm that I have explained to the patient I client the principles of 
Care Programming including how limited information relating to him I her may require to be shared 
between agencies. 

I~are provider's 
signature: 

PLEASE TICK AS APPROPRIATE: 

(a) Patient I client consented: 

(b) Patient I client withheld consent: 

DRAFT JAN 96 

I Date: 

o 
o 




