
DRAFT 3

BENCHMARK OF BEST PRACTICE

FOR 

CARE PROGRAMME APPROACH

‘Every Care Plan is Person Centred’

This Benchmark is not intended to be exhaustive and the indicators are not listed in order of preference or priority.  It should be recognised that other indicators will be identified to include in the monitoring of the quality of the Care Programme Approach 

.

Developed by:

Helen Devlin




Phil Boulter  

Community Services Manager 

Consultant Nurse

	Benchmark of Best Practice for Care Programme Approach





Factor






Benchmark of Best Practice

1.
Choice, Consent and Confidentiality

The person has chosen to









have a Care Programme and 








has given consent, or best









interest practice has been 









involved in the Care 









Programme Approach

2.
Gathering Information



The Information gathered 









provides a comprehensive









picture of current health






 


and social care needs, and 









risks

3.
Responsibilities




The Care Programme  









Approach is living and









growing

4.
Care Co-ordination




The person has an 









appropriately skilled and









informed Care Co-ordinator

5.
The Care Plan




The Care Plan 









is available to the person 









presented in a format that 









the person has chosen

6.
Primary Care





There is Primary Care 









involvement in the Care 





Programme Approach Care  




Planning

7.
Outcomes





The Care Programme









Approach outcomes









contribute to improved









health and service




development and 









delivery

Factor 1
CHOICE, CONSENT AND CONFIDENTIALITY
	
The person has not given  consent to the Care Programme Approach Process Care Plans, or best interest has not been applied




INDICATORS OF BEST PRACTICE

(
Evidence of how this has been communicated to Service User

(
Accessible Care Programme Approach

(
The Person understands, how the process will commence and who will be involved and how this is to be recorded

(
The person is assessed as to their capability to give consent to  others to share the Care Plan with us  

(
There is evidence that best practice has been adhered to when seeking consent (ie Consent Policy/Guidance)

(
The process is recorded 

(
Decision making and recording processes are in place for those who cannot consent

(
Care Co-ordinator Appointed 

(
Care Programme Approach must be recorded on Care Plan 
(
Issues relating to confidentiality are addressed
Factor 2
 GATHERING INFORMATION 
	
No information is available or sought




INDICATORS OF BEST  PRACTICE

(
The individual is included in the information gathering process
(
Comprehensive assessments, tailored to the individual’s needs are completed.  

(
Assessments demonstrate consideration of health and social care need 

(
All available information is utilised and this may include:

a)
Information from the family and or carer with the individual’s consent 


b)
Information from multi-agency team


c)
Information from Primary Care


d)
Information from specialist health professional


e)
Person Centred Plan (or other plan)


f)
Person held health record


g)
Care Programme Approach documentation is fully completed


h)
Care Plans are forwarded to Care Programme Approach lead 

officer for data entry


Factor 3
 RESPONSIBILITIES
	
The person has not been offered a Care Programme Approach.  No Care Plan has been developed




INDICATORS OF BEST  PRACTICE

(
The individual is fully involved in all aspects of the Care  Programme Approach

(
The individual carer is fully involved in the process

(
Care Co-ordinator to be responsible for ensuring Care Plans are completed and followed through

(
Clear time-scales are set

(
Review dates are set

(
Follow-up, monitoring and evaluation are evident 

(
Health and social care issues are recorded

(
Unmet needs are recorded and communicated to an appropriate 


person

(
There is evidence of involvement and inclusion where relevant to multi-agency working

(
Care Programme Approach documentation reflects changing needs and wishes of individual

Factor 4
FACILITATION AND SUPPORT
	
No support is available to the person




INDICATORS OF BEST PRACTICE

(
The individual has a Care Co-ordinator of their choice

(
The Care Co-ordinator receives comprehensive training

(
The Care Co-ordinator is provided with regular supervision for the Care Programme Approach process

(
Care Programme Approach responsibilities are reflected within personal Development Plans

(
Evidence of ongoing appraisal 

(
Specialist advice is sought where appropriate

(
There is ongoing evaluation of the Care Co-ordinator role 
(
Evidence that carers have been offered an assessment under Carers (Recognition and Services) Act 1995

Factor 5
 THE CARE ACTION PLAN
	
The Care Programme Approach is not available or accessible to the person




INDICATORS OF BEST PRACTICE

(
The format of the Care Plan is given to the person and presented in a format that the person can understand

(
Care Action Plan reflects culture and ethnicity

(
Care Action Plan contains actions to improve mental health

(
Care Plan contains action to improve social care

(
Care Plan demonstrates where choices have been made and how these have been achieved

(
Priorities are agreed with the individual.  Where best interest decisions are made – this is clearly recorded

(
Person centred approach is evident

(
The plan is shared with relevant people, and agreed with the person’s permission
Factor 6
MULTI-AGENCY AND PRIMARY CARE
	
No primary care involvement




INDICATORS OF BEST  PRACTICE

(
GP informed that Care Programme Approach process has started

(
Multi-agency contributes to Care Plan is evident when relevant

(
Training and support given to Primary Care Teams/Multi-agency teams in relation to Care Programme Approach

(
Information on health needs and social care needs of people with 


are communicated to Primary Care Trusts 

(
There is evidence of liaison between Primary Care/Multi-agency teams 

Factor 7
 OUTCOMES
	
No outcomes are identified




INDICATORS OF BEST  PRACTICE

(
Care Programme Approach responds to changing needs and wishes

(
Outcomes for individuals are reviewed and evaluated 

(
Clear objectives are set and evaluated
(
There is a system for recording unmet health needs and social care and a process for acting upon them

(
Recorded unmet health and social care needs are used to inform planning arrangements for health and social care

(
Clinical Governance Sub-board receives report on outcomes/unmet needs

(
Proportion of people from ethnic groups with Care Programme Approach are monitored
(
Service delivery changes as a result of what is being learnt

(
Evidence that outcomes include people from different backgrounds and with more complex needs

(
Evidence of Primary Care involvement

(
Training is responsive to changing needs

(
Best Practice is celebrated and shared

( 
Audits on documentation undertaken.  Quality audits on care plans for standard and enhanced levels 

(
Service Users audits conducted 

(
Carer audits conducted

(
File audits undertaken
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Benchmark of Best Practice





The Care Plan is available to the person presented in a format that is understood





Benchmark of Best Practice





Care Programme Approach is living and growing                                                





Benchmark of Best Practice





The person has a Care Programme Approach Care Plan and has given consent, or best interest practice has been applied





Benchmark of Best Practice


The information gathered provides a comprehensive picture of current health and social care needs and risks                                                 








Agreed patient-focussed outcome





Every Care Plan is Person Centred








Benchmark of Best Practice





The person has an appropriately skilled and informed Care Co-ordinator of their choice





Benchmark of Best Practice





Care Programme Approach outcomes contribute to improved health and to service development and delivery





Benchmark of Best Practice





There is Multi-agency/Primary Care involvement in Care Planning


where appropriate                                                 











