



APPENDIX 7

CONSULTATION DRAFT – COMMENTS DEADLINE 30 APRIL 2010

CPA POLICY : CARE CO-ORDINATOR COMPETENCIES
ADDENDUM JOB DESCRIPTION AND PERSON SPECIFICATION - CARE CO-ORDINATION
MAIN RESPONSIBILITIES:
Needs Assessment

· To carry out initial assessments, either alone or with others (depending on the history and level of risk) and feed back to the team
· To ensure service users and, where appropriate, carers are given information on their rights and the role of the Care Co-ordinator, including providing written information when appropriate
· To be responsible for ensuring that comprehensive, multi-disciplinary and multi-agency assessment of the service user’s health and social care needs is carried out, and that details are reported back to the team
· Working in partnership to try to fully engage with service users, ensuring the service user has choice and assist them in identifying their goals.

· To identify physical health needs of service users with the support of GPs and other care agencies and refer/ signpost to appropriate services when appropriate
· To support service users in registering with GPs when appropriate and liaise so that annual physical health checks are undertaken

· To ensure that needs assessments, planning, evaluation and review of service users care are kept up to date.

Risk Assessment and Management

· To assess needs and circumstances with service users, carers and relevant others, evaluating strengths and vulnerabilities and risks of neglect, abuse, exploitation, harm to self and others and safeguarding needs for children and vulnerable adults
· To identify any needs for intervention or action by other agencies 
· To identify any needs to share risk information  and liaise with appropriate agencies, professionals and others

· To develop risk management plans to support service users’ independence and daily living and co-ordinate delivery, in liaison with appropriate agencies, professionals and others

· To review risk assessments and risk management plans in accordance with policy and practice guidance, and as a minimum at least every 12 months

Relapse Prevention, Crisis Planning and Management

· To identify relapse signatures and triggers and develop crisis and contingency plans centred on service users’ circumstances. Contingency plans must include details of who to contact if the Care Co-ordinator is absent.

· To work with service users, colleagues, other agencies and carers, where appropriate,  to provide a range of interventions to ameliorate service users’ symptoms and prevent relapse, including providing written information when appropriate.

· To support and monitor service users and take action if relapse signs are identified, reviewing and adjusting care plans, interventions and frequency of visits/monitoring as necessary, including making referrals to crisis and home treatment services when appropriate
· To work with service users, carers/families during times of crisis, maintaining contact and continuity of care during periods when service users are working with crisis or home treatment services or are in hospital or detention 
Assessing and Responding to Carers’ Needs

· To identify and work in collaboration with carers and support them in their caring roles

· To ensure that assessments and care plans take account of carers views and needs where appropriate

· To ensure that carers are offered assessments of their own needs and that these are carried out as appropriate.  This must include assessing needs of children/ young people who may be young carers.

· To develop, implement and review programmes of support for carers and families, in conjunction with Carer Support Workers where appropriate.

· To seek to empower carers / families to support service users in their care and recovery.

Care Planning and Review

· To work in partnership with service users, and carers where appropriate, in developing care plans.  Wherever possible this must be carried out in contacts prior to CPA Review meetings. 

· To agree with service users care plans and allocation of tasks to other professionals/agencies.

· To ensure that service users, and where appropriate carers, have a copy of the Care Plan.
· To co-ordinate, monitor and review the response of services in meeting service users’ needs, ensuring choice, for example over location and timing of contacts.

· To deliver and/or co-ordinate the implementation of interventions in care plans in partnership with other multi-disciplinary team members/ agencies, review their effectiveness and adjust interventions when necessary.

· To ensure that other care system requirements are met, where necessary, including consideration of local Fair Access to Care Services eligibility criteria.

· To consider the need for advocacy for the service user or carers where appropriate, and ensure they are aware of any advocacy or self advocacy schemes, taking account of arrangements under the Mental Capacity Act 2005,  the Mental Health Act 1983 and the relevant Codes of Practice.

· To maintain contact with service users as specified in care plans and monitor their progress in all settings, adapting the frequency of contact in accordance with service user needs.

· To identify any unmet needs and communicate any unresolved issues through the appropriate reporting mechanisms.

· To ensure that those eligible for Section 117 aftercare receive care as described in the local Section 117 Policy and that relevant duties are completed.

· To arrange CPA review meetings in co-operation with service users and carers wherever possible and to ensure that they take place as required in the Trust CPA Policy, and at least annually.  To ensure that agencies, professionals and others involved in the service user’s care are invited and consulted/informed about any outcomes.

· To chair CPA Review Meetings as required and support service users to chair their own meetings when they wish to
· To monitor levels of support required, facilitating transfer between CPA, Lead Professional Care and primary care when appropriate

· To plan and implement transfers of care to other services in co-operation wherever possible with service users, other services (and carers, where appropriate), in accordance with the Trust’s CPA Policy and any other relevant policies/procedures operated by other agencies
· To plan and implement discharges of care to primary care and other agencies, working with service users (and carers, where appropriate) and other agencies to facilitate discharge, in accordance with the Trust’s CPA Policy.

· To support Lead Professionals in providing care and support for service users not on CPA.

· If service users are admitted to hospital to ensure that all relevant information is provided to the unit involved at the earliest opportunity

· To maintain contact with service users, carers where appropriate, and hospital staff during any periods of admission and work to support discharge as soon as possible

· If service users are discharged from hospital to ensure that there is face to face contact with them within seven days wherever possible.

· To maintain regular contact with known service users who have been sent to prison, liaise with mental health staff working with them in prison, and support continuity of care and transition back to the community.

OTHER DUTIES
· To comply with Trust policies on confidentiality and Data Protection, respecting service user and carer information held manually or on computerised systems.
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