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Providing Equitable and Timely Care in Child and Adolescent Mental Health Services in Aneurin Bevan University Health Board

Overview: 
This essay aims to present the steps and processes that have been used in implementing a gradual change to the system and the model of working in a Community Child and Adolescent Mental Health Service. The ultimate aim of the project is to provide timely and equitable care. The article presents a chronological account with an explanation of the situation, steps taken to address the situation, the results obtained, reflection on staff behaviours, leadership styles used and challenges faced. The discussion and learning includes a reflective account of the process with critical analysis of the leadership styles. 

Background: 

The Child and Adolescent Mental Health Services (CAMHS) in Aneurin Bevan University Health Board (ABUHB) support children and young people with their emotional and mental health difficulties until their 18th birthday. The Welsh Government target of Referral to Treatment (RTT) is within 4 weeks (Aneurin Bevan Community Health Council, 2019). In 2015, the ABUHB CAMHS was placed on special measures as a result of long waiting lists of up to 2 years. Therefore, active measures (Graph 1) were put in place such as waiting list initiatives, revising referral criteria, streamlining of neurodevelopmental work and recruitment of new staff, which helped to achieve the RTT consistently from April 2017. However, this created internal waiting lists for follow up appointments with lack of clear pathways for ongoing work. The Welsh Government target for commencing treatment after initial assessment is within 16 weeks (Board of Community Health Councils in Wales, 2019).
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Graph 1


Area of Concern: 
The ABUHB CAMHS received complaints (Table 1) from young people and families who may have been seen once for initial assessment but were still waiting for an intervention. The young people presented in crisis because of lack of adequate care and support (Graph 2). In early 2018, it was recognised that the patient care pathway had to be standardised in order to streamline the internal waiting times and to improve access to the interventions.  
 Table 1 – 5 year Complaint data
	Year (April – March)
	No. of Formal Concerns Received

	2014/15
	14

	2015/16
	21

	2016/17
	14

	2017/18
	18

	2018/19
	8





Graph 2

Literature review and its relevance:
Following the National CAMHS review in 2008, the Department of Health published the need to reduce waiting times while providing better quality of CAMHS experience. The guidance recommended “joined up support system with open door access”, clear routes of signposting and timely access to support (Department of Health, 2009).
While many studies across UK indicated that the wait for treatment following initial assessment was more than a year (Moore and Gammie, 2018), in ABUHB CAMHS there was no system in place to identify how long the internal waits were. The anecdotal evidence suggested that only those young people presenting in crisis were being seen sooner, while others were silently waiting with no clear plan. 
The Department of Health guidance recommends four service improvement models (Department of Health, 2009) to achieve better outcomes and in improving access to CAMHS. The models can be individual or a combination of:
1. 10 High Impact Changes
2. The Choice and Partnership approach
3. Lean Thinking
4. New ways of working

The 10 High impact change model suggests carrying out a baseline mapping of the current clinical system and then managing variations in practice by implementing 10 possible measures to improve patient flow.  However, in the constantly changing landscape of ABUHB CAMHS, it was difficult to obtain a baseline.  The dynamic service was already implementing radical change in referral pathways, streamlining neurodevelopmental work, developing new teams such as the emergency liaison team and crisis outreach team, thereby making a baseline status difficult to establish. However it was felt that mapping the system prospectively would also assist in designing clinical systems.

The Choice and Partnership Approach (CAPA): CAPA is a clinical system which uses quality parameters combined with processes to facilitate pathways through the service without significant waits. It embeds 7 helpful habits and 11 essential elements.
In 2011, this model was rolled out partially in ABUHB CAMHS but was not successful due incomplete implementation and lack of consistency (Appendix 1). However, this system is widely practiced across England (Mental Health Foundation, 2009) and studies have shown that the model helps managers to improve access to services (Wilson, Metcalfe and McLeod, 2015). There was an imminent need to fully implement CAPA in ABUHB CAMHS as the model was largely familiar to most staff. However, there were lessons to be learnt from the previous attempts, one of which was the need for efficient CAPA leadership and management. The CAPA leadership was included as a key opportunity for the current service improvement project under the Medical Leadership Program. 

The Lean Thinking model recommends initiating value-adding services and reducing low impact services. It suggests completing a ‘patient flow analysis’ and then designing a core care pathway. This method does need additional resources in the form of protected staff time. The patient flow analysis was a crucial element that needed to be explored within our service as a way of identifying bottlenecks in the system and seeking opportunities for developing value-adding services.  

The New ways of working offers practical solutions to manage existing systems. For example, new roles may be created to maximise efficiency in the system or new processes may be introduced to manage referral systems and case load allocations. This method can have some barriers with current pressure on budgets, recruitment challenges and resistance to change. The senior management team was keen to look at creating new roles in order to manage processes and systems more efficiently. 

Purpose: 
The purpose of this service improvement project was to understand the patient flow dynamics within ABUHB CAMHS in order to explore the opportunities to develop new and efficient models of working. The outcome was to provide efficient and timely care. The ultimate objective was to improve patient care, organisational reputation and staff wellbeing. 

Baseline Information about the service: 
ABUHB CAMHS team consisted of 3 borough teams (Newport and Torfaen, Caerphilly, Monmouthshire and Bleanau Gwent) who provided non-emergency CAMHS work. The teams managed their own referrals, new assessments and follow up appointments. Each team consisted of multidisciplinary staff and a team leader. The staff allocation was based on demand and workload. The internal waiting times were quite variable between the teams and the team leaders managed the pressures internally with limited or no flexibility. 

Aim: 
The aim of this service improvement project was to explore the existing processes involved in patient care pathway with a view to implement changes in order to offer follow up appointments within 16 weeks of initial assessment for at least 50% of the cases by September 2019. The overarching aim was to implement the Choice and Partnership Approach (CAPA) and seek opportunities for new way of working. 

Methodology: 
Based on the initial evidence and literature review, the senior management team agreed that the aim of the project can be achieved by full implementation of CAPA in a phased and planned manner. The strategic vision of merging the three community teams into a single team was introduced to staff during the engagement process. A systematic merger was planned in order to standardise the care plans and develop pooled capacity as a new way of working. Robust data management systems were being developed to get accurate evidence of the processes. 
There was no need for ethical approval as the changes were implemented as part of service improvement and not for gathering new evidence. 
The measures used to assess the quality improvement in CAMHS over the next 12 months were: 
1. The waiting times for follow up appointments
2. The number and quality of complaints
3. Feedback from staff during staff development days
4. Qualitative feedback from patients and families
The service improvement plan has been implemented using a phased and multi-pronged approach with regular staff engagement and review meetings. 

Phase 1
Staff Engagement: 

 A qualitative staff survey in April 2018 and a staff engagement event held in September 2018 indicated the need for demonstrating effective leadership in order to drive the service improvements. During this period, it became obvious that staff had conflicting demands and interests. Moreover, some senior staff members were very articulate in resisting any change which created a sense of instability in the service. Staff were individually approaching the senior management team to express their anguish and confusion.  
A planned collaborative approach was initially agreed to consider the changes that might be implemented. However, a directive approach was felt as the appropriate style at this stage as there was a need to give staff a specific unambiguous goal (Wang and Guan, 2018). A lot of staff were new to the community teams so they needed to understand the vision before being able to accept the decisions and implications. The facts and figures, drivers for change and vision for future were shared with the whole service. As part of the staff development day, CAMHS performance data was shared with all the staff who then had access to the information about the successes and pressures on the service.

It was important to set the pace of change at a level that was acceptable to staff (Jgdb.com, 2019). Some of the staff expressed initial anxiety, nevertheless, they were able to understand the drivers for change. They accepted the huge appreciation for the efforts over the last 4 years that helped in achieving Welsh Government target RTT.  The priorities of the service were shared based on the review of performance. It was clear that the internal block for ongoing therapeutic work with clear treatment plans was the main focus for improving the service performance. Reassurance was provided to staff that regular staff engagement days would be planned for the next year to share the progress and future plans.   Opportunities were offered for staff to work on service improvement initiatives as part of whole service improvements. 
The 3 main priorities shared with all staff were: 
1. Improve quality of clinical care by full implementation of Choice and Partnership Approach (CAPA)
2. Staff empowerment by providing designated roles to develop new ways of working
3. Revise clinical governance 

The feedback obtained from the staff development day showed that staff were pleased to know the details of the performance, future direction of travel with action plans. The staff also expressed interest in having a mixed agenda of management and clinical topics for future ‘away days’ in order to improve staff engagement.  

Phase 2: Reconfiguring teams and staff empowerment
The merger of the 3 borough teams into one community mental health team was prioritised and there was a need to consider new roles for the 3 team leads in a way which valued their skills and contributions. The senior management team reviewed the opportunities for efficient ways of working. 
The three team leads, who previously led the borough teams, were offered 3 different roles. The choice was for them to choose from one of the following: 
1. Referral coordinator – to manage the referrals and work closely with referrers in order to reduce inappropriate referrals and also to engage with all stakeholders. This was a created as a new role to manage the ‘front door’ in a way that was seen by partner agencies as collaborative and accessible. 
2. CAPA clinical lead – to manage the patient flow and document the specific interventions that are to be offered in CAMHS. The role also involves regular review of data, demand and capacity. 
3. CAPA team lead – to support staff in managing cases, chairing the multidisciplinary team and to develop training packages to staff to implement CAPA. 
The three roles were being done by all three senior nurses but in their individual boroughs. So the tasks were very familiar to them. 

Influencing and negotiating style of leadership was used to develop the lead roles (Weber, 2019). There was some initial competition for the roles of the CAPA clinical lead and CAPA team lead while no one was enthusiastic in taking on the role for the referral coordinator. It was slightly surprising to note this reluctance as all three team leads had definite sessions in their previous job plans of screening referrals and engaging with stakeholders. On exploration, there were some anxieties that the referral coordinator role may not involve much clinical activity and that there may be a threat of being excluded from the core CAMHS team. A coaching style of support was offered to help shape the role and boost the morale. The job title was changed to senior Community embedded CAMHS clinician. The responsibility was clearly laid out and regular session of supervision was provided. A developmental opportunity was created for junior staff to shadow the referral coordinator on a rotational basis which helped to maintain the team morale.

The three nurses expressed preference for one post each and started working closely with the senior management team to function in their new roles. The new demands in the service became clear and they fully embraced the role with autonomy and passion. An update was requested for the next service development day. They were invited to share their views in implementing the merger and CAPA.

The paradigm shift in the roles of the team leads was a successful process outcome that was a key step in the service improvement. 

Phase 3: Team engagement and job plans: 
The three new ‘leaders’ met regularly to redesign the services in line with the shared vision. The importance of CAPA and the key implementation tasks were identified (see Table 2). These tasks were developed collaboratively with the staff and the tasks were delegated to implementation leads with a weekly timeline. The clarity of roles, timescales and accountability with additional support from senior management team demonstrated effective leadership. 

Table 2: Tasks compiled as part of merger and CAPA implementation:
[image: ]

The CAPA team lead developed the Terms of Reference for the multidisciplinary team meeting and initiated effective team working in November 2018. All staff were met with individually to discuss the implications of new way of working. 
The CAPA clinical lead developed the data recording systems and performed the case load review for the existing cases. The outcomes were clearly laid out for the individual cases and all clinicians were invited for discussing their individual job plans which were updated based on clinician’s interests and service needs. This process helped to understand staff attitudes, behaviours and concerns thereby creating an opportunity to review skill mix and training needs. (1962)


PDSA cycles: 

The first PDSA cycle of Plan, Do, Study and Act was completed between September 2018 and January 2019. The clear action plan of full implementation of CAPA from 1st January 2019 was disseminated to all staff in the service.  A service ‘away day’ was planned for January 2019 where the agenda was set to update the service about the immediate progress and to involve the staff to share their experiences of developing the new model in the service. 

The teams were surely excited to see and hear the individual presentations by each of the 3 leads. It demonstrated how all the leads were using creative and innovative ideas to shape the improvement. The senior community embedded clinician shared the experience of evolving in the role by developing new ways of engaging with stake holders and maintaining clinical skills by providing consultation as well as meeting children and young people. The model developed was hugely applauded by the service and there was good evidence to suggest that referrals were directed to appropriate services. The importance of laying trust in committed staff members and delegation of challenging task to the competent person was evident in the improved innovative practice. 

The CAPA team leads shared their progress and experience in MDT functioning, team job planning and developing care bundles. The consistency in team functioning and importance of streamlining pathways and processes was made explicit to the service. The staff did raise some concerns about attending MDT if they were part time and how they could prioritise MDT with their clinical overload. Staff were reassured that all job plans will have a dedicated MDT slot to enable management of clinical activity. 

The Service development day in January 2019 met the expectations of all staff by delivering an update and also having clinicians share their experience of developing the service. Most staff appreciated the work of the team leads who felt highly valued and supported by the team. The feedback from this day indicated that future ‘away days’ could include some clinical presentations from teams alongside topics focussed on management. 

The actions for the next few months were to review the data base on a regular basis to establish the waiting times from assessment to intervention. 
It was suggested that a website would be a useful tool to educate the stakeholders and the public about the services and processes within CAMHS. A Digital Steering Group was set up with an occupational therapist who was quite proficient in technology and had a special interest in developed technological advances in health care. 
The collective leadership of the senior management team and the 3 new designated leads showed great contributions of progress and improvement in the service (The King's Fund, 2019).

The staff engagement day in April 2019 was set to highlight the shared endeavour of staff in working on the vision and appreciating their commitment. The teams spent half a day looking at values at a personal and organisational level which improved team working and helped staff to connect better with each other. The feedback was hugely positive and staff requested to have such sessions at least once a year. All staff were congratulated on the progress and team work.

Results: 
The referral to treatment target (RTT) was consistently maintained at above 80% from August 2017 without a drop in performance (Graph 3). This demonstrated that the current system of managing demand and capacity is sustained for new patient assessments.


Graph 3: Annual pattern of referrals and breaches from 2013-19


Multi-Disciplinary Team functioning with clear terms of reference, operational criteria and functions have been in practice since November 2018 and fully active from January 2019.  The MDT discussions have become purposeful and focussed with clear documentation of the outcomes in patient care pathways. Consistency has been established in running of the team meetings since November 2018. In order to establish focussed discussion and appropriate record keeping, every clinician completes a form named SBAR which stands for Situation, Background, Assessment and Recommendation. A copy of SBAR is filed in notes where there is clear evidence of MDT decision in care plan. 

Accurate data recording and managing systems have been set up with regular analysis of monthly performance. The data also captures qualitative information regarding the type of interventions, name of the clinician involved and the number of appointments offered. The information on the type of intervention that the young person is waiting for, is extremely valuable in planning resources and needs for training and recruitment.  


The development of community embedded clinician has reduced the number of inappropriate referrals and the demand for new patient assessments was lower in the last few months (Table 3).  Better data management with job plans helped to convert some of the initial assessment slots (Choice slots) to follow up appointments (Partnership slots). The data also showed that some of the young people were discharged after the choice appointment where advice was given on self-help management strategies to the difficulties. 

Table 3: Example of Data showing demand and capacity trends
[image: ] 

The MDT discussion and clear outcome focussed care plan indicated that there was a significant waiting list for specific psychological interventions such as psychodynamic theory, attachment based therapy and dialectic behaviour therapy. The prolonged waits for these interventions can be explained because these interventions take many months while the resources available are limited. Only a limited number of clinicians are skilled in providing these specific interventions whereas more clinicians can deliver interventions such as Cognitive Behaviour Therapy where there is essentially no waiting lists for follow up appointments. 

The robust data management systems for capturing the patient flow and allowing predictable figures to work on a quarterly basis has helped to create a robust and sustainable workforce that can flex to the changing demands. The directive leadership followed by staff engagement and collaborative style of leadership enabled to bring about major changes in the service delivery. 
By March 2019, A Specialist CAMHS website was developed and successfully launched. The Health Board and the divisional management were proud of the launch and were quite impressed by the content (Wales.nhs.uk, 2019).  

Outcome Measures: 
By August 2019, the longest wait for follow-up appointment for specific psychological intervention was 21 weeks. There are only 24 cases out of a caseload of 945 (2.5%) that were breaching the target for follow up appointments at the time of this report. This demonstrates 97.5% compliance with follow up appointments.  


The two-fold change of appointing a community embedded clinician and the launch of Specialist CAMHS website enabled to reduce the number of referrals by 50% from April 2019 (Graph 4).This measure has not only improved the quality of the referrals received by specialist-CAMHS but has also enabled the process of directing referrals to the right service at the right time. This has reduced duplication of interventions by various services, more joint working with partner agencies, reduced waiting times and more importantly, is meeting the needs of the child and young person in a timely and appropriate manner. 
Graph 4: Comparison of new patient requests between 2018 and 2019


 If the current demand continues to be the same then the interventions can be more targeted with a view to shift some resources to community embedded service from the traditional clinic based services. This fits with the recommendations made by the ‘Mind over Matter’ report (Children in Wales, 2019).
The number of complaints over the 5 year period was analysed. (Graph 3) The themes for the complaints were mostly around waiting times, unhappy outcome and poor information sharing. In 2018-19 there were 8 complaints were made against the service and one of the complaints highlighted the delay in appointment offered in previous years.  

Graph 3: Pattern of formal complaints 2014-19



Staff behaviours and challenges: 
The full implementation of CAPA was accepted by all disciplines in the service as a matter of priority which enabled full sign up. The implementation involved some splitting between certain disciplines, such as the administrative and medical staff which caused some friction between staff members. Some staff who were precious about their tasks and functions found the change difficult and felt quite threatened to get their job plans reviewed. 

Hence these two disciplines had to be managed in a more specific way by using a coaching style of leadership. This involved use of OSCAR where the outcome and situation was clear (Worthlearning, 2019). The staff were given some choices and actions were agreed. The plan was reviewed with support. The 3 members of administrative team moved into dedicated roles of CAPA administrative team who named themselves as ‘CAPA Angels’ and the rest remained as medical secretaries. 

The medical team were protective of their roles and did not want their plans changed. The embraced the change by identifying specific roles in their job that can continue while agreeing to align rest of the job plan with the service needs. They were offered opportunity to develop special interest in medication management clinics, medical education and structured case management.

Staff management and change management during a limited time frame had its own challenges. The scepticism from some staff who have totally opposed the change was evident in some meetings. During these hard times, it was crucial to maintain focus and keep emotional resilience. The diverse views of staff were acknowledged and appreciated. The value and purpose of the service was gently brought into the frame for shifting the preferences and culture. 

Future steps: 

The staff composition is constantly changing due to problems with recruitment and retention. The senior staff are retiring and hence there is always new energy and opportunity for innovation in the service. However, this means that sustainable systems need to be embedded with some degree of flexibility. 
Patient recorded outcome measures are now being implemented into the service. The Welsh Government have nominated our CAMHS community team to pilot the use of outcome measures to measure the performance. 
CAPA model needs to progress into a full booking system where patients can be automatically booked based on their need with a skilled clinician without having to go on a waiting list. 
The next PDSA cycle can focus on psychology resource and demand management. 

Discussion: 
The project was an excellent opportunity to reflect and use the various leadership styles in various situations. The objectives were achieved by effective leadership (Wang and Guan, 2018).

Directive leadership: This style was used to set the vision and future direction to the whole service. It was timely to use this style at the beginning to keep a clear objective and for staff to have trust in their leaders driving the change. 

Collective leadership: The reconfiguration of team lead roles and redesigning services has been possible as a result of the team work and collaboration between the management team and team leads. 

Inspirational leadership: The full engagement with team leads has helped them to take the initiative in driving the change. The key elements were to inspire them, respect their ways of working and trust their competence. 
The ‘top down’ managerial efforts to bring change in values and practice cannot always result in positive responses. The importance of having few influential and prominent staff that can engage in meaningful and purpose driven steps of culture change enabled the leader to embed values based practice. 

Culture styles within the service: 
1. A ‘Zeus culture’ was noticed with two members of the senior management team. Their style and approach was very much under a ‘command and control’ framework. Staff perceived their communications as threats and viewed themselves as powerless targets. The staff feared that the agenda for service change was a cost cutting measure and that some jobs may be made redundant. A fear culture was gradually creeping in whereby the staff spread ideas of not wanting to work in the service. A new leader needed to show some credibility before being seen as a leader. The first directive approach which was needed in the situation helped to obtain the credibility and also enabled to identify the agenda of ‘Zeus’. Staff and the senior managers were able to have trust and altruism. 
2. The ‘Apollo culture’ of role and responsibility can make organisational change difficult. The creation and launch of the website was well planned and successful but was delayed due to the organisational hoops that had to approve the content and configuration. Proper channels of communication and negotiation had to be followed with full transparency in order to achieve the outcome.
3. The ‘Athena culture’ of a task driven approach was seen during the phase where autonomy was given to team leaders to fulfil and achieve the task with clear ‘SMART’ goals. The competence of staff was fully trusted and their success was acknowledged openly with the whole service and teams. 
4. The ‘Dionysus culture’ was seen within the medical team who did not want to engage in the wider service change and wanted to keep the old way of working in their own Boroughs. The initial engagement of two lead team members and agreeing to their working patterns and seeking their solutions to reach the end goal of merging into a single community team was a successful approach. The direction was set in a way that the medical team supported the merger, however have retained some borough-specific tasks that seemed to be examples of good practice. The tasks were divided into Psychiatry specific tasks that were made service wide and borough specific tasks which can remain unchanged. 

Transforming Cultures: The paradigm shift in the way the service was moved from borough teams to single community team and full implementation of CAPA was a major culture change. 
Kotter’s steps of leading organisational change were highly applicable in this context. It was important to set a sense of urgency and that the status quo cannot continue. The senior management team became the guiding team to support the change. The vision and strategy was set to keep the service fully informed. The immediate short term gains were communicated and highlighted to boost the staff morale and to keep full engagement. 
The staff displayed a range of behaviours during the transformational process. (8)
a. Denial was displayed by some staff who did not attend the engagement event and suggested that they were not aware of it or that the senior management team did not send a mandate for it. The staff were given information and evidence of the actions of the senior management team and a directive was shared for future events. 
b. Anger and resentment: Some staff sent unhappy emails regarding the changes expressing anger that there was no need to bring changes and that unless new resources were given there would not be any improvements on patient care. Staff felt that they had the solutions and that the managers were not listening to their views. The staff were given the opportunity to ventilate their emotions and then were offered to explore other alternatives jointly with the managers. 
c. Bargaining: Some staff went through the process of delaying actions as a way of resisting current measures or seeking alternatives. The organisational values were reinforced along with the drivers for change in order to facilitate the transition. 
d. Depression: Some of the staff disclosed a complete negative view of the service and changes. They expressed plans of wanting to move to other places. The staff morale and team strength was shaken. Staff were offered the opportunity to seek timely support to cope with change. Consistent messages were given to provide the reassurance that all changes will be reviewed. Staff were encouraged to participate in reflective practice, team supervision, individual case based supervision and formulation meetings. 
e. Acceptance: Some early adaptors were encouraged to coach others by giving their feedback and support to others. The three team leads and the clinical operational manager were the early adaptors and they offered support and supervision to other staff. 

Coaching others as a leader: The OSCAR coaching style of helping managers to improve performance and professional effectiveness was quite appropriate in supporting staff who felt threatened and were underperforming. The clinician who felt undervalued was encouraged to talk about the situation of opportunity to feel valued. The outcome was clearly outlined as the clinician wanted a specific task completed and that the clinician felt unsupported in the service. The task undertaken was a huge challenge but was timely as lots of changes were happening in the service. It was important to stay away from the drama triangle as there was a situation where the clinician felt as a victim, the senior management team were the persecutors and the clinical director had to be the rescuer.  The focus was shifted to think about the here and now situation without generalisations. The choices of ‘do nothing’ or ‘do something’ were explored with all the possible consequences. 
Actions were agreed and then reviewed. The whole process was completed in a few weeks whereby the clinician was able to face a huge challenge with minimal support and coaching. 

[bookmark: _GoBack]The advantages of flexible and situational leadership have been truly evident during the service improvement project. Situational leadership of ‘leading while thinking on your feet’ was paramount at certain stages especially when there was lot of confusion and anxiety among staff. The directive had to be given. The awareness of my MBTI personality style of predominantly being an introvert but a responsible realist, helped me to make a conscious effort of stepping out of my ‘comfort bubble’ and to be an extrovert with the staff. I managed to use the command and confidence in using facts and figures and a logical approach to the decision. However, sharing the decision with the whole service and some staff who were resistant to change seemed like a significant challenge. The style of communication with collaborative intent, the clear justification of the purpose, motivating teams to work effectively helped the decision to be readily accepted. 
Meanwhile, a thoughtful approach had to be used for future measures in order to not enforce the authoritative leadership at all times which can be damaging. Too much authority can create a rebellious culture and a sense of insecurity (Wang and Guan, 2018). 

My Belbin team role type was implementer and monitor/evaluator. This role was very obvious in my project as I was driven by facts and figures to take actions. I did reflect the challenges in bringing new ideas and more or less relied on my valuable team members for support and innovative plans. However I was quite action driven when the plan was ready to be applied. So the strengths in my style enabled to bring shift things quite quickly which sometimes can be hard to achieve without proper implementation. I do appreciate the role of team work in successful change management. 

The characteristics of the leaders have become evident in various situations where some of the styles may be naturally activated while others needed more effort. 
In order to sustain as a leader it was essential to keep the energy and passion of leading the service. Emotional resilience and humility of accepting disappointments, having challenging conversations and managing the reluctance of some staff to engage seemed to be the universal assets in continuing the project work. The leadership is a journey with an experience of people’s behaviours that can support and elevate or denigrate the skills of the leader. Every challenge needed to be addressed using a customised approach and diverse leadership styles while holding on to the emotional burden. 
The medical leadership project has been an enlightening learning experience including the presentations, action learning sets and peer group discussions. 


Summary: 

The overall outcome of the service improvement project was achieved through multiple and diverse approaches and involvement of team members. The collective leadership has resulted in team success and improved reputation of the service. The reflection of the steps and process as part of the leadership programme has been a valuable learning. The take home summary about leadership from this project to me was about the 4 Big E’s which are Engage, Empower, Enhance and Evaluate. 
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CAPA- City versus Capacity - Clinicians' views on Choice and Partnership Approach in Gwent CAMHS
· KAVITHA PASUNURU (ST5, CAMHS, WALES DEANERY)
· GIRIJA PAYYAZHI (CT2, CAMHS, WALES DEANERY)
· RHIANNON COBNER (CONSULTANT CLINICAL PSYCHOLOGIST)
Abstract
INTRODUCTION: 
The Choice and Partnership Approach (CAPA) is a service transformation model. CAPA was adopted in Gwent CAMHS in October 2011. Although it is too early to decide on the actual impact of this change, this study explores the views of mental health professionals. 

AIM: 
To explore the opinions of clinicians about the impact of adopting the CAPA in Tier 2 CAMHS by doing a qualitative audit. It looked at the perceived effect on various issues such service delivery, clinician satisfaction levels and ideas for improvement 
METHODOLOGY: 
A semi-structured questionnaire was distributed to all staff members (n=51) along with an information leaflet. Anonymity was assured. The questionnaire included objective and descriptive questions. CAPA Leads, Secretaries and Managers were liaised to facilitate the process. 
RESULTS: 
The response rate was poor (n=20) and the descriptive results were largely negative. The results shed valuable insight into the early beliefs of health care staff. The consistent themes were lack of uniformity in practice, difficulty distinguishing CAPA language, temporary ad hoc changes to meet immediate needs, lack of resources and capacity and the need for better leadership and supervision. Majority of the respondents were hopeful and optimistic that the model can be made effective by implementing some suggested changes to the existing system. 
CONCLUSION: 
Our sample size and response rate were small and therefore we cannot draw any definitive conclusions. There is the possibility of a response bias in such surveys. Also, since this change has been introduced only recently, we are unable to comment on the long-term impact. 
The opinions included a diverse group of professionals across diverse teams and so interdisciplinary and inter borough team variations need to be taken into account. The study did not look at service users’ views. 
The study unveiled some of the flaws in the system and offered useful recommendations to improve service delivery. No inference can be made about the effectiveness of the Choice and Partnership Approach model. 
There is a need for conducting a larger study involving both service providers and service users to understand the long-term impact. 



Annual referrals	
2013-2014	2014-15	2015-16	2016-17	2017-18	2018-19	1087	912	904	778	999	1176	Breaches	
2013-2014	2014-15	2015-16	2016-17	2017-18	2018-19	666	633	421	596	71	1	




 Number of new choices and new partnerships  seen in 2019

Choice 	
Jan	Feb	Mar	Apr	May	June	July	91	97	84	68	69	75	79	Partnership	
Jan	Feb	Mar	Apr	May	June	July	49	63	52	41	51	39	34	




2018	April	May	June	113	144	147	2019	April	May	June	58	46	52	




Annual Complaint analysis 

Total number of complaints	2014-15	2015-16	2016-17	2017-18	2018-19	14	21	14	18	8	delayed appointment and unhappy outcome 	2014-15	2015-16	2016-17	2017-18	2018-19	9	7	9	12	1	




Urgent Assessments 2010 - 2017 
Number of young people assessed	2010 - 2011	2011 - 2012	2012 - 2013	2013 - 2014	2014 - 2015	2015 - 2016	2016 - 2017	53	53	164	289	265	393	483	YEAR
Number assessed
1
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TASK START DATE  END DATE 

Designated roles for team leads 01-Aug 30-Sep

MDT TOR and days fixed ( JB,KP,ST) 01-Oct 07-Oct

Create template for MDT discussions ( JB,KE)  07-Oct 15-Oct

Database settings and start entries ( ST,KW) 01-Oct 31-Dec

Training development and delivery  ( KP,ST,EH,KE,JB) 01-Oct 30-Nov

Partnership reflective group ( EH, JB,KE) 01-Oct 30-Nov

Formulation meetings set up and delivery ( TB,EH,ET) 01-Oct 30-Nov

Champions in designated areas ( SH, ST, JB,KE) 01-Oct 30-Nov

Shaping of single point of entry ( SG,KG,KP,ST) 01-Oct 31-Dec

Job planning for staff ( JB,KE,KP,ST) cohort 1 15-Oct 22-Oct

Job planning for staff ( JB,KE,KP,ST) cohort 2 psychology 22-Oct 28-Oct

skill mix identification for staff ( KP,JB,KE,ST) 01-Oct 31-Oct

team job plans and capacity 01-Nov 30-Oct

Calculations for January ( KW,ST,KP, CH) 01-Dec 15-Dec

CAPA away day ( Plan and delivery) ( SH,KE,JB) 15-Nov 01-Dec

full booking to clinics ( ST,KW, CAPA admin team)  15-Nov 31-Dec

review current caseload -MDT consultation plans ( JB,KE)22.10.18 22-Oct 15-Nov


