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ABSTRACT

Objectives The Choice and Partnership Approach (CAPA)
was developed to create an accessible, child-centred

and family-centred model of child and adolescent

mental health service delivery that is adaptable to
different settings. We sought to describe the state of
evidence regarding the extent, outcomes and contextual
considerations of CAPA implementation in community
mental health services.

Design Scoping review.

Data sources Published and grey literature were
searched using MEDLINE, Embase, CINAHL, PsycINFO,
Scopus and Google to 13 and 20 July 2022, respectively.
Eligibility criteria We included reports focused on the
implementation, outcomes (clinical, programme or system)
or a discussion of contextual factors that may impact CAPA
implementation in either child and adolescent or adult
mental health services.

Data extraction and synthesis Data were extracted
using a codebook that reflected the five domains of the
Consolidated Framework for Implementation Research
(CFIR) and reviewed for agreement and accuracy. Data
were synthesised according to the five CFIR domains.
Results Forty-eight reports describing 36 unique
evaluations were included. Evaluations were observational
in nature; 10 employed pre—post designs. CAPA
implementation, regardless of setting, was largely
motivated by long wait times. Characteristics of individuals
(eg, staff buy-in or skills) were not reported. Processes

of implementation included facilitative leadership, data-
informed planning and monitoring and CAPA training.
Fidelity to CAPA was infrequently measured (n=9/36)
despite available tools. Health system outcomes were most
frequently reported (n=28/36); few evaluations (n=7/36)
reported clinical outcomes, with only three reporting pre/
post CAPA changes.

Conclusions Gaps in evidence preclude a systematic
review and meta-analysis of CAPA implementation.
Measurement of clinical outcomes represents an area

for significant improvement in evaluation. Consistent
measurement of model fidelity is essential for ensuring
the accuracy of outcomes attributed to its implementation.
An understanding of the change processes necessary to
support implementation would be strengthened by more
comprehensive consideration of contextual factors.
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= A comprehensive search was employed to capture
sources not found in the formal literature to provide
a broad picture of the implementation of Choice and
Partnership Approach in mental health services.

= The Consolidated Framework for Implementation
Research was followed to ensure thorough capture
of relevant contextual constructs and to provide
consistent terminology in our review.

= We recognise the possibility of publication bias in-
troduced through the potential over-representation
of positive experiences.

= While we did not assess the quality of included re-
ports in order to include all relevant literature, we
recognise that this may have limited our ability to

assess gaps in the literature.

INTRODUCTION

Mental health and addiction disorders are the
most common sources of morbidity among
children and youth in developed countries,
affecting as many as one in five by age 15."”
However, long wait times or other challenges
in access mean that many young people do
not receive care when they need it.”” The
delay or absence of appropriate care during
childhood and adolescence is associated with
poor outcomes, including increased severity
of illness and the emergence of secondary
disorders."

The Choice and Partnership Approach
(CAPA) was developed to create an acces-
sible, child-centred and family-centred model
of child and adolescent mental health service
(CAMHS) delivery that better matches care
to needs. CAPA incorporates several features
that differentiate it from traditional models
of mental health service delivery. The philos-
ophy underlying CAPA reflects a shift in
clinician stance from ‘expert with power’
to ‘facilitator or partner with expertise’ and
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values the expertise the client and caregivers offer.'" In
response to a family-oriented recovery focus philosophy
of mental healthcare in recent years, CAPA emphasises
a collaborative approach to mental healthcare where
young people, family or caregivers (a member of a young
person’s support network) and clinicians jointly develop
treatment goals. The model also incorporates contin-
uous quality improvement practices and data-informed
decision-making to improve efficiency and effectiveness.'”

CAPA consists of 11 key components: leadership,
language, handle demand, Choice framework, full
booking to Partnership, selecting clinician, core and
specific work, job plans, goal setting, peer group discus-
sion and team away days. The creators of the model posit
that the totality of the 11 components is greater than the
sum of the parts and implementation of all components is
required to successfully transform services.'' The implica-
tion is that implementation of only select components, or
a ‘CAPA-lite’ version of the model, is likely to lead to poor
results, reflecting a failure in implementation rather than
a failure of the model.""

The model is intended to work ‘in any setting, culture,
health organisational system and language’.'' To date,
CAPA has been implemented in community-based (or
‘outpatient’) mental health and addictions services in the
United Kingdom (UK), Australia, New Zealand, Norway,
Belgium, Ireland and Canada.'' Despite being grounded
in evidence-informed elements such as demand and
capacity theory, elimination of waste, shared decision-
making and outcome measurement, there has been little
evidence of formal evaluations of CAPA implementation
in the published literature.'*"” As mental health systems
face significant pressures to provide timely access to effec-
tive services, there is a need to better understand the
current scope of evidence and to identify any implications
of context on successful implementation and expected
outcomes.

The aims of this scoping review are, therefore, twofold:
(1) to gain an understanding of the extent and outcomes
of the implementation of CAPA in community mental
health and addictions services and (2) to identify how
context influences the implementation of CAPA and
resulting measurement of client and system outcomes.

METHODS

Overview

A scoping review approach was selected after initial
searches of academic journals revealed much heteroge-
neity, indicating that the evaluation of the implementa-
tion and efficacy of CAPA is an emerging field of study."®
The protocol for this scoping review was published a priori
(https://bmjopen.bmj.com/content/9/12/¢033247) 19

Review steps

This scoping review follows the steps proposed by Arksey
and O’Malley” and revised by Levac and colleagues.”' We
recognise that the evaluation of formative outcomes in

addition to traditionally reported summative outcomes is
necessary to establish the success of implementation of
healthcare interventions such as CAPA as well as support
sustainability and dissemination in other contexts.”” Our
overarching programme of research has adopted a realist
paradigm developed by Pawson and colleagues to aid in
understanding the role of context in the implementation
of CAPA—specifically, how mechanisms (the implemen-
tation and individual reactions to the key components of
CAPA) are influenced by context to produce expected
(or unexpected) outcomes.” ** The Consolidated
Framework for Implementation Research (CFIR) offers
a comprehensive framework for capturing information
about context in that it encompasses many implementa-
tion theories while including important constructs not
included in individual theories.” We employed the CFIR
in the analysis to ensure thorough capture of relevant
constructs related to contextual barriers or facilitators
of implementation and to provide structure as well as
to use consistent terminology in our review that would
also allow comparison with other studies employing
the CFIR.* The CFIR is organised by five contextual
domains: intervention characteristics, outer setting, inner
setting, characteristics of the individuals involved and the
process of implementation.”” This review adheres to the
Preferred Reporting Items for Systematic Reviews and
Meta-Analyses Extension for Scoping Reviews® and the
Realist And Meta-narrative Evidence Syntheses: Evolving
Standards publication standards.*®

Identifying the research question

Within our programme of research, our overarching
research question is, “To what degree does CAPA work,
for whom, and under what circumstances?’” (https://
www.healthyyoungminds.ca). This scoping review, there-
fore, serves both to (1) describe the extent and measure-
ment of the outcomes of the implementation of CAPA
in community mental health and addictions services; and
(2) identify the role of context in implementation.

Identifying relevant records
We developed the search strategy in consultation with a
medical librarian.'® *! Sources included both published
and grey literature. We conducted an initial search to
familiarise ourselves with relevant terminology, which
we incorporated into the search queries in multiple
databases representing research from healthcare, social
work and social sciences (MEDLINE, Embase, CINAHL,
PsycINFO and Scopus). Records from 1 January 2005 to
13 July 2022 were considered for inclusion. Please see
online supplemental file 1 for our full search strategies.
Our database search was augmented by hand searching
the reference lists of all included records, soliciting
records from professional contacts and by reviewing
the first 100 most relevant results of Google searches
for ‘choice and partnership approach’ and for ‘CAPA’,
updated to 20 July 2022.
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Given the iterative nature of scoping reviews, we revised
several aspects of the search strategy after publishing
the study protocol. Deviation from the search methods
outlined in the protocol includes the databases that we
searched and the search terms used. The following data-
bases were excluded due to their lack of unique or rele-
vant content: Academic Search Premier, ERIC, Cochrane,
Dissertations Abstracts, NCBI Bookshelf, PubMed Central
and the Canadian Health Research Collection. Web of
Science was excluded due to subscription cancellation
at the researchers’ institutional library and replaced with
Scopus. The database and grey literature searches were
also expanded to include the term ‘CAPA’, in an effort to
capture literature referring to the programme by acronym
only. As the term ‘CAPA’ is not specific to the CAPA,
the grey literature (Google) search added the terms
‘approach’ or ‘model’ or ‘program’ or ‘programme’ to
improve the relevance of the search using the acronym.

Selecting records
After identifying potentially relevant literature, two
members of the research team (LAC and SEC) inde-
pendently screened records based on title and abstract.
Records that could not confidently be excluded were
carried forward to full-text screening. The reviewers
met at the beginning, midpoint and end of the process
to discuss challenges and resolve any ambiguity with the
inclusion criteria. Any discrepancies were resolved via
discussion, reaching consensus on each.

We used the following criteria to determine eligibility
of records for inclusion:

1. Focused on CAPA, including its implementation, out-
comes or a discussion of contextual factors that may
impact its implementation.

2. Outcomes may include clinical, programme or system
outcomes.

3. Study population included child and adolescent or
adult population in a community mental health and
addictions setting.

4. Context or setting was not limited.

5. Examined CAPA in its entirely, not justa component(s)
of the model.

We did not exclude records based on methodology,
quality of evidence, outcomes, the stage of CAPA
implementation, record type, language or country of
publication.

Charting the data

Team members LAC and SEC independently extracted
data from the eligible records using a codebook devel-
oped in consultation with team members that reflected
the five domains of the CFIR* and included categories
such as document identification, objectives, methods,
contexts, implementation and outcomes. (Please see
online supplemental file 2 for the detailed codebook.)
The CFIR guided both data extraction and summa-
tion/interpretation, as we explicitly and systematically

considered how context(s) were described in included
records relative to the implementation and function of
CAPA.*

After independently coding three records, LAC and
SEC compared data extraction to address any discrep-
ancies and refine the codebook. Once completed, data
extraction was reviewed for agreement and accuracy.
Any discrepancies were minimal and were resolved by
consensus.

Collating, summarising and reporting the results

We followed Levac and colleagues™ extension of Arksey
and O’Malley’s approach,” by analysing the data using
both numerical summary and thematic analysis to create a
narrative synthesis and identify knowledge gaps. Data were
first summarised as frequencies and ranges. Contextual and
process-oriented data were then analysed using thematic anal-
ysis, mapped to the five CFIR domains.* Finally, the resulting
themes were reviewed by content experts on the team (SEC,
JC, DE, JM) to verify and frame findings.

Consulting with stakeholders

Following the recommendation of Levac and colleagues,”’
we included Arksey and O’Malley’s optional sixth step:
consultation with stakeholders to increase method-
ological rigour and assist in framing our findings.”
Our research team includes researchers, clinicians,
health system administrators, and policymakers. Several
members of our team (SC, JC, DE and JM) are practising
psychologists with direct experience in the implemen-
tation of CAPA. Furthermore, we reviewed our results
more broadly with staff, multidisciplinary clinicians and
administrators working in mental health and addiction
services in different contexts (eg, general and specialised
mental health and addictions services, urban and rural
settings) during a day-long research workshop to assist in
framing our findings and developing the recommenda-
tions presented in the Discussion section.

Patient and public involvement

While our overarching programme of research into the imple-
mentation of CAPA includes the involvement of clients and
families or caregivers (see https://www.healthyyoungminds.
ca), our review did not include direct involvement of clients
(patients), families or the public. However, its undertaking
was motivated by the observed need to better understand
the barriers to and facilitators of the successful implementa-
tion of a client-centred and family-centred model of mental
health and addiction services. It is anticipated that the results
of this review will inform implementation and evaluation
efforts, ultimately supporting improved outcomes for young
clients and their families.

RESULTS

Our database searches yielded 953 records (664 unique).
The Google searches produced another 134 records. We
obtained one record by soliciting our professional contacts
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Figure 1 Preferred Reporting ltems for Systematic Reviews and Meta-Analyses for Scoping Reviews (PRISMA-ScR) flow

diagram of the Choice and Partnership Approach to community mental health and addictions services.?’

and 16 via hand search of the reference list of previously
included records. During the full-text screening phase,
170 records were assessed for eligibility and 48 records
(corresponding to 36 unique evaluations) met our inclu-
sion criteria and were included for data extraction. A
detailed description of search results, along with reasons
for exclusion, is presented in figure 1.7

In some instances, individual evaluations were
presented in multiple formats (eg, report, journal article
and presentation), which we refer individually to as
‘reports’. We included all reports to ensure capture of
contextual information, but for the purposes of synthesis
of findings, we considered reports at the level of the eval-
uation to avoid double counting. Two reports28 % repre-
sented ad hoc summaries of CAPA evaluation efforts prior
to 2010, so included several of the evaluations (n=17).

Characteristics of included reports
Characteristics of included reports are listed in
online supplemental file 3. Publication dates ranged
from 2006™ to 2022 All reports were written in
English. Reports were limited to four regions: the
UK, 5172832 3457 oo 131633 5863 Ney Zealand2® 29 0467
and Australia.'* ** * % % Despite CAPA having also been
implemented in Norway, Belgium and Ireland, we did not
identify any reports from these settings in our searches.
Most evaluations (n=31/36) were local or regional in
scope and situated in urban centres or mixed urban,

- 131630-3234-3730-5456 58-62 66 67 69
suburban or rural settings P45658-62 ;one

described a rural context.'* ® Two represented national
evaluations of CAMHS that had implemented CAPA
across England'®!” and New Zealand.** ®® Only three eval-
uations included services that provide care to adult and/
or geriatric populations.'®*¥* %2

The evaluations did not include any experimental
designs, and few (n=10/36) reported pre—post compar-
isons, 13 14 31 36 43 45-47 54 58 60 61 63 68 Sampling strategies,
when described (n=7/36 evaluations), were largely of
convenience'? 17 1734 36 39433868, 1 e employed random
selection.

Context—the intervention
Many (n=20/36) evaluations reported the motivation
for the implementation of CAPA, including to reduce
wait times or waiting lists,!3 14 33 35 37 39 43 55 57-59 62 62-64 63
improve efficiency,'* ** % % % % improve care quality,
service user experience or accessibility,'* 17 ** %% choice
in service,” " ** % % meet service demands or client
needs or Values,14 15 17:39 42 58 60 68 provide clientfocused
1517414358 60 qypport staff,"” * provide transpar-
ency” * and provide meaningful data.” Few evaluation
(n=10/36) cited theories supporting how CAPA or its
components ‘work’; those that did most often reported
that CAPA’s strength as a service delivery model is in its effi-
ciencyin managing demand,/capacity, > 333736 435558636869
Fewer evaluations (n=5/36) mention that CAPA ‘works’
because it provides client-centred services, '’ %0 114362

service,
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Context—inner setting

No evaluations reported the CFIR inner setting constructs
of ‘structural characteristics’ (eg, the social architecture,
age, maturity and size of an organisation or service),
‘networks and communications within the organisation’,
‘culture’ (ie, norms and values) or ‘readiness for imple-
mentation’.*”* An evaluation of CAPA implementation in
a specialist setting reported that clinicians felt stressed
and overwhelmed by workloads prior to implementing
CAPA.* Other sources reported organisational chal-
lenges such as staffing issues (clinical staff® and psychi-
atry” understaffing, mismatch of clinician skills for client
population® and procedural problems (eg, complex
assessment process,68 poor throughput68 and arbitrary
intake process)) 59

Context—outer setting

Some (n=14/36) evaluations referred to constructs within
the CFIR outer setting domain, including ‘client needs
and resources’, ‘community characteristics’ and ‘pres-
sures, policies or incentives that implicate the service’.*
Services described caring for complex, severely ill or
special client populations® dispersed populations57 % or
populations with a wide range of needs,”® and two served
specific care populations (clients with mood and anxiety
disorders'® and learning disabilities™ >). One reported
redesigning their centralised referral system and creating
specific care clinics for severely ill clients, or those
requiring specialised skill sets, to support the implemen-
tation of CAPA."” Other considerations included cultur-
ally relevant care for Maori and Pacific clients in New
Zealand,” * and Indigenous and racialised communities
in Nova Scotia, Canada.??

CAPA implementation often occurred within contexts
of low resources,36 o8 pressure to meet or maintain the
ability to meet demand,17 4258 61 6569 150k of second-tier
services,” increasing expectations from the public,” chal-
lenges in access to care (due to long wait times,"” lack of
second tier services,68 siloed or fragmented services™ * or
poor coordination of services™ *) or inequitable access,'”
and the need to provide high-quality, evidence-based
care.” 73 % The UK and New Zealand governments
influenced implementation through directives aimed to
ameliorate challenges in mental health service delivery by
setting goals for mental healthcare, including wait time
benchmarks.”® * Some services cited UK government
endorsement of CAPA as a means of improving service
efficiency, adding value, eliminating waste, and reducing
wait times.”**

Context—characteristics of individuals

Evaluations did not report the characteristics of individ-
uals in the service who were implementing CAPA, such
as their knowledge and beliefs about CAPA, self-efficacy,
individual stage of change, identification with the service
or organisation or other personal attributes that may
affect implementation.”” One evaluation reported that
major concerns for clinicians prior to adopting CAPA

were that the quality of care would be negatively affected
by increased client throughput, leading to poorer
outcomes and that there would be difficulties in handing
over families between clinicians from Choice to Partner-
ship.”® However, these did not emerge as major themes
in their findings postimplementation.”® Another evalua-
tion suggested that considering individuals’ readiness to
change would be important for employing appropriate
change strategies, such as support networks.

Context—process of implementation

Efforts to support adaptation and planning for the
implementation of CAPA were varied and included the
development of implementation teams,” formal® % * or
informal® planning meetings or team away days to discuss
CAPA,'7 % 90656668 410 the collection of data regarding
client needs or clinical presentations® or the service
capacity (eg, determining the number of available Choice
and Partnership appointments or the skills within the
service).? %% Services conducted waitlist blitzes (periods
of time during which waitlists are reviewed for determina-
tion of individuals’ eligibility for entrance to the service
and match with capacity)" 174545 48 60 63 68 70 5 ptjculated
eligibility and redirection criteria® or staggered imple-
mentation across teams to facilitate implementation.'” *®
Some adapted their services by redistributing clinicians
from specialist to multidisciplinary teams," creating
emergency Choice appointment tiers to ensure wait
time targets for both children in crisis or not in crisis,”
creating care bundles” or enhancing supports for less-
experienced clinicians to conduct Choice appointments,
such as by pairing with more experienced clinicians or
providing training."” " In two instances, adaptations of
CAPA such as those requiring all clients to be seen by
a psychiatrist'® or limiting the number of sessions with
clients® were incompatible with the CAPA model.

Key themes related to CAPA implementation observed
across the evaluations emerged, including facilitative or
engaged leadership, data-informed planning and moni-
toring and training in CAPA. Facilitative leadership
was identified as a key contributor to successful imple-
mentation.'” '7 %0 %0 4 9% While full commitment from
senior leadership was identified to be important,* % %
the need for consistent, clinically informed leadership
was deemed critical to successful implementation.' '
Clinical leads and managers with clinical backgrounds
offered credibility and the ability to liaise effectively with
all team members'®'” as a starting point, but alignment of
the services’ senior leadership was critical for consistent
messaging and ongoing support during system transfor-
mation.”” Champions or change leaders in management
were noted to be influential by promoting staff buy-
in,'"” ** % but they needed to be well respected, knowl-
edgeable about CAPA, responsive to staff concerns'” and
represent all parties involved® to be effective.

Engagement of leadership was operationalized in
various ways, including through the collaboration of clin-
ical leads or senior clinicians and service managers,17 6068
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weekly meetings of clinical team leaders,"” and regular
email updates and weekly drop-in sessions discussion
of general CAPA issues to bridge the gap between once
monthly meetings.*” Pressure to implement CAPA from
senior management outside the team could lead to inad-
equate preparation (in terms of lack of time and/or
resources, or adequately prepared team management)
for implementation, which in turn may have caused resis-
tance from the teams themselves.'” ®

Team away days, one of the 11 core components of CAPA,
were noted to provide opportunities for implementation
planning, reflection and evaluation of CAPA to improve
the service,'” % % % % \hile monitoring and feedback to
teams were deemed essential for identifying ‘teething
problems’!” or ‘drift® during implementation, very few
evaluations (n=2) reported ongoing quality monitoring
activities, such as robust information and data collection
systems within teams or processes for review.” ® Moni-
toring was supported by the development of process goals
and metrics" ® but was noted to be done largely manually
by teams'” or as individual audits."** *** % Lack of feed-
back was identified as a barrier to implementation.'”

CAPA training was reported to be important for
supporting successful implementation'? 176 3 58 60 66 15,¢
was noted to be variable in intensity between services.'”
Importantly, training was identified as a means of
providing opportunities to address misconceptions of the
model,'” which included the common misunderstanding
that CAPA limits the number of sessions per client,'” ** **
and the assertion that the model is based on averages
without means for adjustment.'®

Mechanisms—CAPA components and fidelity to the CAPA
model
From a realist lens, Pawson and Tilley conceptualised
mechanisms as a combination of both resources and
stakeholders’ reasoning in response.” Accordingly, we
sought to capture the reporting of the 11 key components
of CAPA both in terms of resources and responses.

Of the 11 key components of CAPA, the Choice compo-
nents, Choice framework 317 30 34 35 38 40 4360 61 6566 68\
‘handle demand’!® !7 2836 38 4041436068 (oo most often

cited, while the Choice component ‘language’ was cited
less frequently.””'7*# %% One evaluation noted that while

a change in language was met with mixed views by clini-

cians, particularly more experienced clinicians who held

on to the traditional language of assessment and treat-

ment, inclusive language was identified as a core theme

related to successfully moving from a model of diag-

nostic assessment to one of joint formulations and goal
development.™

Few evaluations reported fidelity to the CAPA model
(n=9/36); those that did either counted the number of the
11 key components implemented,” 72 %7 o1 scored the
CAPA Component Rating Scale (CAPA-CRS),'? #9148 53-55 72

None reported full fidelity. In the evaluation of CAPA

across England, of 53 CAMHS teams who implemented
CAPA and responded to follow-up questionnaires, 28 were
self-reported ‘medium implementers’ (implemented 5-7
of the 11 components) and 18 were ‘high implementers’
(implemented 8+components).'’

Context and mechanisms of implementation

Figure 2 consists of a heat map that depicts the frequency

by which the key components and fidelity to CAPA were
reported by the five CFIR domains at the level of evalu-
ations (to avoid upweighting cells by ‘double counting’
reports). Cells with higher intensity shading represent
larger numbers of evaluations in that cell. Outer setting

factors were most often described, and characteristics of
individuals were least often described in evaluations of

the implementation of CAPA.

Services that reported outer setting pressures (eg,
needing to reduce wait times or increase throughput)
often reported implementation of the processrelated
components of CAPA, such as handle demand, Choice
framework, care planning and job planning. Fewer
reported the more philosophically oriented components
such as language, peer group discussion or Team away
days.

Each of the five CFIR domains consists of several
constructs.
domains, we also mapped the frequency by which the key
CAPA components and fidelity to CAPA were reported

CAPA Key Component
Selecting Core and
CFIR Domain Leadership Full Booking  Partnership Specific Goal Setting Team Fidelity to
and Handle Choice to Clinician by  Partnership and Care Peer Group Away CAPA
) L D d Fr k  Partnership Skill Work Job Plans i Discussion Days measured

Intervention
Characteristics

Outer Setting

Inner Setting

Characteristics of
Individuals

Process of
Implementation

Figure 2 Heat map depicting frequencies of evaluation reporting key components of CAPA by CFIR domains. CAPA, Choice
and Partnership Approach; CFIR, Consolidated Framework for Implementation Research.
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CAPA Key Component

Leadership
CFIR Construct and
Management

Handle
Demand

Choice
Framework

CFIR Domain Language

Full Booking Seledlng Core ?Pd Go?I Team Fidelity to
Partnership Specific Setting Peer Group
to I N Job Plans N - Away CAPA
Partnership Clinician by Partnership and Care Discussion Days measured
skill Work Planning

Efficiency
Client-centred care
Intervention
Characteristics

Measure/match demand
Evidence/support for model
Care quality

Improve accessibility

External targets/policies
Cultural considerations
Specialized client population
Wait times/wait lists

Outer Setting | Hard to access care
High demand/ referrals
Stressed resources
Rural

Urban/Cc

Multidisciplinary team
Inner Setting Staff stress, burnout

Staff pressures, morale

Lack of staff buy-in
Staff willingness to change
Staff skills

Characteristics
of Individuals

Leadership
Formal training
Waitlist blitz

Process of

team
Adapting processes
Regular meetings

Figure 3 Heat map depicting frequencies of evaluations reporting key components of CAPA by CFIR constructs. CAPA,
Choice and Partnership Approach; CFIR, Consolidated Framework for Implementation Research.

by individual CFIR constructs (see figure 3; heat map).
With respect to intervention characteristics, the efficiency
of CAPA (eg, clear procedures, lean thinking, queuing
theory or flow through service) was the most commonly
reported construct, followed by client-centred care or
client choice. Those evaluations citing the efficiency of
CAPA most often implemented the Choice framework,
job planning and goal planning/care planning compo-
nents. In terms of outer setting constructs, government
endorsement, external targets or external review and
long wait times were the most frequently cited and most
often reported the implementation of the leadership
and management, Choice framework, job planning and
goal setting/care planning components. Within inner
contexts, staff pressure, shortage or morale were most
often cited.

Reporting of the characteristics of individuals within
teams or services (eg, knowledge and beliefs about the
model, staff buy-in, personal stage of change, staff skills)
was notably absent; however, staff skills were reported
in one evaluation that implemented all CAPA key
components.”

Several constructs associated with the process of imple-
mentation were reported, most commonly relating to
leadership, formal training of team members, dedi-
cated implementation teams and regular meetings. Less
frequently, teams reported service-specific adaptations
such as the addition of emergency Choice streams or
single access points to the service. As with other CFIR
constructs, these were most often reported with the
implementation of Choice frameworks.

Outcomes of implementation
The frequently reported outcomes were
related to the health system (n=28/36 -evalua-
fions) 31 2RBIB-SBSOMB5AB0-SETSI63-0TL 400 force(n=19,/ S6evalua:
tions) . 1315-1726-8286384043464851535458-6165666869 L. ] sustem
outcomes included numbers of clients seen by the team or
service (including numbers of accepted referrals and first
visitsor Choice appointments),'***! 728293642466165 propor-
tions of clients going on to attend second visits or referred
elsewhere,' 17373041 43454660 60 times to firstappointment
(Choice appointment), 317232931 36 40-43 4548 50 54-61 63-66 6571
wait times from Choice to first Partnership appointment or
betweenPartnershipappointments,'? 17717232041 4648515816365
wait time targets,® * #2957 waiting lists'” *7 20586869 and
‘no-show’ or ‘did not attend’ rates,'*!7 282931 4143 4658 60 66
Workforce  outcomes  included  job  satisfac-
tion, staff stress, morale, confidence or engage-
1517 28-80 52 38 40 43 46 485354 65,66 69 o ¢y ey oy or provider

ment,
collaborative teamwork or team

productivity,
. 1517 28-30 32 38 59 60 66 46 60 66 68
cohesion, 2 2385 caseloads %% and trans-

parency or accountability between clinicians or with
clients, 17 3659 65

Acceptability of CAPA was captured (n=16/36 evalua-
tions) from the perspectives of children, young people
and families,!? 17 28-31 36 39 44 45 47-50 58 60 64 66 67 oo
of client and family experience included the Experi-
ence of Service Questionnaire'® * ?! % %9 17657 and the
locally developed CAPA or Choice Experience Question-
naires.”***’ Clinical outcomes were infrequently captured
(n=7/36 evaluations)'* ** ¥ 30 41 645 34 reported only
in child and adolescent services, with teams measuring
service effectiveness through the capture of treatment

most

13 46 59 61 66
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goals,’® ! %% the Health of the Nation Outcome Scales

for Children and Adolescents,14 ™ the Child Behaviour
Checklist,”® ™ the Strengths and Difficulties Question-
naire’’ " and an adapted clinician-rated Clinical Global
Impressions Scale.”® 77 Only three evaluations reported
pre-CAPA/post-CAPA changes in clinical outcomes.'*?! *

Follow-up periods were short, with the longest follow-up
of health system outcomes reported to be 18 months
following implementation,” and clinical outcomes to the
point of closure or transfer or from the service.'* ** The
national evaluation of CAPA implementation in England
included perspectives of clinicians in services with an
average of 18 months following implementation (range
7-30 months)."> 1’

DISCUSSION

In this comprehensive scoping review, we identified 48
reports stemming from 36 unique evaluations of the imple-
mentation of CAPA. CAPA has been implemented in coun-
tries with differing health systems and opportunities for
private/public health insurance. However, regardless of
country of implementation, the transformation of mental
health services through the implementation of CAPA is
often undertaken by small teams without the resources
to conduct formal evaluations or research. As such, we
recognised the need for an inclusive search strategy to
accurately capture the scope of implementation and to
identify important considerations regarding context that
may not appear in the formal literature. Accordingly, we
did not restrict our search by methodology, quality of
evidence, outcomes, the stage of CAPA implementation,
report type, language or country of publication. While we
did not assess the quality of included reports in order to
include all relevant literature and provide a comprehen-
sive overview of the scope of implementation, we recog-
nise that this may have limited our ability to assess gaps
in the literature.” We are also aware of the possibility of
publication bias introduced through over-representation
of positive experiences.

Evaluations of CAPA implementation were exclusively
observational in design, with some (n=10/36 evalua-
tions) considerin% baseline or pre-CAPA data for compar-
ison, 1314313643 45-475458 0616368 A ) minimum, the routine
inclusion of both pre-CAPA and post-CAPA implementa-
tion data would strengthen the evidence base. As CAPA
is a highly complex intervention intended to be adapted
to meet the needs of individual services that function in
different contexts and health systems, often with limited
research and/or data resources, randomised controlled
trials are likely infeasible and may not capture noteworthy
contextual considerations necessary for successful gener-
alisability and implementation.79 More pragmatic designs
that capture important sources of heterogeneity, such as
well-designed controlled before-and-after, interrupted
time series, or stepped wedge cluster trial designs—
provided resources are available to support the latter’s
complex conduct and analysis—are likely more useful for

informing policy recommendations.*” *' Mixed methods
approaches would offer the opportunity for triangulation
of theory, data and previous evaluations.

Demand and capacity concepts,”** lean thinking prin-
ciples® and queuing theory® all suggest that tracking
demand and service capacity within a quality improve-
ment framework to support review allow for better plan-
ning and more efficient use of resources. However, the
lack of data for providing feedback to clinicians and
staff and for monitoring ongoing service performance
and client outcomes was identified as a common barrier.
Meaningful and timely data collection is noted to be a
considerable gap for many mental health services, and
particularly so for small, often underresourced teams
with little access to administrative or database infrastruc-
ture or supports. A recent systematic review revealed
that despite the benefits of data-driven learning health
systems, there remain significant challenges in uptake in
healthcare more broadly due to barriers related to gover-
nance and regulatory systems, and technical, quality and
interoperability problems.*

Meaningful evaluation of CAPA implementation would
also be strengthened by consideration of fidelity to the
model. Our review captured inaccuracies in the interpre-
tation and application of CAPA, which likely contribute
to unsuccessful implementation.'®'”** % The architects
of CAPA strongly encourage implementation of all 11
key components; noting that ‘using CAPA principles’
or implementing ‘CAPA-lite’ is unlikely to lead to mean-
ingful system transformation or may reflect reluctance to
change."" However, few evaluations reported fidelity to
the model. This may reflect the state of change at the time
of measurement or incomplete implementation. Future
evaluations should include measurement of fidelity to
CAPA to ensure that the accuracy of outcomes attributed
to the model (both positive and negative) and to support
ongoing monitoring to help prevent falling into previous
ways of working. Without measuring and reporting on
the fidelity to the CAPA components, it is impossible to
know what in the implementation of ‘CAPA’ was changed
in the way the service was organised and what the client
and family may have experienced in their care. Incom-
plete or unsuccessful implementation that results in poor
outcomes may be incorrectly reported as CAPA ‘doesn’t
work’. Measurement tools designed to assess fidelity to
the CAPA model include the CAPA-CRS,” CAPA Prag-
matics Rating Scale®” and the CAPA FACE: The Fidelity
Assessment and Component Evaluation.®

Our review offers importantinsights into considerations
of context in implementation efforts. Most evaluations
reported CFIR constructs falling under the ‘interven-
tion characteristics’, ‘outer setting’ and ‘implementation
process’ domains. There was limited information avail-
able regarding the inner context (eg, team composition
or service milieu) or the characteristics of individuals (eg,
staff buy-in or skills). This is notable, as the implemen-
tation of CAPA often requires significant service trans-
formation at the heart of which clinicians and staff are
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required to change, which may include shifting from a
known way of working (typically introduced in training)
and embracing new identities and new tasks in an unfa-
miliar system and often while a system is under stress.*” *°
Future evaluations would be strengthened by attention to
and measurement of constructs associated with the char-
acteristics of the service team and individual members,
and leadership and change processes to support the anal-
ysis of their impact on successful implementation.

The stance of CAPA, while centred on the client and
family experience of care, was not reported to be the
primary motivator for teams in selecting this approach to
care as system accessibility problems are typically the focus
for initiating change of this magnitude. While services in
the UK and New Zealand cited government directives
intended to improve service delivery, our review demon-
strates that CAPA implementation efforts, regardless of
setting, were largely motivated by needs to reduce wait
times and to improve efficiency of services. As it is possible
to improve initial waits to Choice (first) appointments at
the expense of waits to or between Partnership appoint-
ments, it is essential to consider all wait times throughout
the client experience of care.'”'” Because improved wait
times are often an outcome of CAPA implementation,
further exploration of teams’ understanding of the client
experience as a motivator may provide additional valu-
able implementation guidance.

Perhaps stemming from the motivation for implemen-
tation, or the relative ease of capture, the most commonly
reported outcomes were those related to the health system
(eg, wait times, percentage of clients seen within target
time periods, or attended visits) and workforce outcomes
(eg, staff experiences). While some evaluations benefited
from pre-CAPA and post-CAPA implementation audits
supported by service data, an important limitation of
administrative data is that attended sessions do not neces-
sarily represent those required to meet client needs, so
may underestimate need.” A critical problem in the eval-
uation of CAPA, and of mental health services in general,
is in the lack of measurement of client outcomes. In our
review, only seven evaluations reported clinical outcomes,
all reporting positive findings.'* ** * ¢ #1 64 8 However,
only three measured changes from baseline.'* *'
Patientreported outcome measures, such as the Revised
Children’s Anxiety and Depression Scales or Goal Based
Outcome Tool, while recommended by healthcare
systems internationally and demonstrated to benefit
shared decision-making,”’ were not often reported. Of
the four evaluations that reported whether goals were
set, #1949 5y one captured post-treatment ratings, for
which only half of the clients with baseline goals had post-
treatment ratings for analysis.”® The paucity in measure-
ment and reporting of client outcomes is commensurate
with existing literature,” and within mental healthcare
has been a particular challenge as there is no standard
for outcome measurement in clinical practice and recent
standardisation of measures for research have the poten-
tial to introduce unintended consequences, including

lack of transferability and narrowness of scope.” Impor-
tantly, meaningful outcome measurement requires an
understanding of the nuances or potential differences
between measuring what matters to clients and families
and what is often required for reporting to governments
or other payers.

Similarly, the views of families or caregivers were under-
represented among our findings. In the national evalua-
tion of CAPA implementation in England, a key challenge
identified was that of accessing the views of families.'”
The authors noted that few attended the focus groups,
and among those who did, none had heard of CAPA."”
They posit that the topic area may not be of relevance
to families, or recruitment may have been hampered by
Research Ethics Committee restrictions on direct recruit-
ment by research teams. It would also be reasonable to
consider that families may not know what ‘CAPA’ is as for
them, it may just be the way a team works, which may be
a function of how we talk with families about the way that
services work both in their delivery and evaluation.

CONCLUSIONS

The transformation of mental health services to those
that place clients and families at the centre of care can
measure client-centred outcomes, tailor care and actively
engage clients and families in the care process as aligned
with the CAPA model, often requires major philosophical
and organisational shifts in the way services are delivered
and evaluated. Evaluations of implementation of CAPA
in the face of complex system change would benefit
from the consideration and capture of contextual factors
to support its adaptation to different settings, measure-
ment of fidelity to the model to ensure the validity and
reliability of findings and to provide feedback during
ongoing implementation, consideration of constructs
related to the inner contexts of services (eg, team compo-
sition, staff pressures) and characteristics of the individ-
uals involved in or affected by implementation (eg, staff
buy-in for the model, skills and readiness for change)
and the consistent capture of outcomes of importance
to clients and families. Equally important are avenues for
sharing experiences between teams, identifying facilita-
tors and barriers to successful implementation, creating
reliable evaluation and research metrics and sharing prac-
tice challenges that appear to be common during mental
health service transformation within western healthcare
systems.
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