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POLICY REFERENCE NUMBER CL 012 


DATE RATIFIED (this version) August 2015 


NEXT REVIEW DATE September 2018 


APPROVED BY (state group) Clinical Policy Steering 
Group  


ACCOUNTABLE DIRECTOR Director of Nursing 


POLICY AUTHOR Quality Development Lead 
Mental Health Senior Nurse  


To provide Lancashire Care NHS 
Foundation Trust staff with guidance on the 
required standards for the Care Programme 


Approach 
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Executive Summary 
 


Title of Policy: CPA Policy (incl. CPA Procedures) 


Subject: To provide guidance for LCFT staff on the 


required standards for the Care 


Programme Approach. 


Applicable to:  (state Network, 


Services and staff groups) 
Mental Health managers and clinical staff 


in Adult Community, Child and Families, 


Adult Mental Health and Specialist 


Services Networks 


Key Policy Issues: This policy provides guidance on expected 


standards for the Care Programme 


Approach and details the minimum 


requirement for audit. 


Original Issue Date: June 2011 


Issue Date  (this Version - including 


any minor amendments) 
September 2015 


Dates Policy Reviewed:  (include all 


previous dates of review)  
August 2012, March 2013, August 2015 


Next Review Date: August 2018 


Policy written by: (state title only) Quality Development Lead 
Mental Health Senior Nurse 


Policy Lead:       (state title only) Quality Development Lead  


Mental Health Senior Nurse 


In Consultation with: Adult Community, Child and Families, 


Specialist Services, Adult Mental Health 


Networks 


Monitoring Arrangements: This policy will be monitored through an 


annual audit of both paper and electronic 


clinical records. 


Approved by: (state group) Clinical Policy Steering Group August 


2015 


Authorised by: (state senior 


accountable person e.g. Network or 


Director of Nursing 
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Clinical Director) 


Related Procedural Documents: Appendix 1 Care Programme Approach 
Procedures  
CL001 – Supervision Policy 
CL005S  - Procedure for the use of leave 
and discharge prescriptions  
CL012A – Protocol for the Transition of 
Clients Between Adult and Older Adult 
Services 
CL012B – Procedure for the Referral and 
Transition of Young People with MH 
Problems into Lancashire Adult Mental 
Health  
CL012C – Protocol for the Transition of 
Clients Between HM Prison and HM 
Services 
CL012D – Protocol for Good Practice in 
the Transfer of Service User Care 
Between Districts 
CL012E - Procedure for the transfer of 
patients from Lancashire Care Foundation 
trust to an Acute Hospital provider  
CL034 – Discharge and Transfer from 
Hospital Policy  
CL041 – Learning Disability and Mental 


Health Services Coordination Interface 


Protocol 


DOH – Mental Health Act 1983: Code of 


Practice (2015) 


Related CQC Lines of enquiry 
(check all that apply) 


Safe             ☒ Caring             ☒ 


Effective       ☒ Responsive     ☒ 


Well-led        ☒  
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1.0    Rationale 
 
The Care Programme Approach (CPA) is a framework to support professional and 
clinical practice and is founded on the principle of Service User and Carer 
involvement underpinning the delivery of high quality, recovery focused care. 
 
The CPA documentation provides a vehicle for recording high quality assessments 
and care planning and for actively involving Services Users and their Carers, in 
decisions about their care and treatment which supports and promotes their 
aspirations, strengths, wellbeing, social inclusion and optimum personal recovery.   
 
Two central components of the CPA are the role of the care co-ordinator who has 
overall responsibility for the coordination of the assessment and care planning 
processes in partnership with the Service User and Carer, and multidisciplinary team 
working. 
 
The guidance from the Department of Health upon which this policy is based is: 
Refocusing the Care Programme Approach (Policy and Positive Practice Guidance. 
March 2008) which “emphasises the need for a focus on delivering person-centred 
mental health care and also repeats that crisis, contingency and risk management 
are an integral part of the assessment and planning processes” (Louis Appleby. 
National Director for Mental Health) 
 
 


2.0   Scope 
 
This policy reflects the on-going partnership between Lancashire Care NHS 
Foundation Trust (LCFT), the Clinical Commissioning Groups in Lancashire and 
Blackburn with Darwen, Blackpool and all Lancashire Local Authorities. These 
agencies are committed to working together to improve the delivery of Mental Health 
Services within the CPA framework.  
 
This policy will set out how the holistic needs assessment, risk assessment, positive 
risk management and care planning are undertaken for Service Users who require 
the framework of the CPA due to the complexity of their presentation.  (In the main 
those requiring the CPA should not be significantly different from those individuals 
who would have been subject to enhanced CPA prior to October 2008).  
 
This policy sets out thirteen key standards in relation to all aspects of the CPA.  
 
This policy must be reviewed every three years or as deemed necessary by the 
policy council.  
 
The focus of this policy is to provide a framework for the delivery of high quality, 
recovery focused care. 
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3.0   Duties 
 
3.1 Trust Board 
The Trust Board is responsible for receiving assurance of compliance with this policy 
from EMT. 
 
3.2 Chief Executive 
The Chief Executive has overall responsibility for ensuring that robust systems and 
processes are in place to deliver high quality mental health care within the CPA. 


 
3.3 Director of Nursing 
The Director of Nursing providing assurance to the Executive Management Team 
and Trust Board of compliance with this procedure. 
 
3.4 Professional Leads 
Professional Leads are responsible ensuring that this policy is applied in their area of 
responsibility, ensuring that staff receive training to support adherence to this policy 
and ensuring that scrutiny of CPA paperwork is part of the supervision process. 
 
3.5 Network Directors 
Network Directors are responsible for ensuring that this policy is implemented in 
practice.  
 
3.6 Service Managers/Modern Matrons 
Service Managers/Modern Matrons are responsible for ensuring this policy is 
implemented in their respective service area.  Service Managers/Modern Matrons 
will support the delivery of high quality care by ensuring that adherence to the CPA 
policy is monitored through regular line management supervision. 
 
3.7 Ward Managers/Team Managers 
Ward Managers and Team Managers are responsible for ensuring the policy is 
implemented in their service, Ward/Team managers will support the delivery of high 
quality care by ensuring that adherence to the CPA policy is monitored through 
regular line management supervision. 


 
3.8 All staff 
All staff have a responsibility to ensure they meet the standards of the CPA policy. 
All staff must participate in management supervision as per policy guidelines.  
 


 
4.0 Key Standards for Care Programme Approach 
 
All staff have a responsibility for implementing the following key standards which will 
be subject to annual audit and monitoring through management supervision.  
 


Key Standard 1 
All Service Users on the CPA will be treated with respect and will be provided with 
the information necessary to support them to make informed choices.  Service Users 
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will be encouraged and expected to be actively involved in decisions about their care 
and treatment.  
 


Key Standard 2 
All Service Users on the CPA must receive a full assessment of their health and 
social needs. The assessment must include reference to risk, safeguarding, 
parenting/caring role and Carer involvement.  The assessment will identify a 
person’s aspirations and strengths as well as their needs, including vocational, and 
difficulties. A Consultant Psychiatrist should be directly involved in clinical decision 
making.  The outcome of the assessment must be communicated to the referrer 
providing confidentiality is not breached. 
 


Key Standard 3 
All Service Users will be asked at assessment and reviews to identify Carers who 
provide regular and substantive care.  Where such Carers are identified they will be 
offered a Carer’s assessment and an annual reassessment of their needs. 
 


Key Standard 4 
A formal risk assessment must be completed and recorded at initial assessment.  
On-going risk assessment will be carried out for all Service Users and this will 
continue to inform the care planning process.  Any new information gained which 
highlights any previously unidentified risk or escalation of known risk will result in a 
further formal risk assessment being documented.  This risk assessment must be 
discussed with the wider care team and actions agreed to manage/minimise these 
risks will be recorded in the care plan.  A Consultant Psychiatrist should be directly 
involved in clinical decision making.    
 


Key Standard 5 
All Service Users will be encouraged to be involved in the development of their care 
plan which will be recovery focused.  They will receive a copy of this care plan in an 
appropriate format which is easily understandable by them and reflects their 
individual ability to understand information (e.g. pictures rather than words).  This 
care plan will include actions to address their identified needs, who are involved in 
actions to meet those needs, their relapse signature and management of risk 
including contingency/crisis arrangements.  The care plan will also include the 
Service User’s aspirations, strengths, any advance statements, support for Carers 
and physical health care needs. 
 


Key Standard 6 
Where Service Users are prescribed medication for mental health problems it will be 
identified as part of the care plan who prescribes the medication, where it is obtained 
from, the instructions for its administration, the desired effects, the potential side 
effects and how these will be monitored.  The care plan must include what other 
medications are being prescribed for physical health problems.  This does not 
constitute transcribing as this information will never be used for prescribing 
purposes. 
 
Key Standard 7 
All Service Users on the CPA will be allocated a Care Coordinator and the care plan 
will identify the Care Coordinator and Consultant Psychiatrist. 
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Key Standard 8 
All Service Users subject to the CPA will be offered a physical health check at least 
once in every 12 month period. (Please refer to CL026 Physical Health Policy for 
additional guidance).  Where physical health problems are identified details of the 
physical health care providers must be named in the care plan and consulted as 
appropriate.  A Consultant Psychiatrist should be directly involved in clinical decision 
making.  When physical health checks offered by Trust staff are declined the Service 
Users GP must be informed.  
 


Key Standard 9 
If the Service User is admitted to hospital the Health and Social Needs Assessment 
will be reviewed and updated to ensure that the assessment is timely and relevant.  
Service Users already under the CPA will continue to be care coordinated by their 
existing Care Coordinator. For all new Service Users a Care Coordinator will be 
allocated within 72 hours. 
 


Key standard 10 
Prior to discharge from inpatient services the care plan will be updated to reflect how 
the Service User’s needs will be managed in the community. The care plan will be 
written by the Care Coordinator and will outline the plan agreed at the CPA review by 
inpatient and community staff. 
 
Key standard 11 
All Service Users discharged from inpatient services will be followed up within 7 days 
of discharge (48 hours within adult mental health services). The purpose of this 
contact and by whom, will be determined by the Service User’s level of need and 
risk.   
 


Key Standard 12 
All Service Users will have a formal review with their care team, including their 
Consultant Psychiatrist, at least 12 monthly. This will focus on the effectiveness of 
the care plan. An earlier review is essential should there be a significant change in 
the Service User’s presentation, transfer of care arrangements between teams or 
service areas and in accordance with Mental Health Clustering Review guidelines. 
Where applicable, S117 Aftercare can be reviewed as part of the CPA review.  S.117 
Aftercare is a joint responsibility between health and social care for those people 
who have been previously detained under a relevant section of the Mental Health Act 
1983.  117 Aftercare must be reviewed on an annual basis to review whether the 
aftercare needs are being met and also to consider if there is reason to discharge 
from S117 Aftercare. 
 


Key Standard 13 
The decision to discharge from the CPA will be agreed within a CPA review.  Service 
Users who continue to be eligible for S117 Aftercare can still be discharged from the 
CPA.  A Consultant Psychiatrist should be directly involved in clinical decision 
making.    
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5.0 The CPA 
 
5.1 Needs Assessment 
 
For Service Users whose care and treatment is arranged within the framework of the 
CPA, a holistic health and social needs assessment must be completed and 
formulated to reflect their identified needs.  All staff involved in the Service User’s 
care will contribute towards this assessment and formulation. The views and 
aspirations of the person being assessed will also be recorded.  
 
The needs assessment must be commenced by the service with which the person 
first has contact and any existing assessment information updated as soon as the 
need for the CPA has been identified. 
 
All inpatients must have their needs and risks re-assessed and this process must 
begin immediately on admission. Needs assessment under the CPA must be 
recorded on the appropriate document and be relevant to the Service User’s current 
presentation. 
 
Where there is a Carer and/or children and it is appropriate to do so, the views of the 
Carer must be sought and recorded. The needs of Young Carers must be 
considered and appropriate referrals made.  
 
5.2 Risk Assessment, Formulation and Risk Management   
 
Improving a Service User’s quality of life and planning for recovery whilst remaining 
aware of the safety needs of the Service User, their Carer and the public are 
essential in the assessment and management of risk.   
 
Risk formulation involves the application of clinical knowledge in assessment and 
prediction of risk that draws on clinical intuition, analysis of presenting current and 
historical information, and the use of validated tools. The Department of Health 
document, Best Practice in Managing Risk, states that “Positive risk management 
means being aware that risk can never be completely eliminated, and aware that 
management plans inevitably have to include decisions that carry some risk. This 
should be explicit in the decision making process and discussed openly with the 
Service User” (2007).  
 
A balanced attitude to risk management should inform the development of the 
Service User’s care plan.  Care plans will be developed to manage all of the Service 
User’s needs, including those needs relating to risk. The Service User and any 
Carers have a major role to play in this, alongside practitioners.  Collaboration and 
communication about risk are vitally important components of good and safe 
practice.  
 
Risks to children and vulnerable adults must form part of the risk assessment and 
appropriate advice sought and referrals made in line with the Safeguarding Policy 
and Procedures. 
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5.3 Recovery Focused Care Planning  
 
All Service Users will be encouraged to be involved in the development of their care 
plan which will be outcome and recovery focused and they will receive a copy of this 
care plan.  This care plan will include actions to address their identified needs, who 
is involved in actions to meet those needs, their relapse signature, management of 
risk including contingency/crisis arrangements.  The care plan will also include the 
Service User’s aspirations, strengths, any advance statements, support for Carers 
and physical health care needs. 
 
The care plan will include any plans to support parenting or caring roles for/from 
children and/or vulnerable adults. 
 
The care plan for Service Users subject to Supervised Community Treatment (SCT) 
must include details of how the individual can move towards discharge from their 
Community Treatment Order (CTO), the object being to support the patient, their 
family and a successful SCT. 
 
5.4 Implementation of the Recovery Focused Care Plan  
 
The Care Coordinator has the overall responsibility to monitor that care is delivered 
in accordance with the agreed care plan.  Members of the care team will have 
access to the care plan, understand their respective roles and responsibilities and 
agree to the same.  All members of the care team, the Service User and their Carer 
will contribute to the development and implementation of the care plan and 
communicate routinely with the care coordinator. However care must be taken to 
ensure undue reliance is not placed on the Service User’s Carers. Care Coordinators 
must remain in contact with the Service User for whom they are Care Coordinator 
regardless of the setting in which that Service User is currently receiving treatment. 
 
All Service Users receiving Mental Health care, and / or treatment from any member 
of Lancashire Care NHS Foundation Trust or partner agencies will have a copy of 
their care plan documented in whichever recording system is endorsed for this 
purpose - currently this is ECR Blue.  
 
5.5 Hospital Community Interface  
 
Every inpatient will be assessed and their care planned within the framework of the 
CPA during their admission.  Communication and joint working between inpatient 
services and community teams is essential.  Service Users will move between the 
most locally available and appropriate inpatient services and community services 
and assessment information, including risk assessment, must move with the Service 
User between these different settings.  
 
It is essential that the Care Coordinator remains in weekly contact with the in-patient 
care team and endeavours to make contact with the Service User on a weekly basis. 
This contact can include face to face, telephone or video conferencing with the aim 
of ensuring that the Care Coordinator remains central to community/discharge care 
planning from the start of any period of inpatient treatment.  
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Inpatient staff must also remain in contact with the Care Coordinator, and update 
them regarding any changes for example to leave, future plans, Carers’ issues, 
issues related to children and vulnerable adults and residential placements. 
 
5.6 Reviews  
 
All Service Users will have a formal review with their care team, including their 
Consultant Psychiatrist, at least 12 monthly.  This will focus on the effectiveness of 
the care plan. An earlier review is essential should there be a significant change in 
the Service User’s presentation, transfer of care arrangements between teams or 
service areas and in accordance with Mental Health Clustering Review guidelines. 
Where applicable, S117 Aftercare can be reviewed as part of the CPA review.  This 
can consider whether the aftercare is meeting the person’s needs and review the on-
going eligibility for S117 and whether this can be discharged.    
 
The Care Coordinator and Service User will meet in advance and discuss the review 
process.  This will include what they both wish to achieve from the review, what they 
wish to discuss at the review, and what outcomes or changes they would like. This 
discussion must take into consideration the appropriateness of the sharing of 
information, choice and personal autonomy.  
 
Every Service User is entitled to ask for a review of their care and treatment at any 
time.  The Care Coordinator must make every effort to facilitate any such request or 
provide a clear rationale to the Service User if this is not deemed supportive of their 
recovery plan. 
 
During reviews close regard must be given to the needs of all involved, especially 
Service Users, their children and Carers, in terms of sharing information, maximising 
people’s autonomy, self-determination and choices.  
 
5.7 Discharge  
 
Discharge must be discussed with the Service User and any Carers involved. The 
decision to discharge from the CPA will be agreed within a CPA review. Service 
Users who continue to be eligible for S117 Aftercare can still be discharged from the 
CPA. 
 
The reasons for discharge must be clear and conveyed to the Service User and their 
views sought.  When planning discharge, consideration will be given to any on-going 
care/support required and possible future involvement with services.  The Service 
User and GP will be given a copy of the discharge care plan which will detail advice / 
information about how to access the service in the future and relapse prevention 
strategies.  
 
The agreement for the annual review of Service Users who continue to be eligible for 
S117 Aftercare arrangements must be recorded in the discharge care plan. 
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6.0   Training  
 
Arrangements for the provision of staff training will be monitored via the training 
department and in accordance with the training needs analysis.  Training needs will 
be identified through clinical and management supervision, as applicable. 
 
 


7.0   Assurance 
 
Within the scope of this policy the Key CPA standards will be used to audit CPA 
practice and provide assurances concerning performance.  The standards should be 
considered as important and valued statements of best practice.  


 
 
8. 0   Monitoring 
 


What is to be 
monitored 


Time 
Frame/Format 


How Whom 


Quality of Clinical 
Records  
 
 


Annually Scrutiny of 
clinical records 
by team 
managers/ 
clinical leads  as 
part of the 
supervision 
process 


Team managers / 
deputies/ clinical 
leads  


Evidence of 
discussion of 
standards as part 
of supervision 


Quarterly Local supervision 
audit cycle. 


Clinical 
Supervisors/Team 
Managers 


Training to 
support the 
standards 
 


All staff to receive 
face to face 
training. With 3 
yearly updates. 


Training of all 
staff involved in 
delivering care 
under the CPA. 


Learning and 
Organisational 
Development 


 
 


9.0    Other Associated Policies and procedures 
 


 CL001 – Supervision Policy 


 CL005S  - Protocol for the use of leave and discharge prescriptions  


 CL012A – Transition of clients Adult and Older Adult Services Protocol. 


 CL012B – Procedure for the Referral and Transition of Young People with MH 
Problems into Lancashire Adult Mental Health  


 CL012C – Protocol for the Transition of Clients Between HM Prison and MH 
Services 


 CL012E - Protocol for the transfer of patients from Lancashire Care 
Foundation trust to Acute Hospitals 
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 CL026 Physical Health Care Policy 


 CL034 – Discharge and Transfer from Hospital Policy  


 CL041 – Learning Disability Mental Health Coordination of Care Protocol 
 Joint Protocols for the Management of Section 117 Aftercare, Reviews and 


Discharge 


 MHA 027 - Section 117 Aftercare Protocols 


 SG 007 - Safeguarding Children and Adults Policy 


 SG 008 - Procedure for Safeguarding Adults 
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Protocol Statement/Key Objective: 
 


 
 
 


 
 
 
 
 
 


 
 
 


 


 
 
 
 


 
 
 
 


PROTOCOL REFERENCE 
NUMBER 


CL012 


DATE RATIFIED (This version) August 2015 


NEXT REVIEW DATE September 2018 


APPROVED BY(state group) Clinical Policy Steering Group 


ACCOUNTABLE DIRECTOR Director of Nursing 


AUTHOR Quality Development Lead 
Mental Health Senior Nurse 


Care Programme Approach Procedures 


This procedure provides Lancashire Care 
NHS Foundation Trust staff with guidance to 


support the Care Programme Approach. 
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Executive Summary 
 


Title of Protocol: 
 


Care Programme Approach Procedures 


Subject 
 


CPA 


Applicable to  (State Network, Services 


and  staff groups) 


 


All staff working in services providing care 
under the CPA in Adult Community, Child 
and Families, Adult Mental Health and 
Specialist Services Networks 


Key Protocol Issues 
 


Provides guidance on the CPA   


Original Issue Date 
 


June 2011 


Issue Date  (This Version - including 


any minor amendments) 


 


September 2015 


Dates Protocol Reviewed  (include 


all previous dates of review)  


 


August 2012, March 2013, August 2015 


Next Review Date 
 


September 2018 


Protocol written by (State title only) 


 
Quality Development Lead 
Mental Health Senior Nurse 


Protocol Lead       (State title only) 
 


Quality Development Lead 
Mental Health Senior Nurse 


In Consultation with 
 


All Networks 


Monitoring Arrangements 
 


Annual Audit of Standards 
Evidence of discussion of standards as 
part of supervision 
Training to support the standards 
Reports from eCPA regarding 
performance against standards 


Approved by 
(state group) 


Clinical Policy Steering Group August 
2015 


Authorised by (state senior 


accountable person e.g. Network or 
Clinical Director ) 
 


Director of Nursing 


Related Procedural Documents 
 


CL012 – Care Programme Approach 
Policy 
CL001 – Supervision Policy 
CL005S  - Procedure for the use of leave 
and discharge prescriptions  
CL012A – Protocol for the Transition of 
Clients Between Adult and Older Adult 
Services 
CL012B – Procedure for the Referral and 
Transition of Young People with MH 
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Problems into Lancashire Adult Mental 
Health  
CL012C – Protocol for the Transition of 
Clients Between HM Prison and HM 
Services 
CL012D – Protocol for Good Practice in 
the Transfer of Service User Care 
Between Districts 
CL012E - Procedure for the transfer of 
patients from Lancashire Care Foundation 
trust to an Acute Hospital provider  
CL034 – Discharge and Transfer from 
Hospital Policy  
CL041 – Learning Disability and Mental 
Health Services Coordination Interface 
Protocol 


Related CQC Lines of enquiry 
(check all that apply) 


Safe             ☒ Caring             ☒ 


Effective       ☒ Responsive     ☒ 


Well-led        ☒  
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1.0 Introduction  
 
This procedure provides Lancashire Care NHS Foundation Trust staff with guidance 
to support the Care Programme Approach and is intended to be read in conjunction 
with CL012 CPA Policy. 
 
 


2.0 CPA Eligibility Criteria 
 


Severe mental disorder (including personality disorder) with high degree of clinical complexity 
 


Current or potential risk(s), including: 
• Suicide, self- harm, harm to others (including history of offending) 
• Relapse history requiring urgent response 
• Self neglect/non concordance with treatment plan 
• Vulnerable adult; adult/child protection e.g. 
           – exploitation e.g. financial/sexual 
           – financial difficulties related to mental illness 
           – disinhibition 
           – physical/emotional abuse 
           – cognitive impairment 
           - child protection issues 
 


Current or significant history of severe distress/instability or disengagement 
 


Presence of non-physical co-morbidity e.g. substance/alcohol/prescription drugs misuse, learning 
disability 
 


Multiple service provision from different agencies, including: housing, physical care, employment, 
criminal justice, voluntary agencies 
 


Currently/recently detained under Mental Health Act or referred to crisis/home treatment team 
 


Significant reliance on carer(s) or has own significant caring responsibilities 
 Experiencing disadvantage or difficulty as a result of: 
• Parenting responsibilities 
• Physical health problems/disability 
• Unsettled accommodation/housing issues 
• Employment issues when mentally ill 
• Significant impairment of function due to mental illness 
• Ethnicity (e.g. immigration status; race/cultural issues; language difficulties; religious practices); 
sexuality or gender issues 
 


CPA is a process and not a measure of eligibility. Therefore whether an individual needs support of 
the CPA should not affect their entitlement to Fair Access to Care Services (FACS) or Individual 
Budgets. 
All service users subject to Supervised Community Treatment or Guardianship under the Mental 
Health Act should remain on CPA. 
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3.0 Care Coordinator Role 
 
The role of the Care Coordinator is essential in the delivery of well-coordinated and 
high quality Mental Health Services. The joint agencies within Lancashire have 
agreed that the Care Coordinator function can only be carried out by a Mental Health 
Practitioner who is identified by both Health and Social Service organisations as 
being employed for that purpose.  The Care Coordinator has responsibility for 
overseeing and ensuring the implementation of the assessment and care planning 
process. All staff involved in the service user’s care have a responsibility to 
contribute to all assessments and care planning.  
  
The responsibilities of the Care Coordinator 
 


 To provide a consistent point of contact for Service User/Carer. 


 To co-ordinate the holistic assessment and to ensure that where necessary, 
an assessment of the Carer’s needs is undertaken.   


 To work collaboratively with the Service User, their Carer and others involved 
in care delivery to develop the agreed care plan that addresses the Service 
User’s needs, including the management of any associated risks.  


 To develop a crisis plan, as part of the care plan which provides Care 
Coordinator and service contact details (including out of hours care).  


 To monitor and review the implementation of the agreed care plan to 
determine whether the outcomes are being facilitated.  


 To ensure that Service User engagement is considered within the care plan 
and that actions are included to respond to potential disengagement from 
services. 


 To ensure that the care process is clearly documented (in line with the clinical 
record keeping policy), by all staff involved in the Service Users care, on the 
clinical care record.  


 To co-ordinate and participate in regular formal reviews of the Service User’s 
care plan and to convene where necessary, urgent reviews. 


 To maintain weekly contact when a Service User is admitted to a hospital 
setting to actively participate in the process of assessment, care planning, 
review and discharge.  


 To take appropriate action to ensure that capacity and safeguarding issues 
are identified and addressed. 


 To take appropriate action to ensure Mental Health Act conditions and 
aftercare arrangements are identified and addressed. 


 To ensure that that consideration is given to Self Directed Support (SDS) for 
any commissioned services.  


 To ensure the Service User is registered with a GP. 


 To encourage the Service User to participate in an annual physical health 
check having agreed with the GP who will facilitate this.  To liaise with the GP 
regarding the outcome of this physical health check.  


 To identify as part of the care plan who prescribes the medication, where it is 
obtained from, the instructions for its administration, the desired effects, the 
potential side effects and how these will be monitored.  The care plan must 
include what other medications are being prescribed for physical health 
problems.  
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 To promote the value of advocacy services to the Service User.  


 To discuss care and treatment options and refer as appropriate.  


 To complete mandatory training and attend other training that will support the 
role of care coordinator. 


 To ensure the standards of the CPA policy are met.  


 To participate in management supervision as per policy guidelines. 


 To adhere to Lancashire Care Foundation Trust/Local Authority values and 
Code of Conducts. 


 
 
4.0 Allocation of Role 
 
All Service Users referred to secondary mental health services will be assessed 
under the CPA process to determine their eligibility.  Assessment outcomes should 
be discussed with the wider care team and if the Service User is eligible for the CPA 
they must be allocated a Care Coordinator.  
 
The Service User preferences in relation to the gender, culture and language of the 
allocated Care Coordinator will be given due consideration.  If their preferences 
cannot be fulfilled then clear reasons why must be documented and escalated as 
appropriate. 
 
When a Service User is allocated, the Care Coordinator will review all available 
information regarding their presentation, needs and risk potential. 
 
Every Service User is entitled to request a change of Care Coordinator. The care 
team must consider any such request or provide a clear rationale to the Service User 
if a change of Care Coordinator is not deemed supportive of their recovery plan. 
 
When a change in Care Coordinator occurs it is the responsibility of the existing 
Care Coordinator to ensure that a thorough handover takes place.   
  
Team Mangers will ensure through regular supervision that staff in Care 
Coordination roles are maintaining manageable caseloads dependant on the needs 
of Individuals on their caseload.  Where workload issues are problematic this must 
be brought to the attention of the Service Manager and/or Assistant Network 
Director/and/or Clinical Director and if serious risks are identified then the Network 
Director must be informed.  
 
 


5.0 Inpatients who are not known to Mental Health Services 
 
For Service Users who have had no previous contact with mental health services, 
the Clinical Practitioner will assume Care Coordinator responsibilities and develop 
the initial inpatient care plan until the Service User is referred to the appropriate 
Community Mental Health Team. 
 
Where a Service User does not meet the criteria for CCTT/EIS involvement they will 
be allocated to the Clinical Practitioner who represents the CRHTT. 
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Re-Start & Recovery (RandR)/Clinical Practitioners and Care Coordination 


All Service Users that are admitted into hospital that are not previously known and 
have no Care Coordinator will be allocated to a Clinical Practitioner. 


If the assessment indicates Community Team involvement is required then a referral, 
as per current protocols, should be made. 


Where a Service User does not meet the criteria for a Community Team they will 
need to be allocated to the Clinical Practitioner who represents the CRHTT.  


As a CRHTT representative they will 'coordinate' the discharge and the follow up 
arrangements and are therefore best placed at that moment in time to act as Care 
Coordinator.  


The CRHTT Manager, Shift Leader, coordinating the transfer is expected to discuss 
the Service User with the CRHTT Consultant or Deputy. 


On discharge they will ensure the handover of Care Coordination to the new CRHTT 
Care Coordinator (through the CRHTT Shift Leader). 


 


 


6.0 Managing Care Coordinator absence   
 
No Service User will be left in the position of having no named contact within the 
relevant team. It is the responsibility of the Care Coordinators Line Manager to 
ensure that any absence is communicated to the Service User and where necessary 
temporary allocation, alternative appointments or arrangements must be made 
depending on need.  Every effort must be made to ensure that the number of staff 
having face to face contact with the service user is kept to a minimum to ensure 
continuity of care and minimise distress to the service user.  
  
Where complete reallocation of a Care Coordinator’s caseload is required the care 
team will discuss how best to manage the situation so appropriate plans can be put 
into place. 
  
It is the responsibility of the Line Manager to ensure that the outcome of discussions 
regarding the management of the Care Coordinators absence is recorded on the 
care record.  
  


7.0 Principles of Care Planning 
 
The Care Coordinator must encourage participation of the Service User/Carer in the 
care planning process by supporting them to identify their aspirations and strengths, 
as well as their needs, and difficulties.  
 
The care plan will be formulated by the Care Coordinator as part of the assessment 
and review process. The care plan will detail all actions to manage and support the 
Service Users identified needs, strengths and risks as identified by the Service User 
and the care team. The Service User and, where appropriate their Carer, will be 
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involved in the development of their care plan, and if this is not possible this must be 
clearly documented.  
  
The Service User must receive full information on the CPA process and a copy of the 
agreed care plan.  
  
Service users on the CPA will have a Care Plan which includes;  


 Arrangements for Mental Health Care including medication.  


 Details of any identified risks and actions to minimise these risks.  


 Arrangements for physical health care  


 Identification of the Service Users accommodation and its suitability.   


 Action to support access to vocational and leisure activities. 


 Action to support adequate income.  


 Action to provide for cultural and faith needs.  


 Action to ensure that capacity and safeguarding issues are identified and 
addressed. 


 Action to ensure Mental Health Act conditions and aftercare arrangements 
are identified and addressed. 


 Crisis Plan, which will include who the Service User is most responsive to, 
how to make contact with that person and previous strategies that have been 
successful in engaging the Service User.  This information must be in a 
separate section of the care plan that should be easily accessible out of 
normal office hours.   


 Explicit contingency plans which detail the arrangements to be used where at 
short notice either the Care Coordinator is not available or part of the care 
plan cannot be provided.  


 The date of the next planned review.  
 
All individuals named on the care plan who do not have access to the electronic care 
record will be given a paper copy of the care plan.  
  


8.0 Discharge from Inpatient Services  
 


• All mental health inpatients will be allocated a Care Coordinator. Service 


Users already under the CPA will continue to be care coordinated by their 
existing Care Coordinator. For all new Service Users a Care Coordinator will 
be allocated within 72 hours. 


 


 Discharge planning will begin at the commencement of the Service User’s 
inpatient admission.    


  


 All Service Users will have a review during their inpatient admission. The 
existing Care Coordinator for Service Users already under the CPA is 
responsible for ensuring a review has taken place. The inpatient team will 
accept this responsibility for Service Users who were not subject to the CPA 
prior to admission. 


  


 The care plan will be continuously reviewed and updated to reflect the 
evolving needs of the Service User during their admission.  
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 The care plan will be written by the Care Coordinator, who will ensure that the 
Service User/Carer understands the agreed aftercare arrangements to 
support risk management in the community. This will include the plan agreed 
at the CPA review by inpatient and community staff, the areas identified in the 
principles of care planning and the specific follow up arrangements. The care 
team will review the plan within one month of discharge.  
 


 


9.0 7 day/48 hour (Adult Mental Health Network) follow up 
  
All Service Users are discharged from inpatient services under the CPA and will be 
followed up within 7 days of discharge irrespective of their discharge destination (48 
hours within adult mental health services). The purpose of this contact and by whom, 
will be determined by the Service User’s level of need and risk.   
 
Follow up should ideally be by face to face contact with the Service User, although it 
may be done by telephone discussion with the Service User if previously agreed, 
and documented that this method is suitable and the Service Users telephone 
contact details have been verified.  
 
‘No access’ visits do not constitute follow up and further attempts must be made to 
have direct contact with the service user.  Similarly readmission within 7 days or 
unplanned contact with A and E liaison services cannot be recorded as 7 day follow 
up, unless the readmission is as a result of the planned follow up taking place. If a 
service user is readmitted within seven days the Care Co-ordinator must ensure they 
make contact with the service user and arrange a CPA review to determine the 
reasons for readmission.  
 
Where a patient has been transferred to prison the discharging ward must arrange 
for contact to be made via the prison in-reach team. The only exemptions are; 


 Where legal precedence has forced the removal of a patient from the country  


 Patients discharged to other NHS hospital for psychiatric treatment  
  
Where Service Users are discharged to another district (i.e. from one trust to 
another) the 7-day follow up becomes the responsibility of the mental health provider 
in that area.  However, it is important that the new provider is involved in the 
planning of discharge.  
 
If 7 Day/48 hour follow up does not take place, all attempts at contact and the 
reasons for failure must be clearly documented in the clinical care record.  
 


 
10.0 CPA Reviews 
 
All Service Users will have a formal review with their care team, including their 
Consultant Psychiatrist, at least 12 monthly. This will focus on the effectiveness of 
the care plan. An earlier review is essential should there be a significant change in 
the Service User’s presentation, transfer of care arrangements between teams or 
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service areas and in accordance with Mental Health Clustering Review guidelines. 
Where applicable S117 Aftercare can be reviewed as part of the CPA review and 
can consider discharge from S117 Aftercare. 
 
Where a formal review is required the following principles will apply irrespective of 
the review setting: 
 


 The Care Coordinator is responsible for arranging and attending the review. 
The Care Coordinator will ensure that all services involved in the Service 
Users care delivery are invited to attend.  
 


 The review is an opportunity for the service user, their carer and all 
professionals and services involved in care delivery to meet to review the 
current care plan’s effectiveness and make changes as required. 


 


 Professionals and Services involved who are unable to attend the formal 
review must make any relevant information available to the Care Co-ordinator 
prior to the formal meeting so that this can be discussed at the review. 


 


 Reviews will be organised at a time and location which best meets the needs 
of the service user. 


 


 Arranging a time suitable for all Professionals and Services involved to attend 
must not delay the review taking place. 


 
If a service user has been admitted as part of an existing crisis management plan 
which will continue unaltered following discharge then there is no requirement for a 
formal CPA review. 


 
11.0 Section 117 Aftercare  
 
Please refer to the “Joint Protocols for the Management of Section 117 Aftercare, 
Reviews and Discharge”. 
 


12.0 Managing Disengagement  
  
It is the responsibility of all staff to ensure that his or her part of the care plan is 
actioned.  Every Service User is entitled to request a change of worker. The care 
team must consider any such request or provide a clear rationale to the Service User 
if a change of Care Coordinator is not deemed supportive of their recovery plan.  
 
Service Users who meet the criteria for the CPA must not be discharged solely on 
the grounds they are uncooperative.  All possible efforts must be made by the Care 
Coordinator to stay in touch with the Service User and work at developing a 
relationship that will enable increased engagement.   
 
As part of the assessment and review process a proactive discussion will take place 
with the Service User/Carer to agree the actions and risk management plan in the 
event of their early or longer term disengagement. The care team must discuss any 
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difficulty engaging with the Service User and initiate the agreed disengagement/risk 
management plan.   
 
If there is a serious risk of suicide, self-neglect or harm to others through the Service 
User’s refusal, then compulsory admission and treatment under the Mental Health 
Act should be considered.   
 
The decision to discharge from services must be agreed by the care team at a CPA 
Review.  Service Users must not be discharged solely for disengaging or failing to 
keep a fixed number of appointments.   
  
 


13.0 Service uses who lose touch with or go missing from services  
  


 If a Service User fails to attend for an appointment or is not at home for a pre-
arranged visit, consideration must be given to the Service User’s previous 
reliability with respect to such arrangements.  If contact cannot be re-
established, the Care Coordinator must be informed and the appropriate 
action taken.  This may include contacting a third party such as relatives, the 
GP, support agencies or the police.  


  


 For those Service Users with a history of a loss of contact, trigger factors must 
be identified and action must be documented within the risk management 
strategies recorded on the Care Plan in relation to relapse.  This will ensure 
that all professionals involved will respond in the same way without periods of 
time elapsing without action.   


  


 A CPA Review meeting must be called as soon as the Service User loses 
contact with services to share information and determine action.  


  


 It will be necessary to take into account the Service User’s current mental 
state, previous history, potential and actual risk to self or others and the other 
available support networks, in order to plan intervention.  


  


 Where a Service User cannot be contacted by Services there is a duty of care 
to make all reasonable efforts to locate them to negotiate arrangements for 
their care and treatment.  Actions to achieve this must be clearly recorded.  


  


 The Care Coordinator must contact any Carers, other members of the Care 
Team, relatives and known associates to try to locate the Service User and to 
offer support and monitor their wellbeing.   


  


 Where there are dependent children within the household of a Service User 
with mental health needs, special consideration must be given to the 
implications this may have for those children.  Children’s welfare is a 
paramount consideration for all professionals.  Where there are issues of 
concern, the Trust’s Public Health Advisor for Children and Families and the 
relevant Child Care Services from the transferring and receiving district must 
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be involved in the planning arrangements for the transfer, so that children’s 
needs may be properly identified and managed.  


  


 Where a child is on the Child Protection Register and is moving to another 
Local Authority area, it is imperative that a speedy exchange of information is 
carried out between districts.  The Trust’s Public Health Advisor for Children 
and Families must be informed in order to liaise with the appropriate Lead 
Child Protection Health Professional within that area.  There will be a transfer 
Child Protection Conference held which Staff transferring care must attend.  
Staff must at all times follow the relevant Trust and Local Authority Protection 
Procedures.  


 
 


14.0 Transition Protocols  
  
Periods of transition in the care process represent a time of increased risk.   For this 
reason a number of transition protocols are in place to avoid any delay to continuous 
high quality care; 
 


 Protocol for the transition of Clients between Child and Adolescent Mental 
Health Services.   


 Protocol for the transition of Clients between Adult and Older Adult Mental 
Health Services.  


 Protocol for the transition of Clients between HM Prison (Lancashire Locality) 
and Mental Health Services (Lancashire).  


 Protocol for good practice in the transfer of Service Users care between 
districts.  


 
It is essential that transfers to either another team within Lancashire or another 
service provider are done with the maximum of effective communication both with 
other professionals and the person using the service/being transferred.  
In the case of transfer to another service outside of LCFT, the Care Coordinator and 
treating Psychiatrist where one is involved are responsible for ensuring that all 
necessary clinical and professional information is transferred and is received before 
the care and treatment of the service user is handed over.  It is also the responsibility 
of the Care Coordinator and treating Psychiatrist to ensure that in the case of 
transfer to another service, follow up appointments are made and that a new Care 
Coordinator is appointed and formal hand over has taken place between the 
previous and the new Care Coordinators. The person being transferred must be 
informed of the names and contact details of the new treating team so that they are 
not left ‘between’ services without contact details.  


 
 
15.0 CPA and Confidentiality  
  
In order to deliver appropriate care it is vital that those involved have access to the 
information necessary for the safe, sound and supportive implementation of the 
Service Users care plan.  However, it is also important that Service Users and their 







Care Programme Approach Policy (and CPA Procedures) 


 
See intranet for latest version of this document 


Page 27 of 37 


Carers can trust that personal information will be kept confidential and that their 
privacy will be respected.  
 
All staff have an obligation to safeguard the confidentiality of personal information 
and are required to complete mandatory information governance training.  
 
Staff will familiarise themselves with the Policy for sharing and disclosure of service 
User related information with external agencies. 
 
Staff will only share information in line with the Caldicott principles and have a 
responsibility to seek guidance from their line manager or the Caldicott guardian as 
required.  


 
 
16.0 Prison Based Health Care 
 
Prison based Health Care staff and NHS Mental Health Services share responsibility 
for ensuring appropriate liaison on the care of mentally disordered prisoners.  It is 
particularly important that effective links are made to ensure robust transfer of care 
and discharge planning when prisoners are released from prison.  
  
If a Service User is being held on remand or has received a sentence shorter than 
twelve months, the Care Coordinator must ensure that they maintain contact with the 
Service User and review the care and treatment they receive when they enter the 
prison system, thus ensuring the continuity of the care.   
  
As soon as the Care Coordinator is made aware that a Service User has been 
detained or entered the prison system, early communication of his or her 
involvement must take place.  The name of the Health Care Staff member with 
whom communication has taken place must be recorded in the service user’s record. 
  
The Care Coordinator will discuss the arrangements for an early CPA review with 
those involved including the identified Mental Health In-reach team or prison based 
Health Care Staff where possible.  Particular emphasis will be made to risk 
assessment and management.  
  
Following review, a care plan will be agreed with the service user (and if appropriate, 
their carers and others involved in their care) prior to release from prison with 
contingencies in the event of early release.  
   
In particular the Care Coordinator needs to make sure that they are, wherever 
possible, aware of the Service User’s prison establishment and location and likely 
release date, so that appropriate planned care can be implemented when they are 
released.   
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17.0 Transferring Service Users who enter the Prison System  
  
If a Service User has been sentenced and is likely to be detained in prison for longer 
than twelve months, the existing Care Coordinator in most cases is unlikely to be the 
person “best placed” to ensure care is co-ordinated effectively.  Therefore, clear 
arrangements for transfer from local Specialist Mental Health Services must be in 
place.  
  
The arrangements for transfer from local Mental Health Services are best delivered 
through a formal review meeting.  All those involved in the service user’s care must 
be present (the review can take place in the prison setting if deemed the most 
appropriate place).  
  
At the review a Care Coordinator or equivalent will be identified and the 
arrangements for re-accessing Community Mental Health Services once the 
sentence has passed must also be in place (within a care plan).  
 


 
18.0 Other Service Users In Contact with the Criminal Justice 
System    
 
The principles outlined above will also be applied to other Service Users who may be 
in contact with the Criminal Justice System.  For example individuals who are subject 
to probation orders or where regular communication with the Police may occur 
through the MAPPA arrangements.  In such cases it is important that effective links 
are made in order to facilitate effective care planning and robust risk assessment 
management. 
 
 


19.0 Secure Services-Named Nurse acting in the role of Care 
Coordinator 
 
Within Secure Services, the named nurse will act in the role of Care Coordinator 
while the service user is an in-patient due to the length of stay. They will be 
responsible for directing the day to day care of the service user. This role is not to 
replace the role of the Community Care Coordinator who is expected to remain 
involved for the duration of the service user’s time as an inpatient within Secure 
Services. The Community Care Coordinator should ensure attendance at CPA 
reviews to be involved in and maintain awareness of care and progress of the 
service user. Their role becomes more active when planning for discharge.  
 
 
20.0 Safeguarding Children/Young People 
 
‘Child protection is everybody’s business. All NHS mental health services have 
existing statutory responsibilities for child protection. While mental illness can be 
compatible with good parenting, some parents with a severe mental illness are at 
risk of harming their children.  Very serious risks may arise if their illness 
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incorporates delusional beliefs about the child, and/or the potential for the parent to 
harm the child as part of a suicide plan.  Rapid Response 
NPSA/2009/RRR003:  ‘Preventing Harm to Children from Parents with Mental Health 
Needs’ 
 


 Staff in adult mental health services caring for a parent must always consider 
the child’s needs and the potential for physical and psychological harm as 
primary task of the CPA and as part of multiagency risk assessment 
processes.  
 


 Risks should also be considered for service users who are not parents but are 
in contact with children e.g. service users with child siblings or grandchildren. 
Concerns about patient confidentiality should never delay acting as soon as a 
problem, suspicion or concern about children becomes apparent’. 


 


 Risk assessments of mental health service users should not be based solely 
on the information they can provide. If the service user has or may resume 
contact with children, this should trigger an assessment of whether there are 
any actual or potential risks to the children, including delusional beliefs 
involving them, and drawing on as many sources of information as possible, 
including compliance with treatment.  
 


 Assessments, CPA monitoring, reviews, and discharge planning 
arrangements and procedures should prompt staff to consider if the service 
user is likely to have or resume contact with their own child or other children in 
their network of family and friends, even when the children are not living with 
the service user, and consider any risks posed to those children. 
 


 All staff should ensure that safeguarding and promoting the welfare of children 
and young people forms an integral part of all stages of care and assessment. 
Information about the child/children in families must be recorded at 
assessment or as soon as possible and recorded on CPA 
documentation/client records.   When any pre or postnatal service user is 
receiving care the health visitor/midwife must be routinely informed of mental 
health services involvement, to aid sharing of information. 
 


 Staff implementing the CPA process must be mindful of service users/carers 
responsibility for children and consider the welfare of children at every stage 
of the CPA process utilizing the Framework for Assessment of Children in 
Need and their Families (see LCFT Safeguarding and Protecting Children 
Procedures SG001). 


 


 If a service user needs to be detained under the Mental Health Act 1983 
consideration must always be given to any carers responsibilities that person 
has and appropriate measures put in place regarding the safety and well-
being of the child. Consideration always needs to be given to the safety of any 
children with the Approved Social Worker consulting and liaising closely with 
children’s services within the local authority. 
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 During the assessment and provision of care, it may become known that the 
Service User may pose a risk or potential risk to children/young people or 
adults.  The protection of children and vulnerable adults is paramount and 
integral to the provision of any Healthcare Service. 


 


 A referral to Children’s Social Services must be made under Local 
Safeguarding Children Board procedures as soon as concerns are identified 
for a child/children’s welfare, there is a problem, suspicion or concern about a 
child, or if the child’s own needs are not being met.  Particularly when a 
service user: 
 
o expresses delusional beliefs involving any child  
o experience homicidal thinking involving children prior to completing/ 


attempting suicide or might harm their child as part of a suicide plan. 
 


 If the service user poses any threat to children then a CPA review should be 
called at the earliest opportunity and a Consultant Psychiatrist should be 
directly involved in all clinical decision making. 


 


 When service users have responsibility for a child and home leave or 
discharge is being planned. The needs of children must always be 
considered.  A pre discharge-planning meeting should be called.  If the child is 
under school age the Health Visitor should be invited to the pre discharge-
planning meeting. Other professionals working with the child and family 
should be invited to attend as appropriate e.g. CAMHS, education, school 
nurse. 


 


 The Care Co-ordinator and all Staff providing care must be made aware of 
any disclosures made and Police Public Protection Unit notified as well as 
Children’s Social Care, in line with LSCB procedures.  Staff must identify if 
Multi-agency Public Protection Arrangements (MAPPA) have been put into 
place. 
 


 A Consultant Psychiatrist should be directly involved in all clinical decision 
making for services users who may pose a risk to children (e.g. decisions on 
granting home leave, section 17 leave). 
 


Young Service Users 
 


 In a ward environment staff must consider any young person currently being 
cared on the same ward who must be protected from disturbed and/or 
dangerous situations and arrangements should be sought to find alternative 
accommodation providing a safe environment away from known offenders or 
those who pose a risk to children/young people (see LCFT safeguarding 
Policy for Young People Admitted to Adult Wards CP002). 


 


 All young people referred to LCFT services who have attempted suicide or 
self-harmed should have a specialist mental health assessment and the 
referrer informed of the outcome. 
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 All 16 and 17-year olds referred to Adult Services must be offered a CAF 
assessment as part of their Health and Social Care Needs Assessment.  A 
Lead professional will then be identified who can co-ordinate the multi-agency 
risk assessments and ensure support plans are in place (see LCFT 
safeguarding Policy for Young People Admitted to Adult Wards SG002). 


 


 A referral to Children’s Integrated Services must be made under Local 
Safeguarding Children Board procedures where concerns are identified for a 
young person’s welfare.  Relevant multi-agency information sharing will take 
place and this must be recorded (see LCFT safeguarding Policy for Young 
People Admitted to Adult Wards CSG002). 


 
Visiting Clients in their own Home where access is denied and children are 
deemed to be vulnerable 
                          


 This section provides a process of management for those staff who are 
unable to access service users in their own homes, where the child/ children 
are considered vulnerable/at risk. 


 


 When conducting visits to a family home where there are welfare concerns 
about a child(ren) staff should establish the whereabouts of the child(ren). 
Staff should be mindful as to when the child was last seen.  This includes 
siblings within the family group.  Where there is a concern that a child(ren) 
has not been seen, staff should consult with a Senior Colleague, Manager, 
LCFT Safeguarding Team. 


Categories of no access visits: 


 No Access Visit – this is defined as a home visit where no one is at home or 
fails to answer the door to a pre-arranged visit. 


 Door Step Visit – this is defined as a visit when the door is opened by the 
carer or patient and the health professional is not invited into the home. 


 A Child not seen – this is defined as a visit when a health professional has 
been invited into the house and the vulnerable child is not seen.  This may be 
for a variety of valid reasons.  However, if the Practitioner is actively 
prevented from seeing a child, this must be reported to the line manager and 
a member of LCFT Safeguarding Team immediately.  


 If vulnerability/risk factors are identified within the child’s family, the following 
procedure is adopted: 


 The family must be discussed in the first instance with your line manager or 
with a member of the LCFT Safeguarding Children Team.  


 Members of the Primary Health Care Team should be invited to provide the 
practitioner with any relevant information.  


 The Care Coordinator will write to the family outlining any specific concerns 
and action  


 The practitioner will contact and liaise with relevant agencies and any other 
health professional involved in the family, in writing, of the lack of contact.   A 
record of the situation should be documented within records. 
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No access – young children home alone 
 


 Action must be taken for the child’s / children’s immediate protection.  


 The Health Professionals concern should be notified to the police immediately 
for their intervention and investigation.  


 Document all actions taken and by whom.  


 Refer to Children’s Integrated Services in line with Local Safeguarding 
Children Board procedures. 


 


 
21.0 Safeguarding Adults at Risk 
  
As with Child protection, safeguarding Adults at risk is everybody’s business. All 
NHS mental health services have existing statutory responsibilities for safeguarding 
adults at risk set out in the No Secrets document (DoH 2000) to effectively 
safeguard, protect and respond to known or suspected abuse of vulnerable adults. 
An adult at risk is someone who is aged 18yrs or over and who is or may be in need 
of services by reason of mental or other disability, age or illness; and who is or may 
be unable to take care of him or herself against significant harm and/or exploitation. 
 


 Staff working within mental health services will potentially be caring for people 
who are vulnerable in their own right or those caring for/living with or 
connected to someone else who may be vulnerable to abuse. A primary task 
of the CPA and multiagency risk assessment processes is to ensure that the 
vulnerable individual is safeguarded and that allegations of abuse and/or 
exploitation is appropriately investigated following local Safeguarding Adult 
Board procedures.   


 


 Risk assessments of mental health service users must not be based solely on 
the information they can provide. If the service user has or may resume 
contact with a vulnerable adult or is at risk him/herself this must trigger an 
assessment of whether there is actual or potential risk; drawing on as many 
sources of information as possible to assess that risk and including delusional 
beliefs involving them or another vulnerable adult.   


 


 Assessments, CPA monitoring, reviews, and discharge planning 
arrangements and procedures must always include consideration of potential 
vulnerability of the service user and/or other potentially vulnerable adults or 
children the service user may have contact with and consider any risks posed.  


 


 Staff implementing the CPA process must be mindful of service users’ /carers’ 
responsibility for adults who may be vulnerable see LCFT Safeguarding Policy 
SG001 and LCFT Safeguarding Adult Procedures SG008. 


 


 During the assessment and provision of care, it may become known that the 
Service User is at risk, may pose a risk or potential risk to another adult who 
is vulnerable or a child.  The protection of children and vulnerable adults is 
paramount and integral to the provision of any Healthcare Service..  
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 If the service user poses a risk to a vulnerable adult or is at risk of abuse as a 
vulnerable adult a CPA review will be called at the earliest opportunity and the 
LCFT Safeguarding Adult Procedures SG008 must be followed.  


 


 On occasion when a person is discharged from CPA but may need to 
continue receiving social service provision for a safe guarding issue or a new 
safeguarding issue identified in which case a Safeguarding Alert should be 
raised. 


 
 


ADSS (NORTH WEST) SOCIAL CARE SUB GROUP 
 


22.0 GOOD PRACTICE IN THE TRANSFER OF SERVICE USER 
CARE BETWEEN DISTRICTS 
 
Introduction 
It is the responsibility of health and social care agencies to collaborate effectively to 
ensure proper, co-ordinated care is delivered to people with mental health needs.  
Each Local Authority Social Services Department and Health Trust will jointly 
operate a Care Programme Approach Policy to ensure a robust systematic 
framework for the care and treatment of people with mental health needs in line with 
Department of Health Guidance. 


 
Whilst the detail of local CPA Policies may differ, the core principles will be the 
same.  A key objective of the CPA is to ensure individuals most in need of care do 
not slip through the net of service provision.  Where service users move from one 
district or area to another, there is the potential for interruption in the continuity of 
care and treatment.  This has been highlighted in a number of Inquiries into Serious 
and Untoward Incidents.  This protocol reflects principles of good practice in 
transferring service user care between districts.  Districts and Authorities may need 
to seek legal advice in particularly complex cases around issues such as ordinary 
residence, funding responsibility and Section 117 responsibility. 
 
Statutory Framework 
This protocol should be read in the context of the following legal and policy 
framework: 


Mental Health Act 1983 and associated guidance 


NHS and Community Care Act 1990 
Local Authority Circular (93) 7 Ordinary Residence 
The Responsible Commissioner 
Guidance on the Discharge of Mentally Disordered People and their Continuing 
Care in the Community (DOH 1994) 
Effective Care Co-ordination in Mental Health Services (DOH 1999) 
Children Act 1989 
Working Together to Safeguard Children (DOH 1999) 
Framework for the Assessment of Children in need and their Families, 2001 
Fair access to Care Services LAC (2002)13 
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Planned Moves 
Service Users who move out of one area to another remain the active responsibility 
of the original authority until a formal hand over can be arranged. 
 
The decision to transfer responsibility for the care of a service user to another district 
should take place in a CPA Review meeting, unless exceptional circumstances 
prevent this.  Appropriate representatives of the receiving district should be invited to 
contribute to the review by attending the meeting or by other means if that is not 
possible,  e.g. the proposed Care Co-ordinator, RMO.  A timescale for implementing 
the transfer should be drawn up. 
 
The original transferring Care Co-ordinator will retain responsibility for up to 21 days 
(see Timescale) in order to allow the receiving service to ensure that the following 
takes place before transfer: 
 


 The receiving team/service has identified a new Care Co-ordinator who 
accepts responsibilities for the service user. 


 


 Appropriate services have been set up with the receiving team/service to 
meet needs before the transfer takes place. 


 


 Effective communication has taken place and detailed information has 
been made available to the appropriate professionals in the receiving 
team/service within 7 days. 


 


 The Team Manager of the receiving team must take responsibility for 
accepting transfer and arranging for allocation to Care Co-ordinator. 


 Where individuals are placed in residential placements out of area, the 
original district will normally maintain financial responsibility and may 
negotiate the transfer of CPA responsibility to the host district to act on 
their behalf.    


 
Detailed information should include: 
 


 Assessment of need, including risk assessment, clearly identifying the 
nature, complexity and context of risk. 


 CPA level 


 Legal status 


 Care Plan, including risk management plan, indicators of relapse, crisis    
and contingency plan. 


 
The transferring Care Co-ordinator should document the information which has been 
sent on the service user’s file. 
 


Timescale 
The receiving district should normally acknowledge transfer of Care Co-ordinator 
responsibility within fourteen days of receipt of documentation.  However it is 
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accepted that transferring and receiving districts may need to agree a planned hand 
over within a different timescale to reflect individual circumstances. 


 
Informing Service User and Others 
The transferring Care Co-ordinator should write to the service user (and Carer where 
appropriate) and GP confirming the transfer and giving contact details of the new 
receiving Care Co-ordinator.  A copy should be sent to the CPA Co-ordinator in the 
transferring and receiving district for details to be entered on to the mental health 
services database/record system. 
Contingency Arrangements 
Arrangements should be in place to ensure a system of rapid transfer back to the 
original system if the service user moves back to the originating district.  In this case 
the original Care Co-ordinator and team should resume responsibility for service 
user care based on level of need, risk and availability. 


Unplanned Moves 
Some service users will move in an unplanned way between districts.  Where this is 
very local, and the original district is aware of this it should continue working with that 
service user until formal hand over arrangements, described above, can take place. 
 
Where the move is at some distance and it would be impracticable for the originating 
district to do this, then background information should be sent immediately to the 
new district and discussion should take place between the teams at the earliest 
opportunity to effect formal hand over. 
 
Service Users who Lose Touch with or go missing from Services 


 Some service users for various reasons may lose touch with services. This 
may include moving to another district. 


 


 A CPA Review meeting should be called as soon as the service user loses 
contact with services to share information and determine action. 


 


 It will be necessary to take into account the service user’s current mental 
state, previous history, potential and actual risk to self or others and the other 
available support networks, in order to plan intervention. 


 


 Where a service user seems to disappear from services there is a duty of care 
to make all reasonable efforts to locate them to negotiate arrangements for 
their care and treatment.  Actions to achieve this should be clearly recorded. 


 


 The Care Co-ordinator should contact any Carers, other members of the care 
team, relatives and known associates to try to locate the service user and to 
offer support and monitor their wellbeing.  Use of the National Tracking 
Service may assist in checking their location via GP registration. 


 


 Where a level of risk to the service user or to others is identified, appropriate 
judgements should be made about the breadth and depth of circulation of 
personal information within the local and/or non-local areas, taking in to 
account any existing Information Sharing Protocols.  
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Local Response 
The Care Co-ordinator, after discussion with their line manager, will make the locally 
appropriate out of hours mental health and other services, e.g. Accident and 
Emergency, Social Services aware of the person’s details. 


 
Where there is concern that the person may be at risk, or pose a risk, the Police 
should be contacted with a description of the person, the concerns surrounding their 
wellbeing and the associated risk assessment. 
 
Non Local Response 
Where it is suspected that a person might be located in another mental health 
service area, then the Care Co-ordinator should consult the manager in their own 
mental health service that acts as the point of contact for distributing and receiving 
Missing Persons Alerts, and follow the appropriate course of action. 
 
It is expected that each mental health service, in discussion with their SHA will 
arrange for there to be a known point of contact in the service for consultation about 
sending out Missing Persons Alerts to non-local areas.  This person will agree with 
the Care Co-ordinator, the appropriate level of information and spread of circulation, 
and assist in identifying points of contact in other areas. 
 
If a patient is located in a new district, the receiving Care Co-ordinator should seek 
advice in their service about making contact with the original district to cancel the 
Missing Person’s Alert and should themselves effect a formal handover of care as 
described above. 
 
The CPA Office, or equivalent, may become involved in the process of relocation or 
responding to missing persons depending on local arrangements. this may involve, 
for example, assisting in decision making if the case is problematic, providing advice 
about points of contact in other mental health services, and processing Missing 
Persons Alerts. 
 
Prisons 
Communication of information regarding prisoners with mental health problems 
should be made in line with this protocol. 
 


The Needs of Children 
Where there are dependent children within the household of a service user with 
mental health needs, special consideration should be given to the implications this 
may have for those children.  Children’s welfare is a paramount consideration for all 
professionals.  Where there are issues of concern, the relevant child care services 
from the transferring and receiving district should be crucially involved in the 
planning arrangements for the transfer, so that children’s needs may be properly 
identified and managed. 
 
Where a child is on the Child Protection Register and is moving to another  
Local Authority area, it is imperative that a speedy exchange of information is carried 
out between districts.  This will normally be in the form of a Child Protection 
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Conference.  Guidance may be found within all districts in the Child Protection 
Procedures Handbook, which is applicable to all professionals and agencies. 
 
Review of Arrangements 
It is proposed that these arrangements are formally reviewed on an annual basis 
through the national CPAA, ADSS Principal Officers Group, and Zonal network 
meetings. 





