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1       Introduction and Background 
 

1.1. This Care Programme Approach (CPA) Policy replaces the formerly entitled 
CNTW policy: ‘Care Coordination Policy incorporating the Care Programme 
Approach Policy’. This revised policy has an emphasis to reflect a more 
recovery focused approach and best practice in care and treatment.  The Care 
Programme Approach provides an overarching framework for the 
assessment, care, support, planning, treatment and review of people referred 
to the Trust’s Secondary and Tertiary mental health and learning disability 
services and applies at times of transfers across care pathways. 

 
1.2. The term service user will be used throughout this policy to refer to those 

individuals who receive a service from Cumbria Northumberland, Tyne & 
Wear NHS Trust (CNTW) .  

 
1.3. The aim of the Care Programme Approach is to promote the effective liaison 

and communication between CNTW and partner agencies, service users and 
their carers to enhance and coordinate service users’ recovery focused care 
plans and to ensure all aspects of safety are addressed through collaborative 
risk assessment and management.   

 

1.4. The key principles of the CPA are applicable to all service users, including 
those who may only require a single professional intervention.  All service 
users have the right to a thorough assessment of their needs and to a formal 
risk assessment, the development of that care plan and a review of that care 
with the professionals and partner agencies (including 
carers/families/supporters) involved in their care.  CPA was always applicable 
to adults of working age in contact with mental health services and with the 
2008 ‘Refocusing Guidance’ it was extended to cover Older Adults, Children 
and Young People’s services, Learning Disability services and Substance 
Misuse Services 

 

1.5. The policy applies to all practitioners working throughout CNTW and their 
partners who are involved in service user care.  It excludes primary care 
mental health and IAPT services, even where these are provided with 
Cumbria Northumberland Tyne & Wear NHS Trust. However, the principles 
of the CPA – collaborative care planning, regular review and good 
communication with all involved in client care – apply to all areas of the Trust’s 
services. 

 
1.6. CPA was introduced in April 1991 to provide a framework for person centred, 

individualised care planning.  The original guidance was updated by the 
publication of the ‘Effective Care Coordination in Mental Health’ in October 
1999.  This revision was to promote the integration with local authority care 
management to form a single care coordination approach for health and 
social care staff to address service users’ needs.  In March 2008, 
‘Refocussing the Care Programme Approach’ was published, which updated 
guidance and highlighted good practice, following a central review.  It set out 
how enhanced and non-enhanced CPA should be used.   The approach is 
underpinned by shared values and principles. 
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2.  Values and Principals of the Policy 

 
2.1  The approach to service users’ care and support puts them at the heart of their 

care and support, promoting social inclusion and recovery.  It is respectful, 
building confidence in individuals with an understanding of their strengths, goals 
and aspirations as well as their needs and difficulties.  It recognises the 
individual as a person first and patient/service user second. 

 
2.2 Assessment and Care planning provides a holistic view of a service user. It aids 

in seeing and supporting them in their individual diverse roles and the needs 
they have - including: family, parenting, relationships, housing, employment, 
leisure, education, creativity, spirituality, and self-management and self-nurture 
- with the aim of optimising mental and physical health and well-being 

 

2.3 CPA is designed to support service users and carers to maintain and/or 
increase their independence and manage their own care as far as possible. 
Service users should feel empowered to take a lead in managing their own 
care and the arrangements affecting them within the framework of the CPA, 
which should include active participation in reviews, development of care plans 
and what recovery may look like for them. Helping service users to move to a 
place where they can lead on their own care without the support from services.   

 
2.4 Self-care is promoted and supported wherever possible. Action is taken to 

encourage independence and self determination to help people maintain 
control over their own support and care 

 
2.5  Carers form a vital part of the support required to aid a person’s recovery. 

Their own needs should also be recognised and supported. 
 
2.6 Services should be organised and delivered in ways that promote and 

coordinate helpful and purposeful mental health practice based on fulfilling 
therapeutic relationships and partnerships between the people involved. 
These relationships involve shared listening, communicating, understanding, 
clarification, and organisation of diverse opinions to deliver valued, 
appropriate, equitable and co-ordinated care. 

 

2.7 Care planning is underpinned by engagement, requiring trust, team work and 
commitment.  It is the daily work of mental health services, learning disability 
services and supporting partner agencies, not just the planned occasions 
where people meet for reviews 

 

2.8 The care and support of services users will always be informed by an 
understanding of the Mental Capacity Act and the application of the Acts 5 
statutory principles: 

 
 A person must be assumed to have capacity unless it is established that 

they lack capacity 
 

 A person is not to be treated as unable to make a decision unless all 
practicable steps to help them to do so have been taken without success 
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 A person is not to be treated as unable to make a decision merely 
because they make an unwise decision 

 

 An act done, or decision made, under this Act for or on behalf of a person 
who lacks capacity must be done, or made, in their best interests 

 

 Before the act is done/decision made, regard must be demonstrated as 
to whether the purpose for which it is needed could be as effectively 
achieved, in a way that is less restrictive of the person’s rights and 
freedom of action. 

 

2.9 The care and support of services users who are detained under the Mental 
Health Act 1983 will always take into consideration the five overarching 
principles set out in the Mental Health Act 1983 Code of Practice published 
2015: 

 

 Least restrictive option and maximising independence 

 Empowerment and involvement 

 Respect and dignity 

 Purpose and effectiveness, and 

 Efficiency and equity. 

 
2.10 All documentation should be recorded in a consistent manner that is structured 

and is clear. For the purpose of collaborative working, safety and effective 
communication, all records should be held within the appropriate and correct 
sections of the electronic health record (RIO) 

 
3. Scope of the Policy 
 
3.1 This policy sets out the principles of the Care Programme Approach framework 

(CPA) for the assessment and care planning for service users receiving 
mental health or learning disability services within the Trust and its partner 
agencies where there is shared care. 

 

3.2 This policy applies to all practitioners throughout the trust’s secondary and     
tertiary mental health services and IAPT but excludes primary care mental 
health services.  The provisions of the policy reflect legislative and national 
guidance requirements and should be adhered to by all professionals working 
in the trust. 

 

4. Duties 
  
4.1 The Chief Executive on behalf of the Trust retains ultimate accountability     

for the health, safety and welfare of all service users, carers, staff and 
visitors; however key tasks and responsibilities will be delegated to individuals 
in accordance with the content of this policy 

 
4.2 Directors and all managers at all levels in the Trust and its partner agencies 

are responsible for ensuring the policy and relevant practice guidance is 
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applied consistently and appropriately in their area of responsibility.  
 
 

  4.3     The Clinical Care groups are responsible for the agreement of the tools to 
support risk assessment and clinical recording including on the electronic 
care record within the care group. 

 
4.4 All staff are responsible for ensuring they meet their professional standards 

of recording within all their documentation when applying this policy and 
relevant practice guidance.  

   
  All documentation should be recorded in a consistent manner that is structured 

and is clear. For the purpose of collaborative working, safety and effective 
communication, all records should be held within the appropriate and correct 
sections of the electronic health record (RIO) 

 
4.5 A consultant psychiatrist,(or responsible clinician of another discipline at 

Consultant level should always be involved in the care of all service users 
who express delusional beliefs involving children or present with risks such 
that they might harm a child/others as part of a homicide/suicide plan. 

 

4.6 Operational managers are responsible for ensuring that CPA process is 
managed effectively within their service lines and business units  

 
4.7 See Sections 6 and 7 below for roles and responsibilities of identified care 

coordinators and lead professionals within the CPA framework. 

 

5. Care Programme Approach Applicability and Framework 

 

5.1 CPA applies to all service users accessing care pathways in our secondary   and 
tertiary level mental health and learning disability, disability and substance 
misuse services. People may enter care through any of the Trust’s service care 
pathways and may transfer from one service care pathway to another or, they 
may even be accessing treatment from more than one service pathway within 
the Trust. 

 

5.2    CPA – Applicability: 

 

Working Age Adults. The Care Programme Approach has always been    
applicable to all adults of working age in contact with Secondary care mental 
health services and under the Refocusing Guidance, it has been extended to 
Older Adults, CYPS, Learning Disability and Substance Misuse.  As outlined 
above it does not apply to those service users who are within our primary care 
mental health and IAPT services. 
 

Children & Young People.  Where a child or young person has a serious mental 
health problem, they will be subject to the Care Programme Approach and 
practitioners will follow the CPA policy.  The Care coordinator/lead professional 
should at all times be mindful of the interfaces between CPA and other children’s 
services’ assessment frameworks, for example the CAF (Common Assessment 
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Framework) or LAC (Looked After Children) reviews, Care, Education and 
Treatment Reviews, etc., to ensure that there is continued integrated working 
across agencies in the interests of the child/young person.  (Local Care Groups 
within CNTW should always familiarise themselves with other partner agencies 
assessment frameworks for children and young people). 

 

All young people discharged from Tier 4 inpatient services will be discharged on 
CPA until the initial follow up review where requirement for ongoing CPA can be 
evaluated. 

 

When young people require transition to adult services, then the trust policy for 
this process should be followed.  All practitioners working with the young person 
should be starting the transition process from around 6 months prior to the service 
user’s 18th birthday (where appropriate) and commencing the liaison with the 
relevant working age adult services from this point to help with a smooth transfer 
of care.  

 

Older People’s Services.  The CPA should be applied to older people with 
severe mental illness as well as those with severe functional or organic mental 
health problems where they meet the characteristics for application of CPA.   

 

Assessment of their needs will be based on the mental health assessment and 
care planning to inform the decision as to whether there is a requirement for CPA. 

 

Learning Disability and Autism. Where a person has a learning disability and 
or Autism and a serious mental health problem, they will be subject to the Care 
Programme Approach and practitioners will follow the CPA Policy.  The Care 
Coordinator/Lead Professional should at all times be mindful of the interfaces 
between CPA and other assessment frameworks such as the Care and Treatment 
Review Policy and Guidance (CTR/CETR) to ensure that there is continued 
integrated working across agencies in the interests of the individual.  

 

Trust Neuro – Disability Services.  This policy will apply to those within CNTW’s 
Neuro – Disability services where there is a concurrent mental health 
presentation.  See attached PGN for trust neuro-disability services 

 

Substance Misuse Services.  This policy applies to all service users within our 
Substance misuse services.  It is acknowledged that drug and alcohol services 
deal with a range of service users not all of whom have a mental health problem. 
However where there is concurrent mental health issues then the process does 
apply and assessment for the need for a lead professional (within substance 
misuse services) or care coordination from the secondary care mental health 
team applies. 
 

Criminal Justice System. CPA should be used for all offenders with mental 
health problems who need secondary care mental health services.  The same 
principles to decide whether someone requires lead professional or care 
coordinator should be applies in prisons.  It is acknowledged that prisoner 
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movement through the prison estate is high and people can be moved to other 
areas/regions at very short notice.  This can pose significant challenges to 
continuity of care and appropriate information sharing. 

 

 Known service users who are arrested / in custody. 
 

 Police should contact the relevant service as soon as they have information 
that an arrested person is a mental health service user.  Services should 
provide support and assistance where they can to the service user and the 
police. Local inter – agency protocols will apply. 

 Information necessary to ensure adequate care and risk management should 
be shared 

 Community care coordinators/lead professionals  should maintain contact 
with the prison health care /mental health services wherever practicable to 
maintain some continuity of care 

 Where there are transfers to mental health services from prison, then care 
coordinators and lead professionals to assist in planning where possible 

 Care coordinators should ensure any section 117 MHA arrangements are 
understood and incorporated in pre-release planning 

 Prison in reach staff may operate as care coordinators if appropriate. 

 

  

 Prisoners whose need for mental health services are identified in 
prison 

 CPA process should start in prison setting  

 Prisons should have mechanisms to identify prisoners who are under CPA 

 Where appropriate prison in reach staff may act as care coordinator 

 Prisons should identify the relevant local services and involve them in any 
pre-release planning 

 Services/teams who are contacted about prisoners who may be entitled to 
local services when released should offer appropriate support to prison 
mental health services and should attempt to start engaging prisoners before 
release where appropriate. 

 If a prisoner who is due to be released presents with known or perceived 
high risk behaviours then consideration will be given for the need to comply 
with the appropriate Multi-Agency Public Protection Arrangements (MAPPA) 
in respect to the sharing of information and the management of risk 

 The forensic community mental health services will be able to advise 
community treatment teams on whether released prisoners are eligible or not 
for their service 

 

Team leads and professionals working with offenders should ensure they 
understand the criminal justice arrangements and procedures and seek 
specialist advice when needed.  
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5.3 The CPA framework involves four primary elements: 

 

 Referral/Initial Assessment: Most of the Trust secondary care services 
offer open referral, including self-referral methods.  An initial 
assessment/triage will be made as to suitability for Trust secondary care 
services or discharge back to primary care. Local services will agree single 
referral points to discuss referrals which are multi-disciplinary and ideally to 
include primary care services where possible. If the service user does 
require Trust services, then deciding whether they require Lead Professional 
or Care Coordination applies – or, indeed whether there is an emergency 
that requires immediate action. 

 

 The Trust’s tertiary level services will have referral routes clearly identified 
in their service specifications and where there is an expectation that 
secondary care services retain care coordination responsibilities, the tertiary 
service must ensure that there has been transparent and open discussion 
about the service user’s care and treatment needs with the secondary care 
team, while the tertiary service fulfils the role of lead professional during that 
part of the service user’s care pathway. 

 

 Assessment:  A comprehensive multi-disciplinary assessment of a person’s 
health and social care needs, including any risks they may face, which is 
undertaken collaboratively with the service user, their carers and any partner 
agencies. Assessments are ongoing and require continued monitoring for 
any changes required. Where possible other agency’s assessments will be 
combined. 

 

 Care Plan:  A written document which identifies who is involved, establishing 
the agreed plans to meet the service user’s needs and safety/risk plans. 
Care plans should be developed collaboratively with service users, carers 
and/or partner agencies and will include a crisis and contingency plan. 

 

 Review: Regular reviews are required to ensure that actions are being 
carried out, to decide whether the care plan needs to be adjusted and 
whether someone still requires the level of care they are receiving, be that 
to increase or reduce support. 

 

5.4 The CPA framework incorporates arrangements for two types of support: 
 

 CPA for people with complex characteristics who are at higher risk and need 
support from multiple agencies and thus require care coordination and an 
allocated Care Coordinator.  

 Care provided by an identified Lead Professional for people with more 
straightforward needs, contact with fewer agencies or where no problems 
are evident in relation to access to other agencies / support. 

 

5.5 Following a full assessment, the multi-disciplinary team will decide the level of 
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treatment and support the Service User requires, as outlined above, to meet 
their individual needs. This may result in no support being offered by the Trust 
and the Service user being discharged to Primary Care. If support is offered from 
the Trust then the Service User will be allocated to a Lead Professional or a 
Care Coordinator, depending on levels of need presented 

 

5.6 The service user/carer should be, wherever practicable involved in the choice of 
care coordinator; taking into account any gender, culture or ethnicity requests 
within the confines of the available resources.  

 

5.7 Care coordinators or Lead Professionals must never be assigned without their 
knowledge.  There should be reasonable choice in accepting cases and there 
should be negotiation if there are concerns about the allocation of cases 

 

5.8 Reasons for any change in care coordinator would normally be discussed with 
both the wider care team/s and the service user/carer.  Relevant documentation 
should be updated before the hand-over to the new care coordinator/lead 
professional.  The outgoing care coordinator should complete a transfer 
summary.  Where appropriate a CPA meeting should be held or, if practicable a 
joint meeting between incoming/outgoing care coordinators and service 
user/carers. 

 

5.9 Team managers and others involved must ensure that the care coordinators and 
lead professionals have access to adequate support and supervision. 

 

6.  Role and responsibility of the Lead Professional within CPA framework 

 
6.1 As outlined above the care programme approach framework applies to all service 

users, of all ages, accessing the Trust’s secondary and tertiary level services 
including learning disability and substance misuse services. 

 
6.2 The role of Lead Professional can be undertaken by Medical Staff, Qualified 

Nurses, NMC registered Associate Nurses and Associate Practitioners, Non-
medical prescribers, Clinical Psychologists and Psychological Therapists, 
Qualified Social Workers, and Qualified Allied Health Professionals, who are 
suitably experienced and skilled, under appropriate supervision, to be able to 
assess service users. Where there is only a single CNTW clinician delivering 
care, with no involvement from partner agencies they will be the Lead 
Professional. 

 
6.3 Where there are several clinicians/professionals responsible for delivery of 

different elements of care, a lead professional from one of the statutory agencies 
will be identified and agreed. Explicit agreement between the 
clinicians/professionals will be made about the arrangements to make the 
care plan record available in each agency’s electronic record systems, so it is 
readily available. 

 
6.4  Service users on enhanced needs, who have treatment interventions from 

other professionals within the Trust. These professionals are providers 
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delivering aspects of the total care plan. Where there is a trust Professional 
delivering an aspect of care and treatment as part of an enhanced needs (Care 
Coordination) package alongside other trust services - for example trust Tertiary 
services, trust Secondary Care Psychology services and Trust Substance Misuse 
services, it is the responsibility of that Trust Professional to ensure that the Care 
Coordinator within the Community Treatment Team is kept updated on the 
progress of that intervention. Any significant changes noted to presentation 
should be communicated to the Care Coordinator.  The Trust Professional 
would also update the relevant aspects of the service user’s electronic record (for 
example updating risk information), in the appropriate fields of the electronic 
record. 

 
6.5 The lead professional will ensure that: 
 

 The service user’s previous consent to seek and share information is 
discussed and updated as needed 

 

 In partnership with the service user (and with consent or on a best 
interest basis), carers and any other significant organisation will 
develop a clear understanding of how care and treatment will be 
carried out, by whom, why and when, taking into account any existing 
advance statement or Advance Decision to refuse treatment. 

 

 The agreed care and treatment (care plan) is recorded as required by 
their organisation. Trust staff can record the content of a care plan 
using a clinical letter that meets the standards set out in the practice 
guidance relevant to the lead professional’s care group. 
 

 Risk assessments/Safety plans are completed and recorded accordingly 
within the client’s electronic record.   
 

 Where a service user is subject to 117 after care this is recorded in their 
care plan and logged as required by the lead professional in the electronic 
care record 

 

 They provide advice and signposting to the service user to enable them to 
access other agencies/support to meet their needs, facilitating referrals if 
needed 

 

 A central record of care is maintained as required by their organisation. 
 

 A copy of the current care plan is always offered to the service user 
 

 The service user is offered copies of letters as outlined in the Trust’s 
CNTW(O)22 - Sharing letters with service users policy 

 A copy of the current care plan is sent to the person’s General Practitioner 
(GP) and any other significant care provider, including carers, if 
appropriate and agreed with the individual and the care team. 

 

 Ensure that the care plan and risk assessment is subject to on-going 
review as required, involving the service user and any other significant care 
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provider, including carers 
 

 Where the Lead Professional is delivering an aspect of care alongside other 
professionals/agencies, then any changes they note to a client’s presenting 
safety and risk must be documented within the client record and 
communicated simultaneously to the relevant other significant provider 
partners.   

 

 In partnership with the service user and any other significant care 
provider, including carers, consider at each review whether a service 
user’s needs have changed, and if there is need for intensive care 
coordination support 

 

 The Mental Health Clustering Tool (MHCT) which incorporates the clinician 
rated outcome measure, HoNOS (Health of the Nation Outcome Scale) 
ratings will be completed at significant points of change along a care 
pathway including the relevant cluster review timelines, as well as at annual 
review points.  These clinician rated outcome measures (CROMS) aid in 
collaborative working with the service user as they can be used to 
demonstrate changes in presentation following specific 
interventions/treatment plans.  This supports a recovery focussed and 
collaborative approach to care and treatment. 

 

 Documenting the review as required by the lead professional’s organisation. 
Trust Staff may record reviews using the clinical letter that meets trust 
standards as set out in the practice guidance notes for professional 
documentation and record keeping. 

 

6.6 The Service User can expect:  
 

 That the Lead Professional, through discussion and negotiation with them 
and others, will ensure that a comprehensive, written Care Plan is 
developed and agreed taking into consideration any Advance Statement 
or advance decision to refuse treatment 
 

 To be supported to collaborate in their care planning including any wellness 
recovery action plans 
 

 That their Care Plan is clear and easy to understand and ideally and where 
possible written in the way the service user readily understands the narrative 
used. 

 

 The Care Plan has clear agreed goals and rationale. 

 The Care Plan clearly identifies any Crisis arrangements including any risk 
management/safety planning 

 To Know from the plan who is doing what and when and what are the 
objectives and rationale for this 

 Where applicable that they are subject to 117 
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 Where applicable that the service/s is/are funded under Continuing Care 

 

 That any disagreement they have with any part of the Care Plan will 
be recorded in their record 
 

 To know who their Lead professional is, how to contact them and 
what role that person will play in their treatment and care 
 

 To have the role of their carers recognised, and supported 
 

 To be offered a copy of their care plan 
 

 To have regular reviews and know how to ask for a review. 
 

7.      Role and Responsibility of the Care Coordinator   
 
7.1 As outlined above the care programme approach framework applies to all service 

users, of all ages, accessing the Trust’s secondary and tertiary level services 
including learning disability and substance misuse services. 

 
7.2 Where a service user has more complex needs and characteristics, then 

Care Coordination, incorporating the requirements of CPA, will be the 
framework used to deliver continuous care for vulnerable people who may 
require intensive intervention or long term support. 

 
7.3 Indicators suggesting people are likely to require Care Coordination, enhanced 

needs are:  
 

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

 In-patients 

 Current or potential risk (s), including: 
 

- Safety risks, suicide, self-harm, harm to others 
- History of offending behaviours 
- Relapse history indicating urgent response 
- Self – neglect 
- History of non-concordance with treatment plan 
- Vulnerable adult/ adult child protection issues 

 

 Safeguarding children issues 

 Safeguarding vulnerable adults issues 

 Safeguarding, risks of exploitation/harm from others 

 Safeguarding, financial difficulties related to mental illness 

 Safeguarding due to disinhibition 

 Safeguarding due to psychological / physical / sexual abuse 

 Cognitive impairments 

 Current or significant history of disengagement, severe distress/instability 

 Presence of non-physical co-morbidity including substance / alcohol misuse, 
prescription drugs misuse, learning disability and or Autism. 
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 Multiple Service provision from different agencies 

 Detained under the Mental Health Act on Supervised Community Treatment 
or Guardianship 

 Significant reliance on carers or have own significant caring responsibilities 
 

 Experiencing difficulties or disadvantages because of: 
 

o Parenting or other caring roles 
o Physical health problems or disability 
o Itinerant housing / homeless / unsettled accommodation 
o Employment issues when unwell 
o Significant impairment of functioning due to mental ill health 
o Ethnicity (such as race, immigration/asylum status)   
o other cultural factors  
o risks of social exclusion 
o language difficulties 
o Sexuality or gender issues 

 
7.4 In all instances the guidance is not exhaustive and there is not a minimum or 

critical number of items on the list that should indicate the need for enhanced 
Care Co-ordination. Professional experience, training and judgement should 
be used in using this list to evaluate which service users will need this support. 

 
7.5 The exception being that all service users subject to Community Treatment 

order (CTO), or subject to Guardianship under the (MH) Act (section 7) status 
should be supported by enhanced care coordination (CPA) and the 
requirements set out in each organisation's policies. A care coordinator will be 
identified; this may or may not be the responsible clinician. 

 
7.6  Consent MUST always be sought from a professional prior to them being 

identified as a care coordinator.  Under no circumstances must any professional 
be stated as care coordinator without negotiation and agreement 

 
7.7 The role of Care Coordinator can be undertaken by Medical Staff (except junior 

doctors in training), Qualified Nurses, and Qualified Allied Health Professionals 
who are suitably experienced and skilled with appropriate supervision, 
Responsible Clinicians, Clinical Psychologists, and Psychological Therapists 
and qualified Social Workers.  

  
7.8 The role of the Care Coordinator should usually be taken by the person who is 

best placed to oversee case management and resource allocation and can be 
of any discipline depending on capability and capacity. 

 
7.9 The Care Coordinator will have the authority to coordinate the delivery of the 

care plan and ensure that this is respected by all those involved in delivering 
it, regardless of the organisation of origin. 

 
7.10 However, it is not the intention that the Care Coordinator is necessarily the 

person that delivers the majority of care and or treatment. There will be times 
when this is appropriate, but other times when the therapeutic input may be 
provided by a number of others, particularly where more specialist 
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interventions are required.   
 
7.11 All other identified trust lead professionals involved in the delivery of aspects of 

the service user’s care pathway should adhere to lead professional responsibility 
as set out above.   

 
7.12 For people who have had damaging experiences of sexual abuse or violence, 

choice of gender of the Care Coordinator may be a crucial factor in 
establishing trust and a therapeutic relationship. 

 
7.13 The Care Coordinator will: 
 

 Ensure that the Service user’s consent to treatment and consent to share is 
documented and regularly reviewed/updated in line with the Service User’s 
wishes. 

 

 Ensure  the  service  user is fully involved in the collaboration and 
planning of their care and treatment, indicating the rationales and goals 
of the treatment/care plans 

 

 Ensure where appropriate, any carer’s involvement in the process of 
care and treatment planning 

 

 Ensure the care plan is collaboratively drawn up with the service user, 
carer and/or partner agencies which reflects the trust Five P plus 
Formulation approach to assessment and care planning. 

 Ensure that, any identified Independent Mental Capacity Advocate,  any 
attorney through a Lasting Power of Attorney (LPA), any Independent 
Mental Health Act Advocate (IMHA) or any personal representative is 
fully active in the process of care planning 

 

 Promote, build and maintain relationships with others involved in the 
service user’s care 

 

 Act as the “acknowledged” name for contact by all agencies relevant to the 
service user’s care 

 

 Ensure that there is a comprehensive, formal written care plan which 
identifies goals and rationale for interventions is developed, negotiated and 
agreed with the service user, their carers and/or partner agencies.  This will 
include the assessment of risk/safety as part of the crisis and contingency 
planning element of the formal care plan.  The Crisis and Contingency care 
plan should articulate what should happen both in and outside of normal 
Monday to Friday 9-5 working hours and include areas of responsibility 
across locality care teams – dependent on the levels of crisis presented. 

 

 Ensure that any Advance Statement or Advance Decisions are considered 
and recorded as part of the Care planning process 

 

 Consult and seek appropriate advice if any aspect of the care plan 
proposes significant restrictions of liberty to ensure that such restrictions do 
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not constitute “deprivation of liberty” 
 

 Monitor the agreed care plan and record progress  
 

 Ensure appropriate review of the service user’s care plan 

 Provide support and care, taking positive action in the event of a service 
user disengaging from services (see section below). 

 

 Work with in-patient services to ensure that prior to discharge a joint 
review takes place, this may be delegated to other members of the care team 

 Ensure the service user’s GP and staff identified in the care plan, are 
informed within one working day of the service user being admitted to 
hospital. Where appropriate it may be necessary to ensure that there is 
support for the service user to register with a GP 

 Ensure the provision of follow-up and assertive outreach where this is 
available should the service user disengage from services 

 Ensure whenever possible any change of Care Coordinator should be 
agreed through the care coordination review process. This will ensure there 
is an effective hand-over of information to the new Care Coordinator 

 Where a service user plans to move area the Care Coordinator must 
liaise with the appropriate professionals in the receiving care team to 
ensure that the service user’s care is transferred effectively 

 Ensure Carers are supported and offered an assessment of their needs 

 Ensure Young Carers are identified and supported appropriately.  Young 
Carers should not ordinarily be allocated tasks/roles as part of the crisis 
planning for the service user.   

 

7.14 The Care Coordinator may fulfil these responsibilities through effective, agreed   
and appropriate delegation to other members of the care team.  Such delegation 
will be recorded in the clinical record, the care plan, review documentation as 
appropriate to when the delegation occurs. 

 

7.15    The Service user can expect: 

 To have a Care Coordinator 

 Know who and how to contact them 

 To have access to health and social care services through one 
systematic assessment of their health and social care needs 

 That the Care Coordinator, through discussion and negotiation with them 
and others, will ensure that a comprehensive, formal written Care Plan 
is developed and agreed taking into consideration any Advance 
Statement or advance decision to refuse treatment 

 Their Care Plan to be clear and easy to understand and include 
outcomes that they have determined and agreed. 
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 That any disagreement they have with any part of the Care Plan will 
be recorded on that Care plan and how the care coordinator and service 
user may help to resolve this. 

 To know who their Care Coordinator is and what role that person will 
play in their treatment and care 

 To have the role of their carers recognised, and actively supported 

 To have information on how risks / safety planning will be assessed and 
managed 

 To have clear crisis and contingency planning arrangements agreed in their 
Care Plan 

 To know who is doing what and when, to have this clearly stated in their 
Care Plan, including their comments, and be offered a copy 

 To be offered copies of letters as outlined in the Trust’s CNTW(O)22 
 Sharing letters with service users policy 

 To have the Care Plan reviewed regularly and changed if necessary 
with their active involvement, including being informed of their right to 
request a care coordination review at any time 

 To have access 24 hours and 7 days per week to information and 
services 

 To have access to information in a way they can understand in an 
accessible format appropriate to their needs, including information about 
their condition and/or treatment, the risks of the treatment and information 
about available alternatives 

 Where a service user is receiving an aspect of their treatment plan from 
another trust professional (for example trust tertiary services), the care 
coordinator should ensure that the Trust Professional completes the relevant 
elements of the service user’s electronic record to aid in formal reviews. 

 
8.      Assessment and Consent to Share Information 

 
8.1 Assessment is how we find out how someone is and what difficulties they may 

have in order to work out what treatment or support people may require.  
Assessments are carried out by trained health and social care professionals.  The 
assessment will be carried out by an open discussion with the Service User to 
ascertain their needs, what is important to them and what they would like to 
happen regarding their current situation.  It is acknowledged that sometimes 
assessments may be undertaken in crisis/urgent circumstances but, where 
possible, the details and status of any Carers should be established at the 
beginning of the assessment and with the Service User’s consent they should be 
involved in all aspects of the assessment.  If these details are not able to be taken 
at initial assessment then professionals should endeavour to seek out this 
information from the Service User at appropriate time. 
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8.2 Assessment and planning should address a person’s aspirations and 
strengths as well as their needs and difficulties. Trust and honesty should 
underpin the engagement process to allow for an equitable partnership 
between service users, carers and providers of services.  Elements of 
disagreement between professionals and Service Users should be openly 
discussed and documented within the healthcare record 

 
8.3 Everyone referred to the Trust’s mental health and learning disability services 

will receive an assessment of their needs, with t h e  assessment of mental 
health and risk as an integral component.  Practitioners commonly refer to ‘risk 
assessment and risk management’ planning.  Service users have identified that 
changing the narrative from ‘risk assessment’ to ‘Safety’ Assessments and 
Planning may offer a more collaborative, patient centred and co-produced 
approach to the care plan.  This will help both the Service User and the 
Practitioner gain a better understanding of what keeps a Service User safe and 
what would be their ‘Safety Plan.’ 

 

8.4 Staff should be considerate of any difficulties faced by some Service Users in 
communicating their needs, or being able to contribute to meetings where they 
are surrounded by many Professionals.  It may be necessary to involve Carers 
and or Advocates who can help the Service User through these processes, 
which may include convening separate meetings to enable involvement. 

 
8.5 Staff should be mindful of Service Users with communication difficulties, 

including those where English is not their first language.  Staff should endeavour 
to have communication support arranged where required.  Staff should also be 
cognizant of ensuring information is accessible so that people with a disability, 
impairment or sensory loss get information about their health and care which 
they can read and understand and communication support if they need it, for 
example British Sign Language Interpretation or the Royal College of Speech 
and Language Therapy ‘Five Good Communication Standards’ which has been 
written for people with Learning Disability and / or Autism. 

 

8.6 Recovery tools such as the Recovery Star can be useful in identifying a person’s 
priority areas.  If a person has a Wellness Recovery Action Plan (WRAP) or 
similarly if there is an advance statement, this should be identified at the 
assessment stage and if the service user agrees, feature within the Care Plan 

 

8.7 The Service user should be reassured about the confidentiality of the 
assessment but they should know that the outcome of the assessment may be 
shared with other members of the Care Team to ensure the service user receives 
the care they need appropriately and safely.   

 
8.8 The assessment framework must enable an initial assessment of health and 

social care needs and risk/safety to identify the individual’s needs and where 
they may be met. This will include an assessment of social care needs,  enabling 
any further identification National Minimum Eligibility Threshold (NMET) as 
determined by the Care Act 2014 (including Direct Payments/ Individualised 
budgets).   

 
8.9 The assessment framework will also enable consideration, as appropriate to 
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the individual, of psychiatric, psychological and social functioning, including: 
 

 Impact of presenting condition on their current functioning 

 Impact of therapy interventions including medication 

 Risk to the individual and others or safety planning 

 Needs arising from co-morbidity 

 Personal circumstances including family and carers 

 Housing needs 

 Financial circumstances and capability 

 Employment, education and training needs 

 Physical health needs 

 Equality and diversity issues including faith and culture 

 Whether they have served in Her Majesty’s Armed Forces 

 Social inclusion and social contact and independence 
 

8.10 Assessment should conclude with a formulation that synthesizes the 
information collected to articulate why the service user h a s  presented with 
these particular problems at this particular time in their life.  

 
8.11 The trust supports the use of the Five P plus formulation to support assessment 

of risk and safety; this offers a framework that is collaborative and service user 
focused.  This is an exploration of: 

 

 Presenting factors right now 

 Precipitating factors – what brought them here now 

 Predisposing factors – historical, bio-psycho-social 

 Perpetuating factors – what might maintain the problem 

 Protective factors – what do they/others see as being their protective factors 
to maintain their safety 

 Plus - Plan – what is the collaborative plan for this episode of care? What are 
the goals and objectives of this plan 

 
8.12 Parenting responsibilities.   
 

For a family with children and young people under 18 years of age, an episode 
of mental ill health can represent significant crisis not just in terms of the parental 
service user but across the family.  Assessment including the assessment of 
risk, should assess for the potential or actual impact of mental health on 
parenting, the parent and child relationship and the impact of parenting on the 
adult’s mental health, ascertain what appropriate support may look like and how 
it can be accessed.  (Care Programme Approach Briefing: Parents with mental 
health problems and their children, April 2008, DH).  

 
Names of children living at home must be documented as part of the core 
assessment, even if there appears to be no immediate concern of harm. Young 
carers should be explicitly identified as such within the service user’s electronic 
record.   
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Health and social care professionals must consider the needs of both the 
adult and the child, but the welfare of the child is always paramount. 
 
Staff have a responsibility to contribute to the assessment of all children and 
families in need, not just those in need of protection and reference should 
always be made to the Trust’s CNTW(C)04 - Safeguarding Children and Local 
Authority Safeguarding Children Policy as well as the local safeguarding 
children procedures. Staff working with families where there are children should 
normally have undertaken children’s safeguarding training as required by their 
organisation’s policy 
 

8.13 Transitioning and Transferring Care.  
 

When making a referral onwards to another service or transferring care 
between/across care pathways and teams, the assessment and formulation 
should be current and dated accordingly to enable smooth transition, avoid delay 
in treatment and prevent repetition of assessment for the service user.  See 
Section 17 for further detail 

 

8.14 Physical Health.  
 

The links between physical ill health and mental ill health are well known. People 
with mental health problems have higher rates of physical illness, resulting in 
increased rates of morbidity and premature mortality.  A poor diet, lack of 
exercise and certain medications can cause or compound physical health risks.  
The Service user’s physical health will be assessed using the appropriate trust 
health monitoring tool. 

 
The Core Physical Health Monitoring form should be kept up to date at key 
points.  These are assessment, admission and discharge to an in-patient setting, 
transfer between CNTW services and discharge from CNTW services. 

 

  The trust does offer psychological services for those being treated for a mental 
health problem associated with a physical illness (for example, Cancer) or 
unexplained physical symptoms that require specialist psychological 
interventions and have been accepted to secondary care or tertiary services.  
These individuals will be subject to CPA if the mental health problem has 
sufficient severity, when assessed in isolation from the physical health problem.   

 

A main example of this may be agitated depression / high suicide risk in 
response to life threatening or life limiting condition.  
Risk assessments as to suitability of care coordination levels should also take 
into account homicide/suicide risks to loved ones where life threatening and life 
limiting physical diagnosis has been given. 

 

8.15 Consent to share information. 
 

The service user can only benefit from well-coordinated assessment and 
planning if there are clear lines of communication between professionals and 
agencies. Where joint assessment has been undertaken by 
clinicians/professionals from different agencies it is crucial that the resulting 
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record is quickly available to all the relevant organisations.  
 
The Service User’s consent to share and disclose information will be sought 
routinely as part of the assessment process and in compliance with the 
requirements of the Department of Health Confidentiality NHS Code of Practice, 
2003 and the Data Protection Act, 1998. 

 
Consent to seek and share Information should be discussed/ agreed with 
the individual and recorded as part of the initial assessment whenever 
possible or as soon as is practicable and should be revisited: 

 

 When indicated by the service user 

 Where information/circumstances demonstrate that the service 
user has different wishes to those previously recorded 

 During care planning process 

 When mental capacity status changes 
 

Some service users may not have the capacity to consent, or be able to 
understand the implications of sharing information. If concerns about the service 
user’s capacity to consent arise, a decision will be made by the “decision 
maker” following an assessment of capacity with clear reference to the Mental 
Capacity Act best interest checklist.  
 
Some service users may have fluctuating capacity – they have a problem or 
condition that gets worse occasionally and affects their ability to make 
decisions. It may be possible to d e l a y  the decision about their consent to 
seek and share Information until the person has the capacity to make it. 
 
As in any other situation, an assessment must only examine a person’s 
capacity to make a particular decision when it needs to be made. Assessment 
of capacity should involve discussion with relevant members of any multi-
disciplinary team, carers and/or advocates and will be clearly recorded in the 
service user’s record. 

 
There may be occasions when it is deemed necessary to share information 
without consent in accordance with Trust Policy, common law and the Data 
Protection Act 1998 as appropriate, for example, in circumstances where 
disclosure is felt to be justified in the public interest e.g. to protect the service 
user or someone else from harm. This must be explained to the service user, 
including what information must be shared and with whom, and an 
appropriate entry made in the record. Appendices 1-3 provide additional 
guidance. 

 

Where the service user has not given consent to share information with their 
carer/family members who live with and/or support them and there are 
significant issues of risk, there may be justification to share proportionate and 
necessary information about risk management without consent. 
 
A lawful disclosure will be justified in circumstances where the appropriate 
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healthcare professional/clinical team are satisfied that, the disclosure of 
confidential health information is necessary to prevent serious harm or abuse 
to the service user or another. In such circumstances the disclosure must be 
limited to that which is necessary and proportionate to the aim in mind. All 
disclosure considerations, decisions and subsequent actions must be clearly 
recorded in the service user’s health record. Each circumstance / situation is 
different and advice should be sought from the relevant person in the 
employing professional’s organisation e.g. Caldecott Guardian or Information 
Governance Lead. 
 

8.16 Consent to Share Information – Children and Young People 
 

It is part of the practice of care coordination that information is shared between 
the different agencies involved in the child’s care e.g. social services and health 
services.  

 
The Consent to share information screen on the electronic care record RiO is 
designed to guide the practitioner through the process of seeking the child’s or 
child/young person’s consent to this and the recording of this process. This 
document complies with the requirements of the DOH Confidentiality NHS Code 
of Practice 2003, the Data Protection Act 1998 and the Trust Policy of copying 
letters to patients. 

 
Information sharing should be discussed with the child or child/young person 
and when appropriate, their parent or carer as part of the initial assessment 
whenever possible, or as soon as is practicable. If appropriate, this can be 
facilitated by sending the consent to share information at assessment form with 
an initial appointment letter. This provides the opportunity for the young person / 
parent / carer to be aware of the information sharing and if they wish to complete 
the form and bring it to their first appointment and / or prepare any questions they 
may have. It is important that individuals should not make any promises of 
absolute confidentiality to any child/young person or family member. 
 
If the child/young person does not have the capacity to understand the process 
and requirements of consent even with the support of parents or carers, then 
consent to share information should be discussed and agreed with parents or 
others with parental responsibility (see Section 5.10).  

 
From 1st April 2013 information sharing also includes submission of data in line 
with the CAMHS secondary data set. Families have the right to opt out (withdraw 
consent for this specific issue). Appendix 3 sets out more detail including the 
associated recording requirements on the electronic patient 
record (RiO). 
 
Once the consent form has been completed by/with the young person/parent 
/carer the outcomes should also be recorded on the consent screen. The consent 
to share information indicator on the young person’s case record screen should 
also be set to green if consent to share information is in place or to red if there 
are any limitations on information sharing. 
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The paper consent form can be scanned onto the electronic care record. The 
image should be clearly named as a consent form. A copy of the completed and 
signed consent form should be offered to the young person / parent / carer. 

 
Consent to share information should be revisited and the consent status screen 
updated: 
 

As part of the care planning process 
 

When indicated by the child/young person or by an appropriate parent or Carer 
 

Where information/circumstances demonstrate that the child or child/young  
person, and when appropriate parent or carer, has different wishes to those 
previously recorded 



When the child develops the capacity i.e. becomes competent under Fraser    
Guidelines to understand the process and requirements of consent. 

 
Usually information will be kept confidential in accordance with this agreement; 
however in certain circumstances there may be occasions where it is necessary 
to share information without consent in accordance with Trust Policy, common 
law and the Data Protection Act 1998 as appropriate. For example, in 
circumstances where disclosure is felt to be justified in the public interest, e.g. to 
protect the child or child/young person or someone else from harm. In these 
circumstances, the information shared will always be kept to the minimum 
necessary. 

 
If it is not possible to comply with the child or child/young person’s wishes, or 
when appropriate their parent or carer, this must be explained, including what 
information must be shared and with whom, and an appropriate entry made in the 
child/young person’s record. 
 
Under the Children Act 1989, any child of 16 or over is presumed to be mentally 
competent to give their own consent to medical treatment. This means that 
children of 16 or over should also be presumed competent to give their own 
consent to information sharing. 

 
Under the Fraser Guidelines (formerly commonly known as Gillick Competence) 
children under the age of 16 may also be competent to give their own consent to 
the sharing of information about themselves between different agencies provided 
they are sufficiently mature to understand the implications of information sharing, 
including the implications of not doing so in terms of the possible impact on the 
quality of service provision. This is a judgment to be made by the professionals 
involved with the child. 
 
If a child is competent (either because they are 16 or over or because that are 
under 16 and competent under the Fraser guidelines) to give their own consent, 
that consent should be sought from them. If however they are assessed as not 
yet competent to give informed consent, the consent should be sought from a 
person who has parental responsibility for the child. Mothers automatically have 
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parental responsibility. A married couple who have children together both 
automatically have parental responsibility. 
Parental responsibility continues after divorce. 

 
Where the parents are not married, the unmarried father has parental 
responsibility if: 
 

His name is registered on the birth certificate - this is the case for births 
registered after 1 December 2003. Fathers can re-register if their names have 
not been placed on the birth certificate before this date 

 

He later marries the mother 
 

Both parents have signed an authorised parental responsibility agreement 
 

He obtains a parental responsibility order from the court 
 

He obtains a residence order from the court 

He becomes the child's guardian 
 

Others do not have parental responsibility. They can acquire it by: 
 

In the case of a local authority with a care order 
 

Being appointed as a guardian for care for a child if their parent dies 
 

Obtaining a residence order form the court for a child to live with them 
 

Adopting the child 
 

8.17   Children in the Looked after system may have carers who do not have 
parental responsibility and it is very often inappropriate for information to be 
shared with parents. 

 
9.      Care Planning 
 
9.1 A Care plan or statement of care is the service user’s own record of who is involved 

in supporting their care and recovery.  It should promote continuity of care, 
treatment and support by using effective communication between all involved in 
the Service User’s care. It must be completed and updated at formal reviews but 
it is able to be amended at other points in the Service user’s care pathway. This 
section should be read in conjunction with CNTW (C) 05 ‘Consent to Examination 
and Treatment Policy.’ 

 
9.2 It is important that the service user has only one over-arching care plan which has 

been agreed for each service user at any one time as this is the plan that is 
negotiated and agreed with the service user/carer.  There may be points in the 
service user’s care pathway where there is an indication for more intensive 
treatment (such as during an in-patient stay) and these will be intensive treatment 
plans.   
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9.3 The Care Coordinator will ensure close contact with the service user, carers and 

partner agencies and facilitate monitoring and review of the care plan 
 
 
9.4 The care plan should be written in collaboration with the service user and carer 

where appropriate; the care plan should focus on the person’s strengths and 
aspirations.  The trust encourages the use of the Five P Plus formulation to 
enhance the collaboration and co-production of the care plan.   

 
9.5 The care plan should focus on the service user’s own life goals and aspirations.  

It should include a clearly identified rationale for the plan; identify the long and 
short term goals, making clear where, who and how these goals may be attained.  
The plan should identify who is doing what and within what timeframes, including 
review timeframes. 

 
9.6 The care plan should reflect the domains of the core assessment to ensure that 

it is addressing the holistic assessment of identified needs, indicating who is 
responsible for addressing those identified needs, including those from other 
partner agencies. 

 
10. Review 
 

10.1 The standards and requirements of the review process are applicable 
regardless of whether a service user has enhanced needs or not.   

 

10.2 The record of the review (regardless of level of need) should be as expected 
by the Lead professional’s Care Coordinators employing agency. 

 

10.3 Regardless of the level of need, where there is multi-agency involvement, it is 
crucial that arrangements are made to ensure that the review record is quickly 
accessible to both organisations. 

 

10.4 The review of a care plan must be regarded as an ongoing process, the 
frequency of meeting being led by the needs of the service user. The review 
will be undertaken by the Care Coordinator/Lead Professional involving the 
service user, any identified carer and all those professionals involved in an 
individual’s treatment or care. 

 
10.5 Every review should consider whether a service user’s needs have changed 

and the impact (if any) of changed need on: 
 

 Whether they may need/may no longer need to be supported at 
enhanced level 

 Any 117 eligibility 

 Any service (s) funded under Continuing Care 
 

10.6 As a minimum a formal review will take place once a year. This formal review 
will usually involve a meeting of all concerned in a setting where the service user 
feels comfortable. 
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10.7 It is expected that CNTW staff/LA staff with integrated teams will lead on the 
completion of the Mental Health Clustering T o o l  a t  significant points of 
change within the service user’s care pathway and as part of every review. 

 
10.8 If a full multidisciplinary meeting will prevent service user’s participation this 

will be documented and the review will be undertaken by the Care 
Coordinator/Lead Professional meeting with the service user and any identified 
carer, with other members of the care team contributing to the process 
through the Care Coordinator through the provision of written reports. 

 
10.9 A review will be undertaken in the event of a sudden relapse or following any 

major change in the service user’s circumstances including significant 
changes to risk or if significant concerns are expressed by carers/family/ 
significant others. 

 
10.10 Every formal review should consider whether a service user’s needs have 

changed and the impact (if any) of changed need on: 
 

 Whether they may need/may no longer need to be supported at enhanced 
level 

 Any 117 eligibility 

 Any service (s) funded under Continuing Care 
 
11 Patient Safety Management Plans and Risk Assessement 

 
As outlined above, the care plan is a statement of care which is the service 
user’s record of who is involved in supporting and it should focus on their 
goals and aspirations.  As part of any planning there will be a necessary 
element of assessing for personal safety and safety of others.  The trust 
supports the collaborative involvement of the service user in identifying 
those risks and supports positive and safe approach to assessment.  
Service users have identified that risk assessment which leads to risk 
management plans may better enable a true co-produced plan if staff refer 
to ‘safety management plans’ 

 
11.1 Risk assessment is a dynamic and ongoing process in the provision of care 

and treatment to all service users. It is a multi-disciplinary responsibility and 
the outcome of risk assessment should be formally documented using the 
minimum approved tool and recording required by each organisation.  

 
11.2  A consultant psychiatrist (or associate specialist) should be directly involved in 

formulating risk assessment(s) and management plan(s) for all service users 
who express delusional beliefs involving children or might harm a child as part 
of a suicide plan (including multi-agency planning via the safeguarding 
process where applicable). 

 
11.3 This involvement should be whenever risk assessment is required and should 

be formally documented using the minimum approved tool and recording 
required by each organisation. 
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11.4   Effective risk assessment should include exploration of any risk with carers 

and family members who live with and/or provide care to support the service 
user. 

 
11.5      Risk assessment is required: 
            

 As part of initial assessment/ongoing assessment/reassessment 

 When admitting and discharging from hospital and as part of planning 
and agreeing leave 

 

 As part of community or inpatient care coordination or MDT reviews 
 

 When there are major changes to presentation/personal circumstances or 
following an incident 

 

 When alerted by carers / relatives to their concerns. e.g. about changes to 
presentation / personal circumstances 

 / an incident 
 

 When referring service users to other professionals teams/service 
providers to ensure that there is a shared understanding of current risks 
to inform the referral process. 

 

 When transferring service users to other teams/service providers to ensure 
that there is a shared understanding of current risks to inform the transfer 
process. 

 

 When alerted by other members of the care team about major changes to 
presentation/personal circumstances / an incident 

 

11.6 Practice guidance details the Trust’s approved minimum risk assessment tools 
for each directorate. 

 
11.7 Risk management/safety plans are an integral part of the Care Plan that 

will be developed when the level of risk is significant, serious, or serious and 
imminent. 

 
11.8  Risk management/safety plans should be developed, whenever possible, 

collaboratively with the service user and their carer/family members who live 
with and or support them recognising the service user’s strengths.   

 

11.9  Where there is multi-agency involvement it is crucial that arrangements are 
made to ensure that risk assessments and risk management plans are quickly 
accessible to both organisations. 

 
12 Promoting Engagement 
 
12.1 Non engagement could manifest in a number of ways, such as: 
 

   Non-attendance for a subsequent out-patient appointment 

   Non-attendance for planned medicine administration or monitoring 
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  Not at home when staff visit at prearranged dates and times 

  Not attending day services or community activities 

  Having moved from usual place of residence and not given indications of  
new address. 
 

It is recognised that the nature of non-engagement with services is extremely 
complex and there may be a number of reasons why an individual may not 
engage or fail to attend services, these may include the nature of the person’s 
mental health problem and a lack of information to the service user about their 
referral or planned programme of care and treatment. 

 
12.2  Every effort must be made to engage with service users whilst they are in need 

of services.  Where a patient chooses not to engage with services, every effort 
must be made to establish why and the reasons given recorded in the electronic 
record. 

 
12.3  Practitioner’s knowledge and experience need to be used in dealing with what 

may be a challenging situation, both for the service user, their carers/families and 
the staff.  Every effort must be made to put the service user at ease and discuss 
with their concerns and reasons why they do not wish to access services.  The 
Practitioner may need to consider different ways of accessing the service user to 
facilitate engagement. 
However, where the situation warrants prompt intervention, an assessment under 
the Mental Health Act should be considered. 

 
12.4 Service users should not be discharged back to primary care simply because they 

have missed a number of appointments.  Consideration must be given to the 
individual circumstances including, where appropriate, the degree of mental 
illness and the level of risk posed. 

 
12.5 If the action plan to engage the service user fails, further discussion with the 

multidisciplinary team conclude that the service user’s needs are best met by 
primary care.  An action plan to manage identified risks should be agreed with 
primary care, which will include specific indications for re-referral.  If the service 
user does not have a General Practitioner (GP), then straightforward 
arrangements should be made so he/she can self-refer back to the team if 
necessary, i.e. directly to the Community Mental Health teams or via the Crisis 
and Home Treatments. 

 
13 Involving Carers 
 
13.1 The Care Act has changed the carers’ definition to ‘an adult who provides or 

intends to provide care for another adult’ (adult needing care) and introduced 
carer eligibility criteria. The Care Coordinator/Lead professional is responsible 
for ensuring carers are offered an assessment of their needs. Where 
applicable their own care plan will be developed. This can be at the time of 
the service user’s initial assessment, review or any other appropriate point. 
The assessment may be carried out by local authority staff, the Care 
Coordinator/Lead professional, a carer development worker or support worker 
or another member of staff involved in the development of the service user’s 
care plan. 
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13.2 Carer’s assessment including exploration of any known risks to the carer and 
subsequent care plans will be recorded using appropriate locality 
documentation; it may be practical to combine a service user and carer care 
plan rather than developing separate documents. However, if a carer is at a 
known risk from the service user the carer’s care plan must be separate to 
that of the service user. 

 

13.3 Carer’s needs should be reviewed regularly and carer’s care plans will be 
reviewed at least annually. 

 

13.4 Relatives and carers often know a great deal about the service user’s life, 
interests and abilities as well as having personal experience of the service 
user’s illness. Some family members/carers will have a significant 
responsibility to support, protect and keep in touch with someone who cannot 
manage alone because of their mental health and/or learning disability and /or 
complex needs. It is important to include carers in the care planning process 
whenever possible. Within CNTW the “getting to know you” process will be 
used to explore family members/carers support needs and plan appropriately. 

 

13.5 Concern expressed from carers should be taken very seriously and should 
lead to the Care Coordinator/Lead professional considering the need to initiate 
a review. 

 

13.6 Carers should be fully involved in the aftercare of service users if they wish to 
be and so far as is practicable on an equal footing with professionals. 
Information shared by professionals must also be shared with the carer, subject 
to the service user’s consent. 

 

13.7 If a service user does not want their carer or relative, who is aware of their 
contact with the Trust, to receive information, or to be involved in their care 
and treatment, staff must ensure that this is clearly and sensitively 
communicated  to  the  carer  and  recorded  in  the  service  user’s  notes. 

 

13.8 However, the service user’s explicit refusal for a carer/relative to receive 
information and/or be involved in their care and treatment does not prevent 
staff from listening to that carer/relative including in relation to issues of risk to 
themselves or the service user. 

 

13.9 Where the service user has not given consent to share information with their 
carer/family members who live with and or support them and there are 
significant issues of risk there may be justification to share proportionate and 
necessary information about risk management without consent. 

 
13.10 A lawful disclosure will be justified in circumstances where the appropriate 

healthcare professional/clinical team are satisfied that, the disclosure of 
confidential health information is necessary to prevent serious harm or abuse 
to the service user or another. In such circumstances the disclosure must be 
limited to that which is necessary and proportionate to the aim in mind. All 
disclosure considerations, decisions and subsequent actions must be clearly 
recorded in the service user’s health record. Each circumstance / situation is 
different and advice should be sought from the relevant person in the 



CNTW(C)20 
 

28 
Cumbria Northumberland Tyne and Wear NHS Foundation Trust 
CNTW(C) 20 Care Programme Approach Policy-V07-Mar 2020  

employing professional’s organisation e.g. Caldecott Guardian or Information 
Governance Lead. 

 
13.11 If a service user does not want their carer or relatives to receive information, 

or to be involved in their care and treatment – staff must ensure that this is 
clearly communicated to the carers and relatives and recorded in the service 
user’s notes. It is anticipated that such cases will be relatively few and the 
expectation is that the majority of carers will be involved. 

14 Young Carers 
 

14.1 Young carers are children and young people under the age of 18 whose lives 
are restricted by the need to take responsibility for the care of a person who is 
affected by mental ill health and/or learning disabilities. 

 
14.2 Where a young carer is involved in the care of an adult with mental health 

problems and/or a learning disability, the professionals involved have a 
responsibility to make an assessment of the family circumstances and the 
needs of the child/young person and, where appropriate, refer them to Social 
Services. Support services can be provided for young carers to enable them to 
maintain their usual activities outside of the caring role. 

 
14.3 In addition, health professionals need to be aware of children’s needs for 

access to a range of information, both regarding the nature of the mental 
health problem and/or learning disability and what services and support are 
available to them. 

 
15 Safeguarding Adults 
 
15.1  Every member of staff has a responsibility to protect vulnerable adults from 

abuse, regardless of the setting in which the care takes place. 
 
15.2 If any member of the care team has any concerns about the health or wellbeing 

of any vulnerable adult they must report this to their line manager immediately, 
or if the line manager is suspected of being involved tell his/her line manager. 

 
15.3 It is the line manager’s responsibility to take appropriate action as required by 

the Trust’s CNTW(C)24 - Safeguarding Adults at Risk Policy and Local 
Authority Safeguarding Adults Policies. 

 
16 Public Protection 
 
16.1 Every member of staff has a responsibility under MAPPA to protect the public 

from serious harm arising from the mental health of their service users, 
regardless of the setting in which the care takes place. 

 
16.2 If any member of the care team has any concerns about the risk to the public 

they must report this to their line manager immediately, and discuss the need 
for referral to the police or probation via the single point of contact (SPOC) for 
their service area. 

 
16.3 It is the line manager’s responsibility to take appropriate action as required by 
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the Trust’s CNTW (C) 25 ‘MAPPA (Multi Agency Public Protection Arrangements 
– including non MAPPA’ Policy 

 
17     Service Users Who Move Within Cumbria Northumberland Tyne and 

Wear NHS Foundation Trust – Transition Across  
 
17.1 Where service users move from one area/service to another within the Trust, 

there is the potential for interruption in the continuity of care and treatment. 
When a service user moves area Section 117 responsibility remains with the 
Local Authority where they were ordinarily residing, however, legal advice 
may be needed in particularly complex cases around issues such as ordinary 
residence, funding responsibility and Section 117 responsibility. 

 
17.2 Advice may also be needed to confirm the prescribing and monitoring 

arrangements in the new locality to avoid disruption to treatment as slight 
variations may exist across the CNTW regions. 

 
17.3 Care coordinators from the outgoing team need to liaise at the earliest 

opportunity with the new team in order that there is a smooth transition of care 
to the new team and to avoid any interruptions in care and treatment. 

 
17.4 CYPS Transition to working age adults.  
 

Where service users move from CYPS to working age adult services Transition 
commences at 17.5 years. A referral should be made to the receiving Adult 
Service, at this stage, an initial telephone contact should be made to discuss the 
referral further if appropriate. To transfer care, an initial joint clinical review should 
be organised between the referring and receiving service by the care coordinator 
and responsible clinician (if appropriate). 

 
All key professionals should be invited to attend. A second meeting will be held 
with professionals and young person with family / carer (if appropriate). A third 
meeting will be held and transition will be completed. A period of joint working is 
best practice for young people during transition between services. It is imperative 
that services continue to attempt to engage with young people to reduce the 
likelihood of gaps in service provision  

 
For those children who have a diagnosis of Learning Disability Transition planning 
commences at 14 years of age however Adult Learning Disability services don’t 
become actively involved until 17-17.5 as responsibility remains with CYPS. This 
will involve clarification of the child having been diagnosed with a learning 
disability towards the development of a health action plan and health transition 
plan. In conjunction with the care coordinator, this will include supporting the 
facilitation of a transitions plan and a MDT decision will be agreed on the child’s 
primary need and which adult pathway maybe appropriate. 

 
To support young people moving into adult services PGN 01 ‘Moving On’ booklet 
has been developed by Children and Young Peoples services. Adult services and 
in partnership with the CYPS Participation Team .This document provides 
information to enable the young person to understand the transition process. 
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Within the booklet are opportunities for the young person to document their 
individual needs. 

 
17.5 Planned Moves 
 

The decision to transfer responsibility for the care of a service user should 
take place within the care coordination review process involving the service 
user, unless exceptional circumstances prevent this. 
 
Appropriate representative(s) of the receiving service should be invited to 
contribute to the review by attending a review meeting or by other means if 
that is not possible, e.g. the proposed Lead professional/Care Coordinator/ 
Responsible clinician. 

 
This must be supported by effective communication and detailed information 
must be made available to the appropriate professionals in the receiving 
team/service prior to the review. As a minimum this information must comprise 
of copies of the most recent: 

 

 Assessment 

 Risk/Safety Assessment 

 Care plan including crisis care plan and where appropriate risk/safety 
management plan 

 
The review should consider and document the impact of the service user’s 
transfer on risk issues and jointly complete a new risk assessment if 
appropriate. This should be recorded using the receiving team/service risk 
tool. 
 
An agreed timescale for implementing the transfer should be drawn up between 
the current and receiving service to enable: 
. 

The receiving team/service to identify the new Lead Professional or Care 
Coordinator who then accepts responsibilities for the service user at the 
agreed time 

Appropriate services to be set up by the receiving team/service, in 
consultation with the service user and other service providers, to meet 
needs before the transfer takes place. 

 
When transfer of care has been completed, and is between Trust services the 
transferring service should provide any current paper health record as soon 
as possible. 

 
When transfer of care is between Trust services Where a service user is 
supported by a single lead professional clinical judgement can be used as to 
whether a more informal review process should be used e.g. Discussion with 
the patient about the need to transfer care, referral to the appropriate team 
supported by a telephone conversation with the team/pathway manager. 
Whatever method is used it must enable giving those involved the opportunity 
to understand the needs of the service user and their carer/family members 
and result in a transfer plan agreed with the service user. 
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17.6   Unplanned Moves 

Some service users will move in an unplanned way, where this is very local, 
and the original Lead Professional/Care Coordinator is aware of this they 
should continue working with that service user until formal handover 
arrangements, described above, can take place. 

Where the move is at some distance and it would be impracticable for the 
Lead professional/Care Coordinator to do this, then detailed information should 
be sent immediately to the new team / service and discussion should take 
place between the teams at the earliest opportunity to enable formal 
handover to take place. The minimum information requirement is copies of the 
most recent: 

 New Address 

 Risk  Assessment 

 Care plan including crisis care plan and risk/safety management plan 

 Summary of most recent contacts with the service user 

 Update of physical health monitoring tool 
 

Where the move is between Trust services the transferring service’s current 
Rio support file should be provided as soon as possible. 
 
If the role of Lead Professional/Care Coordinator is to be undertaken by a 
member of staff from a partner organisation the minimum information 
requirement is copies of the most recent: 

 Assessment 

 New Address 

 HoNOS Assessment 

 Risk Assessment 

 Care plan including crisis plan and where appropriate risk management 
plan 

 Summary of most recent contacts with the service user 

 Update of physical health monitoring tool 
 

17.7 Service users who move outside or into Cumbria Northumberland Tyne & 
Wear NHS Trust 

 
If a service user is moving outside of the geographic area covered by Trust, 
The Trust’s Care Coordination Lead can support the Lead professional/Care 
Coordinators to establish the appropriate team/service that covers the area 
the service user is to/has moved to. 

 

The Lead professional/Care Coordinator should make contact with team/ 
service that covers the area the service user is to/has moved to and arrange a 



CNTW(C)20 
 

32 
Cumbria Northumberland Tyne and Wear NHS Foundation Trust 
CNTW(C) 20 Care Programme Approach Policy-V07-Mar 2020  

formal hand over. If practicable this should be undertaken, though review 
meeting attended by a representative of the receiving team. Where the move 
is at some distance or has been unplanned discussion should take place 
between the teams at the earliest opportunity to enable formal hand over. 
Whatever methodology is used the handover must be supported by effective 
communication and detailed information must be made available to the 
appropriate professionals in the receiving team/service. As a minimum this 
information must comprise of copies of the most recent 
 

 Assessment 

 Risk Assessment 

 Care plan including crisis plan and where appropriate risk 
management plan 

 Details of prescribed medication and monitoring requirements. 

 Summary of most recent contacts with the service user 

 New Address 

 Update of physical health monitoring tool 
 

The hand over should confirm the prescribing and monitoring arrangements to 
be in place when the servicers moves, or if an unplanned move as soon as is 
practicable, to avoid disruption to treatment as shared care arrangements 
may vary significantly out with CNTW 
 
If a service user is moving into the area covered by Trust the expectations are 
that the out of area Lead professional/Care Coordinator should make contact 
with the Trust team/service that covers the area the service user is to/has 
moved to and arrange a formal hand over. 
 
Where service users plan a move out of the area, Section 117 responsibility 
remains with the Local Authority where they were ordinarily residing, however, 
legal advice may be needed in particularly complex cases around issues such 
as ordinary residence, funding responsibility and Section 117 responsibility. 

 
 
18     Service Users Who Go Missing 

18.1 If a service user disengages from services and is missing the care team 
should follow the Trust’s CNTW(C)03 - Leave, Absence without Leave, and 
Missing Patient Policy 

 
18.2 If the risk assessment of a service user missing from their home indicates risk 

to self or others, members of the care team and any relevant carers or family 
members should formulate a plan of action. When contact is lost and concern 
is high, and staff agree that a missing person alert needs to be circulated the 
Trust Care Coordination Lead will help determine the appropriate 
communication route to follow based on information given and will also send 
out the missing person alert. This can be at a local level or regional or national 
level via the Care Programme Approach Association (CPAA.) If necessary, 
the Trust Care Coordination Lead will seek guidance from Caldecott Guardian. 
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19 Equality and Diversity (Appendix A – Impact Assessment Form) 
 

19.1 In conjunction with the Trust’s Equality and Diversity Officer this policy has 
undergone an Equality and Diversity Impact Assessment which has taken into 
account all human rights in relation to disability, ethnicity, age and gender. 
The Trust undertakes to improve the working experience of staff and to ensure 
everyone is treated in a fair and consistent manner 

 
20     Training 

 
20.1 Training on the Care coordination/CPA principals and processes, incorporating 

risk assessment will be provided for all those involved in providing care 
coordination to service users and is part of induction training for all disciplines. 

 
It will be priority training for all clinical mental health and learning disability 
staff who assume the role of Care Coordinator or Lead Professional 

 

20.2 Training will also be provided for those staff who contribute to risk assessment 
and implement risk management/care coordination/CPA care-plans e.g. 
support workers, unqualified nurses 

 
20.3      It is the responsibility of both managers and staff to ensure that appropriate 

levels of training are undertaken and that attendance is verified and recorded. 
Levels of training are identified in the training needs analysis (see Appendix 
 B) And are included within the Essential Training Guide which forms part of   
the Trust’s CNTW(HR)09 – Staff Appraisal Policy, Practice Guidance Notes – 
SA-PGN-01 – Training and Development, Needs Analysis Process and 
Attendance Management. 

 

21      Implementation 
 

21.1 Taking into consideration all the implications associated with this policy and its 
predecessor’s ratification and implementation dates are congruent. 

 
21.2       This will be supported by the ongoing rolling programme of book in courses  

and tailored team / ward session on request. 
 

22 Monitoring and Compliance (Appendix C) 
 

22.1  This policy and relevant practice guidance notes 01, 02 and 03 will be clinically 
audited using the Quality Monitoring Tool process. Aspects of compliance will 
also be monitored through the Trusts performance management systems. 

 
22.2     It is important that the policy and associated practice guidance develops to 

continually reflect the needs of service users and carers and is updated to 
take account of experience in practice, changes in organisational policy, 
legislation and recognised good practice. It will be the joint responsibility of 
the Trust and associated partners, to ensure that this happens. 
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23 Fair Blame 
 

23.1 The Trust is committed to developing an open learning culture. It has endorsed 
the view that, wherever possible, disciplinary action will not be taken against 
members of staff who report near misses and adverse incidents, although 
there may be clearly defined occasions where disciplinary action will be taken. 

24  Policy Leaflets for Care Coordination and Care Programme Approach 
 

24.1 Any information given to patients needs to be in an accessible format, accurate 
and ‘branded’ correctly. Cumbria Northumberland, Tyne and Wear NHS 
Foundation Trust (the Trust) follows the process around production of this 
information as outline in the Trust’s CNTW(O)03 - Accessible Information for 
Patients, Carers and Public Policy. 

 
24.2 Patient Information leaflets will be reviewed every 3 years with the exception 

to those documents which are reviewed on an annual basis. However, should 
there be any changes in legislation or practice; all documents will be reviewed 
immediately irrespective of review date. 

25 Fraud Bribery and Corruption 
 

25.1 In accordance with the Trust’s CNTW(O)23 - Fraud, Bribery and Corruption 
Policy, all suspected cases of fraud and corruption should be reported 
immediately to the Trust’s Local Counter Fraud Specialist or to the Executive 
Director of Finance 

 

26  Associated Documentation 
 

CNTW(O)03 Leave, Absence without Leave and Missing Patient Policy 

CNTW(C)04 Safeguarding Children Policy and associated LA 
Guidance 

CNTW(C)05 Consent To Examination and Treatment Policy 
 

CNTW(C)07 Promoting Engagement with Service users including 
Difficult to Engage and Non-Compliant Policy 

 
CNTW(C)19 Observation Policy 
 

CNTW(C)29 Trust Standard for the Assessment and Management of 
Physical Health Policy 
 
CNTW(C)34 Mental Capacity Act Policy 
 
MCA-PGN-02 -Advance Decisions to Refuse Treatment and Advance 
Statements 
 

CNTW(C)47 Community Treatment Order Policy 
 

CNTW(O)01 Development and Management of Procedural Documents 
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Policy 
 
CNTW(O)09 Records Management Policy, practice guidance note 
 

RM-PGN-02 - Record Keeping Standards PGN 
 

CNTW(O)11 Children Visiting Policy 
 

CNTW(O)22 Sharing Letters with Patients Policy 
 

CNTW(O)23 Fraud, Bribery and Corruption Policy 
 

CNTW(C)24 Safeguarding Adults at Risk Policy 

 
CNTW(C)25 MAPPA (Multi Agency Public Protection Arrangements) 
Policy 
 

CNTW(HR)09 Staff Appraisal Policy and PGNs 

SA-PGN-01 - Training Development Needs Analysis 

SA-PGN-02 - Appraisal-Annually Earned Pay Points for Bands 8c,d and 9 
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Equality Analysis Screening Toolkit   Appendix A 

Names of Individuals 
involved in Review 

Date of Initial 
Screening 

Review Date Service Area / Locality 

David Storm Mar 2020 Mar 2023 Trustwide 

Policy to be analysed Is this policy new or existing? 

CNTW(C)20 Care Programme Approach  V07 Existing 

What are the intended outcomes of this work? Include outline of objectives and function aims 

Support staff to work collaboratively within Care Programme Approach framework to develop 
holistic, collaborative care and safety planning with service users and carers 

Who will be affected? e.g. staff, service users, carers, wider public etc 

Service users, carers 

Protected Characteristics under the Equality Act 2010. The following characteristics have protection 
under the Act and therefore require further analysis of the potential impact that the policy may have 
upon them 

Disability  The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 

Sex  The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 

Race  The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 

Age  The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 

Gender reassignment  

(including transgender) 

The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 

Sexual orientation. The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 

Religion or belief  The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 

Marriage and Civil 
Partnership 

The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 

Pregnancy and maternity 

 

The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 

Carers  The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 

Other identified groups  The Care Programme Approach embraces the ethos of individualised, 
collaborative care and safety planning with recovery focus, thus addressed via 
CPA 
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How have you engaged stakeholders in gathering evidence or testing the evidence available?   

 

How have you engaged stakeholders in testing the policy or programme proposals?  

yes 

For each engagement activity, please state who was involved, how and when they were engaged, 
and the key outputs: 

Stakeholders from all groups and directorates, including team leads, ward managers, SCN’s, clinical 
leads and peer support worker met bi-monthly to support review  

Summary of Analysis Considering the evidence and engagement activity you listed above, please 
summarise the impact of your work. Consider whether the evidence shows potential for differential impact, 
if so state whether adverse or positive and for which groups. How you will mitigate any negative impacts. 
How you will include certain protected groups in services or expand their participation in public life. 

CPA philosophy is one of collaborative, individualised approach to the planning of care and 
supports the involvement of those important to the service user as they identify them to help 
support them towards recovery 

Now consider and detail below how the proposals impact on elimination of discrimination, 
harassment and victimisation, advance the equality of opportunity and promote good relations 
between groups. Where there is evidence, address each protected characteristic 

Eliminate discrimination, harassment and victimisation  
Addressed through the CPA framework 

Advance equality of opportunity  
 

Promote good relations between groups  
 

What is the overall impact?  

 

Some barriers to engagement with those 
with cognitive deficits, cognitive 
impairments, detention under mental 
health act, deprivation of liberty  

Addressing the impact on equalities  
This policy to be read alongside existing 
mental health legislation policies and 
PGNs; review of impact via annual QMT 
audit process 

 

From the outcome of this Screening, have negative impacts been identified for any protected 
characteristics as defined by the Equality Act 2010? 
If yes, has a Full Impact Assessment been recommended?  If not, why not? 
 
 

Manager’s signature:    David Storm                                                                    Date:  Mar 2020 
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Appendix B 

 
Communication and Training Check list for policies 

Key Questions for the accountable committees designing, reviewing or agreeing a 
new Trust policy 

 

Is this a new policy with new training 
requirements or a change to an existing policy? 

Change to an existing policy 

If it is a change to an existing policy are there 
changes to the existing model of training 
delivery? If yes specify below. 

 

No 

Are the awareness/training needs required to 
deliver the changes by law, national or local 
standards or best practice? 

Please give specific evidence that identifies the 
training need, e.g. National Guidance, CQC, 
NHS Solutions etc. 

Please identify the risks if training does not occur. 

 

Continues to be National and local standards 

Please specify which staff groups need to 
undertake this awareness/training. Please be 
specific. It may well be the case that certain 
groups will require different levels e.g. staff group 
A requires awareness and staff group B requires 
training. 

 

Continues to be Clinical staff in all Directorates  - 
see Training Needs Analysis 

Is there a staff group that should be prioritised for 
this training / awareness? 

Continues to be qualified clinical staff 

Please outline how the training will be delivered. 
Include who will deliver it and by what method. 

Programme of Clinical Risk and Care 
Coordination Training incorporating directorate 
relevant practice guidance delivered through 
rolling programme of book in courses. Tailored 
Team / ward based sessions for staff available 
on request to Care co-ordination lead 

E learning option available for medical staff. 

Flow charts in policy practice guidance notes for 
easy reference. 

Please identify a link person who will liaise with 
the training department to arrange details for the 
Trust Training Prospectus, Administration needs 
etc. 

 

Rolling programme in place 
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Training Needs Analysis 

Appendix B – continued 

This is Essential Clinical specialist training relevant to registered staff groups 
identified 

 

Staff/Professional 
Groups 

Type Of Training Duration of Training Frequency of 
Training 

All registered staff 

Apart from those that 
work in Addictions 
and Neuro 
rehabilitation but 
including those that 
work in Neuro 
psychiatry 

Care Coordination 
and Clinical Risk 

1 day Once 

All registered staff who 
have completed the 
initial one day Care 
Coordination and 
Clinical Risk Course. 

Care Coordination 
and Clinical Risk 
update 

OR 

Care Coordination 
update 

+ Suicide 
prevention 
advanced course 

OR 

Care Coordination 
update 

+ Suicide prevention 
update (if advanced 
course completed) 

OR 

Care Coordination 
update 

+ HCR 20 

2 hours 
 
 

 
1 

hour 

I day 

 
1 hour 

½ day 
 
 

1 

hour 

I day 

Completion of 
one of these 
options every 
3 years 

 

All non-registered staff 
who participate in the 
care co- ordination 
process as a member 
of the care team 

This will exclude those 
that work in 
Addictions and Neuro 
rehabilitation but 
including staff that 
work in Neuro 
psychiatry 

Care Coordination 
and Clinical Risk 

½ day Once 
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All non-registered staff 
who participate in the 
care co- ordination 
process as a member 
of the care team 

Care Coordination 
and Clinical Risk 
update 

OR 

Care Coordination 
update 

+ Suicide 
prevention 
Foundation 

2 hours 
 
 
 

1 hour 

½ day 

Completion of 
one of these 
options every 
3 years 

 

 

 

Should any advice be required, please contact: - 0191 245 6777 (internal 
56777) Option 1 
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Appendix C 
Statement Monitoring Tool 

 

CNTW(C)20 – Care  Programme Approach -  Monitoring Framework 

Auditable Standard/Key 
Performance Indicators 

Frequency/Method/Person 
Responsible 

Where results and any 
Associate Action Plan 
will be reported to, 
implemented and 
monitored; (this will 
usually be via the 
relevant Governance 
Group). 

1 Registered Staff attend 
Clinical Risk and Care 
Coordination training in 
accordance with policy 
requirements 

Training metrics are 
reported into Locality 
Groups within the 
Accountability Framework 
Report by both the Head of 
Commissioning and Quality 
and Assurance and the 
Head of Workforce and OD 

Reported to via each 
CBU clinical 
management assurance 
meeting processes 

2 Current assessment and 
risk assessment 
available to the ward on 
admission 

Annual through QMT audit 
cycle undertaken by team / 
ward managers 

All Localities (North 
Cumbria, North, Central 
and South, North, 
Central and South) 
monitor via their supra 
operational Q&P 
meetings which are 
monthly 
 3 Risk assessment has 

been reviewed and 
reflects current needs 

Annual through QMT audit 
undertaken by team / ward 
managers 

All Localities (North 
Cumbria, North, Central 
and South North, 
Central and South) 
monitor via their supra 
operational Q&P 
meetings which are 
monthly 

 4 Assessment and risk 
assessment updated 
appropriately prior to the 
first in patient MDT to 
reflect the service user’s 
needs and risk. 

Annual through QMT audit 
undertaken by team / ward 
managers 

All Localities (North 
Cumbria, North, Central 
and South North, 
Central and South) 
monitor via their supra 
operational Q&P 
meetings which are 
monthly 
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Monitoring Framework Continued 
 

CNTW(C)20 – Care Programme Approach -  Monitoring Framework 

Auditable Standard/Key 
Performance Indicators 

Frequency/Method/Person 
Responsible 

Where results and any 
Associate Action Plan 
will be reported to, 
implemented and 
monitored; (this will 
usually be via the 
relevant Governance 
Group). 

5 The care plan has been 
developed with the 
involvement of the 
service user and their 
family / carer ( if 
appropriate) 

Annual through QMT audit 
undertaken by team / ward 
managers 

All Localities (North 
Cumbria, North, Central 
and South North, 
Central and South) 
monitor via their supra 
operational Q&P 
meetings which are 
monthly 

 6 Joint review of the care 
plan and risk profile 
involving inpatient and 
community staff prior to 
discharge from hospital 

Annual through QMT audit 
undertaken by team / ward 
managers 

All Localities (North 
Cumbria, North, Central 
and South monitor via 
their supra operational 
Q&P meetings which 
are monthly 

 

7 Appropriate information 
provided to service user 
and relevant others at 
discharge. 

Annual through QMT audit 
undertaken by team / ward 
managers 

All Localities (North 
Cumbria, North, Central 
and South) monitor via 
their supra operational 
Q&P meetings which 
are monthly 

 

 

The Author(s) of each policy is required to complete this monitoring template and ensure 
that these results are taken to the appropriate Quality and Performance Governance 
Group in line with the frequency set out. 


