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Introduction - The Framework for Managing Care

1

The ‘Framework for Managing Care’ (hereafter referred to as ‘the Framework’)

provides an overview of the systems and structures supporting the delivery of
assessments, treatment and care for those receiving services from the Division of Mental
Health, Learning Disability and Psychology (hereafter referred to as ‘the Division’). This
document applies in equal measure to practitioners working in the Division and in the
Adult Mental Health and Social Care Partnership (hereafter ‘The Partnership’).

1.1

This Handbook provides guidance for staff in the implementation of the

Framework. The guidance in this handbook is more specific than that in the Framework
document, and is intended to be read alongside, and in the context of, the ‘Framework for
Managing Care’ and any subsequent additions to, or revisions of, that Framework. Both
this document and the ‘Framework for Managing Care’ have been developed by the
‘Framework of Care’ Development Group with a wide range of contributors and both have
been subject to wide consultation.

2

Document Review Policy

2.1

Both the Framework and this Handbook are based on policy guidance and best

clinical practice, as available at the time of writing. For this reason it is important that both
documents are regularly reviewed to reflect changes in policy and practice. Both the
Framework and this Handbook will be reviewed at the same time; any event that triggers a
review of one document will automatically trigger a review of the other.

3

Relationship to Codes of Practice

3.1

All professionally qualified staff within the Division and the Partnership will be

registered with a professional organisation. These organisations describe a standard of
ethics, conduct and performance, the attainment and maintenance of which is mandatory
for its members. This handbook operates alongside those codes, and is not intended to
either supersede or to replace them.
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3.2

Our aim is to work with others to promote the health and well-being of those in our

care, their families, their carers and the wider community. As professionals we must
always act lawfully and remain accountable for our actions and for any omissions or
oversights in our practice.

4

Aims

4.1

The field of healthcare is rapidly increasing in complexity. Together with new

evidence and advances in clinical practice, changing demographics and increasing
expectations of our services, the challenges inherent in the delivery of high quality Health
and Social Care have never been greater. We hope this Handbook provides useful and
helpful information to support clinical practice.

5

Unified Assessment, the CPA and the Assessment and Management of Risk

5.1

Definition – The Unified Assessment Process (UAP)

The UAP is the general, primary multi-dimensional assessment framework used across
Wales for all adults who present to Health and Social Care Services. Only adults who meet
the ‘critical’ and ‘substantial’ criteria as described in the ‘Fair Access to Care’ guidance will
be able to access funding for services from Conwy and Denbighshire Local Authorities. The
UAP also provides the care management process for all adults with a primary diagnosis of
learning disability in Wales.

5.2

Definition – The Care Programme Approach (CPA)

Mental health needs are only one ‘domain’ of the Unified Assessment Process. The care
programme approach is the specialist process undertaken within mental health services to
assess and to manage care. A person undertaking an assessment under the UAP may
ascertain some mental health needs not previously identified. In such an instance,
assessors may refer clients to mental health services for a more specialised assessment.
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5.3

Principles of CPA

The fundamental aims and principles of the Care Programme Approach:

•

CPA is person and family centred

•

CPA aims to prevent people ‘falling through the net’ of services

•

CPA involves all relevant statutory and voluntary agencies, and makes use
of advocacy services wherever appropriate

•

CPA helps ensure Health and Social Care are fully integrated

•

CPA helps ensure the service user has a copy of their own individual care
plan

•

CPA ensures risk issues are considered and that risk management plans
are in place

•

CPA includes crisis and contingency plans

•

CPA facilitates the identification of unmet needs

•

CPA empowers the Care Coordinator to deliver consistent, high quality
care

6

The Management of Risk

6.1

The assessment of risk is an integral and fundamental component of the overall

assessment process; it is not a stand-alone activity.

6.2

When we think about the risk management plan, we may consider risks as ‘needs’

or ‘requirements’ of the service user, in much the same way as we might identify a general
need and ask ourselves:
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‘What needs to be in place to help meet this need?’

In the case of risk, we should ask ourselves:

‘What needs to be in place to minimise the risk of an adverse event occurring?’

The answer may include additional supports, consultation, safeguards, resources or
specific actions undertaken by the Care Coordinator or others.

6.3

The general mental health assessment should address needs relating to risk, and

the mental health care plan should include management strategies relating to risk.

7

Managerial Supervision

7.1

This section refers to Managerial Supervision. Some practitioners will also receive

Clinical Supervision of their practice. The reader is referred to the Divisional Clinical
Supervision Policy for clarification and further information.
7.2

Supervision plays a crucial role in the management of the care of service users.

Frequency and quality of supervision is laid out clearly in the relevant supervision policy for
the service area, which will be subject to audit.

7.3

Supervision should be viewed by the organisation, the supervisor and the

supervisee as being of the utmost priority, and should only ever be rearranged or cancelled
in the most extraordinary of circumstances.

7.4

Supervision should provide a safe place to discuss staff welfare, development needs

and workload management. It should also support the staff member to develop further
clarity around ethical, professional and clinical boundaries.
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7.5

Supervision sessions should be conducted in a private environment with minimal

likelihood of interruption, and should include the scrutiny and audit of case files as
informed by the relevant policy.

7.6

For further details and an elaboration of the above please see the Divisional

Management Supervision Policy.
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7.7 Key Responsibilities of the Supervisee
•

To ensure supervision is treated as a priority

•

To consider what issues need to be discussed prior to supervision

•

To ensure issues of risk are raised when appropriate

•

To ensure issues are escalated appropriately when they are beyond the
skill, competence or ability of the supervisee

•

To ensure that CPA documentation and processes are up-to-date

•

To ensure the supervisor is advised if there are problems with CPA
documentation and / or processes

•

To complete a workload analysis tool prior to each supervision session

•

To be open and honest with the supervisor

7.8 Key Responsibilities of the Supervisor
•

To ensure a calendar of dates for the year is provided to the supervisee

•

To ensure supervision is addressed as a priority issue

•

To scrutinise the CPA caseload list and to ensure it is discussed in session

•

To ensure that any inaccuracies in the CPA caseload list are amended and
are communicated to the CPA administrator

•

To ensure the workload analysis tool is discussed and that a plan is in
place to respond to any issues

•

To ensure the requisite number of case files are scrutinised and audited,
and that they are signed or stamped to confirm scrutiny has taken place

•

To ensure there are no unwarranted interruptions to supervision

•

To be open and honest with the staff member and to provide
constructive, supportive and timely feedback relating to performance

•

To provide a supportive and challenging environment in which the staff
member is aware of priorities and is supported to address any actions
required

11
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8

Assessment and Service Provision - Two Discrete Activities

8.1

When a person is referred to secondary services, uncertainty can exist concerning

the needs of the service user, and their requirements of our service. Assessment helps us
develop a more complete picture of the client’s needs.

8.2

Some people will ‘self-present’, which may be their first contact with mental health

services. Others may be referred by other professionals, some of whom will have little
knowledge of mental health or learning disability services. The amount, source and quality
of information available on referral will vary.

8.3

Each service area will have certain identified ‘access points’ where referrals are

received. It is important that when service users present to these access points, they feel
they are given a comprehensive and relevant assessment - most will be either accepted for
a service or ‘signposted’ to a more appropriate resource.

8.4

Service users, their carers and referrers should not be left feeling they have been

‘passed from one place to another’. All access points must collaborate to be part of the
solution of finding the most appropriate response to the needs of the referred person.

9

Access Points for Adult Mental Health Services
•

Liaison Psychiatry

•

Inpatient Admission / Home Treatment

•

Community Mental Health Teams, via Primary Care Link Workers

•

The Therapy Unit, via Primary Care Link Workers

10

Access Points for Older Adults with Mental Health Needs
•

Liaison Psychiatry

•

Inpatient Admission / Home Treatment

•

Community Mental Health Teams
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11

Access Points for Adults with a Learning Disability
•

Inpatient Admission / Home Treatment

•

Community Mental Health Teams

•

Liaison Psychiatry

•

First Intake Team (Social Services Department)

•

Consultant Psychiatrists

12

The Outcome of Referral

12.1

Each service area must have a system in place for responding to referrals, and have

a clear understanding of the eligibility criteria for a person to receive an assessment and /
or a service.

12.2

A larger number of people will be eligible for an assessment than will be eligible to

receive a service. If a decision is made not to follow-up a referral with an assessment, we
must ensure we have adequate information to support such a decision, and that this
decision is adequately recorded.

13

Assessment

13.1

Assessment is a discrete activity. A decision to assess does not automatically imply

a commitment to provide a service.

14

The CPA Assessment

The CPA assessment should address the following areas:

•

Substance use – frequency, substance and amount used, route of administration,
when and what was last used. Identification of any injecting behaviour, history of
sharing injecting equipment. Estimated units of alcohol consumed per week.
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•

Physical health and medical issues – including unintentional overdose, hepatitis B
& C, HIV risks, current and previously prescribed medication and any special needs.

•

Childcare – number, ages and names of children. Name of, and relationship to,
main carer. Assessment of parental responsibilities and capacity to carry out these
responsibilities. Social Services input, past and present, caring role(s) undertaken by
children.

•

Housing and household issues – including any threats to the stability of
accommodation. Partner, family, relatives and social / family support system, and
that of friends and acquaintances, including roles relating to the client’s mental
well-being. Identification of any formal carer(s). Professional and agency support.
Other dependents for whom the service user might undertake caring
responsibilities.

•

Abuse – It is Department of Health (DH) policy that all service users are asked about
abuse during assessment. Such issues are, of course, sensitive and frequently pose
a challenge to professionals. We should make service users aware that a significant
number of people who experience mental health problems do so as a consequence
of abuse, either experienced during childhood or as an adult (for example, sexual
abuse or domestic violence). It should be clear to users that we understand the
importance of these issues, and that support is available. Even if a service user does
not feel able to disclose issues during assessment, the assessor has provided a
foundation for that service user to know they can talk to someone, should they
choose to do so.

•

Mental health issues and / or risks – both previous and current.

•

Love, intimacy and sex – including any potential and / or actual impact of
medication.

•

Education and training – including future aspirations.
14
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•

Employment and finance – is the service user and family in receipt of all
appropriate benefits?

•

Spiritual matters

•

Hobbies, recreation and pastimes

•

Offending behaviour and / or contact with criminal justice service and forensic
mental health – including any Multi-Agency Public Protection Arrangements
(MAPPA).

•

Legal Status

•

Previous and current Protection of Vulnerable Adults (POVA) concerns

•

Gender / sexuality issues

•

Risk – including domestic violence, sexual abuse, self-harm, risk to others etc.

14.1

When conducting the assessment, staff should avail themselves of all available

sources of information; asking similar questions of different sources can help ascertain the
veracity of individual accounts, providing a useful insight into the differing perceptions and
perspectives of the service user and of those who care for him or her.

14.2

If practitioners have any difficulty accessing information, perhaps from another

agency or part of the service, they should consult with their supervisor or manager, who
may intervene on behalf of the assessor.

14.3

In the case of continued difficulty in accessing information, practitioners should

continue to escalate the matter until it is resolved. In this eventuality, practitioners should
make a clear record of action taken to resolve the matter.
15
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14.4

Whenever possible, the accuracy of assessment information should be verified. If

this is not possible, the record should show the source of the information and the
reason(s) why its accuracy cannot be verified.

14.5

The response times for an assessment must be based on the urgency of the client’s

needs - all generic referrals must be screened to ensure the assessment is provided in a
timely manner.

14.6

The tables on the following pages (tables ‘1’ and ‘2’) provides guidance to support

decisions concerning the need for further assessment, and minimum standards for
response times within which the assessment should take place.

15

Screening Referrals at the Point of Access

15.1

In Adult Mental Health, Primary Care Link Workers will provide the initial

assessment, and will assess eligibility for secondary care services.

15.2

After assessment, a decision will be made concerning the client’s eligibility to

receive a service. This eligibility decision should be made by a multidisciplinary team
(MDT).

15.3

Where a service is required urgently, it is important that the MDT decision-making

process does not cause an unwarranted delay in the provision of that service.

15.4

Once a decision regarding eligibility has been made, it must be clearly recorded.

Should the referred person not be eligible to receive a service, any alternative advice or
signposting must be clearly recorded.
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referrals that appear to fit the
eligibility criteria detailed in
previous columns, but with no
immediate or potential risks.

mental illness and / or presents
in an acute crisis. Requires an
assessment to establish if they
have been diagnosed as, or
appear to be suffering from, a
serious mental disorder
including:
Schizophrenia or related
psychotic condition, bipolar
affective disorder, severe
neurotic disorder including
obsessive-compulsive disorder,
severe eating disorder, or some
disorders of adult personality
including enduring personality

mental illness and / or presents
in an acute crisis. Requires an
assessment to establish if they
have been diagnosed as, or
appear to be suffering from, a
serious mental disorder
including:
Schizophrenia or related
psychotic condition, bipolar
affective disorder, severe
neurotic disorder including
obsessive-compulsive disorder,
severe eating disorder, or some
disorders of adult personality
including enduring personality

required in order to make an

informed decision about the

appropriateness of the referral.
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Routine referrals are those

Person is suffering from a serious

Person is suffering from a serious

Consider if further information is

Routine

Urgent

Emergency

Inappropriate

Table 1: Screening referrals at the point of access to mental health services
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Response by service

Inappropriate

following components:
(i) Potential risk of unintentional
self-harm (e.g. self neglect).
(ii) Potential risk of intentional
self-harm.
(iii) Potential risk to others.
(iv) Potential risk of abuse by
others (including, but not limited
to physical, sexual, emotional, or
financial abuse).

following components:
(i) Immediate risk of
unintentional self-harm (e.g. self
neglect).
(ii) Immediate risk of intentional
self-harm.
(iii) Immediate risk to others.
(iv) Immediate risk of abuse by
others (including, but not limited
to physical, sexual, emotional, or

18

Presents with one or more of the

Presents with one or more of the

Response by service

Response by service

And / or

And / or

financial abuse).

change after psychiatric illness.

Urgent

change after psychiatric illness.

Emergency

Table 1: Screening referrals at the point of access to mental health services

Response by service

Routine
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into this category.

Psychiatry will automatically fall

and some referrals from Liaison

Unit, Primary Care Link Workers

N.B. Referrals from the Ablett

system.

timescale cannot be met.

weeks.

list and allocated within 12

client will be placed on a waiting

Mental Health Team (CMHT) duty and deemed eligible for a service,

reason(s) for delay if this

referral and assessment made

within 5 working days of receipt

within 6 weeks. Once assessed

working days of the receipt of

and a face-to-face assessment

of referral by the Community

hours of referral.

alternate services

Contact will be made within 7

Routine

Contact within 2 days of referral

Urgent

Clear documentation as to

Face to face assessment within 6

Emergency

Advice and signposting to

Inappropriate

Table 1: Screening referrals at the point of access to mental health services
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Eligibility Criteria - Adult and Older Persons Mental Health

(i) Risk of
unintentional self
harm e.g. self
neglect.

(i) Schizophrenia or related psychotic

condition.

(ii) Bipolar affective disorder.

(iii) Severe affective disorder.

others.
(v) Issues relating to
capacity.

(vi) Some disorders of adult

personality, including enduring

personality change after psychiatric

illness. For this group of people there

(iv) Risk of abuse by

related organic state.

sustained and / or vital social support systems

support systems and

20

education or learning cannot or will not be

routines and / or vital involvement in work,

to carry out vital personal care or domestic

The majority of social

domestic routines.

majority of personal care or occur and / or there is, or will be, an inability

serious abuse or neglect has occurred or will

(iii) Risk to others.

(v) Severe eating disorder or other

inability to carry out the

environment and / or

self harm.

OCD.

There is, or will be, an

control over vital aspects of the immediate

there is, or will be, little or no choice or

developed or will be developed and / or

significant health problems have been

Life is, or will be, threatened and / or

(iv) Severe neurotic disorder including (ii) Risk of intentional

environment.

over the immediate

partial choice and control

There is, or will be, only

‘Critical’

substantial degree (is eligible for a Local Authority funded care package)

of the following

condition of
‘Substantial’

3. Has impaired ability to function effectively in the community to a critical or

1. Appears to be, or is suffering from a 2. Has one or more

Table 2: Eligibility Criteria for the Provision of a Service - Adult and Older Persons Mental Health
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social roles and responsibilities cannot, or will
not, be undertaken.

the majority of family and
other social roles and

function effectively in the community

either at ‘substantial’ or ‘critical’ level.

Once an individual has been assessed and considered to be eligible for a service, the Care Coordinator and MDT need to consider

will not, be undertaken.

21

what level of need they exhibit, which will in turn inform what level of CPA they require.

16.1

sustained and / or vital family and other

not be sustained and / or

in column 2, and impaired ability to

responsibilities cannot, or

and relationships cannot, or will not, be

relationships cannot or will

must also be evidence of risk detailed

substantial degree (is eligible for a Local Authority funded care package)

3. Has impaired ability to function effectively in the community to a critical or

Table 2: Eligibility Criteria for the Provision of a Service - Adult and Older Persons Mental Health

Framework for Managing Care - Care Coordinator’s Handbook
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‘Standard’ CPA

People on ‘Standard’ CPA usually require the support or intervention of one agency or
discipline. If they do require the support of more than one discipline or agency, then
interventions received are likely to constitute low-key support only.

People on Standard CPA:

•

Are more able to independently manage their mental health needs

•

Will usually have an adequate informal support network

•

Are assessed to pose little danger to themselves or others

•

Are more likely to maintain contact with services

Example No. 1

Service user ‘A’ suffered a period of acute mental illness, and received support from the
home treatment team. He was initially placed on ‘Enhanced’ CPA, although over the past
few months his mental health has improved. He is well, settled, and working with the
Consultant who is prescribing medical treatment. It was agreed at his last CPA review that
he would be ‘stepped down’ to standard CPA in preparation for discharge and into the care
of the GP.

Example No. 2

Service user ‘B’ has a long history of involvement with mental health services. ‘B’ is settled,
has received depot medication and attends out patient appointments, as well as making
use of day services.

22
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‘Enhanced’ CPA

People on ‘Enhanced’ CPA usually have multiple care needs, including housing,
employment etc. which require interagency coordination. They will have some, but not
necessarily all, of the following characteristics.

People on Enhanced CPA:

•

May be willing to cooperate with one professional or agency, but have multiple care
needs

•

May be in contact with a number of agencies (possibly including the criminal justice
system)

•

Are likely to require more frequent and intensive interventions

•

Are more likely to have mental health problems alongside other problems such as
addiction or substance misuse

•

Are more likely to be at risk of harming themselves and / or others

•

Are more likely to disengage from services

Example No. 3

Service user ‘C’ was admitted to the acute inpatient unit under Section 3 of the Mental
Health Act, and is now subject to Section 117 aftercare. The assessment has highlighted
that C’s accommodation is precarious, and there are concerns about childcare issues that
require support from children’s services. ‘C’ is reluctant to participate with the care plan,
and there are issues regarding risk to herself and others. A multiagency approach is
required to support ‘C’ and her family.

Example No. 4

Service user ‘D’ requires 24-hour support for aspects of his mental health and physical
needs, and is placed in a nursing home. His placement is funded by the Local Authority
with a nursing contribution from the Local Health Board. His mental health is well managed
23
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with medication. In the main he is settled, though requires input from a minimum of four
agencies to support him.

19

Discharge from CPA – ‘Stepping Down’

CPA policy does not allow us to discharge directly from Enhanced CPA to Primary Care
services. It is good practice to adopt a ‘step-down’ approach. Therefore, CPA reviews
should always consider when discharge is appropriate, and when a ‘step down’ to standard
CPA can be implemented prior to discharge.

20

Key Actions in Relation to Risk

‘Safety is the centre of all good healthcare. Patient autonomy has to be
considered alongside public safety. A good therapeutic relationship must
include both sympathetic support and objective assessment of risk.’
Louis Appleby – National Director for Mental Health.

20.1

Matters relating to risk cannot be considered to be distinct from the general needs

of the service user and their families. Evidence suggests that an unacceptable number of
people die by suicide or commit homicide, who have not been subject to the more indepth assessment and intensive support available under Enhanced CPA.

20.2

Services cannot prevent all deaths, however it is important that our decision

making processes, actions and systems are strengthened and made as robust as possible.
When key issues are identified, there are certain actions that we are required to take and
others that we may need to be alerted to.

20.3

The Department of Health ‘Best Practice in Managing Risk’ document details

sixteen ‘Best Practice Points’ for the effective management of risk.
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21 ‘Best Practice Points’ for the Management of Risk
1. Making decisions based on knowledge of the research evidence, knowledge of the
service user and their social context and knowledge of the service user’s own
experience.
2. Positive risk management, as part of a carefully constructed plan, is a required
competence for all mental health practitioners.
3. Risk management should be conducted in a spirit of collaboration and based on a
relationship between the service user and their carers that is as trusting as possible.
4. Risk management must be built upon a recognition of the service user’s strengths
and should emphasise recovery.
5. Risk management requires an organisational strategy, as well as efforts by the
individual practitioner.
6. Risk management involves developing flexible strategies aimed at preventing any
negative event from occurring, or if this is not possible, minimising the harm
caused.
7. Risk management should take into account that risk can be both ‘specific’ and
‘general’ and that good management can reduce and prevent harm.
8. Knowledge and understanding of mental health legislation is an important
component of risk management.
9. The risk management plan should include a summary of all risks identified,
formulations of the situations in which identified risks may occur, and actions to be
taken by practitioners and the service user in response to crisis.
10. Where suitable tools are available, risk management should be based on
assessment using the structured clinical judgement approach.
11. Risk assessment is integral to deciding on the most appropriate level of risk
management and the right kind of intervention for a service user.
12. All staff involved in risk management must be capable of demonstrating sensitivity
and competence in relation to diversity in race, faith, age, gender, disability and
sexual orientation.
13. Risk management must always be based on awareness of the capacity for the
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service user’s risk level to change over time, and recognition that each service user
requires a consistent and individual approach.
14. Risk management plans should be developed by multidisciplinary and multiagency
teams operating in an open, democratic and transparent culture that embraces
reflective practice.
15. All staff involved in risk management should receive relevant training, which should
be updated at least every three years.
16. A risk management plan is only as good as the time and effort put into
communicating it’s finding to others.

22

‘Positive Risk Management’

We encourage staff to adopt a ‘positive risk management’ approach. In doing so,
practitioners should consider the following:

•

What are the reasons for considering positive risk taking? Is this a reactive or
proactive approach? (i.e. A result of client actions, or led by the practitioner)

•

What actions are you describing as ‘positive risk taking’?

•

Outline the risk that is being taken, and any foreseeable potential adverse outcome

•

Describe your formulation and the reasons why ‘positive risk taking’ is the preferred
course of action

•

Describe the behaviours believed to carry risk

•

Describe the intended outcome of the course of action

•

What are the service user’s experiences and understanding of risk?

•

What are the carer’s experiences and understanding of risk?

•

What are the planned stages? (For risk taking)

•

What might be the pitfalls? (Including estimates and likelihood)

•

What crisis and contingency plans have been identified?

•

What might be the early warning signs of an adverse outcome or deviation from the
plan?

•

What happened the last time this course of action was followed?
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•

How was any adverse outcome managed?

•

What, if anything, needs to change?

•

How will progress be monitored?

•

Who agrees / disagrees with this approach?

•

Is all relevant collaboration from all participants recorded in the plan?

•

Are all plans signed and dated correctly?

23

Risk Considerations and Recommendations

The following section outlines the considerations that staff should address through the
initial screening, assessment and ongoing work with the service user and their families, in
response to identified risks.

23.1

Risk of Self-harm

Consideration: Is the individual at risk of harming themselves?
Yes

Make yourself aware of the self-harm pathway.
Ensure any risks are detailed in the assessment and care plan, as well as the role
of the team and yourself as Coordinator.
Ensure the expectations of the service user are detailed in the care plan.
If identified interventions are unavailable, complete an ‘unmet needs’ form and
follow up the response to this.
Ensure the MDT is fully aware and ‘signed up’ to the care pan.
Ensure the management plan is shared with all members of the care team,
including the GP, voluntary sector workers etc.
The issues should be discussed in supervision.
Seek any additional advice from the risk coordinator via the risk clinics.
Record all actions, concerns and interventions taken.

Don’t

Ask the service user.

know

Record all actions, concerns and interventions taken.
Ensure all available sources of information have been utilised.
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23.2

Risk of Harming Other People (inc. sexual and domestic violence)

Consideration: Is the individual at risk of harming others?
Yes

Any risks must be clearly documented and the source of the information
identified - attempts should be made to verify the information.
The risk management plan should form part of the care management plan with
the overall aim of minimising risk.
The plan should make explicit what the service user can expect from the service
and what is expected of them.
The MDT should be made aware of any issues or risks.
The issues should be discussed in supervision.
The information should be shared with other agencies.
If the Care Coordinator believes the risks can only be managed through
multiagency cooperation, the consideration should be given to a MAPPA referral.
The Care Coordinator and / or Psychiatrist should be available to attend MAPPA
meetings.
Consideration must be given to those people providing a service and how this can
be safely undertaken.
You can seek additional advice from the risk coordinator via the risk clinics.

Don’t

Ask the service user.

know

Record all actions, concerns and interventions taken.
Ensure all available sources of information have been utilised.
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23.3

Risk to Children

Consideration: Is the individual likely to pose a risk to children (own and others)?
Yes

Follow the Child Protection Procedures.
Ensure a joint assessment takes place between ‘Children’ and ‘Adult’ services.
Be available for case conferences.
Discuss the case with Child Protection Nurse if further advice is needed.
Ensure your Senior / Principal Practitioner and line manager are aware of the
issues.
If you have concerns that any issue has not been acted upon, escalate your
concerns to your Senior / Principal Practitioner and line manager who should
follow this up on your behalf.
If they cannot progress the matter, it should be escalated to the Head of the
Service.
Record all actions, concerns and interventions taken.

No

If children are present in the home, or the service user has contact rights or
access to children on a regular basis, then the ‘Meeting the Needs of Children
Whose Parents have Mental Health Needs’ protocol should be used. This will
involve a joint assessment with children’s services.
If this is unable to proceed for any reason, then the matter should be escalated to
your Senior / Principal Practitioner and line manager who should follow this up on
your behalf.
If this does not progress the matter then it should be escalated to the head of
service.
Consideration should be given as to whether the children are taking on a caring
role for the parent(s). If so a referral to ‘Young Carers’ is required.
Record all actions, concerns and interventions taken.

Don’t

Ask the service user.

know

Record all actions, concerns and interventions taken.
Ensure all available sources of information have been utilised.

29

Framework for Managing Care - Care Coordinator’s Handbook

23.4

Risk of Harm or Abuse from Other People

Consideration: Is the individual at risk of harm or abuse from others? (Includes domestic
violence and sexual abuse).
Yes

Follow the referral pathway for the Protection of Vulnerable Adults (POVA).
Advice can be sought from the POVA leads within the Trust or local authority.
Record all actions, concerns and interventions taken.

Don’t

Ask the service user.

know

Discuss with your line manager.
Seek advice from POVA lead in Local Authority / Trust.
Record all actions, concerns and interventions taken.
Ensure all available sources of information have been utilised.
Our assessments should be robust enough to support service users to make a
disclosure, should they need to.

23.5

Refusal to Maintain Contact or Accept Interventions

Consideration: Does the service user refuse to maintain contact with the service or accept
interventions?
Yes

Complete a barrier analysis to highlight issues.
Ensure all attempts at contact are recorded.
Discuss appropriateness for Assertive Outreach. If eligible, but no service
available, then complete an ‘unmet needs’ form and escalate issue.
Consider whether the service user has capacity, record decision.
Call a CPA review and consider whether discharge is appropriate or does the case
have to remain open?
Discuss in supervision.
Further advice can be sought from the risk coordinator via the risk clinics.
Record all actions, concerns and interventions taken.
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Consideration: Does the service user refuse to maintain contact with the service or accept
interventions?
Don’t

Record all actions, concerns and interventions taken.

know

Ensure all available sources of information have been utilised.

23.6

Serious Mental Illness and the Criminal Justice System

Consideration: Does the service user have a serious mental illness and involvement with
the criminal justice system?
Yes

The MDT should consider a referral for a forensic assessment.
Make sure you are aware of charges and pending court dates.
Discuss appropriateness of a MAPPA referral.
Hold a CPA review and ensure Police are invited.
Ensure all involved in delivery of service are aware of the issue.
Record all actions, concerns and interventions taken.

Don’t

Record all actions, concerns and interventions taken.

know

Ensure all available sources of information have been utilised.

23.7

Risk of Wandering or Falling

Consideration: Is the service user at risk of wandering or falling?
Yes

Undertake a ‘Falls Risk’ assessment.
Agree a Risk Management Plan.
Record all actions, concerns and interventions taken.

Don’t

Record all actions, concerns and interventions taken.

know

Ensure all available sources of information have been utilised.
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23.8

Risks Associated With Diminished Capacity

Consideration: Does the service user have capacity to make their own decisions?
Yes

No action required but it is good practice to continually review capacity issues.

No

If there is a proposal to provide:

(i) Serious medical treatment (outside the framework of the Mental Health
Act).
(ii) Accommodation or a change of accommodation in hospital or a care home,
where the person will stay in hospital longer than 28 days, or they will stay in
the care home for more than eight weeks.
(iii) The service user is ‘unbefriended.’

A referral to the Independent Mental Capacity Advocate (IMCA) must be made.
‘Advocacy Experience’ provides the IMCA service for Conwy and Denbighshire.
Referral forms can be obtained from their web site:
www.advocacyexperience.com ( 0844 800 2776). Under the Mental Capacity
Act, a wide range of people are able to undertake a capacity assessment,
however, this is likely to be the person most directly concerned with the
individual at the time the decision needs to be made.

24

Risk Meetings and Reviews

24.1

Where a Care Coordinator has concerns about the level of risk posed by an

individual, they are encouraged to call a CPA review with a specific focus on risk.

24.2

This CPA review should involve all key people involved in the delivery of the client’s

care and support, although other agencies may be required to provide additional support
or advice. The service user and their carer and / or advocate should also be encouraged to
attend.
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24.3

The following areas should be discussed and used as the basis for the agenda of the

meeting (below).

25

Suggested Agenda for Special CPA Review Meeting

•

Introduction to other participants

•

Purpose of the meeting – incident or event that has triggered concern

•

Identification of immediate risk issues and action taken to minimise risks

•

Risk management strategy and role of key agencies

•

Consideration regarding involvement and / or communication with other agencies

•

Consideration as to whether a further meeting is required

•

Health and safety issues for staff in each agency

26

‘Collaborative vs. ‘Defensive’ Risk Management

26.1

The key to effective risk management is a good relationship between the service

user and all those involved in providing their care. A three-way collaboration between the
service user, carers and the care team can often be established, this relationship should be
based on warmth, empathy and a sense of trust, with the aim of involving the service user
in a collaborative approach to planning care.

26.2

Full engagement is sometimes not possible, but its potential should always be

considered. This means that the process of risk management should be explained to
everyone involved at the earliest opportunity.
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27

Positive Risk Management Cycle (‘Collaborative Risk Management’)

Open approach
engaging with
the user in
planning for risk

Collaborative
approach to risk

Lower risk as
strategies for
management are
designed and
acted upon

Positive
experience for
the service user

Greater
collaboration
with services

More
engagement
with the process
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28

Negative Risk Management Cycle (‘Defensive Risk Management’)

Increasingly
defensive
approach,
escalating risk

Defensive
approach to risk

Negative events

Negative
experience for
the service user

No strategy in
place to manage
risk positively

Disengagement
from services

29

Allocation

29.1

Following assessment for secondary care services, and the person being considered

eligible for a service, they should be allocated a Care Coordinator. Even where a case is to
be jointly managed, there should be one named Care Coordinator.

29.2

In most instances, allocation will be carried out by the multidisciplinary team.

Where possible, decisions will be made based on the most appropriate professional, their
gender, user’s wishes etc. Allocation decisions should not be made on capacity alone.
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30

Effective Care Coordination: Role, Authority & Responsibilities

30.1

The Care Coordinator oversees the design of the service user’s care plan. This is

clearly a very responsible role. The Care Coordination role will usually continue until it is
either taken over by someone else, or the service user is discharged from the service. If a
service user relocates to another area, the care coordination responsibility remains with
the original Care Coordinator until a formal handover has taken place.

30.2

It is important to note that the Care Coordinator is not necessarily responsible for

delivering all the interventions in the care plan, unless that has been specifically agreed
with the service user and is detailed in the plan.

30.3

The role is primarily one of coordination, and as such the Care Coordinator requires

the support and cooperation of other professional groups and agencies.

31

The Tasks and Responsibilities of the Care Coordinator
•

To ensure an holistic assessment (including risk assessment) is carried out

•

Identification of the appropriate level of CPA

•

To identify any key individuals in the service user’s life who meet the criteria for a
‘carer’

•

To ensure any carers are aware of their rights to an assessment of their own
needs, either separately or in conjunction with the service user

•

To ensure the assessment of carer’s needs is undertaken (it may be a person other
than the Care Coordinator who carries out the carer’s assessment), and to record
any decisions made by carers to decline the offer of an assessment

•

To ensure the carer has a plan of care as appropriate, and to ensure that this care
plan is reviewed alongside any service user care reviews

•

To work with the service user to develop their own individual care plan, and to
ensure that they are in receipt of a copy of that plan

•

To ensure the care plan includes both a crisis and a contingency plan
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•

To ensure the service user and family understand how to contact the Care
Coordinator

•

To maintain regular contact with the service user according to the agreement(s)
described in the care plan

•

Where a service user does not wish to collaborate with the delivery of their care
plan, and / or is at risk of disengaging from the service, the Care Coordinator
should ensure the MDT is fully aware of the issue, and call an urgent CPA review to
agree appropriate steps

•

To be responsible for regular CPA reviews and ensure all those involved in care are
invited

•

To consider the clients need for advocacy arrangements

•

To help identify ‘unmet need(s)’ and to communicate these issues to managers

•

Should the service user require a package(s) of care, to ensure they are aware of
direct payments and to explore this option directly with them

•

To ensure that all appropriate paperwork is completed for relevant health and
social care funding panels

•

When going on leave, or on becoming absent from work for an extended period, to
ensure the service user has a name they can contact in your absence

•

If the Care Coordinator has been unable to make contact with the service user prior
to going on leave / sickness, then arrangements must be made with the team
manager for someone to have follow-up contact during the Care Coordinators
absence

•

To ensure there is face-to-face contact with the service user within a week (7 days)
of leaving an inpatient, or 24-hour care facility

•

The first few days, and up to three months after coming out of hospital or 24 hour
care are often a vulnerable period for people. The care plan should reflect this with
more intensive input provided at this time

•

The care plan is the ‘contract of care’ between those providing a service and the
person(s) receiving it. It should therefore be ‘needs-focused’ not ‘service focused’,
and should state clearly what will be provided by each provider and what is
expected from the service user
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•

To ensure that any concerns, risk factors and changes are communicated to
everyone involved in the plan of care

32

The Authority of the Care Coordinator

32.1

The Care Coordinator has the authority and the responsibility to:

•

Monitor the implementation of the care plan

•

Coordinate the delivery of the care plan

•

Call a review of the care plan

•

Access resources to support the delivery of care

•

Query the provision of resources if they are not being delivered as agreed or
commissioned

•

Access other members of the care team as necessary and appropriate

•

Request multidisciplinary input to the assessment or care plan e.g. Occupational
Therapy, Psychology etc

•

32.2

Escalate matters of concern to their line manager or professional lead

Where other agencies are involved in the provision of care, it is important the Care

Coordinator establishes and clarifies, at the earliest opportunity, who has lead
responsibility for each particular aspect of the provision of care, and how the agencies will
communicate. A key phrase for working with other agencies is: ‘Don’t make assumptions,
always ask and verify’.

33

Unmet Needs

When an ‘unmet needs’ form is completed, it should be sent to the CPA Coordinator who
will collate and summarise the information. Summary reports are received by the
Divisional Management Team (DMT). This information will help inform discussions with
commissioners and support service development.
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34

Multidisciplinary Process – Responsibilities

34.1

Integrated teams deliver the opportunity for enhanced multidisciplinary working.

However there is the risk that professionals start to become ‘overly-generic’ in their
approach, and that specialist skills may become undervalued, and conceivably eventually
lost.

34.2

While it is perhaps inevitable that the role of the Care Coordinator includes (and

requires) a high degree of genericism, teams should be prepared to utilise the approach
and skills of all those professionals available to deliver both a holistic and, where required,
specialised service to the client.

34.3

As described in the ‘Best Practice in Managing Risk’ document, it is essential that

decision making processes are shared, open and collaborative. Risk management plans
should be developed by multidisciplinary and multiagency teams, operating in an open,
democratic and transparent culture that embraces reflective practice.

34.4

When a service user is involved with services provided by the voluntary and / or

private sector, the Care Coordinator should view these providers as part of the wider MDT.
As such, there needs to be specific agreements made around issues of involvement and
communication. The Care Coordinator should facilitate the process of collaboration with
other providers. These providers should be given an opportunity to participate in the CPA
review process, either in person or through more formal reporting.

35

Carer’s Involvement and Support

35.1

The Carers Recognition and Services Act (1995) entitled carers who provided a

‘substantial’ amount of care on a ‘regular’ basis to receive an assessment of their own
ability to continue to provide a caring role, although no provision was made for the carer
to actually receive support in their own right.
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35.2

The Carer’s and Disabled Children’s Act (2000) addressed this problem by giving

carers the right to their own assessment and, subsequent to that assessment, to receive
support in their own right. They may receive this support in the form of ‘direct payments’.

35.3

Both the above Acts acknowledge the vital role of carers, and help highlight the

support requirements of carers to help sustain them in their role.

35.4

All individuals who provide ‘substantial and regular’ care for a person on CPA are

considered to be ‘informal carers’ and as such have rights under the above Acts.

35.5

There is no explicit definition of a ‘carer’ in the guidance, rather the test relates to

‘the impact of the requirements of the service user for care’. We should ensure we have
systems in place to identify and to recognise carers and the role they play in the support of
service users.

36

Supporting Carers

36.1

Carers should be offered:

•

An assessment of their Caring, Physical and Mental Health needs, which should be
reviewed on an annual basis, or more often as needs dictate

•

A written care plan, agreed with the carer, relating to their Caring, Physical and
Mental Health needs which, for younger carers, also considers their Educational and
Welfare needs. The care plan should be reviewed on an annual basis

•

Carers should receive information concerning the help available to them, and the
services provided for the person for whom they are caring. This should include
medication, treatments and interventions, what to do and people to contact in a
crisis.
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•

The service user has a right to confidentiality of personal, clinical information.
However, others (including carers), may also have a ‘need to know’ certain
information that may affect them. This could include basic administration
information (e.g. length of admission, discharge date, name of Care Coordinator,
follow-up arrangements, etc.) as well as information regarding risk, where this is
relevant. If consent to release this information is refused by the service user, further
guidance on confidentiality should be sought

•

Relatives and / or carers should be involved, wherever possible, in the planning and
provision of a service user’s care. `Involvement` in this context includes, but is not
necessarily limited to, consultation, acknowledgement of differing views, joint
planning and goal identification

36.2

The care plan should detail the role of the carer and what areas of care they are

involved in.

36.3

A carer may decline a formal assessment, but may still wish to be involved in the

care and support process. An agreement should be made between the service user, carer
and Care Coordinator as to how the carer will be involved and communicated with.

36.4

Carers have an important role to play in the development of the Risk Management

Plan. If a carer feels, or is thought to be, at risk, they should be seen individually so that
any risks can be further explored and actions can be agreed.

36.5

The carer usually knows the client more intimately than do members of the formal

care team. Carer’s concerns about the service user should always be taken seriously, even
if the care team’s opinion of the likelihood of risk differs from that of the carer’s.

36.6

There may be occasions when the service user and carers relationship becomes

strained. The Care Coordinator should be sensitive to these issues, which are common to
all relationships.
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36.7

We cannot adopt a blanket approach to total confidentiality, even when a service

user makes a clear statement about not wanting their information discussed with their
carer. Such a request needs to be considered carefully and a measured decision made that
taking into account any implications, any risk issues that might arise and the role of the
family member in the delivery of care and support.

36.8

The issue of confidentiality and disclosure is explored in more depth later in this

document.

36

Carers Pathway
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37

Confidentiality and Privacy

37.1

All staff should familiarise themselves with the document ‘Confidentiality: Code of

Practice for Health and Social Care in Wales’ (2005), which provides Welsh Assembly
Government guidance on confidentiality and the sharing of information.

37.2

The above document states that a ‘duty of confidence’ arises when one person

discloses information to another in circumstances where it is reasonable to expect that the
information will be held in confidence. This ‘duty of confidence’…

•

Is a legal obligation

•

Is a requirement established within professional codes of conduct

•

Is included in NHS and Local Authority employment contracts and supported by
disciplinary arrangements

37.3

Information about a service user should not normally be disclosed without the

user’s consent. If we are to involve other agencies in the delivery of care, then it is
expected and reasonable that they have access to information about the service user. This
should be openly discussed with the service user and their agreement to share information
should be sought. This agreement should be clearly recorded in the case file.

37.4

There may be occasions when the service user cannot, or will not, give permission

to share information. This may mean that service options and some intervention choices
are restricted. This can limit the choices of the Care Coordinator, an issue which needs to
be discussed with the service user.

37.5

The most common challenges regarding confidentiality relate to the involvement of

carers and / or family members in the care process. A service user may request that no
information be shared with their carer or family member. If these people play a key role in
the support and care of the individual then the service user needs to be aware that the
user’s desire for complete confidentiality may not be attainable.
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37.6

In most cases, service users will be happy for their carer or family members to be

aware of general matters such as the nature of their mental health problem, medication,
care plan etc. However, many may be reluctant for more personal or intimate information
to be shared. The boundaries of confidentiality, and the circumstances in which the user
can expect the practitioner to breach any confidentiality agreements need to be discussed
openly, agreement reached (where possible), with any decisions and / or agreements
being clearly recorded in the case file.

37.7

There are a number of exceptions that will allow staff to share information when

consent is not given. The Code of Practice provides a decision support tool to ensure all
legal, ethical and policy considerations are being met if a disclosure is to be made.
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38

Confidentiality and Disclosure of Information
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39

Child Protection and Children in Need

39.1

Section 28 of The Children Act (2004) places a duty on key individuals and bodies to

make arrangements to ensure that their functions are discharged with regard to the need
to safeguard and promote the welfare of children under 18 years of age.

39.2

The All Wales Child Protection Procedures (AWCPC) confer the following

responsibilities on agencies and staff:

•

We must have the systems to be able to recognise children who need support and /
or safeguarding, and parents who may need extra help in bringing up their children
by recognising that their parenting ability may be compromised

•

We should have the systems to recognise adults who may pose a risk / danger to
children

•

We must ensure that settings where children are present are safe

•

We should actively contribute to enquiries about children and families

•

We should know how to assess the capacity of parents to meet their children’s
needs. When these issues are identified we must ensure the needs of the children
are assessed

•

We should be able to contribute to the planning and support of vulnerable children
and families

•

We must participate in child protection conferences, and contribute to case reviews

•

We must play a part, through the child protection plan, in safeguarding children and
protecting them from significant harm

39.3

The Trust provides a named specialist nurse who can be contacted for advice

concerning Child Protection issues.

39.4

All professionals working with adults need to be alert to the needs of children. To

this end, practitioners should make a point of routinely enquiring about dependent
children, or those children with whom the adult has significant contact.
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In a similar vein, practitioners should be aware of children in the role of carers and ensure
they are aware of any factors which compromise, or which may compromise, the parenting
capacity of service users.

39.5

Where there are concerns relating to dependent children, a joint assessment

should take place with children’s services – for more information see ‘Meeting the Needs
of Children Whose Parents Have Mental Health Problems Protocol’ (2004).

39.6

If there is any concern that effective joint working is not taking place, matters

relating to children should always be communicated to line managers and further
escalated if need be until resolved. Staff should be aware of the procedures for making a
Child Protection referral.

39.7

It is mandatory for all staff within the Division to receive Child Protection training

(this includes Social Care staff who form part of the Adult Mental Health and Social Care
Partnership.

40

Protection of Vulnerable Adults (POVA)

40.1

Vulnerable adults are people over the age of 18 who, because of disability, age, or

illness are unable to protect themselves from harm or from being exploited.
40.2

The North Wales NHS Trust are signed up and committed to The North Wales Policy

and Procedure for the Protection of Vulnerable Adults. These procedures provide a
consistent framework for action and staff support across partner agencies and detail lines
of responsibility and accountability.

41

What Constitutes ‘Abuse’?

41.1

There are a number of ways in which a vulnerable adult may be mistreated,

harmed or distressed. Some ways are clearly abuse, others may be less obvious. The
following list provides some examples of abuse, but is not exhaustive.
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41.2

Physical Abuse - including hitting, slapping, over-use or misuse of medication,

undue restraint or inappropriate sanctions.

41.3

Sexual Abuse - including rape and sexual assault, or sexual acts to which the

vulnerable adult has not, or could not, consent to and / or was put under pressure to
participate in or consent to.

41.4

Psychological Abuse - including threats of harm or of being abandoned,

humiliation, verbal or racial abuse, isolation or withdrawal of services or support.

41.5

Financial or Material Abuse - including theft, fraud, pressure around wills, property

or inheritance, misuse of, or dishonestly taking, benefits.

41.6

Neglect - including failure to access medical care or services, not caring about risks,

not giving prescribed medication, poor nutrition or lack of heating.

41.7

Racially Motivated Abuse - can take any of the above forms.

41.8

Stranger Abuse - a vulnerable adult may be abused by someone who they do not

know, such as a stranger, a member of the public or a person who deliberately targets
vulnerable people in order to exploit them.

42

POVA Responsibilities – General

42.1

Some adults by virtue of their illness or disability (which may be physical, mental,

learning or sensory) may be vulnerable to, or may experience, abuse. These may be service
users we are actively working with, or people we come across in the course of our work –
for example, referrals, primary care clients etc. who may not be involved with services but
who may meet the service eligibility criteria.

42.2

Together with the relevant Local Authority, we have a responsibility to respond to

suspicions, allegations or incidents of abuse.
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42.3

We have a responsibility to form part of a multi-agency response that removes or

minimises abuse where possible.

42.4

Signing up to the policy and procedures means we are committed to the following

actions:

•

To work actively alongside other agencies to implement POVA procedures

•

To strive to improve our responses to suspected abuse

•

To actively promote the empowerment and well-being of vulnerable adults

•

To ensure the safety of vulnerable adults

•

To act in such a manner that supports the rights of individuals to lead an
independent life, based on principles of choice and self-determination

•

To recognise that the right to self-determination may involve some risk and to
ensure that this is recognised and understood by all concerned

42.5

Everyone has a duty to report allegations or suspicions of adult abuse to their line

manager, or to social services or to the police in accord with the agreed pathway - this
includes abuse in a service setting, or by someone with whom the vulnerable adult has a
personal or professional relationship.

43

POVA Responsibilities – Divisional and Partnership Staff

43.1

To understand the requirements of the POVA policy and our agreed pathway.

43.2

To understand what services, advice and support are available locally and how to

access them.

43.3

To understand how to make an adult protection referral.

43.4

All Health and Social Care staff in the Adult Mental Health and Social Care

Partnership must participate in mandatory POVA training.
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44

Substance Misuse

44.1

The use of substances, legal and illegal, may be both a cause and an effect of

serious mental health issues.

44.2

The North Wales Dual Diagnosis Protocol (2005) provides guidance as to how adults

who have severe mental health issues and concomitant drug and alcohol misuse issues
may be effectively managed.

44.3

The guidance recognises that substance misuse is not uncommon amongst people

with severe mental health problems.

44.4

The use of substances by service users can seriously and adversely affect the ability

of services to assess, treat and care for people safely and effectively. It may also pose a
health and safety risk to staff.

44.5

There is a commonly-held perception that this group of clients can be difficult to

manage. However, people with mental health problems and attendant drug or alcohol
problems are often an especially vulnerable group.

44.6

In comparison with service users with mental health problems but no attendant

substance misuse problems, and according to the Royal College of Psychiatrists (2002), this
group:

•

Often have an increased likelihood of suicide or parasuicide

•

Have an increased risk of homelessness

•

Have an increased risk of violence

•

Are often less likely to be compliant with medication

•

Are more likely to have a history of childhood abuse

•

Often have more severe mental health problems

•

Often have poor social outcomes
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•

Are more likely to ‘slip through the net’ of care

•

Often have more contact with the criminal justice system

45

Minkoff’s Model

45.1

Minkoff’s model can provide support to help practitioners and managers in each

agency to identify who is best placed to take the lead in the care, treatment and support of
people with dual diagnoses. The model suggests that mental health teams should take the
lead as Care Coordinator where there is a severe mental health problem, and that closer
collaborative working is required across all service areas to meet the complex needs of this
service user group.

45.2

Where there is dual diagnosis, Adult Mental Health services will provide the Care

Coordination role.

45.3

Each county has a specialist dual diagnosis worker, who manages a dual diagnosis

caseload and provides expert input to generic mental health services.

45.4

At the time of writing, these two posts are located within the drug and alcohol

services, however following a formal review it has been proposed that they are located
within the CMHT.
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46

Dual Diagnosis Referral Pathway
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47

Interfaces with Learning Disability Services

47.1

Service users previously supported by learning disability services will have

been assessed under the Unified Assessment Process (UAP).

47.2

If significant mental health needs are identified under the Mental Health

Domain of the UAP, learning disability services should refer to mental health services
for an assessment.

47.3

The diagram below outlines the areas of applicability of the Unified

Assessment Process and the CPA respectively, and clarifies case management
arrangements and responsibilities.

47.4

The learning disability practitioner will remain the Care Coordinator for

individuals with a learning disability for those service users who are described in the
columns left and centre. This will be the case for the majority of service users who
are managed by learning disability services (LDS).

47.5

Should the service user experience an acute exacerbation of their mental

health state (right-hand column) the Community Mental Health Team will provide
an assessment and open the case to a specialist worker to support the LDS Care
Coordinator.

47.6

Where a service user experiences an acute mental health problem for the

first time, and is not open to LDS (right-hand column), then the service user will be
assessed by the CMHT and the Care Coordinator will be allocated from within the
CMHT. This CMHT worker will work alongside the LDS Consultant.

47.7

In summary, those in the left column will not usually require CMHT

intervention. Those in the middle column may require some advice and support; this
could include support to access appropriate provider services. People in the right-
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hand column will involve the CMHT and a mental health service Care Coordinator
unless they are primarily open to LDS. In any eventuality, those service users in the
right-hand column would also need to be open to the CMHT and ‘jointly worked’.
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48

Multi-Agency Public Protection Arrangements (MAPPA)

48.1

The Prison Healthcare Service and NHS Mental Health Services share a

responsibility for ensuring there is appropriate liaison regarding the care of mentally
disordered prisoners.

48.2

It is important that effective links are made to ensure sound discharge planning for

inmates pending their release from prison.

48.3

Care Coordinators for users subject to CPA should:

•

Take steps to ensure they remain in contact with service users who enter prison

•

Take steps to ensure they are, wherever possible, aware of the location and likely
release date of the service user, so that appropriate care can be planned for their
release

48.4

Ensure that Multi Agency Public Protection Arrangements (MAPPA) have been put

in place to address concerns relating to the offender in the community, and that these
concerns are shared between relevant agencies.

48.5

Any agency involved in MAPPA can raise cases for consideration, although it is

usually the Probation or Police Service who identify such cases, especially where an
offender is due to be released from prison, is sentenced for a serious offence or moves
into the area.

48.6

There are three levels at which risk is assessed and managed.

48.7

Level 1 – ‘Ordinary’ Risk Management

Where offenders are assessed as presenting a ‘low’ or ‘medium’ risk of harm. These cases
are usually managed by one agency (typically either the Police, Probation or the Youth
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Offending Team) without the need for significant assistance from other agencies. The
majority of MAPPA cases are managed at this level.

48.8

Level 2 - Local Inter-Agency Risk Management

This level helps address the needs of those offenders who are assessed as presenting a
‘high risk’ of harm, where there is a need for those agencies with a responsibility to
manage the case to work together in collaboration. These meetings are convened by
Probation with a regular Police involvement. Other agencies are invited to attend to
discuss individual cases as required.

48.9

Level 3 - Multi Agency Public Protection Panels

A MAPPA will be convened to consider any case where the risk of harm is very high, where
a case is particularly complex, requires unusual resource commitments or where there is a
high level of media and public interest. These cases are sometimes referred to as the
‘critical few’ (North Wales MAPPA Annual Report, 2004).

48.10 Where a member of staff has evidence to suggest that an individual for whom they
have responsibility presents an exceptional risk to members of the community, such that
inclusion to the MAPPA Register is required, the convening of a Multi Agency Public
Protection Panel (MAPPP) is essential. In such a case, practitioners must discuss the case
with their line manager and their designated MAPPA representative.

49

Designated MAPPA Representatives

North Wales NHS Trust (Central Region) – General Manager, Division of Mental Health,
Learning Disability & Psychology.
Denbighshire County Borough Council – Head of Child & Family Services.
Conwy County Borough Council – Head of Public Protection Services.
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50

Reviews

50.1

All service users have a right to a review of their needs. For enhanced levels of CPA,

reviews should take place every 6 months, while for standard CPA reviews should take
place every 12 months. These are minimum standards - there are likely to be many
occasions when more frequent reviews are required due to the nature or complexity of the
case.

50.2

Ideally, the service user, their carer and all other agencies involved in the delivery

or management of care and support attend reviews. This should be the standard for the
formal reviews which take place at 6 or 12 months. For those reviews triggered by more
sudden or urgent changes, it is recognised that it may not be feasible for all practitioners
and agencies to attend.

50.3

It is the Care Coordinator’s responsibility to ensure that all CPA documentation is

completed and submitted for the Review.

50.4

A CPA review should always take place prior to a tribunal or managers hearing.

50.5

There are numerous occasions when meetings are called to discuss a particular

aspect of a client’s care. These might include risk or POVA meetings. During these meetings
all relevant people may be in attendance and all aspects of the care discussed. In such
circumstances these meetings should be recorded as a ‘review’ and the appropriate
documentation completed.

50.6

Service users admitted to the in-patient unit are often ‘open’ to Community Mental

Health Teams. The admission signifies a change in the user’s needs that may warrant
additional resources, whether this be in-patient or home treatment. An admission should
trigger a formal review, the first formal ward review should be documented as a CPA
review.
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51

S117 Reviews

Organisations have a legal obligation to ensure that those people in receipt of S117
aftercare also receive a regular review of their needs. It is essential that these statutory
reviews involve representatives of both Health and Social Care. If consideration is being
given to S117 discharge, then the discharge must be signed by both Health and Social care
representatives. For further guidance, please see the S117 Aftercare Policy.

52

Transfer of Care

52.1

Transfer from one Care Coordinator to another, either within or between teams, or

to another area in Wales or England should be conducted through a CPA review. All CPA
transfers will involve a joint meeting, and free and frank exchange of documents and
information.

52.2

Copies of up-to-date CPA information will need to be made available to the

receiving team – this is the responsibility of the Care Coordinator.

52.3

The responsibilities of the Care Coordinator are not transferred until the new Care

Coordinator has formally accepted the case.

52.4

If a Care Coordinator is having difficulty arranging a CPA transfer meeting for a

client moving into, or away from, our area, the Care Coordinator should escalate the
matter to the Divisional CPA lead who will discuss the issue with their counterpart.

53

Clients who Disengage from Services

53.1

Should a service user disengage from a team and their whereabouts become

unknown, the team may discharge them from their service (following any actions
appropriate to the risk level associated with that person). Should that client return or wish
to re-engage, the same team should take on responsibility for the CPA process.
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53.2

Should the client attempt to access mental health services in another area, the

team should take responsibility for ensuring that the formal CPA transfer process takes
place, organising meetings and sharing documents and information as appropriate. This
applies to client’s relocating to different geographical areas, as well as to different
localities within the same provider’s catchment area.

53.3

Service users placed ‘out-of-county’ should remain as ‘open cases’ to the CMHT. If a

need for local mental health service input emerges, the case will need to be transferred
under CPA to that local team / provider. The case should always remain open to the
original team for funding review and S117 review purposes if appropriate.

54

Discharge

54.1

As soon as the service user is accepted for a service, we should be planning for

discharge. Discussions with the service user and their family should be optimistic and be
oriented towards recovery and ‘moving on’. We should start to discuss what level of
symptomatology would signify ‘recovery’, and at what point it would be appropriate for
the team to discharge the service user and transfer back to Primary Care.

54.2

We should not be discharging people directly from Enhanced CPA; we should,

whenever possible, ‘step down’ to Standard CPA before discharge.

54.3

There should have been a significant period of stability before discharge; this may

involve a stable and effective medication regimen, or a period when the service user has
not required significant high-level intervention.

54.4

There should be a support network in place, and evidence that the service user

feels able to engage with the supports available to him or herself.

54.5

The service user should have a good understanding of the likely signs of relapse and

of any action to be taken.
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54.6

The service user and their family should be made aware of the times when it may

be appropriate to contact the team, in the case of relapse of significant deterioration.
Contact details should be provided to the client and their carer(s).

54.7

If the service user is accessing other mental health services, for example voluntary

sector services, these providers should be part of the ongoing CPA process, particularly as
discharge approaches. All providers should be party to discussions relating to the changing
role of the service and the changing needs of the service user.

55

Discharge Flowchart

55.1

The following flowchart summarises actions required of the Care Coordinator in

arranging the discharge of a client subject to CPA.
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56

Section 117 (Mental Health Act 1983) and CPA

56.1

Section 117 of the Mental Health Act 1983 imposes a duty on both Health Services

and Local Authorities to provide after-care services for certain categories of ‘mentally
disordered service users’ who have ceased to be detained and have left hospital.

56.2

After-care under Section 117 should be provided for as long as the service user

needs it, and until both authorities (North Wales NHS Trust (Central Region) and Conwy,
Denbighshire or Flintshire Social Services) agree that the service user is no longer in need
of such services.

56.3

Should a service user decline services, it does not necessarily mean that the duty to

provide S117 after care can be discharged, if the service user is deemed to continue to
have needs.

56.4

Any plans for discharge from the duty of Section 117 should be undertaken in

accord with existing policies – i.e. Joint Section 117 Policy (Mental Health Act, 1983)
between the North Wales NHS Trust (Central Region) and the Denbighshire and Conwy
Social Services Departments, and under the framework of the CPA.

56.5

The ‘Key Worker’ for Section 117 and the Care Coordinator for CPA are one and the

same person. The Care Coordinator should be identified at CPA meetings as the most
appropriate person to undertake the role.

56.6

Service users discharged from hospital and subject to after-care under Section 117

can be placed on either ‘Standard’ CPA or ‘Enhanced’ CPA. This will require careful
consideration and interpretation of both the criteria and the needs of the service user.

56.7

It should be noted that under Section 117, there is no statutory duty on the service

user to accept after-care, as service users can refuse these services. In the event of a
service user not accepting, or subsequently declining, services, the Care Coordinator
should ensure that there is a multi-disciplinary discussion regarding the welfare of the
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client. From such discussions, decisions can be reached to agree closure, pursue reengagement, or consider the use of compulsory powers as appropriate.

56.8

A joint S117 register is maintained as part of the CPA register. It is essential that

Care Coordinators communicate any changes to the CPA data officers in order for them to
ensure the register is accurate and up-to-date. An inaccurate register would be a breach of
statutory requirements, and may have financial repercussions for service users in receipt
of social care chargeable services.

56.9

Both Health and Social Care Services should be represented at all S117 meetings,

and both must agree and formally sign in order to affect a discharge.

57

Case Records – Minimum Standards for Recording

•

Always use black pen for case records

•

Always sign, name and date entries, or use a stamp if available

•

Ensure there is a service user ID on each sheet within the case file

•

Always ensure paper and documents are secured appropriately within the file

•

Writing should be clear and legible

•

Details should be factual and concise

•

The Care Coordinator is responsible for the management of the case file. This
includes safe storage, tracking systems, and appropriate security of data.

58

Direct Payments (DP)

58.1

The Community Care - Services for Carers and Children’s Services (Direct Payments)

Act came into effect in November of 2004. There is now a statutory duty on all Local
Authorities to offer direct payments to all those who are eligible to receive them.
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58.2

‘Direct Payments’ (DP) are cash payments paid directly to the service user. The

direct payment scheme enables the service user or carer to take full control over their care
package - it allows users to arrange their own services in a flexible way.

58.3

When a service user has been assessed, and the team have accepted them for a

service, and the service user is deemed to meet the ‘critical’ and ‘substantial’ level of need,
they become eligible for a care package from the Local Authority to meet that need. DP
can be used to pay for most packages of care, and may be considered as a preferred option
by recipients of care. When a service user is entitled to DP, practitioners must offer them
this option.

58.4

A number of service users refuse DP because they are worried they cannot manage

the responsibilities of the DP. There is an individual advisory service – ‘Rowans’ (in Conwy)
and ‘Pendrels’ (in Denbighshire) who can support the individual through the process. For
further guidance, practitioners are advised to talk to ‘Rowans’ or ‘Pendrels’, further detail
is contained in the relevant policy.

End.

66

