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ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST 

 
CPA PROCEDURE 

 
 

1.0 INTRODUCTION 

 
1.1 This Procedure provides guidance on the implementation of the CPA Policy for 

Essex Partnership University Foundation Trust. 
 

1.2 A CPA INFORMATION LEAFLET(See Appendix 1) should be given to all 
patients at the start of their journey. 

 
 
 

2.0 COMPONENTS OF CPA 

 
2.1 The main components of the CPA framework are: 
 

 Assessing 

 Risk assessing and planning 

 Care planning (including crisis and contingency planning) 

 Co-ordinating care 

 Reviewing 

 Transitions 

 
 
 
 

3.0 ASSESSING 

 
3.1 What is an Assessment? 

 
The assessment is the starting point for all patient care. Those accepted for 
assessment will receive a comprehensive holistic assessment of their mental 
and physical health and social care needs (in line with the Care Act 2014) and 
this must always include an assessment of risk. 
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3.2 Who can undertake an Assessment? 
 
All assessments are undertaken by a qualified clinician, including nurses, 
occupational therapists, social workers, psychologists and medical staff.  On 
occasions, it may be appropriate to organise a joint assessment, for example 
where there are complexities and/or high risks. 
 

3.3 Confidentiality 
 
All those assessed (and those with parental responsibility for those young 
people seen in our service) must be informed at their initial assessment that 
information that is collected about them will be stored electronically and may 
need to be shared with other Trust staff, in particular the rest of the multi-
disciplinary team involved in providing care or service to them.  They must be 
advised that all our staff are required to abide by a strict code of conduct on 
confidentiality.   
 

3.4 Purpose of an assessment 
 

The purpose of an assessment is to: 
 

 Provide an initial assessment of needs and how they may be met 
(including identifying any S117 health or social care needs). 
 

 Evaluate the individual’s strengths. 
 

 Identify their goals, aspirations and choices. 
 

 Assess the level of risk and safety. 
 

 Ascertain carer’s involvement. 
 

 Identify any safeguarding issues. 
 

 Identify the need for specialist assessment, ie personality disorder, 
substance misuse, and where appropriate, refer to relevant service, 
agency or profession. 
 

 Determine whether intervention from services is appropriate. 
 

 Identify the person’s need for CPA, Non-CPA or other care process that 
can support them. 
 

 Establish an information base. 
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3.6 Outcome Scale 
 
Outcome measures, as required by the service, must be completed at the point 
of assessment and at review.   
 

3.7 Assessment Outcome 
 
All assessments should conclude with the assessment outcome and a 
summary of what happens following the assessment.  This could include 
advice, information and guidance given or the formulation and plan for what 
happens next.  All assessments must be dated and include the name and 
designation of the assessor. 
 

3.8 Discharge back to the GP following Assessment 
 
If following the assessment, the person is deemed not to require any further 
intervention from our secondary mental health service; they should be 
discharged back to their GP with a copy of the assessment outcome and 
personalised advice, information and guidance on re-direction or signposting to 
other services if required.   

 
 
 

4.0 RISK ASSESSING AND PLANNING 

 
4.1 Assessing Risk 

 
The assessment and management of risk provides the services the structure to 
anticipate and prepare for foreseeable dangerous behaviour, whether to self or 
others.  Risk is dynamic and is constantly changing in response to 
circumstances, in particular treatment and management decisions are likely to 
influence the risks.   

 
4.2 Risk Assessment Tool 

 
The risk assessment must be carried out using the Trust’s approved Risk 
Assessment tool. 

 
4.3 Gathering Risk Information 

 
Risk assessments must take into account all the available information from the 
patient, and other sources, such as the GP, carers, family members, forensic, 
other professionals and agencies that have knowledge of the individual. It is 
essential to seek information on the patient’s past behaviour and any previous 
potential triggers for dangerous behaviour, and to consider the information in 
the context of the patient’s present circumstances, as well as considering what 
previous strategies have worked.  
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4.5 Documenting Risks 
 
All risks identified in the risk assessment and at every review must be clearly 
documented and evidenced in the patient’s clinical record. 
 

4.6 Planning & Sharing of Risks 
 
All risks must be shared with all professionals involved with the patient. It is 
essential to record all considerations and risk plans and ensure that the 
relevant professionals are kept informed. All members of the multi-disciplinary 
team have a responsibility to consider risk and how these risks will be planned 
and managed.   The outcome of the risk assessment must form the basis of a 
clear crisis and contingency plan. 

 
4.7 Reviewing Risk 

 
The assessment of risk is an essential and continuous ongoing part of the CPA 
process and must be considered on an individual basis.  It is an essential 
mandatory requirement whenever a review takes place, or an individual’s 
circumstances change (eg through admission to an inpatient unit or on transfer 
back to the community) to consider all the risk implications and how these will 
be planned and managed.   

 
 

5.0 CARE PLANNING  

 
5.1 Person-Centred Care 

 
Person centred care planning is about listening to the patient and finding out 
what he/she wants and needs.  It is about helping patients to think and plan 
what they want from their life now and in the future, and to enable friends, 
family & professionals to work together with the person to achieve these goals.   
 

5.2 Jargon-free 
 
In developing care plans in partnership with the patient and their family and/or 
carers, it is important that they must be created using language and 
terminology that the patient and their family or carer is able to understand. 
 

5.3 Wellbeing and Recovery  
 
The care plan is a record of the agreed care and treatment for the patient and 
should focus on their well-being and recovery.   
 

5.4 Specialist Care Plans 
 
When a range of services are identified in the overarching personalised care 
plan, each service, in partnership with the service user, must agree their 
specialist care plan which outlines the specific care a person, team or service 
will deliver.  All those involved with specialist care plans must ensure that 
progress is communicated to the care coordinator/lead professional. 
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5.6 Copy of the Care Plan given to Patient 

A copy of the care plan must be offered to the patient, and made available to 
all those involved in the care plan.  It is essential that practitioners maximise 
the extent to which the patient knows and understands their care plan and 
agrees with it.  Any disagreements should be recorded. 
 

5.7 Care Plan for Patients on Non-CPA 
For those patients who are placed on Non-CPA, their care plan will often be in 
letter format (for example a copy of the letter from the consultant/clinician sent 
to their GP is copied directly to them).   

 
5.8 Copy of the Care Plan sent to GP 
 The care plan must always be shared with the patient’s GP. 
 

6.0 CO-ORDINATING CARE 

 
6.1 Co-ordinating care is a clearly defined function which assures that the 

objectives and goals agreed with the individual are achieved through the 
effective delivery of care by the appropriate agency or provider. 

 The term Care Co-ordinator is used for those working with individuals 
supported by the CPA Process. 

 The term Lead Professional is used for those working with individuals on 
Non-CPA. 

 
6.2 Who can co-ordinate?  

The role of the CPA care co-ordinator or Lead Professional will be allocated to 
the practitioner who, after consideration of the initial assessment, is best 
qualified to oversee and to support the care needs of the individual.  Care co-
ordinators will be qualified professionals who are employed by or seconded to 
EPUT.   
 

6.3 The responsibilities of the care co-ordinator remain in place whatever the 
setting, especially during the period of inpatient treatment or when the patient 
is receiving intensive support from specialist services, such as community 
teams or residing in a residential home. 
 

6.4 Absence/Leave arrangements 
When a care coordinator/lead professional is on leave, arrangements must be 
made as to who will cover their absence. 
 

6.5 Co-ordinating Care – Main Responsibilities 
The main duties and responsibilities for the care co-ordinator are outlined in 
the table overleaf and have been divided into the following categories: 
 

 Assessing 

 Planning 

 Co-ordinating 

 Reviewing 
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6.6 Recording 

 
It is essential that information collected is recorded in line with legal and 
operational requirements. 

 

7.0 REVIEWING   

 
7.1 Review is the way we find out if the care plan is working, look at progress the 

patient has made and the ways in which their needs may have changed.   
 

7.2 Who attends the review? 
 
The level of complexity of each case will determine who needs to be present at 
the review.  It may not be practical to have all those individuals involved in the 
care plan attend the review meeting, and it is essential that the patient’s 
feelings and views are taken into account, as large meetings can be 
intimidating.  In some cases, the review may consist of just the patient and the 
care co-ordinator.  However, the care co-ordinator should ensure the views of 
others are represented. 
 

7.3 Where the review takes place? 
 
The patient’s wishes about the location and timing of the review and the 
number of people attending should be respected wherever possible. 
 

7.4 How often does a review take place? 
 
All patients on CPA must have their care reviewed no less than once every six 
month, in response to any change and prior to any transition (e.g. discharge 
from hospital). 
 

7.5 The review process 
 
The review process is outlined in the table on the next page and has been 
divided into the following categories: 
 

 Purpose of a review 
 

 Preparation for a review 
 

 During the review 
 

 Outcome of the review 
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7.7 Date of the Next Review 

At every review the date of the next review must be planned and appropriately 
recorded. 
 

7.8 Professionals Meetings 
It may be necessary on occasions to hold a multi-disciplinary professionals 
meeting to discuss and decide on the support and treatment of patients who 
may present with complex needs, high risks and probable non-concordance 
with their care plan, and where there maybe differences of opinion within the 
multi-disciplinary group. 

 

8.0 TRANSITIONS   

 
8.1 Individuals can experience any number of transitions during their contact with 

our service, such as discharge from the services, transfer between services, or 
transfer of care to another provider. 
 

8.2 Examples of transitions: 

 Admission to hospital 

 Discharge to community from hospital 

 Move to a residential home/nursing home 

 Imprisonment or release from jail  

 Change of geographical area 

 Change of care co-ordinator 

 Move from the child & adolescent service to the adult service 

 Move from the adult service to the older adult service 
 
8.3 At the time of transfer it is essential that: 

 The process is co-ordinated by the care co-ordinator/lead professional 

 The patient and all relevant members of the multi-disciplinary team are 
involved in the planning of any transition 

 Handovers of care are clearly documented with transfers of responsibility 
agreed in a timely manner 

 There are clear plans which have been agreed with all concerned 

 Information is shared with all the relevant people 
 

Inpatient transitions – communication  
 
8.4 If it becomes necessary for the patient to have a period of inpatient care, the 

care co-ordinator will maintain contact with the patient throughout.   
 

8.5 During the period of inpatient care, the care co-ordinator and the inpatient team 
will maintain open communication to facilitate full assessments of needs and   
appropriate plans of care.   
 

8.6 The care co-ordinator will retain his/her responsibility for actively overseeing the 
patient’s CPA care plan in close liaison with the inpatient team throughout the 
period of the inpatient stay. 
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8.7 Care Planning for leaving inpatient care  

It is the responsibility of the care co-ordinator in conjunction with the inpatient 
team and others involved in the care package, to oversee all arrangements for 
transfer out of the inpatient setting into the community.  At the time of leaving 
inpatient care, the patient must have a current and coherent care plan that 
includes any changes in need or circumstances and risk factors that were not 
considered or included in the previous care plan. 
 

8.8 Follow up arrangements when leaving inpatient care 
 
The care plan must include details of follow-up arrangements and these should 
be in line with the 7 day follow up policy. 
 

8.9 Change of care co-ordinator 
If a change of care co-ordinator/lead professional is necessary, either within the 
existing team or to another team within the Trust or outside the Trust, the 
current co-ordinator must arrange to hold a formal CPA review with the patient, 
any carers if applicable and the new co-ordinator.  The care co-ordinator will 
not discharge the person from their caseload until the person has been 
accepted fully by the receiving professional/team/service. 
 

8.10 Transfer to residential homes/nursing homes/prisons 
When a patient is removed from their normal place of residence (e.g. they go 
into a prison, residential home, nursing home or children being placed into out- 
of-area foster care), it remains the responsibility of the care co-ordinator to 
review the quality and appropriateness of their care in accordance with Trust 
Policy.  The care co-ordinator must always ensure that they remain in contact 
with the patient and ensure that reviews are still carried out in accordance with 
Trust policy. 

 
8.11 Change of geographical area 

The national Care Co-ordination Association (CCA) has outlined the procedure 
for the transfer of patients between Trusts and Local Authority Areas.  
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Your Care and the 

CARE PROGRAMME 

APPROACH 

(CPA) 

 

Information for 

Patients and Carers 

 

 

Name of your Care Co-ordinator/Lead Professional: 

………………….………………………………………………………………. 

 

 

Their Contact Details: 

Ofifce No: ………………….…… Mobile No:  ………………………… 
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CPA INFORMATION LEAFLET FOR PATIENTS AND CARERS 

 

What Is the Care Programme Approach? 

The care you receive from our Mental Health Service is organised under the 
framework called the Care Programme Approach (CPA). 
 

What does it involve? 

 You telling us about your needs 

 Planning your care 

 A professional who will coordinate your care 

 Receiving a regular review of your care 

 

The Process 

YOU are the most important person in the CPA process and will be involved at all 
stages. A named professional will work with you 

                                                 Of your health and social care needs 

 

                     

  Of help and support you will receive 

     

                                                 Of the help and support you are receiving 

 

 When you are referred to the Trust you will receive a full assessment of your 

health and social care needs.  Your assessment is a discussion about your 

health and social situation, it is not a test. 

 

 All areas of your health and social situation will be considered, including your 

physical health, cultural and religious needs and any problems arising from 

age, gender and race.  We also look at your medical and physical health 

because all of these can have an effect on your mental wellbeing. 

 

 In your assessment we look at things that affect your mental wellbeing, such 

as your housing, employment, benefits needs and your family situation.  We 

will look at what is going well for you as well as the ways in which you are 

experiencing difficulties and how we can work together to resolve these.  

 

 The assessment will look at any identifying any risks and look at ways of 

maintaining safety for you and others around you. 

 

ASSESSMENT 

CARE PLAN 
 
 
 

REVIEW 
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 With your permission other people who know you well (family / friends/ carer) 

can be included in the assessment process. 

 

Carers 

All carers are entitled to an assessment of their needs while they are supporting and 
looking after you.  This is known as a carers’ assessment. 

Your carer is the person who provides regular unpaid help to support you to manage 
your daily life.  Your carer may be a parent, your son or daughter, a relative, a 
partner, a neighbour or a friend.  The support they provide to you may be physical, 
practical or emotional.  Carers can ask for a review of your care at any time. 

CPA or Non-CPA  

After your assessment, we will allocate your care to either CPA or Non-CPA.  This 
will depend upon your needs. 

 If your needs are straightforward and there may only be one Professional 

involved in your care, you will receive your care under Non-CPA. 

 

 If your needs are more complex and there are a number of professionals 

involved, you will receive your care under CPA. 

 

Who co-ordinates your care? 

The person responsible for co-ordinating your care will be a lead professional for 
those on Non-CPA or your care co-ordinator for those on CPA. He or she is a 
qualified mental health professional and may be a psychiatrist, nurse, social worker, 
occupational therapist or other member of the mental health team.   

This is the person who works closely with you.  He or she plans your support and 
keeps in contact with all the other people who are helping you. He or she will be your 
central point of contact and will be responsible for: 

 Fully assessing your needs alongside you. 

 

 Working together with you to put together a care plan that you agree with. 

 

 Making sure you get the help and care you need, as agreed with you (or 

explaining why this is not available). 

 

 Meeting with you regularly to have a full discussion about your health and 

wellbeing (your family/carer can be involved in this), to make sure the care 

plan is working and reviewing this if necessary. 
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 Keeping contact with you as long as you need our help, and telling others if 

contact is lost. 

 

 Ensuring, if you have spent time in hospital, that you will be visited within 7 

days of your discharge. 

 

 Ensuring anyone living with you must be offered a carers needs assessment 

and care plan. 

 
 

What if I can’t contact my care co-ordinator? 

Your crisis plan will tell you what to do and who to contact in an emergency, and 
include what to do if you have an urgent problem out of office hours. 

If your situation is not an emergency and it is within working hours you will be offered 
the chance to leave a message for the person co-ordinating your care. 

If your situation is more urgent, then your care plan will state another name and / or 
number to contact if your care co-ordinator or lead professional is not available. 

Care Plan 

Your care plan is a written agreement about how we can work together to help 
improve your situation.  It will include: 

 Your needs and how we aim to help you meet these needs. 

 

 What we have agreed to do to help you, and support your carer or family. 

 

 The name and contact number of your Care Co-Ordinator or Lead 

Professional who will be working with you. 

 

 Details of when you will meet with your care coordinator or other 

professionals. 

 

 A review date. 

 

Everyone who receives care from Essex Partnership University Trust (EPUT) should 
have a care plan.  If you disagree with any area of your care plan, this will be 
recorded on the plan. 
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Crisis Plan 

Your care plan will include a ‘crisis’ plan that will tell you what you should do if things 
are not going well.  It will include: 

 Things that can trigger a crisis for you, including any key life events.. 

 Signs you are becoming unwell. 

 Particular difficulties you have had in the past. 

 What has happened to you in the past when unwell. 

 Who you are most responsive to, or who you would turn to for help and their 
contact details. 

 Information about any advance decisions you may have (this is an 
expression of your wishes about future care if you become unwell; please 
discuss this with your care co-ordinator). 

 

Review 

You will have a review of your care plan regularly (this is usually six monthly for 
those under CPA and yearly for those under Non-CPA but this may be sooner if 
things change).  You will be told when the review is going to happen and will be 
given time to prepare for this.  The purpose of reviewing your care plan is: 
 

 To discuss your care plan with everybody involved in your care.  This is to 
make sure the care you are receiving still meets your needs.  You can always 
ask for a review at any time especially if you think your needs have changed. 
 

 To check that the support you are getting is helping you, and will consider if 
you need any other help. 
 

 To discuss about whether you need to continue to receive support through the 
CPA process, and if the people present feel you no longer need the support, 
then CPA will end.   When CPA ends, any support you need to keep you well 
will continue and you will be told who to contact if there are any problems in 
the future. 
 

Questions you could ask about your care: 

 How do I know whether I am receiving CPA or Non-CPA? 

 Can I have more information about my wellbeing? 

 Are there any local support groups which could help me? 

 Could I be helped by other treatments? 

 Is there any self-help information available? 

 Who can come to my care review? 

 Will I be told about my medication? 

 

Complaints, Comments, Compliments and Concerns 

We want to provide high quality community health and social care services that meet 
your needs. We care about getting it right for you, first time and every time. If you 
have any concerns or comments, please speak to your care co-ordinator or lead 
professional in the first instance.  He or she will be able to give you details of how to 
get in touch with our Patient Advice and Liaison Service (PALS). 

 

END 




