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1. COMMUNITY MENTAL HEALTH TEAMS (CMHTs) – CORE PRINCIPLES 

 

 The Community Mental Health Teams in Luton and Bedfordshire provide core 
services to People of Working Age, primarily those with severe and enduring 
Mental Health problems or with more complex mental health conditions; 
including people with a dual diagnosis.  CMHTs work within an integrated 
system that also includes an Assertive Outreach function and links with the 
Crisis Resolution and Home Treatment (CRHT), In-patient services, Early 
Intervention for Psychosis, the drug and alcohol service (P2R) and other 
Recovery Services to provide a seamless service.  In Bedfordshire this 
includes Primary Care Mental Health Teams (PCMHTs). 
 

 CMHTs work closely with primary care services, service user groups and 
carers and develop key partnerships with other providers such as voluntary 
sector organisations. 

 

 The CMHTs work according to locally developed recovery orientated values 
and principles in order to stabilise social functioning and facilitate service 
users to live independently in the community. 

 

 CMHTs offer a community focussed mental health and social care service to 
people of working age with mental health problems where there is sufficient 
severity or complexity to require specialist intervention. 

 

 CMHTs provide a multi-disciplinary service that is flexible and prompt in its 
response to individuals and includes assessment of mental health needs and 
the provision of effective evidence based treatments. 

 

 CMHTs work jointly with other key stakeholders in the service users care in 
order to provide joined up and seamless treatment.  This often means joint 
care planning, and joint planning meetings. 

 

 Services will be accessible, relevant, and non-discriminatory and will respect 
the cultural values of service users and their carers. 

 

 The service aims to reduce the stigma attached to mental health ensuring that 
care is delivered in the least restrictive and disruptive manner possible. 

 

 Bedfordshire Vision Statement – ‘For the adult and older peoples 
community mental health services to provide and support effective, 
responsive and caring multi-agency care pathways in primary and 
secondary mental health care which are safe and well-led and which 
work to the principles of early intervention and prevention, trusted 
assessments, recovery, and breaking stigma at every stage of the 
pathways.’ 
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 Greenlight Commitment – The Greenlight Toolkit is designed to support 
people who have Learning Disabilities and \ or Autism to access mainstream 
mental health services when their primary need \ diagnosis is mental health.  
The Trust is committed to the mainstreaming agenda and as such all 
consideration should be given to admission and case management of those 
people who have mild to moderate Learning Disabilities with an additional 
mental health diagnosis. There should be no exclusion made on the basis of 
the presence of a diagnosis of Learning Disability.  Advice, guidance and 
where possible, joint work, will be offered by the Services for People who 
have a Learning Disability. 

 

2. ELIGIBILITY CRITERIA – DEFINING THE SERVICE USER GROUP 
 

 The Department of Health Policy Implementation Guide for CMHTs (2001) 
outlines the eligibility criteria for Community Mental Health Teams.  It 
discusses the 2 main functions that these teams will have, namely: 

 
- Many service users treated by the CMHT will have time-limited disorders and 

be referred back to their GPs after a period of weeks or months (an average 
of 5-6 contacts (Burns et al 1993) when their condition has improved. 

 
- A substantial minority, however, will remain with the team for ongoing 

treatment, care and monitoring for periods of several years.  They will include 
people needing ongoing specialist care for: 

 
- Severe and persistent mental disorders associated with significant disability, 

predominantly psychoses such as schizophrenia and bipolar disorder, but not 
excluding complexity where significant risk to self or others is evident. 

 
- Any disorder where there is significant risk of self-harm or harm to others (e.g. 

acute depression) or where the level of support required exceeds that which is 
available in primary care. 

 
- Disorders requiring skilled or intensive treatments (e.g. Specialist CBT, 

vocational rehabilitation, medication monitoring requiring blood tests), not 
available in primary care. 

 
- Complex problems of management and engagement such as presented by 

service users requiring interventions under the Mental Health Act (1983), 
except where these have been accepted by an Assertive Outreach Team. 

 

 The eligibility criteria for the CMHTs will need to be regularly reviewed with 
primary care and other secondary/voluntary sector providers to ensure that 
seamless care can be provided to those experiencing mental distress.   

 
 

 Specific inclusion criteria need to be set for different disorders (e.g. 
depression, OCD, PTSD, personality disorder) based around NICE guidelines                                                                                                                                                                                              
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and those treatments, delivered in primary care, prior to referral into the                 
secondary mental health system.  This is supported by the Primary Care 
Liaison nurses who work with General Practice and the CMHTs where they 
provide step-down function from secondary to primary care and support to GP 
in management of common mental health disorders. 

 

 Dual diagnosis.  Formal diagnosis is typically difficult to make due to 
intoxication / limited abstinence from substances.  In this case service users 
are managed based on risk to self and others.  Joint care planning with 
relevant agencies such as P2R is essential.    

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    

 Exclusion criterion, e.g. early onset Dementia, Acquired Brain Injury, Learning 
Disabilities, and alcohol and substance dependency as a sole problem or 
disorders constituting a fixed cognitive deficit. 

 
 

3. AIMS 
 

The CMHT provides the following distinct functions within the CMHT pathway: 
 

 A single point of access for referral and assessment within secondary mental 
health services for those presenting with significant risk or complex mental 
health problems outside the scope of General Practice. 

 

 The provision of information, advice, guidance and signposting to service 
users and referrers. 
 

 The provision of diagnosis / formulation, complex pharmacological and 
psychological treatments and psycho-social interventions aimed at recovery. 
 

 Optimisation of service users own coping resources and active help to return 
to full functioning via employment support, self-management, psycho-
education and emphasis on hope and normalisation. 

 

 The provision of care coordination and management of longer term treatment 
and recovery based interventions through comprehensive care planning, 
including support for carers. The care coordination and management of 
known service users stepping up and down from acute inpatient services and 
other specialist services within the Trust. 

 

 Providing an assertive outreach function.  For more information for 
Bedfordshire please refer to the ‘Working Draft Protocol for Maintaining the 
Assertive Outreach (AO) Function in the Bedfordshire CMHTs” and also to the 
‘Assertive Outreach Weekend drop In Service Protocol’. 

 

 Referral to tertiary services as per NICE Guidelines when service user’s 
condition is severe and not responding to recommended secondary care 
interventions. 
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 The service will be Primary Care facing and closely work with GPs and 
Primary Care Link Workers including face to face meetings to ensure proper 
robust communication around shared service users and to provide 
advice/support to GP colleagues and Primary Care Link Workers. 

 

 The development of strong links with local authorities, primary care 
colleagues, specialist teams such as drugs and alcohol and the voluntary 
sector to optimise the opportunities for partnership working and joint work in 
relation to care planning and risk minimisation.  

 

 Effective planning, coordination and management of discharges back to 
primary care services in partnership with service users, carers and General 
Practitioners. 

 

 GPs will be encouraged to refer using electronic referral form via NHS net 
account and letters to GPs will be sent via agreed NHS net accounts to 
ensure prompt and reliable communication pathways. 

 

 Team Admin will be responsible for ensuring that all medical letters are sent 
out within the locally agreed time scales (currently 5 working days) and that 
appointment letters are processed in a timely manner. 

 

 
4. TEAM STRUCTURE 

 Each CMHT unites specialist medical, nursing, psychology, occupational 
therapy, social work and care management skills in a team with skill mix and a 
single management structure.   

 

 Each team will be staffed generally in line with local commissioners and will 
have allocated nursing and social care leads.  As a guide, Each CMHT may 
include the following staff groups: 

 
• Team Operational Lead (CMHT Manager) 
• Clinical Lead (Consultant Psychiatrist) 
• Community Mental Health Nurses 
• Social Workers 
• Non-Consultant grade Doctor / trainee 
• Approved Mental Health Practitioners (AMHP) 
• Occupational Therapists 
• Psychologists 
• Team Administrator/Admin Support 
• Community Support Workers / Recovery workers 
• Physical health coordinators / Leads 
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5. HOURS OF OPERATION 

 Services are provided on weekdays during the core hours of 09:00 to 17:00.  
All referrals to the team are sent through for the team to triage between these 
hours.  There will be a member of the team available to take calls at all times 
through the CMHT duty system.   

 

 Some flexibility outside of the core hours may be available, depending on 
local commissioning arrangements.  

 

 Outside office hours, crisis cover will be provided by the Crisis Resolution and 
Home Treatment Team and the emergency duty team (EDT) for emergency 
mental health act assessments.  Outside of these hours; each service user 
and carer will be provided with an out-of-hours contact plan. This may include: 

 
- Existing out-of-hours telephone help-line numbers 

 
- Planned drop-in facility  

 
- GP phone number 

 
- Existing services and relevant outside agencies will be provided with a copy of 

the service users care plan/out-of-hours contact plan and additional telephone 
numbers. 

 

-  
 

6. DISTRICT OF RESIDENCE 

 Within Luton and Bedfordshire there may be occasional lack of clarity 
regarding responsibility for providing care.  The CMHT which receives the 
referral is responsible for offering the appropriate service and not delaying 
treatment whist clarity is being sought. 
  

 If a person is a resident of Luton or Bedfordshire, the District of Residence is 
normally determined by the GP practice where the person is registered. This 
rule however does not always apply. Many people, particularly on the 
boundaries of Bedfordshire, are living in a post code address which is in a 
different CMHT area to the GP practice where they are registered. When this 
is the case the service user post code will normally determine the appropriate 
CMHT to offer a service. This will be the CMHT local to the area in which the 
service user is living. 
 

 People of no fixed abode who are not registered with any GP practice become 
the responsibility of the CMHT in the local area according to the No Fixed 
Abode rota.  It follows therefore that if the person assessed has to be 
transferred to an out of area contracted secure bed that person remains the 
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responsibility of the Bedfordshire CMHT where the most recent mental health 
assessment took place. 

 

 The area of origin and the responsible commissioner should be clarified within 
5 working days following an admission to hospital. Further guidance, including 
guidance on asylum seekers and visitors from abroad, can be found in the 
DoH document “Establishing the Responsible Commissioner”.  
 
 

7. REFERRALS AND SINGLE POINT OF ACCESS TO COMMUNITY MENTAL 
HEALTH TEAMS 

All referrals for Community Mental Health Services will be made via a Single 
Point of Access based on GP alignment to named Community Mental Health 
team. GPs may continue to also refer directly to Crisis Home Treatment team 
where the service user is considered at imminent risk of harm to self or others 
and need to be seen within 24 hours. 

 Referrals will be accepted primarily from Health and Social Care Providers 
including but not exclusively. 

 
- GP and other Primary Care staff 

 
- Other Secondary care services   

 
- Local Authority, Police, Ambulance 

 
Other Health care professionals e.g. Midwives, social workers etc.  
 
The single point of access for each CMHT will be a single telephone number and 
secure electronic referral mechanism which all GPs will be encouraged to use. 
 
CMHTs should track all patient referrals to completion and outcome them 
through a system which ensures effective monitoring and shared knowledge. 
 

 
8. REFERRALS 

 All referrals will be received and collated via the single point of access for 
each CMHT.  Referrals will be screened and triaged daily by a minimum of 
two Senior Mental Health Professionals to include the Team Manager or 
his/her delegate and the Consultant Psychiatrist or speciality doctor. Referrals 
received outside the formal triage will be screened by the Team manager or 
delegate re urgency of referral.  

 

 All referrals will be logged onto the Electronic record system and social 
demographic details updated by team administrator within 24 hours of referral 
receipt. The duty worker will record on RIO the rationale for decisions made 
within 24 hours of triage. 
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 A duty worker will contact all service users referred after the triage meeting 
and carry out a brief telephone risk assessment and mental state examination 
and agree a safety plan with the service user until the service user is fully 
assessed. The duty worker will also agree a suitable time scale for 
assessment which will depend on the degree of risk the service user is 
presenting. If the service user is deemed to be at imminent risk of suicide then 
referral will be made for Crisis team input or same day assessment by CMHT 
duty worker. The duty worker will discuss any high risk service users with 
senior clinician in team (team manager or doctor).  

 

 Where service users decline an assessment and there is evidence of risk or 
significant concerns from carers/relatives the duty worker will liaise with the 
relatives to gather their views and will consult senior clinicians in the team to 
consider options which could include use of the Mental Health Act. 

 
 

9. ASSESSMENTS 

9.1 Emergency Assessments 
 

 Service users deemed at dangerous and or imminent risk of harm to self or 
others will be referred for same day assessment by the Crisis Home 
Treatment team who the duty worker will contact to arrange the assessment.  
 

 During the hours of operation any assessment in relation to a crisis situation 
for a service user on the CMHT caseload will be co-ordinated by the CMHT.  
However the actual assessment should usually be provided by the CRHT and 
as far as possible should include the service user’s Care Co-ordinator if the 
service user is already known to the CMHT.  Outside CMHT hours crisis 
assessments will be organised via CRHT.  Crisis referrals should be 
completed within 24 hours. 

 
9.2 Urgent Assessments 

 
Service users with active suicidal thoughts but not deemed to be at imminent 
risk will be assessed within 72 hours by a CMHT professional and a suitable 
safety plan agreed with the service user in the meantime.  

All urgent assessments should be discussed with a senior team member on 
the same day of the assessment. The discussion should include reviewing the 
risk management plan, making revisions where necessary, and documenting 
the outcome on RiO. This process should also be applied to all assessments 
where the risk outcome was indeterminate and for high risk service users who 
have been assessed by staff members who are within their local induction 
period. 

 
     9.3 Routine Assessments 
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Service users with passive suicidal thoughts or history of suicidal acts but no 
current thoughts or plans will be offered an appointment within 28 days and will 
also have a brief safety plan agreed. Service users with significant mental health 
symptoms who have not responded to Primary Care interventions including IAPT 
and who would benefit from assessment and treatment within secondary care but 
do not have any significant risk concerns will be offered an appointment within 28 
days with the most appropriate mental health professional who may be a 
psychiatrist, community psychiatric nurse, psychologist, social worker or 
occupational therapist. 

 
     9.4 Referrals Not Accepted for CMHT 
 

Where referrals fail to meet the eligibility criteria on screening and telephone 
triage; further information will be sought from the referral source prior to 
discharging back. Where referrals are deemed not to require mental health 
services this will be communicated back to the referrer, stating the reasons why 
with suggestions and recommendations for onward management. 
 
Where service users are deemed not to require input from secondary care 
services but would benefit from other services such as Wellbeing or Primary Care 
Liaison input then the CMHT will refer to these services and notify the service user 
and GP in writing within 5 working days of decision. 
 
Where service users require input from another secondary care mental health 
service such as Early Intervention, Learning Disability services etc. then the 
CMHT will refer to these services and inform the service user and GP in writing 
within 5 days. 
 

 
10. STEPPED CARE MODEL AND INTERFACE WITH WELLBEING AND 

PRIMARY CARE LIASION 
 

The focus of assessment and treatment at all stages will be recovery orientated 
and service users will be considered for step down to Primary care once the 
severity of illness or associated difficulties can be worked with in Primary care. 
The expectation will be that each professional involved in working collaboratively 
with the service user/service user will be delivering an intervention that is outside 
the scope of Primary care or allied resources such as third sector/Wellbeing 
services. 
 
The service will use the level of stepped care approach to optimise resources and 
ensure the service user receives the most effective and least intrusive treatment 
first.  The purpose of primary care link/liaison worker is to support the GP in 
triaging referrals to secondary care, advising GPs on management of service 
users presenting with common mental health disorders such as mild to moderate 
depression and anxiety.  Primary care link workers will work closely with the well-
being service and with secondary care practitioners for advice to maintain service 
users when appropriate in primary care.  They will work closely with other non-
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statutory services and our Bedfordshire Recovery College and will signpost 
service users who would benefit from the services. 

Primary care link workers with nurse prescribing skills can also provide this 
support primary care.  Primary care link workers will also have a role in stepping 
back down service users from secondary care to primary care including service 
users on CPA no longer need secondary care input.  They will co-produce a care 
plan with the service user using Trust format which would be reviewed on a three 
monthly basis for up to 18 months.  During this period of stepped down from 
secondary care, the service user can be seen for medical review in secondary 
care without the need to have a formal GP referral as the primary care link worker 
will be working closely across the primary secondary care interface.  This to avoid 
unnecessary delays and to ensure we are providing seamless service. 

The purpose of Primary Care Link/Liaison workers is to support GP by assessing 
and advising GP re how to best manage service users presenting with common 
mental health disorders such as mild to moderate depression or anxiety disorders. 
Managerial supervision is provided by the Operational Leads and clinical 
supervision by Operational Lead. The Primary care Link workers will also have a 
role in stepping service users down from CPA to Primary Care and will co-produce 
a care plan with the service user During the period of step down to the Primary 
care Link worker if required the service user can be seen for a medical review in 
secondary care without need to have a formal GP referral at request of the 
Primary Care Link worker. This is to avoid unnecessary delays and to ensure we 
are providing a seamless service. 
 
Referrals to the Wellbeing service for CBT will be considered at every review and 
referrals made directly by the mental health professional if the service user is 
meeting the criteria for psychological therapy intervention up to Step 3.5. 
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11. ASSESSMENT AND ALLOCATION 

The CMHT will allocate the appropriate professional to offer an initial assessment. 
Most assessments will take place at team base or other appropriate venue. Home 
assessments will be offered depending on clinical need of the service user. 
Decisions regarding which Mental Health professional is best suited to carry out 
the assessment will be made at the weekly Multi-disciplinary team meeting (MDT) 
for routine referrals. Urgent referrals will be allocated on the day of referral. 

 

 Complete Needs Assessment using Trust format  will be completed within 28 
days from referral and initial care plan agreed including decision re need for 
management under CPA and allocation of care coordinator. This will require 
assessments to be completed within 21 days to allow for MDT discussion and 
allocation if required of care coordinator. The assessment will include a risk 
assessment, safety plan and completion of permission to share form. 
Clinicians should also check for presence of relevant co-morbid disorders 
such as Bipolar, Personality disorder, PTSD to ensure that important 
comorbid conditions that impact on service user functioning and prognosis are 
identified at an early stage.   
 
All clinicians are expected to carry out initial Assessment covering all areas 
outlined in Complete Needs assessment 
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 Referrals for care coordination from the wards or Crisis team will be sent 
electronically to designated email addresses which include senior team 
managers and Admin. Service users detained under Section 2 of the Mental 
Health Act will be allocated a care coordinator within 24 hours of referral due 
to possibility of Tribunal request and decision made at point of discharge if 
care coordination will be required in the community and anticipated length of 
allocation. Non-urgent referrals will be discussed and agreed at the weekly 
MDT meeting and communicated back to referrer including ward/team 
manager and Consultant Psychiatrist. 
 

 Care coordinators will complete the Trust CPA Documentation with the 
Service user within 21 days of the referral having been accepted for 
CPA.  The care coordinator will input into the discharge care plan agreed at 
point of discharge from Ward and will be responsible for ensuring the care 
plan actions are carried out. 

 

 The outcome of all assessments and care plans will be communicated to 
service user and referrer promptly.  Letters should be sent within locally 
agreed time scales to each service user and GP regarding the outcome of the 
assessment, currently 5 working days and Bedfordshire.  The service user 
should be actively involved in the assessment and care planning so that they 
have a full understanding of their situation, choices and the care plan being 
provided. 
 

 Service users should be informed of who their information will be shared with 
and for what purpose. Their signed informed consent form must be received 
prior to sharing any personal information, assessments or care plans with 
external services, partner agencies or other individuals. 

 

 Assessment letters should be sent using the Trust templates detailed with the 
CPA Policy. HoNos and clustering is completed after two face to face contacts 
where the outcome is that service user requires treatment from secondary 
care services. The person completing the assessment is responsible for doing 
the HoNos and clustering. 
 

 All Professionals are responsible for making RIO progress note entry within 
one working day for any service users they have contact with (including 
telephone contact) summarising key points unless a full detailed entry is made 
on the same day. Staff are responsible for ensuring their appointments are 
outcomed within one working day of contact. 
 

 Staff are responsible for updating Risk assessment document following any 
risk incident and completing Datix report for service users who they have 
recently seen or had contact with. 
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 Urgent information should be conveyed by telephone or secure email. 
 

 Each CMHT should have a system to track referrals from receipt to 
completion and outcome of assessment. 

 
 

12. ASSESSMENT UNDER THE MENTAL HEALTH ACT (1983) 
 

 Requests for an assessment under the Mental Health Act 2007 will be 
managed during normal office hours via the Approved Mental Health 
Professional (AMHP) rota, a copy of which will be held by the Team 
Administrator (or delegated representative) in each CMHT site.  Please refer 
to the AMHP Operational Policy for further details. 

 
 
 

13. FREQUENCY OF CONTACT WITH SERVICE USERS 
 

 The Care coordinator is expected to have face to face meetings with the 
service user/service user at least once a month. In times of crisis or 
deterioration it is expected that contacts will be increased and the MDT will be 
informed and case discussed at the weekly MDT meeting so robust care plan 
can be agreed. 

 

 Service users who are having out-patient appointments should have reviews 
based on a clear and identified need or goal: e.g. medication optimisation, 
stabilisation via psycho-social interventions or step down from CPA where it is 
not clear if service user will remain stable and concordant with medication and 
a period of consolidation of gains with lower level input is required. Service 
users who are relapsing must be offered emergency out-patient reviews within 
five working days which can be made at request of team members or GP. 

 

 Service users seen only in out-patient clinic and continuing to have significant 
symptoms after 12 months and no imminent discharge date will be discussed 
at the MDT meeting for input from other team members to avoid service users 
remaining in out-patient services without having input from other members of 
MDT.  
 

 During the hours of operation any assessment in relation to a crisis situation 
will be co-ordinated by the CMHT.  However the actual assessment should 
usually be provided by the CRHT and as far as possible should include the 
service user’s Care Co-ordinator if the service user is already known to the 
CMHT.  Outside CMHT hours crisis assessments will be organised via CRHT.  
Crisis referrals should be completed within 24 hours. 

 

 Where CMHT’s have continued difficulty engaging with a service user a 
professionals meeting will be convened with the Operational leads and other 
relevant professionals and views of carers and GP sought. The MDT will then 
agree a plan based on clinical risk and likely outcomes to further efforts to try 
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to engage service users. The outcome may also be to discharge the service 
user from services with letter to GP and service user outlining reasons for 
discharge and contingency plans for intervention if service user’s mental state 
deteriorates. Information will also be shared with carers if service user has 
given consent previously. 
 

 
14. CARE CO-ORDINATION AND THE CARE PROGRAMME APPROACH 

(CPA) 
 

14.1 Roles and Responsibilities of Care Coordinators 

 
Recovery and Rehabilitation Principles 

 
This is an integral part of the care provided in CMHTs and enhanced for those on 
CPA. The rehabilitation will be provided through frame work of DIALOG which is a 
service user lead recovery care plan collaboratively put together by the service 
user and care coordinator with service user identified goals which are tracked over 
time to demonstrate and guide improvement in quality of life. Input from other 
professionals may be required to work with the service user on their recovery path 
including occupational therapists, psychiatrists, employment support workers, 
psychologists. 
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 All clinicians working for the Trust will use the process of CPA (Care 
Programme Approach) to underpin all care delivered by the Trust. Therefore 
all service users should be assessed to establish whether they fall within the 
criteria for CPA. Service users who do not meet the criteria for CPA should 
still have access to recovery plans and regular review; however it will usually 
be a less detailed plan. This should cover how the Trust will work with the 
service user, who is the main person to contact in the Trust, how to contact 
them and who to contact in an emergency along with consideration of risk 
assessment, contingency and crisis issues.  
 

- Care coordinator for service users who are on CPA will be responsible for 
ensuring the Trust CPA documentation is completed in collaboration with the 
service user within 21 days of allocation for CPA. 
 

- Ensuring a systematic assessment of the person’s health and social care 
needs is carried out initially and reviewed when needed (including an 
assessment of risk and any specialist assessments), and that the person’s 
level of need is clearly identified and recorded. 

 
- Co-ordinating the formulation and updating of the care plan with the service 

user, ensuring choice and help in identifying goals. 
 

- Familiarising themselves with past and present records about the service 
user, both paper and electronic. Ensure they are familiar with any Advance 
Directives and support service user to complete Advance Directive with their 
consent. 

 
- Ensuring that everyone involved understands their responsibilities as defined 

in the care plan and agrees to them and is able to deliver. 
 

- Ensuring that the care plan is sent to all concerned including the service user 
and carer. 

 
- Ensuring dynamic risk assessment is undertaken and a crisis, relapse and 

contingency plan (safety plan) is established. They record care plan 
assessment including changes, decisions and goals on RiO via DIALOG+. 
This also means that any risk management actions or interventions, whilst co-
ordinated by each service user’s Care Co-ordinator should be supported by 
the whole service, rather than leaving team members in isolation to work with 
a service user in a state of crisis or significant risk. 
 

- Ensuring that carers and other agencies are involved and consulted where 
appropriate and that relevant information is fed into the crisis management 
and contingency plan. 

 
- Ensuring that the service user and their carers understand the CPA care co-

ordinator/lead professional role, knows how to contact them and whom to 
contact in their absence or in an emergency. 
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- Ensuring that the person is registered with a GP and that the GP and other 
primary health care workers are involved in delivering the care plan where 
appropriate and regularly informed of progress. 

 
- Maintaining regular contact with the service user and monitor their progress, 

whether at home or in hospital.  If a service user who remains vulnerable 
refuses to take part in the CPA or care management process, all steps should 
be taken to find out why, and to continue to attempt to engage them, 
disengagement should trigger an immediate multi-disciplinary review of the 
service user’s needs and risks. 

 
- Considering the need for advocacy for the service user, or carers if 

appropriate and make them aware of any advocacy or self-advocacy 
schemes. 

- Organising and ensure that reviews of care take place, and that everyone 
involved in the service users care is told about them, consulted, and informed 
of any outcomes.  The CPA care co-ordinator/lead professional should chair 
the reviews in most circumstances though the service user can also chair the 
meeting if he/she wishes. 

 
- Explaining to the service user, relatives, informal carers what the CPA/care 

management process is and make them aware of their rights and roles. 
 

- Remaining in contact with the care and treatment of individuals who enter the 
prison system.  In particular to be, wherever possible, aware of an individual’s 
location and likely release date, so that appropriate care can be planned for 
their release. 

 
- Identifying unmet needs and communicate any unresolved issues to the 

appropriate Operational leads, through the appropriate systems. 
 

- Ensuring that care management requirements are met where necessary 
including consideration of local eligibility criteria in respect of fair access to 
social care services. 

 
- Considering and exploring direct payments as a first option with eligible 

service users and carers with the aim of promoting their independence. 
 

- Arranging for someone to deputise if absent and pass on the CPA care 
coordinator/lead professional role to someone else if no longer able to fulfil it. 

 
- Taking responsibility for ensuring continuity of care, using home visits, repeat 

appointments etc., providing clear written instruction on how to contact team 
members responsible for aspects of the care are made available to everyone 
who may need them. 

 
- Maintaining contact with service user when service user is admitted to 

hospital via attending initial ward reviews and being actively involved in 
discharge care planning including attending Discharge CPA and contributing 
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to the plan including ensuring agreed actions are followed up and 
implemented. 

 
- Having face-to-face contact with the service user within 5 working days of 

discharge from inpatient care.  However, follow-up should be within 48 hours 
for service users who have been at high risk prior to admission with a more 
intensive provision of care in the first three months after discharge. 

 
- Informing the out of hours Emergency Duty Team (EDT) and CRHT on the 

same day of any concerns that may warrant an out of hour’s assessment.  
This data should be recorded. 

 

- Inputting data into the Electronic Information System to meet key data 
requirements within 24 hours of contact with service user. 

 

Care coordinators will ensure that their service users have access to work mobile 
numbers during working hours and will endeavour to respond to messages left by 
service users within agreed time scale. If care coordinator is unable to respond to 
message left by service user that day due to other commitments they will ensure 
that the service user is advised to ring a named colleague e.g. duty worker that 
day for any urgent matters.  
 

Care coordinators should ensure consistency in care during planned or unplanned 

absence by ensuring that there is a clear handover for the person covering (where 

possible), recovery plan / safety plan information is up to date and accessible on 

RiO.   

 

 Care coordinators who are on leave for two weeks or more will ensure that 

another named professional is available as point of contact for services users. 

When Care coordinators are away from work for two weeks or longer due to 

sickness etc. Their case load will be distributed to other care coordinators to 

provide follow up and contact and the service users will be advised of the 

temporary allocated worker. 

 

 A change of care coordinator must be agreed and the rationale recorded in the 

service user’s progress notes. The service user must also be informed, preferably 

well in advance and wherever possible, a handover period agreed to allow the 

service user to get to know their new care-coordinator.  Where a service user 

requests a change of care co-ordinator senior staff must make all reasonable 

attempts to discuss the with the service user to ensure that all clinical needs 

continue to be met. 

 

 Where service users request a change of care coordinator the reasons for this 

will be explored sensitively with the service user by the team manager or 
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Consultant to ascertain the reasons for the requested change. The aim will be to 

facilitate this where there are valid reasons and it is considered in the best 

interests of the service user to facilitate this change. Where there is a pattern of 

requests for frequent changes related to psychological issues the team will 

endeavour to support the service user and care coordinator to work through any 

relationship glitches to achieve a positive resolution. 

 

 CPA does not usually apply to service users where one professional is 
involved and the care plan is straightforward and contact is likely to be short 
term.  This professional is the service user’s lead professional and here the 
standard letter (attached appendix 1.3) and the case notes may constitute the 
Care Plan and no further documentation is required. 

 Care coordinators will meet with their service users at a frequency dictated by 
clinical need.  Service users who require an assertive outreach approach due 
to complex mental illness with difficulty in engagement will be provided with 
intensive input until such time as this is no longer required.  Frequency of 
contact will be regularly reviewed by the MDT and at CPA meetings. 

 
15.  PHYSICAL HEALTH 
 
Service users with mental health disorders are at increased risk for comorbid 
physical health disorders including cardio metabolic disorders.  As a result, 
service users with psychiatric illness have shortened life expectancy compared 
with the general population.  We have a duty to ensure that we are checking our 
service users physical health status and intervening proactively when an 
abnormality is detected that can affect the service user's health, e.g. high blood 
pressure, obesity, high blood sugar etc. 
 
Service users who are started on antipsychotic medication should have baseline 
checks done at the start of treatment, including weight, glucose, lipids, prolactin, 
BP and ECG.  These parameters should be monitored as per the Trust   Physical 
Health policy.  

 
Service users commenced on any medication will have the common and serious 
side effects discussed with them and written information leaflet provided. 
 
Service users with modifiable lifestyle factors likely to increase the risk of cardio 
metabolic problems will be actively supported to change these factors for 
example, smoking cessation advice and referral to smoking cessation clinics, 
exercise and dietary advice and referral to local community resources. 
 
Luton and Bedfordshire services will provide a one-stop weekly physical health 
clinic where physical health parameters will be monitored and relevant 
interventions offered. 
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The GP will be informed about any abnormal physical findings and what 
interventions we have offered to ensure good shared care.  The GP has an 
important role in treating any physical health disorders we may pick up and we 
have a duty to ensure that we are receiving updated information on what 
treatments the GP is providing. 
 
 
Recovery Pathways 
 
A strong focus on recovery principles will underpin the delivery of services.  The 
new CPA process focuses on service user identified goals across a range of 
domains including physical health, relationships, employment or training and 
mental health well-being, which leads to a co-produced care plan relevant and 
specific to service user identified needs and goals.  Care coordinators will assist 
service users in improving the quality of life as defined by the service user using a 
solution focused approach. 

 
Day care services have been restructured to provide a wider range of 
interventions available not just to service users but also to carers, staff and 
members of the general public via our Recovery College, which provides 
workshops, information and education and specific interventions such as art 
therapy.  
 
CMHT's work alongside other non-statutory organisations such as MIND providing 
groups and helping service users integrate into mainstream resources in order to 
reduce social isolation. 

 
Care coordinators will be trained in range of evidence based brief psychological 
interventions e.g. Behaviour activation for depression, behavioural family therapy 
and DBT informed group skills and incorporate them into their timetable.  This will 
be in addition to the core roles outlined earlier in the document.  This is to ensure 
that we are providing evidence-based treatment relevant to the service user's 
condition at the earliest opportunity in order to improve recovery.  This will enable 
our team psychologists to focus on providing treatment for service users with 
more complex conditions which have not responded to low intensity interventions 
delivered by the care coordinator.  Some of these interventions will be offered in a 
group format not merely to optimise resources, but because groups have been 
shown to have a specific therapeutic benefit due to shared experiences within the 
group members. 
 

 
16. SERVICE USER REVIEW PROCESS  

 

 Each person will have an initial care plan within 28 days of receipt of referral. 
A copy of the initial care plan signed by the service user/service user will be 
sent to GP and also to service user. 
 

 Medical review will be offered within two months of referral receipt for service 
users deemed appropriate for secondary care intervention. 
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 CPA review for service users allocated to CPA will be carried out within 3 
months of referral receipt. 
 

 CPA reviews can be led by care coordinator, service user or doctor. Care 
coordinator and psychiatrist must be present at CPA review. Service user, 
relevant professionals and carers with service user consent should be invited 
in timely manner to CPA review.  
 

 CPA care plan and risk assessment should be updated at 6 monthly CPA 
review meetings and HoNoS updated on RIO within a week of CPA meeting.  
CMHT medical staff should ensure they review the patient’s notes and recent 
letters before conducting a medical review. 
 

 Care plan should be uploaded to electronic record system within a week of 
the CPA review and the service user asked to sign and given a copy within 5 
days of the CPA review and copy sent to GP. 
 

 Service user’s physical health including cardio-metabolic risk factors should 
be reviewed for all service users on anti-psychotic medications prior to CPA 
meeting and lifestyle interventions where relevant offered and documented on 
relevant electronic forms.  
 

 The Psychiatrist will communicate via letter to GP within 5 working days the 

outcome of the CPA review including any medication changes (within one 

working day), diagnoses and information on physical health/lifestyle 

interventions which have been recommended e.g. if service user signposted 

to smoking cessation etc. Please see Appendix 3 

 Service users who have been on the CMHT caseload on non CPA long term should 

be reviewed every 6 months with a view from the MDT as to whether they need to be 

stepped down back to primary care.  Any history of serious risk incidents should be 

reviewed and a risk assessment completed and kept under review until discharge. 

 

16.1  Section 117 Aftercare         

Section 117 Aftercare may apply to service users who have been detained under any  

of the following sections of the Mental Health Act - 3, 37, 45A, 47 and 48. 

The statutory definition of what s117 aftercare services encompass states that, 
this means services which have both of the following purposes:    

a) Meeting a need arising from or related to the person’s mental disorder; and 
b) Reducing the risk of a deterioration of the person’s mental condition (and, 

accordingly, reducing the risk of the person requiring admission to a hospital 

again for treatment for mental disorder).” 

The Care Act (2014) lists general duties relevant to s117 aftercare, including: 



 

22 | P a g e  
 

- s1 promoting individual well-being 

- s2 preventing needs for care and support 

- s3 promoting the integration of care and support with health services 

Case law regarding s117 aftercare, has clarified that aftercare “would normally 
include social work, support in helping with problems of employment, 
accommodation or family relationships, the provision of domiciliary services and 
the use of day centre and residential facilities.” (Clunis v Camden and Islington 
Health Authority (1998) 1 CCLR) and "psychiatric treatment" is also considered 
aftercare (R. v Manchester City Council Ex p. Stennett [2002] UKHL 34) 

The Trust’s Mental Health Act 117 Policy link clearly sets out the legal duty to 
provide aftercare services for certain service users. See also the “ADASS 
Protocol & Principles for Aftercare Services under Section 117”.   Section 117 
eligibility should be reviewed at the CPA review meeting. The review should 
specifically consider whether the service user continues to have a need for 
aftercare and if there is, it should again be made clear which parts of the care 
plan form, part of the duty under section 117.  If the Local Authority and Clinical 
Commissioning Group jointly decide that the service user no longer requires 
after-care under section 117, the local Mental Health Law office should be 
advised so they can amend the Section 117 register. 

17. DUTY 
 

 Each CMHT will work towards the operation of one daily duty service for the 
CMHT area, but may offer a duty system on more than one site in the CMHT 
area. The duty service is available Monday to Friday between 9-5. 

 

 At least one professionally qualified duty worker is available in the office to 
offer advice to people who drop-in, to provide urgent CMHT assessments, 
and to provide cover for the care of service users in the emergency and 
unplanned absence of their care coordinator.  
 

 The duty worker will also be responsible for ringing service users referred on 
the day of receipt of referral. If no contact can be made this will be 
documented and a further attempt made the following day by the duty worker 

 

 The Operational Lead is responsible for the management of the duty system, 
and is available on site to offer support, advice and guidance to the Duty 
Worker or contactable by telephone if called off site. 

 

 The Operational Lead holds responsibility for ensuring any crisis occurring in 
the building which may affect the health and safety of staff or service users is 
managed appropriately and in accordance with Health and Safety policies. 

 

 

http://elftintranet/sites/common/private/search_quick20.aspx?q=117%20policy&url=ObjectInContext.Show(new%20ObjectInContextUrl(2%2C36650%2C1))%3B
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18. APPROPRIATE ADULT 

 

 When any person is detained for questioning by the police the procedures 
which must be followed are set out in the Police and Criminal Evidence Act 
1984 (P.A.C.E) and the accompanying Code of Practice. 

 

 When the police suspect a person they are questioning may be mentally 
disordered and vulnerable they will need to consider having the person 
examined by the police surgeon in order to justify a request for an Appropriate 
Adult from the CMHT to be present. 

 

 Following an examination by the police surgeon and confirmation a mental 
disorder is present; the police will make a request for an Appropriate Adult to 
attend the police station. Each CMHT will have a locally agreed procedure to 
undertake Appropriate Adult work. CMHT social workers, CPNs, occupational 
therapists and support workers should undertake Appropriate Adult training to 
ensure the burden of this work does not fall on a minority of staff. When 
agreement with the police is reached, that an Appropriate Adult is required, 
allocation of a worker will be agreed. 

 

 
 

19. PERSONAL BUDGETS 
 

 The Care Act 2014 puts a legal responsibility on Local Authorities to carry out 
an assessment of an adult’s or Carer’s needs for care and support where it 
appears that the adult or carer may have needs for care and support. If it is 
determined there is a need for care and support then those needs must also 
be identified. In order to determine if those needs are eligible for social care a 
set of eligibility criteria must be met. For adults or carers who meet the 
eligibility criteria, they may be entitled to a Personal Budget to cover the cost 
of their care. For adults this may be subject to a personal financial contribution 
towards the cost of that care, which is determined by the adult’s income, 
savings and capital assets. The Care Act 2014 makes provision for this 
Personal Budget to be paid as a Direct Payment in certain circumstances. In 
this case the funding is paid directly to the adult or carer so they can buy in 
their own care in line with what is directed in the Care Plan. A personal budget 
should also take into account the Personalisation Agenda, ensuring that the 
package is tailored to the individual adults or carers needs. Staff with 
responsibility for care co-ordination, need to be fully aware of their duties 
resulting from the Care Act 2014 and the Personalisation Agenda in relation to 
Personal Budgets for social care. 
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20. DISCHARGE AND TRANSFER OF CARE 
 

 Any service users who are admitted to hospital, or are being supported by the 
CRHT and managed under CPA will continue to be visited by their CMHT 
Care Co-ordinator in order to ensure continuity of care, effective planning of 
discharge and transfers of care between services. The minimum expectation 
is that the Care coordinator will attend the initial ward round reviews then 
maintain contact via Skype or other agreed systems and attend the discharge 
CPA meeting and input into the discharge CPA care plan and update the CPA 
care plan. 

 

 CMHTs will aim to discharge on recovery to protect the capacity for managing 
new referrals.  Service users with stable long-term illness (such as 
schizophrenia or bipolar disorder) will be discharged from the service with 
agreed contingency plans for re-referral sent to GP and service user. 
  

 The service user is central to the process of discharge and will be consulted 
and informed along with their carers and GP’s  

 

 GP must be sent a letter within 5 working days if any service user is 

discharged from the CMHT. 

 

20.1 Discharge from CPA      

 

All teams must follow the discharge process within the CPA Policy for every 

discharge, including when patients request discharge. 

 

At every CPA review meeting the care coordinator should consider the need for 

CPA. If the multi-disciplinary team agrees that CPA is no longer necessary then a 

conversation about this should take place with the service user and 

arrangements will be made for discharge.  

 

A service user should not be discharged from CPA simply because his/her 

mental health appears stable. This may be, at least in part, the benefit of the 

extra support that CPA provides and this will be considered as part of the review. 

 

A service user’s discharge could mean stepping down to non-CPA and being 

seen in the outpatient clinic or it could mean discharge from secondary mental 

health services altogether and being referred back to primary care or Enhanced 

Primary Care. 

 

Prior to any decision being agreed about discharge from CPA, the care 

coordinator should do a thorough risk assessment. Discussions about possible 

discharge should also be reflected in DIALOG+.  
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Once an agreement has been made to discharge the service user from CPA, and 

the up to date risk assessment completed, there should be a discharge CPA. 

This will include a recovery plan outlining the arrangements for any future 

support. An updated safety plan will need to reflect crisis and contingency 

arrangements including who to contact once the care coordinator is no longer 

involved. 

 

The GP must be informed of the discharge and any other agencies / individuals 

who are involved in future care (in line with the service user’s wishes around 

permission to share information). 

 
Following discharge from CMHT a letter will be sent within 5 days to the GP, with 
a copy to the service user and other relevant agencies, outlining current 
management and any future plans.  

 
The transfer of care is a potentially vulnerable time for service users who have 
developed therapeutic relationships with their care team, and will not take place 
when a service user is in crisis. 

 
There may be a period of joint management of care and during this time the 
Consultant Psychiatrist and care co-ordinator/lead professional responsibility will 
be clearly identified and documented within the CPA/Care Management process.  
At the final point of transfer the entire Care Plan should be delivered by a single 
team to avoid communication problems. 

 
Prior to a service user being transferred to a new team a review  of their  care 
plan, risk assessment and risk management plan will be undertaken and 
documented accordingly.  

 
The said care plan, risk assessment and risk management plan will be completed 
with the service users current care coordinator and newly allocated new care 
coordinator. 

  
The service user will be visited by the newly allocated team weekly after transfer 
in order to establish a rapport and monitor for any adverse risk. A review of this 
should be repeated approximately 4 weeks after transfer and documented 
accordingly. 

 
Transfer of care may also be initiated by: 

 

 A change of care co-ordinator/lead professional 
 

 Change of GP surgery 
 

 Transition between services because of age e.g. CAMHS services 
 

 Transfer to tertiary or other specialist teams 
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 Service user moving out of area. 
 

 Responsibility for managing any transfer of care lies with the Care Co-
ordinator / Lead Professional in negotiation with the multidisciplinary care 
team (refer to the CPA Policy). 

 
The decision to transfer a service users care should be discussed in advance 

with the service user and the MDT and the care should only be transferred 

following a CPA review or review meeting with all relevant agencies represented, 

followed by a confirmatory letter to finalise.  

 

 

20.2 Refusal to maintain contact with Services  

 

This is when a service user subject to CPA whose whereabouts and physical 

wellbeing is known and who has made it clear that they refuse to have contact 

with services or engage with the service. 

 

An action plan is required in all cases of refusal to maintain contact following 

discussion within the team and where appropriate family members and carers. 

The action plan should be clearly documented on RiO (in progress notes, 

correspondence to the GP and RiO risk assessment and management). This 

action plan is likely to include the following elements: 

 

A documented multi-disciplinary review should take place following attempts to 

engage the service user in services. Timescales around this will depend on the 

strengths and risks involved in each case. Where there are serious concerns 

regarding the safety of children, family members or the public, consideration 

should be made as to whether the police should be informed of the situation 

including via MAPPA or MARC processes / child or adult safeguarding referral. 

Use of the Mental Health Act should be considered where there are current or 

historical serious risks and current mental state is unknown or disengagement is 

a known relapse indicator. 

  

Prior to this review there should be a consultation of people involved in the 

service user’s care and support, which might include mental health team 

members, GP, carer/family members and other relevant agencies as appropriate 

e.g. housing officer, third sector agency. 

 

A team decision on the minimum type of contact with the service user, for 

example, an attempt to visit, an offer of outpatient appointments once every three 

months, or support/monitoring via a third party such as a housing support worker 

will need to be agreed, documented and shared as appropriate. 
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Exceptionally service users may be discharged from CPA when there has been 

no contact for a period of time deemed by the multi-disciplinary team to be 

appropriate based on the safety plan and potential risks. This step should be fully 

discussed within the MDT and documented on RiO. The named HCP should 

ensure that the GP and carers are aware of this decision.  
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20.3 Loss of Contact with Services       

 

If it becomes clear that contact with a service user has been lost, a meeting 

should be held by the MDT to discuss a new contingency plan. Assertive efforts 

should be made to make contact with him/her, either directly, through the GP or 

family, if appropriate. Consideration should be given to contacting local A&E 

departments and other community services, and the police, if the person is felt to 

be a risk of harm to themselves or others. The care coordinator should take 

responsibility for co-ordinating this. 

 

The MDT will decide the extent to which resources should be directed towards re- 

establishing contact, based on factors such as clinical complexity, risk and 

alternative support as well as the timescales involved. A decision to discharge 

should only be made after extensive discussions by the MDT and documented in 

the clinical notes. 

 

For service users who are liable to compulsory powers under the Mental Health 

Act, account must be taken of the provisions of the Act. For those service users 

subject to Restriction Orders under the Mental Health Act (sections 41, 44, 45A 

or 49), or those that have been conditionally discharged from such Restriction 

Orders, decisions can only be made following discussion with the relevant case 

worker at the Ministry of Justice. Advice should also be sought from the local 

Mental Health Act Administration office and Local Authority solicitor. 

 
 

20.4 Missed appointments following assessment, non CPA service users: 
 

If a person misses an appointment without explanation following assessment the 
allocated worker will need to decide if there are significant clinical or risk issues 
that require immediate intervention. 

 
In the event of a DNA where there are no significant clinical or risk issues that 
prevent discharge the Service user will be telephoned and sent an opt in letter 
requesting the service user to make contact with the service if a further 
appointment is required.  The opt in letter will be sent within 5 working days of the 
appointment being missed. 

 
Discharge following a missed appointment is the default action where there are 
no significant clinical or risk issues and the service user does not respond to opt 
in letter. 

 
Clinicians must always consider the clinical condition being treated when 
deciding on the action to take in the event of disengagement and non-
concordance, particularly considering the nature of the range of mental disorders 
treated and the common relapse signatures that may appear to be 
disengagement and non-concordance.  
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21. CASELOAD CAPACITY 

 
Capacity will be monitored by CMHT Operational leads to ensure the appropriate 
management of caseload allocation and use of skills.  It is planned to move 
towards an indicative maximum team caseload to ensure adequate care and 
team review where each whole time equivalent care co-ordinator should have a 
maximum of 30 service users on their caseload. (calculated pro-rata for part-time 
staff and AMHP’s). 

 
CMHT and individual caseloads will be regularly monitored and reviewed to 
ensure CMHT members are able to provide immediate effective care (without the 
use of waiting lists) for new referrals with severe mental health problems, and a 
flexible capacity to increase contact during crisis. 

 
Where CMHT teams are over capacity support through regular senior 
management review and medical support will be implemented to fully support the 
care co-ordinator in robust case management process. 

 
Caseload weighting tool will be used to agree fair distribution of complex cases 
across the care coordinator cohort. Care coordinators should carry a varied case 
load in terms of risk, complexity, etc. Some care coordinators may undertake 
specialised training to deliver psychological therapies under supervision e.g. DBT 
groups and caseloads should be adjusted accordingly to allow protected time for 
delivery of these interventions. 
 
The service encourages CMHT care co-ordinators to train as AMHPs, which 
brings valuable additional skills into the teams.  The CMHTs are committed to 
supporting this by reducing caseloads in line with the number of days a worker 
does on the AMHP rota, and providing a flexible job plan to ensure an AMHP has 
non clinical duties the day after doing AMHP duties to enable the worker to 
complete AMHP reports and general administrative work for their CPA caseload.   
 

 
22. MEETINGS 

 
The following meetings will take place in all Community Mental Health Teams: 

 
22.1 Weekly team meetings - attended by all members of the multi-disciplinary 
team.  

 
The following issues should all be standing agenda items for the weekly MDT 
Meeting: 

 The team’s high risk case list and cases of concern to discuss with the CRHT 

 Cases for discussion following initial assessment 

 Cases open to safeguarding investigation 

 Cases on a CTO 

 Cases open to Child Protection / CIN 
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 New referrals for MDT allocation 

 Cases for MDT discussion – including cases requiring allocation of a care co-

ordinator, CPA reviews, transfers, case closures, Psychology / PSI referrals, 

OT referrals, Employment Worker referrals 

 Dual diagnosis cases 

 Feedback from ward rounds 

 Any other urgent issues requiring discussion to inform the day to day 
work of the multi-disciplinary team including immediate learning from 
service user safety issues. 

      
All decisions made by the MDT regarding management of individual service 
users will be recorded in service user Electronic service user record either 
during or after the MDT meeting. 

 
 

22.2 Monthly business meetings - attended by all members of the multi-
disciplinary team that will include update on Trust wide Practice Governance 
issues and discussion of local practice governance issues, consideration of 
performance data, updates on new policies and practice initiatives that may 
include visiting speakers, information from Executive and Senior Management 
to be cascaded to all levels of staff and any other matters of business as 
required.  The following issues should all be standing agenda items for the 
monthly Business Meeting: 

 Learning from Sis 

 Learning from complaints 

 Compliments received 

 Performance against KPIs including statutory & mandatory training, 7/7 

FUP, numbers seen within the month, CPA reviews, direct payments, 

carers assessments etc….. 

 QI projects in the team 

 Service developments 

 Use of clinical outcomes measures 

 CQUIN performance 

 
 
22.3 Locality Management meetings – the Team Leader/s, Consultant 
Psychiatrist and any other relevant professional leads should meet on a 
regular basis, to review the performance and quality of the service provided in 
their CMHT, utilising available data and evidence, and working together to 
address any barriers to provision of a service of consistent high quality. 
 
 
22.4 Monthly Health are Governance Meetings: Team Leads and 
Consultants are expected to attend monthly HCG meetings and feedback key 
issues to frontline staff 
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23. SAFEGUARDING OF VULNERABLE ADULTS (SOVA) 

 
Whenever it is known, or suspected, that a vulnerable adult has been abused, 
a Safeguarding of Vulnerable Adult (SOVA) Alert form completed. The matter 
should be discussed in the weekly MDT meeting and supervision, and advice 
can also seek advice from partner agencies (e.g. CCG and Social Services).    

 

Exploitation and/or abuse suspected or carried out by carers, relatives, staff, 
members of the public or other service users should all be dealt with under 
safeguarding procedures. 

 
All staff have a duty to protect vulnerable adults and a responsibility to 
inform their SoVA lead and Team Manager if abuse is disclosed or suspected 
(refer to Trust policy). 
 
When a SOVA investigation starts the team must review the service user’s 
needs to ensure that all required mental health support is available, 
especially where service users need specific support to cope with the SOVA 
process.  This should be clinically led and discussed with the patient’s 
Consultant.  The patient’s Consultant must be notified when a SOVA I raised 
about their patient.   
 
 

 
24. SAFEGUARDING CHILDREN AND CHILD PROTECTION 

 
All practitioners working within adult mental health services – including those 
providing general adult and community, forensic, psychotherapy, alcohol and 
substance misuse and learning disability services – have a professional 
responsibility for safeguarding children when they become aware of, or 
identify, a child in need or a child at risk of harm. This may be as the result of 
a service’s direct work with those who may be mentally ill, a parent, a parent 
to be, or a non-related abuser. (Working Together to Safeguard Children, HM 
Government, March 2013). 
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Mental health professionals should routinely record the name and date of 
birth/expected date of birth of any child/unborn child within the household of a 
service user, or of any children the user has parental responsibility for or 
regular contact with and clarify whether the child/unborn child is a carer for 
their parent or other siblings due to their parents’ health issues. If possible, 
they should also record the names of the children’s schools, their GP and any 
other health or social care professionals involved with the children or their 
family.  

 
Being a parent with a mental illness is particularly challenging. Many are 
aware that their disorder affects their children or unborn child even if they do 
not fully understand the complexities. All children, even very young children, 
are sensitive to the environment around them. Thus, their parent’s state of 
mind has an impact on them.  

 
In this context all children are vulnerable when a parent has a mental illness 
and the needs of any children should be considered when undertaking risk 
assessments and needs assessments in relation to the adult  On occasions 
this may involve talking directly to children or young people to seek their 
views. The children and young people may be identified as being young 
carers who are entitled to an assessment under the Children Act 1989 and 
Carers (Recognition and Services) Act 1995. 

 
Referrals should be made to children’s social care in accordance to the 
Trust’s Safeguarding Children Policy as soon as a problem, suspicion or 
concern about a child becomes apparent, or if the child’s own needs are not 
being met.  

 

 A referral must be made:  
a) If service users express delusional beliefs involving their child and/or  

 b) If service users might harm their child as part of a suicide plan. 
 

 For further guidance refer to documents on the ELFT intranet under Child 
Protection/Safeguarding Children and seek advice and support from Trust 
Safeguarding Children Team.  

 

 Effective sharing of information between professionals and local agencies 
is essential for effective identification, assessment and service provision.  

 Early sharing of information is the key to providing effective early help 
where there are emerging problems. At the other end of the continuum, 
sharing information can be essential to put in place effective child 
protection services. Information sharing should be proportionate.  

 Fears about sharing information cannot be allowed to stand in the way of 
the need to promote the welfare and protect the safety of children. The 
welfare of the child is paramount and overrides any apparently 
conflicting needs of the parent.  
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25. ACCESS TO HEALTH RECORDS 
 

Service users wishing to access their own clinical notes will be provided with 
support within the Trust’s Access to Health Records Policy.  Service users 
requesting copies of notes will receive these in accordance with this Policy. 
 
 26. TRAINING AND DEVELOPMENT 
 
Training and development will reflect the needs of the Trust and of the individual, 
as described in their personal development plan to include their profession-
specific needs.  The Trust recognises that Continuing Professional Development 
is a key element of ensuring the delivery of the highest possible quality of service.  
Role development and scope of practice is also increasingly relevant to the 
provision of staff training and supervision. 
 
All the CMHT members will receive a Trust and local induction and will be 
expected to attend all mandatory training and regular updates. Individual team 
members are responsible for recording and maintaining their professional 
portfolios in line with the requirements of their professional bodies. 
 
All staff will be appraised annually via the personal development process, with a 
six-month review.  Where there is only one member of a discipline in a team, 
professional support and supervision must be provided.  All new staff will attend 
an induction programme.  Induction programmes will be prepared for all Locum 
staff to include reference to the appropriate policies and procedures such as CPA 
and Risk Management. 
 
Staff will attend statutory/mandatory training sessions appropriate to their 
individual professional status and include Fire, Health and Safety, Assessment 
and Management of Risk, Cultural Awareness, and Breakaway.  Training will also 
focus on the development of psychotherapeutic competences integral to the care 
delivery of all staff. 
 
The CMHT will have annual team away days for the purpose of reviewing 
activities, policies and team building. 
 
The Trust aims to provide pre-registration training to the highest standards.  
Students from various disciplines are regularly attached to teams as part of their 
training.  All such students will be advised of the Operational Policy of the CMHT 
and will have clearly understood supervision arrangements within the team – it is 
the duty of all disciplines to provide practice supervision to students.  Service 
users have the right to choose if students are present for their appointments. 
 

27. SUPERVISION 
 
A range of supervision is required to meet the needs of staff in a multidisciplinary 
Community Mental Health Team.   
 
All staff should have managerial supervision at least once in every four weeks 
with their line manager (a written record should be kept); this should provide 
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ongoing guidance on the management of cases, caseload management and 
monitoring.  In addition, specialised professional supervision should be readily 
available for staff that use specific psychosocial interventions, such as cognitive 
behavioural therapy, behavioural family therapy and approaches to working with 
substance misuse or to those undertaking supplementary or independent nurse 
prescribing duties, to ensure services are developing and maintaining these skills 
appropriately. 
 

 All staff will have access up to 60 minutes of clinical supervision once in every 
four weeks. 

 

 Staff who are managed by a member of a discipline other than their own 
should have access to additional or joint supervision provided by an 
appropriate member of their own discipline. 

 
28. QUALITY IMPROVEMENT 

 

 QI is an important part of our strategy in continuously improving our services 
and all staff are expected to participate in local projects. 

 

 Audit is another process for evaluating and improving our services 
 

 It is essential that CMHT’s incorporate the learning from Serious Untoward 
Incidents (SUIs), complaints and audits into their clinical practice.   

 

 Operational leads and clinical team leaders will oversee the application of 
learning within their CMHT’s. 

 
29. TEAM AND STAFF SAFETY 

 
The safety of CMHT workers is paramount to the ability to provide an effective 
service.  CMHT workers frequently work alone in the community and face a 
variety of challenging situations. 

 
Team members should comply with the Trust’s Lone Worker Policy, have 
access to mobile telephones and be able to raise any concerns about lone 
visiting with their clinical lead or at the regular multidisciplinary team meetings. 

 
Information regarding the whereabouts in the community and contact details of all 
staff will be kept by team administrative staff. 

 
Appropriate and comprehensive risk assessment will be used to maintain safety 
and also ensure treatment is not withdrawn inappropriately. 

 
Members of staff have a duty of care to themselves and to others with whom they 
come into contact in the course of their work as laid down in the Health and 
Safety at Work Act 1974 and any subsequent amendment or legislation. 
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All staff visiting service users at home should familiarise themselves with the 
background information and assess and record any likely risks. In most situations 
any first visit to a service user at home should be carried out by two workers. 
Under no circumstances should staff go into situations where little is known about 
background or circumstances of the individual unless clear plans regarding safety 
have been made. For example in the case of a Mental Health Act assessment 
several staff may be involved and the police informed. Further information 
regarding the safety of workers is to be found in the Lone Worker Policy. 

 
The Trust operates a zero tolerance policy regarding racial, physical or 
verbal abuse towards its staff.  The Trust does not tolerate verbal abuse, 
physical abuse, harassment or discrimination against any of our staff or damage 
to our property. The Trust Policy Prevention and Management of Non-Physical 
and Physical Assaults provides guidance to all Trust staff on how to prevent risks 
to themselves, service users and the general public.  The Trust will support staff 
to prosecute the perpetrators of violence towards staff, other service users and 
including damage to property. 

 
Each CMHT will maintain a local system for managing lone working in the 
community which must include the provision of a system for monitoring the 
whereabouts of staff at all times, and a system of contacting staff if they have not 
returned to base, or signed off at the end of the day by contacting the team 
leader or nominated representative. This will include CMHT holding up to date 
contact details for staff members, of their car make, colour and registration and 
for their next of kin.  
 
For more information regarding lone working please refer to ‘CMHT Clinical 
Protocol 4 – Lone Working.’ 
 
It is recommended that all initial assessments take place at the CMHT base.  In 
exceptional circumstances an initial assessment may need to take place at the 
patient’s home in which case the visit should be risk assessed beforehand based 
on the information available to us, and the visit should be undertaken by 2 staff.   
 
Many CMHT staff do routine visits in the patient’s home.  This always needs to be 
risk assessed based on the patient’s risk history.  In many cases it is appropriate 
to undertake home visits to enable staff to continually assess the person’s health 
and social care needs holistically and to support them in meeting those needs.  
 

 
30. INVOLVEMENT OF SERVICE USERS AND CARERS 

 

 Service users and carers input to development of our services is a high 
priority. 

 

 Service users and carers have an important role to play in Quality 
Improvement projects and will be supported and encouraged to participate via 
our People Participation Leads and QI team. 
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 service user. 
 

 
31. COMPLAINTS AND PALS 

 The CMHT will liaise, where appropriate, with the Trust Patient Advice and 
Liaison Service (PALS) to support service users, relatives and carers. 

 

 Complaints from service users and carers are an important opportunity in 
which CMHT’s can obtain feedback to guide improvements in the service 
offered.  All team members are responsible for adhering to the Trust’s 
Complaints Procedures and for ensuring that service users and their 
relatives/carers know how they can complain should they wish to do so.  
Serious allegations and complaints which cannot be resolved informally will 
be dealt with according to the Trust’s Complaints Procedures, and concerned 
parties will be advised to contact the Trust Patient Advice and Liaison Service 
(PALS) for support in this process. 

 
32. EQUIPMENT 

 

 Mobile Phones - This should be read in conjunction with the Trust Mobile 
Phone Policy. All CMHT staff will have access to a mobile phone. These 
should only be used; 

 
- to ensure safe contact can be maintained whilst lone-working 
- to communicate urgent information whilst working in the community 
- to allow allocated service users or team members to contact you during 

working hours 
- All mobile phones are the property of the ELFT. During any period of 

absence the phone should be returned to team base. 
- Information Technology - All team members will have access to ELFT 

IT equipment and appropriate database and software (with training). 
Individuals are responsible for maintaining safety, confidentiality and 
security.  

33. ASSOCIATED POLICIES AND PROCEDURES 
 

This policy should be read in conjunction with the following trust policies and 
procedure guidelines: 

 

 Clinical guidelines for the assessment and management of Clinical risk  

 Care Program Approach policy  

 Safeguarding Policy 

 Safeguarding Adults Policy  

 Plus other appropriate policies 
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APPENDIX 1 – MANAGING DNAs 
 
RULE1: Establishing DNA Cause and not Rescheduling automatically  

Rule1 Utilising clinic/appointment time to contact users that DNA before rescheduling any 
appointment. This will help improved apt / clinic efficiency and avoid serial DNA cases. 

 

RULE2: Discharge back to GP 

Rule2 For non-urgent cases (based on clinician discretion) referring back to GP cases where there 
has been more than two DNA’s.  

 

RULE3: Cancellations 

Cancellations should not be coded as a DNA. These will have negative impact on DNA figures. Please 
note, patient or staff cancellations are currently exempted from the DNA calculations.  

 

RULE4: Unplanned contacts/Visits & DNA’s 

Unplanned or unscheduled visits should be captured as unplanned appointment on RiO. If 
the visit is unsuccessful then the outcome should be coded as cancellations and not DNA.  
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RULE5: Appropriate recording of indirect contacts 

For indirect contacts, please ensure that Face to Face check box is un-ticked.  

 

 

 

 

 


