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1. POLICY STATEMENT / INTRODUCTION 
 
This Care Planning Standards Policy provides the framework for all patients receiving care and 
treatment from the IOM MHS, whether under the Care Programme Approach or, for those 
with less complex needs, Standard Care. 
 
 
The Care Planning Standards Policy will assist staff to deliver personalised care, within an 
ethos of recovery, in all approaches to assessment, care planning, co- ordination and 
review. All staff will be expected to be familiar and comply with the policy and those with 
direct responsibility for the coordination/delivery of patient care will be audited against the 
Key Standards contained throughout the Policy. 
 
 

2. PURPOSE OF POLICY 
 
The Care Programme Approach (CPA) was introduced in England in 1990 as the framework 
for the care of people with mental illness. The key elements were the systematic assessment 
of individuals’ health and social care needs, the formulation of a care plan to address those 
needs, the appointment of a key worker to monitor the delivery of care, and the regular 
review and, when necessary, amendment of the care plan in line with the patient’s changing 
needs. The importance of close working between health and social services was stressed, as 
was the need to involve patients and their carers. The Mental Health Act Code of Practice (DH 
& Welsh Office, 1993) made it clear that the CPA applied to all those receiving specialist 
mental health care, including detained and informal inpatients. 
 
All patients of the Mental Health Service (MHS) will have an individual care plan and risk 
management plan, which they have been involved in developing, and which is based on a 
thorough assessment of their health and social care needs. The patient and those involved in 
their care should receive a copy of that care plan (with consent from the patient where 
possible). 
 
The majority of the key standards referred to throughout this policy have been adapted from 
the UK National Standards for CPA. 
 

3.  SCOPE 
 
All patients in receipt of care and treatment by the MHS at Step 3 and above of the Stepped 
Care Model of Delivery (Strategic Plan for Mental Health and Wellbeing, 2015 - 2020). 
 

3.1  OUT OF SCOPE 
 
All patients in receipt of care and treatment by the MHS at Step 2 and below of the Stepped 
Care Model of Delivery (Strategic Plan for Mental Health and Wellbeing, 2015 - 2020). 
 
 
4. ROLES AND RESPONSIBILITIES 
 
Director of Mental Health & Mental Health Management Board are responsible for:  
ensuring that policies are in place and that an audit program exists to monitor compliance with 
aforementioned policies. 
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Operational Managers are responsible for:  the implementation of the policy within their 
areas of responsibility 
 
Professional Leadership Team & Clinical Director are responsible for:  ensuring that 
this policy is being followed through the receiving and monitoring of audit reports and the 
creation of action plans to address any identified problems, translating and supporting areas to 
transpose this into real changes and better working at local levels, achieving the vision that all 
team would develop a local joint working procedure  
 
All clinical staff are responsible for ensuring compliance with this policy.  
 
 
5. CARERS 
 
Please refer to the MHS document “Principle and Guidelines in involving Carers”. 
 
However, even when the patient continues to withhold consent, carers can be given sufficient 
knowledge to enable them to provide effective care. This may include general information on 
a wide range of issues relating to mental illness, medication and treatment issues, legislation, 
benefits, rights for both patients and carers and of course local services and their availability. 
They can also be given the opportunity to discuss any difficulties they are experiencing in 
their caring role to help try and resolve these. The provision of general information about 
mental illness, emotional and practical support for carers does not breach confidentiality. 
 
Work has been undertaken in the UK to look at effective ways for professionals to involve 
carers in information sharing. A summary chart of possible strategies is attached at Appendix 
1. 
 
All patients will be involved in their assessment, care planning and review process. They will 
have a named Care Co-ordinator or Lead Professional and will be encouraged to include any 
carer / relative / representative / friend they choose in the assessment and care delivery 
process. 
 
Assessment of carers needs 
 
Carers: All patients of the Mental Health Service will be screened at assessment 
and review to identify informal carers who provide regular and substantive care. 
 
 
6. ELIGIBILITY FOR IMPLEMENTATION OF CARE STANDARDS 

 
The Service will deliver care according to two levels of need, these being: 
 

• Standard Care 
• Care Programme Approach (CPA) 

 
The difference between Standard Care and CPA is based on the nature and degree of 
assessed need when considered in terms of complexity, associated risk and extent of 
service intervention required by the patient. 
 
A decision regarding eligibility for Standard Care or CPA should be made as soon after 
assessment as possible, when enough information is available to do so. 
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Where assessment is ongoing or incomplete (and it is felt that there is not yet enough 
information available to make a reliable decision), but the individual has been accepted for a 
service, they should be registered on Standard Care until a definitive decision is reached. 
 
Standard Care: Criteria 
 
Many people referred to the MHS will have, needs identified following an assessment which 
can easily be met, organised and delivered. They are likely to have some of the following 
characteristics: 
 

• They require the support or intervention of one agency or discipline, or they require 
only low key support from more than one agency or discipline 

• They are more able to self-manage their mental health problems 
• They have an active informal support network 
• They pose little danger to others 
• They have little or manageable risk of self-injury 
• They are more likely to maintain appropriate contact with services 

 
The Lead Professional 
 
Patients who are subject to Standard Care will be allocated a Lead Professional. 
   
The Lead professional is required to: 
 

• Conduct a full assessment, which must include needs and risk assessments. This 
will determine the nature of the clinical care to be delivered. 

• Agree with the patient a plan of care. This could be in a transferable format 
accessible to the patient such as the “Letter to GP as Mental Health Care Plan”. 

• Ensure that the care plan is formulated, updated and circulated. 
• Review the person’s progress on a regular basis, and at least every six months. 
• Identify and liaise with carers and consider their support needs, where 

appropriate. 
• Maintain accurate record keeping. 

 
Note: Whilst all patients open to the MHS will be subject to assessment; care planning; risk 
management and review, this does not require completion of CPA documentation within the 
RiO system for those on Standard Care.  The information can be contained in letter format 
such as the “Letter to GP as Mental Health Care Plan”.  
 
 
Care Programme Approach (CPA): Criteria 
 
People with complex mental health and social needs will require a higher degree of 
monitoring and co-ordination of care. 
 
They are likely to have some of the following characteristics: 
 

• Be at risk of losing contact with services; disengage as part of a relapse signature or 
suspected mental health deterioration. 

• Pose a significant risk to themselves or others or have a history of serious self-harm 
or violence 

• Multiple care needs e.g. housing, employment, finances 
• Require contact with, and coordination between, a number of agencies or 
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professionals but may be willing to co-operate with only one 
• Lack an informal support network 
• Have addiction problems in addition to a primary diagnosis of mental illness 
• Children / Young People who are not in education and / or training due to a 

presenting mental health problem 
• Children who are “Looked After” in addition to a primary diagnosis of a mental 

disorder, or where there are significant safeguarding concerns. 
 
CPA is also strongly indicated for those: 
 

• With an established psychosis 
• With a long-standing, complex presentation 
• With a history of treatment resistance or frequent presentations/referrals 
• Exhibiting co-morbidity (e.g. Severe Depression and Personality Disorder; Complex 

physical health and mental health needs; Learning disability and mental illness) 
• Children admitted to Nobles Hospital through the ‘Management of the Acutely 

Disturbed Child Pathway’ for psychiatric treatment 
 
The Care Co-ordinator 
 
Patients who are subject to CPA will be allocated a Care Co-ordinator.  
  
The Care Co-ordinator is required to complete the following, utilising RiO CPA documentation: 
 

• Comprehensive Needs Assessment 
• Risk Assessment and Risk Management Plan 
• Crisis Relapse and Contingency Plan 
• Design and implementation of a CPA Care Plan 
• Multi-Disciplinary review of the care plan, at least every six months 
• Consult with and consider the needs of carers. Where necessary, respond to those 

needs 
• Transfer of care or discharge 

 
Who Can Be a Care Co-ordinator? 
 
The role of the CPA Care Co-ordinator should usually be taken by the qualified professional 
who is best placed to oversee care management and resource allocation.  They can be of any 
discipline depending on capability and caseload. The care co-ordinator will have the authority 
to co-ordinate the delivery of the care plan and ensure that this is respected by  all  those  
involved in  delivering  it,  regardless  of  the  agency  of  origin.  Patients should be afforded, 
where possible, a choice of care co-ordinator which takes into account gender, cultural or 
religious needs. 
 
Transfer between Standard Care and CPA 
 
The needs and level of support required by the patient can change during the course of 
contact with mental health services, it is recognised however, that the level of required care 
can also change accordingly between Standard Care and CPA. 
 
The level of required care should be re-assessed on a regular basis, and at least every six 
months, as part of the wider review of care, to ensure that it is being appropriately applied. 
Transfer between levels of care will usually occur within the context of a review of care, 
with the awareness and agreement of all those involved, including the patient (and carer, if 
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appropriate). 
 
The patient should be provided with an explanation of their level of care as part of the 
provision of their care package. It should also be clearly recorded on the care plan in RiO. 
 
 
7. ASSESSMENT 
 
A needs assessment must be completed for all patients accepted by the Service. 
 
The assessment should be recorded using agreed documentation. 
 
All patients, except where doctors use the ‘Letter to GP as Mental Health Care Plan’, will 
have their needs and risk assessed at initial assessment using the CPA Needs and Risk 
Assessment documentation. 
 
Where the ‘Letter to GP as Mental Health Care Plan’ format is used, the evidence of needs 
and risk assessment must be clearly documented in that, as well as the subsequent care plan 
and risk management plan. This can be printed as an ‘editable letter’ within RiO in the same 
way as the RiO/CPA Printable Care Plan and Review document. 
 
Whist not exhaustive, the assessment must consider the following areas: 
 

• Mental Health (symptoms; psychological and emotional features) 
• Physical Health 
• Substance Misuse 
• Social Functioning 
• Risk 
• Personal /Family Circumstances 
• Child Care/Protection issues 
• Employment, Vocational and Leisure needs 
• Finances/Welfare Benefits 
• Accommodation 
• Medication 
• Religious and Spiritual needs 
• Communication, Disability and Cultural needs 
• Views of families and carers should be included (where appropriate) 

 
The depth and detail of the information recorded should always adequately reflect the 
nature and complexity of the individual presentation. 
 
The assessment will usually involve at least one meeting with the patient (though it may 
require a number of contacts for those presenting with more complex needs) and should aim 
to gather sufficient information to make a judgement about: 
 

•    Eligibility for service 
• Type of intervention/support required 
• Level of service (Care Programme Approach or Standard Care) 
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Assessment Procedure 
 
In all cases, assessment will be initiated at the first face-to-face contact with the Mental 
Health Service. 
 
However information obtained via the initial referral and subsequent screening e.g. 
telephone contact with the referrer, will contribute to the assessment process. 
 
One member of staff will usually undertake the CPA assessment. However where 
appropriate and/or practical, joint assessment involving both mental health staff and 
other specialists/services is desirable. 
 
The assessment will aim to provide detailed information about all the needs of the patient 
from the perspectives of the patient, carer/family and assessor (clearly differentiating 
between these if and where they differ). 
 
Needs assessment implies a focus on the person’s needs, rather than the services 
available. It is a continuous process based on the identification of strengths and 
vulnerabilities. 
 
Each person who is referred and accepted in to the Mental Health Service will receive an 
assessment of their needs carried out by a Registered Health or Social Care Professional. 
Assessments must ensure that the strengths and potential for recovery of the patient are 
identified.  
 
 
8. CARE PLANNING 
 
Every patient will have a written care plan, which they have been involved in developing. This 
will be based on an assessment of need, risk, and strengths which identifies specific 
interventions, how and when these will be carried out, and by whom. 
 
The care plan will identify the Care Co-ordinator or Lead Professional and all people involved 
in the care of the patient. This should include the actions for which the patient will take 
responsibility. 
 
Alternative views in the care plan should be clearly recorded and all those involved in the care 
of the patient should be offered a copy of the care plan. If the patient declines a copy of the 
care plan, this must be documented on RiO. For any patient who does not receive a copy of 
their care plan, a rationale will be documented in RiO.    
 
For patients subject to Section 115 of the Mental Health Act 1998 this should be documented 
as part of the Care Plan. 
 

9. REVIEW 
 
Review is a structured and flexible process as well as a planned periodic event. The standard 
is that all care plans will be formally reviewed at least every six months and this will involve 
the patient and when appropriate, the carer. For patients who disengaged from the service 
and are considered suitable for discharge this should be documented as a formal review. 
 
For patients subject to Section 115 this will be reviewed a minimum of six monthly. 
 
The only exception to this is patients of the Memory Clinic identified as experiencing Mild   
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Cognitive Impairment (MCI) and who are therefore open to the Older Persons Mental Health   
Service – the care for these patients must be reviewed at least every twelve months. 
 

10. RISK ASSESSMENTS AND MANAGEMENT 
 
Please refer to the Mental Health Service “Risk Management Policy”. 
 
All patients will have an individual assessment of risk, resulting in a risk management  
plan. 
 

11. TRANSITION POINTS IN CARE 
 
Transition of care can interfere with continuity of care and services.  They are vulnerable 
points where things can go wrong, sometimes with negative consequences for the patient. 
These transitions sometimes happen with very little warning to those involved and require a 
speedy response to ensure that the required information is communicated to those who need 
to know. 
 
On other occasions transitions are carefully planned over time, for example discharge from a 
secure hospital will usually involve detailed planning and preparation of services long before 
the actual date of discharge. 
 
The care planning processes should provide the supporting framework and evidence for 
decisions relating to any kind of transition and it is important that the receiving team feel 
they have sufficient background information to aid their own assessment and care planning 
process. 
 
Types of transition points 
 

• Admission to, or discharge from, hospital or similar residential establishment 
• Move to a different geographical location 
• Containment in, or release from, the criminal justice system (could be remote from 

home) 
• As a result of the Mental Health Act, including Supervised Discharge 
• Transition from Child and Adolescent Mental Health Services (CAMHS) to Adult 

Services 
• Transition from Adult services to Older People services 
• Discontinuation of CPA processes following review 
• Transfer of care co-ordinator within the same team 
• Transition  of mental health team (specialism) 
• Admission/discharge general hospital 
• Referral to/from independent sector 

 
As admission to In-patient services is one of the more common transition points, special 
consideration is given to that below. 
 
 
In-patient/Community Interface 
 
An admission to a Mental Health Service in-patient facility for patients already known to the 
Service must not be seen as the end of one episode of care and the beginning of another. 
Admission to in-patient services is a change in the location of the delivery of care. Care Co-
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ordinator responsibility remains with the allocated community professional during the in- 
patient episode. 
 
The Care Co-ordinator retains their responsibilities for maintaining contact with the patient 
and carer, maintaining communication with the others in the community involved in the 
care, treatment and support of the Patient including non-statutory organisations. Also, in 
conjunction with in-patient staff, reassessing the Patient’s needs and risk situation prior to 
discharge from the in-patient unit. 
 
Patients admitted to in-patient services will always be placed on Care Programme Approach, 
even if previously on Standard Care, which may be reviewed and revised as part of the 
discharge planning processes and 5 day follow-up. 
 
To ensure continuity of care planning arrangements, in-patient services will utilise the RiO 
CPA Care Plan and Risk Management Plan. 
 
Those children admitted to Nobles Hospital through the ‘Management of the Acutely 
Disturbed Child Pathway’ for psychiatric treatment will automatically be subject to Care 
Programme Approach. 
 
Good communication and robust working arrangements between hospital and community 
services is fundamental to the effective operation of CPA. 
 
Patients admitted to the in-patient facilities or in receipt of care and treatment by Crisis 
Response and Home Treatment Team, are amongst the most vulnerable in the Mental 
Health Service. For this reason it is imperative that they are prioritised for community 
support at an early stage of their in-patient admission. Allocation to a community 
professional will therefore occur within 10 working days of referral, where indications are 
that such support may be needed. This will allow a Care Coordinator opportunity to build a 
relationship with the patient in preparation for the continuing support following discharge. 
 
It is important that prior to planned discharge a full community CPA/RiO Care Plan and Risk 
Management Plan are in place. 
 
Wherever possible therefore, a formal CPA Review will occur at the point of discharge from 
in-patient services. This will ensure involvement of the professional who will assume 
responsibility on the patient’s return to the community, as well as the availability of the 
community RiO/CPA Care Plan and Risk Management Plan for the patient and carer (where 
appropriate). 
 
In situations of unplanned discharge the ‘Discharge against Professional Advice’ pathway must 
be followed and a community CPA/RiO Care Plan and Risk Management Plan developed at the 
earliest opportunity, but not later than 5 days after discharge. 
 
In circumstances where it has not yet been possible for a community Care Coordinator to 
be allocated, the Crisis Response Home Treatment Team (CRHTT) will have responsibility 
for the CPA/RiO Care Plan and Risk Management Plan until transfer of care has been 
accepted. 
 
In instances where a patient is being discharged from in-patient services and the 
community Care Co-ordinator is on leave, the community team will arrange an alternative 
professional to cover until the allocated Care Co-ordinator is able to resume the role. 
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Discharge 
 
Discharge planning should begin at the point of admission.  In planning discharge full 
consideration should be given to how best to facilitate a supportive move back into the 
community. This will involve close liaison with Carers and other providers of services involved 
in the Care Plan. 
 
Carers and other providers of services should be kept fully aware of discharge dates and 
discharge planning arrangements and will be invited to the Discharge Planning Meeting. 
Discharge planning should always include assessment of potential risk factors. Risk 
management plans on discharge must include clear crisis and contingency planning. 
 
All patients will remain subject to the Care Programme Approach until their 5 day follow-up 
contact as a minimum, when a decision can be made as to continuing level of support (i.e. 
Care Programme Approach or Standard Care). 
 
Care Plans on Discharge 
 
Patients discharged from an inpatient facility should have a clear RiO/CPA Care Plan and a 
Crisis and Contingency Plan. A copy of this plan should be provided to them on the day of 
discharge. At the time of discharge patients should have a pre- arranged follow-up 
appointment with the Care Co-ordinator within 5 days of discharge. 
 
A copy of the Care Plan on discharge must be sent to the GP and other relevant parties 
within 5 working days.  
 
All patients discharged will have a written copy of their RiO/CPA Care Plan and Risk 
Management Plan detailing any care to be provided, crisis and contingency arrangements, 
and arrangements for face-to-face follow-up by a health professional. 
 
If for any reason the patient has not been able to receive a copy of the Care Plan on 
discharge, a copy should be sent to their home or postal address within 48 hours of 
discharge. 
 
Where possible, this should also be shared with their carer. 
 
 
12. TRANSFER OF OFF ISLAND TREATMENT 
 
This section should be read in conjunction with the Mental Health Service ‘Out of Area 
Treatments (OATS) Policy’ (central MHS) and DAT OATs Policy. 
 
 
13. LOSS OF CONTACT OR DISENGAGMENT FROM SERVICES 
 
This section should be read in conjunction with the Mental Health Service “Patients who Do Not 
Attend Appointments (DNA)” statements within their operational policies 

14. DISCHARGE FROM CPA OR STANDARD CARE 
 
Patients discharged from either CPA or standard care will be subject to formal review. For 
patients on CPA it may be advantageous to transfer to standard care for a brief period of 
monitoring. 
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Mental Health Act Section 115 
 
Those patients subject to MH Act section 115 aftercare must not be discharged from Mental 
Health Service care, unless “the Department is satisfied that the person concerned is no 
longer in need of such services.”  

In this instance the ending of section 115 must be recorded in RiO, following a review by the 
Responsible Medical Officer (RMO) along with the rationale for that decision. 
 

15. MONITORING AND AUDIT OF CPS 
 
Key Standards 

 
• A Needs Assessment must be completed for all patients accepted by the Service. 

 
• A Care Plan must be completed for all patients accepted by the Service 

 
• A Risk Assessment and Risk Management Plan must be completed for all patients 

accepted by the Service 
 

• A Crisis and Contingency plan must be completed for all patients subject to CPA  
 

• The Care Plan should identify the Care Co-ordinator or Lead Professional and all 
people involved in the care of the patient. This should include the actions for which the 
patient will take responsibility 
 

• A copy of the Care Plan should be offered to both the patient and all those involved in 
the care of the patient. If the patient declines a copy of the care plan, this must be 
documented on RiO. For any patient who does not receive a copy of their care plan, a 
rationale will be documented in RiO.    
 

• All patients discharged from the inpatient area must be offered a copy of their Care 
Plan, Risk Management Plan and Crisis and Contingency Plans at point of discharge. 
 

• If for any reason the patient has not been able to receive a copy of the Care Plan, 
Risk Management Plan and Crisis and Contingency plans at point of discharge, a copy 
should be sent to their home or postal address within 48 hours of discharge. 
 

• A copy of the Care Plan on discharge must be sent to the GP and other relevant parties 
within 5 working days. 
 

• Where the ‘Letter to GP as Mental Health Care Plan’ format is used, the evidence of 
needs and risk assessment must be clearly documented 
 

• All patients will have their care reviewed on a minimum of a six monthly basis.  
 

• All patients must be involved in the assessment, care planning and review process.  
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• All patients will be encouraged to include any carer / relative / representative / friend 
they choose in the assessment, care planning and review process. 
 

• All patients will be screened at assessment and review to identify informal carers who 
provide regular and substantive care. 
 

• Following assessment all patients must have a recorded level of care – Standard Care or 
Care Programme Approach. 
 

• All patients will have a named Care Co-ordinator or Lead Professional. 
 

• For those patients in receipt of inpatient treatment or care provided by the CRHTT 
allocation to a community professional will occur within 10 working days of referral.  

 

17. PROCESS FOR MONITORING COMPLIANCE 
 
See Appendix 2 for audit tool used to measure Key Standards. 
 
 18.      IMPLEMENTATION  
 

 
 
18.1 TRAINING NEEDS 

 

Policy Name Care Planning Standards Policy 

What Training Needs are identified? CPS Awareness  

How many staff will require this? All clinical and administration staff 

Who will deliver this? CPS Champion 

How will this be delivered? CPS Workshops (CPD) 

When will this be delivered? On Induction and 3 yearly refresher 

Is there a cost? Time and Motion 
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Frequency of updates? 3 yearly 

Mandatory?  (for whom) YES 



 
 

 

 

Appendix 1 



 
 

 

Care Planning Standards Audit Tool 

 

 

 

Patient's RIO Number: 

 

 

  

 

Patients Initials: 

 

  

 

Gender: 

 

  

 

CPS Level: 

  



 
 

 

Section A – CPS STATUS 

 

 

 

Standard 
Met? 

Y/N/NA 

 

Please document action required 

 

 

1 

 

 

 

Is the level of care recorded i.e Standard Care or 
Care Programme Approach 

 

 

  

 

 

2 

 

 

Is there a named Lead Professional or  

Care Co-ordinator 

 

  

 

Section B - NEEDS ASSESSMENT ( Current assessment) 

 

 

Standard 
Met? 

Y/N/NA 

 

Please document action required 



 
 

 

 

3 

 

Is there documented needs assessment appropriate 
to the Patient's stage in the pathway e.g. Triage, 

Initial contact, CPA, Doctors Letter 

 

    

 

4 

 

Does the assessment include relevant Biological, 
Psychological and Social factors 

(Refer to Section 7 of the CPS Policy). 

    

 

5 

 

Does the assessment incorporate the patient's views 

    

 

6 

 

Is there evidence of family and /or carer 
involvement in assessment process 

    

 

7 

 

Is  there clear formulation / summary of assessment 
considering the patient’s strengths, skills and 

    



 
 

existing coping strategies 

 

 

8 

 

Is there a clear plan  / outcome from the assessment 

    

 

9 

 

Has the plan been shared with the service user and 
appropriate others ( i.e. GP, Carer) 

 

 

    

 

 

Section C  -CURRENT RISK ASSESSMENT AND RISK 
MANAGEMENT PLAN 

 

 

Standard 
Met? 

Y/N/NA 

 

Please document action required 

 

10 

 

Is there a comprehensive risk assessment 
appropriate to the patient's stage in the pathway 

    



 
 

e.g. Triage, Initial contact, CPA, Doctors Letter 

 

11 

 

Is there documented evidence that the current risk 
management plan has been completed in response 

to the change in risk? 

  

 

12 

 

Does the risk assessment incorporating the patients 
views 

    

 

13 

 

Is there evidence of family and /or carer 
involvement in the risk assessment process. 

    

 

14 

 

Is there a clear plan  / outcome from the assessment 

    

 

15 

 

Has the plan been shared with the service user and 
appropriate others 

    



 
 

 

16 

 

Is there a risk management plan informed by the 
risk assessment 

    

 

16 

 

Is there evidence that the risk assessment and or 
risk management plan has been shared with the 

Service User? 

    

 

17 

 

Is there documented evidence that the risk 
management plan has been shared with appropriate 

others? 

    

 

18 

 

Has the risk assessment been updated appropriately 
e.g. due to changes/incidents or at least on a 6 

monthly basis 

    

 

19 

 

Is there evidence of appropriate use of the Risk 
Incidents function 

    

   



 
 

 

Section D - CARE PLANNING 

 

 

 

 

Standard 
Met? 

Y/N/NA 

 

Please document action required 

 

20 

 

Is there a documented care plan 

 

(Letter to GP must format must include evidence of 
needs and risk assessment) 

 

    

 

21 

 

Does the care plan address needs identified at 
assessment and or subsequent reviews. 

    

 

22 

 

Does the care plan show  clear description of 
problem/needs 

    



 
 

 

23 

 

Does the care plan include Intervention type 

    

 

24 

 

Does the care plan clearly show a description of 
Interventions/Actions/Frequency/Responsibility 

    

 

25 

 

Does the care plan clearly show anticipated outcome 
and service user's view 

    

 

26 

 

Is there evidence of  family and/or carer 
involvement in the development of the care plan 

    

 

27 

 

Is there evidence that the service user has been 
offered a copy of the care plan? (see distribution list) 

    

 

28 

 

Is there evidence that all those involved in the care 
of the patient have received a copy of the plan 

    



 
 

 

30 

 

Is there evidenced that planned interventions 
have/are being carried out 

    

 

31 

 

Is there a complete crisis and contingency plan 

    

 

32 

 

Is there evidence that all those involved in the care 
of the patient have received a copy of the crisis and 

contingency plan 

  

 

33 

 

For patients discharged from the inpatient area a 
copy of the care plan and crisis and contingency plan 

were sent to the GP within 5 days of discharge. 

 

 

 

 

 

 

 

 

Section E - REVIEW 

  

Standard 
Met? 

Y/N/NA 

 

Please document action required 



 
 

 

 

 

 

34 

 

Is there evidence that care has been reviewed on a 
minimum of a 6 monthly basis 

    

 

35 

 

Is there evidence that the service user has been 
involved in the review? 

    

 

36 

 

Is there evidence of family and/or carer involvement 
in the review 

    

 

Date Audit Completed: 

 

  

 

Lead Professional /Care Co-ordinator 

 

  



 
 

 

Name of Person Completing the Audit: 

 

  

 

Signature: 

 

 

 

 

 

 

 

SUMMARY OF ACTIONS REQUIRED 

 

 

BY WHOM 

 

BY WHEN 
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