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Responsibilities of the Care Co-ordinator or 
lead professional

The Care Co-ordinator or lead professional must:

1.1. Ensure that a systematic assessment of the person’s health and social needs is carried out initially, and again when needed (including an assessment of risk and any specialist assessments)

1.2. Be familiar with past and current records about the service user, both paper and electronic

1.3. Ensure that the person is fully involved and has choice, and assist them to identify their goals

1.4. Give appropriate information, including Trust handbooks

1.5. With the service user, consider their need for advocacy, make them aware of any advocacy or self-advocacy schemes, and that they can have a relative, friend or advocate involved at all stages

1.6. Ensure that Direct Payments are offered to all those eligible for them

1.7. Ensure that a care plan is produced and sent to all concerned, including the service user and G.P. For lead professionals, this will be in a letter 
1.8. Ensure that crisis and contingency plans are formulated, updated and circulated as part of the care plan. For those who don’t need CPA, this may be a contact card.
1.9. Identify any informal carers providing support, ensure their needs are assessed if necessary, and review this at least annually. (see the Carers Assessment policy for more information)

1.10. Ensure that carers and other agencies are involved and consulted where appropriate

1.11. Ensure that the person understands the Care Co-ordinator or lead professional role, knows how to contact them, and whom to contact in their absence

1.12. Ensure that the person is registered with a G.P. and that s/he is involved and informed as necessary

1.13. Maintain regular contact with the service user and monitor their progress, whether at home or in hospital. This will normally be through face to face contacts. Where it is difficult to engage the service user in this way, a risk assessment should be undertaken and the use of other strategies considered, including assertive outreach, joint appointments or visits, or transfer of the role to someone who is able to engage directly. Telephone contact alone should never be more than a temporary approach.
1.14. Advise any other members of the care team of changes in circumstances which might require review or modification of the care plan

1.15. Organise and ensure that reviews of care take place at least every year. For lead professionals this will be part of a regular meeting/appointment.
The Care Co-ordinator is also responsible for:

1.16. Explaining to the service user, relatives, and informal carers what the CPA process is
1.17. Co-ordinate the formulation and updating of the care plan/support plan, ensuring that all those involved understand their responsibilities and agree to them 

1.18. When organising a review, making sure that all those involved in the service user’s care are told about them, consulted, and informed of any outcomes.

1.19. Identifying unmet need and communicating any unresolved issues to the appropriate managers, through the appropriate systems

1.20. Ensuring that Care Management and Single Assessment Process requirements are met where necessary

1.21. Arrange for someone to deputise if absent, and pass on the Care Co-ordinator role effectively to someone else if no longer able to fulfil it

1.22. There may be additional responsibilities in specific circumstances, such as if the person is: entitled to aftercare under s.117 of the Mental Health Act 1983 (see s.117 policy); in prison.

Source: CPA Procedures 2009 and recommendations
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