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Policy Definition
A policy is a high level overall guide, which sets the boundaries within which 
action will take place, and should reflect the philosophy of the organisation or 
department. 

It provides a prescribed plan for staff to follow, which should not be deviated 
from.
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1. Purpose

The purpose of this policy is to ensure that after-care arrangements 
under Section 117 of the Mental Health Act 1983 (the ACT) are in 
place and are implemented consistently and effectively across Cwm 
Taf University Health Board and in conjunction with Rhondda Cynon 
Taf and Merthyr Tydfil Local Authorities.  

2. Policy Statement

What is After-care?
The Mental Health Act Code of Practice (1983 revised 2016) stipulates 
that “after-care services means services which have the purpose of 
meeting a need ‘arising from, or related, the patients mental 
disorder, and which reduce the risk of a deterioration of the patients 
mental condition (and accordingly, reduce the risk of the patient 
requiring admission to Hospital again for treatment for mental 
disorder). 

What constitutes After-care Services?
After-care services may encompass healthcare, social care and 
employment services, supported accommodation, and services to 
meet the patient’s wider social, cultural and spiritual needs.  After-
care services are aimed at meeting the need that arises ‘directly from, 
or related to the patients mental disorder; and help reduce the risk of 
deterioration in the patients mental condition. All services should be 
‘the least restrictive option’.  

Section 117 applies when a patient ceases to be detained and leaves 
hospital (this includes periods of section 17 leave or subject to a 
Community Treatment Order). It applies and will continue until the 
Health Board and Local Authority are satisfied that the person 
concerned is no longer in need of after-care services. If a patient is 
discharged from the Community Treatment Order (CTO), it does not 
mean that they are discharged from after-care services. 

Who is responsible for Section 117 After-care arrangements?
This is a joint responsibility between CTUHB and the relevant Local 
Authority. This responsibility includes maintaining an accurate record 
of patients for whom they commission after-care services for. This will 
include the type of after-care provided. 
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When does after-care commence?
After-care begins when a patient leaves hospital, however, the 
planning of after-care should commence during the admission and be 
in place prior to discharge or release from prison.   

3. Principles

This Policy provides the framework for effective multi-disciplinary 
team working in the assessment, planning, implementation and 
review of aftercare arrangements for such patients. CTUHB and the 
relevant local authority will take ‘reasonable steps’ to consult with the 
patient/family or carer to identify appropriate after-care services. 

The planning of aftercare will commence once the patient has been 
placed upon section within Hospital. Mental Health Tribunals (MHRT) 
and Hospital Managers will expect to see information on after-care 
arrangements as part of the Professionals reports submitted.
The philosophy for implementation is embodied within the Mental 
Health (Wales) Measure – Care and Treatment Planning (CTP) of 
which the key elements are: -

 Systematic arrangements for assessing people’s health 
and social care needs.

 The formulation of a care plan to address the needs
 The appointment of a Care Coordinator to keep in close 

contact with the patient to monitor implementation of the 
planned care

 Regular reviews, including changes to care planned as 
and when appropriate

 Advice and support from Independent Mental Health 
Advocacy 

4. Scope
 
This Policy relates to all patients under Section 46 of the NHS 
(specific sections under the Mental Health Act) within Cwm Taf 
University Health Board, RCT and Merthyr Tydfil Local Authority. 

5. Legislative and NHS Requirements

Section 117 services are community aftercare services under Section 
46 of the National Health Service and The Code of Practice to Parts 2 
and 3 of the Mental Health (Wales) Measure 2010. It is the duty of 
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Statutory Organisations, in conjunction with voluntary agencies to 
provide after-care services for any person subject to detention under 
the following Sections of the Mental Health Act 1983:-

 Section 3
 Section 37
 Section 45A hospital direction
 Section 47
 Section 48

6. Section 117 Policy interface with continuing 
Health Care 

Where a patient is eligible for services under Section 117, these should 
be provided under Section 117 arrangements and not under NHS 
continuing healthcare. However, this does not prevent either party 
funding the whole package, when taking into account their health or 
social care needs.  
Only needs that are not specific 117 aftercare needs should be 
considered for NHS continuing healthcare, for example, physical health 
needs that may constitute a primary health need. It is preferable that 
there are separate budgets for funding Section 117 and NHS 
continuing healthcare. Where there is funding from the same budget 
they should be ‘distinct and separate entitlements’. 

All those subject to section 117 are considered to be in receipt of 
secondary mental health services as defined under the Mental Health 
(Wales) Measure 2010 (the Measure) and will therefore have a Care 
Co-ordinator and an outcome focussed prescribed Care and 
Treatment Plan (CTP) that is reviewed at least yearly. Detailed 
guidance regarding Care and Treatment planning is given in the Code 
of Practice to Parts 2 and 3 of the Measure. 

There are no powers to charge for services provided under section 
117 of the 1983 Act, regardless of whether those services are 
provided by the NHS or local authorities. Accordingly, the question of 
whether services should be ‘free’ NHS services rather than potentially 
charged-for services does not arise. It is not appropriate to assess 
eligibility for CHC if all the services in question are to be provided as 
after-care under section 117 

However, an individual in receipt of after-care services under section 
117 may also have additional needs which are not related to their 
mental disorder. For example an individual may be receiving services 
under section 117 and develop separate physical needs e.g. following 
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a stroke, which may then trigger the need to consider NHS continuing 
healthcare. 

In such cases the general approach set out in this Framework of 
considering the totality of need in assessing eligibility for CHC still 
applies. The individual may as result, have the services required to 
meet their total care needs funded by the NHS, but this does not 
necessarily remove the joint duty under section 117. The section 117 
joint duty remains unless a joint assessment and agreement by both 
the LA and the LHB determines that those arrangements are no 
longer needed. 

Where an individual in receipt of section 117 services develops 
physical care needs resulting in a rapidly deteriorating condition 
which may be entering a terminal phase (or a catastrophic health 
event which clearly requires CHC), consideration should be given to 
the use of the Fast Track Pathway Tool. 

Where an individual is to be discharged from section 117, eligibility 
for CHC or funded nursing care will need to be considered where the 
transition assessment and plan indicate that these may be required. 
Information should be provided to the individual or their 
representative in regards to the effect that discharge from section 
117 arrangements may have on their finances and/or welfare 
benefits. 

A ‘joint section 117’ commissioning group (CTUHB/RCT/MT) has 
been developed in order to implement this process. It is expected that 
specific health and social care needs will be identified by using the 
‘Section 117 application’ process (see APPENDIX E) that incorporates 
assessment of need identified via individual professional assessments 
and CTP documentation. This information will be presented by the 
relevant clinical team/care coordinator to the commissioning group for 
consideration.  

NB: It is envisaged that the paperwork supporting the Section 
117 application will be the appropriate CTP assessment/care 
plan and risk assessment in the near future. 

All Section 117 applications will need to be agreed by the Senior Nurse 
and LA Team Manager, and must be processed via:-

 the relevant Local Authority  accommodation panel (by the 
social worker involved) and 

 the CTUHB supported accommodation panel (by the CPN/Health 
representative) 

This will need to have been processed prior to presentation at the 
Joint Section 117 commissioning Panel. 
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Jointly Agreed protocols will be in place to support all avenues of 117 
aftercare packages. There should be no exemption of category of care 
provision and the focus should be on the individual’s identified need.

When the Practitioner presents their request to the relevant health or 
local authority panel, a discussion should take place with regards to 
the individual’s identified needs and a decision made whether to 
progress this to the joint 117 panel.  If at any stage in this process 
there is disagreement between health and local authority 
practitioners, this should automatically be escalated to the joint 117 
panel for discussion and resolution.  

The Section 117 Joint Commissioning panel will meet on a monthly 
basis (see Appendix F for terms of reference). The commissioning 
panel will agree the joint funding split and set the criteria for 
monitoring and feedback. If the panel is unable to agree on a decision 
this will be escalated via the necessary board agreement.  

The Section 117 panel will also facilitate discussion in view to 
placements that exceed the ‘agreed residential rate’ and ‘Funded 
nursing care rate’ in order to jointly agree a decision based upon the 
individual’s needs.  

         
7. Procedure

The key stages in the Section 117 aftercare process:- 

(i) Initial Meeting (First meeting after application of 
Section) or Following re-admission to Hospital for 
patient subject to CTO.  

This is the first CTP/Section 117 review meeting held following 
application of section or readmission to hospital 
The purpose of the initial meeting is to: -
-Develop an agreed care plan 
-To ensure a plan for continuous review and amend care plan 
throughout admission
-Establish an agreed care plan for discharge describing 
aftercare arrangements

 Coordination of Meeting 
The Ward Manager (or deputy) will organise the ‘initial meeting’, if 
the person is not known to Mental Health Services. This will be 
supported by the Mental Health Act administrators. 
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If the patient already has an identified Care Coordinator, then this 
care coordinator will coordinate and arrange for all relevant staff 
involved in the patients care to attend. This will include family/ 
carers/ others involved in supporting the patient whilst in the 
community setting.  

This meeting must be held within two – four weeks of the Section 
application. 

Whilst the patient is in Hospital the most appropriate time and place 
to hold the 117 meeting will be within the designated Responsible 
Clinician’s regular Multi-disciplinary meeting slot. All relevant CTP 
documentation will be available prior to this meeting.  

Prior to the initial meeting the Ward Manager (or deputy)/ Care
coordinator will liaise with and invite all relevant staff/family/support
organisations required to attend the meeting.

The minimum professional staff attendance at the initial 
meeting must be:
-Patient and/or Independent Mental Health Advocate (when 
nominated by patient)
-The Responsible Clinician (or nominated deputy)
-Social Worker 
-Named Nurse or deputy 
-Care Coordinator (if allocated) 

The following can be invited to attend the meetings as appropriate;
-Patient’s General Practitioner (always invited)
-Best Interest Assessor (if lacks mental capacity)
-The patients identified or named carer/ and/or advocate (consent of 
patient required)
 -Any other person involved in the patient’s care who the Care Co-
ordinator feels should contribute to the meeting

If the patient’s current condition prevents their attendance at the 
meeting it should still go ahead, however care should be taken to 
ensure the patient’s views are represented at the meeting by their 
nominated advocate.

In the case of no previous social worker involvement, an invite will be 
sent to the team manager of the relevant social work team. The Local 
Authority will need the minimum of 7 days’ notice to attend.
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 Format of the Meeting

The most appropriate person will chair the meeting which will be 
agreed prior to the meeting taking place i.e. Care 
Coordinator/Responsible Clinician. The Chair will be responsible for 
explaining the purpose and aims of the meeting, and will facilitate the 
meeting accordingly. 

During the meeting a Care Coordinator will be nominated (if not 
already nominated) taking into account their suitability for 
coordinating the future agreed care plan.  Once this has been 
established the main points of the care- plan will be agreed and 
recorded on the CTP/Section 117 review form (see Appendix A).

During the meeting the named nurse/care coordinator will:
-Provide a written copy of the current care plan to be reviewed
-Discuss progress/amendments as appropriate
-Ensure that the CTP /Section 117 review form is completed 
accurately  
-Amend care plan/risk assessment accordingly
-Set a review date for the next meeting –expected to be every 3-6 
months and prior to discharge. 
-Copies of the CTP review and care plan will be made available or 
forwarded to all agreed parties (including the GP).  

(ii) Aftercare Review (following discharge from 
Hospital)

Once the patient has been discharged into the Community it is the 
responsibility of the Care Co-ordinator to ensure that regular planned 
reviews takes place. (Appendix A). 

Monitoring arrangements will be agreed and put into place by the 
relevant Team Manager/Leader to ensure adherence to this. 

The nominated Team Administrator is responsible for updating and 
maintaining a database for all patients subject to Section 117 
aftercare. The Team Administrator will also be responsible for 
notifying the Care Coordinator when Section 117 meetings are 
required to be scheduled (minimum of 1 every year).  

It is recommended that CTP review meetings should take place at the 
following intervals:-
-within three months of discharge from Hospital
-then at least every 6 months after. 
-if stable reviews can be held at a minimum of yearly intervals 
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However, a Care Coordinator or deputy/named nurse should arrange 
meetings at more regular intervals should the following arise:-

 patient’s needs have changed or current services no 
longer available

 deterioration in mental health

 patient disengages with care plan

 prior to any transfer of care (i.e. out of area/ team 
transfer/change in Responsible Clinician/Care Coordinator 
etc).

The minimum attendance at ongoing reviews must be:

-Patient and family/carers/ Independent Mental Health Advocate (if 
nominated by patient). 
-Care Coordinator
-Responsible Clinician should attend a minimal of annual CTP review 
meetings
-All professionals actively involved in the care plan

 The following will be invited to attend the meetings as appropriate
-Patient’s General Practitioner (always invited)
-Any other person whom the service user or Care Co-ordinator feels 
could contribute to the meeting. 

The format of the meeting will be the same as for the initial meeting 
described beforehand. Details of the meeting, including any revision 
to the care plan, and any identified unmet need will be recorded upon 
a CTP review form (Appendix A). This form will be made available or 
circulated to all persons involved in the overall care plan, in addition 
to the patient’s GP. A date and time must be set for the next planned 
review at this meeting.

(iii) Termination of Aftercare

Patients’ subject to Section 117 aftercare arrangements have a right 
to receive services free of charge following discharge from Hospital. 
Aftercare should therefore only be terminated when the person no 
longer requires significant input and will be part of their recovery 
process. This decision must be taken collaboratively within the wider 
care team, but must include representatives from the Local Authority 
and Health Board. This decision would have been discussed and 
agreed with the wider MDT and Senior Managers (Health & Local 
Authority) within the relevant locality setting. The decision should take 
into account the views of the patient, their family and carers. 



9

A patient should not be discharged from Section 117 purely because 
they have been discharged off a CTO, or an arbitrary time period has 
lapsed. 

If it is felt that a person no longer requires aftercare then Completion 
of the Termination or aftercare Form (Form C in appendix C) must be 
completed at the point of discharge; this is usually coordinated under 
the remit of a Section 117 review meeting organised to formally 
terminate aftercare. It should be completed by an agreed 
representative from the health board and an agreed representative 
from the Local Authority (all decisions to discharge should be made 
jointly between health and social services). 

The completed form should then be given to both the Team Leader for 
admin (within specific locality) and a copy sent to the Mental Health 
Act Administrator. This is necessary in order to keep Section 117 
register updated. A copy will also be stored in the patients’ case notes 
and Mental Health Act folder.  

(iv) Transfer of care

 Patient moving out of Area

A Section 117 meeting should be held prior to the move to or from 
another area.  The care cannot be transferred until an agreement has 
been reached by both the referring team and the locality team being 
referred to. The responsible care co-ordinator will have needed to 
begin negotiations with the relevant NHS Health Board/Trust and 
Local Authority to which the patient is moving and set up the initial 
meeting to discuss the referral. It is good practice that both 
teams work together until the formal handover and transfer of 
care has been agreed. 

Local Authority 117 responsibility will usually remain with the Local 
Authority team where the patient lived (when the section was 
applied).This will include any financial responsibilities for aftercare 
arrangements.

(v) Disengagement

A patient may refuse aftercare services, but unwillingness to accept 
services does not mean the patient does not need them. It does not 
relieve the statutory agencies of their responsibility to offer aftercare 
services. If a client refuses aftercare an urgent review meeting will be 
arranged to determine future action. The Clinical Team must meet 
regularly to review the engagement process and the necessary 
actions to be undertaken in line with the care plan. The Care 
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Coordinator will be responsible for maintaining some form of contact 
with the patient, as agreed by the multi-disciplinary team. 

NB: Please see Cwm Taf Health Board ‘Disengagement policy’ 
for further details

(vi) Mental Health Tribunals and Managers Hearing (MHRT)

The Health Board and Local Authority will be expected to provide 
details to a MHRT or Hospital Managers about appropriate 
preparatory aftercare arrangements. This information will allow the 
MHRT/Hospital Managers to review what care provision is available 
upon discharge.  

8. Training Implications

Training will be provided across all service areas to ensure 
understanding in order to promote best practice. Managers will be 
responsible for ensuring that adequate training is provided 
particularly in line with responsibilities under the Mental Health Act. 

9. Review, Monitoring and Audit arrangements

Review - These guidelines will be reviewed regularly, at last every 12 
months.

Monitoring
- The Section 117 register will be maintained by the nominated 
Team Administrator (CMHT) in the Community setting. The Mental 
Health Act Administrator will notify the relevant Team Administrator 
upon discharge from Hospital.  

- The Section 117 process will be monitored for effectiveness by 
the Section 117 Steering Group and Mental Health Act Monitoring 
Group. 

- Minutes of meetings will be forwarded to responsible manager 
of service.

Audit

Implementation of these guidelines will be audited on a yearly basis 
as part of the Clinical Governance Forum.
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10. Managerial Responsibilities

It is the responsibility of all Managers and Heads of Department to 
ensure that this policy is understood and adhered to by all health and 
social care staff. Overall monitoring will be maintained by the Clinical 
Director.

The interface between the Continuing Healthcare and Section 117 
process will be agreed and developed between Cwm Taf Health Board 
and Relevant Local Authority.    

11. Retention or Archiving

This policy will be available via LHB SharePoint / intranet. The 
Directorate will retain all previous versions of this policy for future 
reference. This policy will be version controlled.

12. Non Conformance

Conformance with this policy will be monitored on a regular basis; 
non-conformance may be subject to an investigation.

13. Equality Impact Assessment Statement

This Policy has been subject to a full equality assessment and no 
impact has been identified.

14. References

- The Mental Health Act Code of Practice (1983)
- Mental Health (Wales) Measure 2010
- Continuing NHS Healthcare: The National Framework for 

Implementation in Wales (June 2014)
- Together for Mental Health - A Strategy for Mental Health and 

Wellbeing in Wales (Welsh Government February2013)
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Appendix A CTP REVIEW FORM
 

CWM TAF HB, RHONDDA CYNON TAF & MERTHYR TYDFIL LA
MHM CARE & TREATMENT PLANNING:      REVIEW 

CTO No CHC REVIEW No SECTION 117 MHA No
Date Click here to enter a date.

SWIFT # Hos # Consultant

First Names Surname

DOB Post Code

Address

Outcome Areas

Progress / Updates Against CTP Goals
Document what has gone well / what hasn’t.  Document all 

views / updates from all those involved in the Care plan 
including the Service User, family & Carer

Have you 
met your 

goals?

Accommodation, including 
housing

Partial

Education & Training N/A

Finance and money N/A

Medical treatment and other 
forms of treatment, 

including psychological 
interventions

N/A

Parenting or caring 
relationships

N/A

Personal care and physical 
well-being

N/A

Social (including leisure), 
cultural and spiritual

N/A

Work and occupation
N/A

Other areas N/A
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Please state those who contributed to the review 
(Did they attend the meeting, provide written information or verbal report / updates)

Name Designation Attendance Sent Report

Invited & Attended Choose an 
item.

Invited & Attended Choose an 
item.

Invited & Attended Choose an 
item.

Invited & Attended Choose an 
item.

Invited & Attended Choose an 
item.

Invited & Attended Choose an 
item.

 

Discharge / Transfer Plan (if applicable): what happens next for me / how I will manage following my 
discharge / crisis triggers & how to re-access secondary services (MHM Part 3 information)

Anticipated date of Discharge / Transfer:                            Actual Date of Discharge / Transfer:

Name of Team/Care Co-ordinator you are Discharging / Transferring to:

Care Coordinators views / summary & updated formulation

Review & Update of Assessments:

Carers Assessment Direct Payments
Carer exists? Choose an 

item.
Direct Payments offered but declined

If yes, is person a carer under the act Choose an 
item.

Carers assessment offered and accepted
Carer involved in CTP Planning Choose an 

item.

CTP Assessment reviewed and current        Choose an item.
Risk Assessment reviewed and current                       Choose an item.
Does the service user still agree / not agree for their information 
to be shared

Choose an item.

Has the Consent to Share Form been signed by the service User                                     Choose an item.
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Date of Next CTP Review Click here to enter a date.

Signatures Date

Service User (may wish to 
sign)

Click here to enter a 
date.

Reason if unable/unwilling 
to sign

Carer/s (may wish to sign) Click here to enter a 
date.

Care Co-ordinator Click here to enter a 
date.

Manager Click here to enter a 
date.
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Appendix B - CTP CARE PLAN RECORD
CARE AND TREATMENT PLAN

Gall y cynllun hwn cael ei gwblhau yn y Gymraeg neu yn y Saesneg,
neu yn rhannol yn y Gymraeg ac yn rhannol yn Saesneg

This plan may be completed in either the Welsh or the English language,
or partly in Welsh and partly in English

Mental Health (Wales) Measure 2010 Section 18 – Care and Treatment Plan
This care and treatment plan has been prepared under 

section 18 of the Mental Health (Wales) Measure

This is the care and treatment plan of 
Name of relevant 
patient

patient’s 
swift 
number 

who lives at (full usual address)

Full usual 
address of 
relevant patient 

The care coordinator who has prepared this care and treatment plan is
Name of care 
coordinator 

who can be contacted at:
Telephone 
number, postal 
address and 
where 
appropriate e-
mail address of 
care coordinator

The care coordinator has been appointed by, and is acting on behalf of
Name of Local 
Health Board or 
Local Authority 
that appointed 
care coordinator

This plan was made on

and is to be reviewed no later than 

Date plan was made and 
date by which the plan 
must be reviewed

However, Name of relevant patient

his or her carer(s), or adult placement carer(s) may request a review of 
this care plan at any time 
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This part of the care and treatment plan records the outcomes which the provision of mental health services are designed to 
achieve, details of those services that are to be provided, and the actions that are to be taken with a view to achieving these 

outcomes.
The planned outcome(s) included in the following part of the plan must relate to one or more of the areas listed, 
and include an explanation of how each outcome relates to each area.  Outcomes also may be achieved in other 
areas, and are to take into account any risks identified in relation to the relevant patient.  This part of the plan 
should also set out details of the services that are to be provided or actions taken to achieve the planned 
outcomes, including when and by whom those services are to be provided or actions taken.

Outcomes to be 
achieved must be 
agreed in relation to 
at least one of the 
following areas

Outcome to be achieved What services are to be
provided or actions taken

When Who by

Accommodation 

Education and 
training 

Finance and 
money

Medical and 
other forms of 
treatment, 
including 
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psychological 
interventions

Parenting or 
caring 
responsibilities

Personal care 
and physical 
well-being

Social, cultural 
and spiritual

Work and 
occupation

Outcomes to be 
achieved may 
also be agreed 
in relation to 
other areas
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The following thoughts, feelings or behaviours may indicate that 
Name of relevant 

patient 
Is becoming more unwell and may require extra help from the care team
(these are sometimes called relapse signatures:

If Name of relevant 
patient

 feels that his or her 

mental health is deteriorating to the point where he or she requires extra help or support, the following actions ought to be taken (this is 
sometimes known as a crisis plan and must include the details of services to be contacted):
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Any language or communication requirements or wishes which 
Name of relevant 

patient 
has (including in relation to the use of the Welsh Language) ought to be recorded here:

The views of Name of relevant 
patient 

on this care and treatment plan, the mental health services that are to be provided, and any future arrangements 
that ought to be considered are:

Record any views that the 
relevant patient wishes to be 
included (including past and 
present wishes and feelings 
about the matters covered 
by the plan) and include any 
statements about any future 
arrangements which may 
apply.  If the patient does not 
have any views or 
statements on these matters, 
or the patient’s views cannot 
be ascertained, this ought to 
be recorded also. 

This care and treatment plan has:

* been agreed with Name of relevant patient 
and is recorded in accordance with section 18(2) of the Mental Health (Wales) Measure 2010

* not been agreed with Name of relevant patient 

* delete as applicable (one, 
but not more than one 
statement must apply)

but the outcomes have been determined by the mental health service provider(s) and are recorded in 
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accordance with section 18(6) of the Mental Health (Wales) Measure 2010.

So far as it is reasonably practicable to do so, the following mental health service provider(s) must ensure that 
the mental health services set out in this care and treatment plan are provided

Enter the name of the Local 
Health Board and/ or the 
Local Authority who are 
responsible for providing 
secondary mental health 
services to the relevant 
patient 

Signed: Relevant patient The relevant patient may 
sign the care and treatment 
plan if they wish 

Signed: Care Coordinator The care coordinator must 
sign this care and treatment 
plan

Date: Enter the date the care and 
treatment plan is made.
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Appendix C

Cwm Taf University Health Board
Social Services Department Merthyr Tydfil CBC
Social Services Department RCT CBC (Cynon Valley)

FORM C
TERMINATION OF AFTERCARE

Client’s Name ………………………………………………………………………..

Home Address ……………………………………………………………………….

Key Worker ………………………………………………………………………….

Aftercare requirements are terminated because:
(Tick the relevant box and complete details)

1. Formal Aftercare no longer required   or
Date discussed and agreed with patient …………………………………………….
Reasons for cessation of requirement ………………………………………………………………………………………………………………………………………

Signature ……………………………………. Designation ……………………….
(Representative of Health Authority)

Signature ……………………………………. Designation ……………………….
(Representative of Social Services)

2. Client Refuses Aftercare  and no  
or longer requires care
Reason for refusing ………………………………………………………………...………………………………………………………………………………………
………………………………………………………………………………………
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3. Patient moving/moved out of area  or
Date of move……………………………………………………………………….
New Address ………………………………………………………………………

Is the patient agreeable to the Local Health Board and Local Authority in 
the new area being informed?            *YES/NO (*delete as appropriate)

If YES
………………………………… LHB informed on ………………….      …………………………………      
Local Authority  informed on ……………………

 

4. Death of Client   or
Date of Death ……………………………………………………………………...
Signed ……………………………….    Date …………………………………

Key Worker
       

Copies to

       Responsible Clinician Case notes
       Team Leader Social Services Client (if appropriate)
       Mental Health Act Administrator          Care Coordinator   
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Appendix D

Transfer of Section 117 patient from Hospital to Community Setting

COMMUNITY
SWIFT REGISTRATION FORM

SECTION 117

Name of Client: …………………………………………………………. 

Address: …………………………………………………………….........……………………………………………………………………… 

Dob:  ……………………………………………………………………… 

Hospital No: ………………………………………………………………. 

Section Placed on: ………………………………………(3, 3, 47 – please state)

Date of original section: ………………………………………………….. 

Date discharged from hospital: …………………………………………..

(This section is to be completed by the Mental Health Act Administrator and faxed to the Business Support 
Team in the relevant CMHT) 

For CMHT Business Support staff only: 
Name of Care Co-Ordinator if identified on SWIFT 
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APPENDIX E
Section 117 Application for joint commissioning arrangements 

Section 117 Aftercare 
Commissioning and/or Funding Application 

(This form to be completed by Care Coordinator ;.It is necessary to have both health and local authority representation )

Individuals Name: NHS Number:
Swift Number :
Hospital Number:

Date of Birth: Age: 

Address:  (refer to Welsh Demographic Services (WDS) to check residency status/refer to Welsh Government Policy “Responsible Body Guidance for the NHS in Wales” (2013))
                            

Postcode:

Responsible Local Authority:                                                                                              Responsible Health Board:

Care Co-ordinator:  - (Part 2 of the Mental Health (Wales) Measure requires that all people receiving secondary care mental health services in Wales receive a care and treatment 
plan. A care coordinator is required to produce the plan with the engagement of the service user and mental health service providers. The duty to produce outcome-focused care and 
treatment plans will lead to more effective and efficient service delivery, with an emphasis on the recovery of the service user. The requirement for a holistic approach to care planning 
spanning a range of medical, psychological, social and spiritual needs will lead to service delivery that is more comprehensive and more enabling.)

Name:                                                                                                                    Tel:

Address:                                                                                                            Email:                                                                                                       
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Responsible Clinician:

Address:

Tel:

CMHT Consultant Psychiatrist: (please provide details if not current RC)

Address:

Tel:

Current Location: ( if different, i.e. hospital, community)

MHA Status:  - (evidence required to confirm eligibility for S117 Aftercare)

Brief Summary of Case: - (provide a brief summary overview of the rationale for this request, i.e. what has led to this decision, what has already been tried and previous outcomes)
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Identified Care & Support Needs: - (include details of needs in relation to both mental and physical health and social care needs identified in the individual’s Care and Treatment 
v Plan, Unified and Integrated Assessments. You may find it useful to refer to the domains within these assessments. These should include clear reference to what services are required as part 
of S117 aftercare needs. Include rational and evidence on type of accommodation/service required, e.g. domiciliary care in own home, residential, mental health nursing home and 24hr 
supported community placement. This information will assist in the future review and monitoring of services provided and also as part of S117 Aftercare reviews as to whether services are 
still required. This information may also be used to help determine unmet needs and service development opportunities for Health and Local Authorities).

Recommendations of MDT: - 
 Name and full address of recommended placement and company:

 Total Cost of placement :  Please provide weekly and yearly cost (please attach assessment and service provision and funding breakdown agreed 
with placement) 

Date of MDT:    -  (this could also refer to ward round, CTP meeting)

MDT Representatives:

Name Designation Name Designation
1 4
2 5
3 6

Individual’s Views: (Include the individual’s view on the proposed aftercare plan including their expectations. Where capacity issues are present ensure the MCA principles are 
followed and the need to hold a best interest meeting with the relevant representatives present for the individual concerned).
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Expected outcomes of Placement/Package of Aftercare support: (Provide details of what the expectations are in regards to expected outcomes from the 
placement/package of support. Identified and clear outcome at the onset will form the basis of future monitoring and review processes within the framework of governance and contractual 
arrangements. Where possible provide timescales of when you expect outcomes to be achieved as this will assist in monitoring reviews).

Placement status in relation to Future Care Pathway: (Please provide details of the next stage of the care pathway e.g. independent living, reduced support, nursing or 
residential care. Where there is no future care pathway identified then give details of this, e.g. long term care).

Does the Patient have capacity to consent to this plan? Please consider the need for MCA, the need for IMCA involvement, is there a Best 
Interest assessment or lasting power of attorney evidence. ?  

Supporting Evidence Required which must be attached to this application

CTP/CPA Documentation (including 
MDT 
specific reports)

 Care & Treatment Plan 
 Risk Assessment
 Last CTP Review 

- This should include details in relation to the 117 Aftercare Plan
- Include latest CTP/CPA packs including minutes of most recent MDT meeting.
- These would also include specific assessment reports, OT, Psychology, Social Work
- Please include relevant current assessments, e.g. HCR- 20, SRV-20. 
- This will need to identify the ‘triggers’ for this application.
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Assessment and funding  report from 
provider

- This will include the assessment of need by provider and total cost of placement/care planned 

Any other Additional Reports - Please specify

Submission completed by:  Designation:                                                Date:

..................................................................                     ...................................................                   ...............................        

Submission quality assured and agreed by:                                                

1) Senior Nurse (Health)                                     

  ………………………………………                       Date:  

                                                                                                                            
2) Team Leader (Local Authority)                     
                              
  ……………………………………….                      Date:
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APPENDIX F
Terms of reference for Section 117 Commissioning arrangements  

CWM TAF HEALTH BOARD
CLINICAL PLACEMENT PANEL – LOCALITY LEVEL

TERMS OF REFERENCE – MENTAL HEALTH SECTION 117 PANEL

Purpose and Authority

The Panel will have delegated authority in line with the Scheme of Delegation to consider and make decisions regarding an individual’s 
eligibility for joint packages of care to be provided in line with Section 117 aftercare in partnership with the relevant Local Authority in respect 
of Cwm Taf residents.  

 Section 117 services are community aftercare services under Section 46 of the National Health Service and The Code of Practice to Parts 2 
and 3 of the Mental Health (Wales) Measure 2010. It is the duty of Statutory Organisations, in conjunction with voluntary agencies to provide 
after-care services for any person subject to detention under the following Sections of the Mental Health Act 1983:-
-Section 3
-Section 17A
-Section 37
-Section 37/41
-Section 45A hospital direction
-Section 47
-Section 48
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The Panel will make recommendations on care packages required to meet identified need to the Assistant Director of Operations (Mental 
Health) and ….. equivalent with LA?  

Frequency of Panel Meetings

The Section 117 Panel will meet twice monthly at the Directorate Office, Mental Health Unit, Royal Glamorgan Hospital. The meeting will form 
the latter part of the Clinical Placement Panel.

Terms of Reference

 Ensure all applications relate to Rhondda Cynon Taff / Merthyr Tydfil residents.
 Ensure that all applications are robust and that there is sufficient evidence to support the Multi-Disciplinary Team (MDT) 
recommendation.
 To consider all applications in an equitable and consistent manner.
 To ensure that in-house service provision has been thoroughly considered, including where services can be utilised differently.
 To ensure appropriate monitoring arrangements are in place following Section 117 approval.
 Ensure that accurate notes are maintained of the Panel decision making to audit consistency of process and to provide evidence of 
decisions made.  
 Ensure clear financial processes are in place and adhered to in accordance with the Scheme of Delegation
 To implement any changes in policy or guidance arising from the Welsh Assembly Government, Ombudsman or legal 
challenges/recommendations.
 Where decisions on care packages exceed delegated limits, or wider service redesign is required to meet needs identified in care 
packages, cases will be progressed through to the Executive Management Board for decision on committing resources.

Mental Health Clinical Placement Panel – Membership

Panel Members
Head of Mental Health Nursing
Local Authority Representative – Rhondda Cynon Taff
Local Authority Representative – Merthyr Tydfil
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In Attendance (not decision-makers)
CPNs and Social Workers for Clinical Areas
Finance Representative
Administrator

Quoracy

At least three members of the Panel should be present (one of which must be the Health Board representative and the other the Local 
Authority Representative from the relevant area of the cases to be discussed)

Consideration of cases

All cases will be placed upon an agenda once the relevant completed paperwork has been received and will include:-
1. Completion of Section 117 aftercare and funding application (see attached form)
2. Detailed Care and Treatment Plan 
3. Risk assessment (updated from most review review) 
4. Last CTP review, detailing triggers for consideration at Section 117 panel

All documentation and recommendations will have been scrutinised and endorsed by the relevant Senior Nurse/Local Authority Manager prior 
to this. Evidence of this will be necessary, prior to presentation at Section 117 panel (see need for agreement and signature on Section 117 
panel application). 

The Administrator will be responsible for collating all necessary paperwork and advising the Care Coordinator/MDT when the respective case 
will need to be presented. 

The Administrator will forward all necessary paperwork to the Section 117 Panel members at least 1 week prior to the meeting. 

Disputes
If a decision cannot be agreed at the Section 117 Panel it will be classed as a dispute and forwarded to the Executive Team Level in CTUHB 
and Local Authority for consideration. 
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Review

These Terms of Reference and the process for consideration of cases will be reviewed in six months.

Appendix G 
Equality Impact Assessment

*Add in once policy agreed * 


