Partnership Section 117 Mental Health Aftercare Assessment and Support Plan Template

Purpose: This template must be jointly completed by the Integrated Care Board (ICB) and the Local Authority and with the person and or their carer/representative/advocate (dependent on mental capacity) in accordance with Section 117 of the Mental Health Act 1983, the Mental Health Act Code of Practice (2015), and the Care Act 2014.

Scope: After‑care services must:
· Meet a need arising from or related to the mental disorder, and
· Reduce the risk of deterioration or readmission to hospital.

Your Details

My Personal Strengths, Networks & What Matters Most to Me (Completed WITH the Person)

This section captures your strengths, home and community networks, lived experience, goals, preferences, and what a good life looks like to you. 

1. Your Personal Strengths
(Skills, qualities, resilience, things the person is proud of)
	






2. Your Informal Networks & Natural Supports
(Family, friends, neighbours, community connections, groups, faith networks)
	






3. What Matters Most to Me
(Values, routines, aspirations, meaningful activities, hopes for recovery)
	








4. My Goals for Recovery & Living Well
(Short-term and long-term goals written in the person’s own words)
	






A. Person’s Details
	Field
	Information

	Full name
	

	Date of birth
	

	NHS number
	

	Local authority ID/LAS number
	

	Address
	

	Nearest relative (as per MHA)
	

	Advocate involved (IMHA/non‑statutory)
	



Detention Information
	Field
	Information

	Qualifying section
	(e.g., Section 3, 37, 45A, 47/49)

	Date of detention
	

	Date of discharge from qualifying section
	

	Diagnosis linked to this Section 117 duty
	



B. Health Needs (ICB/Mental Health Provider Completion Only)

Holistic List of Health Needs That May Arise from a Mental Disorder 
This list is intentionally broad to support clinicians in identifying all needs that may fall under Section 117(a) and (b). Each need should relate directly to the person’s mental disorder and reduce risk of deterioration or readmission.

Instructions: Record needs that directly relate to the mental disorder and where the intervention reduces deterioration or risk of readmission.

1. Medication & Clinical Treatment
· Psychiatric medication monitoring
· Side‑effect monitoring (e.g., antipsychotics, mood stabilisers)
· Clozapine clinic/depot clinic attendance
· Medication concordance support
· Medication reviews (consultant/prescribing nurse)
· Physical health checks required due to psychotropic medication

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






2. Ongoing Mental Health Support & Coordination
· Care coordinator involvement (CMHT/Recovery Team/EIP)
· Regular CPA/MDT reviews
· Named professional for crisis and wellness planning
· Psychological formulation work
· Trauma‑informed or specialist pathways (e.g., EIP, PD services)

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






3. Psychological Therapies
· CBT, DBT, EMDR, psychoeducation
· Talking therapies linked to relapse prevention
· Family interventions where clinically indicated
· Therapy supporting management of psychosis, bipolar disorder, PTSD etc.

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






4. Monitoring Mental State & Relapse Prevention
· Regular mental state reviews
· Assessment of relapse indicators
· Monitoring of risk to self or others
· Review of sleep, appetite, energy, concentration
· Monitoring of safeguarding or exploitation risks linked to mental illness

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






5. Physical Health Needs Linked to Mental Disorder
(Only where directly linked to mental illness, treatment, or relapse risk)
· Cardiometabolic monitoring related to antipsychotic use
· Support engaging with GP/health services where mental health impedes access
· Smoking cessation, substance use support where linked to mental health deterioration

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






6. Functional Impact of Mental Disorder
· Cognitive difficulties linked to psychosis, bipolar disorder, depression etc.
· Occupational therapy assessment of functioning
· Support with routines, motivation, organisation where clinically driven

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






7. Crisis, Safety & Risk Management
· Crisis planning and safety planning
· Management of self-harm or suicide risk
· Management of behaviours during relapse
· Crisis house, home treatment team involvement

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






8. Specialist Pathways & Interventions
· Early Intervention in Psychosis (EIP)
· Eating disorder services
· Perinatal mental health services
· Personality disorder pathways
· Neuropsychiatry (where MH condition impacts cognition)

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






C. Social Care Needs (Local Authority Completion Only)
Holistic List of Social Care Needs That May Arise from a Mental Disorder 
This list is intentionally broad to ensure nothing is excluded prematurely. Practitioners should consider which needs arise directly from the mental disorder and whether support reduces relapse or risk of readmission, in line with Section 117(a) and (b).

Instructions: Record needs that directly relate to the mental disorder and where the intervention reduces deterioration or risk of readmission.

1. Daily Living & Home Environment
· Maintaining a safe, clean, habitable home
· Structuring daily routines
· Managing correspondence, bills, or tenancy where impaired by mental health
· Preventing self-neglect linked to mental disorder
· Managing hoarding behaviours where clinically linked

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






2. Relationships & Family Life
· Rebuilding or maintaining positive relationships
· Support for contact with children where mental health impacts ability
· Reducing social isolation
· Strengthening informal networks/reconnecting with family or friends

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






3. Community Participation & Meaningful Activity
· Accessing work, training, education or volunteering
· Building confidence to join community groups or activities
· Reducing withdrawal and re-engaging in daily life
· Support to use public transport, libraries, leisure centres, groups

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	








4. Emotional, Psychological & Social Wellbeing
· Support to manage anxiety, low mood, trauma-related responses
· Developing coping strategies and emotional regulation skills
· Building self-efficacy and confidence
· Support to reconnect with identity, culture, faith and heritage

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






5. Maintaining Personal Safety
· Managing risks associated with fluctuating mental state
· Support to avoid exploitation, abuse, coercion, financial harm
· Managing behaviours that place the person or others at risk during relapse

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






6. Physical Health Where Impacted by Mental Disorder
(Only where impairment is directly caused by or closely linked to mental disorder)
· Eating regularly and maintaining nutrition
· Support with medication routines (non-MH medication where poor mental health impacts ability)
· Attending health appointments where anxiety/mental state prevents engagement

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	



7. Managing Practical Tasks Affected by Mental State
· Shopping, meal planning, household tasks
· Maintaining hygiene and self-care where mental state inhibits ability
· Support with travel or accessing essential services

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






8. Crisis Prevention, Stability & Recovery
· Recognising and responding to early warning signs
· Developing relapse prevention strategies
· Building support networks that reduce reliance on emergency services
· Maintaining structure and purpose during periods of instability

	Intervention
	

	Responsible Professional/Provider
	

	Frequency
	

	Start Date
	

	Review Date
	

	How this intervention reduces risk of relapse/readmission

	






D. Relapse Indicators & Crisis Contingency Plan 
(Joint Section, you an ICB professional and a local authority professional)

1. Early Warning Signs of Relapse and Contingency Plans
Tell us the early signs that show you might be becoming unwell, and what support would help you stay well.

	Warning Signs of Relapse (Relapse Indicator)
	Action to Take
	Responsible Person
	How I Access Support

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



2. Person’s preferences during crisis
(Advance statements/preferred support/communication needs)

	








E. Funding & Section 117 Eligibility Confirmation (Joint Completion)

	Field

	Information

	Services confirmed as meeting Section 117 after‑care definition (please list all)
	

	Any services excluded from Section 117 (and why e.g. Care Act, CHC)
(please list all)
	

	Funding responsibilities agreed between ICB and LA

	

	Date agreement reached

	



F. Co‑Production, Involvement & Accessible Communication

1. How I contributed to my support Plan
	






2. Family/carer involvement and views
	








3. Communication/accessibility needs
(e.g., Easy Read, interpreter, alternative formats)
	






4. Cultural, equality or human rights considerations
	






G. Consent and Capacity
	Question
	Yes/No
	Details

	Does the person have capacity to consent to this after‑care plan?
	
	Capacity assessment date & summary

	Does the person agree to the plan?
	
	If not, record Best Interests decision

	Does the person consent to sharing this plan with GP, care providers and relevant others?
	
	Specify recipients



H. Review Arrangements
	Initial review date (within 3 months)
	

	Ongoing review frequency (at least annually)
	

	Next scheduled review
	

	Lead for arranging reviews
	



I. Signatures

Person 
· Name:
· Signature:
· Date:

[bookmark: _Hlk214363845]Carer/Representative
· Name:
· Relationship/role:
· Signature:
· Date:

Advocate
· Name:
· Relationship/role:
· Signature:
· Date:

Health Professional
· Name:
· Role:
· Organisation:
· Signature:
· Date:


Social Care Professional
· Name:
· Role:
· Organisation:
· Signature:
· Date:
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