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Executive Summary 
Community mental health services play a crucial role in delivering mental health care for adults and older adults with 
severe mental health needs as close to home as possible. 

The NHS Long Term Plan and NHS Mental Health Implementation Plan 2019/20 – 2023/24 set out that the NHS will 
develop new and integrated models of primary and community mental health (CMH) care. 
 
A new community-based offer for severe mental illnesses (SMI) will include access to psychological therapies, 
improved physical health care, employment support, personalised and trauma informed care, medicines management 
and support for self-harm and coexisting substance use. 

 
NHS England announced a new transformation fund to support this ambition: in 2019/20 and 2020/21, 12 STPs/ICSs 
are to receive over £70 million of additional funds to test new models of integrated care and four-week waiting times 
as part of the Clinically-led Review of NHS Access Standards. 

Between 1-3% of the UK population have SMIs and life expectancy for people with severe and enduring mental health 
problems can be up to 20 years less than the general population. People with severe mental illnesses have low rates 
of employment (8% vs 75% in the general population) and are at higher risk of poor physical health. 

An interoperable digital care and support plan (DCSP) is seen as a key enabler to delivery of the new model of care. 
PRSB developed a generic DCSP standard in 2018. This was incorporated into the Core Information Standard (CIS) 
developed to support Local Health and Care Records (LHCR) in 2019.  PRSB have been commissioned to work with the 
NHS England/Improvement team and the early implementer (EI) sites to build on the DCSP and identify any changes 
needed to ensure it supports the needs of a community mental health care plan for people with SMI.  

An evidence review has been undertaken to consider how the care plan standard can be used and refined to meet the 
needs of community-based mental health care for people with severe and enduring mental health problems. This work 
has informed proposals for additional information which may be required; these have been incorporated into a draft 
information model for wider consultation. Engagement with early implementers as originally planned has been 
significantly inhibited because of the need to redirect services due to COVID related activity.  We have worked around 
this constraint and produced a draft standard for consultation and detailed engagement will be undertaken in the next 
phase of this project. 

The research undertaken during the Discovery Phase of the project has highlighted several key factors which will 
influence project direction: 

• A working assumption had been made that there would be technology-enabling support as part of the 
Transformation Funding for the early implementer sites. A review of the London bids has revealed that the 
funding is for additional workforce within community mental health, and that the programmes are focused 
upon implementing that workforce capability; there is no dedicated investment for digital development and 
most early implementers are dependent on the coterminous LHCR programmes to support the technology 
needs of the new care model. 

• The working assumption that the existing care plan standard would need to be considered in the light of CMH 
SMI requirements holds.  The DCSP standard assumes that an integrated shared care record is available and 
that information such as demographic details and GP practice will be drawn from it, together with detailed 
therapeutic mental health records, to underpin the generic care and support plan where needed.  The 
consultation may identify changes/development of these as well as the care plan and these will be noted. 
  

https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/
https://www.longtermplan.nhs.uk/publication/nhs-mental-health-implementation-plan-2019-20-2023-24/
https://www.england.nhs.uk/clinically-led-review-nhs-access-standards/
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• There are a number of concurrent initiatives looking at care and support plans and development of the core 
information standard.   In some areas, this will lead to updates to the current published care plan standard.  
Updates and improvements to the ‘About Me’ and care plan standard arising from the current digital social 
care programme will be incorporated into the proposed model arising from this project.  PRSB proactively 
manage all standards and components so that they remain consistent and coherent and interoperability can 
be achieved.    

• Whilst the scope of this project is community-based mental health care for people with severe and enduring 
illness, all mental health service delivery programmes are likely to be supported by the DCSP. In addition, 
people with SMI are highly likely to have co-morbidities and the care plan in combination with the shared care 
record needs to enable a holistic view of the person and all their conditions to successfully deliver the 
improved care envisaged. 

• Plans for implementation of the standard including the digital capability to support widespread use of the 
standard are not well defined and need to be developed in the next stages to ensure widespread adoption of 
the standard and new model of care.  

As anticipated, following the comprehensive research and consultation undertaken for the current DCSP, the potential 
changes identified during this evidence review appear to be relatively minor (Section 1.9). The consultation will now 
provide valuable feedback in determining whether these elements, and any others identified during consultation, 
should form part of the core generic DCSP. 

The following recommendations are made: 

• The premise that community-based mental health requirements can be met within the structure of the care 
plan standard, with access to other areas of the Electronic Health Record (EHR) for other related information, 
is valid. A tailored consultation to consider the proposed adaptations to the care plan to meet the new model 
of care requirements should be undertaken with relevant stakeholders.  Whilst the main  focus of this project 
is testing and developing the care plan standard to meet the new these needs, the consultation should clarify 
the relationship to integrated care records (LHCR or other shared care records) and detailed mental health 
records in order that consultees can understand the complete picture of how information would be shared 
and how the new care models would work. 

• The consultation should expand on work with vendors in particular who have current care plan products in 
order to learn how current systems manage the content of a person-centred care plan with multiple users and 
interact with local integrated care records (LHCR shared care record or other) and detailed therapeutic records 
for particular areas such as mental health and other co-morbidities. 

• The current status and plans within each of the 13 LHCR localities in relation to implementation of care plans 
and planned integration with mental health records should be assessed to inform implementation planning. 

• The founding principle of the care plan standard is that there is one holistic care plan so that professionals are 
aware of the complete picture of a person’s needs and goals in order that truly person-centred care can be 
delivered.  This means that co-ordination is needed with other stakeholders and disciplines who have an 
interest and may want to develop the content.  PRSB manage this contention in relation to the underlying 
information models and standards, but it is recommended that a governance approach is agreed with the 
Personalised Care team to oversee the approach and ensure consistency.  

• The planned workshop with OneLondon (LHCR), North West London and North East London (EI’s withing the 
OneLondon LHCR footprint)  as one of the more advanced localities, should go ahead to help inform 
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development of the standard by considering  the EI information requirements and how well these are met by 
existing technologies. The workshop can add value by testing how well existing solutions including the 
information held in the person’s shared care record alongside the care plan support the information 
requirements of the new model of care for mental health, how well they met endorsed standards, and what 
gaps there are.  

• A proof of concept pilot should be developed to prove how the enhanced care plan standard and shared care 
record can together deliver the digital transformation programme for community-based mental health care 
and any refinements that may be needed to the information standard.   

• A workshop should be held to develop comprehensive plans for piloting followed by widescale uptake.  This 
should consider alignment of procurement frameworks, NICE guidelines, regulatory frameworks and others 
as well as development of practical guidance and support materials. 

• The project should plan now for widespread adoption following the pilot and ensure all the materials and 
preparation are in place and an environment created which encourages and enables local adoption including 
maximising all the system levers and incentives that will incentivise change. Implementation will be 
intrinsically linked to implementation of the core information standard and integrated shared care records 
and so it is recommended that this link and dependency on the LHCR programme is formally agreed and 
monitored via NHSx with the NHS England team able to focus on the unique aspects of implementing care 
plans for people with SMI. 
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Background 

1.1 Background 

The Five Year Forward View Mental Health (FYFVMH) and Long Term Plan (LTP) ambitions (Appendix A) defines Severe 
Mental Illnesses (SMI) as covering a range of needs and diagnoses, including but not limited to; psychosis, bipolar 
disorder, ‘personality disorder’ diagnosis, eating disorders, severe depression and mental health rehabilitation needs 
– some of which may be co-existing with other conditions such as frailty, cognitive impairment, neurodevelopmental 
conditions or substance use. New and integrated primary and community services should remove thresholds to ensure 
people can access the care, treatment and support at the earliest point of need, so that they can live as well as possible 
in their communities. 

 

Between 1-3% of the UK population have SMIs and life expectancy for people with severe and enduring mental health 
problems can be up to 20 years less than the general population. People with severe mental illnesses have low rates 
of employment (8% vs 75% in the general population) and are at higher risk of poor physical health. Compared with 
the general patient population, patients with severe mental illnesses are at substantially higher risk of obesity, asthma, 
diabetes, chronic obstructive pulmonary disease (COPD) and cardiovascular disease. People with a long-standing 
mental health problem are twice as likely to smoke, with the highest rates among people with psychosis or bipolar 
disorder. People who experience psychosis can, and do, recover. The time from onset of psychosis to the provision of 
evidence-based treatment has a significant influence on long-term outcomes. The sooner people are able to access 
evidence-based treatment the better the outcomes they achieve. 

 

NHS England1 identify that: 

“Community mental health services play a crucial role in delivering mental health care for adults and older adults with 
severe mental health needs as close to home as possible. 

The NHS Long Term Plan and NHS Mental Health Implementation Plan 2019/20 – 2023/24 set out that the NHS will 
develop new and integrated models of primary and community mental health care. 

A new community-based offer will include access to psychological therapies, improved physical health care, 
employment support, personalised and trauma informed care, medicines management and support for self-harm and 
coexisting substance use. 

By 2023/24, this will enable at least 370,000 adults and older adults per year nationally to have greater choice and 
control over their care, and to live well in their communities. 

This ambition is supported by an additional £1 billion new Long Term Plan funding per year by 2023/24 to ultimately 
transform the provision of community mental health care for adults and older adults with severe mental illnesses. 

Under the Long Term Plan by 2023/24: 

• All Sustainability and Transformation Partnerships (STPs)/Integrated Care Systems (ICSs) will have received 
funding to develop and begin delivering new models of integrated primary and community care for adults and 
older adults with severe mental illnesses (SMI). 

• These new models of care will span both core community provision and dedicated services, where the evidence 
supports them. The new models will be built around Primary Care Networks. 

• A total of 390,000 people with SMI will receive a physical health check. 

• A total of 55,000 people a year will have access to Individual Placement and Support (IPS) services. 

• New local funding will also be used to maintain and develop new services for people who have specific or 
additional needs, including Early Intervention in Psychosis (EIP), complex mental health difficulties associated 
with a diagnosis of ‘personality disorder’, mental health rehabilitation and adult eating disorders. 

                                                            
1 https://www.england.nhs.uk/mental-health/adults/cmhs/ 

https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/
https://www.longtermplan.nhs.uk/publication/nhs-mental-health-implementation-plan-2019-20-2023-24/
https://www.england.nhs.uk/integratedcare/stps/
https://www.england.nhs.uk/integratedcare/integrated-care-systems/
https://www.england.nhs.uk/mental-health/adults/cmhs/
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We have announced a new transformation fund to support this ambition: in 2019/20 and 2020/21, 12 STPs/ICSs are to 
receive over £70 million of additional funds to test new models of integrated care and four-week waiting times as part 
of the Clinically-led Review of NHS Access Standards: 

• Cambridgeshire and Peterborough STP 

• Cheshire and Merseyside STP 

• Frimley Health and Care ICS 

• Herefordshire and Worcestershire STP 

• Hertfordshire and West Essex STP 

• Humber, Coast and Vale Health and Care Partnership 

• Lincolnshire STP 

• North East London STP 

• North West London STP 

• Somerset STP 

• South Yorkshire and Bassetlaw ICS 

• Surrey Heartlands Health and Care Partnership 

These early implementer sites will test how the barriers between primary and secondary care can be dissolved. They 
will lead transformation of community mental health services in England in partnership with Primary Care Networks 
(PCN) and Clinical Commissioning Groups (CCGs), as well as local authorities and the Voluntary, Community and Social 
Enterprise sector (VCSE), service users, families and carers, and local communities themselves. 

We will use their findings to inform the roll out of new models of integrated primary and community care at the national 
level, and from 2021/22 to 2023/24, all STPs/ICS will receive a fair share of transformation funding to implement these 
models locally, in addition to year-on-year increases in baseline funding for all CCGs to bolster community mental 
health provision starting in 2019/20. 

NHS England and NHS Improvement have also developed a new Framework to support local systems in implementing 
the Long Term Plan’s vision for transforming community mental health care. 

Further resources are being developed to support improved community services for adults with SMI, including on the 
implementation of increased access to psychological therapies for people with SMI. 

The new Community Mental Health Framework describes how the Long Term Plan’s vision for a place-based community 
mental health model can be realised, and how community services should modernise to offer whole-person, whole-
population health approaches, aligned with the new Primary Care Networks. 

The Framework will be used as the basis for the testing of new integrated primary and community mental health care 
models across our 12 early implementer sites in 2019/20 and 2020/21. 

It is a key resource to inform STPs/ICSs five-year planning process, and to support the effective spend of almost £1 
billion new Long Term Plan funding per year by 2023/24.” 
 

An interoperable digital care and support plan is seen as a key enabler to delivery of the new models of care. Care and 
support plans are the output of a collaborative care planning process, carried out in consultation and with the 
agreement of the person and their family/carer.  They aim to maximise the person’s capacity to self-care/self-manage 
and need to be accessible, personalised and easy to understand. They cover what is most important to the person. 
This includes personal and health related goals, strengths or assets, problems, needs and activities or actions linked to 
achieving the goals and addressing the problems and needs. Using standards in electronic health care records allows 
information to be recorded, exchanged and accessed consistently across care settings, to deliver high-quality care to 
individuals. 

https://www.england.nhs.uk/clinically-led-review-nhs-access-standards/
https://www.england.nhs.uk/primary-care/primary-care-networks/
https://www.england.nhs.uk/primary-care/primary-care-networks/
https://www.england.nhs.uk/publication/the-community-mental-health-framework-for-adults-and-older-adults/
https://www.england.nhs.uk/publication/the-community-mental-health-framework-for-adults-and-older-adults/
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Care and support plans span all care settings (primary, acute, community, mental health and social care).  They are 
generally required by people with long-term conditions or complex needs which are being self-managed, or managed 
with multi-disciplinary support.   

PRSB developed a generic digital care and support plan (DCSP) standard in 2018: 

https://theprsb.org/standards/dcsp/.   

This was incorporated into the Core Information Standard (CIS) developed to support Local Health and Care Records 
(LHCR) in 2019. The CIS defines the information that should be held in an integrated care record with all the relevant 
information centred around the person enabling a complete picture and access to all appropriate information to those 
who need it.  By 2024, the intention is that shared care records following the CIS will be fully implemented across 
England.  Local organisations are all at different places in the journey to achieve that aim.  The DCSP assumes an 
integrated shared care record is in place (LHCR or other) and integrates with it, from which information such as person 
demographics, GP practice etc. are drawn.   

Figure 1 provides mapping of Early Implementer (EI) sites with LHCR localities. PRSB have been commissioned to work 
with the NHS England/Improvement team and the EI sites to build on the DCSP and identify any changes need to 
ensure it supports the new models of care for CMH SMH.  

Figure 1 Mapping of Early Implementer sites with Local Health and Care Record Localities 

 

1.2   Scope 

The project scope is as follows: 

• Development or modification of a national information standard (DCSP) using our tried and tested 
methods and endorsement of the standard by agreed key stakeholders.  

https://theprsb.org/standards/dcsp/
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• Development of a supporting safety case and implementation guidance.  
• Promotion of the standard through PRSB’s networks. 
• Clinical assurance of FHIR profiles developed by NHS Digital to support this standard when they are 

available  
 

Exclusions from scope are: 

• Development of (or changes to) supporting technical messages (FHIR profiles or APIs) where they 
do not already exist – this will be commissioned separately by NHS Digital as required and should 
include assurance through PRSB by clinical and professional informaticians as identified above. 

• Support for piloting and implementation – this could be commissioned as a subsequent phase    
• Development of any additional supporting plan standards 

 

1.3 Objectives 

The overall objective of NHS England/Improvement is to deliver a new model to improve the care of people 
in the community with severe mental health problems and to prove these models in practice through the 
work of 12 early implementer sites. 
 
The objectives of this project for the PRSB are: 
 

• to develop/modify the information model needed to support the new models of care and to build 
consensus and buy-in to this model from the early implementers and nationally  

• to ensure that revised standards are aligned with existing national standards and enable 
interoperability. 

• to obtain buy-in and support for the new national standards from professional bodies and patient 
organisations at a national level leading to their formal endorsement  

• to communicate and promote the adoption of the new national standards through our networks.  
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Method 

1.4 Project Advisory Group 

At an early stage in the project, PRSB identify clinical and citizen advisors who can provide expert advice and guidance:  

Sarah Markham Patient Advisor 
Matt Butler Clinical Advisor 
Iain Carpenter Clinical Advisor 

 

A fortnightly meeting is held with the advisors during the Discovery Phase to review findings, provide expert advice 
and inform recommendations. 

The project clinical lead and patient lead have developed a set of scenarios (see Appendix B) from which specific use 
cases will be developed relating to consultation questions. 

1.5 Evidence Review 

1.5.1 Original Digital Care and Support Plan documentation 

The original documentation relating to the development of the existing DCSP was reviewed. The evidence review 
undertaken as part of that project identified existing models including international care plan models (e.g. ‘Contsys’), 
the NHS Digital ‘Using SNOMED CT in care planning’ document, North West London (NWL) and other local care and 
support plan documents, which were mapped to the PRSB standards. The evidence review built on the business analyst 
patient engagement workshop commissioned by NWL. This included observation and discussion with individuals and 
health and care professionals working with integrated care plans in different settings (hospital, primary care, social 
care and mental health) about the process for creating and maintaining care plans. It also analysed how it worked 
currently and the improvements that could be made with interoperable systems. 

To ensure that the evidence review was wide-ranging and to engage as many of those involved in developing local 
integrated care and support plans as possible, the project team engaged with Coalition for Collaborative Care (C4CC), 
National Voices, the NHS England personalised care team, the integrated care pioneers and others who expressed an 
interest in the project. A literature review was undertaken and keys findings extracted. Search terms were reviewed 
and refined and used to identify relevant research papers (see Appendix C). 

A number of example cases were developed to illustrate the use of the DCSP and two of these have mental health 
content and are included as examples (see Appendix D). 

1.5.2 NICE Guidance 

NICE guidance relating to SMI was reviewed. 

1.5.3 CQC Guidance 

CQC Guidance relating to Regulation 9 Person-centred care was reviewed. 

1.5.4 Care Act 2014 

The Care Act statutory guidance was reviewed. 
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1.5.5 Care Programme Approach 

The Care Programme Approach (CPA) introduced in 1991 describes the approach used in mental health and learning 
disability services to assess, plan, review and co-ordinate care, treatment and support for people with complex needs, 
relating to their mental health or learning disabilities. Patients with SMI are highly likely to have been offered CPA 
support and the CPA has been reviewed. 

1.5.6 Community Mental Health Care and Support Plan General Evidence Review 

1.5.6.1 General  
A general web review was undertaken of ‘mental health care and support plans’, ‘care and support plans’ and 
‘community mental health pathways’. Appendix E lists relevant findings. 

Two EI sites, NWL and North East London (NEL), were selected together with OneLondon LHCR (in which they are 
incorporated) to focus initial research on these footprints to develop the draft standard for wider consultation.  

1.5.6.2  Stakeholder meetings 
A series of meetings were held with stakeholders from different organisations during the evidence review:  

1. Programme Director – Community Mental Health Transformation Programme NEL. 
2. Assistant Director Mental Health Transformation NWL Collaboration of Clinical Commissioning Groups. 
3. OneLondon Information Architect. Mapping exercise undertaken between OneLondon CPA care plans 

architecture and sections and elements in the Core Information standard. 
4. NHSE (London) deputy medical director and clinical co-director for mental health.  
5. Patients Know Best – two meetings and review of draft model. 
6. Head of Digital Delivery London Region and OneLondon Information Architect 
7. Strategic Digital Mental Health forum meeting 22nd July – PRSB presented introductory slides and suggested 

data fields.  
8. Surrey and Borders Partnership NHS Foundation Trust. 
9. PRSB Royal College of Psychiatrists advisory member. 
10. Operations and Information Directorate; Mental Health services dataset (MHSDS). Call to discuss alignment 

and any additional needs suggested by MHSDS.  

1.5.6.3 Vendor Systems 
In the timeframe of this report, it was only feasible to review the information model with one system vendor, Patients 
Know Best (PKB), who were involved in the consultation of the original DCSP standard commissioned by NWL 
collaboration of CCGs and who have implemented a patient-centred care plan record from this work. 

Other vendors with products and experience in this field were identified including Graphnet, Person Centred Software, 
Nourish, Servelec and Advanced Care Notes (among others).  Engagement with vendors will be a priority focus in the 
next phase.  

1.6 Draft CMH SMI DCSP 

1.6.1 Baseline Information Model 

The DCSP sections of the CIS were taken as the starting point for the information model to be consulted upon. These 
are summarised in Figure 2.  

The key sections are: 
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•        About Me - This is a record of the things that a person feels it is important to communicate about their 
needs, strengths, values, concerns and preferences to others providing support and care. 

•        Care and Support Plan - This records the decisions reached during conversation between the individual and 
health and care professional about future plans and also records progress. 

• Contingency Plan(s) - These are the things to do and people to contact should an individual’s health or 
other circumstances get worse. 

• Additional Support Plan(s) - An embedded record of any additional care plans which the individual and/or 
care professional consider should be shared with others providing care and support. 
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Figure 2 Digital Care and Support Plan Information Model
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A concurrent PRSB project reviewing the information needs between social care and health care. This project has 
updated and consulted upon the ‘About Me’ section. This project will be based on the most up to date version of 
‘About Me’ using the latest draft and noting that small changes are possible as the social care programme completes 
its consultation process. This detailed Information Model is shown at Appendix F and this has been used as the 
baseline. 

1.6.2 OneLondon LHCR Care Plan Mapping 

It was identified that Neil Robinson, Information Architect at OneLondon LHCR, had undertaken a mapping exercise 
for a number of different types of care plans, and the information needed to populate them, including: 

• Mental Health care plan 
• Mental Health crisis care plan 
• Core care plan 
• Asthma care plan 
• End of life care plan 
• End of life crisis care plan 

A mapping exercise was undertaken between the resultant OneLondon information model structure and PRSB 
sections. 

1.6.3 Mental Health Services Data Set and Improving Access to Psychological Therapies services 

Two secondary use datasets, Mental Health Services Data Set (MHSDS) and Improving Access to Psychological 
Therapies (IAPT), compiled by the Mental Health Services dataset team were mapped to the baseline information 
model. Any sections that were deemed important for direct care were included in the information model as potential 
new sections. 

1.6.4 Vendor Systems 

The information model was reviewed with system vendor PKB who were involved in the consultation of the original 
DCSP standard commissioned by NWL collaboration of CCGs and who have implemented a patient-centred care plan 
record from this work. 

1.6.5 Evidence Review general research 

Relevant information requirements which emerged during the evidence review research were considered by advisers 
and incorporated in the draft information model as appropriate. 
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Findings 

1.7 Evidence Review 

1.7.1 Original Digital Care and Support Plan 

The DCSP Final Report states that the standard for digital care and support plans is expected to enable interoperability 
between health and social care IT systems and enable access to patients/service users. This step change will enable 
care and support plans to be created and updated dynamically and is expected to result in the following outcomes: 

• Improved continuity of care by communicating relevant information more quickly, which should help people 
to get the right information and support when they need it. 

• Empower people by enabling them to direct their care and support.  
• Provide a holistic picture of an individual’s strengths, needs, goals and actions, enabling individuals, carers, 

next of kin, as well as health and care professionals to provide appropriate support to enable people to remain 
healthier for longer. 

• Improve safety by reducing transcription errors through re-use of key data.  
• Improve safety by recording and sharing information about what to do in a deteriorating or crisis situation.   
• Improve individuals’ experience by ensuring key information about them is available to care professionals 

wherever and whenever it is needed.  

Extensive consultation was undertaken and included a workshop with two mental health representatives and the 
survey had responses included seven community nurses, four mental health nurses and four psychiatrists. 

A key finding of the report was that information from a wider shared care record is required to inform the care planning 
process. A key recommendation was that headings in the care record should be available to those participating in the 
care and support planning process, including the individual and carer or family members, together with the care and 
support plan.  It should be possible to combine these headings with a care and support plan into a role based output 
or a ‘view’, so that those involved in the care planning process do not have to search through the individual’s record 
to find them.   

1.7.2 NICE Adult mental health: serious mental illnesses, community, acute and crisis care 

The main NICE Pathways relevant to adult mental health are: 

 psychosis and schizophrenia (includes links to the evidence base on supporting individual placement and 
support programmes) 

 bipolar disorder 
 personality disorders 
 service user experience in adult mental health services 
 coexisting severe mental illness and substance misuse. 

 

Making decisions can be affected by mental health conditions. The NICE Pathway on decision-making and mental 
capacity provides an overview of the decision-making and mental capacity guideline in an interactive flowchart.” 

In addition, NICE produce quality standards which contain a list of quality statements, each describing a priority area 
for quality improvement: 

“The main quality standards for adult common mental health problems are: 

 psychosis and schizophrenia in adults 

https://theprsb.org/standards/dcsp/
https://pathways.nice.org.uk/pathways/psychosis-and-schizophrenia
https://pathways.nice.org.uk/pathways/bipolar-disorder
https://pathways.nice.org.uk/pathways/personality-disorders
https://pathways.nice.org.uk/pathways/service-user-experience-in-adult-mental-health-services
https://pathways.nice.org.uk/pathways/coexisting-severe-mental-illness-and-substance-misuse-assessment-and-management-in-healthcare-settings
https://pathways.nice.org.uk/pathways/decision-making-and-mental-capacity
https://pathways.nice.org.uk/pathways/decision-making-and-mental-capacity
https://www.nice.org.uk/guidance/qs80
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 bipolar disorder in adults. 
 

There are 5 quality standards with statements relevant to liaison mental health services, including: 

 service user experience in adult mental health services 
 alcohol use disorders 
 personality disorders 
 self-harm 
 dementia.” 

 

NICE guidance has been reviewed in the context of information requirements which will support service users to meet 
the standards and guidance and will be kept under review during consultation. 

1.7.3 CQC Guidance 

Health and Social Care Act 2008 (Regulated Activities) Regulations 2014: Regulation 9 

The intention of this regulation is to make sure that people using a service have care or treatment that is personalised 
specifically for them. This regulation describes the action that providers must take to make sure that each person 
receives appropriate person-centred care and treatment that is based on an assessment of their needs and 
preferences. 
 
Providers must work in partnership with the person, make any reasonable adjustments and provide support to help 
them understand and make informed decisions about their care and treatment options, including the extent to which 
they may wish to manage these options themselves. 
 
Providers must make sure that they take into account people's capacity and ability to consent, and that either they, 
or a person lawfully acting on their behalf, must be involved in the planning, management and review of their care 
and treatment. Providers must make sure that decisions are made by those with the legal authority or responsibility 
to do so, but they must work within the requirements of the Mental Capacity Act 2005, which includes the duty to 
consult others such as carers, families and/or advocates where appropriate. 
 
CQC guidance has been reviewed in the context of information requirements which will support service users to meet 
the standards and guidance and will be kept under review during consultation. 

1.7.4 Care Act 2014 

The Care and Support Statutory Guidance2 gives detailed guidance on statutory requirements under the Care Act 
2014: 

1. Using the Care Act guidance 
2. General responsibilities and universal services 
3. First contact and identifying needs 
4. Charging and financial assessment 
5. Person-centred care and support planning 
6. Safeguarding 
7. Integration and partnership working 

                                                            
2 Care and Support Statutory Guidance: Department of Health and Social Care: Updated 24th June 2020 

https://www.nice.org.uk/guidance/qs95
https://www.nice.org.uk/guidance/qs14
https://www.nice.org.uk/guidance/qs11
https://www.nice.org.uk/guidance/qs88
https://www.nice.org.uk/guidance/qs34
https://www.nice.org.uk/guidance/qs184
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-9-person-centred-care#guidance-links
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#using-the-care-act-guidance
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#general-responsibilities-and-universal-services
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#first-contact-and-identifying-needs
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#charging-and-financial-assessment
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#person-centred-care-and-support-planning
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#integration-and-partnership-working
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8. Moving between areas: inter-local authority and cross-border issues 
9. Other areas 
10. Annexes 

 

The statutory guidance states that: 

“The core purpose of adult care and support is to help people to achieve the outcomes that matter to them in their life. 
Throughout this guidance document, the different chapters set out how a local authority should go about performing 
its care and support responsibilities. Underpinning all of these individual ‘care and support functions’ (that is, any 
process, activity or broader responsibility that the local authority performs) is the need to ensure that doing so focuses 
on the needs and goals of the person concerned.” 

Local authorities must undertake an assessment for any adult with an appearance of need for care and support, 
regardless of whether or not the local authority thinks the individual has eligible needs or of their financial situation. 
Where the assessor believes that the person’s presenting needs may be as a result of or a part of wider needs then 
the local authority should undertake a more detailed assessment and refer the person to other services such as 
housing or the NHS if necessary. Figure 3 defines the Care Act statutory guidance process. 

People may have needs that are met by various bodies. Therefore, a holistic approach to assessment which aims to 
bring together all of the person’s needs may need the input of different professionals such as adult care and support, 
children’s services, housing, experts in the voluntary sector, relevant professionals in the criminal justice system, 
health or mental health professionals.  

Figure 3 The Care Act Statutory Guidance process 

 

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#moving-between-areas-inter-local-authority-and-cross-border-issues
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#other-areas
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#annexes
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A local authority may carry out a needs or carer’s assessment jointly with another body carrying out any other 
assessment in relation to the person concerned, provided that person agrees. 

Within guidance on person-centred care and support planning it is identified that the care plan must detail the needs 
to be met and how the needs will be met, and will link back to the outcomes that the adult wishes to achieve in day-
to-day life as identified in the assessment process and to the wellbeing principle in the Act. This should reflect the 
individual’s wishes, their needs and aspirations, and what is important to and for them, where this is reasonable. This 
process is central to the provision of person-centred care and support that provides people with choice and control 
over how to meet their needs. The person should have every reasonable opportunity to be involved in the planning to 
the extent that they choose and are able. 

“When developing the plan, there are certain elements that must always be incorporated in the final plan, [unless 
excluded by the Care and Support (Personal Budget Exclusion of Costs) Regulations 2014]. These are: 

• the needs identified by the assessment 
• whether, and to what extent, the needs meet the eligibility criteria 
• the needs that the authority is going to meet, and how it intends to do so 
• for a person needing care, for which of the desired outcomes care and support could be relevant 
• for a carer, the outcomes the carer wishes to achieve, and their wishes around providing care, work, education 

and recreation where support could be relevant 
• the personal budget (see chapter 11) 
• information and advice on what can be done to reduce the needs in question, and to prevent or delay the 

development of needs in the future 
• where needs are being met via a direct payment (see chapter 12), the needs to be met via the direct payment 

and the amount and frequency of the payments” 
 
A named contact or lead professional should be considered both as part of care planning, and in the final plan, so that 
the person knows how to contact the local authority. 

1.7.5 Care Programme Approach 

The term Care Programme Approach (CPA) has been used since 1990 to describe the framework that supports and co-
ordinates effective mental health care for people with severe mental health problems in secondary mental health 
services. Two levels of support and co-ordination were initially determined: 

• standard support for individuals receiving care from one agency, who are considered able to self-manage their 
mental health problems and maintain contact with services 

• enhanced support for individuals with multiple care needs from a range of agencies, likely to be at higher risk 
and to disengage from services 

The Department of Health produced policy guidelines3 in 2008 to remove this two-tier approach and identified the 
characteristics to consider when deciding if support of a CPA was required: 

• Severe mental disorder (including personality disorder) with high degree of clinical complexity 
• Current or potential risk(s), including: 

o Suicide, self harm, harm to others (including history of offending) 
o Relapse history requiring urgent response 
o Self neglect/non concordance with treatment plan 

                                                            
3 “Refocusing the Care Programme Approach: Policy and Positive Practice Guidelines” Gateway Ref: 9148 Mar 2008 
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o Vulnerable adult; adult/child protection e.g. 
 exploitation e.g. financial/sexual 
 financial difficulties related to mental illness 
 disinhibition 
 physical/emotional abuse 
 cognitive impairment 
 child protection issues 

• Current or significant history of severe distress/instability or disengagement 
• Presence of non-physical co-morbidity e.g. substance/alcohol/prescription drugs misuse, learning disability 
• Multiple service provision from different agencies, including: housing, physical care, employment, criminal 

justice, voluntary agencies 
• Currently/recently detained under Mental Health Act or referred to crisis/home treatment team 
• Significant reliance on carer(s) or has own significant caring responsibilities 

Under the CPA, the individual will undertake an assessment of their needs with a mental healthcare professional and 
a care plan will be drawn up collaboratively and will be regularly reviewed. The care plan also outlines any risks, 
including details of what happens in an emergency.  A care co-ordinator will be assigned (health or social care 
professional). 

A review of the CPA4 concluded that there is potential for better care integration for those patients with multiple or 
complex needs where a strategy of personalised care planning and pro-active care coordination is provided. However, 
such models will not reach their full potential unless a number of preconditions are met including: clear eligibility 
criteria; standardised measures of service quality; a mix of governance and incentives to hold providers accountable 
for such quality; and genuine patient involvement in their care plans. 

The CPA has come under some criticism5 and would appear to have been implemented in a fragmented and diverse 
way. It is however predicated on the concept of a holistic, person-centred care and support plan across multiple 
agencies and hence implementation of the care plan standard will enable more effective enactment of the CPA policy. 

In the context of the Severe Mental Illnesses service delivery programme, it is anticipated that citizens who fall within 
this grouping are likely to have a CPA care plan and a care co-ordinator. The consultation on the DCSP will consider 
any additional information requirements which may be required within the generic DCSP to support CMH SMI which 
will, in turn, facilitate a standardised approach to implementation within the community mental health model of care. 

The Community Mental Health Framework referenced in section 1.7.5.1 identifies that:  

“The CPA has had a central role in the planning and delivery of secondary care mental health services for almost 30 
years. The principles underlying the CPA are sound and there has been some excellent work over the years in 
implementing and in improving it. However, from early on, doubts were raised about its utility – principally, that it 
attempted to unite a model of resource allocation with one of clinical care delivery and planning, and that it created a 
two tier system in which a person is either “on” or “off” CPA. Its role has been further complicated by its close 
association with risk management. A number of attempts have been made to evaluate its impact but have failed to 
provide convincing evidence for its effectiveness. The CQC6 recently reported that “there is a large variation in the 
proportion of people on the CPA between trusts, which suggests that there are systematic differences in how trusts 
individually interpret and apply the CPA policy”, with figures that “ranged across trusts from a low of 3% of respondents 
                                                            
4 Goodwin N, Lawton-Smith S, Integrating care for people with mental illness; the Care Programme approach in England and its 
implications for long-term conditions International Journal of Integrated Care 2010; 10 
5 Dunne P The Care Programme Approach; first you have to prove you are ill BJMP 2011; 4(4):a437 
6 https://www.cqc.org.uk/sites/default/files/20161115_cmh16_statistical_release.pdf 

https://www.cqc.org.uk/sites/default/files/20161115_cmh16_statistical_release.pdf
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on the CPA to a high of 73%” among a sample of service users from different mental health trusts who responded to 
their annual community mental health survey. This Framework therefore proposes replacing the CPA for community 
mental health services, while retaining its sound theoretical principles based on good care coordination and high quality 
care planning”. 

1.7.6 Community Mental Health Care and Support Plan General Evidence Review 

1.7.6.1 Community Mental Health Framework for Adults and older Adults 
The Community Mental Health Framework prepared by NHS England and NHS Improvement and the National 
Collaborating Centre for Mental Health provides an historic opportunity to achieve radical change in the design of 
community mental health care by moving away from siloed, hard-to-reach services towards joined up care and whole 
population approaches, and establishing a revitalised purpose and identity for community mental health services. It 
supports the development of Primary Care Networks, Integrated Care Systems (ICSs) and personalised care, including 
how these developments will help to improve care for people with severe mental illnesses. 

This framework, together with the theoretical principles of the CPA, and NICE and CQC guidance, provide an 
overarching framework within which the DCSP can be validated and, where appropriate, updated to support the new 
community mental health model of care through consultation. 

1.7.6.2 Current Community Mental Health Offerings 
General research found that there appear to be varying levels of technology developments to support community 
mental health in different geographies, some of which are quite comprehensive and mature. There is significant 
variation in local implementations and in integration between service providers and between local systems and vendor 
systems.  

1.7.6.3 Integrated care records and new models of community mental health – Masterclass 
In the ‘Integrated care records and new models of community mental health – masterclass’ powerpoint presentation 
dated 22nd January 2020, NHS England policy team have identified the following priorities in relation to the new models 
of care:  

While not all professionals everywhere will need access to all information….. 

• Model is based on breaking down the barriers between: 

• primary care and secondary mental health care 
• mental health and social care 
• physical and mental health for people with severe mental health problems 
• services for older adults receiving care within frailty or long-term conditions pathways / services 

• Model moves away from referrals and a strict secondary care clinical model (such as current CMHTs), towards 
more direct care in primary care settings, and/or by VCSE.  

• Flexibility between sectors so care may ‘sit’ between / across them and be ‘stepped up / down’ accordingly – 
care records need to allow for that 

• Patient journey (new patient unknown to MH services) starts in primary care and should be viewed seamlessly 
from that point onwards.  

• Full assessment may take place by a professional in primary or secondary care – its outputs need to be 
accessible in both settings (critical for clinical governance). 

• Increasing VCSE involvement, separately or as part of MDT, means their input into care records is important. 

https://www.england.nhs.uk/wp-content/uploads/2019/09/community-mental-health-framework-for-adults-and-older-adults.pdf
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• Also testing 4 week maximum waiting times within new models, with clock starting from ‘first contact’ in 
primary care – MDT across primary care, secondary care, VCSE need to know waiting time duration 

  

The presentation goes on to identify what information must be shared: 

• Co-produced, personalised care and support plan: crucial in determining the activity of the care team and 
different services involved in delivering an MDT approach to the patient. Viewable by all involved in someone’s 
care, and editable ideally by a subset (critical for clinical governance).  

• Care Act-compliant assessments and care and support plans: interoperability with social care will be vital 
(especially as in many local areas, local authorities have pulled out of Section 75 agreements with MH trusts, 
by which social workers are embedded within MH teams – so many social work teams currently operate 
separately from CMHTs, while caring for the same people). 

• Medication information: this should be readily available in all settings as critical for safety, plus increasing 
flexibility of model with either clinical pharmacists based in primary care (Primary Care Networks), or mental 
health pharmacists based in primary or secondary care, playing an increasingly prominent role in reviewing 
medications and adjusting prescriptions / advice, along with GPs. 

• Physical health checks and interventions: for people with severe mental health problems; often undertaken 
by GP practice staff, but can information is needed in other settings to ensure these are complete and 
appropriately acted upon. 

• Non-clinical needs and social needs: captured in care records e.g. around relationships, financial health, 
housing – the social determinants that have a big impact on someone’s life and health, with models seeking 
to address these via high quality care and support planning, and partnership working. 

This, together with the output from the evidence review has highlighted that the  DCSP with some additions is central 
to delivery of the new model of care and in most respects can meet those requirements assuming supporting 
information can be drawn from an integrated shared care record.  

1.8 General Findings 

The research undertaken during the Discovery Phase of the project has highlighted several key factors which will 
influence project direction: 

• A working assumption had been made that there would be technology-enabling support as part of the 
Transformation Funding for the early implementer sites. A review of the London bids has revealed that the 
funding is for additional workforce within community mental health, and that the programmes are focused 
upon implementing that workforce capability; there is no dedicated investment for digital development and 
most early implementers are dependent on the coterminous LHCR programmes to support the technology 
needs of the new care model. 

• The working assumption that the existing care plan standard would need to be considered in the light of CMH 
SMI requirements holds.  The DCSP standard assumes that an integrated shared care record is available and 
that information such as demographic details and GP practice will be drawn from it, together with detailed 
therapeutic mental health records, to underpin the generic care and support plan where needed.  The 
consultation may identify changes/development of these as well as the care plan and these will be noted. 
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• There are a number of concurrent initiatives looking at care and support plans and development of the core 
information standard.   In some areas, this will lead to updates to the current published care plan standard.  
Updates and improvements to the ‘about me’ and care plan standard arising from the current digital social 
care programme will be incorporated into the proposed model arising from this project.  PRSB proactively 
manage all standards and components so that they remain consistent and coherent and interoperability can 
be achieved.    

• Whilst the scope of this project is community-based mental health care for people with severe and enduring 
illness, all mental health service delivery programmes are likely to be supported by the DCSP. In addition, 
people with SMI are highly likely to have co-morbidities and the care plan in combination with the shared care 
record needs to enable a holistic view of the person and all their conditions to successfully deliver the 
improved care envisaged. 

• Plans for implementation of the standard including the digital capability to support widespread use of the 
standard are not well defined and need to be developed in the next stages to ensure widespread adoption of 
the standard and new model of care.  

1.9 Draft Standard 

1.9.1 Baseline 

The baseline information model is detailed in Appendix F. 

1.9.2 OneLondon LHCR 

The mapping exercise undertaken with OneLondon LHCR identified the following information requirements which 
were not thought to map to existing PRSB standards: 

•        Outcomes Scales – Used to record outcomes measures used in mental health, e.g. the DIALOG 
questionnaire; PROMS used in mental health such as GAD7, PHQ9. Also potentially the IAPT Treatment 
patient experience questionnaire. 

•        Functional Status – Related to physical function of the body, whether support or supervision is needed for 
the person, as well as describing the person's functional status in terms of how much they participate in 
daily activities. 

•        Disability (or alternatively ‘Impairments’ or ‘disability type’) - Details of the type of disability affecting a 
patient, based on their perception or the perception of a patient proxy. 

 

1.9.3 MHSDS and IAPT 

The mapping exercise undertaken with the Mental Health services dataset team identified the following information 
requirements which were not thought to map to current PRSB standards: 

•        Assistive Technology to Support Disability Type – Details of when assistive technology is used to support a 
disabled patient. Includes (for example) wheelchairs and hearing aids. 

•        Care Plan Type - The type of Care Plan for the patient, recorded by the service. [Dependent on outcome of 
concurrent National Record Locator service project] 

•        Group Session – Details of any group sessions which have been provided to a group of patients. 
• Care coordinator – To carry the details of the mental health care coordinator assigned to the patient. 
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1.9.4 Vendor 

PKB reviewed the draft information model and agreed that the sections identified by the OneLondon mapping would 
be useful to access for patients with severe mental illnesses, and their carers. PKB were keen to highlight the 
importance of patients having full access to the information and being involved in entering their own data, through 
properly managed tools and technologies. 

1.9.5 General 

Discussions with NEL EI identified that Dialog Scales (Appendix G) and others are used to assess patient satisfaction on 
a number of scales. This is thought to be catered for within the ‘outcome scales’ identified in section 1.9.2.  

The digital social care project has identified the following information requirement: 

• Primary Support Reason – Used to classify a person for National Reporting on Short and Long Term Services 
(SALT) e.g. learning disability support, mental health support, physical support. 

1.9.6 Summary of potential additional information requirements. 

Table 1 summarises the potential additional information requirements identified and which will form the basis of 
consultation in addition to the baseline DCSP. 

Table 1 Potential additional information requirements. 

Information requirement Description 
Outcomes Scales Used to record outcome measures used in mental health e.g. the DIALOG 

questionnaire; PROMS used in mental health such as GAD7, PHQ9. Also 
potentially the IAPT Treatment patient experience questionnaire. 
 

Functional Status Related to physical function of the body, whether support or supervision is 
needed for the person, as well as describing the person's functional status 
in terms of how much they participate in daily activities. 
 

Disability (or alternatively 
‘Impairments’ or ‘disability type’) 

Details of the type of disability affecting a patient, based on their 
perception or the perception of a patient proxy. 
 

Assistive Technology to Support 
Disability Type 

Details of when assistive technology is used to support a disabled patient. 
Includes (for example) wheelchairs and hearing aids. 
 

Care Plan Type The type of Care Plan for the patient, recorded by the service. [Dependent 
on outcome of concurrent National Record Locator service project] 
 

Group Session Details of any group sessions which have been provided to a group of 
patients. 
 

Care coordinator To carry the details of the mental health care coordinator assigned to the 
patient. 
 

Primary Support Reason Used to classify a person for National Reporting on Short and Long Term 
Services (SALT) e.g. learning disability support, mental health support, 
physical support. 
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Recommendations 
The following recommendations are made: 

• The premise that community-based mental health requirements can be met within the structure of the care 
plan standard, with access to other areas of the Electronic Health Record (EHR) for other related information, 
is valid. A tailored consultation to consider the proposed adaptations to the care plan to meet the new model 
of care requirements should be undertaken with relevant stakeholders.  Whilst the main  focus of this project 
is testing and developing the care plan standard to meet the new these needs, the consultation should clarify 
the relationship to integrated care records (LHCR or other shared care records) and detailed mental health 
records in order that consultees can understand the complete picture of how information would be shared 
and how the new care models would work. 

• The consultation should expand on work with vendors in particular who have current care plan products in 
order to learn how current systems manage the content of a person-centred care plan with multiple users and 
interact with local integrated care records (LHCR shared care record or other) and detailed therapeutic records 
for particular areas such as mental health and other co-morbidities. 

• The current status and plans within each of the 13 LHCR localities in relation to implementation of care plans 
and planned integration with mental health records should be assessed to inform implantation planning. 

• The founding principle of the care plan standard is that there is one holistic care plan so that professionals are 
aware of the complete picture of a person’s needs and goals in order that truly person-centred care can be 
delivered.  This means that co-ordination is needed with other stakeholders and disciplines who have an 
interest and may want to develop the content.  PRSB manage this contention in relation to the underlying 
information models and standards, but it is recommended that a governance approach is agreed with the 
Personalised Care team to oversee the approach and ensure consistency.  

• The planned workshop with OneLondon (LHCR), North West London and North East London (EI’s withing the 
OneLondon LHCR footprint)  as one of the more advanced localities, should go ahead to help inform 
development of the standard by considering  the EI information requirements and how well these are met by 
existing technologies. The workshop can add value by testing how well existing solutions including the 
information held in the persons shared care record alongside the care plan support the information 
requirements of the new model of care for mental health, how well they met endorsed standards, and what 
gaps there are.  

• A proof of concept pilot should be developed to prove how the enhanced care plan standard and shared care 
record can together deliver the digital transformation programme for community-based mental health care 
and any refinements that may be needed to the information standard.   

• A workshop should be held to develop comprehensive plans for piloting followed by widescale uptake.  This 
should consider alignment of procurement frameworks, NICE guidelines, regulatory frameworks and others 
as well as development of practical guidance and support materials. 

• The project should plan now for widespread adoption following the pilot and ensure all the materials and 
preparation are in place and an environment created which encourages and enables local adoption including 
maximising all the system levers and incentives that will incentivise change.  Implementation will be 
intrinsically linked to implementation of the core information standard and integrated shared care records 
and so it is recommended that this link and dependency on the LHCR programme is formally agreed and 
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monitored via NHSx with the NHS England team able to focus on the unique aspects of implementing care 
plans for people with SMI. 
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Conclusions 
The evidence review has supported the expectation that, following the extensive consultation undertaken for the 
original DCSP, only a few additional information requirements have been identified which might be required to support 
CMH SMI requirements in terms of the content of a care and support plan. This will be verified through the consultation 
process. 
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Appendix A Summary of core Five Year Forward View Mental Health and Long Term Plan Ambitions 
 
 

Programme FYFVMH Ambition (By 2020/21) LTP Ambition (By 2023/24) 
Service Delivery 
Specialist 
Community 
Perinatal 
Mental Health 

• Support at least 30,000 more women each year to access evidence-based 
specialist mental health care during the perinatal period. This should include 
access to psychological therapies and the right range of specialist community or 
inpatient care so that comprehensive, high quality services are in place across 
England 

• At least 66,000 women with moderate to severe perinatal mental health 
difficulties will have access to specialist community care from pre-conception to 
24 months after birth with increased availability of evidence-based psychological 
therapies 

• Partners of women accessing specialist community care will be able to access an 
assessment for their mental health and signposting to support as required 

• Maternity Outreach Clinics will be available across the country, combining 
maternity, reproductive health and psychological therapy for women experiencing 
mental health difficulties directly arising from, or related to, the maternity 
experience 

Children and 
Young 
People’s 
(CYP) Mental 
Health 

• At least 70,000 additional children and young people each year will receive 
evidence-based treatment – representing an increase in access to NHS-funded 
community services to meet the needs of at least 35% of those with diagnosable 
mental health conditions 

• Joint agency Local Transformation Plans aligned to STP plans are in place and 
refreshed annually 

• Ensure there is a CYP crisis response that meets the needs of under 18 year olds 
• Achieve 2020/21 target of 95% of children and young people with eating 

disorders accessing treatment within 1 week for urgent cases and 4 weeks for 
routine cases 

• 345,000 additional CYP aged 0-25 will have access to support via NHS-funded 
mental health services and school- or college-based Mental Health Support 
Teams (in addition to the FYFVMH commitment to have 70,000 additional CYP 
accessing NHS services by 2020/21); 

• There will be 24/7 mental health crisis provision for children and young people 
that combines crisis assessment, brief response and intensive home treatment 
functions 

• There will be a comprehensive offer for 0-25 year olds that reaches across 
mental health services for CYP and adults 

• The 95% CYP Eating Disorder referral to treatment time standards achieved in 
2020/21 will be maintained 

• CYP mental health plans will align with those for children and young people with 
learning disability, autism, special educational needs and disability (SEND), 
children and young people’s services, and health and justice [from 2022/23] 

 
Adult 
Common 
Mental 
Illnesses 
(IAPT) 

• Increase access to IAPT services to 25% of those in need 
• All areas commission IAPT-Long Term Condition (IAPT-LTC) services (including 

co-location of therapists in primary care) 
• Meet IAPT referral to treatment time and recovery standards: 50% IAPT recovery 

rate; 75% of people accessing treatment within 6 weeks IAPT waiting time; and 
95% of people accessing treatment within 18 weeks IAPT waiting time 

• Access to IAPT services will be expanded to cover a total of 1.9m adults and 
older adults 

• All areas will maintain the existing IAPT referral to treatment time and recovery 
standards 

• All areas will maintain the existing requirement to commission IAPT-LTC services 
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Programme FYFVMH Ambition (By 2020/21) LTP Ambition (By 2023/24) 
Adult Severe 
Mental 
Illnesses 
(SMI) 
Community 
Care 

• 280,000 people with a severe mental illness will receive a full annual physical 
health check 

• Access to Individual Placement and Support (IPS) will be doubled, enabling 
people with severe mental illnesses to find and retain employment 

• 60% of people experiencing a first episode of psychosis will have access to a 
NICE-approved care package within two weeks of referral. 60% of services will 
achieve Level 3 NICE concordance by 2020/21 

• New integrated community models for adults with SMI (including care for people 
with eating disorders, mental health rehabilitation needs and a ‘personality 
disorder’ diagnosis) spanning both core community provision and also dedicated 
services will ensure at least 370,000 adults and older adults per year have 
greater choice and control over their care, and are supported to live well in their 
communities 

• A total of 390,000 people with SMI will receive a physical health check 
• A total of 55,000 people a year will have access to IPS services 
• The 60% Early Intervention in Psychosis access standard will be maintained and 

95% of services will achieve Level 3 NICE concordance 
Mental Health 
Crisis Care 
and Liaison 

• By 2020/21, all areas will provide crisis resolution and home treatment (CRHT) 
functions that are resourced to operate in line with recognised best practice, 
delivering a 24/7 community-based crisis response and intensive home treatment 
as an alternative to acute inpatient admission 

• All acute hospitals will have mental health liaison services that can meet the 
specific needs of people of all ages with 50% of mental health liaison services 
meeting the ‘core 24’ standard 

• There will be 100% coverage of 24/7 age-appropriate crisis care, via NHS 111, 
including: 
o 24/7 CRHT functions for adults, operating in line with best practice by 

2020/21 and maintaining coverage to 2023/24; 
o 24/7 provision for CYP that combines crisis assessment, brief response and 

intensive home treatment functions; 
o A range of complementary and alternative crisis services to A&E and 

admission (including in VCSE-/local authority-provided services) within all 
local mental health crisis pathways; 

o Mental health professionals working in ambulance control rooms, Integrated 
Urgent Care services, and providing on-the-scene response in line with 
clinical quality indicators 

• All general hospitals will have mental health liaison services, with 70% meeting 
the ‘core 24’ standard for adults and older adults 

Therapeutic 
Acute Mental 
Health 
Inpatient Care 

• Deliver against STP-level plans to eliminate all inappropriate adult acute out of 
area placements 

• The therapeutic offer from inpatient mental health services will be improved by 
increased investment in interventions and activities, resulting in better patient 
outcomes and experience in hospital. This will contribute to a reduction in length 
of stay for all services to the current national average of 32 days (or fewer) in 
adult acute inpatient mental health settings 

Suicide 
Reduction 
and 
Bereavement 
Support 

• Deliver against multi-agency suicide prevention plans, working towards a national 
10% reduction in suicides by 2020/21. This includes working closely with mental 
health providers to ensure plans are in place for a ‘zero suicide’ ambition for 
mental health inpatients 

• The current suicide prevention programme will cover every local area in the 
country 

• All systems will have suicide bereavement support services providing timely and 
appropriate support to families and staff 

Problem 
Gambling 
Mental Health 
Support 

• (N/A) • There will be a total of 15 new clinics providing NHS specialist treatment for 
people with serious gambling problems. This will include piloting provision for 
under 18s 

Rough 
Sleeping 
Mental Health 
Support 

• (N/A) • 20 high-need areas will have established new specialist mental health provision 
for rough sleepers 

Enablers 
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Programme FYFVMH Ambition (By 2020/21) LTP Ambition (By 2023/24) 
Provider 
Collaboratives 
(formerly 
‘New Care 
Models’) and 
Secure Care 

• In select areas, new models that allow secondary providers of specialised 
services to manage care budgets for tertiary (specialised) mental health services 
to improve outcomes and reduce out of area placements will be trialled 

• Trial new models of care within the secure care pathways, with a focus on 
expanding community-based services for people who require them 

• All appropriate specialised mental health services, and learning disability and 
autism services, will be managed through NHS-led provider collaboratives over 
the next five years 

• NHS-led Provider Collaboratives will become the vehicle for rolling-out specialist 
community forensic care 

Digitally- 
enabled 
Mental Health 
Care 

• Demonstrate progress against assessments of digital maturity (e.g. Digital 
Maturity Assessment) 

• 100% of mental health providers meet required levels of digitisation 
• Local systems offer a range of self-management apps, digital consultations and 

digitally-enabled models of therapy 
• Systems are utilising digital clinical decision-making tools 

Improving the 
quality of 
mental health 
data 

• All providers, including third & independent sector providers, submit 
comprehensive data to the Mental Health Services Data Set (MHSDS) and IAPT 
dataset 

• All mental health providers will achieve Data Quality Maturity Index scores of or 
above 95% 
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Adult Severe Mental Illnesses (SMI) Community Care 
 

 
 
Planning and delivery requirements 
 

Ambition 2019/20 2020/21 2021/22 2022/23 2023/24 
Fixed 

Integrated Stabilise and bolster Stabilise and bolster At least 126,000 At least 257,000 At least 370,000 
primary and core community core community adults and older adults and older adults and older 
community mental health teams mental health teams adults with SMI adults with SMI adults with SMI 
care for [Testing new model [Testing new model (including care for (including care for (including care for 
adults and within select number within select people with eating people with eating people with eating 
older adults of STPs/ICSs] number of disorders, mental disorders, mental disorders, mental 
with SMI  STPs/ICSs] health rehabilitation health rehabilitation health rehabilitation 
access   needs and a needs and a needs and a 

   ‘personality ‘personality ‘personality 
   disorder’ diagnosis) disorder’ diagnosis) disorder’ diagnosis) 
   receiving care from receiving care from receiving care from 
   integrated primary integrated primary integrated primary 
   and community and community and community 
   mental health mental health mental health 
   services services services 

SMI A total of 280,000 A total of 280,000 A total of 302,000 A total of 346,000 A total of 390,000 
physical people receiving people receiving people receiving people receiving people receiving 
health physical health physical health physical health physical health physical health 
checks checks checks checks checks checks 

 [FYFVMH [FYFVMH [An additional [An additional [An additional 
 commitment] commitment] 22,000 above 66,000 above 110,000 above 
   FYFVMH ambition] FYFVMH ambition] FYFVMH ambition] 

Individual 16,000 total people 20,000 total people 32,000 total people 44,000 total people 55,000 total people 
Placement accessing IPS accessing IPS accessing IPS accessing IPS accessing IPS 
and Support [60% Increase in [100% increase in    
(IPS) access as per access as per    

 FYFVMH] FYFVMH]    

Early Achieve 56% EIP Achieve 60% EIP Maintain 60% EIP Maintain 60% EIP Maintain 60% EIP 
Intervention Access Standard Access Standard Access Standard Access Standard Access Standard 
in and 50% Level 3 and 60% Level 3 and 70% Level 3 and 80% Level 3 and 95% Level 3 
Psychosis NICE concordance NICE concordance NICE concordance NICE concordance NICE concordance 
(EIP) [FYFVMH [FYFVMH    

 commitment] commitment]    
 

  

BY 2023/24: 

• ALL STPS/ICSS WILL HAVE RECEIVED FUNDING TO DEVELOP AND 
BEGIN DELIVERING NEW MODELS OF INTEGRATED PRIMARY 
AND COMMUNITY CARE FOR ADULTS AND OLDER ADULTS WITH 
SEVERE MENTAL ILLNESSES, INCORPORATING CARE FOR PEOPLE 
WITH EATING DISORDERS, MENTAL HEALTH REHABILITATION 
NEEDS AND COMPLEX MENTAL HEALTH DIFFICULTIES 
ASSOCIATED WITH A DIAGNOSIS OF A ‘PERSONALITY DISORDER’, 
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In this context ‘SMI’ covers a 
range of needs and diagnoses, 
including but not limited to; 
psychosis, bipolar disorder, 
‘personality disorder’ diagnosis, 
eating disorders, severe 
depression and mental health 

rehabilitation needs – some of which may be co-existing with other conditions such as frailty, cognitive 
impairment, neurodevelopmental conditions or substance use. New and integrated primary and community 
services should remove thresholds to ensure people can access the care, treatment and support at the 
earliest point of need, so that they can live as well as possible in their communities. 

These models will: 

• Provide continuous care across primary and secondary services to ensure there is care and support 
available for those who do not meet existing thresholds for secondary care, and to avoid people 
losing care and support following discharge from community mental health teams (CMHTs). 

• Improve access to evidence-based and meaningful care to help people get better and stay well. 
This will include: 

o Improved access to psychological therapies for people with psychosis, bipolar disorder, and 
complex mental health difficulties associated with a diagnosis of a ‘personality disorder’ 

o Improved physical health care 
o Access to employment support 
o Increasingly personalised and trauma-informed care 
o Medicines management 
o Support for self-harm and coexisting substance use 

• Span both transformed core primary/community provision and dedicated community-based services 
for the following groups, ensuring improved access to high quality, evidence-based care and 
reduced waits for: 

o Adults with eating disorders 
o People with complex mental health difficulties who are diagnosed with a ‘personality 

disorder’ 
o People with mental health rehabilitation needs 

Adult and older adult community mental health transformation must align with other local transformation 
efforts including: the comprehensive mental health offer for young adults; Ageing Well; personalised care; 
and the evolution of Primary Care Networks. 

An initial two-year period of testing these new models will take place in selected areas from 2019/20 to 
2020/21, including piloting the changes to the young adults offer set out in the Children and Young People 
Mental Health section. This phase will further include testing four week waiting times for generic adult and 
older adult care in line with the Clinical Review of Standards, generating learning on how to make joint 
working with Primary Care Networks (PCNs) effective, and how to link core provision with a range of 
dedicated services, such as EIP and adult community eating disorder services. 

Meanwhile, from 2019/20 onwards, all areas will receive a year-on-year increase in baseline funding to 
bolster community mental health provision. From 2019/20 onwards, all local systems are thus expected to: 

o Stabilise and bolster current core community services; 
o Meet the fixed deliverables for SMI physical health checks, IPS and EIP (see below); and 
o Prepare their local systems for mobilisation of new integrated primary and community model using 

central / transformation funding which every STP/ICS will receive from 2021/22 to 2023/24. 

Preparatory work for the mobilisation of the new integrated primary and community model should include: 
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o Completing a self-assessment against the principles set out in The Community Mental Health 
Framework for Adults and Older Adults; 
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o Strengthening local relationships between primary care (especially emerging PCNs, secondary 
mental health care including children and young people’s mental health services, local authorities 
and VCSE services, and co-designing plans with communities; 

o Joint workforce planning, allowing for new roles and peer support workers; 
o Releasing existing staff to take advantage of training opportunities in psychological therapies for 

people with SMI 
o Considering opportunities to join up with plans for Provider Collaboratives to manage specialised 

commissioning budgets for adult eating disorder inpatient care. 

From 2021/22 to 2023/24, all STPs/ICS will then receive a fair share of central / transformation funding to 
achieve the fixed national trajectory for access to the new models of integrated primary and community 
care for people with SMI; this central / transformation funding will be in addition to the continuous increase 
in CCGs baseline funding. 

Given the importance of access to psychological therapies within the new community-based offer, NHS 
England and NHS Improvement will work with HEE across the five-year period to commission new training 
places each year to increase competency within the workforce. This will support delivery of NICE- 
recommended psychological therapies for people with psychosis, bipolar disorder and 'personality 
disorder’. This will also enable local systems to strengthen or establish regional and local clinical leadership 
in improving access to psychological therapies for people with SMI and a range of other diagnoses and 
needs not treatable within IAPT services. Targeted workforce development for adult eating disorders and 
complex mental health difficulties associated with a diagnosis of ‘personality disorder’ will also be 
undertaken in partnership with HEE including exploring key non-clinical roles, such as peer support 
workers, and the development of the mental health pharmacist workforce. 

Delivery of the ambitions to increase access to physical health checks and follow up care, increase access 
to IPS, and continue to improve on delivery of the EIP standard are all fixed deliverables, building on 
FYFVMH expansions to date. These must now be viewed as essential components of a comprehensive 
community-based offer within new models: 

• EIP – All areas will need to ensure they are commissioning EIP services in line with NHS England 
guidance including providing a service that covers an age range of 14-65 and has a provision for 
people with an At Risk Mental State (ARMS). Improvements in NICE-concordance are also 
expected in line with the trajectory. 

• IPS – All areas are to have IPS services in place that operate in line with fidelity to the established, 
evidence-based model. 

• SMI physical health checks – All areas are to enhance provision to better address physical health 
risks and needs for people with SMI including: 

o Completion of recommended physical health assessments 
o Follow-up delivery of or referral to appropriate NICE-recommended interventions 
o Follow-up personalised care planning, engagement and psychosocial support. 

https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/04/eip-guidance.pdf
https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/04/eip-guidance.pdf
https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/04/eip-guidance.pdf
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National funding profile 

Please note that the breakdown of the funding within the mental health ringfenced investment is indicative 
for the last two years (2022/23 and 2023/24); this does not impact the total funding commitment for mental 
health of at least £2.3bn per year in real terms by 2023/24. 

 

Funding Type (£ Million – Cash prices) Baseline Year 1 Year 2 Year 3 Year 4 Year 5 
2018/19 2019/20 2020/21 2021/22 2022/23 2023/24 

Early Intervention in 
Psychosis* 

Central / Transformation 0 0 0 Funding for each of these 
commitments is included in ‘Adult 
Mental Health (SMI) Community 
Care Total’ from 2021/22 onwards 

CCG baselines 12 18 52 
Total 12 18 52 

Individual Placement and 
Support* 

Central / Transformation 13 30 23 
CCG baselines 0 0 0 
Total 13 30 23 

Physical Health Checks 
for people with Severe 
Mental Illnesses* 

Central / Transformation 0 0 0 
CCG baselines 2 51 79 
Total 2 51 79 

New integrated 
community models for 
adults with SMI (including 
care for people with 
eating disorders, mental 
health rehabilitation 
needs and a ‘personality 
disorder’ diagnosis)* 

Central / Transformation 0 31 52 
CCG baselines 0 33 135 
Total 0 65 187 

Adult Severe Mental 
Illnesses (SMI) 
Community Care Total 

Central / Transformation 13 61 75 147 370 456 
CCG baselines 14 103 265 279 326 519 
Total 27 165 341 426 696 975 

*Funding for all SMI ambitions are aggregated from 2021/22 onwards after the FYFVMH comes to an end in 2020/21. 

Central / transformation funding will be made available to systems for: 

• Testing, evaluating and refining new models of integrated primary and community care for 
people with SMI in select areas [in 2019/20 and 2020/21]; 

• Implementing and expanding new models of integrated primary and community care for people 
with SMI in all areas across England through fair-share central / transformation funding [from 
2021/22 to 2023/24], in addition to CCG baseline funding. 

• Central / transformation funding will also be used to fund NHS England and Improvement-led 
and -coordinated developments to increase the capacity of the workforce to support community- 
based care, including: 

o Commissioning training places for improving access to psychological therapies for 
people with psychosis, bipolar disorder and complex mental health difficulties associated 
with a diagnosis of a ‘personality disorder’; 

o Work to improve the competence and confidence of the workforce to understand and 
respond to the needs of people with complex mental health difficulties associated with a 
diagnosis of ‘personality disorder’, based on the Knowledge and Understanding 
Framework; 

o Work to improve the availability of staff with the skills required to support and deliver 
evidence-based treatment for adults with eating disorders in community-based services, 
in line with recommendations from the Parliamentary and Health Services Ombudsman 
report Ignoring the Alarms: How NHS eating disorder services are failing patients; 

o Work to improve skills and knowledge around improving physical health care for people 
with SMI; and 

o Work to accelerate the development of the peer support workforce. 
Published CCG baseline programme allocations include funding growth for: 

• Delivering commitments on improving SMI physical health care, and EIP 



 

 

 

• Delivering commitments on improving IPS services from 2021/22 once FYFVMH central / 
transformation funding ceases 

• Stabilising and bolstering current core community services [in 2019/20 and 2020/21] and then 
funding the delivery of new models of integrated primary and community care for people with 
SMI, including those with specific needs, in conjunction with the use of fair-shared central / 
transformation funding [from 2021/22 onwards]. 

 
National indicative workforce profile 

Note this is additional to the existing requirements specified in Stepping forward to 2020/21: the mental 
health workforce plan for England. 

 

Adult Mental Health (SMI) 
Community Care 

 
Year 1 

 
Year 2 

 
Year 3 

 
Year 4 

 
Year 5 

Staff group 2019/20 2020/21 2021/22 2022/23 2023/24 
Psychiatrist - consultant 10 30 60 120 170 
Pharmacist 20 50 90 180 260 
Nursing 90 310 530 1,070 1,540 
Psychologist 40 150 260 520 750 
Psychotherapists and 
psychological professionals 

10 40 70 140 210 

Occupational Therapists 10 40 70 150 220 
Physician Associates 8 30 50 100 140 
Support to clinical staff / other 
therapists – including employment 
support 

240 790 1,350 2,740 3,930 

Social worker 20 70 120 250 360 
Admin 30 110 180 370 530 
Peer support worker 170 560 950 1,930 2,780 
Total 650 2,180 3,720 7,570 10,880 

 
 
Support materials 

Work is underway to finalise the Community Mental Health Framework commissioned by NHS England and 
NHS Improvement that will encompass the needs of adults, including younger and older adults with moderate 
to severe mental illnesses, covering a range of needs and diagnoses. Similarly, publication of guidance on 
developing community-based services for adults with eating disorders is imminent. 

Further resources are being developed to support improved community services for adults with SMI, 
including on the implementation of increased access to psychological therapies for people with SMI. 

The following support material is already available: 

• Improving the physical health care for people with SMI: Guidance for CCGs 
• Physical health check and follow-up interventions for people with severe mental illness 
• Implementing the Early Intervention in Psychosis Access and Waiting Time Standard: Guidance 

Finally, NHS England and NHS Improvement have commissioned Social Finance to deliver IPS Grow, an 
infrastructure support initiative, which consists of: hands-on implementation support from a network of 
IPS experts; a workforce development programme; and tools for effective reporting, monitoring and 
evaluation of services. 

 

https://www.hee.nhs.uk/sites/default/files/documents/Stepping%20forward%20to%20202021%20-%20The%20mental%20health%20workforce%20plan%20for%20england.pdf
https://www.hee.nhs.uk/sites/default/files/documents/Stepping%20forward%20to%20202021%20-%20The%20mental%20health%20workforce%20plan%20for%20england.pdf
https://www.england.nhs.uk/publication/improving-physical-healthcare-for-people-living-with-severe-mental-illness-smi-in-primary-care-guidance-for-ccgs/
https://www.england.nhs.uk/statistics/statistical-work-areas/serious-mental-illness-smi/
http://ipsgrow.org.uk/
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Appendix B Personae for use with the PRSB / NHSE Mental Health 
Community data / Care Plan project 
The following ‘personae’7 are constructed as fictitious but realistic ‘cases’ of typical mental health 
presentation. These are to be tested against the ‘use case’ for the MH Data product / shared care plan 
which the PRSB have been tasked to develop.  

1 - Victoria 

Victoria is a 19 year old university student who at the beginning of her second term at university 
stopped attending lectures and tutorial and started to refuse to come out of her room in the university 
halls of residence, much to the concern of her hall-mates. The university medical centre GP was called 
to see Victoria, and found her withdrawn and looking neglected. She failed to make eye contact and 
muttered throughout the interview, failing to respond directly to the GPs questions. The GP made a 
referral to a psychiatrist in the local community mental health team who came to see her in her room 
at university. After examining her, the psychiatrist made a referral to the early intervention in 
psychosis services and suggested Victoria accept a prescription for a low dose of atypical antipsychotic. 
The early intervention in psychosis team worked with Victoria and her family to decide how best they 
could all best support her. Victoria discontinued her university course to focus on her mental well-
being, but with the support of her family and care team, hope to restart university next year. 

Use Cases to test: GP, CMHT Referral, Psychiatrist, CPN/Care co-ordinator 

2 - Clive 

Clive is a 46 year old male with a long history of schizophrenia with complex  delusions including a 
belief that he is God and he has been crucified.   Clive was admitted to hospital after he assaulted a 
worker at the drop-in centre, which he has attended for several years, by holding him in a headlock 
and threatening to punch him.  When the police were called he assaulted one of the officers.   

Clive spends most of his time either praying at the local church or at the drop-in centre where he 
receives substantial care and support (his difficulties are monitored here).  He has no close friends and 
only very transient conversations with acquaintances.  He takes care of himself and his personal 
hygiene reasonably well although he is somewhat untidy and tends not to change his clothes very 
often.  He seems to manage his finances, rent etc. with the help of the CMHT social worker with whom 
he has formed a good relationship over the past couple of years.   

Use Cases to test: Emergency Services – 999, Street Triage – mental health, 3 sector providers / 
social care – the drop-in, CMHT  

 

                                                            
7 Cases 2 - Clive, 4 – David, 6 – Frances, 8 - Paula are reproduced in edited form, with permission (pending), 
from the RCPsych HoNOS Training Vignettes (Matt Butler is/was an RCPsych accredited HoNOS Trainer) 
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3 - Stephanie 

During the first few days after the birth to her first child, Stephanie found herself feeling tearful and 
emotionally confused. She assumed this was due to the experience of giving birth to her son. Much to 
her relief the feelings of emotional stress passed away after a few days. However over the next few 
weeks, Stephanie found herself feeling more and more tired and weak. The quality of her sleep 
deteriorated in spite of her feeling so tiredness and she began to find herself worrying incessantly 
about the well-being of her child. Feeling she couldn't go on like this Stephanie and her husband went 
to see the GP and ask for help. The GP expressed concern that she night be suffering from post-natal 
depression. Stephanie didn't want to take any medication as she was breast-feeding her son and didn't 
want an additional worry about whether taking anti-depressants would affect his health. Respecting 
Stephanie's wishes, the GP referred her to a psychologist in the local community outreach team and 
arranged for a health visitor to visit her weekly to provide support. 

Use Cases for: GP, ‘IAPT’ services / primary care psychology 

4 – David  

David first came into contact with mental health services several years ago following a referral from 
his GP to the day hospital.  He attended the day hospital for about six months because of his tendency 
to lose his temper when frustrated and the difficulties he had with social relationships.  At this time 
he was living with his grandmother and had been for ten years following the death of his parents.  He 
maintained contact with mental health services through his CPN whom he saw every couple of 
months. 

12 months ago he was admitted to hospital after the death of his grandmother when he appeared to 
have a psychotic episode.  He was prescribed antipsychotics. Following a two month inpatient stay 
and a period of six months in a rehabilitation hostel, David was discharged to the group home with 
day hospital attendance.  He still lives in the group home with two other young men with whom he 
spends his evenings watching television and playing cards.  He only drinks occasionally and smokes a 
pipe when he has enough money for tobacco.  He is generally fit and well. 

He attended a training course but left after an hour to visit the police station again to confess - the 
police told him to go away as they were very busy.  Later that afternoon, the police were called to a 
local park by one of the gardeners who had seen David wandering around with a rope muttering about 
punishment, being punished and being unworthy of living.  The police attended and persuaded David 
to accompany them to the local A&E department.  

Use Cases: ED, Acute Hospital, GP – most data from CMHT 

5 – Vivek 

Vivek is a 28 year old who was accompanied to the GP's surgery by his girlfriend Lucy who was 
concerned by his sudden change in behaviour. Vivek appeared to be in very high spirits and talked 
over his girlfriend throughout the session with the GP continually declaring how great life was and 
that she worried too much. Lucy girlfriend eventually managed to explain to the GP that Vivek was 



 

18/05/2021 17:42  Page 44 of 75  
 
 

sleeping far less than usual and spent most of his time sat at the kitchen table talking about, and  
writing long and incomprehensible essays about his 'grand plan' to solve the global energy crisis. At 
one point Vivek became impatient with his girlfriend and left the consulting room. The GP asked Lucy 
whether he often treated her with impatience whether she was in any way concerned for her safety. 
Lucy denied that she was, saying that although Vivek could be verbally forceful at times, he was never 
physically impatient with her. The GP explained that Vivek may be suffering from bipolar disorder and 
that a referral to a psychiatrist was advisable.  

Use cases: GP -> CMHT 

6 – Frances 

Frances is 41 years old, married with two teenage children.  She was taken to casualty and admitted 
to a medical ward two days ago after taking an overdose of benzodiazepines and drinking half a bottle 
of whisky.  She was found unconscious face down among the bushes at a local beauty spot. 

Frances had been depressed for some months to the extent that she was having difficulty sleeping 
and often waking early, sometimes at three of four in the morning, just after dozing off.  In the past 2 
weeks, she has slept no more than 2 hours each night.  She had been increasing the amount of alcohol 
she was drinking, and in the two weeks before the overdose had been drinking up to a bottle of whisky 
a day.  This had led to a problem at work where it had been noted that she smelled strongly of alcoholic 
drink.  After a few comments had been made by colleagues she was confronted by her manager in a 
meeting which resulted in her manager suggesting she contact the company’s counsellor.  Frances 
argued with her manager, and a work friend who had heard the commotion led Fran away and drove 
her home. Fran was tearful and was left at home by the friend.   

Use cases: GP, CMHT, Occupational Health at her work,  

7 - Ian 

Ian is a 73 year old man whose wife had suddenly dies of acute leukaemia the previous year. Suddenly 
he was alone in his life, their children having moved away from the local area many years ago. People 
from the local church his wife used to attend visited him, but in no way did this fill the gap in his life 
left my his wife passing away. Ian felt very isolated and lonely and began to lose interest in food and 
going out. His sleep also began to deteriorate. Eventually he was only leaving home to visit the local 
supermarket two or three times a week. A friend of the family and visitor from the local church 
encouraged Ian to go and see his GP for a check-up. The GP reassured Ian that he might be 
experiencing some depressive symptoms and that what he was experiencing was normal for someone 
in his circumstances. The GP encouraged him to get out more, perhaps by attending church as his wife 
has done before him. The GP also said that the option of taking anti-depressants was open if Ian didn't 
find his symptoms improved in the long-term. Ian doesn’t have internet access but his son who lives 
in Yorkshire does. 

Use cases: GP, IAPT, his son 
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8 - Paula  

Paula is a 28 year old woman with a diagnosis of Paranoid Schizophrenia who is frequently non-
compliant with her treatment and during these times often misuses alcohol and cannabis. She is well 
known to local mental health services and has just been assessed following admission to an acute 
inpatient ward. She was brought to the hospital A+E department by the police as she had been 
involved in a disturbance in a local pub, assaulting another customer with a broken glass causing 
severe facial injury. She is very agitated on interview and despite denying any thoughts of self-harm 
has clearly been making superficial cuts to her forearms. Despite being involved in an incident in a 
pub, she has clearly not been drinking at the time. She denies any drug misuse and says that until 
today she has not had a drink for several weeks due to financial problems. Given her history this 
appears to be unlikely, but there is no evidence to contradict her version of events. 

Paula has a very limited social network, relying heavily on casual acquaintances, who frequently abuse 
her financially or sexually. Her only real supports come from the local mental health services but Paula 
has had no contact with the staff from the CMHT for three weeks now. As she has been wandering 
the streets for some time now she is dirty and dishevelled. The police report that they were called to 
her flat to investigate an alleged break in, and found the flat door open and the flat was very squalid. 
In addition there appeared to be no electricity supply. The flat is in a rundown area and many of the 
neighbours prey on Paula’s vulnerability. The area is however well served with day services. 

Use cases: ED, GP, Secondary MH NHS, Homeless MH 
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Appendix C Original DCSP Literature Search 
Terms searched: 

Integrated care plans 
Integrated care planning 
Integrated health and social care plan 
Guidance related to integrated care planning 
Integrated care planning standards and good practice 
Structure and content of an integrated care plan 
Structure of an integrated care plan 
Content of an integrated care plan 
Generic integrated care plan 
Integrated care plan 
Generic integrated care planning 
Palliative care plans 
End of life care plans 
Diabetes care plans 
Shared care plans 
Shared care planning 
Integrated care for older patients 
Care planning integration 
Generic care plan 
Care plan structure 
Integrated health care plan 
Integrated patient care planning 
International standards for integrated care plans 
 
A. Casas, T. Troosters, J. Garcia-Aymerich, J. Roca, C. Hernández, A. Alonso, F. del Pozo, P. de Toledo, 
J. M. Antó, R. Rodríguez-Roisín, M. Decramer. Integrated care prevents hospitalisations for 
exacerbations in COPD patients. European Respiratory Journal  2006  28:  123-130 
(http://erj.ersjournals.com/content/28/1/123.short) 

Coulter A, Entwistle VA, Eccles A, Ryan S, Shepperd S, Perera R. Personalised care planning for adults 
with chronic or long-term health conditions. Cochrane Database of Systematic Reviews 2015, Issue 
3. Art. No.: CD010523. DOI: 10.1002/14651858.CD010523.pub2 
(http://www.cochrane.org/CD010523/COMMUN_effects-of-personalised-care-planning-for-people-
with-long-term-conditions) 

Craig C. Earle, From the Division of Population Sciences, Department of Medical Oncology, Dana-
Farber Cancer Institute, Boston, MA. Failing to Plan Is Planning to Fail: Improving the Quality of Care 

http://erj.ersjournals.com/content/28/1/123.short
http://www.cochrane.org/CD010523/COMMUN_effects-of-personalised-care-planning-for-people-with-long-term-conditions
http://www.cochrane.org/CD010523/COMMUN_effects-of-personalised-care-planning-for-people-with-long-term-conditions


 

18/05/2021 17:42  Page 47 of 75  
 
 

With Survivorship Care Plans. DOI: 10.1200/JCO.2006.06.5284 Journal of Clinical Oncology 24, no. 32 
(November 2006) 5112-5116. (http://ascopubs.org/doi/abs/10.1200/JCO.2006.06.5284) 

Dahm, M. F. and Wadensten, B. (2008), Nurses’ experiences of and opinions about using 
standardised care plans in electronic health records – a questionnaire study. Journal of Clinical 
Nursing, 17: 2137–2145. doi:10.1111/j.1365-2702.2008.02377.x 
(http://onlinelibrary.wiley.com/doi/10.1111/j.1365-2702.2008.02377.x/full) 

EN ISO 13940:2016 Health informatics – System of concepts to support continuity of care. European 
Committee for Standardization. 27 January 2016. (https://contsys.org) 

FHIR care plan. FHIR Release 3 (STU; v3.0.1-11917). HL7.org 2011+. 
(https://www.hl7.org/fhir/careplan.html) 

Lee, T.-T. and Chang, P.-C. (2004), Standardized care plans: experiences of nurses in Taiwan. Journal 
of Clinical Nursing, 13: 33–40. doi: 10.1111/j.1365-2702.2004.00818.x  
(http://onlinelibrary.wiley.com/doi/10.1111/j.1365-2702.2004.00818.x/full)  

Murphy A W, Cupples M E, Smith S M, Byrne M, Byrne M C, Newell J et al.  Effect of tailored practice 
and patient care plans on secondary prevention of heart disease in general practice: cluster 
randomised controlled trial BMJ 2009; 339 :b4220 (http://www.bmj.com/content/339/bmj.b4220) 

NHS Digital (2017). Using SNOMED CT in health and social care for care planning 
(https://isd.digital.nhs.uk/trud3/user/guest/group/0/pack/17/subpack/41/releases) 

Timothy D Shortus, Suzanne H McKenzie, Lynn A Kemp, Judith G Proudfoot and Mark F Harris. 
Multidisciplinary care plans for diabetes: how are they used? Med J Aust 2007; 187 (2): 78-81. 
(https://www.mja.com.au/journal/2007/187/2/multidisciplinary-care-plans-diabetes-how-are-they-
used) 

Zwar, N., Hermiz, O., Comino, E., Shortus, T., Burns, J., & Harris, M. (2007). Do multidisciplinary care 
plans result in better care for patients with type 2 diabetes? Australian Family Physician, 36(1), 85-9. 
(http://search.proquest.com/docview/216296243?pq-origsite=gscholar) 
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Appendix D Examples from DCSP 
Example 4 includes an initial plan as agreed between the person and their care-coordinator during a Care Programme Approach (CPA) meeting. 
Several actions were followed up by the patient and these were indicated as completed. Additional actions were then added by a physiotherapist, 
consultant psychiatrist and a pharmacist a couple of weeks later – these all relate to what was previously agreed and now include further input 
from these specialists.   
 

About me Supported to 
write this by 

Date 

What recovery means to me? My long term goals! What I would like to achieve in 12 months’ time… 

Return to work as a teacher, redecorate my bedroom and enjoy eating again. 

What matters to me 

Feeling safe, having friends and being useful 

My skills, strengths and experiences that will help me achieving my goals 

I am a teacher, I love children. I have been through a lot and can help them.  I enjoy being creative. 

Myself 

 

 

 

 

11/09/2017 

 
Care and support plan 

Needs, 
concerns or 

health 
problems 

Goals Stage goal Actions Outcomes Person completing record 

Mental 
health 

Overall goal: no 
symptoms 

 

 1) Take medication at 
night 
 

1) Who: Myself 
Status: Completed 
 

Partially 
achieved 

29/11/2018 

Name: Tom Smith 

Role: Care-coordinator 
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Smallest 
improvement: feel 
more alert in the day.   
Do my breathing 
exercises. 

2) Work with my therapist 
on my abuse history and 
not feeling afraid.  
 
3) Think through a COPD 
attack and a panic attack. 
 
4) Discuss medication 
options and support Sadie 
to seek out friends 
 
5) Set reminder of when 
to take medication; 
encourage Sadie to go out 
of the house regularly. 

2) Who: Myself 
Status: Completed 
 

3) Who: Myself 
 
4) Who: Care-
coordinator  
 
5) Who: Family 

 

Date: 11/09/2017 

Planned review date: 
11/02/2018 

Contact: 020 345 6789, 
tom.smith5@nhs.net 

Organisation: MH NHS 
Trust 
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Physical 
health 

Overall goal:  Less 
breathless because of 
COPD, able to 
exercise more. 

 

Smallest 
Improvement: do my 
breathing exercises 
daily rather than 
weekly and so feel 
less wheezy 

 1) Breathing exercises 
 
2) Check with 
physiotherapist and 
ensure breathing 
exercises and physical 
exercises are lined up 
with psychology advice 
 
3) Check with community 
pharmacist re drug 
interactions 

1) Who: 

Myself 

2) Who: 

Myself 

Status: Completed 

3) Who: 

Care-coordinator 

 

Date: 11/09/2017 

Planned review date: 
11/02/2018 

Partially 
achieved 

29/11/2018 

Name: Tom Smith 

Role: Care-coordinator 

Contact: 020 345 6789, 
tom.smith5@nhs.net 

Organisation: MH NHS 
Trust 

    Daily breathing and physical 
exercise programme. 10 
repeats of each exercise x2 
daily 

Who: 

Myself 

 

Date: 29/11/2017 

Planned review date: 
11/02/2018 

 

 

 Name: Tom Robbins 

Role: Physiotherapist 

Contact: 020 345 6789, 
t.robbins@nhs.net 

Organisation: NHS Trust 
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Job 
situation 

Overall Goal: to 
return to school 
teaching next 
academic year. 

 

Smallest 
improvement: To 
practice lesson 
planning 

 1) Buy paper for lesson 
planning and plan three 
lessons by next month. 
 

2) One friend to practice 
lesson with. 

1) Who: Myself 

 

2) Who: Friend 

 

Date: 11/09/2017 

Planned review date: 
11/02/2018 

On-going Name: Tom Smith 

Role: Care-coordinator 

Contact: 020 345 6789, 
tom.smith5@nhs.net 

Organisation: MH NHS 
Trust 

Leisure 
activities 

Overall goal: to go out 
twice a week, once on 
own and once with a 
friend 

 

Smallest 
improvement: to go 
shopping once with a 
friend and to stay out 
until the panic 
subsides. 

 1) Identify a day to go out 
 
2) To go out for a planned 
two hours. 

Who: 

1) Who: Myself 
 

2) Who: Friend 

 

Date: 11/09/2017 

Planned review date: 
11/02/2018 

On-going Name: Tom Smith 

Role: Care-coordinator 

Contact: 020 345 6789, 
tom.smith5@nhs.net 

Organisation: MH NHS 
Trust 

Medication Overall goal: to 
reduce or adjust my 
medication so I have 
fewer or no side 
effects, particularly 
heart palpitations, 

 1) Speak with psychiatrist 
about side effects 
 
2) Liaise with COPD 
physician and physio re side 
effects 

1) Who: Myself 

Status: Completed 

 

2) Who: Care-
coordinator 

Partially 
achieved 

22/09/2017 

Name: Tom Smith 

Role: Care-coordinator 

Contact: 020 345 6789, 
tom.smith5@nhs.net 
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sweats, lethargy, 
breathlessness. 

 

 

 

 

Date: 11/09/2017 

Planned review date: 
11/02/2018 

Organisation: MH NHS 
Trust 

  Reduce 
lethargy 
caused by 
medication 

To trial alternative 
medication over the next 
month 

Who: Dr J Brown, 
Consultant Psych 

When: Starting next 
week 

 

Date: 22/09/2017 

Planned review date: 
22/10/2017 

 Name: Dr Jon Brown 

Role: Consultant 
Psychiatrist 

Contact: 020 345 6789, 
job.brown14@nhs.net 

Organisation: MH NHS 
Trust 

   Review prescribed 
medications for interactions 
and side effects 

Who: J Moss, Pharmacist 

Date: 28/09/2017 

Planned review date: 
28/12/2017 

 Name: Janet Moss 

Role: Pharmacist 

Contact: 020 345 6789, 
j.moss@nhs.net 

Organisation: Pharmacy 

 
 
 

Planned review 
date/interval 

Responsibility for review Agreed with person  Date this plan was last 
updated 

Updated by 
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Every 6 months Dr J Brown, Consultant 
Psychiatrist 

Yes 29/11/2017 Name: Tom Robbins 

Role: Physiotherapist 

Contact: 020 345 
6789, 
t.robbins@nhs.net 

Organisation: NHS 
Trust 

 
 
Example 6 illustrates a plan for a person who is unable to make decisions about their support and includes additional legal information from 
their record. An initial care and support plan was agreed by their Community Learning Disability Team. The plan was later updated by Epilepsy 
Nurse with their action noted. The plan was further reviewed and updated by the Team, and includes an additional action as well as an update 
on the progress of previous actions, several of which are now marked as partially achieved. 
 
Epilepsy contingency plan was also updated at a later point in time after initial action for the care-coordinator to liaise with epilepsy nurse. 
 

About me Supported to write 
this by 

Date 

My name is Andrew, but I like to be called Andy. I am 19 years old. I love going for long walks and 
watching music videos on YouTube.  
 
I have autism and learning disabilities. I find it difficult to cope with changes that I don’t expect. I have 
limited communication skills. I get anxious easily and when I am anxious I will ask for things that I know 
make me feel safe. I don’t always want these things, but I want you to help me to be less anxious. I 
can’t always explain to you clearly what I want. I also struggle to understand some things you tell me, 
particularly if this involves things that are abstract, like time. 
 

Care-coordinator, 
Tom Smith, LD Nurse, 
tom.smith5@nhs.net 

02/02/2017 
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When I am anxious or excited I may try to run from my support. When I run I am not aware of risks and 
I may run into the road, even if it is busy and a car is coming.  
 
I have epilepsy. I have complex partial seizures where I usually hold my arm over my head. I also have 
tonic-clonic seizures when I will fall to the floor and shake. I have buccal midazolam prescribed for it if 
the seizures don’t stop. It is important that you have read my epilepsy support plan to know how to 
support me when I have a seizure. 

 
 
 
 
Deprivation of Liberty 
Safeguards or equivalent 

Andy is unable to make decisions about his support. Deprivation of Liberty Safeguards have 
been authorised to reflect his need for two to one support and that he may be prevented from 
leaving his home if it is felt unsafe. 

 

Lasting power of attorney for 
personal welfare or court-
appointed deputy (or 
equivalent) 

His parents have power of attorney for his finances, health and welfare. This means they may 
consent on his behalf and should be involved in all decisions. 

Legal safeguarding issues None 

Mental Health Act or 
equivalent status 

Andy has recently been detained in a specialist learning disability hospital under Section 3 of the 
Mental Health Act. He no longer has any restrictions. He is entitled to Section 117 aftercare 
arrangements from the Local Authority. 

Mental capacity assessment Please see capacity assessments relating to: 

- Finances 
- Health 
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- Support 

 
Care and support plan 

Needs, 
concerns or 

health 
problems 

Goals Actions Outcomes Person completing 
record 

Managing 
anxiety 

To provide Andy with 
strategies for 
expressing and 
coping with anxiety. 
To reduce things that 
make him anxious. 

- Regularly rehearse breathing 
exercises 

- Promote communication of “I 
am anxious” 

- Ensure consistent response 
from support to anxiety 

- Clear structured weekly 
timetable 

Who: Community Learning 
Disability Team 
Status: Started 
Date: 02/09/2017 
 
 
 

On-going Name: Tom Smith 
Role: Care-coordinator 
Contact: 020 345 6789, 
tom.smith5@nhs.net 
Organisation: NHS 
Trust 

Communication To increase Andy’s 
communication 
skills.  

- Ensure Picture Exchange 
Communication System is in 
place and used consistently. 

- Clear communication 
guidelines to be followed by 
all. 

- Develop communication 
passport to share 
communication needs with 
others. 

Who: Community Learning 
Disability Team 
Status: Not started 
Date: 02/09/2017 
 

On-going Name: Tom Smith 
Role: Care-coordinator 
Contact: 020 345 6789, 
tom.smith5@nhs.net 
Organisation: NHS 
Trust 

Keeping safe To manage the risk 
of Andy running into 
the road when 
anxious or excited. 

- Develop a strategy to be used 
consistently by the team, e.g. 
encouraging “walk with me”. 

Who: Community Learning 
Disability Team 
Status: Started 
Date: 02/09/2017 

Partially 
achieved 

Name: Tom Smith 
Role: Care-coordinator 
Contact: 020 345 6789, 
tom.smith5@nhs.net 
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- Using energy proactively with 
running activities. 

- Social story about road safety 
to be read before each outing. 

- Clear crisis plan for managing 
behaviour when running 
occurs. 

 Organisation: NHS 
Trust 

Epilepsy 
management 

To ensure support is 
able to provide safe 
and effective support 
during seizures. 

- Liaise with epilepsy nurse 
 

Who: Care-coordinator 
Status: Completed 
Date: 02/09/2017 
 

Partially 
achieved 

Name: Tom Smith 
Role: Care-coordinator 
Contact: 020 345 6789, 
tom.smith5@nhs.net 
Organisation: NHS 
Trust 

  - Share Epilepsy care plan with 
Community Learning Disability 
Team 

Who: Epilepsy Nurse 
Status: Completed 
Date: 23/09/2017 

 Name: John Adams 
Role: Epilepsy Nurse 
Contact: 020 345 6789, 
john.adams1@nhs.net 
Organisation: NHS  

  - All team members to be 
familiar with epilepsy support 
plan. 

- Rescue medication to be 
available at all times. 

- Consistent recording of 
seizures to be followed to 
support Neurology reviews. 

Who: Community Learning 
Disability Team 
Status: Started 
Date: 03/10/2017 
 

 Name: Tom Smith 
Role: Care-coordinator 
Contact: 020 345 6789, 
tom.smith5@nhs.net 
Organisation: NHS 
Trust 
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Planned review date/interval Responsibility for review Date this plan was last 
updated 

Updated by 

Monthly Community Learning Disability 
Team, 
Contact: 020 345 6788, 
CLDT@nhs.net 
Organisation: NHS Trust 

03/10/2017 Name: Tom Smith 
Role: Care-coordinator 
Contact: 020 345 6789, 
tom.smith5@nhs.net 
Organisation: NHS Trust 

 
 
Additional supporting plans 

Plan name Planned review date/interval Responsibility for review 
Epilepsy Monthly Epilepsy Nurse 
Communication Monthly Speech & Language Therapist 
Anxiety Monthly Learning Disability Nurse 
Keeping safe Monthly Team manager 

 
 
 
 
 
 
 
 
 
Contingency plans 
 

Plan 
name 

Trigger 
factors 

 

What should 
happen 

Who should be 
contacted 

Anticipatory 
medicines/ 
equipment 

Person completing 
record 

Date this 
plan was last 

updated 

Planned 
review 

date 

Responsibility fo  
review 
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Mental 
health 

Andy is 
running 
away 
from 
support 
on more 
than one 
occasion 
per week 

- Review 
physical 
health 
needs 

- Review 
anxiety 

- Review 
incidents 
and look for 
patterns 

- Increase 
supervision 
and support 

- Parents 
- Community 

Learning 
Disability Team 

Proactive 
use of PRN 
Lorazepam 
may be 
considered 
to reduce 
anxiety, 

Name: Tom Smith 
Role: Care-coordinator 
Contact: 020 345 
6789, 
tom.smith5@nhs.net 
Organisation: NHS 
Trust 
 

02/09/2017 Monthly Name: Tom Smith 
Role: Care-
coordinator 
Contact: 020 345 
6789, 
tom.smith5@nhs.
net 
Organisation: NH  
Trust 
 

Epilepsy 
plan 

Increase 
in seizure 
activity 

- Review 
physical 
health 

- Increase 
monitoring 

- Parents 
- Community 

Learning 
Disability Team 

- Neurology 
- Possibly GP 

Ensure 
Buccal 
Midazolam is 
carried at all 
times 

Name: John Adams 
Role: Epilepsy Nurse 
Contact: 020 345 
6789, 
john.adams1@nhs.net 
Organisation: NHS 
Trust 

 

23/09/2017 Monthly Name: John 
Adams 
Role: Epilepsy 
Nurse 
Contact: 020 345 
6789, 
john.adams1@nh
.net 
Organisation: NH  
Trust 
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Appendix E Research References 
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“Primary Care Mental Health Service Development: Scoping of the current state of services across 
the thirty two London Boroughs” Healthy London Partnership & London Clinical Networks 
September 2017 

“System Operating Plan 2019/20 for the NHS in North East London” East London Health and Care 
Partnership 

“Appx-4-NWL-Whole-System-CMHRC-Pathway” NW London 

“Patient access to medical records: A longitudinal evaluation of a care information exchange in 
North West London” Sagar R Jilka, Hester Wadge, Dilkushi Poovendran, Dalton Coker, Ara Darzi, Erik 
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Appendix F Digital Care and Support Plan Standard 
Name Con Card Description Value Sets 
About me R 0 … 1 About me   
About me R 0 … * This is a record of the things that a person feels it is important to communicate about their needs, strengths, values, 

concerns and preferences to others providing support and care. 
Free text. 

What is most important to me R 0 … 1 A description of what is most important to you 
 
Emergency Information 
 
Include any essential information that any professional in health and social care should know about the you in any 
situation, including emergencies. 
 
Other Information 
 
This could include: 
 
•   Values 
•   Spirituality/religion 
•   Ethnicity 
•   Culture 
•   Pets 
•   Goals and aspirations 
•  Meaningful activities including leisure activities, visiting places, sport and exercise, listening to music, employment, 
education, volunteering. 

Free text or 
multimedia file 

People who are important to 
me 

R 0 … 1 Details of who is important to you and why. They could be family members, carers, friends, members of staff etc . 
Include how you want the people important to you to be engaged and involved in your care and support in both 
emergency and normal situations. 
 
Who should not be contacted or consulted about your care and support and why, if you wish to say 

Free text or 
multimedia file 

How I communicate and how to 
communicate with me 

R 0 … 1 A description of how you communicate normally including any communication aids you use, for example a hearing aid. 
 
 - Include your preferred language of communication, if your first language is not English. 
 - Include how you would communicate when you are in pain or distress. 
 - Include how you communicate choices. 

Free text or 
multimedia file 
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Name Con Card Description Value Sets 
 - Include how you give feedback or raise a concern. 
Describe how you would like others to engage and communicate with you , including how you would like to be 
addressed. 

Please do and please don't R 0 … 1 A description of things you want someone supporting you to do or not to do. 
 
For example, this might include: 
 
 - Talk to me not to my carer 
 - Remind me to take my medication 
 - Encourage me to wash my hands regularly 
 - Explain to me what is happening and why 
 - Respond to my communication 
 A description of things you do not want someone supporting for you to do. For example, this might include: 
 
 - Asking questions about certain topics 
 - Making assumptions about something 
 - Providing support when it is not wanted 
 - Talking to you in a certain way 

Free text or 
multimedia file 
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Name Con Card Description Value Sets 
My wellness R 0 … 1 A description covering what you are able to do, how you engage with others and how you feel on a typical day through 

to on a day when you are unwell. 
 
 - Include any causes that might result in you becoming unwell and strategies for avoiding or addressing the causes. For 
example, not drinking enough water could cause constipation. 
 - Include any signs that indicate you might be becoming unwell. 
 - On a bad day describe what is different about what you are able to do, how you engage with others and how you feel. 
 - Include any medical conditions e.g. dementia and any symptoms e.g. itchiness, cough, pain that you are living with and 
that that affect your everyday life and how you manage those conditions. 
 - Include past health issues or experiences that need to be considered 

Free text or 
multimedia file 
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Name Con Card Description Value Sets 
How and when to support me R 0 … 1 A description of how and when you want someone caring for you to support you. 

 
This could include support needs in an emergency situation (for example taking blood) 
 
This could include support you need to maintain important routines or to carry out particular activities, for example: 
 - Personal care routines 
 - Eating and drinking 
 - Bedtime routines 
 - Taking medications 
 - Moving and transitioning 
This could also include support needed with: 
 
 - wearing glasses/hearing aids/false teeth etc. 
 - making informed choices or understanding dangers and risks. 
 - managing your emotions, moods and behaviours. 
 - memory or confusion. 
 
Include how your support needs change in different environments. 
Include any triggers that might result in you needing further support and strategies for avoiding or addressing the 
triggers. 
Include how you want the support to be provided. 

Free text or 
multimedia file 

Also worth knowing about me R 0 … 1 A description of what is also worth knowing about you for people caring or supporting you. 
 
This could include a short history of your life (where you have worked, where you lived, important events in your life, 
important people in your past life). 
This could include a short profile of your current life: 
 - your work / study 
 - your aspirations 
 - your skills 
 - your networks 
 - things you like e.g. particular foods, places, a football team and things you like to talk about. 
 - things you dislike 

Free text or 
multimedia file 
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Name Con Card Description Value Sets 
 
 This could also include any care and support preferences that have not been included elsewhere. 

     Date R 0 … 1 This is a record of the date that this information was last updated. Date and Time 
     Supported to write this by R 0 … 1 Where relevant, this is a record of name, relationship/role and contact details of the individual who supported the 

person to write this section e.g. carer, family member, advocate, professional. 
Free text 

Care and support plan R 0 … 1 Care and support plan   
     Strengths R 0 … * Any strengths and assets the person has relating to their goals and hopes about their health and well-being. Free text 

     Needs, concerns or health 
problems 

R 0 … * Needs, concerns or health problems the person has that relating to their health and well-being. Free text. May 
be linked to the 
problem list 
from the 
person’s record 
to avoid 
duplication. 

     Goals and hopes R 0 … * The overall goals, hopes, aims or targets that the person has. Free text. May 
be SNOMED CT 
coded.Coded 
status of goal: 
Achieved, 
partially 
achieved, not 
achieved, Not 
applicable    

Including anything  that the person wants to achieve that relates to their future health and wellbeing. 
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Name Con Card Description Value Sets    
Each goal may include a description of why it is important to the person. 

 
   

Goals may also be ranked in order of importance or priority to the person. 
 

     Actions and activities R 0 … * Actions or activities the person or others plan to take to achieve the person's goals and the resources required to do 
this.  

  

          Stage goal O 0 … 1 A specific sub-goal that is related to the overall goal as agreed by the person in collaboration with a professional. Free text 

          What O 0 … 1 What the action is and how it is to be carried out? Free text. 
          Who O 0 … 1 Name and role (e.g. person, carer, GP, OT, etc.) of the person, or a team, carrying out the proposed action, and, if 

relevant where action should take place. 
Free text. 

          When O 0 … 1 Planned date, time, or interval, as relevant Date and time 
or free text. 

          Suggested strategies O 0 … 1 Suggested strategies for potential problems. Free text. 
          Status O 0 … 1 The status of the action or activity e.g. started, not started, completed, not applicable. Free text. 
          Confidence O 0 … 1 How confident the person feels to carry it out Free text. 
          Outcome O 0 … 1 The outcome of the stage goal Free text. 
          Date last updated O 0 … 1 Date when action/activity record was last updated Date and time 
          Review date O 0 … 1 When the stage goal and action need to be reviewed. Date and time. 
     Agreed with person or 
legitimate representative 

R 0 … 1 Indicates whether the plan was discussed and agreed with the person or legitimate representative. A record of the 
agreement of 
the decisions 
made. 

     Care funding source R 0 … 1 A reference to the funding source and any conditions or limitations associated. Free text 
     Date this plan was last 
updated 

R 0 … 1 This is a record of the date that this care and support plan was last updated. Date and time 

     Other care planning 
documents 

R 0 … * Reference other care planning documents, including the type, location and date. Free text. 
   

This may include condition-specific plans, advance care plans, end of life care plan, etc. 
 

     Outcomes R 0 … * Outcomes of each of the person’s goals, aims and targets. Free text.May 
be SNOMED CT 
coded.Coded 
text: fully 
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Name Con Card Description Value Sets 
achieved, 
partially 
achieved, not 
achieved, on-
going, no longer 
applicable.    

Includes comments recorded by the person, date and status. 
 

     Planned review date/interval R 0 … 1 This is the date/interval when this information will next be reviewed. Date and time 
or free text. 

     Responsibility for review R 0 … 1 This is a record of who has responsibility for arranging review of this information. Free text.    
Should include their name, role and contact details. 

 

     Location R 0 … 1 
 

ODS code or 
free text    

The location where the care and support plan was prepared. 
 

     Performing professional R 0 … 1     
      The professional who prepared the care and support plan.   
          Name R 0 … 1 The name of the professional. Free text. 
          Role R 0 … 1 The role the professional has in relation to the person e.g. GP, physiotherapist, community nurse, social worker etc NHS Data 

dictionary or 
free 
texthttps://ww
w.datadictionar
y.nhs.uk/data_d
ictionary/attribu
tes/c/card/care
_professional_t
ype_de.asp?sho
wnav=1 

          Grade R 0 … 1 The grade of the professional. Free text. 
          Speciality R 0 … 1 The specialty of the professional e.g. physiotherapy, oncology, mental health etc NHS Data 

Dictionary - 
MAIN 
SPECIALTY 
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Name Con Card Description Value Sets 
CODE 
https://www.da
tadictionary.nhs
.uk/data_dictio
nary/attributes/
m/main_special
ty_code_de.asp
?shownav=1?qu
ery=%22MAIN+
SPECIALTY+COD
E%22&rank=10
0&shownav=1 

          Professional identifier R 0 … 1 Professional identifier for the professional e.g. GMC number, HCPC number etc or the personal identifier used by the 
local organisation. 

Free text. 

          Organisation R 0 … 1 The name of the organisation the professional works for. ODS code or 
free text. 

          Contact details R 0 … 1 Contact details of the professional (e.g. telephone number, email address etc.). Free text. 
     Person completing record R 0 … 1 Details of the person completing the record.   
          Name R 0 … 1 The name of the person completing the record. Free text. 
          Organisational role R 0 … 1 The organisational role of the person completing record. NHS Data 

dictionary or 
free 
text.https://ww
w.datadictionar
y.nhs.uk/data_d
ictionary/attribu
tes/c/card/care
_professional_t
ype_de.asp?sho
wnav=1 

          Grade R 0 … 1 The grade of the person completing the record. Free text. 
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Name Con Card Description Value Sets 
          Specialty R 0 … 1 The main specialty of the person completing the record. NHS Data 

Dictionary - 
MAIN 
SPECIALTY 
CODE https://w
ww.datadiction
ary.nhs.uk/data
_dictionary/attri
butes/m/main_
specialty_code_
de.asp?showna
v=1?query=%22
MAIN+SPECIALT
Y+CODE%22&ra
nk=100&shown
av=1 

          Organisation R 0 … 1 The organisation the person completing the record works for. ODS code or 
free text  

          Professional identifier R 0 … 1 Professional identifier for the person completing the record e.g. GMC number, HCPC number etc, or the personal 
identifier used by the local organisation. 

Free text. 

          Date completed R 0 … 1 The date and time the record was completed. Date and time.  
          Contact details R 0 … 1 Contact details of the person completing the record (e.g. telephone number, email address etc.). Free text. 
Contingency plans R 0 … * Contingency plans.   
     Agreed with person or 
legitimate representative 

R 0 … 1 Indicates whether the plan was discussed and agreed with the person or legitimate representative. Free text 

     Anticipatory 
medicines/equipment 

R 0 … * Medicines or equipment available that may be required in specific situations and their location. Free text. A 
statement 
regarding the 
availability or 
location of the 
anticipatory 
medicines/equi
pment. 
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Name Con Card Description Value Sets 
     Contingency plan name R 0 … 1 Name of the contingency plan – what condition or circumstances it is addressing. SNOMED CT or 

free text. 
     Date this plan was last 
updated 

R 0 … 1 The date that this contingency plan was last updated. Date and time 

     Planned review date/interval R 0 … 1 This is the date/interval when this contingency plan will next be reviewed. Date and time 
or free text. 

     Responsibility for review R 0 … 1 This is who has responsibility for arranging review of this information. Free text.    
Should include their name, role and contact details. 

 

     Trigger factors R 0 … * Signs to watch out for that may indicate a significant change in health or other circumstances. Free text. A 
statement of 
trigger factors. 

     What should happen R 0 … * Guidance on specific actions or interventions that may be required or should be avoided in specific situations. Free text. A 
statement of 
suggested 
actions. Usually 
expressed as: in 
the event of X 
do Y.    

This may include circumstances where action needs to be taken if a carer is unable to care for the person. 
 

     Who should be contacted R 0 … * Who should be contacted in the event of significant problems or deterioration in health or wellbeing. E.g. name, role and 
contact details. 

Free text. This 
may be 
obtained from 
the record of 
professional or 
personal 
contacts 
elsewhere in 
the person’s 
record. 

     Location R 0 … 1 
 

ODS code or 
free text    

The location where the contingency plan was prepared. 
 

     Performing professional R 0 … 1     
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Name Con Card Description Value Sets 
      The professional who prepared the contingency plans.   
     Person completing record R 0 … 1 Details of the person completing the record.   
Additional support plans R 0 … * Additional support plans   
     Additional support plan 
name 

R 0 … 1 The name of the particular additional supporting plan, e.g. dieticians plan, wound management plan, discharge 
management plan. 

Free text 

     Additional support plan 
content 

R 0 … 1 
 

Free text. May 
be structured in 
different ways, 
eg tables, 
diagrams, 
images. This is 
the content of 
any additional 
care and 
support plan 
which the 
individual 
and/or care 
professional 
consider should 
be shared with 
others providing 
care and 
support. It 
should be 
structured as 
recommended 
for the care and 
support plan 
and if contains 
additional 
detail, it may be 
referenced 
here. 
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Name Con Card Description Value Sets    
This is the content of any additional care and support plan which the person and/or care professional consider should be 
shared with others providing care and support. 

 

     Planned review date/interval R 0 … 1 This is the date/interval when this information will next be reviewed. Date and time 
or free text. 

     Responsibility for review R 0 … 1 This is a record of who has responsibility for arranging review of this information. Should include their name, role and 
contact details. 

Free text.  

     Date this plan was last 
updated 

R 0 … 1 This is a record of the date that this information was last updated. Date and time 

     Location R 0 … 1 
 

ODS code or 
free text     

The location where the additional support plan was prepared. 
 

     Performing professional R 0 … 1     
      The professional who prepared the additional support plan.   
     Person completing record R 0 … 1 Details of the person completing the record.   
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Appendix G Dialog Scale 
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