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Glossary of terms  
  

Term / Abbreviation  What it stands for  
CCG  Clinical Commissioning Group  

CIS  Core Information Standard  

CMH  Community Mental Health  

CPA  Care Programme Approach  

CQC  Care Quality Commission  

DCSP  Digital Care and Support Plan  

HIE Health Information Exchange 

LHCR  Local Health Care Record  

LTP  Long Term Plan  

MDT  Multi-Disciplinary Team  

MHSDS  Mental Health Services Data Set  

NWL  North West London  

PCN  Primary Care Network  

SMI  Serious Mental Illnesses  

STP  Sustainability and Transformation Programme  

VCSE  Voluntary, Community and Social Enterprise  
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1 Workshop Key Themes 
 

1.1 One Care and Support Plan  
There was consensus that there should be one care and support plan which should be person-centred and 
produced collaboratively. It should be holistic and not separated by service provider e.g. mental health, 
physical health, social. 

The aim of the care and support plan is to maximise a person’s ability to self-care and self-manage and should 
be accessible, personalised and easy to understand. 

The care and support plan is essentially an abstraction of the shared care record identifying what is key to 
support the patient to achieve their goals and what contingency plans should be in place if something goes 
wrong.  

A risk was raised that it might become large and unwieldy and not used. It was suggested that this could be 
mitigated by role-based views. 

It was proposed that the client should own the care plan and share with service providers. 

 

1.2 Access to related service provider information 
It was advised that, for severe mental illnesses, it was key to have access to health care monitoring 
information, including medications. For example, antipsychotics use.  Would be extremely important to know in 
care planning. 

Access is required to GP systems for physical health checks. An example was cited whereby these are often 
duplicated between the GP and the community mental health team (CMHT). 

It was observed that this should include access to information about oral, optometry and footcare.  

An example was given whereby CMHT had access to GP system (EMIS) and secondary care systems but via 
an interim software solution not by the systems talking to each other. 

It was observed that other service providers should include voluntary sector, peer support workers, social 
prescribing navigators, as well as the patient. 

It was observed that local authority interoperability, and compliance with the Care Act, was key. A link to 
substances misuse services was also identified as a requirement. 

Whilst the concept of a holistic care plan is good, current local systems don’t facilitate sharing of information. A 
national standard provides an opportunity to shape the future. 

 

1.3 Information Governance 
The standard defines what needs to be in a care plan and it is envisaged that access will be curated by need 
e.g. ambulance service would need access to elements but not all information. Views would be defined by 
local implementations. 

Currently, without interoperability, most solutions are to provide a host system with a ‘view’ of what is held 
elsewhere. Whilst in general, real time updates are seen as a long way off, this raises issues of who amends, 
reviews and updates information.  
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1.4 Vendor leverage 
The standard should be used in the procurement process to gain leverage with vendors. They will often have 
interoperability on the road map, but at huge cost to local systems. It was identified that there must be an 
opportunity to pool buying power and mandate standard compliance. This should be escalated to NHSE. 

Interoperability issues are seen as huge, and a national standard is the way to address these going forward. 
Currently many systems do not interoperate – eg EMIS (one of the largest GP system suppliers) does not 
currently interoperate with RIO ( one of the largest mental health system suppliers). 

 

1.5 Culture Change 
It was identified that whilst there was a growing recognition that producing a care plan was a collaborative 
process with a focus on the individuals needs and tailored and bespoke to that individual in consultation with 
family and carers, there still remained older practice whereby focus is upon the professional-specific structured 
intervention and not holistic or person-centred. 

People with multiple morbidities and complex care needs may have many different care plans across different 
settings of care which are siloed. A care planning standard that brings these all together will help to avoid any 
loss of information and facilitate better care. 

 

1.6 Competing care plan formats 
It was identified that there are an enormous number of competing care plan formats. The development of a 
national, generic standard aims to address this. 

 

1.7 Multi-disciplinary teams 
Existing CMHTs should be expanded to include GPs and third sector providers. GPs often don’t know who is 
in the team caring for the person. There should be a named care coordinator. 

 

1.8 Care Programme Approach (CPA) 
There is widespread variation of implementation of the CPA and of offloading patients from the CPA. When the 
GP is the primary contact, patients often have no idea what was in the CPA plan. 

 

1.9 Where does the plan consider Carers needs? 
Under the Care Act, carer needs should be documented within Care and Intervention Plans. 

 

1.10 Digital exclusion 
COVID generated the requirement to collect information about digital exclusion. This is seen as key and 
should be raised at a national level. 
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1.11 Lack of capacity / insight for planning 
 

How is a person’s lack of capacity to be involved in developing the care plan handled? 

Often, the perspective of the patient, the professional and the carer are different. How do you resolve these 
differences within the care plan? Best interests may override patient views. 

 

1.12 Barriers to implementation: 
• A general lack of interoperability. Lack of access to information held by other service providers 

remains (and is consistently raised) as a key issue. Some views expressed that this would not happen 
in the forseeable future. 

• Cost of funding to achieve interoperability. 
• Competing care plan formats across service providers and, both between major service providers and 

within services. 
• Information Governance (IG) issues.  

 

2 General comments: 
! An observation was made that it would be useful if shared care protocols could be developed as 

standard as currently there has been a real problem in transition especially for students. 
 

! Primary Care Networks (PCNs) should be included in discussions. 

 

3 Examples of implementations of digital care and support planning  
 

! North West London CCG.  
o Adopting a phased approach with first phase being a primary care uniform planning template 

based upon DCSP.  
o Second phase will be to roll out to community care providers. OneLondon is seen as the 

mechanism to facilitate sharing of data. NWL have Care information Exchange (CIE) and see 
the national standard as a great first step. 

 

! East London Foundation Trust (ELF) 
o ELF has access to Barts Health Information Exchange (HIE) which includes GP systems, 

community mental health summary, medications and path lab results.  
o HIE has a rudimentary care plan which links to RiO.  
o Although ELF covers a much wider geographic area, Barts HIE was seen as what good could 

look like. South West london also have access to HIE. 

 


