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1. Executive summary 
The NHS Long Term Plan set out the most ambitious expansion and re-design of mental 
health services that has ever been undertaken. The combination of new funding and 
transformation of the way most care is organised and delivered aims to prevent mental 
health problems where possible and help people earlier so that they have better 
experiences and outcomes of care and improved life chances. 

 
These plans include care for women with pregnancy and birth-related mental health 
problems, as well as care for older people and other groups . An important part of these plans 
is delivering integrated primary and community care for adults and older adults with severe 
mental illness (SMI), including care for people with eating disorders, mental health 
rehabilitation needs and a ‘personality disorder’ diagnosis. By the end of 2023/24 every 
Sustainability and Transformation Partnership/Integrated Care System will have at least one 
new model of integrated care in place, with care provided to at least 370,000 adults and older 
adults per year nationally, giving them greater choice and control over their care, and 
supporting them to live well in their communities. 

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

 
Care planning, where service users and carers contribute to the process, is at the heart of 
these improvements. PRSB was asked by NHS England and NHS Improvement’s mental 
health team to test whether the Digital Care and Support Plan Standard, which PRSB 
published in 2018, could be adapted for use in community mental health care for people 
with severe mental health problems. 

 
This report describes the care plan and the process of care planning with service users and 
carers and explains how a care plan works with other parts of a person’s health and care 
record to support person-centred care. It describes the consultation PRSB undertook with 
professionals, service users and carers as well as system suppliers to adapt the Digital 
Care and Support Plan Standard for use in integrated primary and community mental 
health services. 

 
We make specific recommendations for amending the standard to reflect the information 
needs of people delivering and receiving community mental health care, as well as 
additional recommendations about standards that work with the care planning standard, 
and how the standards should be used by professionals and service users and carers. As 
part of this project it was agreed with leads that the ‘Digital Care and Support Plan’ should 
be renamed ‘Personalised Care and Support Plan’ to: 

1. highlight the need to provide a personalised approach in developing the care and 
support plan 

2. use the information in the plan to support individuals. 
3. provide consistency with other standards work undertaken by NHS England 

and NHS Improvement’s  Personalised Care Team. 
The standard will be named the ‘Personalised Care and Support Plan’ in this document 

https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/
https://www.england.nhs.uk/clinically-led-review-nhs-access-standards/
https://www.england.nhs.uk/clinically-led-review-nhs-access-standards/
https://www.england.nhs.uk/clinically-led-review-nhs-access-standards/
https://theprsb.org/standards/dcsp/
https://theprsb.org/standards/dcsp/
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going forward. 
 

The care plan, care planning, and health and care records 
 

A care plan is part of a person’s care record that should be created with the individual 
themselves. It captures a person’s personal and health-related goals, actions and 
activities and documents practical treatment plans, for example, losing weight, exercising,  
and socialising to reduce isolation. 

 
Because a care and support plan is part of a person’s health and care record, the 
information their record contains can be used to develop their care plan. Professionals 
caring for an individual will have access to information on medications, allergies, a record 
of annual physical health checks and follow-up interventions, all on a ‘need to know’ 
basis. 

 
The Personalised Care and Support Plan Standard sets a national standard for recording 
information that supports person-centred care and care planning for use in both health and 
social care. The terms used in the standard care and support plan will provide a common 
language that is meaningful to patients, service users and health and social care 
professionals, and will enable sharing of information in a person-centred way. Given the 
sensitive nature of all health and care information, it’s important to balance sharing 
information for care against respecting the individual’s wishes to preserve their confidentiality.    
Professionals should follow national guidelines and any locally determined rules around 
information governance. 

 
This project consulted widely and deeply with service users, carers, health, social care and 
voluntary/third sector professionals, using a mix of methods including online workshops, 
focus groups and consultation documents, to consider whether and how the Personalised 
Care and Support Plan standard could be adapted for use in primary and community 
mental health care. We undertook a snapshot audit of early implementers of the new 
models of primary and community mental health care to understand their readiness to 
implement the Personalised Care and Support Plan standard and identified barriers, levers 
and incentives to adoption that should be considered during rollout. The recommendations 
are as follows: 
 

1. Recommendation: The Personalised Care and Support Plan standard is a good 
model  for person-centred care and support planning for community-based mental 
health care and with the modifications (described in Recommendation 5 below) it should 
be adopted and promoted widely for use in combination with a person’s shared care 
record to meet their health and care needs. 
 
It will be published on PRSB’s website as draft for trial use (final endorsement will be 
undertaken with changes arising from a general review of the Personalised Care and 
Support Plan standard planned by the NHS England and NHS Improvement 
Personalised Care team in 2021 to consolidate changes and make it easier for vendors 
and others  to respond to the changes). 
 

2. Recommendation: The Personalised Care and Support Plan is part of a person’s 
shared care record and the Core Information Standard defines the information that 
should  be in a person’s care record. This project recommends related changes to the 
Core Information standard at Recommendation 6 and these will be scheduled as part 
of the PRSB’s next maintenance release in Q1 2021. 
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3. Recommendation: A programme of support for implementation should be developed 

comprising technical and cultural/behavioural aspects and this should be piloted with 
one or more early implementer sites and then promoted nationally. As digitisation gains 
pace, implementation plans should include addressing the strongly evidenced link 
between digital  exclusion, poor digital literacy and the risk of poor health including 
mental health. Providers  should set out plans as to how they will increase digital 
inclusion and literacy. 

 
4. Recommendation: About Me information is integral to care planning and should 

always  be available as part of care planning. However, it should also be easily 
accessible to any professional in any health or care setting to support person-centred 
care. Originally part of the Personalised Care and Support Plan we intend to move it 
into the Core Information Standard in Q1 2021 as part of next maintenance release. 

 
5. Recommendation: The following enhancements are recommended for the existing 

Personalised Care and Support Plan standard to ensure it is fit for purpose within 
community mental health care: 

a. Formulation, which describes the meaning and origins of a person’s mental health     
problems, should form part of the care plan standard; its description should 
distinguish it from diagnosis. Different models of formulation (the Five P model, 
the SBAR safer care communication tool)  should be supported as well as free 
text. 

b. Procedures and therapies, which include the full range of provider interventions 
including evidence-based personalised therapies, should form a new section in the 
standard, aligned to the Mental Health Dataset. 

c.   Contingency Plans should include information on coping strategies and tools, 
relapse indicators and early warning signs to ensure service users do not become 
overwhelmed and distressed. 

d. The description of needs, concerns and health problems should be updated to 
include financial issues such as debt which can trigger episodes of distress. 

 
6. Recommendation: The following changes are recommended to the Core Information 

Standard: 
a. A new section covering Developmental/Life History that records life 

experiences which may contribute to their mental health condition should be 
added to the Core  Information Standard as part of the next update in Q1 2021. 
Careful consideration should be given to controlling access to this information  
in consultation with the person using services and professionals.  

b. Personal situation should be a field in the Social Context section of the Core 
Information Standard and updated regularly as part of a person’s shared care 
record. 
 

      7.  Recommendation: It is important that service users  work with care professionals to agree  
what information should be shared as part of the care plan. As part of the ongoing 
information governance programme within NHSX, guidance on technical access  
controls and guidance for professionals should be reviewed with respect to sharing 
information such as life history for direct care. Guidance should be publicised  
to ensure the wide range of professionals working in health, care, emergency  
services and the third sector appropriately share and access the information  
needed to support direct care through the care plan. PRSB will share the findings  
from this consultation with NHSX. 
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Related findings:  
 
Development of the care planning standard for community mental health has raised 
several related findings which should be addressed, as follows: 
 
1. The information sharing requirements for children and young people transitioning 

from Children and Young People’s Mental Health Services to adult mental health  
services are complex and were outside the scope  of this project. We believe the care 
planning needs of young people transitioning to adult services warrants further  
consideration and PRSB will work in partnership with NHSX and NHSE/I to  
better understand whether the development of additional standards for this  
cohort would be beneficial 

 
2. Advance choice legislation in which people can state legally binding care 

preferences should they become overwhelmed or extremely distressed is due to 
come into effect in 2023/2024 and individuals will be able to indicate with whom 
they want their Advance Choice shared. This will need to be included in the Legal 
Information section of the Core      Information Standard for shared records in future. 

 
3. Information sharing about whether someone is using drug and alcohol services should 

be improved so that everyone involved in care planning has their treatment details. 
 

4. Signposting social prescribing, and supporting access to resources for services 
provided by the voluntary sector should be included in a person’s care record. PRSB 
will be developing a standard for social prescribing in 2021 that will inform care planning. 

 
5. Several other issues raised in this project will be addressed as part of PRSB’s 

standards maintenance work: 
o Self-care to be included in the ‘My Wellness’ section of the About Me standard 

if this    information is available. 
o Preferences and differences of opinion should be noted in care plans and 

could include people to involve in care, treatment and intervention, diagnoses, 
risks, medications and their outcomes. "The difference of opinion needs to be 
recorded when making a diagnosis and risk assessments rather than when 
you are care planning" (Focus group participant). It should be noted that the 
care plan needs to be agreed between the person and professional. NICE 
guidance says: Care records should contain a section in which the service 
user can document their views and preferences, and any differences of 
opinion with health and social care professionals.  

o Measures for outcomes and experience of care, such as the DIALOG 
questionnaire should be included in future to reflect an individual’s 
previous experience of the effect of care on outcomes for them. 

o Unstructured/free text information should be assigned SNOMED codes to 
improve  the accessibility of care plans, recognising however that free text 
provides valuable information and can make the record more personalised. 
PRSB will build this into planned further work on care plans in 2021. 

 
 
 

2. Introduction 
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2.1 Purpose 
 

The overall objective of NHS England and NHS Improvement is to deliver a new model to 
improve the care of people in the community with serious mental health problems and to 
prove these models work in practice through their adoption by 12 early implementer sites. 

 
PRSB was asked by NHS England and NHS Improvement to test the existing 
Personalised Care and Support Plan standard to see if it could be used to support people 
living in the community with ongoing need for help from mental health services. 

 
2.2 Background and context 

 
Severe mental health problems affect 370,000 adults in the UK, roughly 3% of the population. 
Living with severe mental health problems can have a dramatic effect on people’s health, 
wellbeing and life chances. Studies show that severe mental health problems can lead to 
poorer physical health, reduce a person’s life expectancy by 15- 20 years, and reduce a 
person’s employment prospects (8% of people with severe mental health problems are 
employed vs 75% in the general population). Compared with the general NHS patient 
population, people with severe mental health problems are at substantially higher risk of 
obesity, asthma, diabetes, chronic obstructive pulmonary disease (COPD) and 
cardiovascular disease and make more use of urgent and emergency care services. 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. 1 

 
Under the NHS Long Term Plan and NHS Mental Health Implementation Plan 2019/20 – 
2023/24 new community-based services will improve care for adults with severe mental 
health problems and address their causes too. Help will include access to psychological 
support, better physical health care, help with finding or staying in work, care that treats the 
whole person and considers past trauma and life experiences, providing medicines advice 
and support for self-harm and substance use, and proactive work to address racial disparities 
in access to/quality of care. This includes maintaining and developing new services for 
people who have the most complex needs. 

 
Local areas will be supported to re-design and re-organise community mental health    
teams to become new place-based, multidisciplinary service across health and social 
care aligned with primary care networks. By 2023/24, new models of care, underpinned 
by improved information sharing, will give 370,000 adults and older adults greater 
choice and control over their care, and support them to live well in their communities.1 

 
A Personalised Care and Support Plan that can be shared with different professionals and 
the person themselves is a key enabler to delivery of the new model of care. PRSB 
developed a generic Digital Care and Support Plan standard in 2018 (now called the 
Personalised Care and Support Plan). This was incorporated into the Core Information 
Standard which PRSB developed to make sure that the information in shared care records 
was consistent across the country. This work supported the national Local Health and 
Care Record programme in 2019. 
1 The NHS Long Term Plan 

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.longtermplan.nhs.uk/publication/nhs-mental-health-implementation-plan-2019-20-2023-24/
https://theprsb.org/standards/coreinformationstandard/
https://theprsb.org/standards/coreinformationstandard/
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
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The Personalised Care and Support Plan standard assumes that a shared care record is 
available and that information such as a person’s name, address and GP practice will be 
drawn from it, along with detailed mental health care records, to support the care  plan. 

 
Concurrent with this project, work was underway on the ‘About Me’ section of the 
Personalised Care and Support Plan which has improved the structure of the information 
and made ‘About Me’ accessible to other areas of care rather than just within this 
standard. These improvements will be incorporated in the changes to Personalised Care 
and Support Plan alongside the other changes arising from this project. 

Further changes are likely to arise in 2021 from information standards work on end-of-life 
care planning, social prescribing and care homes care planning. PRSB will manage any 
changes to the standards so that they remain consistent and coherent and ensure 
information can be shared digitally between systems. 

Whilst the scope of this project is community-based mental health care for people with severe 
mental health needs, all mental health service delivery programmes are likely to be supported 
by the Personalised Care and Support Plan standard. In addition, people with severe mental 
health problems will have other health and care needs and the care plan and shared care 
record must enable a holistic view of the person and all their conditions to deliver the best 
possible care. 

 
 

2.3 The Personalised Care and Support Plan 
The PRSB developed the Personalised Care and Support Plan standard in 2018 (previously 
called the Digital Care and Support Plan), working in partnership with North West London 
Collaboration of Clinical Commissioning Groups to develop a generic standard so that care 
plans could be effectively shared between patients, service users, carers and all the health 
and care professionals involved in a person's care. 

 
What is care planning and a care plan? 
A care and support plan is an integrated plan that describes in clear and simple terms a 
person’s goals, needs, views, risks, preferences and choices, what help and support is 
available, and actions by those around them including members of a care team, (including 
the person and possibly their family or a carer) to meet those needs. It should be put 
together and agreed with the person through the process of care planning and review. It is 
integrated because it is centred on the person and describes how different members of 
their team from health, social care and the voluntary sector work in a coordinated way to 
support a person to achieve their short and long-term goals and meet their needs. 

 
Benefits of care and support plans 
Care plans improve continuity of care by sharing key information, which should help people 
to get the right care and support when they need it. They help people contribute and feel 
actively engaged in their own care. They also provide a holistic picture of a person’s needs, 
goals and actions that help people and their family/carers and health and care professionals 
to provide appropriate support to improve a person’s health and wellbeing. For example, the 
plan would contain goals and actions to address physical health needs resulting from the 
annual physical health check for people with severe mental health problems. 
Plans that can be shared digitally reduce the risk of errors and improve the safety of care 
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and they can improve a person’s experience of care by reducing the need to repeat their 
‘story’ each time they meet a new health or care professional. 

 
Contingency plans 
Contingency plans are part of a person’s care and support plan and are based on their 
circumstances. A person may have more than one contingency plan and each may cover a 
different aspect of a person’s physical, social or mental health care. An example of a 
contingency plan is identifying who will look after a person’s children if the individual needs 
to be hospitalised. 

 
Within the contingency plans section, information should be provided to support an 
individual should they become very distressed or emotionally overwhelmed. This may be 
referred to as a safety plan or crisis plan. It should be developed with the individual and be 
accessible to members of a person’s care team, their family/carer and emergency services. 
The plan should set out the actions to be taken if a person becomes very distressed or 
emotionally overwhelmed, or their health and mental wellbeing is deteriorating rapidly, and 
should include: 

- early warning signs, specific relapse indicators, triggers 
- what should happen 
- who the service user responds best to and how to contact them 
- anticipatory medicines or equipment 
- the responsibilities of all members of the care team. This should include the service 

user; the family (with their agreement) and the community 
- review date 

Additional supporting plans 
There may be other plans that have been developed for a person, for example, following an 
inpatient stay in hospital, for continued management or treatment related to the admission 
or as a result of a new diagnosis. All supporting plans should work together, and not conflict 
with each other. The care and support planning and review process will take account of 
these individual plans, and make sure that they are coordinated. This is also essential to 
enable the person to make sense of what is happening. 

 
Table 1: This table identifies the sections in a care plan and the description of each section. 

 
Section Name Description 
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 

Formulation An account, shared by a therapist and person, 
of the personal meaning and origins of a 
person’s difficulties. This is viewed in the 
context of multiple factors including 
relationships, social circumstances and life 
events and will indicate the most helpful way 
forward. 

Procedures and therapies The therapeutic or diagnostic procedure 
performed. Includes both psychological and 
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 medical therapies and procedures (e.g. cognitive 
behaviour therapy; and follow-up interventions 
as a result of physical health checks). 
Evidence-based personalised procedures and 
therapies should be recorded here. 

Contingency Plans These are the things to do and people to contact 
should an individual’s health or other 
circumstances get worse. 

Additional Supporting Plans 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. 

 
2.4 Care plans and a person’s health and care record 

 
As people receive more of their health and care from a range of professionals working in 
the community and care becomes more integrated, the record of a person’s health and care 
also needs to become more joined up. Shared care records provide that joined-up view of a 
person’s health and care. Integrated Care Systems and Integrated Care Providers from 
Autumn 2021 will need to have shared care records in place for the people who live and 
use services in their area. 

 
PRSB has defined the key information for shared care records to support integrated care, 
which was commissioned by NHS England and NHS Improvement. The Core Information 
Standard forms the basis of shared care records and defines the information that may be 
shared depending on a person’s needs, wishes and circumstances. Shared care records 
are being implemented nationally by Integrated Care Systems and Integrated Care 
Providers, which are joining up health and care locally. The Core Information Standard will 
ensure that information can be shared between IT systems so that a person’s care 
information is available when and where it is needed. 

 
The information in a shared care record typically includes medications, allergies, diagnoses 
(for example any follow up required as a result of the annual physical health check), tests 
and so on and it is available to health and care professionals on a ‘need to know’ basis only. 

 
A person’s care and support plan is part of their shared care record and contains any 
contingency plans, and any additional supporting care plans the person may have. 
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The full health & care record, defined by the core information standard, includes 
information  that may not be relevant to a care plan. 

 
Relevant health & care information is essential for care planning. A care plan can’t be 
created/updated without being aware of this information. This information may be used for 
non-care planning purposes. 

 
Information that is unique/specific to care plans: Creating a care plan creates this 
information. The focus of this project is to test this information in a community mental health 
setting and to enhance the existing information model for care and support planning. 
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3 Methodology and consultation approach 
3.1 Project objectives and scope 
The objectives of the project were: 

• to develop 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 new national standards are aligned with existing national standards. 
• 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. 
 

3.2 In scope 
The project scope included: 

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

• 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 

 
3.3 Exclusions from scope 

• 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 

 
The objectives and scope are described in appendix A. The project governance and project 
board membership is summarised in Appendix B. 

 
3.4 Approach and consultation design 
This section summarises the overall methodological approach used to develop the 
guidance. Appendix C describes the consultation design and methodology. 
 
 
3.4.1 Project approach 
Phase One: Scoping 
The first phase was the scoping or discovery phase which consisted of: 

• an evidence review and synthesis 

• interviews and meetings with several key stakeholders (including secondary care 
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clinicians, data architects, vendors and mental health leads at regional and national 
levels) 

• production of a first draft of a revised national information standard (the PRSB 
Personalised Care and Support Plan Standard) for testing through 
consultation 

• Production of a Discovery Report for NHS England and NHS Improvement’s 
mental health team. 

The objectives of the first phase were: 

• 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. 

 
Evidence gathering consisted of a review of documents from the original PRSB 
Personalised Care and Support Plan consultation in 2018, the new Integrated Health and 
Social Care Standard, as well as NICE, CQC, and Care Act 2014 guidance. The Care 
Programme Approach was reviewed as were the government’s Community Mental Health 
Care and Support Plan General Evidence Review and web-based content relating to 
‘mental health care and support plans’, ‘care and support plans’ and ‘community mental 
health pathways’ was searched as part of the evidence review. This exercise allowed us to 
map the information requirements against the content of existing standards and identify 
information gaps that needed to be filled in order to support care planning in community- 
based mental health services. 

 
A series of stakeholder meetings were undertaken as part of the discovery phase including 
with commissioners, transformation team leaders, clinicians, informaticians, data architects 
and vendors. A mapping exercise took place with the OneLondon team (Local Health and 
Care Record) to map requirements against existing PRSB standards. 

 
The meetings with experts and clinicians and the mapping exercise helped us identify 
information items that should be tested in the care plan including eight areas as follows: 

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

the DIALOG questionnaire; patient reported outcomes 
questionnaires (PROMS) such as GAD7, PHQ9. Also, 
potentially the IAPT Treatment patient experience 
questionnaire. 

Information requirement Description 
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 person, based on 
their perception or the perception of a proxy. 

Assistive Technology to 
Support Disability Type 

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

Care Plan Type The type of Care Plan for the person, recorded by the service. 
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Group Session Details of any group sessions which have been provided to a 
group of people. 

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

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. 

 

The Discovery Report can be found at Appendix C and contains a detailed account of the 
evidence review and the draft care plan standard which was tested in Phase Two of the 
project. 

 
Phase Two: Consultation 
The second phase tested through consultation: 

• understanding of the shared care record and the care plan which may form part of it and 
• the information requirements for mental health care 

planning. The consultation consisted of: 
 

o Two online workshops with early implementers 
o Five focus groups organised around specific mental health conditions with 

input from service users and professionals from health and social care 
services and the voluntary and charity sectors 

o An online consultation document to seek input from organisations and individuals 
o A snapshot audit of system readiness and capability to incorporate the 

revised Personalised Care and Support Plan was conducted with 
London-based early implementers including clinicians and system 
developers/architects. 

 
An evidence review of PRSB’s digital care and support plan (now called the personalised 
care and support plan) was combined with early discussions with early implementers to 
agree the use cases and any relevant issues/themes and questions to explore through 
consultation. We mapped local data sets to the existing model to understand the degree of 
overlap and similarity that informed the draft standard for consultation and the themes and 
issues explored during consultation. 
 
The themes identified included: 

 
Breaking down barriers: The community mental health 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 
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The community mental health care and support plan should ensure the person is able to 
move easily between services to receive appropriate care and ensure that care remains 
person-centred in all settings. 

 
Co-morbidities: People with severe mental health problems 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. 

 
Shared care records: The consultation sought to clarify the relationship to integrated care 
records (LHCR or other shared care records) and detailed mental health records in order 
that people can understand the complete picture of how information would be shared and 
how the new care models would work. 

 
Third sector: Increasing voluntary sector involvement, separately or as part of the multi- 
disciplinary team, means their input into care records is important. 

 
Interoperability: The PRSB is working with vendors who have current care plan products 
in order to learn how systems manage the content of a person-centred care plan with 
multiple users and interact with local integrated care records (a shared care record or other) 
and detailed therapeutic records for areas such as mental health and other co-morbidities. 
The vendors we consulted include Patients Know Best, CASPA and Graphnet. 

 
Holistic care 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. 

 
We then conducted three consultation activities involving online workshops with the early 
implementers, a series of five focus groups with service users and professionals and an 
online consultation document that was open to both organisations and individuals to 
complete. The consultation design can be found in Appendix D. The stakeholder list can be 
found at Appendix L. 

 
Early implementers workshops: Two workshops were held with the 12 Early 
Implementers. In all 100 participants were involved including multi-disciplinary clinicians 
from secondary, primary and community services and social care services, transformation 
leads, service managers, informaticians, IT specialists, and data architects. The 
discussions provided feedback on the draft model of the standard and views about the 
barriers, challenges and opportunities to implementation. The themes of the discussions 
can be found in more detail in the Appendix E Workshop Findings. 

 
Focus groups: Five condition-specific focus groups were held during October to test the 
draft standard and gaps identified earlier with service users as well as health and care 
professionals from the NHS, social care and the third sector. In all 60 people were involved, 
representing a broad coalition of service users, clinical specialists, carers, social care 
professionals, peer support and link workers and other third sector professionals and 
volunteers. Because of the collaborative nature of care planning, we believed focus groups 
would provide an ideal forum for service users to share their views and perspectives 
alongside professionals. The five focus groups were organised around the needs of 
individuals with diagnoses of: 
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• Psychosis, bipolar disorder and severe depression 
• Personality disorders 
• Severe eating disorders 
• Mental health rehabilitation needs 
• Co-existing conditions (including neurodevelopment and cognitive conditions) 

 
A detailed account of the key issues and themes explored during the focus groups can be 
found in Appendix F. 

 
Consultation document: In parallel with the focus groups, we launched an online 
consultation document in order to maximise feedback. This format was preferred as it 
allowed us to describe the collaborative care planning process, set out the draft standard 
for care planning in the context of mental health care and explain how the care plan 
interacts with and informs other parts of a person’s wider health and care record. Some 150 
individuals and organisations responded to the online consultation but just under a third 
provided detailed comments on the questions posed. An analysis of the feedback can be 
found at Appendix G. 

 
Snapshot audit: The snapshot audit of system readiness revealed that amongst the biggest 
challenges to using the standard are current behaviours and ways of working. Information is 
largely recorded as free text in progress notes in mental health services, which results in 
service users repeating themselves and professionals unable to access relevant case 
records easily. Functionality of current digital systems is also under-utilised. An 
implementation plan that supports professionals to change behaviours and realise the 
benefits of using standardised, structured information is essential and should be piloted with 
early implementers. See the findings from the snapshot audit at Appendix H. 

 
 

Phase Three: Finalising changes to the Personalised Care and Support Plan 
The third phase was the finalisation of the project deliverables. This included: 

1. A review of the recommendations for changes to the Personalised Care and Support 
Plan standard and implications for wider standards including the core information 
standard, end of life care plans and crisis care summary standard with input from 
clinical advisors, data architects and project analysts 

2. Updating the Clinical Safety Case, Hazard Log and Implementation Guidance 
based on the additional requirements in the Personalised Care and Support Plan 
that relate to community mental health care planning. 

3. A final project team review to reflect, revise and finalise findings and 
recommendations for the project and the final report. Two further meetings were 
held with the project team and PRSB standards modellers to reflect on the findings 
from the consultation, agree recommendations and consider the implications of 
changes to the Personalised Care and Support Plan standard and other PRSB 
standards including the Core Information standard, the Crisis Care Summary 
standard and End of Life Care Plans. 

 
 

3.5 Personalised Care and Support Plan - information model 
The information model (v1.4) is included in Appendix I. 
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3.6 Implementation guidance 

 
The implementation guidance was developed through the consultation process and expert 
group discussions to provide additional information to use of the standard in practice. 
PRSB standards include implementation guidance intended for the following audiences: 

• Technical messaging specification developers 
• System suppliers incorporating the standards into systems and implementation 

teams at provider organisations 
• Users of standards in their roles as health and care professionals, service users, 

patients, carers and citizens 

The implementation guidance can be found at Appendix J. 
 
 

3.7 Clinical safety case and hazard log 
 

The PRSB is producing a clinical safety case and hazard log which ensure that the data 
items within a standard are safe to be implemented in care systems. The approach follows 
the standard approach to clinical safety for the NHS and complies with DCB 0129 
(for IT suppliers). Further information can be found at 
https://digital.nhs.uk/services/solution- assurance/the-clinical-safety-team/clinical-risk-
management-standards 

 

The approach that will be taken is: 
1. Identify risks and hazards from the consultation outputs: 

• Hazard workshop 
• Workshop and webinar outputs 
• Clinical and other expert reviewer meetings 
• Survey consultation findings 
• Review hazards from other relevant PRSB standards 

2. Develop hazard log 
3. Develop clinical safety case from hazard log 
4. Assure and approve hazards log and clinical safety case 

• Seek NHS Digital clinical safety team approval 
• Seek PRSB Assurance Committee approval 
• Clinical safety officer hands over clinical safety care to PRSB clinical director 

(owner) 
5. Hand over ownership of clinical safety case and residual risks to NHS Digital. 

The new Personalised Care and Support Plan standard Clinical Safety Case will be issued 
soon at Appendix K. 

 
 
 
 
 
 
 
 
 

https://digital.nhs.uk/services/solution-assurance/the-clinical-safety-team/clinical-risk-management-standards
https://digital.nhs.uk/services/solution-assurance/the-clinical-safety-team/clinical-risk-management-standards
https://digital.nhs.uk/services/solution-assurance/the-clinical-safety-team/clinical-risk-management-standards
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4. Key findings and recommendations 
The key findings are: 

 
Personalised Care and Support Plan: The standard is a good model for person-centred 
care and support planning but needs some refinements to make sure it meets the needs of 
this group. The following enhancements are recommended for the existing Personalised 
Care and Support Plan standard to ensure it is fit for purpose within integrated primary and 
community care for adults with severe mental health problems: 

• Formulation, which describes the meaning and origins of a person’s mental 
health problems, should form part of the care plan standard; its description 
should distinguish it from diagnosis. Different models of formulation (the Five Ps, 
SBAR) should be supported as well as free text. 

• Procedures and therapies, including evidence-based personalised therapies, 
should form a new section in the standard, aligned to the Mental Health 
Dataset. 

• Contingency Plans should include information on coping strategies and tools, 
relapse indicators and early warning signs to prevent a person becoming 
overwhelmed or extremely distressed. 

• The description of needs, concerns and health problems should be updated to 
include financial issues such as debt which can trigger episodes of distress. 

 
Technical implementation: This is immature in most cases and is likely to evolve 
incrementally as shared care records are rolled out across the country. 

 
Change management: Insufficient support and attention is given to the transformational 
and cultural change needed in practice in tandem with the technical change. There are 
significant barriers to overcome. Adoption is unlikely to be successful if this is not tackled. 

About Me: This section is currently part of the Personalised Care and Support Plan and 
it is widely recognised that About Me information is essential to care planning. Focus 
group members stressed the importance of including meaningful activities/occupations 
in an About Me section when care planning with mental health service users. About Me 
information was recently consulted on as part of PRSB’s work to develop information 
standards for integrating health and social care. It was recognised that About Me 
information should be easily accessible in any health and care setting to support person- 
centred care and it as such it should inform care planning but not be limited to the care 
plan. There was strong support for raising professionals’ awareness of the importance of 
About Me information in an individual’s personal health and care record. 

 
Transition from CYPMH services to adult services: The range of services provided in 
CYPMH services differs significantly from adult services and information sharing involved a 
broader group of care organisations including education, health, social care and third sector 
partners. Further work would be required to look at the information sharing requirements for 
children and young people transitioning from CYPMH services to adult mental health 
services in relation to care planning (Focus group participant). This should include 
consideration of Educational and Health Care Plans which are produced for people with 
neurodevelopmental conditions and apply up to the age of 25. 

 
Consent for information sharing: It is important that service users can work with care 
professionals to agree what information is treated as sensitive and may or may not be 
shared as part of the care plan: 
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• Consent and information sharing controls may need to be specific to certain 

pieces of information - for example if care providers from the voluntary sector need 
access to care plans, it should be agreed in advance how much access to the 
shared care record they are permitted under information governance rules. The 
ambulance service also would need access to information in a care plan. 

• Some information such as life history (which may include  trauma) may 
require specific sharing controls to ensure it is only shared with certain care 
professionals (and possibly not with family/carer/employer/educational 
institution). 

• People should be able to indicate what aspects of their history they want to   
share and with whom.  

 
Further work is needed to clarify whether NHS information governance guidance on role- 
based access supports controls around sharing information and whether it takes account 
of service users’ preferences and clinical views. 

 
During the consultation we heard about a wide range of care providers who may need to 
access a person’s care plan including pharmacists, carers, friends or family, housing staff, 
other third sector suppliers such as drug and alcohol services, employer occupational 
health schemes, and student mental health services to name some. Parts of the 
contingency plans may need to be accessed by police and other emergency services 
when a person is overwhelmed or distressed. Information governance guidance needs to 
reflect the requirements of a wider range of providers of care and treatment that work for 
individuals using community mental health services 

 
The Core Information Standard: Changes are also required to this standard which would 
support and enable better care: 

Developmental/Life History is important to record as a person’s life experiences may 
have contributed to their mental health condition. It could include pre-conception for people 
with neurodevelopment conditions, through childhood developmental history. 
Developmental history includes trauma and other important life events. Very little life history 
would be included in formulation, but past trauma history is required to develop an effective 
care plan, focus group participants said. This should be part of a person’s shared care 
record but should inform the care planning process, and could be structured as, for 
example, personal history. However, participants said that this information should not form 
part of a person’s ‘About Me’ information  as it may include a person’s  history of trauma 
and therefore access should be tightly controlled. ‘About Me’ information is intended to be 
shared with all health and care professionals for supporting the person. 

 
Personal situation: There was strong support among focus group participants and from 
people filling in the online consultation document that information about an individual’s 
personal situation is very important to include in a person’s care record to inform care 
planning. This could include information about whether a person’ has enough money to eat, 
heat their home, what support they have from family or friends. Social context in the Core 
Information Standard could include this but service users felt it was better described as 
‘personal situation’. 

 
Assessments and Admission details are important in informing care planning. These are 
currently included in a person’s care record and form part of the Core Information Standard. 
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PRSB makes the following recommendations: 
 

1. Recommendation: The Personalised Care and Support Plan standard is a good 
model  for person-centred care and support planning for community-based mental 
health care and with the modifications (described in Recommendation 5 below) it should 
be adopted and promoted widely for use in combination with a person’s shared care 
record to meet their health and care needs. 
 

a. It will be published on PRSB’s website as draft for trial use (final endorsement 
will be undertaken with changes arising from a general review of the 
Personalised Care and Support Plan standard planned by the NHS England and 
NHS Improvement Personalised Care team in early 2021 to consolidate 
changes and make it easier for vendors and others  to respond to the changes). 

 
2. Recommendation: The Personalised Care and Support Plan is part of a person’s 

shared care record and the Core Information Standard defines the information that 
should  be in a person’s care record. This project recommends related changes to the 
Core Information standard at Recommendation 6 and these will be scheduled as part 
of the PRSB’s next maintenance release in Q1 2021. 

 
3. Recommendation: A programme of support for implementation should be developed 

comprising technical and cultural/behavioural aspects and this should be piloted with 
one or more early implementer sites and then promoted nationally. As digitisation gains 
pace, implementation plans should include addressing the strongly evidenced link 
between digital  exclusion, poor digital literacy and the risk of poor health including 
mental health. Providers  should set out plans as to how they will increase digital 
inclusion and literacy. 

 
4. Recommendation: About Me information is integral to care planning and should 

always  be available as part of care planning. However, it should also be easily 
accessible to any professional in any health or care setting to support person-centred 
care. Originally part of the Personalised Care and Support Plan we intend to move it 
into the Core Information Standard in Q1 2021 as part of next maintenance release. 

 
5. Recommendation: The following enhancements are recommended for the existing 

Personalised Care and Support Plan standard to ensure it is fit for purpose within 
community mental health care: 

a. Formulation, which describes the meaning and origins of a person’s mental health     
problems, should form part of the care plan standard; its description should 
distinguish it from diagnosis. Different models of formulation (the Five Ps, SBAR)  
should be supported as well as free text. 

b. Procedures and therapies, which include the full range of provider interventions 
including evidence-based personalised therapies, should form a new section in 
the standard,  aligned to the Mental Health Dataset. 

c.   Contingency Plans should include information on coping strategies and tools, 
relapse indicators and early warning signs to ensure service users do not become 
overwhelmed and distressed. 

d. The description of needs, concerns and health problems should be updated to 
include financial issues such as debt which can trigger episodes of distress. 

 
6. Recommendation: The following changes are recommended to the Core Information 

Standard: 
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a. A new section covering Developmental/Life History that records life 
experiences which may contribute to their mental health condition should be 
added to the Core  Information Standard as part of the next update in Q1 2021. 
Careful consideration should be given to controlling access to this information  
in consultation with the person using services and professionals.  

b. Personal situation should be a field in the Social Context section of the Core 
Information Standard and updated regularly as part of a person’s shared care 
record. 
 

      7.  Recommendation: It is important that service users  work with care professionals to agree  
what information should be shared as part of the care plan. As part of the ongoing 
information governance programme within NHSX, guidance on technical access  
controls and guidance for professionals should be reviewed with respect to sharing 
information such as life history for direct care. Guidance should be publicised  
to ensure the wide range of professionals working in health, care, emergency  
services and the third sector appropriately share and access the information  
needed to support direct care through the care plan. PRSB will share the findings  
from this consultation with NHSX. 

 
Related findings:  
 
Development of the care planning standard for community mental health has raised 
several related findings which should be addressed, as follows: 
 
1.  The information sharing requirements for children and young people transitioning 

from Children and Young People’s Mental Health Services to adult mental health  
services are complex and were outside the scope  of this project. We believe the care 
planning needs of young people transitioning to adult services warrants further  
consideration and PRSB will work in partnership with NHSX and NHSE/I to  
better understand whether the development of additional standards for this  
cohort would be beneficial 

 
2. Advance choice legislation in which people can state legally binding care preferences 

should they become overwhelmed or extremely distressed is due to come into effect in 
2023/2024 and individuals will be able to indicate with whom they want their Advance 
Choice shared. This will need to be included in the Legal Information section of the Core 
Information Standard for shared care records in future. 
 

3. Information sharing about whether someone is using drug and alcohol services should be 
improved so that everyone involved in care planning have details about their treatment. 
 

4. Signposting social prescribing, and supporting access to resources, for services provided 
in the community by the voluntary sector should be included in a person’s care record. 
PRSB will be developing a standard for social prescribing in 2021 that will inform care 
planning. 
 

5. Several other issues raised in this project will be addressed as part of PRSB’s standards 
maintenance work: 

o Self-care to be included in the ‘My Wellness’ section of the About Me standard 
if this    information is available. 

o Preferences and differences of opinion should be noted in care plans and 
could include people to involve in care, treatment and intervention, diagnoses, 
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risks, medications and their outcomes. "The difference of opinion needs to be 
recorded when making a diagnosis and risk assessments rather than when 
you are care planning" (Focus group participant). It should be noted that the 
care plan needs to be agreed between the person and professional. NICE 
guidance says: Care records should contain a section in which the service 
user can document their views and preferences, and any differences of 
opinion with health and social care professionals. 
(https://www.nice.org.uk/guidance/ng58/chapter/Recommendations#the-care-
plan- multi-agency-approach-to-address-physical-health-social-care-housing-
and-other) 

o Measures for outcomes and experience of care, such as the DIALOG 
questionnaire should be included in future to reflect an individual’s 
previous experience of the effect of care on outcomes for them. 

o Unstructured/free text information should be assigned SNOMED codes to 
improve the accessibility of care plans, recognising however that free text 
provides valuable information and can make the record more personalised. 
PRSB will build  this into the planned further work on care plans to be 
undertaken in early 2021. 

 

5. Conclusions and next steps 
With the changes described above, the PRSB Personalised Care and Support Plan will 
support person-centred care planning for adults living in the community with severe mental 
health problems. 

 
PRSB has agreed the work to commission developing technical messages with NHSX, 
which will support implementation of the standard for community-based mental health 
care services. We will publish the updated standard    on our website in draft for trial use. 
Final endorsement will be combined with any changes  arising from NHS England and 
NHS Improvement planned additional work on care plans. 

 
However, we know from the consultation feedback as well as the snapshot audit of current 
digital maturity that far greater focus needs to be given to supporting adoption of the 
standard with an emphasis on driving culture change. PRSB is working with NHS England 
and NHS Improvement on a project to support adoption. 

 
The Personalised Care and Support Plan is arguably the single most important tool that 
professionals, service users and carers have in order to monitor a persons’ progress and 
provide ongoing care and support. This project to adapt the Personalised Care and 
Support Plan for use in community mental health for people with ongoing care needs is an 
important contribution to ensuring people experience greater control over their care and 
more choice in having their needs met. 

 
PRSB is working with the NHS England and NHS Improvement on additional aspects of 
care planning and end of life care. This work will continue to inform the care planning 
standard and we will update it and seek endorsement from our members on all the 
changes to the care plan standard in 2021 after completing those pieces of work. 

 
We will also be working with NHS England and NHS Improvement to produce a standard 
for social prescribing in 2021 which will inform care planning and which we will publish 
along with any revisions or guidance for the care planning standard in due course. 

https://www.nice.org.uk/guidance/ng58/chapter/Recommendations
https://www.nice.org.uk/guidance/ng58/chapter/Recommendations
https://www.nice.org.uk/guidance/ng58/chapter/Recommendations
https://www.nice.org.uk/guidance/ng58/chapter/Recommendations
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