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Executive summary

This consultation document is about improving the quality and efficiency of care and
support through improvements in the sharing and use of the information that people provide
during assessment and care and support planning. Its focus is on care and support for adults,

underpinning the continuing development of personalisation.

The sharing of people’s personal information within assessment and care and support

planning is an essential component in:

e  providing a better experience for those who contact and use health and social care

services, their families and their carers; and

e  building further capacity, capability and efficiency into care and support

arrangements.

‘Putting people first’ (Department of Health, December 2007) set a clear focus for
improvements in the personalisation of care and support, the development of self-directed
support and the need to continue moving towards better targeted and earlier intervention to
support individuals. It emphasises the wider nature of community support arrangements and
the importance of sharing information appropriately across health and social care, and more
widely with organisations involved with housing and supporting people, and with providers

in the third and private sectors.

At the same time, people’s expectations of what the different professionals involved in their
care and support should be aware of have continued to change. People have told us of their
increasing frustration at having to repeatedly provide the same information to the different

organisations and professionals involved in their care and support arrangements.

What can be shared through computers and information technology (IT) rather than on
paper has increased significantly over the years. Use of I'T, by the individual, within and
between local organisations and by professionals has grown. However, across health, social
care and wider community support arrangements, the sharing of information has developed
at differing rates, using different approaches from paper-based exchange to more high-

tech solutions. These have developed to meet local needs and do not facilitate exchanges of

information beyond local boundaries.

The advantages that sharing the right information at the right time give to the quality of an
individual’s care and support arrangements must be set against the potential for disadvantage
from the underlying risks of unauthorised access. It is important to maintain the security of
personal information, making sure that consent arrangements are explicit, understood and

recorded, and that only those people who are authorised and need to can access it.



Common Assessment Framework for Adults

Section 1 of this consultation sets out the reasons for the development of the Common
Assessment Framework (CAF) for Adults. There are further gains and improvements to be
made, building on the practical implementation of the Single Assessment Process (SAP)
for Older People and the Care Programme Approach (CPA) in mental health. People’s
expectations of care and support arrangements have also grown. They have voiced a clear
need to reduce the number of occasions when they are asked for the same information

by the different people who may be involved in assessing, planning or delivering their
support needs.

The scope of what a CAF for Adults would cover is set out in Section 2. The development of
the CAF looks to support the investment already made in local areas by building on existing

assessment and care management frameworks rather than replacing them.

Section 3 identifies the principles on which the CAF for Adults should be built and under
which assessment and care planning should take place. Again, this builds on what we know
from the SAP and the CPA. The general principles on which they were based have been
introduced at a local level, and now need to be developed and reframed to ensure that they
take account of personalisation and self-directed support, placing the individual at the centre

of how assessments are made and care and support plans are developed.

Section 4 responds to the fact that there are wider elements of support that underpin
people’s independence and the personal outcomes they want for their lives and, as a
consequence, the support available to them. This will often require wider sharing of relevant
information — about housing, for example — with outside statutory or user-led organisations,
or third sector or private providers. Within established guidelines, all sharing of information
is based on the premise of explicit and informed consent by the individual. Section 4
addresses the extent of information sharing across traditional organisational boundaries, as

well as the potential use of collated, anonymised data in planning and research.

To optimise use of I'T, the current electronic information systems that hold individual care
and support records need to be able to interconnect and interface with a range of different
types of electronic assessment. Section 5 sets out an example of a personalised outcome-
focused set of information, common and appropriate to a range of different assessments,

that could form the basis of what information could be regularly shared.

Section 6 covers proposals for the I'T systems or mechanisms that could be used to store
and share information records so that they can be held securely and safely and be accessible
only where appropriate consent has been provided and only to those who have a legitimate
interest. It proposes a development of the current approach taken by NHS Connecting for
Health, but also asks for suggestions on alternative approaches that could offer similar or

enhanced security.
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The consultation process

To respond to this consultation, please visit:
www.dh.gov.uk/en/Consultations/index.htm.

The online consultation has been designed to make it easy to submit responses to the
questions. On registration you will be provided with a user name and password to enable you
to edit or update your submission as many times as you wish while the consultation is open.
The consultation runs from 22 January 2009 to 17 April 2009.

We would prefer you to make your response online. However, if you are unable to
respond online, you can request a paper feedback form by writing to, or telephoning:

Sarah Alder, Project Manager
Dialogue by Design
Ambassador House
Brigstock Road

Thornton Heath

Surrey CR7 7]G

Tel: 020 8683 6602
All postal responses should be sent to:

CAF Consultation
Department of Health
Room 123

Wellington House
133—155 Waterloo Road
London SE1 8UG

All responses by email should be sent to caf@dh.gsi.gov.uk.

Please note: After the consultation has closed, all responses will be published unless
respondents specifically request that their response be kept confidential. Your name will not
be displayed against your comments. Submissions made on behalf of organisations will be
displayed with the organisation name. This will apply to all responses whether submitted
online, posted, faxed or emailed. Please indicate on your response if you want us to treat

it as confidential. You should also read the information below about confidentiality and

data protection.
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Criteria for consultation

This consultation follows the Government’s Code of Practice on Consultation. In particular,

we aim to:

e formally consult at a stage where there is scope to influence the policy outcome;

o  consult for at least 12 weeks, with consideration given to longer timescales where

feasible and sensible;

e  Dbe clear about the consultation process in the consultation documents, what is
being proposed, the scope to influence and the expected costs and benefits of the

proposals;

e ensure the consultation exercise is designed to be accessible to, and clearly targeted

at, those people it is intended to reach;

e  keep the burden of consultation to a minimum to ensure consultations are effective

and to obtain consultees’ ‘buy-in’ to the process;

e analyse responses carefully and give clear feedback to participants following the

consultation; and

e ensure officials running consultations are guided in how to run an effective

consultation exercise and share what they learn from the experience.
The full text of the code of practice is on the Better Regulation website at:

www.berr.gov.uk/whatwedo/bre/consultation-guidance/page44420.html

Comments on the consultation process itself

If you have concerns or comments which you would like to make relating specifically to the

consultation process itself please contact:

Consultations Coordinator
Department of Health
3E48, Quarry House
Leeds LS2 7UE

e-mail:  consultations.co-ordinator@dh.gsi.gov.uk

Please do not send consultation responses to this address.

Confidentiality of information

We manage the information you provide in response to this consultation in accordance with
the Department of Health’s Information Charter.
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Information we receive, including personal information, may be published or disclosed in
accordance with the access to information regimes (primarily the Freedom of Information
Act 2000 (FOIA), the Data Protection Act 1998 (DPA) and the Environmental Information
Regulations 2004).

If you want the information that you provide to be treated as confidential, please be aware
that, under the FOIA, there is a statutory Code of Practice with which public authorities
must comply and which deals, among other things, with obligations of confidence. In view
of this, it would be helpful if you could explain to us why you regard the information you
have provided as confidential. If we receive a request for disclosure of the information,

we will take full account of your explanation, but we cannot give an assurance that
confidentiality can be maintained in all circumstances. An automatic confidentiality
disclaimer generated by your I'T system will not, of itself, be regarded as binding on the
Department of Health.

The Department of Health will process your personal data in accordance with the DPA
and in most circumstances this will mean that your personal data will not be disclosed
to third parties.

Summary of the consultation

A summary of the responses to this consultation will be made available before or alongside
any further action, such as laying legislation before Parliament, and will be placed on the

Consultations website at:

www.dh.gov.uk/en/Consultations/Responsestoconsultations/index.htm.



Introduction

This document sets out our proposals for and seeks views and consensus on the
development of a Common Assessment Framework (CAF) for Adults. The high-level
objectives of the CAF are to support:

e delivery of a better experience for those who use health and social care services and
their carers, including those with long-term conditions, by promoting and
supporting a proportionate but thorough and more person-centred assessment of

need and care and support planning; and

e improvements in the capacity, capability and efficiency of the health and social care
systems, by providing a basis on which the development of shared electronic care
records can be taken forward — this will facilitate more efficient, timely and secure
exchange of information around assessments, support and care planning and allow
better coordinated support to be delivered, placing the individual, family and

carers at the centre of the process.

Looking at an individual’s requirements for care and support, by means of a needs
assessment, is an essential part of both health and social care practice. Although it may
take a number of different forms, it is this assessment, its focus, proportionality and the
manner in which it is undertaken that should deliver a shared understanding of a
person’s wishes and their requirement for care and support. This is the basis for an
individual and the professionals involved to develop and agree a care plan and
arrangements for support. The secure sharing of appropriate information must be
central to ensuring that effective, efficient, person-centred care and support plans are
developed and put into place. It also provides the basis on which any associated risks

can be managed, and changes kept under review.

We expect to see increased demands placed on the NHS and social care services because
of people’s rising expectations and an ageing population. There is a wealth of evidence
that increased numbers of disabled people, people with long-term medical conditions
and people with physical frailties due to the ageing process are all living longer. Many
will need health and social care support. All will expect and demand a more personalised
approach to the advice and support services that should be available to help meet their
particular needs and allow them to continue to live good quality, independent lives.
There is also a growing understanding of how the needs of the whole family and the
individual impact on each other and how it should be taken into account.

At the same time, people have told us of their irritation at being asked for the same

information by different organisations, and their growing expectation that all those



involved in their support arrangements will share relevant information. Maintaining the
security of people’s information and making sure that consent is understood and

recorded must underpin any sharing of personal information.'

Opver the past five years a consistent policy agenda around personalisation has been
developed and the following documents have been published:

o Improving the life chances of disabled people*

o Independence, Well-being and Choice®

o Our health, our care, our say*

o  Creating Strong, Safe and Prosperous Communities®

o Think Family: Improving the life chances of families at risk®
o Independent Living Strategy’

o Carers at the heart of 21st-century families and communities.®

The direction of these policies and the practice that is being put in place respond to
what people have told us they want. This includes:

e support and advice that will help them to remain independent and healthy and

give them increased choice and control;

e  services, advice and support, delivered safely and effectively in the community or at

home, that are seamless and proactive; and

e  services, advice and support that are integrated with and tailored to their individual

circumstance, needs and wishes.

The Social Exclusion Unit published 7hink Family: Improving the life chances of families
at risk, which showed the dramatic impact that parent-based family circumstances have
on the outcomes and life chances of children. It demanded a more family-focused

approach from agencies that work with adults and those that work with children.

Further policy developments have resulted in a formalised, sector-wide agreement on a
shared vision covering the components of transformation and the implementation of
personalisation and self-directed support to deliver independent living for all adults.
This has been set out in the following documents:

e  ‘Putting people first”

o  ‘Transforming social care’”

o  High Quality Care For All (Lord Darzi’s Review)."!

Introduction
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10.

12.

It is within this context of personalisation and self-directed support that the CAF
proposals have been set and will be further developed. The CAF needs to provide a
flexible approach to enable arrangements to support and respond to these and future

challenges.

The proposals for the CAF are designed with a focus on the information and support
necessary for the delivery of multi-disciplinary assessment and the encouragement of
self-assessment. The proposals aim to support and foster practice that is both holistic
and person-centred. The CAF is not intended to be another assessment tool or
assessment toolkit. Rather, it is a framework for more effective information exchange to
enable independent living through the improved integration of community support
services, support received in hospitals and intermediate care and longer-term support in

the community and in residential care settings.

. The CAF for Adults will need to enable, drive and support the delivery of improved

personalised outcomes for all people, but especially those with complex longer-term

support needs by:

o  delivering a person-centred approach to assessment (self-assessment) and support

and care planning;

o facilitating better identification of the needs of people with complex longer-term

support needs (including carers with support needs); and

e underpinning seamless service delivery between the NHS and social care by

improving integrated multi-disciplinary working.

The proposals are built on the past experience of implementing the Single Assessment
Process (SAP) for Older People, the Care Programme Approach (CPA) and person-
centred planning. During the development of these proposals, the views and experience
of around 60 organisations from across the health, social care and the independent and
third sectors were captured through a Department of Health Policy Collaborative.

. The CAF does not seek to replace the various approaches to the SAP, CPA or other

evidence-based specialist assessment but aims, through the common information they
collect, to provide a framework for sharing information which is useful to the
individual, the different professionals that may be involved in the assessment and,
ultimately, to independent and third sector providers. As such it will encompass all

adults, including:

e  older people;

e  people with long-term medical conditions;
e people with mental health needs;

e people with a learning disability;

e people with a physical and/or sensory impairment;



14.

16.

17.

18.

e people with other complex support needs; and

[ ] carers.

It is essential that the CAF for Adults is connected to similar developments for children,
and is linked, particularly at the transitional stage from child to adult.

This consultation asks questions on the general direction of the framework and, where
appropriate, on more specific, practical aspects of its implementation and operation. We
will report back on the responses to the consultation and seck to take account of them
in a practical way as part of the development work being undertaken through a small

number of demonstrator sites.

. The demonstrator sites will look at the practicalities of implementation over the next

three years. Support for the CAF demonstrator site programme has been provided
through the Comprehensive Spending Review 2007 (CSRO07) capital funding of

£11 million per year (covering the years 2008/09, 2009/10 and 2010/11). A call for
expressions of interest to take part was issued prior to this consultation'” and responses
from local partnerships are currently being considered. The work of these local sites will
be the subject of a detailed and in-depth evaluation that will test and seck evidence of

effectiveness and cost-effectiveness.

Additional funding to all authorities through the Social Care I'T Infrastructure Capital
Grant®® (£15 million in 2008/09, £16 million in 2009/10, £17 million in 2010/11)

has been made available. This is aimed at helping authorities to develop their IT
infrastructure and to facilitate improved information sharing. This is expected to deliver
benefits to information exchange locally and, subject to the evaluation of demonstrator

sites, allow a more rapid and effective take-up of the CAF, as and when appropriate.
This consultation document is supported by three appendices which contain:

e evidence relating to the benefits reported from local communities where the SAP

has been implemented, at Appendix 1;

e guidance on proposals to develop a CAF Information Set, as the basis for enabling
health, social care systems and others to interface and as the basis for integrated
electronic care records, at Appendix 2; and

e recommendations of the Assessment and Care Planning Policy Collaborative in
respect of the assessment process, at Appendix 3.

The consultation document is also supported by the following initial impact

assessments:

e an initial regulatory impact assessment; and

e an initial equality impact assessment.

Introduction
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19. As part of the consultation and through the work of the CAF demonstrator sites, a

privacy impact assessment at an appropriate level will be conducted.

20. During the consultation period and throughout the practical work to be undertaken by
the CAF demonstrator sites, we are particularly interested in comments, ideas and

evidence concerning the potential impact of the proposals on equalities.

Question 1:

Do you have any general comments about the Common Assessment Framework?

(Please note that subsequent questions will relate to the specific sections of the
document.)

12



1. Rationale for developing
a Common Assessment
Framework for Adults

Public views and expectations

1.

From a number of public consultations about health and social care undertaken in
recent years, we have received a clear message from the public about being asked the
same questions and giving the same information time and time again. For those who
have regular contact with a range of health and social care services, this is not just a
significant irritant — it also diminishes their feeling of being treated as an individual and
seems to confirm a view that the information they give is not valued. There is now an
overwhelming expectation that all the professionals involved in the assessment of a
person’s needs and their care and support planning should be aware of the individual’s
general circumstances and preferences and to start from a common understanding.

The reality is that this is not always matched by current practice.

The idea and development of a Common Assessment Framework (CAF) builds on the
local and national approaches already undertaken and aims to respond in a practical way
to the wider cross-government commitment to provide more personalised and

integrated public services.

Professionals

3.

Similarly, for those involved in the assessment of a person’s needs and their support and
care planning, there is a multiplicity of information, including a person’s agreed needs,
individual preferences and life aims or personal outcomes, which will be essential to
discussions and agreements on person-centred, individualised care and support
planning. Evidence gathered from the introduction of the Single Assessment Process
(SAP) for Older People (Appendix 3) shows this and, as we develop self-directed
support and personalisation, the ability to access a range of information will become

more important.

Potential for cost efficiencies

4.

There is persuasive evidence that the duplication of information that should be shared
not only reduces the effectiveness of joint working and its focus on the individual, but is
also inefficient. It is believed that there are efficiencies and cost efficiencies to be gained
from improving information sharing. There is some initial evidence to support this view
from the evaluation of the SAP and practical experience provided by the Assessment and
Care Planning Policy Collaborative. This is set out in Appendix 1.

13
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Based on the analysis that local communities have produced about the potential benefits
of sharing information through electronic care records to support multi-disciplinary
working, we believe that the proposals for a CAF for Adults will also help to prevent
avoidable admissions to hospital and residential care and reduce lengths of stay on

longer hospital admissions.

The proposals set out in the consultation are, therefore, based on the views and the
available evidence from the introduction of the SAP for Older People and the Care
Programme Approach (CPA), that all adults from all service-user groups with longer-
term support needs could benefit further from improved integrated multi-disciplinary
working. In particular, we have taken the view that the general principles on which
these are based and within which they are framed are sound, appropriate and will

support the personalisation of care and support.

From the development and local implementation of the SAP and the CPA we have a
range of experience and evidence that has assisted in putting together proposals on the
CAE While many authorities have extended the use and approach of the SAP from
older people to all age groups, local experience indicates that obstacles to multi-
disciplinary working persist. These have a wider resonance with the experience of

information sharing across wider community settings and include:

e problems of information transfer at key transition points, particularly between

support delivered in the community and hospitals;

o lack of infrastructure and incentives to facilitate multi-disciplinary assessment and
integrated working across agency divides and between adults’ and children’s

services;

o inefficient information-sharing processes and failure to adopt a proportionate

(tiered) approach to assessment, creating unnecessary burdens on front-line staff;

e lack of engagement from clinical staff who frequently saw the introduction of the
SAP as increased paperwork;

e  poor integration — the SAP has not always been well integrated with other
processes, such as the CPA, assessments of registered nursing care contributions

and continuing care assessments;
e inconsistent implementation of the SAP and its I'T support across England;

e the need for developments in self-assessment tools and support to be better

integrated into the wider approach to assessment; and

e challenges to effective and efficient information sharing between areas and across

England caused by the diversity of existing SAP tools in use.

These and other complex issues will need to be addressed if a CAF for Adults is to be

successfully implemented.



1. Rationale for developing a Common Assessment Framework for Adults

Question 2:

Do you think there are any other advantages to be gained by making improvements
in information sharing around assessment and care and support planning?

Do you have any major concerns?

15
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2. What would a Common

Assessment Framework for
Adults look like?

1. ‘Putting people first’'* set out a shared vision which the Common Assessment
Framework (CAF) for Adults is designed to support:

‘Ultimately, every locality should seek to have a single community based support
system focused on the health and wellbeing of the local population. Binding
together local Government, primary care, community based health provision, public
health, social care and the wider issues of housing, employment, benefits advice and

education/training.

This will not require structural changes, but organisations coming together to

re-design local systems around the needs of citizens.’

2. The proposals for a CAF for Adults are intended to provide a generic framework within
which improved multi-disciplinary and inter-agency working will be fostered. The
proposals include a specific focus on improving the interface between health and social
care provided in the community. However, the principles and processes proposed have
the potential to be extended further, for example to include housing support services,

employment, financial or benefit information and education and training.

3. Local arrangements for sharing information across health and social care, and across the
wider community, are at different stages, have been developed to respond to local
conditions and use a range of approaches from paper and fax to connected IT systems.
The development of the CAF looks to support the investment already made in local
areas by building on existing assessment and care management frameworks rather than

replacing them.
4. A CAF for Adults will:

e set out the principles which should inform assessment, care planning and support
based on a personalised and person-centred approach (Section 3);

e  establish how best to fit information sharing into developing assessment and care
and support planning arrangements and the introduction of self-directed support
and personalisation (Section 4);

e establish the basis of a shared set of information (Section 5); and

e  besupported by mechanisms to hold and share information securely and
appropriately between electronic care records across the NHS, social services and,

subsequently, other organisations involved in care and support (Section 6).



2. What would a Common Assessment Framework for Adults look like?

The CAF is not intended to be:

e another assessment tool or document of practice guidance;
e arigid structure to be followed under all circumstances;
e abarrier to the policy of personalisation and self-directed support; or

e  primarily a performance management tool.

Question 3:

In your experience, are these mechanisms sufficient for developing improved
information sharing around assessment and care and support planning to

support delivery?

17



18

3. Principles of a Common
Assessment Framework

Introduction

1.

The principles we outline below have been informed by the practical advice of the
Assessment and Care Planning Policy Collaborative and evaluation of the introduction
of the Single Assessment Process (SAP). From this we have taken the view that the
general principles on which the SAP and the Care Programme Approach (CPA) are
based and within which they are framed are sound, appropriate and will support the

personalisation of care and support.

The Common Assessment Framework (CAF) will need to develop within the context of
assessment processes that are compatible with council duties in law and with policy

guidance.

o  Councils have a statutory duty to assess needs and to provide help to people who
meet their eligibility criteria.

e  Councils also need to continue to meet their statutory duties to carers.

e  Councils need to ensure that financial upfront allocations/resource allocation

systems are compatible with guidance on fair access to care.

The introduction of self-directed support and personal budgets will require systems that
are compatible with requirements for assessment and review, including the single

assessment process and the development of a common assessment framework."

Consent

4.

A right to confidentiality is provided under common law and essentially requires that
information held in confidence should not be disclosed or used for purposes that the
individual concerned has not consented to. Confidentiality may, however, be set aside
in the public interest or where statute requires it. Further guidance can be found in
Confidentiality: NHS Code of Practice."® The Data Protection Act 1998 (DPA) regulates
the processing of personal data through an enforceable set of good practice handling
rules known as the data protection principles. These principles are expressed in general
terms. Amongst other things, they require personal data to be processed fairly and
lawfully; obtained only for specified and lawful purposes, and not further processed
(including disclosure to third parties) in a way that is incompatible with the original

purposes for which the data were collected.

A mult-disciplinary assessment should only be undertaken where a person has given
their consent to the assessment process. Similarly, consent must be given before a

person’s information is shared with and within separate organisations, in line with legal



3. Principles of a Common Assessment Framework

requirements and obligations. In some cases people may specify that they are content
for some services, but not others, to have access to their integrated care record and such
a preference must be respected (in some cases this could prevent information being
shared electronically). It should normally be explained to the person that the
consequences of withholding consent could prevent further assessment and care which
might benefit them. Where information is shared between the NHS and social care, or
indeed with wider community services, explicit consent for information to be shared

will be a requirement of any system.

An NHS Care Record Guarantee already exists; it provides a commitment that NHS
organisations will only use health records in ways that respect people’s rights and
promote their health and well-being. This document should continue to inform
decisions about who can access a person’s care record. A similar Social Care Record

Guarantee is being developed by the Electronic Social Care Record Implementation
Board.

“We will not share health information that identifies you (particularly with other

government agencies) for any reason other than providing your care, unless:

e youask us to do so;

e we ask and you give us specific permission;

e  we have to do this by law;

e  we have special permission for health or research purposes; or

e  we have special permission because the public good is thought to be of

greater importance than your confidentiality.’"’

There is a clear consensus that the sharing of information is essential to providing the
background for improved multi-disciplinary working which should support better
person-centred and personalised approaches to care and support. However, views begin
to diverge significantly when considering exactly what information it is most useful to
share and how far or wide that information sharing should go. Our proposals have been
developed within the context of the Data Sharing Review'® and the principles set out in

the NHS Care Record Guarantee, which itself builds on legal requirements.

The initial proposals outlined for the CAF have a specific focus on improving the
interface between health and social care provided in the community. However, we
anticipate that the principles and processes proposed could be extended more widely in
the future, for example to include housing support services, financial or benefit-related
information. The CAF demonstrator sites have been encouraged to test out the practical
implications of extending the information exchange to other agencies within their area

of work and ensuring adequate data security arrangements.
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Mental capacity

9.

10.

Consideration should always be given to a person’s mental capacity to consent to an
assessment and information sharing, in line with the Mental Capacity Act 2005, Code
of Practice.” *° If a person lacks the capacity to give consent, then a decision should
be taken:

e  with due regard to any advance directives which that person may have authorised;

and

e by a Deputy, or a person who has Lasting Power of Attorney (where one exists).

Where neither of the above applies, a decision must be taken in a person’s best interests
and the response must be proportionate to the level of need or risk; such a decision is
ultimately a professional judgement. In due course, NHS Connecting for Health will be
issuing guidelines about information sharing where a person lacks capacity to give their

consent.

Proportionate assessment of need

11.

13.

14.

The Assessment and Care Planning Policy Collaborative agreed that the different levels
of assessment defined within the SAP were generally helpful, and they stressed that
levels of assessment should always be proportionate to need. Evaluation of the SAP
showed a significant increase in multi-disciplinary assessments recorded following the
introduction of the SAP, but this was more likely to be a response to greater integration
of health and social care (around intermediate care, for example) than an increase in
health needs. This suggests that that some improved targeting of multi-disciplinary
assessments is needed both on the grounds of cost and to more accurately identify those

who would benefit from the process.

Our proposals for the CAF for Adults begin with a focus on improving the basis for
information sharing at the multi-disciplinary level, but appropriate information needs
to flow through and inform all levels of assessment. Where information from a one-off
assessment (for example through a web-based self-assessment for community
equipment) falls outside the local arrangements for the SAP, this may have implications
for sharing information and the connectivity of local IT systems. These local systems

will need to respond to and take account of developments.

Assessment is about putting together information on a person’s needs and
circumstances, making sense of that information in order to identify needs, and
agreeing what advice, support or treatment to provide. Throughout the process,
re-ablement is a critical part of assessment, especially when care, support and treatment

are being considered.

Self-assessment. The term ‘self-assessment” has developed to cover a range of potential

options within which an individual is in control of their own assessment. This can, in



15.

16.

17.

18.

19.

20.

3. Principles of a Common Assessment Framework

some respects, be seen as a component of proportionality and as engendering a person-
centred approach. Increasingly, self-assessment is being provided for some aspects of
support through web-based systems (for community equipment, for example); these
allow for a person to provide details of their circumstances and needs so that they can be
provided with appropriate support or advice. Wider developments such as the Expert
Patients Programme, for people with long-term conditions, increasingly allow people to

exercise control over how their conditions are best managed.

Self-assessment may also be extended to become part of how an assessment and care
plan are undertaken. Linked specifically to the development of personalisation and
self-directed support, people are encouraged to assess their own circumstances and
support needs in partnership with the professional whose role is to advise, support and
help to identify and resolve potential risks.*' This is often referred to as supported

assessment.

Contact assessment. Contact assessments should be about ‘screening-in’ people who
have more complex needs or who may require support from a number of different
services. Contact assessments take a number of different forms, depending on the
context or the agency leading the assessment. The underlying principle should be to
identify the nature of a person’s needs, to identify whether a more in-depth assessment
is required to understand the impact of their needs on daily life and to identify the full
range of support needs.

Overview (or multi-dimensional) assessment. Where a health or social care worker
believes that a person may benefit, individuals should be offered an overview assessment
of need. This should include consideration of their mental, physical and social well-
being, as well as any needs arising from their immediate environment (for example their
family environment or unsuitable housing). Multi-dimensional assessments can support
multi-disciplinary working by identifying the need for a range of other health and social

care workers to contribute to the assessment process.

As part of an overview assessment, it is important that the impact of a person’s needs on

their family, carer(s) and any other dependants be considered throughout.

Specialist assessments. Specialist assessments are undertaken when an assessor identifies
the need for more information about the cause or nature of a presenting need, or about

how to meet or manage that need.

Review of needs. Although individual assessments are often a snapshot of a person’s
situation at a specific point in time, a number of assessments undertaken over a period
of time help to build up a more comprehensive picture of a person’s circumstances.
Reviews of needs should be undertaken proactively and regularly for people who have
long-term support needs, or for those identified as at risk of developing needs. There is

evidence from assessments of older people that a one-off assessment has little
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21.

22.

preventative value, but that a number of follow-up home visits can reduce loss of

independence.* It is likely that this relates to the timely detection of new problems.*

Reviews take on a particular significance in an outcome-focused system. Where specific,
personalised outcomes have been agreed as part of the assessment and care and support
planning process, progress towards these objectives should be assessed at review and the

actual outcome recorded.

Carers’ assessments. Adult carers undertaking regular or substantial care are entitled to
an assessment of need in their own right,” whether or not the person they care for is
having an assessment.” It is important that, wherever a carer has a potential support
need, an assessment is offered to identify whether the carer needs support to continue in
their caring role and to maintain their well-being. Consideration also needs to include
the appropriateness of caring responsibilities taken on by ‘young’ carers. So far as

possible, the needs of the individual and their carer should be looked at together.

A person-centred approach

23. Assessments of need incorporating self-assessment and any subsequent care and support

planning should be undertaken in line with the key principles of a person-centred

approach. In particular, the characteristics of a person-centred approach include:

e  encouraging those who can and wish to undertake an assessment of their own
needs — a self-assessment — to do so, with support as necessary, providing the basis
for giving individuals the maximum choice, control and power over the care and

support they need;

e  where a more formal professional approach is appropriate, involving people fully in
the assessment and care and support planning process by listening to their views
about how they want to live their lives and the type of care and support that best

suits them and helping them to make informed choices;

o the identification of and agreement on potential risks associated with any care and

support plan;*

e involving close family members and carers where appropriate (in terms of
considering the impact of a person’s needs on them, taking account of their views
about the person’s needs and recognising the contribution that they can and do
make to a person’s support and life); family members may have high-level needs
themselves that could have an effect on the individual being assessed, so it is

important to look holistically at the family;
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e focusing on a person’s capacities and on the things that are important to them
(now and for the future), including their cultural and spiritual needs, and
identifying the support they need to make a valued contribution to their
community — this should include assessing a person’s information requirements,
capacity for self-care”” and the need for support to participate in work or

education;

e ashared commitment between members of a multi-disciplinary team which

recognises a person’s rights and focuses on improving their quality of life; and

e an ongoing, iterative process which involves listening, learning from experience

and action.

Focusing on individual outcomes

24. A person-centred approach to assessment that encourages self-assessment and self-

25.

directed support must focus attention and care and support planning on improving
personal client and patient outcomes. There are various articulations and terminology
used about how personal outcomes can be drawn together. All cover very similar
ground. The CAF and its proposals for information sharing have been based on what
people have consistently identified as key personal aspirations in their responses to
consultations for key government policy documents: Independence Well-being and
Choice, Our health, our care, our say and Strong and Prosperous Communities. It is from
these that much of the current SAP IT software has been developed. The outcomes

adults have identified as important are:

e improved health and emotional well-being;

e improved quality of life;

e making a positive contribution;

e choice and control;

e freedom from discrimination;

e  cconomic well-being; and

e  personal dignity.

In terms of assessment, we need to be clear that these outcomes may be a way to
stimulate a person’s own consideration of their needs, and what support or care they
personally feel would help them achieve these outcomes. The list is also a way in which
common information can be structured to give an effective, overall view of a person’s
circumstances and needs. It is not intended to restrict or confine appropriate client,

patient and professional interactions within assessments, nor should it be seen as a

rigid structure.
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Identifying the impact of a person’s needs on family members
and carers

26.

27.

28.

It is particularly important that assessment goes beyond identification of a person’s
specific needs. It must also identify the impact of a person’s needs, including the impact
of failing to meet those needs, on other people, such as their family and/or carers.
Where it is identified that the well-being of a carer, a dependant or another family
member is at risk, that person should be offered an assessment or self-assessment of their
physical and mental health and social well-being in their own right. Where such an
assessment is requested by a carer, it must be provided. Making the right intervention
for individuals will need to take account of the wider needs of the family and carers and,
where appropriate, a more holistic approach should be taken. Indeed, wider support
and community services are increasingly coming together with a focus on the inter-
relationship between family members. The Family Pathfinders and Extended
Pathfinders for Young Carers project®® has been set up within a number of areas and will
test and inform the development and implementation of the ‘think family” approach set
out in Think Family: Improving the life chances of families at risk.* The ‘think family’
approach encourages adults’ and children’s services to be more joined up and to support

families with complex needs.

Adults who have parenting responsibilities for a child under 18 years may require help
with these responsibilities. In such cases, councils may also have a duty to provide
services under section 47 of the Children Act 1989 to safeguard and promote the
welfare of children in their area. Where appropriate, the Framework for the Assessment of
Children in Need and their Families® should be used to explore whether there are any
issues relating to children in need and their parenting. Under the Children Act® a
service may be provided to any member of a child’s family, if it is provided with a view

to safeguarding or promoting the child’s welfare.

There has been some perceived confusion about where the responsibility for supporting
disabled parents lies.”” It is important to recognise that adult social care services have an
ongoing duty to support parents in carrying out their parenting role, while children’s
services carry out their responsibilities under the Children Act. Above all, it is crucial
that adults’ and children’s services work together to provide adequate support for

parents, children and families.

Care and support planning

29.

In practice, assessment and care and support planning are intrinsic parts of one whole
and continuous process. They are intertwined and both need to be based on a person-
centred and integrated approach. Care and support planning is essentially a process for

delivering care and support that:
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e  promotes choice and control, placing the individual, their needs and choices at the

centre of the process and facilitating better management of risk;
o focuses on outcomes that people want to achieve, including carers;

e is planned, anticipatory and proactive, includes emergency/crisis planning and has

contingency planning to manage crisis episodes better;

o ensures that people, especially those with more complex needs, receive coordinated

care packages, reducing fragmentation between services;
e identifies opportunities for re-ablement;

e  provides support and information to help the person self-care/self-manage their

condition(s) and prevent deterioration;

e facilitates joined-up working between different professions and agencies, especially

between health and social care; and

e  results in something tangible — an overarching care plan that is owned by the
person but can be accessed by those providing direct care/services or other relevant

people as agreed by the individual, for example their carer(s).

The process requires an effective means of sharing information between members of
multi-disciplinary care teams. Detailed information is provided within a range of

supporting publications available on the Department of Health website.*

Care coordination

31.

32.

It is established good practice for all adults with long-term support needs to have a
named person whom they can contact when needed. For those with more complex
longer-term health and social support needs, a specific person should be given the
responsibility for coordinating an individual’s support. This would include coordinating
the assessment or self-assessment processes, where contributions from a number of
different people are required, and the development and management of a care and
support plan and any identified risks. The use of care coordination is well established
within mental health services where the CPA is employed.?* The proposed care
coordinator function would include aspects of the ‘care tracker’ function developed as

part of the Integrated Cancer Care Programme (ICCP).%

One of the most important aspects of the delivery of personalised care and support for
people with long-term conditions is that coordinated services are provided when they
are needed. This is particularly important for people with complex needs, who may be
assessed as needing care and services from a number of professionals across different
organisations. Care and support coordination works best when there is a clearly
identified person undertaking it within a multi-disciplinary team, whether it is a
professional assuming the role or someone whose job it is exclusively. The name and

contact details of the care coordinator should be recorded and everyone in the team
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should know who the care coordinator is and understand their role and function (also

see Section 5, paragraphs 18 and 19).

The person undertaking the care coordination role would need to have a good
understanding of the local health and social care sectors, have good communication
skills, as well as skills in managing case conferences. In some cases (for example where a
person is terminally ill), specific professional skills may be necessary, but we believe that
the care coordination role could be undertaken by a range of people with experience in
health and social care, including, for example, people from the voluntary and
community sectors, or those with experience of using services themselves. Some people
might be willing and able to coordinate their own support, with adequate training and

assistance.

It has also been suggested that a person’s carer could act as a care coordinator in some
cases, though there are a number of considerations in relation to this suggestion.

We believe that it raises a number of complex issues, which would need to be explored
further in individual cases. It has the potential to add to the pressures that carers may
feel, making some feel duty-bound to take on this additional responsibility, or make
them feel more isolated from the support and assistance they may need themselves.

If a carer were to act as a formal care coordinator, this could potentially decrease the
development of independence and/or increase a person’s dependence on their carer and
could, under certain circumstances, place people at unacceptable levels of risk. A carer
may not always be best placed to navigate the system and may require substantial advice
and support in doing this. We believe it should, however, remain an option to be

considered in cases where the individual and carer think it will be of benefit to them.

It has become apparent from recent initiatives, and from experience abroad, that help
given to individuals to take control of their funding, care and support has an important
part to play in the overall success of self-directed support.® Assisting an individual to
decide what they want and need and how to spend their personal budget accordingly is
known as support brokerage. Support brokerage, as a term, has been used in some social
care services over the last 20 years or so. In the context of self-directed support, it has
become fairly commonly used to describe a range of help for people with a personal
budget. As self-directed support is still developing, an understanding of the assistance
that people need and best practice are continuing to emerge.



Step By Step Living Network (SBS)

‘The aim of the Living Network is to encourage and support individuals and family
members to become their source of their own expertise.’

Member of SBS

The Living Network is the development of both a web-based and ‘real’ living
network of recipients of personal budgets. It provides the opportunity for people

to share experiences both of Step By Step as a brokerage agency, and of issues that
personal budget recipients feel would benefit people who are considering self-directed
support. This may include tips on creative support plans, good local resources for
housing advice, among many other things. The Living Network is supported by
family brokers who have experienced personal budgets and are keen to support and
share their family’s experiences with others. Although the Network is in its infancy,
it is currently being offered as a source of support to people to promote the concept
of ‘self-brokerage’ — people and families working through the tasks/activities of
brokerage themselves.

The Living Network offers:

e information, advice and guidance, including recipients’ views;
e signposting to local community resources;

e  research on what’s available;

e facilitation;

e advice on planning and devising support plans;

e access to technical advice via Step By Step;

e negotiation and mediation services;

e advocacy; and

e  coordination of support and resources — quality assurance.

The longer-term aim for the Living Network will include feedback and quality
assurance measurements as an integral part of the website. People will be able to rate
the support they receive and consequently advise other individuals and families on

good-quality services.
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36. Using dedicated resources for brokerage could be more efficient’” and deliver quality

improvements. This model would enable the care broker to work with a person to help
them develop creative solutions to needs, without simultaneously needing to consider
issues around eligibility and resource allocation. This has the potential to free-up care

managers’ time to address core assessment tasks.

Aspects to be developed and tested through the demonstrator sites

37. One of the central aims of the CAF is the development and establishment of

streamlined person-centred and proportionate multi-disciplinary assessment processes
which promote and utilise self-assessment and which are led by individuals and families
to deliver self-directed support through a personalised approach. As the practice of
personal budgets takes hold and develops, it is likely to require a different approach to
assessment, care planning and review. The CAF demonstrator site programme will
provide the evidence on which to base the potential changes to practice and to assess the

impact on IT support needs.

Question 4:

b bl
We would welcome your views, whether these are general or specific, on the set of
principles for assessment and care and support planning.

In particular, in your experience:
a)  are there any additional principles that should be included?

b) will these principles all retain their relevance within the developing context
of self-directed support?

c)  what will help ensure that they are sufficiently embedded into practice?

Question 5:
We would welcome your views on care coordination.

a)  Should the care coordination role be open to people who are not professionally
qualified (including the person themselves)?

b)  Should carers be able to act as care coordinators?

c) Are there specific circumstances in which carers should not undertake a care

coordinator role?



4. Use of shared information
from assessment and care and
support planning

Introduction

1.

The initial focus of these proposals is to improve the sharing of information that
supports multi-disciplinary assessment and support planning. The approach seeks to
build on the advances already made in sharing information across health and social care,
particularly existing local arrangements and agreements. It also recognises that there are
wider elements of support that underpin people’s independence and the personal
outcomes they want in their lives, and therefore the support available to them. This will
often require the relevant information to be shared more widely — to housing services,
for example; this means spreading it beyond the statutory sector to voluntary and
independent providers. When looked at in the round, the need to connect our approach
for adults to the development of support for children and families reinforces that wide

context in which information sharing needs to take place.

The information that is drawn together on an individual basis to support an individualised
care and support plan can have further uses when anonymised and collated. These data
can be an essential part of the evidence needed for commissioning, business planning,
management and performance. The potential offered by a national approach to sharing
outcome-based information across organisational structures rests in the fact that collated

data can inform both the personalisation and the community-based agendas.

Our proposals provide for an incremental approach to the way in which the
practicalities can be worked through, investigated and evaluated. The prospectus
inviting expressions of interest in being a demonstrator site sets out a staged approach to
this. It establishes core features of the practicalities to be worked through, investigated
and evaluated across all demonstrator sites, and adds a number of additional options
from which sites may choose in working through the complexities.*®

What does information sharing need to deliver and ensure?

4.

There are a number of central elements that need to be in place to underpin

information sharing:

e The individual’s consent to having their personal details shared needs to be explicit

in terms of what the information is and with whom it should and should not be

shared.

e  Any sharing of an individual’s personal information needs to be on the basis that it
is secure and can only be accessed, with appropriate consent, by professionals who

have a legitimate interest in that person’s support.

29



Common Assessment Framework for Adults

o The mechanism should allow secure patient and user access, and potentially direct

control of the information.

e Information sharing should support an individual approach and be clearly set

within the context of the personal outcomes that a person wants in their own life.

o  There should be a link to and from wider specialist assessments, as well as any

other assessments such as web-based self-assessments for equipment.

e  Itshould allow people to frame their own overall assessment and care planning

needs, by themselves, with their carers and/or with professional support and advice.

e It should allow the sharing of a limited amount of information that is up to date and
correct, in a way that is helpful and useful to the different professionals who may be
involved. There should perhaps be different views of the information, detail and
background, since different professional groups (such as GPs, community nurses or
physiotherapists) are likely to want to see a different initial view or cut of information held.

e  The mechanism should provide the basis for recording the information once.

Use of information in assessment and care and support planning

5.

Our proposals focus on improving information sharing between health and social care
and particularly on supporting improved outcomes and a person-centred approach

within multi-disciplinary working.

The starting point for the collection, collation and effective use of health and social care
information must be the individual. During the assessment and care and support planning
process, some individuals might experience frustration and a sense of lack of respect. Having
to repeat information already given to other parts of ‘the system’ can make people feel that
their needs are not understood by staff involved in the assessment, planning or delivery of
care and support. Deficiencies in information sharing may partly account for this negative
perception by service users (and indeed their carers), as well as misunderstandings or

differing interpretations by various staff involved in their care and support.

It is paramount for the delivery of personalised care that the different professionals involved in
the assessment of a person’s needs and the formation of an agreed care and support plan are
aware of the wider picture. Specialist assessments undertaken as part of multi-disciplinary
assessments can involve a number of different professionals and services, for example cancer,
diabetes, housing. These assessments should build on a core set of information, where the
person is confirming known facts, rather than repeating details they have provided before, and
more in-depth, condition-specific information should be requested as needed.

Extending information sharing more widely

8.

30

The support and care provided through health and social care services do not stand

alone. They are part of a much wider set of community support. Particularly with the
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growing development of self-assessment and self-directed support, the personalised care
and support that people require to increase or maintain their independence or to help

them support their life (outcomes) fall outside a traditional service-based solution.

Information sharing in Stoke-on-Trent based on its Community Support Team

Stoke-on-Trent has established a locality-based Integrated Community Support
Team (ICST), which it has been piloting as part of its local personalisation model. It
includes the following professionals:

social workers;

[ ]

e community support officers (supporting independent living);
e  district nurses;

e  occupational therapists;

e  physiotherapists; and

e  podiatrists.

The team is supported by a local assessment and case-management application —
Community Support Information System (COMMSIS), introduced as an operational
‘learning’ model. Information-sharing protocols, signed off at the chief-executive level
of all main partners, allow for explicit, informed consent to be discussed, agreed and
recorded.

Where the client’s needs are sufficiently complex to require support and intervention
from wider partners, a lead worker is appointed to control the input of a person’s
information. The system has the ability to link individuals to their wider family group,
regardless of their home address, and allows for needs and support to be considered in

that wider community context.
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paper working to electronic
working has enabled
support officers to spend more time with customers. It has also allowed for innovative
approaches to support and wider family-based solutions to personal and community
issues.
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10.

The individual may, therefore, want relevant information shared much more widely.
Indeed, in some respects there is a growing expectation that the information people give
will be shared with a wider range of professionals/organisations. However, this is

matched by a competing concern about the security of their personal information.

Many communities and areas have addressed this at a local level, establishing local
agreements between organisations that share information in a whole variety of ways

— through the individual sharing their own care plan; through person-held records; or
through some local or stand-alone IT solution. The implications for a national system
that would provide similar solutions are alike in their complexity, but are substantially

greater in scale and therefore in likely risks and benefits.

We have asked authorities and their partners to begin to work through some of these

issues as an element of their bids to take part in the CAF demonstrator site programme.

Wider use of collated data

12.

14.

The individual’s personal information that is collected during assessment and care and
support planning, when anonymised and collated, can be used for a variety of other

important functions. These include:

e  joint strategic needs assessment;

e commissioning of services;

e local performance monitoring;

e local and national performance assessment;
e  parliamentary accountability;

e national policy development; and

e  supporting wider research.

The development of a personalised, outcome-focused, shared information set across
health and social care (and wider) could, in time, provide the basis for improved
coordination across organisational approaches. It will enable a focus on the individual
rather than on the ‘service’ or organisational components. This may be expected to
support the community agenda, Local Area Partnership working and Local Area

Agreements, as well as the wider community-based performance agenda.

The development of the CAF and the practical working through the demonstrator site
programme offer the opportunity to begin to address some of the practical realities and
complexity. These may involve the wider use of information. Therefore, the CAF needs

to fit within and to complement a wider, strategic approach to information and data.
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Issues raised by CAF for the wider information agenda

15.

It is clear that the main reason for sharing assessment and care and support planning

information is that the different people involved in a person’s care and support begin to

appreciate, understand and act on the individual’s needs, circumstances and wishes. To

achieve this and to provide confidence in the information, a number of issues need to be

addressed as part of a wider strategy:

Consent: For consent to be given more widely across organisations, those
organisations’ IT systems need to operate to the same standards of information
governance, i.e. they must manage their information so as to ensure that
individuals can trust that any information they provide will be treated

confidentially by all agencies that have access to it.

Data quality: Information sharing highlights the need for high-quality data, with
all agencies working to similar standards so that professionals can trust the

information they receive or access from other agencies.

Data standards: The same term or information should have the same meaning for
different people — whether for professionals or in different areas of the country.
While, at a personal and personalised level, text as explanatory information is
important, shared standards become vital when information or data is shared across

organisations or collated, such as for use as management information.

Workforce and professionals: There is still a job to do in ‘winning hearts and
minds’. While there is general agreement that sharing information is vital, for
many the past experience of the introduction of IT solutions is that they end up
being tied to a computer for longer periods, taking them away from personal
interaction with people who need support. There are a number of issues that might
drive these views and that need to be avoided, including:

- duplicating the input of information;

- IT potentially driving the way in which assessment and care planning are

undertaken, rather than the other way round;
- lack of trust in information collected by others; and

- lack of initial and continued training.
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Question 6:

Assuming that appropriate arrangements for informed and explicit consent are in place,
would you be content to share assessment and care and support planning information

with others with a legitimate interest, including:

a)  health and social care practitioners?
(for example, in community settings: GP, district nurse, acute and specialist hospitals

and children’s services)

b)  wider community support services?
(such as housing, neighbourhood services and organisations from the voluntary and

private sectors providing support)

c)  services providing financial and/or employment support?

(such as benefits advice or applications, employment, education and training)



5. The basis of a shared set of
information

Introduction

1.

Our proposals for the development of shared electronic care records (see Section 6)
envisage that current electronic information systems and care records will be enabled to

interconnect and interface with a range of different types of electronic assessment.

As a first step in the development of such shared records, we need to define the scope,
content and make-up of a shared Common Assessment Framework (CAF) information
set that will meet the aspirations of policy and practice. It is important that this allows
for the sharing of text and comment. For it to be usable and transferable, the
information needs to be captured in a standardised approach that enables electronic
messages to be transmitted between different IT systems; furthermore, the data set must
be accessible to all involved in a person’s care and support planning and delivery, subject
to consent. It is proposed that, where electronic assessment and records are used in
future, the IT approach and software will need to allow for interconnectivity between
systems based on the proposals for shared information.

Drawing on the commonality of information held within different assessment and care
planning tools and processes, an initial set of CAF information has been developed.
This looks to draw out relevant information held in current systems into an outcome-
based format, and is intended to form the basis of the initial information that will be

exchanged and be available to those with an appropriate interest.

The current position

4.

Even with large strides being made in the development of the Single Assessment Process
(SAP) and IT to support the approach, there is a lack of routine access to holistic
information about an individual’s assessment and support. Additionally, there remains
significant variation in how the SAP has been developed and supported by IT from area
to area. A few local areas have worked with partners to provide local systems that share
information across health (primary care and acute provision) and social care to housing
and other community support services, also involving independent and private
providers. Others are a long way from such a comprehensive approach. In either
circumstance, when provision of support crosses local area boundaries — for example,
when someone attends a regional or national specialist service — information exchange

becomes increasingly complex.
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The central purpose of a CAF information set is to improve the outcomes for people
who need multi-disciplinary assessment and support, through improvements in the
sharing of information. In developing the information set, we have looked to ensure
that it:

e responds to the framework of principles in Section 3;

o  places the information in the context of outcomes;

e focuses on the individual and their needs and wishes;

e  provides a holistic view of their needs and the support in place; and

o links to the needs of carers and families.
Within this context we have looked to take a practical and pragmatic approach which:

e is wide enough to provide a comprehensive picture and to give sufficient
background and a holistic picture of assessment, outcomes, wishes and support

available;
e is small enough to be useful in practice and not unwieldy; and

o  allows space for text-based information and capacity for coding information that

can be collated across health, social care and wider community support systems.

Demographic information

7.

36

Demographic information supports verification of a person’s identity and also includes
their contact details. These items are currently recorded in the NHS Care Records
Service Personal Demographics Service (PDS). They may be updated separately at any
time in the care process, not only during assessment or care planning. However, as this
information may have an impact on the outcome of assessment and/or the types of

support required, it will always need to be verified during an assessment.

The PDS allows for the initial capture of some extended demographic/biographical
information about an individual, which may be needed to inform the assessment.

This information may generally be captured during a contact assessment, and includes
data on dependants, carer details, employment status, accommodation type and tenure,
etc. (INB Information relating to a person’s needs arising from their housing situation, such as
the suitability of accommodation or any requirements for adaptations, will be captured as

part of the holistic assessment or a specialist occupational therapy assessment.)

Further detailed biographical information requirements beyond the core CAF headings

should be captured using a specialist assessment, care plan or other process.
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My demographic/biographical information

My NHS Number

My employment status (my work/activities)

My accommodation (where | live)

The people (and pets) who depend on me

People (including my carers) who | depend on

The communication support | need

My GP practice

Consent

My mental capacity

10. A vital aspect of sharing personal and individual information that may be collated from
different sources is the assurance that it belongs to that person. We will ensure this by
using the NHS Number — an administrative identifier created and owned by the
Secretary of State for Health. The NHS Number:

e  provides the means for linking records of care and treatment provided to users of

health and social care services; and

o  helps to ensure the privacy of service user information.

The NHS Number must be used as the primary means of linking and identifying NHS
records relating to care and treatment provided to identifiable service users, and may

be used for these purposes by organisations providing social care services. Other
organisations and individuals providing or supporting the provision of (or assessing the
need for) NHS and social care services may also process the NHS Number where the

purpose is to link, or facilitate the linkage of, records of care and treatment.

I1. A person’s NHS Number can act as a ‘shared systems’ identifier for sharing CAF
information between health and social care IT systems. Valid NHS Numbers can be
obtained from the NHS PDS. Social services care management systems will, therefore,
have to link to the NHS PDS to obtain an individual’s NHS Number and record it in

their systems.

Reason for referral/contact

12. The CAF information set will need to capture a textual summary identifying a person’s
presenting needs and recommendations for action (i.e. the reason why they have
contacted health or social services, or why a referral has been made). This may indicate
the requirement for an overview assessment of needs. It may also capture information
about any other actions taken at this stage (for example, referrals to other services to
continue assessment/care, or a decision that further assessment at this time is not

appropriate), as well as any advice or information given.
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13. The contact assessment will normally be completed at the first point when an individual
comes into contact with a practitioner who thinks they may need a more in-depth
assessment. Specifically, it will need to allow a person to articulate their own reasons for
making contact, and will therefore be a starting point for a personalised approach to

self-assessment.

My reason for contacting health or social care is:
[Explanation of the current reason for contact/referral]

Professional recommendations for actions — specialist assessment

Personalised information set within outcomes

14. The proposals for the CAF data set provide for a holistic/overview assessment that will
enable a multi-factorial assessment of an individual’s physical, mental and social well-
being and environmental factors to be held within their care record. It may be possible
to use the data set as a prompt for self-assessment or assisted assessment, or at the point
of a review or re-assessment of care needs. The information within it is provided in a

structured way:

e  Atits highest level, the information collected is matched to one of the agreed
outcomes for adults in the Green Paper Independence, Well-being and Choice
(for example, ‘Improved health’).

e  The next level provides domain headings aligned where possible to Fair Access to
Care Services (FACS), the national eligibility framework for social services support.
Domain headings define the general areas of need — for example, ‘My physical
well-being’, ‘Activities of daily living’, etc. A commitment to revise the existing
guidance has been made in the Department’s response to the recent review of

FACS by the Commission for Social Care Inspection (CSCI).*

o The sub-domain level (the most detailed level in the information set) provides the
headings against which information is actually recorded — for example, ‘Using the
toilet and continence’ or ‘Memory, thinking and reasoning’. At this level there is a
read-across to the domains of NHS continuing care, which enable information to
be recorded that could be used to determine eligibility for NHS continuing care.
Each of the sub-domain items also provides guidance about the type of
information that is expected to be held against that heading (see Appendix 2 for
more detail). This will support toolset developers to deliver consistency when

aligning similar information types.
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Levels of information in the proposed CAF data set

High-level
outcome

Domain

Sub-domain

Improved health

My physical well-being

My disabilities, impairments and other conditions

My general physical well-being

Sensory impairment

Drug therapies

Lapses of consciousness

Skin care/wound management

Using the toilet and continence

Breathing

Swallowing and oral health

Sleeping

Pain

My communication needs

My mental,
psychological and
emotional well-being

My mental health needs

My behaviour

Memory, thinking and reasoning (cognition)

Mood

Misusing substances

Improved personal
dignity and
autonomy

Activities of daily living

Dressing/undressing

Personal hygiene

Doing housework/my daily tasks

Eating and drinking

Mobility

Mobility in my home

Mobility outside my home

Falls

Exercise of choice
and control

My care preferences

Freedom from
discrimination or
harassment

Adult protection

My sense of security

Abuse/threats

Equal treatment
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High-level Domain Sub-domain
outcome
Improved quality My home My housing support needs
of life My current housing
Managing my home's energy needs
Keeping healthy

Being cared for

Making a positive | Access to education,
contribution training and

employment

My social well-being My caring responsibilities

My relationships

Involvement in my community

My religious, cultural and spiritual needs

Economic My finances
well-being

Specialist assessment outcomes

15. Following a contact or overview assessment, specialist assessments may be needed to

diagnose a condition or identify a problem more specifically and to plan specialist care
and support. Specialist assessments may be service-, discipline- or condition-specific and
may use specialist tools and scales as well as tests, investigations and examinations. The
intention is to record not the content of specialist assessments but only their outcomes,
which provide the information most relevant to the individual and to other

professionals involved.

Care and support planning information

16. The integrated care plan will provide a single, overarching plan of all the support and

care being provided for an individual. Made up of contributions from a range of
professionals, it should be accessible to and have the potential to be controlled directly
by the individual. The information set provides the facility to capture both a high-level
summary of the care plan and a more detailed breakdown of specific care plan
components — for example, a wound dressing care plan, a mobility care plan, etc. Local
health and social care communities will be able to choose whether to use the more

detailed breakdown of specific care plan components or the high-level summary only.
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17. Although the integrated care plan will enable a detailed breakdown of information,
there is no assumption that local health and social care communities will be required to
record this level of detail of information as part of the care planning process. However,
providing a detailed breakdown will enable local health and social care communities to

take a more comprehensive approach to care planning, should they choose to do so.

Elements of an integrated care plan captured by the CAF

Care plan summary

Outlines at a high level the areas/issues covered and the principal
actions arising from the care plan.

Care plan goals

The overarching goals/purpose of the care plan. May include the
individual's life goals and aspirations.

Person coordinating the
care plan

Details of the practitioner leading the process and coordinating the
care plan — their name and role, the organisation they are part of and
their contact details.

Care plan review date

The next planned review date of the whole of the care plan (not just
of a single component).

Care plan component
details — repeat for each
issue

(NB Not all items have
to be completed for a
care plan component to
be created)

Details of which of the seven White Paper high-level outcomes this
component of the care plan is linked to, e.g. ‘Exercise of choice and
control’, ‘Improved health’, etc.

Details of which of the CAF domains this component of the care
plan is linked to, e.g. ‘My physical well-being’, ‘Mobility’, ‘Keeping
healthy’, etc.

Details of which of the CAF sub-domains this component of the care
plan is linked to, e.g. ‘Sleeping’, ‘Personal hygiene', ‘Involvement in
my community’, etc.

Issues, problems or needs identified in the assessment.

The intended end-point or goals being set at the commencement/
review of this component. Things planned to be achieved/the
objectives in this area.

What is going to be done/is needed to meet the requirements in this
area. This includes agreed actions, services, interventions, treatments
and support.

The person(s) responsible for supporting or meeting the needs in this
area, e.g. a social worker, a GP, a carer or the individual.

How the actions, services, etc will be delivered — by which
organisation, service, team or person.

When and how often these actions, services, etc will be needed.

Information for health needs (which may include an information
prescription), including information about staying healthy, specialist
services for the individual's condition, choices of services/treatments
available, evidence of the benefits and risks of treatments, and
contact details for informal patient groups.

Information for social care needs (which may include details of social
care services, voluntary sector services, equipment and/or financial
benefits). Self-care/self-management advice.
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Outcomes or progress actually achieved over the time period just
ended, as well as the measure used to evaluate effectiveness.

Pertinent dates relating to the care plan component, e.g. start date,
date of next planned review and actual/expected end date.

Individual care
preferences

Information gathered within the ‘My care preferences’ domain during
the overview assessment — further details may be added in relation to
specific components, particularly to include end-of-life planning.

Individual strengths

The things the individual can do/their strengths.

Situations that may lead
to a deterioration

Situations that may cause a marked deterioration in the individual's
condition, e.g. illness of their wife/husband/partner, failure to get
enough to drink, failure to take medication as prescribed, etc.

Individual's agreement/
access to the care plan

A record of the individual's agreement to part or all of the care plan,
as well as how and when a paper/electronic copy is/was made
available to them.

Crisis plan

Details of, for example, who to contact and what to do if the
condition breaks down or deteriorates, both in and outside working
hours.

Contingency plan

Contingencies that are already in place should they be required, e.g.
respite or other support already arranged for the individual and their
carer(s), a person or organisation that will step in if the main carer falls
ill, etc.

Importance of the care coordinator’s role

18. A care coordinator will need to draw together information from a variety of electronic

and manual sources to deliver a fully integrated perspective. They will also need to act

as gatekeeper for information that may be sensitive to the individual. There is often

sensitivity about records with a mental or sexual health aspect, and other types of

information will also need careful management. Local care coordination procedures

will need to set out how this will be achieved.

19. Icwill also be important for someone acting in a care coordination role to define when

a CAF assessment or integrated care plan is to be published for sharing with other

agencies, as well as when it is due for planned or formal review. As set out in Section 3,

paragraphs 31-34, the developments may allow the care coordinator role to be

undertaken by a patient/client or a carer. Developments such as NHS HealthSpace, and

its extension to the CAF records, may support this by enabling an individual to view

and update their own record.
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Aspects to be tested/developed through the demonstrator sites

20. As a central aspect of developments to be tested, we are expecting the CAF

21.

demonstrator sites to:

e link local social care systems to the NHS Care Records Service so that relevant
information held in local systems can be communicated between care professionals

from different agencies and accessed by them through a shared CAF record;

e use the CAF electronic communications to share information from assessments
completed and stored across the partnership, where agreed by individuals, or to

propose a replicable alternative; and

o use electronic messages (or propose a replicable alternative) to share information
with named professionals involved in an individual’s assessment, care planning or
support who need to be aware of it or to take action — for example, around hospital

discharge or continuing care assessments.

In developing these approaches, there is also an expectation that individual sites will

address some of the specific complex issues and practicalities around:

e the inclusion of different primary care organisations, including GP practices or a
district nursing service within the partnership;

e the interests and concerns of specific health populations (for example, those with
cancer, long-term conditions, diabetes, stroke, etc) and pathways (such as

palliative/end-of-life care) within their community;

o the establishment of practical approaches to connected arrangements during the

transition from children’s to adult services;
e the extension of local care records to the housing authority;

e the inclusion within the partnership of the voluntary and community sectors,

including small organisations and user-led organisations;

e the use of mobile and other innovative electronic devices and other methods of

working to undertake assessments/self-assessments; and

e  procedures for giving service users and their carers access to and ownership of the

information about them that is held centrally.

Question 7:

We would welcome your views, whether these are general comments or detailed, in-

depth ones, on the common shared information set proposed.

In particular, are any aspects missing or are there aspects that should not be included?
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6. Mechanisms to hold and
share care and support records

Introduction

1.

Evidence and reported experience from the implementation of the Single Assessment
Process (SAP) is that improvements in information and data sharing need to be based
on the appropriate development of IT solutions. Lack of appropriate systems or
connectivity between the systems used by different organisations can severely restrict

access to shared data and hamper its routine and effective use by care professionals.

Throughout the consideration of an appropriate national approach, the central tenet
has been that I'T solutions should respond directly to the needs of policy and good
practice. No IT solution should act to restrict the potential benefits of shared
information, nor should it limit future development. The systems should be capable of:

e supporting the sharing and exchange of information between different areas of
England — for example, for people who receive care or treatment in specialist

centres or those who are away from their home on holiday;

e  providing or enabling access by and between a wide range of professionals in the
different organisations — and allowing for role-based access, ‘first-stop shops’, etc;

e  Dbeing developed to allow appropriate access across the voluntary and independent

sectors, including by user-led organisations;
e  providing service user access and oversight, and the potential for service user control;

o addressing current IT realities, namely that different organisations currently use

significantly different systems and approaches;

e addressing expected IT developments — those changes and improvements that are
already in the pipeline;

e responding to changing user needs and outcomes (‘future proofing’);

e  being secure and conforming with arrangements for the governance of information

held, in line with current legislation and good practice;
e  restricting access to information to those involved in the care of the individual;
e tracing and maintaining an audit trail of access;

e  providing for the flagging or signalling of explicit consent to share information and

records between organisations or individuals;
e supporting single entry recording across the system; and

e  being introduced in a cost-effective manner.
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Proposed development

3. The approach we propose looks to respond to these challenges by building on the NHS
developments and I'T standards and services currently overseen through NHS
Connecting for Health (CFH).

4. A project to define and evaluate options for implementing an electronic SAP with
integrated electronic care records was commissioned in 2006 by NHS CFH. The
project proposed an approach involving connection of social care systems to the NHS
Care Records Service using existing national services and making it compliant with

existing NHS Care Records information governance standards.*’ This approach will:

e  provide a national/regional facility for holding a shared record;

e  provide a national facility through which to direct information to named
professions/organisations through primary and acute care settings including GPs,

district nurses, physiotherapists, advocates, etc;
o be based on experience across complex NHS systems;
e  have developed rules/processes to ensure security; and

e support an individual’s control over the sharing of information by requiring

explicit consent.

5. The approach forms the technical basis for the proposed development of the CAF for
Adults and sets the context for the CAF demonstrator sites. It does not mean that it is
currently clear how the IT can respond, in all respects or to all of the challenges we have
posed for it. There are complex issues that need to be addressed and worked through;
these will be informed by and developed from the practical experience we expect from
the CAF demonstrator sites.

6. We are also aware that this may not be the only mechanism by which the CAF and a
national approach to information sharing may be undertaken, and we are keen to seek
views and ideas on potential alternatives to the general approach, as well as on the
detailed developments we outline. The call for interest in the demonstrator site
programme made it clear that we are keen to include and evaluate other potential

models that may be nationally replicable.

Detailed proposals through CFH arrangements

7. The detailed proposals themselves are based on linking existing social services care
management systems to the NHS Care Records Service to enable information exchange.
They are not intended to replace current systems that are in use. It is proposed that,
where electronic assessment and records are used in future, the I'T approach and
software will need to allow for interconnectivity between systems based on the proposals

for shared information.
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The proposed approach will not deliver fully integrated care records; there will not be a
single record system deployed between the NHS and social services. Separate health and
social services information systems will continue to exist, but the CAF information set
will enable information from assessments and care plans to be shared electronically
between existing systems. Staff from NHS organisations, social services and potentially
wider community support services will be able to access the same information, and
(where appropriate) different views of that information. The information set will:

e  provide social care access to the current NHS Personal Demographics Service

(PDS), with individual consent;

e cnable storage of and wide access to a CAF shared record, including assessment and

care plan history; and

e cnable specific messages to be sent to named professionals involved in an
individual’s assessment, care planning or support who need to be aware or to take

action — for example, around hospital discharge or continuing care assessments.

Example of the overarching approach
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* For details on the Spine, please refer to endnote 41 on page 59.

To date, local councils have made significant progress in the development of electronic
social care records, and all have some systems. Most are built around person-centred
records. They do, however, vary significantly in their complexity, as well as in how or

whether they connect to other systems used inside and outside the council.

Where health and social care services have implemented the SAP for Older People, they
have often invested in electronic assessment toolkits which guide the assessor through a
series of questions to build up a holistic assessment of an individual’s health and social
care needs. These toolkits are often incorporated into separate SAP systems which are
not fully integrated with other health and social care electronic records systems, nor
with social care services back office systems. This means that double entry of data occurs
within organisations, as an assessor is subsequently required to enter details of their
contact with an individual into their social care system (despite having already recorded

the information once on the SAP system).
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11. Within the NHS there is increasing use of electronic records across the board, but

paper-based records remain the norm in some settings.

12. The first stage in developing the CAF for Adults is to ensure the effectiveness and
delivery of a robust system across health and social care. It will also be important to
ensure that these initiatives, which cover all adults, link appropriately and can share
information with IT developments on children’s services (such as the Children’s eCAF),
particularly across the years of transition from child to adult. But it is intended to
expand on this to provide appropriate levels of information sharing across other
community support agencies, particularly housing, and to the voluntary and
independent sector. We expect the demonstrator sites to begin to work through the
challenges that this presents, and to begin to give a more informed view on the potential

implications for resources and costs in these areas.

I3. Many local councils have undertaken local development in sharing information
electronically, and some have done this with a view to being able to take advantage of
national links to CFH services. Cheshire County Council, for example, has been
developing a strategy looking to take account of current and future developments in
personalisation and self-directed support. This will involve information exchange and
sharing across the wider community support services. The diagram below shows some

of the complex relationships involved.
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* For details on the Spine, please refer to endnote 41 on page 59.
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14. The strategic health authoritcy NHS London has been working on a project with a range

of local councils and NHS services across London. The project aims to avoid double
data entry and to develop messaging/integration between systems. It has a developing
roadmap where health and social care services share information with each other from
their own NHS CFH-compliant IT systems, in line with NHS information governance.
Information is sent through national CAF messages, including a citizen’s integrated care

and support plan (available to the citizen on paper and online).

London interim CAF development roadmap
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* For details on the Spine, please refer to endnote 41 on page 59.

Personal Demographics Service

15. Linking social care systems to the NHS PDS provides a starting point for essential

identification and demographic information, including details of other key contacts
such as carers and family members. The PDS is one component in the NHS CFH
Spine*' and does not hold any clinically sensitive information, but it may hold
confidential data items such as ethnicity or religion. A full list of current information
held on the NHS Spine is shown on the NHS CFH website.”* Allowing appropriate
PDS access to social care services is a first step in enabling the sharing and updating of
this basic information, and will enable the safe movement of an individual’s records
between organisations. This will reduce the number of errors and the time taken in the
matching of individuals with their care.
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18.

19.

20.

21.

6. Mechanisms to hold and share care and support records

With the PDS, individuals will:

e only need to notify one authorised healthcare organisation of a change of address,
and this change will then be available to all organisations as and when their patient

records are accessed;

e cventually be able to check and update their own contact details online via
HealthSpace, after which these details will potentially be made available to all

healthcare organisations via the PDS; and

o find that details of their next of kin and carers — two items considered by healthcare

workers to be key pieces of information when caring for patients — are held on the

PDS.

. Health and social care professionals will:

e  be confident that they have access to accurate and complete patient demographic

information;

e  be able to access the most up-to-date contact details to ensure that mailings are
more likely to reach the intended recipient; and

e more easily be able to find the right record for the right patient, meaning less time
spent chasing records and more time spent delivering care and support.

The PDS also holds a person’s NHS Number as a unique identifier. This is the only
National Unique Identifier generally in use in the NHS, and its use across social care IT
systems will make it possible to share an individual’s information across organisations
safely, efficiently and accurately. It therefore also raises issues of information security and

access (see Section 5, paragraphs 10-11).

Four sites have been selected as social care personal demographics service early adopters
(SCPEA project), following the evaluation of proposals submitted in response to a call
for expressions of interest. These sites will be the first in the country, along with the
Newham Whole Systems demonstrator site, to implement links between their social
care systems and the PDS, enabling social services to use their clients’ NHS Numbers
when sharing information with the NHS.

The aim of the early adopter initiative is to link social care systems to the NHS Care
Records Service in a controlled way, working with a small number of ‘first of type’ sites
to enable full evaluation prior to wider rollout. The links, once thoroughly tested and

evaluated, will be available for other local councils to deploy.

Throughout this process the early adopters will need to demonstrate that their security
and access arrangements comply with the information governance requirements for the
NHS Care Records Service, as set out in the NHS Care Record Guarantee, to
implement links between their social care systems and the PDS. They will work with

their social care systems supplier and local health partners to implement these links.

49



Common Assessment Framework for Adults

50

The work will be assured by NHS CFH to ensure that the arrangements are compliant
with the NHS Care Record Guarantee regarding confidentiality of patient information.
The evaluation will include a rigorous assurance process carried out by NHS CFH,

which will review all aspects of suppliers’ systems from planning and design through to

testing and deployment.

Access to a CAF shared record

22.

24.

The proposals for a CAF shared record are detailed in Section 5. The current shared
record, giving the overview of an individual’s assessment and care/support plan together
with the history and appropriate information around any specialist assessment, needs to
be accessible (with the appropriate consent) to all the professionals involved and to the
individual.

. We propose an approach to the integration of health and social care information

through the development of I'T solutions to provide the connection of local social care
systems with the NHS CFH Care Records Service. After taking broad soundings from
across the field, we have concluded that the existing NHS CFH IT infrastructure,
although focused towards health services, could provide the most effective and efficient
means of achieving integration. Social care services have already made significant
investments in their own IT systems and, although there are a limited number of social
care I'T software suppliers, there are some significant differences in the systems being
employed.

We expect to develop a number of ‘products’ for sharing assessment information, which
systems suppliers will then be able to make available to health and social care
communities not involved in the demonstrator site programme. The CAF demonstrator
sites will help stimulate the implementation of social care systems that conform with
NHS information governance standards, and which have successfully shared assessment
and care plan information with the NHS Care Records Service using nationally defined

messages.

. With these system connections in place, individuals will:

e not have to keep providing information they have already given to someone else —
they will be able to be confident that the professionals they are working with have a
full and complete picture of their needs and the support they have been given in

the past, to better inform the choice of support for them in the future;

e  have improved control over who their personal information is shared with, as they

will have to give their permission for their information to be used in this way; and

e  have access to their shared information, with the potential — in time — to manage it

themselves.



6. Mechanisms to hold and share care and support records

26. Health and social care professionals will:

have a common set of information that will support the delivery of an integrated
person-centred approach to assessing individuals’ need for support from health and

social care services, and the support needs of their carers;

be supported to focus on improving individual outcomes for adults by ensuring a
person-centred and holistic assessment of need, focused on delivering individual
outcomes and taking account of the needs of family members if these have an

impact on the individual;

be able to reduce the bureaucracy that people can face in the health and care

system;

have information-sharing capabilities that support improved joint working between

health, social care and wider community services and increase efficiency;

benefit the people with whom they have contact, so that those individuals will not
have to keep providing the same information they have already given someone else;
and

have a system providing clear assurances and the safeguards that need to be in place
in terms of the use and security of individuals’ personal and confidential

information.

Enabling specific messages to be sent to named professionals

27. The implementation of SAP has shown that there are specific problems with sharing

and transferring timely information at key transition points in an individual’s care and

support. This is particularly true at the points when the individual is moving out of

hospital and needs support and care in the community. Methods of information

exchange in these two areas are being specifically looked at. Both have important

implications for improving the outcomes and experience for adults with complex

longer-term health and social care needs.

Around hospital discharge: Discharge messages need to be exchanged between
care professionals from acute settings to social care using the NHS CFH
Transaction and Messaging Service (TMS). Messages are based on Department of
Health guidance regarding the requirement for acute settings to notify social
services of discharges potentially requiring social care support at set times prior to

the patient discharge using Section 2 and Section 5 of the discharge notifications.

Assessment of continuing care: Information needs to be exchanged between care
professionals from all settings (acute, primary, mental health and social care) when
taking part in a continuing care assessment. These involve multi-disciplinary
assessment with an individual, and provide the information required for a

recommendation to be made about whether continuing care should be provided

51



Common Assessment Framework for Adults

52

for that individual (and what form that care should take). Again based on the NHS
CFH TMS, these messages will need to be stored on the CFH Spine in the

Summary Care Record.

28. The provision of both delayed discharge and continuing care assessment messages

supports the requirement to improve integrated working across the NHS and social
care. Scoping work has already been started, with work undertaken by NHS CFH and
the Newham Whole Systems demonstrator site. Development of both types of message
has begun, and these examples of the direct exchange of information are to be piloted in

a small number of communities as part of the CAF demonstrators.

Question 8:

Do you support the proposed approach in which NHS Connecting for Health
systems would be used to provide the IT systems for sharing information across social

care and wider community services?

What difficulties or issues might this approach raise?

Question 9:

Are you aware of any alternative approaches that could be tested?



Annex A: The consultation
questions

Introduction

Question 1:

Do you have any general comments about the Common Assessment Framework?

Section 1: Rationale for developing a Common Assessment
Framework for Adults
Question 2:

Do you think there are any other advantages to be gained by making improvements in

information sharing around assessment and care and support planning?

Do you have any major concerns?

Section 2: What would a Common Assessment Framework for Adults
look like?
Question 3:

In your experience, are these mechanisms sufficient for developing improved information

sharing around assessment and care and support planning to support delivery?

Section 3: Principles of a Common Assessment Framework

Question 4:

We would welcome your views, whether these are general or specific, on the set of

principles for assessment and care and support planning,.
In particular, in your experience:
a) are there any additional principles that should be included?

b)  will these principles all retain their relevance within the developing context of
self-directed support?

c)  what will help ensure that they are sufficiently embedded into practice?
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Question 5:
We would welcome your views on care coordination.

a)  Should the care coordination role be open to people who are not professionally

qualified (including the person themselves)?
b) Should carers be able to act as care coordinators?

c)  Are there specific circumstances in which carers should not undertake a care

coordinator role?

Section 4: Use of shared information from assessment and care and
support planning
Question 6:

Assuming that appropriate arrangements for informed and explicit consent are in place,
would you be content to share assessment and care and support planning information

with others with a legitimate interest, including:

a)  health and social care practitioners?
(for example, in community settings: GP, district nurse, acute and specialist hospitals

and children’s services)

b)  wider community support services?
(such as housing, neighbourhood services and organisations from the voluntary and

private sectors providing support)

c)  services providing financial and/or employment support?

(such as benefits advice or applications, employment, education and training)

Section 5: The basis of a shared set of information

Question 7:

We would welcome your views, whether these are general comments or detailed, in-depth

ones, on the common shared information set proposed.

In particular, are any aspects missing or are there aspects that should not be included?



Annex A: The consultation questions

Section 6: Mechanisms to hold and share care and support records

Question 8:

Do you support the proposed approach in which NHS Connecting for Health systems
would be used to provide the IT systems for sharing information across social care and

wider community services?

What difficulties or issues might this approach raise?

Question 9:

Are you aware of any alternative approaches that could be tested?
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A consultation on proposals to improve information sharing around
multi-disciplinary assessment and care planning



Appendix 1: Evidence relating to
the benefits reported from local
communities where the Single
Assessment Process has been
implemented

Introduction

1. The Single Assessment Process (SAP) was established in 2002 as part of the programme
to implement the National Service Framework for Older People.' It provided the basis
for a single framework to support multi-disciplinary assessments across health and social
services for older people. The SAP provided the principles that should underpin and be
applied to joint health and social care assessment and set the context for use of IT
systems to support the approach.

2. Social services provide support to approximately 1.75 million people. The vast majority
of people supported by social services have a disability or general physical frailty due to
the effects of ageing. This cohort of people often have complex requirements, including
healthcare needs and the need for wider community support.

3. We do not know precisely how many people supported by social services also have a
long-term medical condition and come into frequent contact with NHS services.
However, anecdotal evidence from local communities where NHS case management of
people with long-term medical conditions has been introduced suggests that the people
with the highest demand for NHS services are also often the people with the highest
demand for social services.

Information sharing

4. Efficient information sharing between health and social services has been seen as a
prerequisite for effective joint working and has historically presented a major obstacle to
improving inter-agency working. Traditionally, there has been a lack of coherence about
the processes of sharing information between health and social services, with staff

telephoning, faxing, or even posting referral information to one another.

5. Following implementation of the SAP for Older People, a number of communities have
made progress in using person-held records. This model of information sharing involves

leaving a folder containing a person’s care record in their home, and having staff refer

1 National Service Framework for Older People, at: www.dh.gov.uk/en/Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_4003066.
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back to it and add to it with each new contact. Although this model can be relatively
effective, there are some obvious limitations and risks, for example where a person has

cognitive impairment.

Electronic care records are being implemented in both the NHS and social services, but
this has largely been through separate health and social services systems. A survey of the
introduction of Electronic Social Care Records (ESCR) in England was published in

2007.2 While the survey indicates that progress has been made in implementing ESCR,

it reported a number of key themes and issues:

o  There is some way still to go to complete ESCR implementation. Some of the
issues raised include staff resistance, lack of a business case and competing

priorities.

e  There are problems involving integration with the NHS and other agencies,
including cultural and professional barriers, lack of I'T solutions, data quality and
IT standards.

e  There are skills and resource issues, including general IT literacy and resources

available to implement IT systems.

A key limitation on the effectiveness of information sharing at present is the lack of
integration between health and social care systems. This means that double entry onto
both health and social care systems often occurs at the point of referral. For example, an
assessment or care plan that is recorded onto a social services system needs to be re-
entered onto an NHS system if it is to be available to NHS staff.

Evaluation of SAP implementation

8.

In terms of the Single Assessment Process and the use of IT systems to support it there
have been few formal evaluations that provide evidence of costs, efficiencies or cost
benefits. Evaluations have tended to focus on implementation, barriers to development
and quality.>*>¢ These have been undertaken by different sites and organisations across
the country (or else rely on information from them), are not necessarily nationally
representative, and have used different methodologies and measures. Additionally,

implementation of the SAP has not happened in isolation and has been part of wider

National Electronic Social Care Record survey report — 2006/07, at: www.dh.gov.uk/en/Publicationsandstatistics/
Publications/PublicationsPolicyAndGuidance/DH_075529.

A Systematic Evaluation of the Development and Impact of the Single Assessment Process in England, PSSRU, at:
www.pssru.ac.uk/pdf/p060.pdf.

A Systematic Evaluation of the Development and Impact of the Single Assessment Process in England, Research and
Policy Update, Issue 1, June 2006, at: www.pssru.ac.uk/pdf/MCpdfs/SAPupdatel.pdf.

Dickinson A, Cove ], Knopp N, Windle K, The electronic Single Assessment Process: an evaluation of initial
implementation, University of Hertfordshire, 2005.

Supporting Transformation: National Programme for IT in the NHS — Benefits Statement 2006/07, at:
www.connectingforhealth.nhs.uk/about/benefits/statement0607.pdf.
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service improvements and efficiencies.” It is therefore difficult to determine and
specifically attribute cost benefits and system efficiencies from these approaches to

evaluation.

9. A number of general areas of benefit have been identified from evidence drawn from the
experience of implementing the Single Assessment Process for Older People with IT
support in local care communities. There is a general belief, but little fully evaluated

evidence, that the SAP makes an important contribution to:

e reducing length of stay and delayed transfers of care by having earlier and more

holistic assessment and care planning prior to discharge;

e reducing unscheduled admissions through improved coordination of community
care and with hospitals having information available on the care being provided in

the community;

e improved management of care for people with long-term conditions and complex
care needs by ensuring that all staff involved have up-to-date assessment and

care-plan information;

e improved quality of care for the service user by having a more holistic view of
needs, which leads to more appropriate services being put in place, and by not

repeatedly asking service users the same questions;

e  resource savings for professional staff by reducing the reassessment of service users

and the time spent on associated administration (copying, faxing, phoning);

e  improving the referral process by reducing inappropriate referrals and increasing

reliability and efficiency; and

e improving public health information on the health and care needs of older people

by ensuring the availability of aggregate analyses.

10. The benefits of implementing integrated electronic care records will also vary from one
local community to another, depending on the local configuration of services and local
progress to date in developing electronic care records and implementing the SAP. The
full realisation of benefits will also be dependent on delivering cultural change, so that
staff across health and social services work in a way that is integrated and genuinely
person centred. Members of the Assessment and Care Planning Policy Collaborative felt
strongly that delivering joint training for health and social care staff was a key lever in
delivering the cultural change necessary to underpin integrated multi-disciplinary

working and a person-centred approach to service delivery.

7 See DH Care Services Efficiency Delivery website, at: www.csip.org.uk/~csed/solutions/solutions/assessment-care-
management.html.
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11.

It is believed that electronic care records support efficient delivery in a number of ways:

e Individual care records are more readily available to care professionals whenever
and wherever they are needed, enabling better informed and better coordinated

care.
e There are reduced transaction costs associated with referrals and hand-over.
o  There is less staff time spent on administrative activities.
o  There is less storage of paper.

e  There is improved management information to inform service planning.

The National Programme for I'T’°s Annual Benefits Statement 2006/07 calculates the
annualised recurrent national savings from SAP-based IT technology solutions at
£24,000.% A number of locally based evaluations have attempted to place a monetary
value on potential efficiency savings. These evaluations largely remain unpublished, and
aspects of their methodology, practice and outcomes are open to interpretation and
question. However, they do indicate potential cost reductions across an average health
and social care community in particular aspects of the assessment process. These have

been calculated as being in the region of:

e reduction in subsequent assessment time — avoidance of duplicate assessments:

£44,000 per year;

e reduction in faxing and chasing referrals — with electronic communication of

assessments and referrals: £30,000 per year; and

e reduction in inappropriate referrals — increased ability to see other professionals
involved in the care and support plan as well as the outcome of previous care:
£6,000 per year.

Conclusion

13.

8

64

In relation to the introduction of the SAP and the supporting IT to improve
information sharing, there is a shortage of direct evidence of cost efficiencies from
peer-reviewed studies or evaluations. However, the experience from practical
implementation — that the duplication of information reduces the effectiveness of joint
working and its focus on the individual — is more persuasive. It is believed that there are
significant quality benefits to be gained from improving information sharing, and that

further evaluation is required of the potential efficiencies and cost efficiencies.

www.connectingforhealth.nhs.uk/about/benefits/statement0607.pdf



Appendix 2: Proposals for
a Common Assessment
Framework Information Set

This appendix sets out proposals for what assessment and care-planning information
should form part of an integrated electronic care record. It contains the core
information relating to care management that needs to be shared by multi-disciplinary
care teams working across health and social services. It is envisaged that the CAF
Information Set will eventually be incorporated into the Summary Care Record and the
National Spine.

My demographics/ Details
biographical information

My NHS Number NHS Number is recorded here as a unique identifier.

NB: No other identifiers would be shared.

All electronic exchange of demographic details (such as name,
address, date of birth) must come from the NHS Personal
Demographic Service (PDS).

My employment status Status only — not actual occupation. May be, e.g.: full/part/paid/
voluntary, etc.

My accommodation This would be factual information only, not an assessment of
suitability. Examples include: type/tenure/access issues, etc.

The people who depend
on me (and pets)

People who | depend on
(including my carers)

The communication For instance, preferred language, need for an interpreter and
support | need advocacy requirements.

PDS holds preferred language and interpreter requirements, and
other factual details, such as advocacy requirements.

This should not cover assessment issues — only factual details.

My GP practice

Consent Consent should always be sought before assessment and before
information is shared with another organisation. Where consent has
been obtained, this should be indicated clearly in a person's care
record.

Mental capacity Documentation should always indicate if a person has the capacity
to consent to the assessment and to their record being shared at the
time when the assessment is undertaken.
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Contact assessment

My reason for contacting | Details of the contact assessment.

health or social care Includes details about why the individual has contacted the
statutory sector, NHS or social services and what they are hoping

to achieve. Any risks to an individual's ability to carry out their
normal daily lives because of their needs or circumstances should be
recorded, as should any further action to be taken (e.g. referral for
a specialist assessment, or overview assessment). Any detrimental
impact on carers* and/or dependants identified during the contact
assessment would also be recorded here.

* See note on page 76.

66



Appendix 2

9/ 98ed uo aj0u 995

‘2Jed pue A}ljIqeIA anssh

/punom 109y Aew ydiym si03oe} A10JnquLIU0D apnjoul osje Aeyy 23 'sa10s
aunssaid ‘s1ao|n ‘AJijIgeIA anssi} “§ 9 — paplodal aq pjnoys spunom JuiSeuew
Jo upjs ypm swajqo.d 03 anp Suiag-jjom Jo sduapuadapul uo pedwi Auy

Juswageuew
punom/aied uipjs

"3uIag-[|om uo 3039

ay3 uo paoe|d aq pjnoys siseydw3 und20 sasde| asay3 Yyoiym ypum Adusnbauy
3y} Jo s|ie3ap apnjoul osje Aeyy sajaqelp ‘axj043s ‘Asdajids Aq pasned "§o —
SSaUSNOIISU0d 4o sasde| 03 anp Suiag-|jom Jo sduapuadapul uo Pedwi Auy

$S9USNOIdSU0D JO sasdeT

"2J3Y papn[oul 9q OS[e pjnoys syuswieaJ; Aue 0} uoroeas aAiFeSaN

"219 'M3IA3J UOIJDIPAW INOCE UOIFRLLLIOjUI

pue saupipaw uie} swajqoid Aue ‘(siaoeds ‘syoed us3si|q "§3) uonesipaw
J31s|uiupe 03 pasn spre Aue ‘a1edIpalu-}as 03 AJjiqe ssaippe osfe Aeyy
‘pap402aJ 3q pjnoys (aseyoind ayeAnd ‘saipawial 193UN0d-3Y3}-IaA0
‘saidelay}/Sjuswiyeas) aAlFeUI}R JO [BqaYy "§°9) SaumIpaw paquosaid-uou
JO 3sN YHM pajeloosse sysi Aue pue pasn sawiSas Snip Aue aiaym si iy
"(P4022J [B21UI[D B} Ul 3|qB|IBAR

aJe 953Y3) suonedlpaw paquasald AjjeLioy) Jo 11| SAIIUYIP B Jou S SIy L

saidesayy Sniqg

“(sjuswuredwi paJalsidas apnpul Aew — 239 ‘sso| Suuesy ‘Juswiredwi [ensiA
'§°9) juasaid Juswuredwi A1osuss Aue jo sduapuadapul uo Joedul ayed|pu|

quswuredw Aiosuas

"pa4in220
sey sso| ySiam Jo andiyey ‘ssaudeam ‘Ayjrely [eaisAyd [esuag J1 ayedipuy

Zuiag-|lom
[eo1sAyd ressusg Awy

"(PapJ023J 3¢ OS[e P|NOYS UOIFRIOLS]SP JO J9SUO JO
sugis Sujuiem ased Ydlym ul) (S)UOIFPUOI B JO 2inJeu SAjelauaSap ay} e
puU® !(S)UOI}IPUOD B JO dINJeU WLIS}-MOYS J0 -Suo| 3y} @
‘uonIpuod Jo sioyedlpul @

« JUSSUOD U1} YHM
'pap40dal aq Ose pjnoys
syuepuadap Jo/pue
siased uo oedwi Auy
‘3ulag-|lom

:Jo spoedwi/s|ie3ap apnppul pjnNod Siy L SUO[}pPUOd [ea1sAyd s,fenpialpul
"(sanjigesip Sulutes| pue saijljiqesip paJalsidal apnpul Aew) JUSLISSISSE Jayjo pue syuswireduw ue o3 Suiyejal pasu :Buiag-|lom yieay
JO aWI} dY3 38 pap1023i/Panladiad SUOIHPUOD IO SIY|IGeSIp pasiuS0day ‘sanjiqesip Aw Sunuasaid jo sjre1ag [earsAyd Awy panoidw
(juasuod 113y} uaAlg aney Aay)
al1ayMm urewop ay} ulypm sjuepuadap 1o/pue ,siared uo Ppedwi pasiadiad awos3no
Aue apnppui) Suiag-|jam 1o asuapuadapui uo pedwi jo uonduassg urewop-qns uoinuyap urewoq urewoq [9A9]-ySiH

JUBWISSASSE MIIAIDA0/1}SI|OH

67



9/ 98ed uo ajou 995

*p10231 o1ydesSowap

ayj jo ped aq pinoys — 193aidi1ajul ue Joj Juswaiinbai 1o aSenSue|

3S1Y SB UINs — S}USW)e)s [enjoe4 :gN ‘papiodal 3q pjnoys SaINdyHp
UOIFBDIUNWIWIOD Y}IM Ppajeidosse Sulag-[jom Jo aouapuadapul uo 1oedwi Auy | Spasu uoFedIuNWWwod Apy

"9oe|d Ul sassad0.d juswaSeuew-ured pue
sanbiuyoay Sunojuow ainjded osje Aeyy "ured Aue jo pedwi pue adussald ured

‘Ajigesip/uoiipuod ayy Aq pajoaye Sulaq Jo Sudaye ale
Aay1 moy 1noge sjie1ap pue (eaoude dag|s §:9) swajqoid Suidas|s/suiaired

Guidas|s ypm pajerposse uiag-jjom Jo aduapuadapui uo jpedu Auy uidag|s
‘pap.10odai

3q pjnoys auai3Ay [eso pue sonayisold [eluap ‘Yy1aal ‘Suimayd ‘uimoliems yireay

Ul SOINOLYIP YHMm pajernosse Zuiag-|jom Jo aduapuadapul uo 3oedwi Auy [e10 Aw pue Suimojems

"20e|d Ul sassad0.d aued pue sanbiuyday Suuojuow ainyded osje Aeyy
*(939 'sUO11934Ul 359D JURLINIY
"BLIYISE 'ddOD 03 anp "§'3) papi0dal 3q pjnoys SSauSsa|y1ealq,/Ssalnoysip

Suiyreaiq jo asnedaq Suiaq-|jom Jo duapuadapul uo Jedwi Auy Juiyyeasg
‘3uiag-|jom pue aouapuadapui uo 3oeduw ay3 Aenoied pue (219
‘a1ed ewO}s ‘saoueljdde Areuun ‘spowwod "8 — paiinbai spre Suipnpur) 92UaUNUOD
papi02al 8q p|noys ‘swajqoid adusuiuod Jo ‘39]103 3y} Suisn saindyyip Auy pue 39|10} 3y} Suisn
(juasuod 119y} uaaig aney Aoy
alaym urewop ay} uiypm sjyuepuadap 1o/pue ,sidied uo pedwi paaiddsad awo23no
Aue apnjaui) Suiag-|jam 1o asuapuadapui uo ypedwi jo uonduassg urewop-qns uoniuyap urewoq urewoq [9A9]-YySiH

(PaNuIju0) JUBWISSISSE MIIAIDAO/I1}SI|OH

Common Assessment Framework for Adults

68



Appendix 2

9/ 98ed uo ajou 995

"s§nup paquasaid 03 uoiIppe/40 asnge apnpoul osfe Aeyy asnge
2our)sqns/gnip ‘uoidwinsuod |0Yod[e dAISSIX3 (UoIPU0d Alojelidsal
B YyHm uoipunfuod ul “§8) Supjows AAeay yiim pajeldosse sysu Auy

saoueysqns Suisnsiyy

‘paplodal aq os[e

pjnoys poow yjim pajeidosse Sulag-|jom 4o aouspuadapul uo 3oedwi Auy
"(939 ‘JuswAojdwaun/ssoj/3usWanealaq Jusdal Jo aduauadxa ‘AjjiIqeil
'15919]U1/UOIJRAIIOW JO 39| ‘S|oA3| ASIaUa ‘UoIe|9-19A0 ‘A3aIxue ‘uoissaidap
"§°9) aJay papi10231 ag p|NoYs 41| O} SpN3RFe 40 poow INoge s|ielaq

poow

‘Paplodai 3q p|noys 238 ‘saluadiawa
0} JoeaI 03 AJjIge ‘uoIsuaya1dwod ‘UoIFRIUSLIOSIP/3IUSPLUOD JO [9AJ)
'sso| Alowaw ypm pajerdosse ulag-|[am Jo asuapuadapui uo pedu Auy

(uoniugod) Suiuoseal
pue Supjuiyy ‘Aowayy

‘Pap4023J 3q P|NOYS UIIUOD SNOLISS JO $13dSe U9AIMOY ‘JUSISSISSE
ansijoy e ul pajedijdal 8 pjnom JuaWISSaSSe su [N B Jo Indino ayy yeyy
pagesiaua jou Si 3| ‘spaje Sulurem/sysu Suunided uoy sainpadsoud [edo| se
[[9M Se quawissasse ysui e 198811} 3Snw ainjeu siy} Jo suoneAIasqo :gN

"("239 '199|32U-4|95 40 WIRY-}[3S JO

sugis paniasqo ‘Inolneyaq aAissaigSe ‘siayjo o3 Sujusyealyy aq Ajjeipusiod
Aew yd1ym Jnoireyaq Inoge suoizealasqo s,aidoad apnpul Aew siy |
‘(4noineyaq aaidnusip ‘adeds [euosiad Suipoadsal “§'9) papiodal

9q p|noys Jnoiaeyaq 0} anp Juiaqg-|jom Jo sduspuadapui uo 3pedw Auy

inoineyaq AW

« JUSSUOD U1} YHM
‘pap4022J 3q OS[e p|noys
syuepuadap Jo/pue
slased uo edwi Auy
‘Suraq

-||oM [euoijoWwa pue :Buiag-|lom
‘(-239 ‘seiqoyd “sapiosip [ea130joyoAsd ‘jejusw | [euonows pue
Jejodiq “erpuswap jo spedwi :apnpul s9jdwexa) papodal aq pjnoys 0] UOIe[a4 Ul Spaau [e2180joydAsd
Yj[eay [eausw yym pajerposse Suiag-jjom Jo aduspuadapur uo Joedwi Auy Spasu yjeay [ejusw Ayy Gunuasaid jo sjre1ag ‘[leusw Ay
(juasuod 119y} uaAig aney £ayy
alaym urewop ay} uiypm syuepuadap 1o/pue ,sid1ed uo pedwi paaisdsad awod3no
Aue apnjoui) Suiag-|jam 10 adusapuadapui uo eduwi jo uonduasag urewop-qns uoljuyap urewoq urewoq [9A9]-ySiH

(PaNUuIju0) JUBWISSISSE MIIAIDAO/I1}SI|OH

69



Common Assessment Framework for Adults

9/ 98ed uo ajou 995

“jJuawissasse ysu e 198§} pjnoys

asay} inq ‘painydes aq Aew Suije) jo sysu [enrpusjod jo suoneAsdsqo :gN
"pap10231 aq osfe Aew 238 ‘uialyed ‘Ajianss ‘pouad awiy ‘Aousnbaly se
yons ‘A103s1y sjie} o sjre3aq "Sues Jo dsu paaidiad 1o ‘sjjes jo Alosiy Auy

Sired

‘podsuesy o1gnd
JO 9sn dyeW 3,UBd IO ‘SIOOPINO JOJ S|qeNNSUN Jieydj9aym 83 ‘awoy ay}
apisIno sanssi Ajjiqow 03 anp Suiag-jjem Jo sduspuadapul uo Pedwi Auy

awoy Aw apisino Ayljiqowy

‘spre Ajjiqow Jo asn
pue punog-paq 40 puNog-asnoy 4 Pi0daJ 0S|y "33 'sIiels asn ‘awoy ayj 4o

»'JUSSUOD JI3Y} YHm
'papJodal aq os[e p|noys
syuepuadap Jo/pue
s1aJed uo 1oedwi Auy
"syoedw] pue sanssi

sped ssaooe 0} A}jiqeul 03 anp Sulag-|jem Jo aduapuadapul uo Jedw) Auy awoy Aw ui AjjiIgow AJI[1gow JO JUBLLISSISSY :Ayjqowy
‘3a1p 400d 03 anp o ‘pooy Suiurerqo/Suiddoys ‘Nuup/poos Suuedaid
‘J]9s Suipaay saindy4Ip 03 anp furag-[jam Jo aduspuadapul uo pedwi Auy Supjuup pue Suies
‘Ap1} pue uesd awoy
deay 03 paisinbas poddns Jayjo pue Aipune| ‘Suiueapd a1 swoy ayj punose sysey Ajrep
s8uiyy op 03 Ayijigeul 03 anp Suiag-[jam Jo aduspuadapul uo 3pedwi Auy Awspomasnoy Sulog
5313 noLYIP 959Y) Jo 1oedW Ay} pue Jrey Suiysniq Jo dn-axew | xjUssUO) Jlap Lm
Suik|dde ‘Suiaeys se yons ‘sanianoe ased [euosiad ypm sannoyip Aue [Epronte] Elg) )2 [l
apnpul osfe Aeyy “(sai1jioey) Jo AJjige|ieAr Suipnjoul) 239 ‘yieq B asn 4amoys spuepuadap Jo/pue
‘spuey ysem o) AJIjiqeur 0] anp Sulag-|lam Jo duapuadapul uo Joedwi Auy auaISAyY [euosiag s12./e3 uo pedw Auy Awouone
"SaIHIAIR pue AjuSip
"paiinbai spre/souelsisse Aue Jo S|re1ap pue ssaipun Kep-03-Aep a8euew 0} :3uiny Ajrep |euosiad
/ssaip 0} Ayjiqeul 03 anp Suiag-|jem Jo aduapuadapul uo Jedw) Auy Zuissaipun/guissaig A}IjIqe JO JUBSSASSY JO SaI}IAIPY panoidw
(juasuod 119y} uaaig aney Aoy
alaym urewop ay} uiypm sjyuepuadap 1o/pue ,sidied uo pedwi paaiddsad awo23no
Aue apnjaui) Suiag-|jam 1o asuapuadapui uo ypedwi jo uonduassg urewop-qns uoniuyap urewoq urewoq [9A9]-YySiH

(PaNuIju0) JUBWISSISSE MIIAIIAO/I1}SI|OH

70



Appendix 2

9/ 98ed uo ajou 995

"("032 ‘Apanod ‘souspisal
Jo ease ‘agen3ue)
‘uoigija1 ‘Ayenxas

“Iapuag ‘Aj1uy3e ‘aoed

‘a3e 03 a1ej2.4 ABW) }|NSal

e se Julag-|jom s,uosiad

3Y3 01 ySU B S| I3y} pue

S9OIAI9S 9JBD JO Siapinoid

Aq 1sureSe pajeulwLasip

u2aq dARY IO SIIIAIDS
9Ied 0} SSIII® JO SWId} Ul
1uswieaJ} [lenba panladal
jou aney Aayi eyl
sanaljaq uosiad Ji sjiezag

‘Juswyeas}
[enb3

"pa1in2d0 dARY SyeaIU} JI 1O ‘asnge JO ySu S| 13y} §I S|re1ed

SyeaIyl/asnqy

"SUOI}RJDPISUOD [BIUSIUOIIAUS pue pooyinoqysiau apnjpul osje Aeyy
‘(AouaSisws ur djpy uowwins 03 Ayjige “§:9) [eJauad ul pue swoy je yjoq
Kyayes Jo suondaoiad 03 anp Suiaqg-jjom 1o souspuadapul uo Pedwi Auy

A3Nndas Jo asuas Ay

» JUSUOD J13Y} YHM
'papiodal aq Os[e pjnoys
syuepuadap Jo/pue siaied
03 ysti/uo edwi Auy
‘uonoajoud

3inpe o3 Suneai

SONSS| JO JUBLUSSISSY

:uonoajoud
Hnpy

juswssesey 10
uoeUIWLIISIP
w0l Wopaai

» ' JUBSUOD J1BY} Ypim
'pap102a. 3q OS[e p|noys
syuepuadap Jo/pue
slaied uo peduwi Auy

"239 ‘seoualapald
uonuaAIjul oiznadelay}
‘[epdsoy ul 3j1ym SaIAISS
Aourejdeyd wouy siA
'Spaau aied 9JI|-Jo-pus
‘Ssjue)sISSe ased-awoy Jo
Jopuag :apnjpoul sajdwiexy
"aJed Jo aposids ue
Suunp paurejurew aq 0}
sI Suiag-|jom 1 Juepodul
aJe ey} aouasegaud aied
[euosiad jo suoissaidxg

:saouasayaud

aled AW

|osuod
pue 231042
JO 3s121axg

(juasuod 119y} uaAig aney £ayy
alaym urewop ay} uiypm syuepuadap 1o/pue ,sid1ed uo pedwi paaisdsad
Aue apnjoui) Suiag-|jam 10 adusapuadapui uo eduwi jo uonduasag

urewop-qns

uoniuyap urewoq

urewoq

awod}no
[2A3]-ySIH

(PaNUuIju0) JUBWISSISSE MIIAIDAO/I1}SI|OH




Common Assessment Framework for Adults

9/ 98ed uo ajou 935 ,,

219 ‘awwesSoid
Sula8e-annoe 01 ssadoe
‘qel nyy ‘as1o1axa Ajrep 1oy
saipunpoddo :apnpul
sa|dwex3 "guiag-|jam Jo
douapuadapuy s,uosiad
B 0] Ssu ay3 Supnpai
0} 9}NQLIIUOD P|NOd Jey}

suoiuaAlalul uonowoid :Ayyeay
-yyeay Aue jo sjre1ag Suidooay
"("219 ‘spurig 03 ssado® ‘suoneidepe/uoiensul
saiinbal awoy ‘suoidLIsal [eUBUY ‘SdUBMO|[B pawiepun ‘seoueldde spaau AS1sua
Sunyeay s|gejinsun “§:9) sawoy wem e ujurejurew ui saiyndup Auy s,owoy Aw JuiSeueyy
"SY{SL UOI094Ul/SUI2OUOD [BJUSIUOIIAUD ‘Uredas Jo 93e)s ‘azIs ‘Uofedo|
:apnjoul sajdwex3 'spasu/uoijeniis uaiind 0} Suisnoy Jo Ajjigens 9| —
uorenyis uisnoy wouy Suisue Suiag-|jjem Jo aduspuadapul uo Jedw) Auy Guisnoy juauind Ayy
(239 ‘sdwiey) ‘uoinenls
suopeydepe Suisnoy ‘swiee [[Bd UspJem ‘s}sod uoepowwodde SuiSeuew Guisnoy wouy Suisue 3J1] Jo Ajijenb
u djay 404 paau "§-3) poddns Jnoypm auoje Suiall sainayyip Auy | spasu poddns Suisnoy Ay SPaau JO JUBLLISSASSY :awoy Ay panoidw
(juasuod 119y} uaaig aney Aoy
alaym urewop ay} uiypm sjyuepuadap 1o/pue ,sidied uo pedwi paaiddsad awo23no
Aue apnjaui) Suiag-|jam 1o asuapuadapui uo ypedwi jo uonduassg urewop-qns uoniuyap urewoq urewoq [9A9]-YySiH

(PaNuIju0) JUBWISSISSE MIIAIIAO/I1}SI|OH

72



Appendix 2

9/ 98ed uo ajou 995

(‘}nsa’

B Se [enplAIpul ay) 0}
Zuisure sysu Suipnpul
'syjuswiaguelse Suued
Jua.LIND J1ay} woly Juisue
spaau s,uosiad sy} ynoge
SI }1 :JUBLUSSASSE S,J2JBD
a1esedas © 93n313SU0D

jou sa0p siy]) ‘Suued
anuiRuod 0} AYjige sy}
pue (s)Ja4ed 3y} 4O

spaau ayj jo uondaosad
Suipnpui ‘sdiysuoieas

Suued Sunsixs jo 1104
y3Sua3s 3noge s|rezeg paJed Suiag
(juasuod 119y} uaAig aney £ayy
alaym urewop ay} uiypm syuepuadap 1o/pue ,sid1ed uo pedwi paaisdsad awo23no
Aue apnjoui) Suiag-|jam 10 adusapuadapui uo eduwi jo uonduasag urewop-qns uoljuyap urewoq urewoq [9A9]-ySiH

(PaNUuIju0) JUBWISSISSE MIIAIDAO/I1}SI|OH

73



Common Assessment Framework for Adults

9/ 98ed uo ajou 295

» JUBSUOD JI3Y} YHm
‘pap4022J 3q OS[e p|Noys
syuepuadap Jo/pue
s1a4ed uo pedw Auy
‘uoiyeanpa

Jo Sujures; mau ssao®
Jo anupuod 0} paiinbai
poddns jo sjrejag "way}
03 Juepodw ase Jey}
S3I}IAI}OR Arejun|on sey
10 !("239 yioM woly

/0} Hodsues} ypm

djay spaau ‘Sujuresy
"3'9) qof e aindas 03
poddns spasu uosiad
ayj ! ‘poddns noypm
doe|d uoleonpa/asiNod
Suuresy/qol Sunsixe

ue pjoy 0} SNUIU0D 0}
d|qeun st [enplAlpul suy}
asnedaq Sulag-|jom Jo

douspuadapul 03 s B :JuswAojdwa
S| 24343 1Y} Yons ale pue Suluresy uoinquUiuod
S9oUBISWINDAID S,uosiad ‘uonyeanpa anysod
3y} J1 s|re3ap apnpuj 0] $5900V/ e Supew
(juasuod 119y} uaaig aney Aoy
alaym urewop ay} uiypm sjyuepuadap 1o/pue ,sidied uo pedwi paaiddsad awo23no
Aue apnjaui) Suiag-|jam 1o asuapuadapui uo ypedwi jo uonduassg urewop-qns uoniuyap urewoq urewoq [9A9]-YySiH

(PaNuIju0) JUBWISSISSE MIIAIIAO/I1}SI|OH

74



Appendix 2

9/ 98ed uo ajou 995

uepoduw

aJe ey} S3I}IAIOR [BIN3Nd 10 SnolSiai ss20' 0} paJlinbas poddns Aue jo
s|ieze@ "(Suijsey §:9) Se2UBISWNDIID JUSLIND Ul 3SU B Juasald pjnod yaiym 1o
‘(yum Aeid 03 suoawios Suiaey ‘3a1p J12Ysoy| §:9) papiaoid aq pjnoys a.ed spaau [enyuids
1oy} Aem ay} sduanjjul Aew Jeyy siojoey [eniuids Jo [ean}nd ‘snoigijal Auy pue [e4n3jnd ‘snoidial AW

*S13Y30 Yjim 1oeju0d jo Aduanbaiy ainydes osje Aeyy :gN

"(SHOMIBU [B120S SURSIXD YUM SHUI| 4O ‘SIIIAIIIR [ID0S

J3Y30 ‘saiqqoy ‘s3saiajul 2NsIa| Ul JUSWSA|OAUI Fujurelurew 3noge Suladuod
"3'9) pap1022. 2q p|noys AJuNWWOd ay3 Ul JUSLWBA|OAUI SululeIURW Ajlunwwod

ul sainayyip 03 anp Suiaqg-jjam Jo sduapuadapul uo Ppedwi Auy AW Ul JUSWISA|OAU|

*9]doad jo 3si| ® 9q j0u pjnoys siyl :gN

‘juepodw S| uoiFewIOUI

SIy} JI pap4odal aq os[e pjnoys sdiysuoijejas [enxas uo yeduwi Auy
spiomiau poddns Sunsixs jo sourpoduwl ‘siayjo

woJj Yoddns uo adue|[31 JO [9A3] 4O ‘SUOIFE|R. AjILUe) JO UMOPSEAI] 1aJed
JO sso| :apnjpul sajdwex3 "gurag-[jam Jo duspuadapul urejurew o} JapIo
ul Juepodwi ase ey sdiysuonejal Susixs Sujurejurew sai NP Auy sdiysuonejas Ay

‘Suaqg-|lom
[BI20S s,[enplaipul

"saijiqisuodsas Sunpuased pue synpe Jay3o Joy SuLed ue 0} uianquiuod :3ulag-|lom
Suipnpul ‘senljiqisuodsas Juued ayenspun 03 FuiNuRUOd Ul SA NP Auy sanyiqisuodsas Suned Ay SseaJe ||e 4O s|ie3ed [e100s AW
(juasuod 119y} uaAig aney £ayy
alaym urewop ay} uiypm syuepuadap 1o/pue ,sid1ed uo pedwi paaisdsad awo23no
Aue apnjoui) Suiag-|jam 10 adusapuadapui uo eduwi jo uonduasag urewop-qns uoljuyap urewoq urewoq [9A9]-ySiH

(PaNUuIju0) JUBWISSISSE MIIAIDAO/I1}SI|OH

75



‘Aem pasiwAuoue ue Ul papiodal aq pinoys 3 ‘plodal a1ed s,uosiad e UO papiodai s (Jased e Suipnpul) Aped paiy} e INOge UOIFRLLIOUL SIBUYAA
“JUSSUOD SAAIS (5)421BD BY} DIaYMm paplodal 3q Os[e pjnoys (S)1a4ed Jiay} uo Joedul spasu s,uosiad © Aem ayj JO S|Ie1ap U9AIMOH "PJ0daJ a1ed djeledss e ul papiodal 9q
PINOYS JUSLWISSISSE JIaY} 4O SWODIN0 3y} pue ‘S UMO JIBU] Ul PA3U JO JUSISSISSE U PaIalo aq pjnoys Aayj ‘spasu poddns sey Jaied e Jey} payiuapl s} SI8UAA «

"219 'M3IA3I

S}yauaq e 0} SS9008
‘S}yauaq JO ssauaseme se
yons ‘awodu| uisiwixew
punoJe sanss| apnpaul
osfe Aewy *(-239 s|jiIq
2y} sked oym Joy
AouaZunuod ‘eydsoy
0} UOISSIWpe SulMO||04
‘§-9) sue|d AousaGunuod
[e1oURUY JOSIApE
[eroueUY Juspuadapul
1o sajuiodde ue oy
paau ‘Asulony Jo
J1amod Sunse Aue

JO s|rejap ‘seduruL
a8euew 03 aoue)sISse
104 paau ‘sadurUY UMO
SuiSeuew sannoyp
0] aNp SAIAISS JO

sso| Suipuadwi 8-

— papi0dal aq pjnoys
saourUlY 2SeurW O}
Aj|ige 4o uoiyenys
[eroueuy 03 anp Suieq

-|I3Mm Jo duspuadapul Suiag-jjom
uo 1pedw Auy :sooueuy AW J1wou0dy
(juasuod 119y} uaaig aney Aoy
alaym urewop ay} uiypm sjyuepuadap 1o/pue ,sidied uo pedwi paaiddsad awo23no
Aue apnjaui) Suiag-|jam 1o asuapuadapui uo ypedwi jo uonduassg urewop-qns uoniuyap urewoq urewoq [9A9]-YySiH

(PaNuIju0) JUBWISSISSE MIIAIDAO/I1}SI|OH

Common Assessment Framework for Adults

76



Appendix 2

"90IApE JUsWaSeUBW-§[9S/348D-}[9S

"S}yauaq [epueuy

Jo Juswdinba 'sa21A13S 10309s AIeIUN|OA ‘SADIAISS 34BD [B120S SUIpN|IUL ‘SPaau a1ed [BID0S J0) UOIFeWIOU|
'sdnoJ§ jusijed [ewiojul ‘syuswieal} Jo SySU pue

SIJauaq JO 2OUIPIAS ‘S|ge|IBAR SIUSWILSI]}/SIDIAISS JO S3I0YD ‘UOIHIPUOD S,u0sIad dyj 104 SIVIAILS 3sIje1dads
‘Ayyeay Suikels Suipnpoul ‘(uonduosaid uoigewiogul ue apnpul Aew Yydiym) Spasu yijeay Joj UoIjeLLIofu|

poddns uoigewojul

‘Papasu S| UOIO® SIY} USHO MOY pue USYAA

3|Npayds

‘uosiad Jo wea} ‘a21AISs ‘uoiFesiueSIo ydiym Aq — paIaAlep a4 [|IM } MOH

Aq paJaniap/1apinoid

‘fenplalpul
3y} 10 31D 'dD) 493I0M [B1D0S “§'3 — 213y spasu ay3 Sunsaw Jo Suipoddns Joy a|qisuodsal (S)uosiad

Ajpqisuodsay

‘poddns pue sjuswiyeal] ‘SUOIIUIAISIUIL ‘SIDIAISS ‘SUOIOR
paaide sapnpoul SiYL “anss! SIY} JO sjuswalinbal ay3 198w 03 papaau si/suop aq o3 Suiog Ajenioe si FeyAA

UOIUSAI2]UI/UOIDY

"BaJE SIYF Ul S9AI3D3[qO ay3/pansiyoe aq 0}
pauueld sSuiy] ‘A}AIOE SIY} JO MBIASI/FUSUSIUSLLILIOD 3y} Je 385 Sulaq s[eos Jo juiod-pus papuajul ay |

swie/[eog s,jenpiaipuj

“JUBWISSasSe WOJ4) Spaau Jo mrcw_n_o\_n_ 'sanssi payiuap|

(JenplAipul 10} anssi 4o
uonduosap) anssi [enpiAipu|

"("032 ‘Ajlunwiwod Aw up Juswaajoaul ‘auai8Ay reuosiad ‘Suidasys §:a)
0} payul| st uejd a1ed sy} 40 JusUOdWOD SIY} SURWOP-GNS [SAS|-1I9MO] 4D 3Y3 4O YdIYym sauyaq

(urewop-qns
4vD) 2A1303(qO [9A9]-19MOT]

"(-038 ‘Ayyjeay Suidesy ‘Ayjiqow ‘Suiag-|jem [eaiskyd
Aw “83) 03 payjul| si ued a1ed ay3 Jo Juauodwiod siy3 surewop [9A3]-ysiy 4D Y3 40 YaIym sauyaq

(urewop
4VD) 2A1323(qo [9A3]-ySIH

"("939 ‘yyeay [eaisAyd paaoiduwil ‘|os3uod pue 210yd JO dsioIaxa '§'9)
03 pasul| st uejd a1ed ay3 Jo JusuodLuod siy3 saWodINo Jaded SHYAA USASS 83 4O UdIYM sauyaq

synpe
10} awod3no Jaded alyAn

pajea.d aq 0} Jusuodwod

ueld ased ® 40y paa|dwod

9 0} paau swayl |[e 10N ‘gN
anss| Yyoea 10y

syeadau — yusuodwod ueld ase)

‘(quauodwod 3jduls e Jo 3sn(jou gN) ueld aied Jo sjoym Jo a3ep Maiaal pauue|d 3xaN

malnal ueld ared

‘s|ie3ap 10BUOD JIdY3 pue Jo ped are Asy} uonesiuesio ayy ‘sjo.
pue sweu Jiay} — ue|d aJed ay} Juneulpiood pue ssadoid sy} Suipes| st oym Jauonizoeid ayy Jo s|reiag

ue|d ased SuipeUIPI00D UOSIad

‘suoljesidse pue sjeog a1 s,uosiad ay3 apnpur Aeyy “uejd ased ay3 o asodind/sjeoS Suiyosesano ay |

sjeo8 ueld ased

‘ue|d aJed 8y} 4o 30 Suisue suooe [edpuld sy} pue PaIaA0d aJe SaNssi/Sease Jeym [A3] YSiy e 1e ssuipno

Arewwns ueld ared

ue|d a1ed MIIAIDAQO

77



Common Assessment Framework for Adults

"013 ‘|1 S|[e} 4240 urew i ul dajis [jim Jey3 uoigesiueSio Jo uosiad ‘pagueiie Apeaife (S)Ia4ed JIay}
pue [enpialpul o) poddns Jayjo 4o aydsas “§:2 — pasinbai aq Asy3 pjnoys aoe(d ul Apealje sapUIZURUOD

ue|d Aouagunuod

"sinoy Supom 4o apisino Jo sinoy Suiiom
Ul S9BJOLI}P/UMOP SHBaIq UOI}IPUOD U3 JBY} JUSAS SU} Ul Op 0} Teym/}orIUOD 03 Woym 3jdwexs 1o

ue|d sisuD

‘Way3 03 9|qe|ieAr apew sem/s| Adod
o1u04309|3/49ded usym pue moy se [jom se ‘uejd ased sy} Jo |[e/Hed 03 JusWa.ISe S,[eNpIAIpUl SPI0IY

ue|d a1ed 0}
$sa00B/jusWaiSe S [enpIAlpuU|

"2}9 ‘paquasald se uoiedipaw aye} 03 asead Asyi Huup o3 ySnous 198 1,uop Aayy 4auped/pueqgsny
/24IM 113y} JO Ssau|l “§a — uonIpuod s,uosiad ay} Ul UOIBIOLBIBP PadJeW B asned Aew Jey} suonenis

uoljeioLa}ap B
0} pe3) JySiw Jey} suolenys

"sy18uaiis 419y} — op ued uosiad ay3 sSuiyy ayL

syrSuaiJis [enplAlpu|

‘Suiuueld ay1j-jo-pus spnpul
Apenorued pinoys “jusuodwod dyoads 03 uoiye[R Ul S|Ie}ap JaYHNy ppe ABW "9AOJE JUSLLSSISSE MIIAISAO
/O1SI[OH UIYHM Wi}l ,S90ua.242.4d 24D [BNpIAIpUI, JOpUN PaJayjes UoIeLLLIOjUl WO 943y pajodal aq o)

saouasayald a1ed [enplalpu|

"9)ep pua pajdadxa/[enide J0/pue MIIA3I
pauueld 3xau Jo a1ep ‘arep Mejs :apnpul sajdwex3 jusuodwod ueld aied 0] une[as seyep JUsUL

$31ep PIfeA

"SSOUDAIIAYD
31eN[BAS 0] Pasn 3 0} 2INSeaLU 3y} St ||am Se ‘polad awi3 J9A0 pandlyde Ajjenioe ssai§oid 1o awodno

M3IA3J 1B SWO02INQO

(panuiuod) uejd aied MalAIBAQ

78



Appendix 3: Recommendations
of the Assessment and Care
Planning Policy Collaborative
in respect of the assessment of
adults with longer-term care
needs

Introduction

1.

This appendix sets out the recommendations made by the Assessment and Care
Planning Policy Collaborative in respect of the assessment of and the care planning for
adults with long-term care needs. The Assessment and Care Planning Policy
Collaborative was convened by the Department of Health, with support from the Care

Services Improvement Partnership (CSIP), and met between October 2006 and
March 2007.

Principles of a Common Assessment Framework for Adults and
integrated personalised health and social care plans

2.

It was recommended that a Common Assessment Framework (CAF) should build on
existing practice, in particular the Single Assessment Process (SAP) for Older People

and person-centred planning,.

The overriding principle should be to take a person-centred approach to supporting
people with longer-term care needs to live their lives in the way that they choose and to
maximise the opportunities for them to participate in society by focusing on improving
overall quality-of-life outcomes. As ‘quality of life’ is a relative concept, the approach
relies on identifying desired outcomes from episodes of care, as defined by the
individuals accessing care services themselves, rather than by professionals. It also relies
on a coherent approach to the delivery of care by health and social care workers, so that
multi-disciplinary and integrated teams work towards delivering the outcomes that
individuals are seeking.

A Common Assessment Framework for Adults should be about sound, efficient
processes, not the development of a single national toolkit. A range of different
assessment toolkits should continue to exist.
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Implementation

Members of the Policy Collaborative proposed that the implementation of a Common

Assessment Framework for Adults should be supported by a number of products:

e  good-practice guidance on integrated and person-centred support planning;

e national guidance on integrated multi-disciplinary assessment aimed at supporting

health and social care staff;

e aseries of leaflets setting out the key points in the guidance aimed at front-line

practitioners, GPs and people accessing services (i.e. patients, clients, carers); and

e  ageneric business case template aimed at managers in the NHS and social services
to support the development of local business cases for implementing integrated

electronic health and social care records.

Good practice in assessment

The classification of different types of assessment used in the SAP was helpful:

e contact;

e overview;

e  specialist; and
e  review.

However, the concept of a ‘comprehensive’ assessment was unclear. Application of the
different types or levels of assessment should not be seen as a linear process (e.g.
following an emergency response, a person’s first assessment could be a specialist

assessment).

The principles of the framework should apply to all adults accessing health and social
care services, although a more detailed assessment would only be applied where needed

(and with the individual’s agreement).

Each new contact should build on information that already exists within a person’s care
record and should avoid duplicating the collection of information. This requires a
culture of trust to develop between professionals. However, it might be appropriate to
reassess the situation (i.e. to identify if the information held on a person’s record is still
up to date) following key events, such as admission to hospital, or the death of a carer

or family member.

Care coordination

10. A named care coordinator should be appointed to coordinate the assessment and

care-planning process and the subsequent provision of any services where more than one

person or provider will be involved in assessment or provision of care (i.e. where a



11.

multi-disciplinary response is required). A single person should act as care coordinator
throughout the pathway and should coordinate the contribution to assessment and
subsequent service provision by any number of people involved during an episode

of care.

In some cases, the first health or social care worker who comes into contact with a
person who has care needs may not be the most appropriate person to undertake an
overview assessment and/or to act as care coordinator. For example, if a person with a
long-term medical condition has relatively uncomplicated health needs but complex
social circumstances, it might make more sense for a social care worker to take the role
of lead assessor and/or care coordinator for that person. Decisions would need to be

taken on a case-by-case basis, with case conferences convened where appropriate.

When should an assessment occur

12.

14.

Assessment and care planning should be integral to all episodes of care and be
conducted at various points along a care pathway. A contact assessment, which could

prompt an overview assessment and/or changes to a care plan, should be undertaken:

e following diagnosis of a long-term medical condition;

e  during routine medical check-ups, where a long-term medical condition is being

managed;
o  before and during discharge from hospital (including A&E);

e on first contact with social services and during subsequent unplanned contacts

(e.g. following a crisis);

o following important life events, where a person already has complex longer-term

care needs; and

e as part of general GP consultations, where a complex situation or impaired
functional ability is identified.

In some cases, contact assessments might be undertaken by voluntary sector
organisations as part of outreach programmes, making referrals to health or social
services (with a person’s consent) should a potential need be identified. This practice is
to be encouraged, as it improves access to services and may be particularly effective in
identifying the needs of groups within the community that are less likely to approach

statutory service providers.

Different levels of assessment are required in different circumstances — not all people
with a long-term medical condition will require an overview assessment of need at the
point of diagnosis, although a comprehensive assessment of the needs of people with a
registered disability is a statutory requirement, and an overview assessment should,
therefore, always be offered. At the point of diagnosis, a self-assessment may also be an

appropriate way of assessing if a person has wider needs.
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Who can undertake the assessment

15.

18.

20.

All front-line staff in primary care, social care, occupational therapy services, A&E,
outpatient, inpatient and day-care services may be involved in the assessment process.
All front-line staff should, therefore, be familiar with the principles of assessment, be
able to identify whether a person may benefit from an overview assessment and
understand the action that they personally need to take if a person is having difficulty
(or may have difficulty in future if services are not provided) with their normal daily
routines (including caring responsibilities).

It is not expected that a single health or social care worker will necessarily complete all
of the assessment all of the time. They may require input from other health or social
care workers in order to identify if there is a need in a particular domain, and the most
appropriate way of managing that need, depending on the complexity of the individual’s

circumstances. In such cases, a specialist assessment would be commissioned.

For most people with single, long-term medical conditions, or with a number of
conditions that they are self-managing effectively, it is only necessary to identify
whether there is any impairment to an individual’s ability to manage their normal daily
routines (or caring responsibilities) as and when their circumstances change (i.e. an

overview assessment would not always be required).

During an assessment, consideration should always be given to a person’s physical and
mental well-being and their ability to carry out activities of daily living (e.g. bathing,
housework, etc.). A person’s strengths should be identified, as well as their needs.

An assessment should identify whether an individual needs support to achieve the
agreed outcomes for adults, as set out in Independence, Well-being and Choice and Our
health, our care, our say. An assessment may include assessing risks to that person’s
independence, in order to determine eligibility for social care services, as part of Fair
Access to Care Services (social care eligibility criteria) assessments or assessing eligibility
for NHS Continuing Care. Medical and other diagnostic assessments, which are
included within the concept of ‘specialist assessments’, will generally serve a more
specific purpose, and a summary of the outcome, including any recommendations

about care and clinical management, should be included in the care plan.

As part of the subsequent care-planning process, assessors should avoid being unduly

risk averse, in line with the principles of Independence, choice and risk.!

Contact or screening in assessment

21.

1

82

It was suggested that, in practice, many local communities have misinterpreted the
original aims of the Single Assessment Process in respect of the contact assessment. In

some local areas, eight-page contact assessment forms have been developed, which

Independence, choice and risk: a guide to best practice in supported decision making, Department of Health, 2007.



Appendix 3

include large amounts of information that is collected for monitoring purposes, rather
than because it is needed to inform decisions about further assessment or onward

referral.
22. The purpose of a contact assessment should be to:

e obtain sufficient information to ascertain the impact of any problems on an
individual’s ability to live independently and on their family or carers, or to prompt

an overview assessment;

e to understand what the individual hopes to achieve by contacting health or social

services; and

o to identify any other service providers that may need to provide support (i.e. to

ascertain if a referral is required).

23. A contact assessment should be undertaken whenever a person with an identified
longer-term care need self-refers to an NHS service or to social services, or following an
emergency intervention. A contact assessment could be the only assessment required, if
it is possible to provide a service, to signpost a person to another service, or to provide

adequate information on the basis of what is known at this stage.

Primary demographics and biographical information

24. If a person is already registered with a GP, some demographic information will already
exist as part of the Personal Demographic Service. Assessors should check basic personal
information in order to enable the individual to be identified accurately. This should
include verifying (or, if a health and social care record has not already been created,
recording) the following information:

e the person’s name;
o the person’s date of birth; and

o the person’s NHS Number (which should be used as a common unique identifier

across health and social services).

25. A limited amount of biographical information may be useful to inform the work of
other members of a multi-disciplinary care team or other agencies. Where this
biographical information is held on a person’s record, it may be verified during
subsequent assessments, as it may have changed and could influence the type of
response required. It is proposed that an assessor may wish to record the following
biographical information (which should be entirely factual, rather than subjective

information):

e employment status;
e accommodation;

e dependencies of others upon this person (including animals, where necessary);
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Consent

dependencies on others (including carer support);
communication support (including any advocacy requirements); and

National Insurance number (to support information exchange with benefits

services — e.g. as part of a single financial assessment initiative).

26. Consent should always be sought before a person is assessed and again before

information is shared across integrated multi-disciplinary health and social care teams
(although there are circumstances where a specialist assessment might be undertaken
without explicit consent having been sought — e.g. following an emergency health
intervention). The fact that consent has been provided should be indicated clearly in a
person’s care record. Assessors should be aware that consent to share information could
subsequently be withdrawn.

Mental capacity

27.

In line with the requirements of the Mental Capacity Act, it is important to decide on a
person’s capacity to consent to the assessment and to record this. It should not be
assumed by health and social care workers that just because someone lacked capacity at
a previous assessment, that person continues to lack capacity, as their circumstances may

have changed. For this reason, mental capacity should be reassessed at each new contact.

Assessing information about presenting needs as part of a contact assessment

28. The purpose of collecting information about a person’s presenting needs during a

contact assessment is to:

obtain sufficient information to ascertain the impact of a presenting need (e.g. a
disease or a disability) on a person’s ability to live their normal daily life (including

any caring responsibilities) as independently as possible;

identify if there is any detrimental impact on the well-being of carers, family

members or other dependants; and

understand what the individual hopes to achieve by contacting health or social
services (e.g. to alleviate the symptoms of disease, to be able to self-manage a

long-term condition, or to have a grab rail fitted outside their home).

29. The Assessment and Care Planning Policy Collaborative recommended that an assessor

may find it helpful to focus on the following questions during contact with a person, in

order to identify the correct course of action:

Why has the person contacted health or social services?
How long have they been experiencing difficulties?

What does the person think would help them?



o Do they need help with anything else?
e  Hasanything happened recently that has affected the situation?

e  What does the person’s family or carers think about the issue?

Holistic/overview assessment

30.

(O8]
(O8]

A holistic or overview assessment is recommended where a longer-term health or social
care need is identified, which may impact on an individual’s ability to carry out their
normal daily routines (including caring responsibilities), or where their circumstances
are having a detrimental impact on their carers, other family members, or other
dependants. An overview assessment may also be appropriate in other complex acute

situations (e.g. following diagnosis of cancer or end-of-life care needs).

The purpose of an overview assessment is to identify if a person has a need for health or
social care services, or support from other agencies, and to determine if there are wider
health or social care factors, other than those already identified, that could present a risk
to independence and/or well-being. By undertaking a holistic/overview assessment, an
assessor can be sure that consideration has been given to a range of support that a
person may need in order to maximise their independence and well-being, and to
reduce lengths of stay in hospital if that person could be appropriately cared for in the

community.

Undertaking an overview assessment also increases the chance of identifying underlying
problems that may be causing (or exacerbating) an existing disease or disability, and of
identifying the need to involve partner organisations at an early stage. In this sense, a
holistic/overview assessment can be used proactively as a way of case-finding those with
complex long-term care needs. In respect of case-finding it has been suggested that
assessing activities of daily living (e.g. a person’s ability to wash, dress, etc.) is

particularly important in both health and social care services.

An overview assessment of need may be initiated by a health or social care worker, or by
the person themselves (possibly with support from a family member, a carer or another
intermediary) as part of a self-directed assessment of need. Consideration should be
given as to whether there is potential need across a range of domains (for these purposes
the proposed domains of the Common Information Set should provide a guideline).
However, it will not always be necessary to assess all the sub-domains in detail. Where
the Single Assessment Process is being used, existing toolkits will normally provide a
thorough assessment of most of the proposed domains of the Common Information Set

and could continue to be used.

The assessment should identify any potential risks to independence and well-being
associated with each domain, and a summary of the outcome of an overview assessment
should be recorded within a person’s electronic health and social care record or on a

paper-based, person-held record. It has been proposed that the following principles

Appendix 3
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should inform the way that an overview assessment of health and social care needs is
undertaken:

e It should be recognised that some people will not consent to have an overview
assessment of need, or for information to be shared more widely following an

assessment of need, and this is their right.

e  The proposed domains of the holistic/overview assessment should provide a
prompt for assessors/people being assessed to consider, rather than a definitive
guide.

o It will not always be necessary to assess all domains of need in detail on every

occasion.

o Local communities should be able to continue to use existing Single Assessment
Process toolkits (and other multi-factorial assessment toolkits) to undertake a

holistic/overview assessment.

e  The assessment should focus on identifying a person’s strengths as well as

their needs.

Support from a carer

35.

The support that a person receives from a carer should also be recorded against each
domain. For example, if a person struggles to make a meal themselves, but there is no
present risk to their well-being because this need is met by a carer, it is important that
that is recorded and that contingency arrangements are considered as part of care

planning, in case the support from a carer should not be possible in future.

Specialist assessments

36.

38.

It has been proposed that the detailed record of the specialist assessment should be held
locally. Where such records are held electronically, they should be held separately from

the integrated electronic care record, on the local system.

In this context, it is important to note that there is a difference between a person’s
electronic health and electronic social care record (which contains all the information
held by the NHS or social services about that person) and their integrated electronic
care record (which holds only the information that is shared between health and social
services). Therefore, the integrated electronic record is part of a person’s health and their

social care records, but does not constitute the entirety of either.
It is proposed that the following principles should inform a specialist assessment:

o  Aswith other types of assessment, consent should be sought before an assessment

occurs.

e  The detailed results of specialist assessment do not necessarily need to be shared

across a multi-disciplinary care team.
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o  The following details should be recorded within the electronic health and social

care record, or person-held record:
- asummary of the outcome of assessment against the relevant domain of need;

- the date of assessment, name of the assessor and details of the type of
assessment and physical or electronic location of the full record of the

specialist assessment; and

- any interventions, services or changes in existing care arrangements that are

recommended as a result.

39. For people with very complex needs, or general physical deterioration, a detailed

specialist assessment of several (or all) domains of need may be necessary.

GPs and the Common Assessment Framework

40. GPs have a particularly important role to play in the management of people with
longer-term care needs. As hospital services are reconfigured, health services will
increasingly be provided in community settings. Most people with longer-term care
needs will be registered with a GP and, for many people who are successfully managing
their own conditions or disabilities, a GP may be the only health or social care

professional with whom they have contact on a regular basis.

41. Securing the involvement of GPs (and through them other practice and primary care
staff) in multi-disciplinary assessment and care planning has been a key obstacle to
implementation of the Single Assessment Process in some local areas. It should be
recognised that GPs work within significant constraints in terms of the amount of time
that they are able to devote to each patient. GPs have also adopted a largely paperless

working environment since the turn of the millennium.

42. A framework for assessment has to be consistent with current GP working practices,
and GPs should therefore primarily be expected to contribute to the process, rather than
to act as care coordinators or to undertake overview assessments of need. The
involvement of GPs themselves would normally be at the level of the contact
assessment, although in some cases GPs (particularly those with a special interest) could
undertake specialist assessments. It will be important for GPs to ensure that an overview
assessment is undertaken by practice staff, or that the need for an overview assessment is

communicated to other primary care or social care workers.

43. It has been recommended that the CAF Information Set should be incorporated into
the IT systems used in general practice, in order to enable GPs to contribute effectively
to the process through contact assessments and referrals, as part of their normal working

practice.

44. A further recommendation is that GPs should be encouraged to ensure that proactive

assessments of people with known long-term health or social care needs are undertaken
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in primary care, including assessment of a person’s ability to undertake activities of daily
living as part of routine, proactive monitoring of people with ongoing long-term

medical conditions.

Carers, families and dependants

45.

46.

47.

48.

Members of the Policy Collaborative felt that unpaid carers are people who make an
invaluable, but often under-rated, contribution to the work of health and social services.
Undertaking caring responsibilities may impact on a person’s life opportunities in a
number of ways. Where a cared-for person has poor mobility, a carer may be at risk of
physical harm through moving and handling that person. Carers are often also at greater
risk of social exclusion than the majority of the population, as they may have limited
opportunities to undertake social activities, to participate in education, or to work full
time. Taking on caring responsibilities can also affect people’s lives in more subtle ways,
such as changing long-standing relationships between people. The financial burden of

funding longer-term care can also impact on the economic well-being of whole families.

Throughout the assessment process, consideration should be given to the impact of a
person’s needs (or failure to meet those needs) on that person’s carer(s), family and any
other dependants. This should include identifying any impact on carers, family and
dependants as part of a screening in assessment and within each domain of an overview
assessment, and recording that impact if consent is given by the carer or other family
member(s). It is important that the impact of a person’s needs on their carers, family

and dependants is assessed in order to:

e identify if that person also needs support from health or social services; and
e inform contingency planning (e.g. if a lone carer is taken ill).

Carers and other people who cohabit with a person are often uniquely well placed to
gauge the impact of living with a longer-term care need on that person’s quality of life
and to identify deterioration or the early onset of illness. The views of a carer or another
family member about a person’s needs should be considered, as they can often make an
important contribution to the assessment process. The assessor should also be aware
that a significant degree of mutual interdependence can occur between carers and the
people they care for.

Carers are entitled to an assessment of needs in their own right, as are other adult family
members and children. An assessment of need should be offered wherever a health or
social care worker believes that a carer, family member or any other dependant may have
a need for community care services. Where such an assessment is undertaken, the same
principles and processes should be applied as for other adults with potential longer-term
care needs. Where a carer, family member or other dependant is a juvenile, and an
assessor believes that they have a care need, a referral to children’s social services should

be made, or else to that person’s GD, if the identified need is primarily health related.



49. In line with the requirements of the Data Protection Act, where it is determined that a

50.

51.

carer, family member or other dependant has a need, a separate care record should be
produced; this should include a summary of the presenting need and a separate care
plan, where a service is to be provided. It is important that different people’s needs are
recorded in different care records for the purposes of seeking consent to share
information (i.e. a cared-for person may be content for a summary of their assessment
to be shared between health and social services, but the carer may withhold consent).
Local arrangements should be made to ensure that the user’s and the carer’s plans are

considered together.

Where it has been identified that a carer has a longer-term health or a social care need,
then their need for support should be reassessed as for any other person with an eligible
health or social care need. Carers should be entitled to expect at least an annual
discussion of the care they provide and the help they receive; of what they feel they
need; and of what support is available.

Although carers are often at a high risk of developing longer-term care needs themselves,
evidence suggests that often they do not perceive themselves as having care needs and
are sometimes reluctant to turn to the statutory sector for help. Increasingly, the
statutory sector is turning to voluntary sector organisations to provide proactive support
services, including making referrals and sometimes participating in information
collection as part of a formal health and social care needs-assessment process. The
involvement of third parties in this way can increase accessibility to care services and,

as such, is to be encouraged.

Assessment and care planning

52. A holistic assessment may prompt a multi-disciplinary response to meeting a person’s
needs. Where this occurs, a summary of assessment should be shared within a person’s
integrated care record. The Department of Health has issued detailed guidance about
integrated care planning.

Review

53. On review, all the domains of the overview assessment should be reassessed (at a high

level) in order to identify whether there has been a change in the individual’s
circumstances. A review should be conducted at least annually for people in long-term
need of care; and for people with complex needs, it is considered good practice for
assessment to be conducted via a multi-disciplinary review panel or case conference.
Depending on the individual’s circumstances, a self-assessment may be an appropriate
way of initiating a review, with a competent health or social care worker following up

the self-assessment to verify the details.
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54. Good-practice guidance on care planning makes it clear that objectives related to each
aspect of a care package or programme should be included in the care plan. On review,
progress against these objectives should also be assessed. It should be recognised that
some people’s condition will deteriorate and therefore the failure of service providers to
meet a desired objective does not necessarily reflect the fact that a prescribed care
package or intervention was inappropriate. It is important that progress against

objectives is recorded, and that the record is agreed with the person concerned.

Self-assessment/direct access

55. Self-assessment should be made available wherever possible. Self-assessment could take
the form of an individual being asked to complete a self-assessment form. However,
councils have an obligation under Section 47 of the NHS and Community Care Act
1990 to assess anyone who appears to them to be in need of their services. Therefore
councils must ensure due scrutiny where a person has self-assessed their own social care
needs, before any services are provided. As a matter of good practice, organisations will
wish to ensure that there are suitable arrangements in place to make sure that
individuals completing a self-assessment are neither under-assessing nor over-assessing

their need for services.

56. Early learning from 11 self-assessment pilots suggests that self-assessment has a number

of benefits in terms of:

e supporting a cultural shift away from a paternalistic model of care delivery;
e  accessing people who are less likely to contact the statutory sector;
e  improving relationships between service providers and consumers;

e  improving relationships with the voluntary and community sector (where they are

involved in the process); and
e  helping service providers to understand the needs and demands of communities.

57. Self-assessment could be applied at a number of points in the care pathway. The
different models of self-assessment that were tested through the pilots suggest that

self-assessment can be employed:

e asaway of providing information about local services to people who may wish to

arrange their own care;
e asaway of self-referring into services;
e asaway of directing people into the most appropriate pathway(s);

e asaway of collecting basic information to inform an overview assessment of need

on which a professional can build, if required; and
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38.

e asaway of collecting basic information to inform a specialist assessment (on which

a professional can build if necessary) for:
- sensory impairment services;

- community equipment services; and
- housing adaptation services.

In addition to those specified above, there may be a range of different types of
assessment for which self-assessment is appropriate. Assessors should also be aware that

there are circumstances where a self-assessment is not appropriate.

Self-assessment cannot replace the role of the professional; but there is clearly scope for

self-assessment to be incorporated as part of the broader process of assessment.

Appendix 3
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