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1. Purpose 

The purpose of this document is to provide guidance on how Integrated Care and Support 
Planning (ICSP) processes would be undertaken across Councils with Social Services 
Responsibilities (CSSRs) and health partners, outlining how this could be adopted by 
council led partnerships that are part of the CAF Demonstrator Site Programme (DSP) and 
those not currently part of the DSP.  
 
This document describes the approach undertaken by 3 local authority led partnerships in 
creating a generic ICSP process, reflecting the broader business process re-design and 
including how CAF messaging would be used to support this. 
 
This document outlines how the integration of care and support planning can be effectively 
undertaken, using the CAF messages. It should be noted that the model outlined within 
this document is not a mandated process, but a generic high level process, and it is 
acknowledged that it does not reflect the detailed variations found in local processes.  
 
Whilst this documents reflects a generic ócustomer journeyô, the focus is to describe how 
information can flow and be shared between health and social care systems 

2. Background 

The proposals for a Common Assessment Framework for Adults (CAF) were published by 
the Department of Health in January 2009, focusing on care and support for adults. The 
aim of the proposals is to improve 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. 
  
The sharing of peopleôs personal information within self/supported assessment and care 
and support planning is an essential component in:  
 

 providing a better experience for those who contact and use health and social care 
services, their families and their carers, and;  

 

 building further capacity, capability and efficiency into assessment, care and 
support arrangements. 
  

The óPutting People Firstô Concordat (Department of Health, December 2007) outlines 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 improved 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 
providing support for individuals, and with providers, including the voluntary sector, and 
user led organisations.[ A report published by ADASS in October 2009 provides advice 
and examples showing how innovative councils are approaching the transformation of their 
systems, outlines the lessons they are learning and describes a new operating model for 
local authorities (see Appendix II)] 
 

At the same time, peopleôs expectations of what the different professionals involved in their 
care and support should be aware of have continued to change. People have spoken of 
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their increasing frustration at having to repeatedly provide the same information to the 
different organisations and professionals involved in their care and support arrangements.  
 
Use of IT, 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 
individualôs 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. 

2.1. CAF Demonstrator Sites 

A small number of demonstrator sites were selected in early 2009 to look at the 
practicalities of implementing the CAF proposals, including the development of IT solutions 
to enable assessment and care/ support planning information to be shared electronically. 
A small number of additional demonstrator sites will be selected in late 2009 and will start 
work in January 2010. 

2.2. Care/Support Planning 

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;  
  

 promotes choice and control, placing the individual, their needs and choices at the 
centre of the process and facilitating better management of risk;  

 

 focuses on outcomes that people want to achieve, including carers;  
 

 is planned, anticipatory and proactive, includes emergency/ crisis planning and has 
contingency planning to manage crisis episodes better;  

 

 ensures that people, especially those with more complex needs, receive 
coordinated care packages, reducing fragmentation between services; 

 

 identifies opportunities for re-ablement, prevention and early intervention; 
 

 provides support and information to help the person self-care/ self-manage their 
condition(s)/ impairment and prevent deterioration;  

 

 facilitates joined-up working between different professions and agencies, especially 
between health and social care, and;  
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 results in something tangible, an overarching care/ support 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 family carer(s). 

 
The process requires an effective means of sharing information between members of 
multi-disciplinary care teams, and the chosen provider(s) if appropriate. 

2.3. Rationale for the ICSP Project 

Electronic CAF messages to support the transfer of assessment and integrated care and 
support plan information have been specified.  
 
The business processes for those messages relating to care/ support plans however, have 
still to be defined. The Integrated Care and Support Planning (ICSP) project was instigated 
to undertake developmental, and practical work with a number of local partnerships (as 
part of the CAF Demonstrator Project) to draw together advice and learning in this area in 
order to inform the definition of care and support planning business processes. 
 
Three social care and health partnerships were approached and agreed to take part in the 
project. Two of these - Barnsley and Warwickshire, are CAF Demonstrators, and the third 
partnership East Sussex, who are not a CAF Demonstrator. 
 
A project steering group was convened of individuals who have an interest in integrated 
care/ support planning and who bring appropriate experience and expertise from across 
the relevant sectors within health and social care. The purpose of the steering group was 
to review and advise on the project specification, to provide expert advice and input 
throughout the duration of the project and to sustain the connections between this project 
and other interrelated programmes. 

2.4. Accountability 

This project was led by the Putting People First (PPF) delivery team, with close 
coordination with the wider CAF Project Team comprising Care Services Efficiency 
Delivery Programme (CSED), NHS Connecting for Health (CFH) and Dept of Health (DH) 
CAF Policy colleagues. CSED were commissioned to deliver the activity set out in the 
project specification.  
 
The progress of the project has been reported, via the DH Policy Team, to the 
Transforming Adult Social Care (TASC) Project Board.   
 



ICSP High Level Process 

  

 Final v1.2 
16

th
 Nov 09 

 

© Crown Copyright 2009 Page 10 of 53 

 

3. Objectives 

The ICSP project aims to deliver the following objectives; 
 
1. Define the purpose of an integrated care/ support plan in the context of CAF,  Long 

Term Conditions (LTC) and personalisation and Self-Directed Support (SDS) 
 
2. Define a high level, generic business process for the production of integrated care/ 

support plans utilising business process re-engineering processes (BPR) 
 

3. Review the previously defined format for integrated care/ support plans in the 
context of CAF,  LTC,  personalisation and Self-Directed Support (SDS) 

 
4. Share the project findings with IT system suppliers and social care and health 

colleagues including CAF Demonstrator sites and the Social Care (PDS) Early 
Adopter Sites  

 

3.1. Project Outputs 

Participating sites will produce óAs Isô process maps reflecting their current systems and 
activities relating to the production of integrated care/ support plans and how these are 
shared. 
 
A high level, generic business process for integrated care/ support planning will be 
collaboratively developed which supports electronic sharing of information between 
stakeholders ï including service users/ carers, and supports CAF and SDS. 
 
The generic business process for integrated care/ support planning produced from this 
work will be validated and peer reviewed.  
 
IT system suppliers and CFH technical architects will have a validated, generic business 
process on which to base future developments related to care/ support plans. 
 
Health and social care organisations will have a validated, generic business process for 
the development of integrated care/ support plans. 
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4. Approach 

The approach to the Integrated Care/ Support Planning Project was a modified version of 
Care Services Efficiency Delivery Programmeôs (CSED) Business Process Re-engineering 
(BPR) Programme. This approach has been deployed successfully in numerous local 
authorities throughout England. 
  
At a programme level, the approach is split into three major phases of work: óAs Isô 
Analysis, óTo Beô Design, and Develop Generic Solution. The graphic below illustrates the 
major phases of work with detailed activities and outputs identified. 
 
 

 
 

The approach utilises a continuous improvement methodology that guides project teams 
through a series of steps, tools and techniques to enable them to analyse, measure and 
redesign their operation. The methodology enables diverse team-members to work 
together to achieve a common goal; in this case, representatives from health and local 
authority teams to achieve joined-up care/ support plans for their service users and family 
carers.
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The methodology is CSEDôs standard toolset and is available to all Councils with Social 
Services Responsibilities (CSSRs) free of charge. The methodology is based on a three-
phase, seven-step approach: 
 

 
 

1. Set the Strategy: Documents the Programmeôs objectives, measures of success, 

identifies and prioritises stakeholders, and produces a communications plan. 

2. Document Processes: The core output for this Phase, óAs Isô mapping, is conducted 

for the areas of business under review; metrics are collected; issues and 

opportunities for improvement are identified and documented.  

3. Prioritise Opportunities: The issues and opportunities for improvement are 

prioritised according to the objectives of the local authority; overall change 

objectives are finalised ahead of the óTo Beô Phase. 

4. Develop the Solution: A high-level óblueprintô process design is constructed, 

incorporating the objectives that the local authority wants to achieve; once approved 

by the Senior Management Team, detailed design work then begins to turn the 

blueprint into a workable model, complete with detailed processes, policies, 

procedures and job descriptions. 

5. Plan Implementation: Once the solution has been agreed by the Senior 

Management Team, implementation planning begins. This will be influenced by the 

speed at which roll-out is desired, other programmes underway within the 

organisation, and the availability of resources. 

6. Implement: The new solution is rolled-out. This will progress faster or slower 

depending on local circumstances. 

7. Deliver Benefits: This final step is an ongoing monitoring function, to ensure that the 

promised programme benefits are being delivered. If not, we can progress through 

the cycle again (albeit a lot faster) to address areas of under-performance.  
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Each combined health/ local authority team has been provided with documentation to 
support their journey through the project. Additionally, the central CAF Project Team 
(including Health & Social Integration Programme and DH ICSP Workstream Lead) 
provided telephone and face-to-face support throughout the project. 
 
The methodology was modified to bring the three project teams together (Warwickshire, 
East Sussex and Barnsley) to design a generic óTo Beô model that other CSSRs/ health 
organisations could use as a baseline. Concurrently, each team has used the design to 
tailor the Care/ Support Planning process to their own unique requirements. 
 
Skills transfer is a major feature of the CSED methodology; to this end, the three 
participating teams now have the ability to conduct their own change programmes utilising 
the methodology booklet. 
 



ICSP High Level Process 

  

 Final v1.2 
16

th
 Nov 09 

 

© Crown Copyright 2009 Page 14 of 53 

 

5. ICSP Project Objective Statement 

5.1. Statement  

To help determine what the model would look like and how it would work, an exercise was 
undertaken to outline a project objective statement. Each authority developed their own 
project statement, but when these were considered collectively, the statement outlined by 
Warwickshire was agreed upon by all; 
 
ñThe Integrated Care/ Support Planning Programme of work will ensure that people with 
care needs or their carers will be able (with support if necessary) to create personalised 
plans that are coordinated between health, social care Services and other relevant care 

agencies. People own their information which, with their consent, will be recorded, stored 
and shared electronicallyò. 

5.2. Priorities 

The priorities outlined below highlight each local authority partnershipôs main focus in 
relation to what integrated care/ support planning means to them, and the prioritisation of 
what elements needed to be included within the model. The model was developed 
accommodating these priorities from the three participating partnerships involved within 
the project; 

5.2.1. Barnsley 

1. Patient-held record, but stored centrally & accessible by health & social services 
2. Plan sets out what the patient wants to achieve in the coming year (outcomes) 
3. Patient/ service user sees what's happening when 
4. Key worker  
5. Details of supporting workers 
6. Decision matrix for who to contact when 

5.2.2. East Sussex 

1. Individual at centre/ co-design with patient/ collaborative 
2. Know itôs there/ message in a bottle/ can access it 
3. Focused outcomes 
4. Reduction of duplication of information 
5. Effective assessment 
6. Care plans different according to level of need (i.e. proportionate) 
7. Fulfils national requirements 
8. Training and awareness to professionals 
9. Standardised 

5.2.3. Warwickshire 

1. Simple 
2. Speedy 
3. Packages tailor-made for me 
4. Care Plan is up-to-date 
5. All routes to personalisation fit together to make a whole plan 
6. Easy for staff to navigate 
7. Good communications 
8. Patient/ Customer has access to entire detailed record; professional can only see 

relevant bits 
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6. ICSP High Level Model  

6.1. Overview 

As part of the approach work by the three partnerships involved, óTo Beô processes 
specific to their local needs were completed (Appendix II), and then when the project team 
met on the 6th May and then 24th June, these óTo Beô processes were walked through by 
each of the three partnerships.  
 
The aim of walking through the separate óTo Beô processes was to try and establish a 
generic high level ICSP process that could be accommodated by all local authorities and 
their health partners and to help determine how the integrated element of care and support 
could be enabled. 
 
The following model was a result of those discussions, where a high level view was 
adopted to avoid the conflicts in local process variations. 
 

6.2. Scope 

The scope of the model is to highlight how the CAF messaging will support integrated care 
and support functions. 
 
Although the Contact Assessment and Overview/ Specialist Assessments have been 
included within the model, these have been included for completeness only, and would 
require further development at a local level.   
 

6.3. Model Assumptions 

The following assumptions were identified in relation to the high level ICSP business 
process model; 

 The entry/ access/ journey is not a linear process 

 Individuals enter the process at the appropriate point, therefore there are multiple 
entry points 

 Certain functions such as the co-ordination of the care and support plans may be 
undertaken by a team and not necessarily just one person. This could also be the 
individual or carer who could undertake this role, but where plans/ budgets are 
amended then the details within the local system of the Lead Worker would need to 
be updated accordingly   

 The high level nature of the generic model is intended to support local variations in 
the process 

 The model is intended to accommodate the inclusion/ introduction of additional 
partnerships for example the third sector (including User Led Organisations, 
independent providers, advocacy organisations including independent mental 
capacity advocates etc)  plus other government departments e.g. Dept for Work & 
Pensions 

 CAF is an enabler of Transformation, Personalisation, Self-Directed Support and 
Personal budgets including personal health budgets  

 Organisational and cultural barriers to information sharing are overcome 

 Provision for self-funders is an integral part of the process 

 The model takes account of emerging initiatives 

 The model supports an individualôs right/ wish to self-direct their own care and 
support needs 
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 HealthSpace has been included, highlighting how the individual would access their 
records. Where HealthSpace is not available, this could equally be a local web 
portal to provide that access 

 Self-Assessment Questionnaires can also be utilised by individuals for inclusion, but 
the Lead Worker would need to enter the details of the assessments into local 
systems (or the individual would need to make self assessments available via web 
portals, where they exist), to ensure that the detail of these self assessments can 
be captured within local systems in such a way that the information can be re-used 

6.4. Flow Description  

The following model includes the following key functions and areas of activity;  

 Initial Contact 
o Contact from or about an individual is received, via a variety of means and 

organisations, which triggers the assessment process for an individual  
 

 Signposting 
o Where the need to signpost to other services is required, this will be 

undertaken without any requirement for assessments, with details of the 
activity undertaken being recorded locally 

 

 Contact Assessment 
o A Contact Assessment will be undertaken to capture the individualôs reason 

for contacting health or social care. This Contact Assessment may form a 
referral to pass the details to an identified service or team, for a more 
detailed assessment (e.g. Overview Assessment) to be carried out. 

o There may be circumstances where an Overview Assessment is the most 
appropriate initial response for an individual 

 

 Summary Care Record Access   
o  On final completion of any assessment(s) or care and support plans (e.g. 

Contact Assessment, Overview, Specialist (specifically the summary/ 

outcomes of specialist assessments, and ICSP) will be made available to the 

Summary Care Record via the Personal Spine Information Service and 

therefore available to the care professionals (health or social care) who have 

the relevant access to view this information. With the final assessment being 

available via PSIS the individual will be able to view and access their 

assessments via HealthSpace. Where the Summary Care Record is not 

available or intended to be used, then the final assessment must be made 

available for the individual. e.g. web portal access, or printed copy. 

 

 Lead Worker Assigned 
o The assigning of the Lead Worker, may take place at various stages within 

the process dependant on local processes 
o The Lead Worker will not always be a single person (again this will be 

dependent on local processes for each Authority) so could in fact be a team 
compiled of a variety of care professionals. 

o The Lead Worker will be responsible for co-ordinating assessments and 
care and support planning with the individual, and be the central contact for 
that individual.  
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o It is recognised that it must be clear to the individual, and to all involved in 
their support, who will be undertaking the role of óLead Workerô  

o The concept of Lead Worker in this instance relates to the professional care 
worker 

 

 Re-ablement Support 
o Re-ablement Support may be introduced at various stages within this 

process dependant on the specific circumstances. Details of the re-
ablement will be recorded locally 

 

 Self-Assessment 
o The individual may use a self-assessment tool. Information submitted via 

self-assessment, will need to be captured and made available for re-use 
within the local system in order for this information to be shared via 
messaging   

 

 Overview Assessment 
o Where applicable the Overview Assessment will be undertaken by the Lead 

Worker and recorded locally.  
o The final assessment will be sent to the individualôs Summary Care Record 
o The Overview Assessment will be made available to the individual, 

including availability in alternative formats 
o There may be circumstances where an Overview Assessment is the most 

appropriate initial response for an individual 
 

 Specialist Assessment 
o Where applicable the Lead Worker may request that a Specialist 

Assessment is required and co-ordinates for this to be undertaken by the 
relevant specialist 

o The final assessment (specifically the summary/ outcomes of the Specialist 
Assessment) will be sent to the individualôs Summary Care Record 

 
o The Overview Assessment will be made available to the individual, 

including availability in alternative formats 
  

 Personal Budgeting 
o Within Social Care, once the Overview Assessment is completed an 

indicative budget may be identified / allocated and outcomes agreed 
dependent on the identification of eligible needs. In social care a personal 
budget is identified to meet those eligible needs using a resource allocation 
system (RAS). 

 

 ICSP & Collation of Completed Assessments 
o The role of the Lead Worker, as previously identified, will be to collate all 

relevant assessments undertaken and to co-ordinate and manage (with the 
individual) all the individualôs care and support needs. 
 

o Where an individual wishes to create their own plans, this will be 
accommodated, but to ensure that these plans can then be made available 
to all care professionals involved in supporting the individual, the Lead 
Worker will have to ensure the plans are agreed and stored locally in a 
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format aligned to the  ICSP CAF Information Set,  to allow for reuse of this 
information 
 

o The Lead Worker will send an ICSP message to all the relevant care 
professionals involved in the care for the individual and co-ordinate the 
receipt of those plans. Once the planning has been finalised, the ICSP will 
be sent to the individualôs Summary Care Record  

 
o The co-ordination of the completed assessments, is to ensure that there is a 

consistent approach for each individual, with regards to;  

 co-ordination of care and support 

 a central point of contact for the individual 

 an overview of all services required 

 scheduling of services 

 management of issues 

 risk management and safeguarding issues 
 
o This function may in reality not just be óoneô Lead Worker, but possibly a 

team of professionals as part of a multi-disciplinary team, who convene to 
co-ordinate the individualôs care and support needs. This function/ role may 
vary across different Authorities 

o The Overview Assessment will be made available to the individual, 
including availability in alternative formats 

 

 Authorisation and Implementation 
o Once plans and budgets have been confirmed and agreed with the 

individual, then authorisation of those budgets and implementation of 
services and care required will be initiated  
 

 Monitor and Review 
o As part of the planning of care, the individualôs desired outcomes and 

review cycles will be established, and the continued review of the individual 
as outlined in their plans will be monitored  
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6.5. Model  

End
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prevention, early 
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Contact Assessment 

complete

Overview Assessment complete

What services 
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ordinate the 

plans?

Contact Assessment 

undertaken

Sp A Msg

SC Health

ICSP Message ICSP Message

Collation of completed Care and Support 

Plans within Lead Worker System
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within Lead Workerôs system

Personal 

budgeting and 
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needs and 

outcomes agreed

Summary Care 

Record

Summary Care 
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HealthSpace
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Specialist 
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other Health related planning
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Healthcare 

Worker
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worker
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Local System 
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Web Portal
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Social Care 
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Or Or
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Multi-Disciplinary 

Team
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