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Personalised care and support planning 
Context
Personalised care and support planning is an essential prerequisite for helping people living with long term conditions. It transforms their experience from a largely reactive service, which responds when something goes wrong, to a more proactive service, centred on the needs of each individual patient, building on their strengths, expertise and experience. Personal care and support planning involves addressing all the person's physical, mental and social care needs.
Care for people with long-term conditions (LTCs) forms a significant part of the health and social care system. There are over 15 million people living with a long-term condition in England. This includes both physical and mental health conditions such as arthritis, asthma, COPD, depression, dementia, diabetes and many more. The Care Act 2014 also sets out requirements for care and support planning for anyone with assessed needs and greater integration across health and social care. The Year of Care (2011) programme found that effective person centred care planning with people with diabetes in primary care relied on three key interdependent elements; an engaged and empowered patient, working with health care professionals committed to partnership approach supported by robust organisational systems. 
Across Greater Manchester (GM), dementia care plans as well as other support plans are being completed at the current time, by practitioners with people with dementia and their carers. These practitioners completing the care plans range from General Practitioners and health care workers in primary care, Memory Assessment Service staff, dementia advisors in the voluntary sector, by staff providing social care, Community Mental Health Team staff, Local Care Organisations (LCOs) staff which includes and is not limited to social workers, nurses, medical staff and allied health professionals, by general hospital staff as well as in care homes, days services and hospices.
GM Health and Social Care Partnership team partnered with North West Employers and AQuA in 2018, to map out relevant training/development materials available to localities, to support organisational and skills-based development that emphasises the value of person-centred and strengths-based conversations. This mapping identified a number of tools and training approaches, therefore it is not our intention to state which specific training programme or methodology needs to be utilised; rather to ensure that the principles from across all these programmes are utilised when considering personalised care and support planning. [Acknowledgement to GM Person and Community Centred Approaches (PCCA) for very kindly providing the resources and sharing their expertise which we have drawn on for this document] GM HSCP PCCA (2018), Think Local Act Personal (2013, 2018) and Skills for Care (2018) identified processes and key principles that underpin person centred approaches. These processes and key principles form the basis of the content the training outlined today for the GM Dementia Care Plan Pilot.
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Preparation 
Preparation is intended in three steps.  Firstly is to have the processes prepared to enable personalised care and support planning to take place. This includes aspects such as;
· How to make initial contact with the person
· Ensure information is available on what to expect and consider how this information is to be provided
· Consider preferred ways people want to receive information and attend for a personalised care planning meeting
[image: Preparation diagram]
Second step is to ensure that the person feels prepared for appointment. This list is not exhaustive and will include aspects such as;
· How they will receive information
· Enable the person to prepare for the appointment
· Do they need support?
· Who would they be best working with?
· Arrange the visit and ensure they have clear information on the appointment
· They make an appointment and if they need a reminder?
Finally, this step is to ensure that the practitioner and team are prepared. This could include aspects such as;
· Have information on who requires the appointments
· Have processes in place to arrange the appointment
· Staff are prepared for undertaking personalised care and support planning
· Time to summarise and prepare for the appointment

The conversation
In Greater Manchester, we are working together to create meaningful conversations with people
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A conversation enables you to find out what matters most to people. It means you offer support that they want. A conversation is a relaxed and open way that encourages people to explore different and more imaginative ways to meet their care and support needs. 
A conversation also provides valuable information to commissioners about the kinds of resources local people want and need and contributes as well as informs the commissioning decisions made.
Principles underpinning the conversation 
· It is about people’s lives and not just their needs.
· It recognises that people are experts in their own lives, they bring their own expertise, skills and experience. Co-design and co-production are at the heart of decisions about people’s lives.
· We ask people to tell their story once.
· It is founded on trust, honesty and openness. It is a relationship of two equals, recognising each other’s contributions.
· We explain the purpose of the information we are collecting and how it will be used. Although it is a conversation, we make sure the information we collect is specific and useable.
· It starts with and is led by what is important to the person.
· It is a conversation and not a form to fill in. 
· We go at the person’s pace and we ensure there is time and resources to do this.
· It takes place within the context of the person’s whole life and their community. We know that health and social care services are not the only way that people get the support and help that they need. 

· What is important to you?
· Relationships. Who and how do you keep in touch and how often?
· Places and communities. Where you do, how to get there, purpose and how often?
· What else matters to you?
· What is working well? From different perspectives?
· What is not working well? For whom and what needs to change?
· What has worked in past? What have you tried already?
· What is important in the future? (aspirations)
· Contingency planning - what to do if you need help in the meantime
· Explore ideas and options together and decide outcomes and actions
· What you can continue to do?
· Family can do? Now and in the future?
· Friends and neighbours?
· Wider community?
· Next steps - actions by person / practitioner / other with clear timeframes
· How, when, where to review progress
· Confirm agreement for sharing and with whom


Recording the conversation and acting on the personalised care plan
The record
· The record is 'the personalised care and support plan' that is owned by the individual.
· It is a summary of the decisions, the outcomes/goals and actions in a format/s that is useful to both the person receiving the support and the practitioner. Information from this can be used to inform commissioning.
Acting on personalised care    Coordinating and supporting a complex mix of actions agreed in the conversation which may include: 
· Self-care - what I can do for myself
· Ongoing support from family and friends
· Use of services and voluntary / community resources
· Referral to specialty and /or community health services
· Exploring "how technology, aids and adaptations may help" - particularly given the whole new world of digital, wearables etc that support independence or help people stay well (sleep/ hydration/ falls etc)
· Coordination and ongoing support with necessary appointments and/or medicines management
· Keeping any records needed support the review process
· Recording needs and unmet needs for commissioning of services
· Refinement of the personal care and support plan when/if needed, e.g. changing elements of support as the person learns what works for them 
· [image: ] In Greater Manchester, we recognise the importance of being connected and active. We are working to link people with activities in their communities, sometimes called social prescribing.
[image: ] In Greater Manchester, we recognise the strengths and unique capabilities of individuals and communities, working together to connect you into support that works for you

Review
Review is a critical opportunity to reflect and make further changes and decisions. Personalised care and support planning is not a one-off event but a continuous process of discussion and review reflecting the ongoing changes and priorities in a person's life.
It is also important to decide on the type of review that is needed at the discussion stage. Continuity with the practitioner that the person trusts and has chosen is good, although the small interim steps towards new activities do not necessarily have to be with that person.
Review might include self-review, with family and friends, or telephone review and should be proportionate, reflecting the person's needs and circumstances. 
Consideration must also be given as to whether to involve an independent advocate. The Care Act states that reviews can be planned (i.e. as agreed in the conversation), unplanned (i.e. triggered by a crises or sudden change in circumstance) or requested (i.e. called for by the individual or their carer or family member where deemed necessary).
A more formal review will focus on outcomes:
· What is working and not working from different perspectives (person, practitioner)
· What have you tried and learned? Pleased and concerned about? Do next?
· Whether the person's needs or other important circumstances in their life have changed
· Planning for the future
· What are your priorities
· Outcomes and actions
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