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Care and support planning (CSP) is a systematic 
process which replaces current planned reviews 

for people with long term conditions, and is 
focussed on creating the opportunity for a 

‘better conversation’ between the person with 
LTC/s and a care professional, enabled by 

preparation. 



The CSP process begins with an information 
gathering appointment in which tasks and tests 

are collected ahead of the CSP conversation. The 
results of any information gathered, together 

with reflective prompts, are sent to the person 
1- 2 weeks before the CSP conversation 

(preparation).
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What does the GMS contract require?

• The GP contract specification includes an 
obligation for annual review, medication review, 
falls assessment and a request to those with 
severe frailty to allow sharing of an enriched 
summary care record. 

• Care & Support Planning provides an ideal way to 
deliver all this.  At the same time, it provides a 
generic approach to routine care for everyone 
with long term conditions on practice registers 
including those who are elderly but fit or with 
mild or moderate frailty, to prevent deterioration. 



The Housebound/Frailty Team
• Early 2016: joint employment of 3 senior nurses to work 

with our most vulnerable adults. 

• The plan was to provide:

• Care and support planning for the housebound adult 
population.

• Proactive case finding, systematic care plans and 
regular contact.

• Facilitating a care co-ordination multidisciplinary 
meeting with health and care colleagues

• Reactive care in particular to acute visit requests from 
this patient group.



The Team:

• Well qualified nurses from different 
backgrounds: community nursing, practice 
nursing and care home manager.

• All with a willingness to work in a different 
way whilst pursuing advanced qualifications

• Acceptance from all that this would take time 
to deliver. 

• GP time required to support them.





Care & Support Planning Process

• Birth Month Recall

• HCA to attend re: biometrics/monitoring and 
brief explanation of process

• Results shared with patient along with 
awareness raising prompts and notification of 
CSP visit

• Visit takes place 

• Documentation completed and shared with 
patient



Care Co-ordination Huddle

• Planning for a daily “huddle” to have a 
responsive and co-ordinated care response 
primarily linking together the effort of 
community services and general practice to 
try and be more efficient

• Aiming to impact positively on the normal GP 
working day (i.e a less chaotic and better co-
ordinated)



EMIS Care Co-ordination 
Appointment Template



Daily Huddle



Frailty Data (List size 36291 (August 2017))



Frailty Data (2)



Outcomes

• Positive patient experience

• Positive professional experience

• Beginning to address needs of an often 
forgotten population in a structured way

• Diversification of primary care workforce in a 
climate of falling GP numbers

• Shared learning & understanding across 
organisations

• Unplanned admissions ?metrics



Collaborative Working



Key Message

• Person Centered Care and Support 
Planning helps to inform care co-ordination and 

helps to prepare people for the challenging decisions 
they may face in their later years.

• Harnessing available resources across a health & care 

community (de-medicalising) and working 
collaboratively are key in an era of growing 

demand and relatively diminishing resources



Aspirations

• Developing a population based care co-
ordination hub

• Better evaluation of impact of service change

• Seamless integration

• In-reach into acute units to support earlier 
discharge



A common care co-ordination platform 



Summary

• Health and social care involves a complex 
arrangement of organisations and transactions

• The demands on statutory services are set to 
increase due to our changing demographic

• Care and Support planning, along with active 
care co-ordination can help to address these 
challenges



The Fridge of Dis-integration!




