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Involvement in the cycle of care and support planning

Gathering
information.
Identifing wishes,
feelingsand goals.

Monitoring and Exploring

review. Seeking options.
and listening to Assessing risks

feedback. and benefits.

Deliveringthe care
and support plan in
line with the

person's wishes.

Apreeingthe plan,
what will be
provided and how.


https://www.scie.org.uk/mca/practice/care-planning/person-centred-care
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Collaborative conversations through ‘Shared Decision Making’ (NICE. 20121)
Continuous collaborative personal safety assessment improving patient safety and wellbeing

CHIME (Connectedness, Hope & Optimism, Identity, Meaning, Empowerment)

1

Y 2 3 .... .... h! 4 "
Collaborative Patient Rated

Collaborative A Collaborative Collaborative
: Qutcome Measure

Conversation Care Plan CarePlan /" | Care Plan Peer Review
' offered/Given




Traditional care planning

The professional assesses
the person’s needs.

Care planning follows a
medical model of
cisability.

There is a focus on what
the person is unable to
do.

There is a static view of
the person’s ability or

capacity.

The professional writes
the care plan with little or
no input from the person
or their representative.

The emphasis is on
protecting the person
from risk.

The process takes place
when it is convenient for
the professional.

Power is with the
professionals.

Person-centred, MCA-compliant care planning

Care and support plans are developad with the
person. The conversation is led by the person who
knows best about their needs and preferances.

Care planning follows a social model of disability.

There is 3 focus on goals and aspirations,. what the
person would like to achieve with their care and
SuUpport.

Care planning explores potential for change.
opportunities to develop capacity and ability.

The person is supported to express how they would
like their care and support to be delivered. The
professiocnal provides information about what the
service can offer. They agres what will be in the care
and support plan. A copy of the plan is made
available to the perzon and/for their reprasentative.

The emphasis is on safe care that respects a person's
right to take risks that they understand.

The care planning conversation takes place at a time
wihen the person is most or more likely to hawve

capacity.

Powver is egually shared.







EQUIP Patient Rated Outcome

[EQUIP Care Planning Audit Tool

Thiié tool i designed to messure service user involvement in cané planning in mental
health services, There are no right or wrong andwers.

0. Hawve you ever received a cane plan?

for this sedit.

i
Plams comtnus o snmser
]

Pleaze choose one option for each of the six statements presented below:

| ami satisfied with the care plan.

My preferences for care are included in the care
plan,
The care plan helps me to manage risk.

The infarmation prosided in the care plan is
comiplete.

Important decisions are explained to me.
Thee zare jplan caters for all the important aspects
of my life.
Scores for all 6 items should be summed to produce a tatal score ranging from O to 24,
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Rating your experi - CollaborRATE
collaboBEMDE

B point anchar scale

Thinking about the appointment you have just had ..
1. How much effort was made to help you understand your health issues?
0 1 2 3 4

Mo efiort was made. A lithe effort was Some effort was A lot of effort was Ewvery effort was
made. made. made. made.

I eQ How much effort was made to listen to the things that matter most to you about your health issues?
[ |

ality Improvement

3. How much effort was made to include what matters most to you in choosing what to do next?

0 1 2 3 4

Mo effort was made. A lite effort was Some effort was A lot of effiort was Every effort was
made. made. made. made.

Atemate opening statements:"

Thinking about the visit you had with your health care prowider today ...
Thinking about the conversation you had with your [insert health-care provider] today about [insert issue]...
Thinking about the appointment you have just had, please show how you feel by choosing a number from 0 to 4.


http://www.glynelwyn.com/uploads/2/4/0/4/24040341/collaborate_for_patients_5_anchor_point_scale.pdf
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Let’s talk about recovery...
Connectedness

Relating with other people in
positive ways.

Hope and Optimism

Belief that a better life is possible.
Identity

Regaining a positive sense of
yourself as a whole person.
Meaning

Encouraglng dreams and
aspwanons

#r npowermeli

Focusmg on your strengths and
control over life.










