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Assessment and Planning for Social Care

Assessment
A systematic process of gathering information about a service user’s health, social, and environmental
circumstances to inform care decisions. Related terms include needs assessment and risk assessment. The
assessment begins with open‑ended questions, proceeds to targeted observations, and concludes with a
documented summary. Example: A discharge planner reviews a patient’s medication list, functional abilities,
and home support before recommending community services. Challenges involve time constraints,
incomplete records, and differing professional perspectives.

Assessment Framework
A structured model that guides the sequence and content of assessments, ensuring consistency across
cases. Common frameworks are the Holistic Assessment Model and the Person‑Centred Planning
Framework. The framework outlines domains such as physical health, mental health, social networks, and
environmental safety. Applying the framework helps prevent omissions, yet it can be perceived as rigid
when individual circumstances require flexibility.

Assessment Indicator
A measurable sign used to evaluate the presence or severity of a need, such as “frequency of falls” or “level
of social isolation.” Indicators are linked to outcome measures and inform service eligibility. For instance, a
falls indicator of “more than two episodes in six months” may trigger a home modification referral. Selecting
appropriate indicators is challenging due to varying reliability and cultural relevance.

Assessment Outcome
The documented result of the assessment process, summarizing identified needs, strengths, risks, and
preferences. Outcomes often include a prioritized list of interventions. An outcome example: “Requires
weekly physiotherapy and daily personal support to maintain independence.” Accurate outcomes depend
on clear communication and thorough documentation; ambiguity can lead to ineffective service provision.

Assessment Plan
A roadmap that details the steps, timelines, and responsible parties for completing an assessment. It may
specify that a social worker will conduct a home visit within three days, followed by a multidisciplinary
review. The plan ensures accountability but may be disrupted by staffing shortages or unexpected changes
in the service user’s condition.

Case Conference
A meeting of professionals from health, social care, and sometimes the service user and family, to discuss
assessment findings and coordinate care. Related terms: multidisciplinary team meeting and care
coordination meeting. In a case conference, each member contributes expertise, leading to a shared care
plan. Scheduling conflicts and differing professional jargon can impede effective collaboration.
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Case Management
The ongoing process of planning, linking, monitoring, and advocating for services to meet identified needs.
It includes assessment, planning, implementation, and review. Case managers often use tools such as the
Case Management Information System. Balancing caseload size with individualized attention remains a
persistent challenge.

Care Coordination
The deliberate organization of health and social services to ensure seamless delivery across settings. Related
terms include service integration and continuity of care. Effective coordination may involve shared
electronic records, joint care pathways, and regular communication. Barriers include data silos, differing
funding streams, and professional territoriality.

Care Plan
A written document that outlines agreed‑upon goals, interventions, responsibilities, and review dates based
on assessment findings. It often contains sections for medical care, personal support, and community
resources. For example, a care plan may state: “Goal: Increase independence in bathing; Intervention:
Provide daily occupational therapy for six weeks.” Updating the plan regularly is essential; failure to do so
can result in outdated or irrelevant services.

Community Resource Mapping
The process of identifying and cataloguing local services, support groups, and facilities relevant to the
service user’s needs. Related terms: service directory and resource inventory. Mapping enables planners to
match needs with available options, such as locating a nearby day centre for social engagement. Keeping
the map current is difficult due to frequent service changes.

Continuity of Care
The degree to which a service user experiences a consistent, coherent, and connected series of services over
time. It reflects smooth transitions between hospital, home, and community settings. Continuity is
promoted by shared care plans and clear handover protocols. Disruptions often arise from communication
breakdowns or gaps in service availability.

Discharge Planning
A focused assessment and planning activity that prepares a patient for safe transition from acute care to
home or another setting. It incorporates medical, functional, and psychosocial considerations. A typical
discharge plan may list medication reconciliation, home safety modifications, and scheduled follow‑up
appointments. Inadequate planning can lead to readmissions, falls, or medication errors.

Eligibility Criteria
The set of standards that determine whether a service user qualifies for a particular service or benefit.
Criteria may involve age, diagnosis, functional level, or income thresholds. For example, eligibility for a
home care package might require a Activities of Daily Living (ADL) score above a certain level. Rigid criteria
can exclude individuals with borderline needs, prompting the need for flexible interpretation.

Functional Assessment
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An evaluation of a person’s ability to perform basic and instrumental activities of daily living, such as
dressing, cooking, and managing finances. Instruments like the Katz ADL Index or Lawton IADL Scale are
common tools. Results guide decisions about personal support levels. Challenges include variability in
performance due to fatigue or environmental factors.

Goal Setting
The process of defining specific, measurable, achievable, relevant, and time‑bound (SMART) objectives
derived from assessment findings. Goals may be health‑related (e.G., “Reduce blood pressure to 130/80”) or
social (e.G., “Increase community outings to twice weekly”). Clear goals facilitate progress monitoring; vague
goals hinder evaluation.

Health Literacy
The capacity of a service user to obtain, process, and understand health information needed to make
informed decisions. Low health literacy can affect adherence to discharge instructions and medication
regimes. Assessment of health literacy may involve simple screening questions. Interventions include using
plain language and visual aids. Overcoming low literacy requires time and tailored communication
strategies.

Information Sharing Agreement
A formal arrangement that outlines how personal and health information will be exchanged between
agencies while complying with data protection legislation. Related terms: data sharing protocol and
confidentiality agreement. The agreement specifies consent processes, security measures, and permissible
uses. Failure to establish an agreement can block essential information flow.

Interagency Collaboration
Cooperative work between two or more organisations to deliver integrated services. Examples include
health trusts partnering with local authority social services. Collaboration may involve joint funding, shared
staffing, or co‑located services. Cultural differences, competing priorities, and funding silos often impede
effective collaboration.

Individualised Care
Tailoring services to the unique preferences, values, and circumstances of each service user. It contrasts with
a one‑size‑fits‑all approach. For instance, a person who values independence may receive assistive
technology rather than full‑time personal support. Balancing individualisation with resource constraints can
be difficult for planners.

Intervention Mapping
A systematic approach to selecting appropriate interventions based on identified needs, evidence of
effectiveness, and available resources. It links assessment outcomes to specific service options, such as
linking a mobility limitation to a physiotherapy referral. The mapping process ensures logical alignment but
may be limited by service availability.

Joint Care Review
A scheduled evaluation where the multidisciplinary team reassesses the service user’s progress, updates the
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care plan, and modifies interventions as needed. It often occurs at 30‑day, 90‑day, and six‑month intervals
after discharge. Joint reviews promote accountability and allow early identification of emerging issues.
Attendance and timely documentation are common obstacles.

Knowledge Translation
The process of moving research evidence into practical application within assessment and planning
activities. It involves disseminating guidelines, training staff, and adapting tools to local contexts. For
example, translating the latest fall‑prevention guidelines into a checklist used during home assessments.
Barriers include limited staff time and resistance to change.

Legal Capacity
The ability of a service user to understand information, retain it, weigh options, and communicate a decision
regarding their care. Assessments of legal capacity influence consent processes and the need for a lasting
power of attorney. Determining capacity can be complex when cognitive impairment fluctuates,
necessitating careful, documented evaluation.

Medical History Review
The component of assessment that gathers past and present health information, including diagnoses,
surgeries, medications, and allergies. Accurate history informs risk assessments and discharge instructions.
Incomplete histories may result from fragmented records or communication gaps between providers.

Needs Assessment
A comprehensive appraisal of the gaps between a service user’s current situation and desired state across
health, social, and environmental domains. It forms the foundation for planning and prioritising
interventions. A needs assessment may reveal unmet needs such as social isolation, inadequate housing, or
lack of transportation. Prioritising needs requires balancing urgency, feasibility, and user preference.

Person‑Centred Planning
An approach that places the service user’s values, wishes, and aspirations at the core of the planning
process. It often uses tools like the Person‑Centred Review or Strengths‑Based Approach. The planner
facilitates the user’s voice, ensuring that goals reflect personal meaning rather than solely clinical outcomes.
Implementing true person‑centredness can be hindered by organisational policies that prioritize efficiency
over individuality.

Priority Setting
The method of ranking identified needs to determine which interventions will be addressed first, given
limited resources. Techniques include the use of scoring matrices, cost‑benefit analysis, and stakeholder
input. For example, a high‑risk fall profile may be prioritized over low‑impact social activities. Misaligned
priorities can lead to dissatisfaction and inefficient resource use.

Quality Indicator
A specific, measurable element of care that reflects the quality of assessment or planning processes, such as
“percentage of discharge plans completed within 24 hours.” Quality indicators support auditing and
continuous improvement. Selecting meaningful indicators requires data availability and relevance to
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outcomes.

Risk Assessment
The systematic identification and evaluation of potential hazards that could compromise the safety or
wellbeing of the service user. Common risk domains include falls, medication errors, and safeguarding
concerns. A risk assessment may assign a level (low, medium, high) and outline mitigation strategies.
Over‑assessment can cause unnecessary alarm, while under‑assessment can miss critical dangers.

Safeguarding Assessment
An evaluation focused on protecting vulnerable adults from abuse, neglect, or exploitation. It includes
reviewing signs of harm, interviewing the service user, and consulting relevant agencies. Findings may
trigger a safeguarding referral or protective order. Confidentiality and the duty to report must be balanced
with the service user’s autonomy.

Service Mapping
The process of visualising the flow of services from entry to exit, highlighting where assessments occur,
decision points, and handover moments. Service maps help identify bottlenecks, duplication, and gaps. For
instance, a map may reveal that a discharge assessment is duplicated by both the hospital and community
nurse, leading to inefficiency.

Service User Preference
The expressed wishes of the individual regarding the type, timing, and delivery of services. Preferences may
involve choosing between in‑home support versus day‑centre attendance. Recording preferences ensures
that planning respects autonomy. However, preferences can change rapidly, requiring flexible planning.

Shared Care Record
An electronic platform that allows multiple professionals to view and update a single, unified record of
assessment findings, care plans, and progress notes. Related terms: integrated health record and
interoperable system. Shared records reduce duplication and improve communication, but data security and
user access rights must be carefully managed.

Social Determinants of Health
The non‑medical factors that influence health outcomes, such as housing quality, income, education, and
social networks. Assessments that ignore these determinants may miss key contributors to wellbeing.
Incorporating social determinants involves asking about living conditions, food security, and community
involvement. Addressing them often requires coordination with non‑health agencies.

Standardised Assessment Tool
A validated instrument that provides consistent measurement across different assessors and settings, such
as the Mini‑Mental State Examination (MMSE) or the Cambridge Cognitive Examination. Standardisation
enhances reliability but may limit flexibility for complex cases. Training is required to maintain fidelity.

Strengths‑Based Assessment
An approach that emphasises the service user’s capabilities, resources, and achievements rather than
focusing solely on deficits. It seeks to build on existing assets to promote resilience. For example,
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recognising a person’s strong community ties can inform a plan that leverages peer support. Shifting from a
deficit perspective can be culturally challenging for some professionals.

Sustainable Care Planning
Designing interventions that can be maintained over time without exhausting resources or causing
caregiver burnout. Sustainability considerations include funding continuity, staff capacity, and the service
user’s ability to engage. A sustainable plan might phase in support gradually, allowing the individual to
develop independence. Unsustainable plans often lead to service gaps and relapse.

Team Communication Protocol
A predefined set of rules and channels for exchanging information among team members, such as using
secure messaging for urgent updates and weekly email summaries for routine information. Protocols aim to
reduce miscommunication and ensure timely action. Failure to adhere to protocols can cause delays in
assessment completion.

Transition Planning
The coordinated set of activities that prepares a service user for movement between care settings, ensuring
continuity of information, support, and resources. It includes risk assessment, medication reconciliation, and
home environment review. Effective transition planning reduces readmission rates. Barriers include differing
documentation standards and limited time for handover.

Urgency Rating
A classification that indicates how quickly an identified need should be addressed, often using categories
such as “immediate,” “within 48 hours,” or “routine.” Urgency ratings guide resource allocation and
scheduling. Determining urgency can be subjective, requiring consensus among professionals.

Validation Process
The systematic verification that assessment data are accurate, complete, and reflective of the service user’s
reality. Validation may involve cross‑checking with medical records, conducting follow‑up interviews, or
using objective measures. A robust validation process enhances trust in the care plan, yet it adds additional
time to the workflow.

Volunteer Integration
The inclusion of community volunteers into the assessment and planning process to augment support
services, such as companionship visits or transport assistance. Volunteers must be screened and trained, and
their contributions documented. Integrating volunteers can expand service reach, but supervision and
liability concerns must be addressed.

Waiting List Management
The strategy for tracking, prioritising, and communicating about individuals awaiting assessment or service
provision. Effective management reduces anxiety and improves transparency. Tools may include electronic
dashboards that display status and expected wait times. Poor management can lead to missed
appointments and deterioration of condition.

Workload Balancing
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The practice of distributing assessment responsibilities among staff to avoid overload and maintain quality.
Balancing may involve adjusting caseloads, delegating tasks, or employing temporary staff during peak
periods. Overburdened assessors risk superficial assessments and errors.

Yield Evaluation
The analysis of outcomes relative to the resources invested in assessment and planning activities, often
expressed as cost‑effectiveness ratios or improvement percentages. Yield evaluation informs policy
decisions about where to allocate funding. Conducting rigorous evaluations requires reliable data collection
and analytical expertise.
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