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1 Executive Summary 
 

Northgate were requested by The Health and Social Care Information Centre (HSCIC) to 
participate in a feasibility study exploring the automation of data extraction from Adult Social 
Care information systems.  Through this work, Northgate has undertaken a review of the current 
data quality within social care systems at three of its customers.  Findings have been derived 
from two work-streams of activity; 
 An assessment of the Data Quality which resides within Social Care systems at Participating 

Authorities; and 

 A comparative analysis of statutory return data available for extraction from social care 
systems for the period April 2012 to March 2013 with data submitted to the HSCIC for that 
period. 

Northgate would like to thank the HSCIC for the opportunity to support this work mans also to 
the three authorities that supported these activities during the project’s life from July to 
September 2013. This document should be read in conjunction with the individual reports for 
Participating Authorities A, B, and C. 

 

1.1 Summary of Key Findings and Recommendations 

 

 For the three Participating Authorities it would not be feasible to extract data only from the 
social care system to support the statutory return process or a minimum social care data set; 

 The exercise identified that the three Participating Authorities have information 
management teams and tools at varying levels of maturity. It is therefore recommended that 
an audit of Authority information management capabilities, in parallel to defining a 
mandated social care data extract, would be a logical alternative approach; 

 In addition to defining a mandated social care data extract it is recommended that 
consideration is given to optimising the central data repository’s design, in order that data 
providers to the HSCIC are able to derive maximum benefit from the care.data programme; 
and 

 Consideration should be given to influencing Adult Social Care data stake-holder forums in 
support of the adoption of a national coding structure. A national coding structure, which 
could be adopted by social care system suppliers, would remove the need for the mapping 
exercises Authorities currently complete in order to prepare their statutory returns. 
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2 Introduction 
 

The HSCIC has been commissioned by the Department of Health (DH) Social Care Directorate to 
undertake a project to investigate the feasibility of automating the extract of data from Adult 
Social Care information systems. The project will take forward recommendations in the DH 
information strategy, The Power of Information: putting all of us in control of the health and care 
information we need, published in 2012, and will take into account the need to manage the 
administrative burden associated with national data collections as well as the wider view of the 
impact of using client level data and linking data across healthcare, public health and social care. 
The Outcomes and Information Development Board (OIDB), jointly chaired by DH and the 
Association of Directors of Adult Social Services (ADASS) will oversee this project. 
As a pre-cursor to the wider project outlined above Northgate were requested by the HSCIC to 
undertake a review of the current data quality within social care systems at three of its 
customers. The work was divided into three work-streams of activity. 

 

No. Work-Stream 

1 Recruitment of participating Local Authorities 
 

2 An assessment of the Data Quality which resides within Social Care 
systems at Participating Authorities 

3 A comparative analysis of statutory return data available for extraction from 
social care systems for the period April 2012 to March 2013 with data 
submitted to the HSCIC for that period 
. 
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3 Project Background 
 

Joining social care data with existing healthcare data will require identifiable, client level data to 
be passed to the HSCIC in order to enable linkage with any associated primary or secondary 
healthcare data relating to the same individual.  The HSCIC does not currently have access to 
client level (identifiable) social care data.  Much of this data resides within social care case 
management systems within each of the Local Authority organisations.  
As a leading supplier of case management systems into this market, and as an existing supplier of 
services to the HSCIC, Northgate was keen to support this initiative.   
In January 2013 Northgate proposed a project to the HSCIC with a broad scope to; 
 To prove the feasibility of transfer of client level data to the HSCIC from one or more Local 

Authorities, and to identify any issues or challenges associated with this transfer. 

 To assess the quality of data received from Local Authorities, with specific focus upon the 
availability of NHS number and / or other identifiers that support linkage to healthcare data. 

 To gain greater insight into the detailed data set available within local case management 
systems. 

 To scope value back to the Local Authority / Authorities from where the data originated, 
through the provision of comparative / benchmark reporting services, showing comparison 
between areas. 

 To gain feedback from the pilot Authorities that will support refinement of data collection 
and reporting processes should this pilot be rolled out beyond the initial sites. 

After consultation with the HSCIC these proposed objectives were considered too broad for the 
initial exercise and at the end of April 2013 the scope was reduced to; 
 An assessment of the quality of data available within Northgate’s SWIFT system at 3 of its 

Local Authority customers; 

 A comparative analysis of the data available from the SWIFT system at 3 Local Authorities 
and the data submitted by these Authorities in their 2012-2013 statutory returns; 

 A report of Northgate’s findings back to the HSCIC on the quality of data in the selected 
Authorities SWIFT system and comparative analysis against statutory returns. 

The approach followed used the four stage process originally outlined in Northgate’s January 
2013 proposal and confirmed below; 
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However, the scope of each of these 4 processes was significantly revised and agreed with the 
HSCIC in May 2013 as follows; 
It was agreed that the scope stage would now comprise; 
 Identification of candidate pilot sites; and 

 Agree / Finalise Pilot sites;  

It was agreed that the develop phase would now comprise; 
 Development of Data Quality reports; and  

 Development of extract routines to support the extraction of the pilot data set from the 
Northgate SWIFT system, into a consolidated data store; 

It was agreed that the Run Phase would now comprise; 
 Run of data extracts from SWIFT to the HSCIC for the 2012-2013 financial year; 

 Run of Data Quality Assessment Reporting; and 

 Capture and reporting of any on-going feedback from pilot sites 

It was agreed that the Review Phase would now comprise; 
 Data Quality Assessment - assessment of the quality / completeness of data passed from 

participating customers, highlighting common and/or significant issues and 
recommendations for improvements;   

 Capture and review of any feedback from pilot sites; and  

 Comparative analysis of the data extracted from social care system and the following 
statutory returns; 

o Abuse of vulnerable adults return (AVA); 

o Adult social care combined activity return (ASC-CAR); and  

o Referrals, assessments and packages of care (RAP). 

The tasks outlined in the four stages of activity fell into three key works-streams; 
 The recruitment of candidate sites; 

 The specification, build and running of data quality reports; and 

 The specification, build and running of the extract to support the comparative analysis with 
the statutory returns 

 

3.1 Work-Stream 1 – Recruitment of Participating Authorities. 

 

A project briefing paper was circulated to seven Northgate customers during July. Whilst all 
Authorities expressed interest in participating in the project, during the qualification exercise 
two Authorities had to withdraw. The reasons for withdrawal were in the first instance an 
unsupported version of Business Objects was in use, and in the second case local resources were 
unavailable within the required timeframes. 
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The three selected Authorities were finalised by the end of July and it was agreed that the report 
outputs from the project would refer to them as Participating Authorities A, B, and C. The 
Participating Authorities use both SWIFT and AIS systems to record data which has necessitated 
additional versions of the data quality reports being written. This, combined with variations in 
local data recording processes, means that they represent a cross section of Northgate social 
care customers 

 

3.2 Work-Stream 2 - An assessment of the Data Quality which resides within 
Social Care systems at Participating Authorities 

 
In order to deliver the assessment of Data Quality residing in Participating Authorities’ social care 
systems, the following reports were designed and built. 
 

 

Report 
Ref 
No. 

Data Quality Report Return 
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1 Contacts with a Contact reason mapped to 
‘Section 2 notification’ but no contact notification 
record exists. – REMOVED FROM SCOPE 

RAP 

2 Assessments completed, but not authorised. RAP 

3 Services/provisions linked to a care plan that 
don’t have an actual start date 

RAP 

4 For Direct Payment and Individual Budget (Self 
Directed Support), provisions which don’t have a 
planned start date - REMOVED FROM SCOPE 

RAP 

 

5 Assessment outcomes recorded that are for 
carers, but not possible to determine which carer 
they are for. 

RAP 

 

 

6 People valid for RAP, for whom no date of birth 
(actual or estimated) is recorded. 

RAP 

7 Clients with a referral within the year, who have 
an assessment which has started, but is not 
ended. 

RAP  

8 Reviews due within the year, but not completed. RAP  

9a AIS Safeguarding incident recorded, where one or 
more of the following are missing: Main Category, 
Location, Alleged Perpetrator, Relationship (for 
Alleged Perpetrator) 

AVA 

9b SWIFT Safeguarding incident recorded, where one 
or more of the following are missing: Main 
Category, Location, Alleged Perpetrator, 
Relationship (for Alleged Perpetrator) 

AVA 
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10a AIS - Safeguarding incident recorded, where the 
resulting from is something other than a contact. 

AVA 

10b SWIFT - Safeguarding incident recorded, where 
the resulting from is something other than a 
contact. 

AVA 

11a AIS - Safeguarding case concluded but there are 
missing perpetrator outcomes. 

AVA 

11b SWIFT - Safeguarding case concluded but there 
are missing perpetrator outcomes. 

AVA 

12  AIS - Strategy Discussions that are not resulting 
from an incident - REMOVED FROM SCOPE 

AVA 

13 Clients for whom there is a strategy discussion 
during the period, and for whom no mental 
capacity assessment has been recorded as having 
been done - REMOVED FROM SCOPE 

AVA 

14 Working age (18-64) learning disabled adults who 
have had an assessment, a review or a scheduled 
review or who received a service during the 
period, who have no employment record at all for 
the period. 

ASC-CAR 

15 Working age (18-64) learning disabled adults who 
have had an assessment, a review or a scheduled 
review during the period or who received a 
service, who have no ‘home’ address history 
record for the period or for whom there is no 
accommodation record associated with the ‘home’ 
address found. 

ASC-CAR 

16 Section 5 notifications recorded in period, but 
which have no outcome recorded in the period. 

ASC-CAR 
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17 Reviews of a type mapped to ‘91 Day 
Independence Review’ which were completed 
within the period, but which have no outcome. 

ASC-CAR 

18 Older people (aged 65 or above) who have a 
Section 5 notification recorded in the period, but 
which have no ‘home’ address history recorded for 
the period or for whom there is no 
accommodation record associated with the ‘home’ 
address found. 

ASC-CAR 

19 Providers who are people, who have delivered a 
service during the period to client who are 
reported on for ASC-CAR who do not have a main 
classification during the period. 

ASC-CAR 

20 People with an assessment review or service 
where their NHS number is not known 

N/A 

 

3.3 Work-Stream 3 - A comparative analysis of statutory return data available 
for extraction from social care systems for the period April 2012 to March 
2013 with data submitted to the HSCIC for that period. 

 

The third work-stream of the project required Northgate to install its APMS data warehouse at 
the Participating Authorities.  
This permitted Northgate to re-utilise a number of existing extract routines which some of our 
customers use to support their completion of statutory returns.  
Participating Authorities were provided with the option of either completing the upgrade tasks 
internally, or having a member of the Northgate team visit site to undertake the work. A key 
activity in the installation was the mapping of codes from the social care application to the 
warehouse. This activity was required as the majority of social care customers categorise activity 
on a more granular level within their businesses than is required by the statutory returns. It also 
served to highlight the differences in classifications which exist across customers in the social 
care domain. 
It should be noted that it was not possible to complete work-stream 3 for Participating Authority 
C and the reasons for this our explained in the findings for this Authority. 
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4 Participating Authorities: Key Findings 
 

4.1 Participating Authority A: Key Findings 

The Data Quality reports and APMS extracts were run locally during a Northgate consultant site 
visit to Participating Authority A in July 2013. 
The key findings were as follows; 

 
 DATA RECORDING IN SOCIAL CARE SYSTEM 

o Running the Data Quality reports highlighted the fact that Participating Authority A has 
tailored the use of its social care system to support its local processes. 

o The data quality reports highlighted that source system fields expected to return data did 
not. This was not due to the fact that Authority A was not recording these data items in 
the source system; rather it was being recorded in alternative fields. In addition, Authority 
A had recently upgraded from SWIFT to AIS, and from version 25.x to 27.02 of the 
database. They are in the process of transferring all Safeguarding data to the social care 
system which we understand historically was maintained partly in SWIFT, with the 
remainder in spreadsheets. Subsequently, the following data quality reports did not return 
data; 

 Report 9a:  AIS Safeguarding incident recorded, where one or more of the 
following are missing: Main Category, Location, Alleged Perpetrator, Relationship 
(for Alleged Perpetrator); 

 Report 10a: AIS - Safeguarding incident recorded, where the resulting from is 
something other than a contact; and 

 Report 11a: AIS Safeguarding case concluded but there are missing perpetrator 
outcomes. 

 

 USE OF THIRD PARTY AGENCIES  

o Participating Authority A has indicated in its commentary that they are reliant on third 
party agencies to provide assessment data for the completion of RAP A. The number of 
agencies was not specified, but the data required by the return would imply this includes 
agencies in the areas of mental health, physical disability, substance misuse and learning 
disability. These third parties do not have access to the social care system or have their 
own databases to record activity. The number of agencies collecting relevant statutory 
return data without access to social care systems presents a challenge if seeking to 
automate data extraction from a single source system 

 

 REQUIREMENT TO MANUALLY COLLATE DATA 
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o The reliance on third party agencies also creates a significant manual data collation 
overhead to the Participating Authority. This observation was made in respect of RAP A 
and P. Again this represents a constraint/design consideration if improving the statutory 
return submission process is an objective. 

 

 MENTAL HEALTH DATA COLLECTED BY MENTAL HEALTH TRUST 

o Participating Authority A works with its local mental health trust which has their own 
system to record mental health data. These records are manually supplied by the mental 
health trust at year end, data collated and reviewed, then added to the relevant statutory 
returns. The recording of mental health data outside of the social care source system also 
has the potential to impact on all activity reported upon in the data quality reports. 

 
 ASC-CAR & AVA – LOCAL SOCIAL CARE SYSTEM PROCESSES 

o Participating Authority A has elected to use only some areas of the social care system to 
record data required for ASC-CAR. This is supplemented by data from other third party 
agencies and source systems. 

o Participating Authority A’s local social care system process did not support the collection 
of data required for AVA in 2012-13 but it is understood they will be more closely aligned 
to the requirements of the this return for 2013-14. 

 
 
 

4.2 Participating Authority B: Key Findings 

 

The Data Quality reports and APMS extracts were run locally during a Northgate consultant site 
visit to Participating Authority B in August 2013. 
The key findings were as follows; 

 
 DATA RECORDING IN SOCIAL CARE SYSTEM 

o Running the Data Quality reports highlighted the fact that Participating Authority B has 
tailored the use of its social care system to support its local processes. 

o The data quality reports indicated that some source system fields expected to return data 
did not. This was not due to the fact that Authority B was not recording these data items 
in the source system, rather it was being recorded in alternative fields. Subsequently, the 
following data quality reports did not return data; 

 Report 5 Assessments for Carers. The assessment subject is used to record the 
carer; 

 Report 14 Employment Records. Authority B does not use the employment area of 
the source system. A code in the free text notes field on an assessment or review is 
used to identify the different types of employment; and 
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 Report 15 Accommodation Records. Authority B does not use the accommodation 
area of the source system. A code in the free text notes field on an assessment or 
review is used to identify the different types of accommodation. 

 

 TIMELINESS OF DATA RECORDING 

o It was noted that AVA data is recorded on manual forms/spreadsheets, before being 
rekeyed into AIS. This process is approximately 5 months in arrears. 

 

 CONFIGURATION OF SOCIAL CARE SYSTEMS 

o Participating Authority B currently uses two versions of the supplier’s social care system. 
The newer web based version of the software AIS is used to record contacts and referrals 
and from that point onwards SWIFT is used to record assessments, care plans, services 
and reviews. The supplier’s two systems are fully compatible for the recording of data in 
this manner, but represent a design consideration for any party seeking to develop 
standard extract routines, which would need to be specified to accommodate such local 
implementation variations. 

 

 SOCIAL CARE SYSTEM INTEGRATION WITH OTHER LOCAL AUTHORITY SOFTWARE SYSTEMS 

o In order to support the local information technology environment requirements, 
Participating Authority B’s social care system is integrated with a home care service 
scheduling system. Participating Authority B noted that this has required them to record 
clients as requiring a service which would normally be valid for RAP within the social care 
system, in order to enable the service to be scheduled via the scheduling system. 
Authority B is aware that this results in overstating RAP P totals and necessitates manual 
removal of incorrect records before submission. This system integration issue has now 
being recognised by the Authority and the process is being rectified. 

 

 USE OF THIRD PARTY AGENCIES 

o Participating Authority B has a partner responsible for recording single assessments for 
carers. This partner does not have access to record information directly into Participating 
Authority B’s database. The data collected by this third party agency is transferred 
manually to Participating Authority B, and then added to the statutory return. This 
effected the output of Report 5 Assessments for Carers and impacts on RAP C data 
collation process. 

 

 MENTAL HEALTH DATA COLLECTED BY MENTAL HEALTH TRUST 

o Participating Authority B works with its local mental health trust which has their own 
system to record mental health data. These records are manually supplied by the mental 
health trust at year end, data collated and reviewed, then added to the relevant statutory 



Executive Summary 

 
 
 

Executive Summary 

 

Northgate Information Solutions Page 15 

 

returns (RAP, particularly the P return). The recording of mental health data outside of the 
social care source system also has the potential to impact on all activity reported upon in 
the data quality reports. 

 
 ASC-CAR. 

o Participating Authority B has not yet implemented those areas of the social care system 
that would generate data for the ASC-CAR return. Northgate were informed that they are 
hoping to be able to implement these areas for the upcoming SALT return. 

 

4.3 Participating Authority C: Key Findings 

 

 LOCAL BUSINESS PROCESSES 

o Participating Authority C have configured and utilised their version of SWIFT (and 
subsequently AIS) to meet their local business processes and it was emphasised to 
Northgate that operational practices and data inputting procedures have been designed 
to maximise efficiency and effectiveness. These business processes exist for each 
operational process – including contact, assessment, support planning, safeguarding, 
review, enablement, hospitals, carers, and equipment. It was reported that the processes 
have been designed in consultation with operational staff and are embedded in the 
Authority through a training programme. Participating Authority C asserts that this 
method ensures that there is a culture of accountability within the Authority, and staff are 
familiar with both operational and system based processes. 

Northgate designed its data quality reports to produce outputs based on data being 
recorded in the social care system in specific fields. Participating Authority C wished to 
highlight that due to local processes requiring data to be recorded in different fields not all 
data quality reports returned the expected outputs.  

 DATA RECORDING IN SOCIAL CARE SYSTEM 

o Participating Authority C has developed a local process for the recording of safeguarding 
data. The Northgate report looks at outcomes recorded at each stage of their 
safeguarding process but Participating Authority C record outcomes at the end of the 
individual process, wherever that may be. Subsequently, the standard Northgate report 
shows high incidents of missing data. 

 PERCEPTION OF DATA QUALITY 

o Participating Authority C expressed concerns that the findings of work-stream 2 could be 
interpreted as the Authority having data quality issues. Northgate re-assured the 
Authority that the running of standard data quality reports was required to identify the 
feasibility of source system suppliers developing standard extract routines based on the 
expected use of the system, and agreed it was important that the HSCIC or readers of this 
document should not interpret findings otherwise. 

 LOCAL INFORMATION MANAGEMENT SYSTEMS 
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o Participating Authority C notified Northgate that it has a mature information management 
capability. Historically, the Authority did use Northgate’s APMS system to support its 
statutory returns process. However as the information management requirements placed 
on the Authority have developed, and extended beyond data captured in the social care 
source system, the Authority took the strategic decision to invest in its in-house 
information management capability.  

Participating Authority C notified Northgate that this investment has enabled their 
information team to develop reports to meet the requirements of the social care statutory 
returns with the flexibility to accommodate their local data recording processes. In 
addition, the capability has also enabled the Authority to participate in the SALT trial. 

 VERSION OF SOURCE SYSTEM/LOCAL IT ENVIRONMENT 

o It was noted by both Northgate and the Authority that some data quality reports would 
not run as they were designed to be deployed with Version 27.xx of the software and 
above. Participating Authority C currently runs 26.1. This presents a number of challenges 
in seeking to develop social care extracts directly from source systems. Whilst suppliers 
generally wish to consolidate customers on the latest software release there can be local 
IT environment reasons or conflicting economic priorities why this is not possible.  
Alternatively, source system suppliers could look to develop multiple versions of data 
extract routines compatible with all currently deployed and supported versions of their 
software, but this would increase costs for its user population. 

 MENTAL HEALTH DATA COLLECTED BY MENTAL HEALTH TRUST 

o Participating Authority C confirmed that although SWIFT is their main system for recording 
activity data, there are instances when it not practical for all data to be input into SWIFT. 
An example is data collected by the Authority’s integrated Mental Health team. 
Participating Authority C confirmed it has local data sharing agreements in place with 
these teams and data is collated prior to statutory returns being submitted. 

 WORK-STREAM 3  

o Although Participating Authority C did historically use Northgate’s Adult Performance 
Management System (APMS) they stopped using this at Version 4. Authority C therefore 
needed to be upgraded through APMS versions 5 to 7.63 in order to complete work-
stream 3 of the project. This has proved a relatively complex exercise and whilst it could 
be undertaken, the data returned from work-stream 2 indicates that if had proceeded 
there would still be large omissions in outputs generated. The Authority has indicated that 
completion of work-stream 2 required considerable time and effort on their part and the 
decision has therefore been taken not to complete work-stream 3. 
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5 Options and Recommendations 
 

5.1 Standardisation of Local Processes 

 

The exercise with the 3 Participating Authorities has identified that there is significant variance 
in local processes that would negate the value of source system suppliers developing extract 
routines to support a regular social care data extract from their applications. Participating 
Authorities were keen to emphasise that many of these local processes and ways in which they 
choose to use the system, or only parts of it, have developed for good reason. These include; 
 The time when a safeguarding outcome is measured by an Authority with some capturing 

this information at each stage of the process and others only at the end; 

 The engagement of a third party agency to collect assessment data at one Authority; 

 The need to integrate with the other information technology systems, for example, to 
schedule homecare services at one Authority; and 

 Mental Health data not being recorded in the social care system at all three Authorities. 

Whilst it is feasible that source systems could be designed to mandate adherence to a 
standardised process for the collection of specific social care data items, the impact on Local 
Authorities in terms of the business change required and cost would be substantial. Likewise, 
social care systems could be integrated with local mental health trust systems but there would 
be technical and information governance challenges to overcome. 
The standardisation of Local Authority data recording through social care systems is therefore 
not an option that is recommended. 

 

5.2 National Coding Structures 

 

Social care data is distinguished from primary and secondary health care data in that there are 
no nationally recognised social care coding structures. . Although social care data tends to be 
structured differently in each council with social services, other studies, such as those by the 
Nuffield Trust have observed that three types of data are generally available, demographics, 
assessments and utilisation data. 
It is generally possible to categorise data together into broad categories to create consistency 
between sites, which is necessary if there is an objective to apply a unit cost for comparative 
analysis. The limitation of grouping data in this manner is that without national definitions of 
services this relies on analyst interpretation of the data held within operational systems. 
In their 2011 paper the Nuffield Trust proposed the following service groupings which may 
provide the basis for wider discussions with stakeholders if there is a desire for more formal 
coding structures being adopted nationally.   
 Home care: This would ideally be defined in line with Home Help / Home Care (HH1) 

guidance17 to include; 

o Traditional home help services (including home help services provided by volunteers); 

o Overnight, live-in and 24-hour services; 



 

 
Executive Summary 

 

Northgate Information Solutions Page 18 

 

o Practical services which assist the client to function as independently as possible and/or 
continue to live in their own homes (for example, routine household tasks within or 
outside the home, personal care of the client, shopping, overnight, live-in and 24-hour 
services, respite care in support of the client's regular carers). 

 Residential care: This would ideally be defined in line with Supported Residents Collection 
(SR1) guidance18 as accommodation with both board and personal care for persons 
requiring personal care by reasons of disablement, past or present, dependence on alcohol 
or drugs, or past or present mental disorder; 

 Nursing care: This would ideally be defined in line with SR1 guidance to include nursing and 
other medical care provided in premises defined in Sections 21 to 22 of the Registered 
Homes Act 1984; 

 Residential respite care: This relates to help and support that allows an individual to take a 
break from the responsibility of caring for somebody else. It does not include day care or 
home care; 

 Other accommodation: This includes sheltered housing, very sheltered housing and extra 
care housing, as well as unstaffed (group) homes. 

 Equipment and adaptations: Note: telecare has been classified as equipment rather than 
home care; 

 Direct payments: These are cash payments made to individuals who have been assessed as 
needing services and are in lieu of social service provisions; 

 Day care: This is usually, although not always, offered in day centres. It includes services 
designed to assist people in maintaining links with the community and in avoiding social 
isolation. It can also provide carers with an opportunity to have their own space and time. It 
includes transport to and from day care; 

 Meals; and 

 Other: Not classified above. This may include counselling, training, etc. 

This exercise with the three Participating Authorities has highlighted that locally they will 
generally record data at a more granular level than is required for statutory returns. This is 
required to support their local processes and classifications. Whilst social care system suppliers 
can support Authorities by providing mapping tools, their value is limited if they are tied 
exclusively to the source system, and not all return data resides in that source system. This study 
has highlighted that local processes mean not all relevant statutory return data (e.g. Mental 
Health) will be held in the social care source systems which therefore reduces the effectiveness 
of mapping tools designed specifically around a supplier’s solution. The Authorities address this 
either by manually collating data from external partners to prepare statutory returns or have 
established information management environments (Extract Transform Load (ETL) tools, Data 
Warehouses, and Business Intelligence) to support the process. 
However, to develop and implement a social care equivalent of Read Codes, which have been in 
use in the NHS since 1985, would not be a feasible short-term option. It should be noted that 
the adoption of Read Codes in the NHS has facilitated efficient modern electronic 
communication to support patient records, public health and activity reporting, payments, audit, 
research and the automation of repetitive manual tasks.  
Thus, whilst Northgate would support the development of national social care coding structures 
in the longer term as there benefit in health has been substantial, it does not recommend them 
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as a solution that could be implemented in the timeframes required to support the automation 
of social care data extracts by the HSCIC as part of the care.data initiative. 

 

5.3 Specify Mandated Social Care Data Extract to Authorities 

 

We have concluded data can not be extracted from social care source systems easily. Our 
recommendation is that the HSCIC specify the data items and format in which Local Authorities 
must provide data. Our engagement with the Participating Authorities demonstrated that each 
had information management departments and teams with a variety of extraction tools, data 
repositories and business intelligence at their disposal. Whilst the scope of this project did not 
extend to an audit of the information management capabilities within the Participating 
Authorities this is a recommended area for further engagement. This could be conducted either 
through a structured questionnaire audit of a large number of Authorities, or via a more in 
depth on site activity with the three Participating Authorities. 

 

5.3.1 Future capture and data integration possibilities using An Object Orientated Approach 
(People, Objects, Locations and Events). 

 

By using an Object Orientated Approach (People, Objects, Locations and Events) it is possible to 
provide a full suite of data services for use by the HSCIC. This suite could support HSCIC defined 
extract routines from Local Authorities supplied in a variety formats including XML, HL7, csv., .xsl 
etc. Data passed to the HSCIC or captured by its operators is used to populate the object based 
‘Operational Data Store’ (ODS). An object based ODS is not only a data repository, it can also 
provide a rich user interface which allows permitted users to extract, navigate and visualise 
data. An Object Orientated Approach would potentially provide a platform which could be used 
by the HSCIC to allow other third party agencies to consume data, and deliver additional 
benefits back to those supplying data into them. 
Object based ODSs have been installed nationally to an impact level IL2 and IL3 and can be used 
to safeguard patient’s confidentiality. Encrypted connection and data transfer has been used to 
safeguard captured data in such deployments as it is gathered and integrated into the solution. 
An object orientated approach could provide the platform to capture data from Authority 
source systems or from their reporting data warehouses. Security, frequency and timeliness are 
all important factors to take into account for such an exercise and could form part of an 
integration assessment if the HSCIC would like to explore this option further. 
 

5.4 Operational Data Stores 

 

The approach would include an Object Orientated repository which could contain all the HSCIC’s 
health and social care data. This is a true Object based repository for People, Objects, Locations, 
and Events and could provide the platform for the care.data initiative. 
Each Object type is linked to related objects such as People and Locations associated with an 
episode or event.  
The method for calling an Object Orientated repository is via open standards and the use of Web 
Services Description Languages (WSDLs). The repository can also be accessed via a suite of 
Application Program Interfaces (API’s). Object Orientated repositories are designed for 
deployment in Service Orientated Architecture (SOA) solutions providing a suite of data access 
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services to a central single-point-of-truth.  The data access services are generally orchestrated 
by an Enterprise Service Bus (ensemble as used for the healthcare spine), and feature a very 
robust security model to provide a Role Based Access Model (RBAM). 
Object Orientated ODSs have been used locally and nationally in other public sector domains 
and can feature a full audit trail capturing data deltas, which enables the data state to be 
replayed at any point in time. 
The advantage of this ODS approach is that it would position the HSCIC to provide data to 
permitted agencies in more flexible, controlled manner. It has the potential to enable third party 
agencies to deliver solutions more cost effectively as a service, as data can be provisioned to 
them in the multi-dimensional People, Objects, Locations, Events format. The HSCIC would 
therefore be able to act not only as the collator and of data but also as the facilitator of new 
innovative services delivered by either public sector or commercial third parties. This is feasible 
as data supplied by the HSCIC to approved parties would reuse the data access services and 
models included in the Object Orientated solution. 
It is therefore recommended that the HSCIC consider not only how data from social care systems 
can be most effectively extracted, but also how the data repository can be most optimally 
designed to enable it to provision data in the most cost effective and re-usable format. 
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6 Potential Next Steps 
 

6.1 Authority Information Management Questionnaire Audit 

 

It is recognised that the scope of this project to investigate the feasibility of automating the 
extract of data from Adult Social Care information systems was limited to three Participating 
Authorities. 
The exercise has concluded that there are distinct challenges in automating the extraction of 
data from these systems and it is recommended that a more practical approach would be for the 
HSCIC to specify the data extract required, and allow Authorities to determine how they could 
best meet that requirement. 
The engagement identified that each of the three Authorities has information management 
departments and teams, with a range of data repositories, extract and transform tools and 
business intelligence software available to them. Whilst the scope of this project did not extend 
to auditing the tools available at each of the three Authorities it would appear that they would 
have the information management capability to supply data to the HSCIC in its preferred format. 
It is recommended that if the HSCIC would like to consider specifying the extract of social care 
data it would like to obtain from Authorities to support the care.data initiative, and permit them 
to individually decide how they could best support the requirement, a logical component of this 
exercise would be to develop a structured questionnaire/audit of the information management 
resources each Authority has at its disposal. 
A structured questionnaire could be developed covering the following areas human resources 
and skill-sets, source systems in which constituent data is held, data warehouses deployed, ETL 
tools, business intelligence software. The advantage of the questionnaire audit approach is that 
it would permit engagement with a larger number, if not all, Local Authorities required to submit 
data. 
 

6.2 Authority Information Management Audit 

The information management audit approach would cover similar areas to those covered in the 
questionnaire audit but in more depth. This on-site activity would be conducted with a smaller 
number of Authorities and provide a more detailed understanding of the local processes and 
information management capabilities resident at each. The audit could be conducted as a follow 
up exercise with the three Authorities that participated in this stage of the feasibility study, or in 
parallel to the proposed questionnaire audit. 

 

6.3 Extract and Design Workshop –The HSCIC and Northgate 

Northgate has recommended that if the HSCIC opt to specify a mandated social are data extract 
to Authorities it may also wish to consider how the central data repository design could be 
optimised to support the longer term objectives of the care.data programme. Northgate 
proposes that exploration of its ideas in this area could be facilitated through establishment of a 
workshop design programme with the HSCIC. 
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1 Purpose 

The purpose of this document is to summarise the key findings and lessons learned which 
were identified during a review of policies, projects, systems and initiatives relevant to the 
Adult Social Care Data Extraction Project. 
 
This document includes recommendations to be considered for the next steps in the Adult 
Social Care Data Extraction project. 
 

2 Background 

In 2012 the Department of Health (DH) published ‘The Power of Information: putting all of 
us in control of the health and care information we need’. This confirmed the interest in 
the use of client level data relating to adult care and support services for wider uses, subject 
to the necessary handling to protect confidentiality, and the need to manage the 
administrative burden associated with national data collections. 
 
It included a proposal that a feasibility study should be undertaken to develop options for a 
more strategic approach to this issue, initially focussing on the potential for uploading data 
from local systems, with the intention of starting to make use of client level data, and also to 
move away from the current manual returns.  There is also an acknowledgement that data 
collected for national purposes is currently only collected in aggregate form at local authority 
level, and does not support more granular analysis. 
 
In line with this, the DH Social Care, Local Government & Care Partnerships Directorate 
commissioned the Health and Social Care Information Centre (HSCIC) to undertake this 
project in order to investigate the feasibility of automating the extract of data from adult 
social care information systems, which are developed and supported by third party suppliers.  
In doing this the project will take into account the wider view of the impact of using client 
level data and  linking data across healthcare, public health and social care. It will consider 
the value (and barriers) of this information for stakeholders across the system including the 
public, service users, commissioners, providers, the regulator and DH. 
 
The project is overseen by the Outcomes and Information Development Board (OIDB), 
jointly chaired by the DH and the Association of Directors of Adult Social Services (ADASS). 
 
 

3 Stakeholders 

This review has been undertaken with input from the following key stakeholder 
organisations: 
 

 Health and Social Care Information Centre (HSCIC) 
 Department of Health (DH) 
 Care Quality Commission (CQC) 
 Association of Directors of Adult Social Services (ADASS) 
 Local Government Association (LGA) 
 Towards Excellence in Adult Social Care (TEASC) 
 Suppliers of adult social care systems 
 Local Authorities with social care responsibility 
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 Independent sector providers 
 Intellect 

 

4 Methodology 

The initial list of relevant legislation, policies, and projects, both past and current, was 
compiled by undertaking interviews with members of the Adult Social Care Data Extraction 
Project Board representing key stakeholder organisations. 
 
A desktop literature review was also undertaken to identify further projects and initiatives that 
may be relevant and would require further investigation. 
 
This list was reviewed for completeness and prioritised by the Adult Social Care Data 
Extraction Project Board. 
 
A detailed review of each policy, project, system or initiative was undertaken in conjunction 
with subject matter experts, comprising interviews and reviews of published materials.  This 
resulted in the elicitation, review and agreement of a proforma which included sections for 
issues/barriers, opportunities, lessons learned and impact upon the extraction of social care 
data for each policy, project, or initiative. 
   
Finally the information was analysed to identify common themes and lessons learned that 
may be relevant for the feasibility study.  In addition to this a series of recommendations are 
made within this report.  
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5 Policies, Projects and Initiatives 

5.1 In Scope 

The following policies, projects and initiatives were identified for investigation: 
 
Policy and Legislation 
 

 The Power of Information: Putting all of us in control of the health and care 
information we need 

 The Information Governance Review:  To Share Or Not To Share (Caldicott 2) 
 Dilnot Report & The care and support white paper 
 Sector Led Improvement in Local Government 
 Safer Hospitals Safer Wards: achieving an integrated digital care record 
 Integrated Care: Our Shared Commitment 
 A narrative for person-centred coordinated care 
 A New Start: Consultation on the way CQC regulates, inspects, and monitors care.  
 Red Tape Challenge and Focus on Enforcement 

 
Systems 
 

 General Practice Extraction Service (GPES) 
 Local initiatives that were being undertaken by the four main four system suppliers 
 National Adult Social Care Intelligence Service (NASCIS) 

 
Previous Projects 
 

 Adult Social Care Information Development (ASCID) Programme 
 Transforming Raw Information in Public Services (TRIPS) 
 Electronic Social Care Record (ESCR) 
 Adult Care Support Record Framework 
 Common Assessment Record Framework for Adults (CAF) 

 
Current Projects 
 

 Sector Led Improvement. Towards Excellence in Adult Social Care (TEASC) 
 Service Level User Information 
 Quarterly Reports 
 Northgate pilot testing the feasibility of extracting national data returns  
 NHS Number work 
 Data Linkage 
 Community Information Dataset (CIDS) 
 Mental Health Minimum Data Set (MHMDS) 
 London Adapter Project 

 
Unfortunately due to time constraints and the availability of key stakeholders only limited 
information has been captured for the following: 

 
 Care.Data 
 Integrated Care Pioneers programme 
 Think Local, Act Personal 
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6 Key Themes, Issues, Opportunities and 
Lessons Learned 

 
This section describes the key issues/barriers, opportunities, lessons learned and 
recommendations for each of the key and sub themes identified during the analysis of 
policies, projects and initiatives relating to social care extraction. 
 

6.1 Data Collection, Consistency and Quality 

Stakeholders raised a number of issues broadly relating to the quality of data across Social 
Care settings.  These can grouped be into the following sub-themes:  
 

 the limited number of national Social Care standards, particularly in comparison with 
healthcare 

 
 the recording of social care data across a variety of disparate systems and on paper 

records rather than in a single Electronic Social Care Record (ESCR) system 
 

 the quality of data captured and recorded in terms of completeness, 
comprehensiveness, accuracy and timeliness 

 
These themes are examined in more detail below. 
 

6.1.1 National Standards 

Standards, amongst other things, specify the rules for the collection, processing, 
management and sharing of information, and may include technical standards, data 
standards or information governance standards.  Standards may be applied locally, 
nationally to a specific domain e.g. social care or health, nationally across many domains or 
international.  They may be formally approved by an authoritative body such as the British 
Standards Institute (BSI) Group, Information Standards Board (ISB) or just be the de-facto 
way of working. 
 
Good quality information is consistent and comparable, which means, for data extraction to 
be effective, it must be recorded and stored in a standardised form using consistent 
terminology to give the greatest benefit.  Failure to adopt common standards within social 
care may prevent the linkage of extracted data or the meaningful comparison of data for 
benchmarking purposes.  
 
Existing Local Authority data collections need to be approved by the Department for 
Communities and Local Government (DCLG) New Burden Process and be included on the 
Single Data List.  While this process effectively focuses on information burden, there is little 
consideration of data standards, particularly regarding standards that may cut across 
different sectors.     
 
Within the NHS, standards are currently approved by the Information Standards Board (ISB) 
to ensure that they are ‘fit for purpose, interoperable, implementable and safe.  These are 
incorporated within the NHS Data Model and Dictionary as a central authoritative resource of 
standards employed across a variety of healthcare settings.   
 
Furthermore for health any new or changed standard will result in the publication of an 
Information Standards Notice (ISN) which notifies the interested parties, including suppliers 
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of healthcare systems, of what is required and the timescales.  In most cases suppliers will 
be contractually obliged to ensure that systems adhere to new and changing national 
standards.  This is not currently the case in social care.     
 
 
Issues/Barriers 
 
The lack of national accredited standards for social care was considered by many 
stakeholders as potentially the biggest barrier to the successful extraction of client level 
social care data from local authority systems.  The absence of common codification of data 
in councils, even with the same system suppliers, makes data sharing, comparative analysis 
and data linkage at a local and national level difficult. 
 
The 152 autonomous councils pose a huge challenge, both constitutionally and legally, to 
the adoption of standards. Councils are only accountable to the local population, which 
differs significantly to the operating model for the NHS and may present barriers to the 
adoption of standards across the social care system.  Data collections for healthcare, 
conversely, are usually mandated centrally by the Department of Health through the 
publication of specific standards that allow national data to be collated and reported on.  This 
is possible due to the accountability of healthcare providers nationally to the Secretary of 
State.  It is unclear whether the model adopted within health could be followed in the context 
of social care.  
 
Various projects, such as the Adult Social Care Information Development (ASCID) 
programme, have investigated the feasibility of developing and implementing a national 
social care standard over the years.  The fact that there is still no nationally agreed social 
care standard appears to be due to a complex mix of definitions, organisational capacity, 
unresolved local/national differences, software design and software usage. Rectifying 
inconsistent terminology and codification used across social care is not something that can 
be remedied easily. 
 
Stakeholders reported that there is no existing mechanism similar to the Information 
Standards Notice (ISN) process within social care which would require system suppliers to 
ensure that social care systems adhere to any new or changed national standards.  This 
may present barriers to the implementation of standards. 
 
Opportunities 
 
The Zero Based Review (ZBR) of existing Adult Social Care national collections and 
reporting has resulted in the consolidation of existing collections into new collections, namely 
the Adult Safeguarding Return, Short and Long Term Support (SALT), Finance Return and 
the Equalities and Classifications Framework (EQ-CL).  Whilst these will continue to be 
reported at aggregated level on an annual basis, they are based upon the minimum 
information required to support national requirements and will consequently go some way to 
define standards for the core items that are likely to be included within an Adult Social Care 
Data Extraction at client level. 
 
The Power of Information aims to drive integrated care between and within health and social 
care systems in the longer term.  Based on this, local authorities will be committed to 
working towards much better integration of our health and social care information locally, 
providing opportunities for the standardisation necessary to achieve this to be utilised 
nationally.    
 
Reforms are likely to result in an increased number of people coming into contact with local 
authority provided social care. Given the emphasis on the portability of care this may offer an 
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opportunity to introduce common standards for recording the data that needs to be 
transferred between local authorities.  It may also offer an opportunity to promote the use of 
the NHS number as a unique identifier. 
 
Under the Health and Social are Act 2012 the Secretary of State (or other statutory bodies) 
can direct the HSCIC to develop standards and collect information from health and social 
care organisations, including Local Authorities in relation to social care.  The Information 
Standards and Collections Board (ISCB), a sub-group of the Information Services 
Commissioning Group (ISCG), and the successor to the Information Standards Board (ISB), 
is currently being established as the mechanism to consider and approve health and social 
care standards which will include adult social care.  This will provide the mechanism for the 
approval of standards to support Adult Social Care Data Extraction and ensure that these 
align to equivalent health standards wherever possible. 
 
There may be opportunities to adopt a similar, or extend the existing Information Standards 
Notice (ISN) mechanism used within health across social care to ensure that there is an 
implementation mechanism for any new or changed standards.   
 
Lessons Learned 
 
The Northgate feasibility study noted that: 
 

 Consideration should be given to influencing adult social care data stakeholder 
forums in support of the adoption of a national coding structure  

 

 Social care data tends to be structured differently in each council with social services, 
but three types of data are generally available, demographics, assessments and 
utilisation data 

 
Experience in the NHS has shown that even when a national standard has been developed 
it takes a considerable amount of time for the systems and local processes to change to 
reflect the standard, and for quality data to be available which is suitable for meaningful 
national analysis. 
 
The Child Protection – Information Sharing (CP-IS) initiative, which collects child identifiable 
data for all children with a Local Authority Child Protection Plan in order for that information 
to be visible to A&E departments through their systems, demonstrates that in many cases a 
simple solution can be more effective.  It includes use of the NHS Number as the unique 
linking identifier.  
 
The leading children’s case management systems already support standard extract reports 
for client level social care data reported through the ‘Looked After Children’ report.  Further 
work on how this has been achieved is recommended. 
 
Recommendations 
 
DQ1 Initiate discussions with the Information Standards and Collections Board (ISCB) to 

understand the emerging process for the approval of standards in adult social care 
and encourage liaison with local authorities in conjunction with ADASS and the 
Outcomes and Information Development Board (OIDB) in order to promote the 
benefits of adopting common standards 

 
DQ2 Identify a minimum social care data set in conjunction with key stakeholders and 

expert reference group.  This is likely to be based on items currently aggregated for 
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collection in annual ZBR returns, with additional data items to support key national 
requirements, increased granularity of reporting and to enable data linkage 

 
DQ3 Undertake a data mapping exercise based upon the minimum social care data set 

outlined in DQ2 to identify how or whether these items are captured/recorded and 
held in local systems, or on paper records, and any standards adopted.  This will 
support an assessment to identify how much work, if any, is required to collect and 
extract the required data set 

 
DQ4 Initiate discussions with the Department of Health and ADASS to investigate the 

feasibility of introducing a mechanism similar to the existing Information Standards 
Notice (ISN) process currently operating within health, including identification of the 
benefits and dis-benefits of introducing a similar process in adult social care. (This 
was also noted in the Northgate pilot recommendations).  This would need to take 
place in parallel to recommendation DQ1 

 
DQ5 Further detailed investigation should be undertaken with local authorities that have 

implemented the TRIPS and/or children’s social care (Looked After Children) Service 
User Level national reporting.  This will help identify lessons learnt for these projects 
from an operational level rather than central project perspective, including resulting 
benefits and any barriers/issues for local authorities that have undertaken this work 

 
 

6.1.2 Local Data/Systems 

Local adult social care data is the information derived from contacts between clients of adult 
social care services and the local authority or other providers of adult social care services, 
from the initial assessment and care planning to services received and client outcomes. 
 
Local systems entail a variety of electronic systems such as Electronic Social Care Record 
(ESCR) systems, local bespoke systems and databases and also paper based systems 
used to record adult social care information.  
 
Data Extraction will not necessarily require all desired information – likely to include client 
demographics information, assessments, care plans, services received and outcomes - to be 
routinely recorded and available within a single core system such as the Electronic Social 
Care Record (ESCR) system.   
 
Local authorities currently collect a range of data for operational use as well as various local 
and national reporting activities, using a range of different software systems provided by 
several system suppliers.  These may include a core Electronic Social Care Record (ESCR) 
system which is in many cases supplemented by bespoke local data bases and 
spreadsheets as well as information recorded only in paper records.  However, local 
authorities often implement their systems in a non-standard way.   
 
The move towards more integrated care between health and care providers presents an 
imperative to be able to link data across the health and social care landscape. 
 
Issues/Barriers 
 
Local Authorities often don’t use the tools provided in information systems to their full 
potential and tend to use more than one system to record data.  This may be due to historic 
reasons or because there is no universal way of recording information. 
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Locally, information is recorded in multiple systems and is not always captured electronically: 
considerable work is undertaken locally to work on the data to make it fit for purpose in terms 
of national returns. A large volume of relevant information is recorded in disparate systems, 
bespoke databases, spreadsheets and on paper records. 
 
There are five main system suppliers covering 92% of local authorities.  The remaining 8% 
are signed with other smaller suppliers or have in-house systems.  There is also the issue 
that bespoke software changes, requested by local authorities has resulted in multiple 
versions for the same supplier. 
 
As local authorities commonly hold information in a number of disparate systems this would 
pose challenges to extracting data unless the data was amalgamated in to a data 
warehouse. 
 
There can be a long lead time for changes to adult social care systems to be developed and 
implemented within local authorities ranging from 6 months for reporting changes to 18 
months for additional functionality to support data collection such as new data items.  In 
addition to this additional functionality will only be implemented in line with release cycles 
which may only be annually for some local authorities. 
 
There can be significant cost and resource implications for local authorities implementing 
upgrades to systems, including effort testing, undertaking data migration, and training staff.  
This may compound the long lead time for new systems identified previously making it 
difficult to respond to any new or changing standards in a responsive manner. 
 
There are differences between the way data is collected and reported by the five main 
software suppliers. Local authorities have different ways of collecting and reporting data, and 
system suppliers are often commissioned to design bespoke reporting for their area 
therefore it may be difficult to extract relevant data directly from the five main system 
suppliers.   
 
The adult social care IT suppliers themselves have no control over how local authorities 
actually configure and use their systems and sometimes have limited awareness of the 
varying configurations. 
 
In some cases, data is recorded on paper by professionals and only later entered into the 
computer systems by admin staff which can result in significant backlogs. 
 
Opportunities 
 
Technically it is possible to extract client level data from the case management systems, 
though there are information governance and data protection implications to consider. 
 
One of the key ambitions of the Power of Information is that electronic care records 
progressively become the source for core information used to improve our care, improve 
services and to inform research, etc. – reducing bureaucratic data collections and enabling 
us to measure quality.  This will increasingly require data to be captured electronically in a 
single electronic care record which would subsequently be available for extraction. 
 
Lessons Learned 
 
The Northgate feasibility study has concluded that it is not currently feasible to extract data 
directly from the systems; however other options may be available and should be 
considered, such as the submission of data, which may be possible from disparate systems 
or a data warehouse rather than extraction from a single system.  Furthermore this model 
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has been successfully applied in Mental Health settings where similar barriers existed in 
terms of how information was recorded in a variety of disparate systems locally. 
 
Recommendations 
 
 
DQ6 Undertake a data discovery exercise of the key Electronic Social Care Record 

(ESCR) systems to identify the core commonality and differences between systems 
to support the information captured in the Data Mapping Exercise in recommendation 
DQ3 

 

6.1.3 Data Quality and Timeliness  

The key dimensions of the data quality of social care information captured and recorded by 
local authorities are: 
 

 Completeness – where records are extracted are all of the required items 
populated/completed? 

 
 Comprehensiveness – is the data comprehensive i.e. is data for all clients in all local 

authorities included? 
 

 Accuracy/Consistency – does the information recorded accurately reflect the activity 
that has actually occurred?  Does it align to agreed standards? Is it consistently 
recorded i.e. the same activity recorded in the same way? 

 
 Timeliness – is the data up to date? 

 
The quality of local data will be crucial to the viability of Adult Social Care Data Extraction.  
The benefits associated with the development of a technical solution and service, which is 
likely to incur significant costs, may ultimately not be realised if the quality of local data 
available for extraction is poor. 
 
The Northgate feasibility study has confirmed the problems around the completeness, 
consistency and timeliness of data in the main social care case management systems. 
 
Even where local standards for data recording exist, they may not be followed consistently 
across all teams within an authority. 
 
Issues/Barriers 
 
A number of interviewees commented on the inaccuracy of data recorded across disparate 
systems and paper records. They also stated that data captured and recorded is not always 
complete, comprehensive, accurate and timely. 
 
Data are often incomplete and may not include information about services not provided 
directly by the local authority e.g. data on Mental Health clients in particular is usually not 
held fully in the social care case management system but in the NHS system used by 
Community Mental Health Teams. 
 
Opportunities 
 
The Health and Social Care Act 2012 strengthens the HSCIC remit in ensuring data quality 
throughout the health and social care system. 
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Through the Data Extraction project, the HSCIC can make the case that good quality data 
from local systems will improve the quality of life and safety of people needing care.  This will 
present an opportunity to directors of adult social services and their management teams to 
convince frontline staff about the importance of accurate and timely recording. 
 
Lessons Learned 
 
Comprehensiveness, completeness and accuracy of data will be significantly improved if 
local users derive value from the data e.g. the direct provision of social services to clients 
and local administration of these, and collection isn’t merely seen as an additional burden 
imposed by the Centre for national requirements. 
 
Making value-added data available to the local authorities e.g. through linkage to other data 
sources, benchmarking, quality dashboards etc. is likely to provide incentives to local 
authorities which will in turn lead to improved data quality.  Unless value added information 
is provided back to local authorities the data submitted will never be more useful or timely to 
them than at the point of submission. 
 
Extraction of data directly from social care systems may be of poor quality unless local 
authorities are able to check and address data issues prior to extraction i.e. effectively ‘sign-
off’ the data to be extracted.  
 
 
 
 
Recommendations 
 
DQ7 Undertake an assessment of the data quality of the proposed draft dataset (DQ2) 

within local authorities. The assessment will provide an indication of the 
completeness and comprehensiveness of the data and inform future decisions on 
data extraction. Where available, existing data quality reports can be used to support 
this.  This assessment should also review any existing processes for ensuring data 
quality and data validation at a local level 
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6.2 Data Linkage 

Increasingly there is a desire to link a variety of health and social care data sets to allow a 
patient centric analysis of the patient pathway.  Data linkage across social care and health 
information is not currently possible at a national level as only aggregated social care data is 
available.  The extraction of adult social care data at client level would support the linkage to 
health data sets including hospital activity, mental health, community health, Office of 
National Statistics (ONS) Mortality data and GP data.   
 
While there is evidence that some organisations are already linking adult social care 
information with health care data at a local level, this has been patchy.   The Nuffield Trust, 
for example, has achieved linkage by receiving client level data from Local Authorities and 
health commissioners in a pseudonymised format i.e. without the possibility of identifying the 
client.  Although linkage rates are adequate for research purposes, it is not possible to 
maximise linkage rates to achieve the wider benefits of data linkage. 
 
There are a number of areas that complicate data linkage, which are detailed below: 
 
 

6.2.1 NHS Number and other Patient Identifiers 

NHS Number is the key unique identifier of patients in the health sector and is routinely used 
in NHS information systems, as the patient identifier of choice and for the purpose of data 
linkage. There is no similar common national unique identifier used across adult social care.   
 
Encouraging the use of NHS Number as a common identifier would support the linkage of 
disparate data sets allowing analysis of the full person centric view of health and social care 
services that they receive, thus supporting service improvement and redesign. 
 
Issues/Barriers 
 
The NHS Number is not currently captured for a large proportion of clients or used as the 
primary client identifier within social care.  This makes linkage between datasets and 
integrated care pathways difficult. It will be difficult to encourage local authorities to record 
the NHS Number unless its use is made mandatory. 
 
Previously, there has been concern as to whether local authorities were entitled to hold NHS 
numbers under the Data Protection Act, but it is now clear that they are entitled to do so 
where the service user is also an NHS patient (which effectively covers 99% of service 
users). 
 
Opportunities 
 
The Power of Information commits to the NHS Number being the primary identifier across 
health and social care by 2015. 
 
There is also an increasing emphasis on delivering integrated care comprising both health 
and social care services in a coordinated way which will rely on using a common identifier 
which will realistically be the NHS Number.  
 
Recommendations of the Dilnot report which is to be enacted by the Care Bill are likely to 
require a care account to be established for all clients.   The use of the NHS Number could 
be extremely beneficial when establishing care accounts, especially when the issue of 
clients transferring between local authorities arises. 
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ADASS IMG is planning to issue a draft report to stakeholders by the end of February with 
recommendations as to the most cost-effective means for local authorities to obtain and 
maintain verified NHS numbers against clients in their case management systems. 
 
The NHS Number Programme is only in the potential pipeline for a formal project at this time 
as NHS England/Department of Health have not formally commissioned new work in this 
area.  A pre-project exercise was initiated (but is currently on hold) to develop an outline 
business case for a future standards project within the emerging ISCG governance 
structures / process, which is formally being established in January 2014. 
 
The Department of Health has an opportunity to encourage the use of NHS numbers in adult 
social care through the Integration Transformation Fund. 
 
Lessons Learned 

 
The “Implementing Dilnot” report found: “A maximum of 20 councils (13%) are believed to be 
systematically obtaining verified NHS numbers against all their clients (or at least those for 
which they can find matches – typically over 95% where matching is followed up by data 
cleansing work).” 
This has been corroborated by HSCIC’s own investigations.   
 
Obtaining verified NHS numbers requires some technical implementation work and data 
cleansing resource and some ongoing effort.  Thus far, most local authorities have not been 
able to see sufficient benefits to make this investment.  Some of the benefit will be gained at 
a national level and by NHS partners.   
 
Poor data quality in fields required for linkage will reduce the quality of the data and may 
have a significant impact on the linkage matching rate and/or result in a higher proportion of 
linkage at lower confidence levels. 
 

Recommendations 

 
DL1 Undertake an assessment of how widespread the recording of NHS Number across 

adult social care including issues and barriers and any benefits that they have come 
across associated with recording this.  In addition other identifiers should also be 
investigated for the purpose of linking adult social care and health data 

 
 

6.2.2 Information Governance 

If person-level information is to flow centrally for data linkage purposes, full consideration of 
information governance implications will need to be considered.  This includes, for example, 
identifying a data controller for each new data asset created by each linkage. 
 
Identifiable data can only be provided where the client has consented or where there is 
another lawful basis to do so including the appropriate statutory regulation being in place.  
 
Issues/Barriers 
 
Some local authorities have refused system suppliers to hold their data off site; this may be 
an issue for data extraction. 
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Clients should be able to object/opt-out of their personal data being extracted and processed 
at a national level.  
 
Opportunities 
 
The Health and Social Care Act 2012 provides legal basis for the HSCIC to obtain and 
access personal confidential data for health and social care related purposes where they are 
either directed by the Secretary of State and NHS Commissioning Board (section 254 of the 
Act) or following a mandatory request from a ‘principal body’, i.e. CQC, Monitor or NICE 
(section 255). 
 
There will also be a loosely co-ordinated national programme for the implementation of the 
Caldicott 2 recommendations which should provide a forum for engagement on the 
information governance aspects of the data extraction project. 
 
Lessons Learned 
 
Gaining information governance input is crucial to the success of any data extraction project.  
 
There have historically been frequent barriers to sharing person confidential data with 
partner agencies, often due to a lack of understanding of the legal aspects/rules around this.  
 
Recommendations 
 
DL2 Information governance subject matter experts should be involved throughout any 

Adult Social Care Extraction Project, especially during the early stages to ensure 
information governance implications are fully considered  

DL3 Investigate local authorities’ current information governance position and consent 
models for the extraction of social care records including personal confidential data 
(PCD), with a view to developing a consent model. Data Protection Act registrations 
may not cover additional uses for the data and therefore additional 
notification/awareness options would need to be considered 
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6.3 Burden 

Adult Social Care Data Extraction will ultimately only be successful if there is no, or only a 
slight increase in the resulting burden imposed upon local authorities.  This is particularly 
important in the context of limited resources and ever decreasing budgets within local 
authorities.  
 
The current situation is that the Single Data List held by the Department for Communities & 
Local Government ensures that central government departments finance any additional 
information burden that they impose on local authorities. 
 
Data Extraction in the long term has the opportunity to minimise the burden on local 
authorities, whilst at the same time, adding value by enriching the information that is 
available in order to, for example, supporting local authorities to deliver change to the front 
line.   
 
The Health and Social Care Information Centre (HSCIC), as a result of new powers defined 
in the Health and Social Care Act, has a role in minimising the information burden 
associated with national collections across the Health and Social Care system. 
 
Issues/Barriers 
 
Stakeholders from local authorities indicated that local authorities face significant budgetary 
pressures and as a result there are only likely to be very limited resources available to 
support Adult Social Care Data Extraction.  In times of austerity the focus of many local 
authorities will primarily be on provision of front line services to meet the needs of local 
clients rather than investment in systems and the resources such as the back office/support 
services. 
 
In the medium term data extraction could reduce the burden on local authorities from 
compiling the current statutory returns, but initial implementation is likely to be an additional 
burden and as such could be eligible for (non-ring-fenced) Department of Health funding as 
was available for the implementation of the ZBR reporting.  Even so, if the responsible local 
authority managers are not able to agree use of the resources with corporate finance, then 
implementations may be ineffective. 
 
Directors of adult social care services will have to buy into allocation of (modest) resources 
for the development and implementation of data extraction at a time of reducing funding and 
increasing demand. 
 
Opportunities 
 
Implementation of Dilnot Report recommendations will begin to dissolve the traditional divide 
between public and privately funded care.  Those who fund their own care (or their relatives 
on their behalf) will have a financial incentive to apply to their local authority for a Care 
Account.  As this will be required to manage local social care service provision there will be 
an opportunity for the additional information to be used for national reporting purposes with 
minimal additional burden on local authorities. 
 
There seems to be some commonality between information of use to commissioners, the 
regulator and the information provided voluntarily by providers for the public e.g. through 
NHS Choices.  A single Adult Social Care Data Extraction would potentially have the ability 
to service the needs of these varying customers and any resulting burden could be offset by 
the reduction in burden gained from replacing existing disparate flows of information.  
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There is an opportunity to aggregate provider data across local authorities, so that the 
regulator (CQC) can improve its information to target inspection and produce robust ratings.  
For example, local authorities should have processes in place to identify providers with 
exceptionally high levels of individual safeguarding concerns.  However, if a provider has 
clients from a range of local authorities then a disturbing pattern of concerns may not be 
apparent to a single local authority.   
 
CQC will also have a duty to assess the financial sustainability of providers that are critical to 
a safe operation of the market due to their size or specialism.  Data from local authorities 
aggregated by provider on expenditure and type of care service will assist CQC with that 
duty. 
 
The mechanism aggregation of provider data is currently in the use of the CQC Location and 
Organisation Identifiers for linkage purposes; however the CQC’s role is changing.  There 
will be greater opportunities for data aggregation if local authorities consistently record them 
against all providers in their databases which most case management systems will allow.  
 
Lessons Learned 
 
The views of some stakeholders was that data is not always valued but seen as a burden, in 
part this is because of content but also linked to timeliness and the fact that the data is 
aggregated minimising the analysis that can be done. 
 
Engaging directly with local authorities early on to understand their processes, procedures 
and mechanism(s) for recording client level data, especially where a number of disparate 
systems are involved, ensures local authorities feel included and would enable the team to 
accurately assess any impact or burden that may be involved in the Adult Social Care Data 
Extraction project. 
 
NASCIS allows published data to be made available to the public. There is a need to find 
ways to get service user level data in a more flexible way rather than using aggregated data 
e.g. stakeholders suggest more demand for more granular data is made available to the 
public. 
 
Experience from a wide range of data set development projects in the health arena indicate 
that it is important to focus on information that is routinely captured for local uses, such as 
the delivery of care services to clients, and does not impose a significant addition burden of 
collection upon organisations.  Data sets will often be met by resistance where they are 
primarily to meet national requirements with limited local application for the data and thus 
impose a significant burden on the organisation collecting and reporting the data. 
 
Recommendations 
 
BD1 Any data collection changes instigated by this or any future extraction project should 

factor in a full impact assessment on local authority staff   
 

BD2 In addition to DQ3, measure the current burden of manually inputting data for existing 
mandatory collections and compare with ways in which data extraction could reduce 
the burden 

 
BD3 Benefits of an Adult Social Care Data Extraction project should be identified prior to 

commencing with any significant doing this piece of work 
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6.4 Engagement 

The final common theme identified during interviews with stakeholders revolves around the 
importance of engagement with local authorities, national bodies and with the suppliers of 
adult social care systems. 

 
 
6.4.1 Local Authorities and other Stakeholders 

Engagement of key stakeholders in any major project is crucial; however for the Adult Social 
Care Data Extraction Project this will be even more important due to the complex 
stakeholder landscape of 152 local authorities with adult social care responsibilities, an 
estimated 30,000 commercial and not-for-profit providers of care and support, plus a variety 
of national bodies and agencies. Successful engagement will help to ensure that issues and 
barriers are considered, the solution meets the needs of key stakeholders and the project 
receives the necessary buy-in.  
 
Ultimately the necessary information required to support the Adult Social Care Data 
Extraction Project will primarily reside within local authorities. Each will have a different set of 
local circumstances, such as local systems, organisational structure, business processes 
and priorities which will present challenges to the project.   
 
There are a number of bodies that will support engagement with local authorities at all levels 
including: 
 

 Association of Directors of Adult Social Care Services  
 Towards Excellence in Adult Social Care 

 
The ADASS Information Management Group (IMG), a sub group of ADASS, will provide an 
important point of engagement and will also provide links to the Society of Information 
Technology Managers (SOCITM), which represents corporate local authority IT managers 
who will also have a role to play in the data extraction project.  
 
In the future it may be desirable to extend the scope to cover non-local authority providers of 
care and support services which will bring about different challenges and require suitable 
engagement of the relevant organisations. 
 
Finally there will be a number of high profile national organisations that will need to be fully 
engaged to ensure that the Adult Social Care Data Extraction Project supports their strategic 
objectives and meets their key requirements including the Department of Health, NHS 
England and the Care Quality Commission (CQC). 
 
Issues / Barriers  
 
The key issue is the large number of local authorities – all with differing structures, levels of 
resourcing and local priorities. The HSCIC and the Department of Health have a limited 
range of controls to ensure that local authorities comply with central requests that impact on 
their local processes.  
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Recruitment of representative local authorities to contribute to the development of data 
extraction may be difficult if their involvement is not funded and they do not see it fitting in 
with local priorities, or if there are doubts about the outcome of the project.   
 
Historically most local authorities would have a clearly identified social services IT manager. 
That is less true now with the split between adult and children’s services, outsourcing and 
corporate IT restructures, meaning that responsibilities are sometimes split across teams 
and departments. This may cause difficulties obtaining the correct level of input from local 
authorities. 
 
Opportunities 
 
The Northgate preliminary work has already engaged three local authorities. There should 
be an opportunity to continue to involve them in further work. 
 
The Zero Based Review programme has also enabled the HSCIC to engage with information 
management staff across a range of local authorities in the development of detailed 
requirements for national collections of aggregate adult social care data.     
 
Early involvement in national programmes can be presented as beneficial to both the 
individual local authority staff concerned in terms of their career development, and to the 
local authority, which has input into the requirements and gained an earlier understanding of 
what will be required for implementation. 
 
It may be difficult to obtain the right level of input from local authorities. During the scoping 
phase of the project, it will be necessary to gain engagement from experienced policy and 
performance managers within local authorities who can advise where and how the best 
longer-term benefits of the programme can be derived.  When it comes to detailed technical 
specifications the engagement will need to be with adult social care information managers 
and technical staff.  
 
Lessons Learned 
 
It is imperative that local authorities are appropriately engaged; otherwise this can lead to 
resistance. An example of this is within children’s social care there was some local 
resistance to the introduction of local e-CAF systems even though these were being 
promoted nationally. 
 
For any project to succeed the presence of experienced local authority staff within the 
project team is vital. On the ZBR programme there was some difficulty in maintaining 
continuity of local authority engagement where they were volunteering to assist with 
development.   One way to ensure frontline local authority experience in the programme was 
to second staff part-time to the central project, although even with this option it was not easy 
to release the most appropriate staff from their local authority roles.   
 
Several projects, including the CAF Demonstrator Site Programme, ContactPoint and Health 
and Social Care Integration Pioneer Sites, have adopted bid funding to help ensure that the 
national objectives of such programme are achieved.  This enables successful local 
authorities to access additional resources to not only advance the national programme, 
which may not have been possible otherwise, but also to contribute towards meeting local 
priorities.  The bid funding approach can be particularly helpful with larger programmes and 
where an early engagement with the leading local authority IT suppliers is required. There is 
however an overhead for unsuccessful local authorities in resourcing the bidding process 
and for the funding organisation in managing the bid process. 
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Recommendations 
 
EN1 In the early stages of initiating a data extraction development project, develop and 

implement a communications and engagement strategy. This should consider 
communications for the following key stakeholder groups to promote the benefits, 
aims and objectives of the project: 

 Suppliers  
 Local Authorities 
 Commissioners / Providers   
 Central Bodies 

o ADASS, LGA, TEASC, CQC, etc. 
 Citizen / Client perspective 

 
EN2 Establish and engage an expert reference group of local authorities and wider 

stakeholders before any plans are implemented for data extraction.  This should build 
upon contacts already available through ZBR, TEASC and ADASS IMG to garner 
opinion, use as a sounding board and ensure involvement and ownership 
 
 

6.4.2 Adult Social Care System Suppliers 

Engagement with adult social care system suppliers will be important to the feasibility of an 
Adult Social Care Data Extraction project as this will require the extraction of social care data 
from a single system, typically the Electronic Social Care Record (ESCR) system.  As a 
result there will be a need for system suppliers to support the development of extraction 
routines from their systems and also to ensure that their systems allow the capture of 
required data items to agreed national standards. 
 
There are currently five main suppliers which account for the majority of adult social care 
systems used within local authorities.  In addition some information is recorded on other 
systems such as finance systems, local and bespoke systems and databases or in 
spreadsheets and paper based records.  In some cases local authorities are starting to hold 
data within Citizen Portals and e-Marketplaces, which may be provided by a mixed economy 
of suppliers. 
 
Issues/Barriers 
 
No significant issues or barriers have been identified by stakeholders in relation to 
engagement with system suppliers.  
 
Opportunities 
 
The HSCIC is already engaged with the leading adult social care IT system suppliers 
through the ZBR programme.  The Adult Social Care Data Extraction Project can build on 
these relationships and engagement routes. 
 
ADASS IMG has engaged with IT suppliers at a more senior level for consultation on the 
implementation of Dilnot and those contacts can be used. It can also be a route for including 
the in-house and smaller suppliers.   
 
For the feasibility stage of the project, IT suppliers should be willing to commit limited 
resources to stay aware of plans and influence them as part of their general product 
management function.  Options to encourage them to develop specific upgrades or products 
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can be explored at a later date when the scope is clearer. This can range from a statutory 
requirement to central investment through a local authority bid funding process. 
 
For the national infrastructure, the HSCIC may have the opportunity to use one of its existing 
contracts or national frameworks to avoid a full Official Journal of the European Union 
(OJEU) procurement. 
 
If adult social care IT system suppliers have the opportunity to develop commercial products 
to support the Adult Social Care Data Extraction Project, then they will also be motivated to 
engage with local authorities through their user groups and customer bases for 
implementation and associated licence and/or services revenue. 
 
Lessons Learned 
 
There is a danger in not engaging the leading IT suppliers at an early stage and only working 
with a small number of local authorities.  For example, the TRIPS project was successful in 
aggregating a wide range of ASC data from multiple systems at one lead local authority site, 
but it then proved impossible to replicate this at other sites with other systems and 
configurations. The project also highlighted the dangers of an ad-hoc local solution to a 
general problem rather than a productised, replicable solution that the established IT 
suppliers should be able to offer. 
 
Both the ContactPoint programme and expensive parts of the CAF Programme 
demonstrated the risk of investing in software developments with IT suppliers when key 
political agreement (and, in the CAF case, technical effectiveness) was not assured in 
advance.  
 
IT suppliers will need to have a commercial case for any new development and there are 
multiple ways that can be achieved. There is a risk that their commercial imperatives will 
shape the way the programme is promoted by them to their customers.  For example, the 
Electronic Social Care Record programme was intended to be as much about consolidating 
and extending the structured recording of data in case management databases as about 
scanning paper documents into electronic formats.  However, IT suppliers were able to 
charge licence fees and implementation services for document management systems 
integrated with their case management products more profitably than supporting customers 
to extend the use of those case management products. “ESCR” therefore became 
synonymous with electronic document management, which was only partly the DH’s 
intention. 
 

Recommendations 
 
EN3 Maintain and build on existing engagement networks with the adult social care IT 

system suppliers 
 
EN4 Consider the most effective ways to incentivise adult social care IT system suppliers 

to upgrade their products once the scope is known 
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7 Recommendations 

The table below summarises the key recommendations based upon the issues and barriers, 
opportunities and lesson learned for each of the common themes identified. 
 

Ref. Recommendation Short / Long 
Term 

Data Collection, Consistency and Quality – Standards  

DQ1 Initiate discussions with the Information Standards and 
Collections Board (ISCB) to understand the emerging 
process for the approval of standards in adult social care and 
encourage liaison with LA in conjunction with ADASS and the 
Outcomes and Information Development Board (OIDB) in 
order to promote the benefits of adopting common standards 

Short Term 

DQ2 Identify a minimum social care data set in conjunction with 
key stakeholders and expert reference group.  This is likely to 
be based on items currently aggregated for collection in 
annual ZBR returns, with additional data items to support key 
national requirements, increased granularity of reporting and 
to enable data linkage 

Short Term 

DQ3 Undertake a data mapping exercise based upon the 
minimum social care data set outlined in DQ2, to identify how 
or whether these items are captured/recorded and held in 
local systems, or on paper records, and any standards 
adopted.  This will support an assessment to identify how 
much work, if any, is required to collect and extract the 
required data set 

Long Term 

DQ4 Initiate discussions with the Department of Health and 
ADASS to investigate the feasibility of introducing a 
mechanism similar to the existing Information Standards 
Notice (ISN) process currently operating within health, 
including identification of the benefits and dis-benefits of 
introducing a similar process in adult social care. (This was 
also noted in the Northgate pilot recommendations).  This 
would need to take place in parallel to recommendation DQ1 

Long Term 

DQ5 Further detailed investigation should be undertaken with 
Local Authorities that have implemented the TRIPS and/or 
children’s social care (Looked After Children) Service User 
Level national reporting.  This will help identify lessons learnt 
for these projects from an operational level rather than 
central project perspective, including resulting benefits and 
any barriers/issues for Local Authorities that have undertaken 
this work 

Short Term 

Data Collection, Consistency and Quality – Local Data/Systems  

DQ6 Undertake a data discovery exercise of the key Electronic 
Social Care Record (ESCR) systems to identify the core 
commonality and differences between systems to support the 
information captured in the Data Mapping Exercise in 
recommendation DQ3 

Short Term 

Data Collection, Consistency and Quality – Timeliness  

DQ7 Undertake an assessment of the data quality of the proposed 
draft dataset (DQ2) within LAs. The assessment will provide 
an indication of the completeness and comprehensiveness of 

Short Term 
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the data and inform future decisions on data extraction 
Where available existing data quality reports can be used to 
support this.  This should also review any existing processes 
for ensuring data quality and data validation  

Data Linkage – NHS Number  

DL1 Undertake an assessment of how widespread the recording 
of NHS Number across adult social care including issues and 
barriers and any benefits that they have come across 
associated with recording this.  In addition other identifiers 
should also be investigated for the purpose of linking adult 
social care and health data 

Short Term 

Data Linkage – Information Governance  

DL2 IG subject matter experts should be involved throughout any 
Adult Social Care Extraction Project, especially during the 
early stages to ensure IG implications are fully considered 

Short Term 

DL3 Investigate LAs current IG position and consent models for 
the extraction of social care records including person 
confidential data (PCD), with a view to developing a consent 
model. Data Protection Act registrations may not cover 
additional uses for the data and therefore additional 
notification/awareness options would need to be considered  

Short Term 

Burden  

BD1 Any data collection changes instigated by this or any future 
extraction project should factor in a full impact assessment 
for LA staff 

Long Term 

BD2 In addition to DQ2, measure the current burden of manually 
inputting data for existing mandatory collections and compare 
with ways in which data extraction could reduce the burden 

Short Term 

Engagement  

EN1 In the early stages of initiating a data extraction project, 
develop and implement a communications and engagement 
strategy. This should consider communications for the 
following key stakeholder groups to promote the benefits, 
aims and objectives of the project: 

 Suppliers  
 Local Authorities 
 Commissioners / Providers   
 Central Bodies 

o ADASS, LGA, TEASC, CQC, etc. 
 Citizen / Client perspective 

Short Term 

EN2 Establish and engage an expert reference group of local 
authorities and wider stakeholders before any plans are 
implemented for data extraction.  This should build upon 
contacts already available through ZBR, TEASC and ADASS 
IMG to garner opinion, use as a sounding board and ensure 
involvement and ownership 

Short Term 

EN3 Maintain and build on existing engagement networks with the 
ASC system suppliers 

Short Term 

EN4 Consider the most effective ways to incentivise ASC IT 
Suppliers to upgrade their products once the scope is known 

Short Term 
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1 Introduction  

This report summarises the review the HSCIC Technical Architecture team were 
asked to carry out on the Northgate Adult Social Care Data Extraction feasibility 
report. The Northgate report details the findings for the potential of direct data 
extraction from Local Authority Adult social care systems in a similar way to GPES 
derives coded data from GP Systems. 

 

2 Background 

In 2012 the Department of Health (DH) published ‘The Power of Information: 
putting all of us in control of the health and care information we need’. This 
confirmed the interest in the use of client level data relating to adult care and support 
services for wider uses, subject to the necessary handling to protect confidentiality, 
and the need to manage the administrative burden associated with national data 
collections. 
 
It included a proposal that a feasibility study should be undertaken to develop 
options for a more strategic approach to this issue, initially focussing on the potential 
for uploading data from local systems, with the intention of starting to make use of 
client level data, and also to move away from the current manual returns.  There is 
also an acknowledgement that data collected for national purposes is currently only 
collected in aggregate form at local authority level, and does not support more 
granular analysis. 
 
In line with this, the DH Social Care, Local Government & Care Partnerships 
Directorate commissioned the Health and Social Care Information Centre (HSCIC) to 
undertake this project in order to investigate the feasibility of automating the extract 
of data from adult social care information systems, which are developed and 
supported by third party suppliers.  In doing this the project will take into account the 
wider view of the impact of using client level data and  linking data across 
healthcare, public health and social care. It will consider the value (and barriers) of 
this information for stakeholders across the system including the public, service 
users, commissioners, providers, the regulator and DH. 
 
The project is overseen by the Outcomes and Information Development Board 
(OIDB), jointly chaired by the DH and the Association of Directors of Adult Social 
Services (ADASS). 
 
 

3 Technical Architecture Observations 

The TAID confirms that the Northgate findings are common across the Adult Social 
Care estate based knowledge of outcomes from other projects involving Adult Social 
Care Systems e.g. HSCI projects, The CAF demonstrator; SAP. 
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3.1 Standards and Quality of data 
 

Experience from Health and Social Care Integration projects has shown  that sharing 
and consuming data at a case/clinical level was particularly difficult because of the 
localisation of coding, rather than use of an a national agreed dataset/coding 
structure. It has been found that: 

 Unlike the vast array of Healthcare standards, particularly the Read coding 
standards that have been in place in GP systems since the mid 1980’s and 
continually supported through RFA 99, STEP and GPSOC, Adult Social care 
standards are limited and tend to operate at a header level, rather than a data 
level. 

 
 Adult social care data is captured across a variety of disparate systems and 

on paper records rather than in a single core Adult Social Care 
system/Record. 

 
 Data is not always comparable as there are many local variations of the use 

of data fields in similar systems and the completeness, comprehensiveness, 
accuracy and timeliness is not consistent across Adult Social Care 
departments. 
1  

 Toolsets such as FACE and Easycare used to carry out client assessments 
are considerably different in structure, locally tailored and not always 
backwards compatible. It was not possible to map across headers or the data 
as the context was not comparable.  

 
 

3.2 Data Extraction Approaches 
 

3.2.1 Direct Data Extraction 

 

This approach is used when both the operational and reporting services are under 
the operational control of a single organisation, or the target systems are under 
contract to the organisation needing the data.  

The system where the data is collected or extracted from is well documented, with 
clear metadata standards that are followed. The information architecture is mature 
and well documented. In order to maintain data quality, controls on the entry of data 
into the operational system is enforced by frontend validation. 

The extract is a defined process, which then extracts the required data from the 
operational system. Usually this is part of a three-stage process: 

 Extract – The required data is extracted from the operational system via a 
defined process 
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 Transformation – The extracted data is processed to transform it from an 
operational to reporting data sets 

 Load – The transformed data is loaded in the reporting service to be 
integrated by the appropriate tools.  

This method of data extraction should not be used where there are a number of 
different operational systems with no central governance in place to ensure 
consistent data models and data quality thresholds. 

 

3.2.2 Data Output 

 

In an environment where the data collector does not have direct control of the 
operational systems where the data is to be extracted from then the most 
appropriate method of collecting data is to specify reports which the operational 
system outputs. 

The definition will not only specify what data is required to be collected but also 
provide a clear description of the data meaning. This is usually done by the creation 
and publication of a data dictionary, which provides an unambiguous description of 
the data to be collected. The data dictionary will also inform the report creator of 
constraints on data values (Mr, Mrs, Dr…) any standards to be followed if 
appropriate and the format of the report (comma separated, excel, xml..). 

The reports are produced by the operational system and then sent to the collector. 
The method of transmission and degree of automation can depend on the maturity of 
process and the technical capabilities of the sending and receiving organisations. 
Care must be taken that the transmission of the output file is secure and reliably 
managed. 

This approach can introduce data quality issues, with any errors often only coming to 
light when the submitted data is processed by reporting system. This can lead to 
delays while the submitter investigates the cause of the error, corrects it and 
resubmits the file. This can cause operational delays and becomes manpower 
intensive. It is possible to design submission processes which validate data on 
upload for immediate feedback to the submitting organisation as has been done for 
children’s data returns in the past. 

 

3.2.3 Local Data Entry 

 
Another approach to collecting data is to allow direct data entry into the reporting 
system. The reporting system exposes screens that can be accessed in the 
operational areas either locally or remotely. The technologies to support these pages 
use a thin computing model, for instance a web application or Citrix. The reporting 
application will have data entry validation in place to ensure that the data to be 
reported on is correct and does not need to returned to the sending organisation for 
correction. 

There are operational and technical challenges with this method that include: 
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 Double data entry. The data to be reported on is usually entered into the local 
operational system. It has to be then re entered in the reporting system 

 Training. The staff entering the data, have to trained to use the reporting 
system. They also need to understand the mappings between the values held 
in the operational system and the reporting system. 

 Logistics. Users have to be given login credentials by the reporting 
organisation. Management of users is not cost effective. 

 Technical. There may be local restrictions to accessing third party systems 
from the operational organisation. 

 Data Quality. Although data quality is improved there is still opportunity for 
input errors to take place, causing delay and re-entry. 

 

3.3 Recommendations 

The coding journey for GP systems from 1985 through to the present day has been 
long and focused on ensuring that the coding system evolved to meet the needs of 
the clinician as well as that of secondary uses of the data.  The Northgate feasibility 
study noted that: 
 

 Consideration should be given to influencing adult social care data 
stakeholder forums in support of the adoption of a national coding structure  

 

 Social care data tends to be structured differently in each council with social 
services, but three types of data are generally available, demographics, 
assessments and utilisation data 

 
Experience in the NHS has shown that even when a national standard has been 
developed it takes a considerable amount of time for the systems and local 
processes to change to reflect the standard, and for quality data to be available 
which is suitable for meaningful national analysis. 
 
The technical architecture team also recommends that to garner buy in from Adult 
Social Care departments that there be clarity on which data needs to be collected 
and why. The clear definition of the benefits for the client, local services national 
outcomes will be essential in influencing the take on of any proposed coding system. 
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 1  Executive Summary 

In March 2014, the Health and Social Care Information Centre (HSCIC) invited 152 local 
authorities with Adult Social Services Responsibilities to participate in an online survey 
designed to gather information about source systems and software that are used to collect 
and store data for national returns.  

This survey was part of a wider project looking at the longer term feasibility of extracting data 
(Feasibility of Data Extraction Project) and this particular strand of work will help the HSCIC 
specifically to understand the capacity for interoperability between systems, both local and 
national. As part of this project, this survey looked at the information systems and 
mechanisms. 

The HSCIC received 145 responses but only responses relating to 90 local authorities were 
considered valid1. Not all respondents completed all the questions and therefore for some 
questions the analysis is based on fewer responses.  

Key findings 
 Breakdown of system suppliers indicated that:  the highest proportion of local 

authorities used OLM’s CareFirst as their main system for recording adult social care 
information (28%), followed by Corelogic’s Framework-I / Mosaic (18%), Northgate’s 
SWIFT / AIS (18%) and Liquidlogic’s Protocol (17%);   

 The number of different versions of supplier software was wider than expected: OLM 
CareFirst (12 versions), Corelogic Framework-I / Mosaic (10 versions), Northgate 
SWIFT / AIS (8 versions) and Liquidlogic’s Protocol (8 versions) 

 The main systems used for recording financial information about clients and their 
services are far more varied; OLM’s CareFirst has the largest share (19%), followed 
by OCC’s ContrOCC (18%), but 20% used systems which were not listed in the 
questionnaire options   

 The use of the main local authority case management system for various key data 
components is very high 

 Just over half of local authorities did not use a local data warehouse for management 
reporting / business intelligence. 

 Local authorities were more likely to record all of their residential care or community 
based Mental Health information in a different system to the main case management 
system, when compared to data related to other client groups. 

 Twenty-nine per cent of local authority respondents recorded the registered care 
providers CQC ID. 

 Only 40 per cent of local authority respondents systematically recorded a valid NHS 
number against clients. 96 per cent of respondents reported using a system that is 
capable of holding a client’s NHS number. 

                                                           
1 The majority of the responses that were not included were rejected on the basis that either none of the 
questions had been answered or that they were obviously not genuine responses. 
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2 Detailed Survey Results  

Case recording system 
 

Figure 1: What is the main system you use for recording information about adult social 
care clients and carers (ie your case management system)? (Question 4) 

 

 
1
The percentages may not add up to exactly 100 per cent, due to the effects of rounding. 

  
 

 Figure 1 shows that the highest proportion of local authority respondents used OLM’s 
CareFirst as their main system for recording information about adult social care and 
carers (28 per cent). This was followed by Corelogic’s Framework-I / Mosaic, 
Northgate’s SWIFT / AIS and Liquidlogic’s Protocol, which were used by 18 per cent, 18 
per cent and 17 per cent of respondents respectively.  

 This question was answered by 87 local authority respondents and therefore only three 
respondents did not answer this question. 

Of the five respondents who chose ‘other’, four respondents reported using Paris as their 
case management system. 
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Table 1: Please specify which version of the software you expect to be running live by 
April 2014 (Question 5): 

Local authority respondents were asked which version of the software they will expect to be 
running live by April 2014 and they provided the following list: 

System Version 
Response 

count 

Careworks’ RAISE / Care Director 1.2 1 

 
2 1 

 
5 1 

  6.x 1 

Corelogic’s Framework-I / Mosaic 4.2.5.2 1 

 
4.2.6.0 1 

 
4.3.0.2 1 

 
4.4.0.1 2 

 
4.5.1.0 2 

 
4.5.2.0 1 

 
4.5.3.0 1 

 
4.6.0.0 2 

 
4.6.1.1. 1 

  4.7.0.0. 1 

Liquidlogic’s Protocol 3 1 

 
3.0.6 Hotfix II 1 

 
4 4 

 
4.0.1 3 

 
4.0.1 Hotfix 2 1 

 
4.0.1 Hotfix 3b 3 

 
4.0.1 Hotfix 4 1 

  6 1 

Northgate’s SWIFT / AIS 22 1 

 
24 1 

 
27 3 

 
27.0.2 2 

 
27.2 4 

 
28 2 

 
28.0.2 1 

  28.1 2 

OLM’s CareFirst 5 1 

 
6 2 

 
6.9.2 1 

 
6.10.1.1 1 

 
6.11 1 

 
6.11.2.0 1 



 
ASC Information Systems Survey March 2014 

 
Copyright © 2014, Health and Social Care Information Centre. All rights reserved. 7 

System Version 
Response 

count 

 
6.11.5 1 

 
6.11.7 2 

 
6.11.8.0 4 

 
6.11.9.0 6 

 
6.11.9.1 1 

  6.11.9.6 1 

Paris 1 1 

 
4.1.28.8 1 

 
4.2.29.0 1 

  4.3 1 

SAP adult social care CRM 5 1 

Siebel  7.8.2.16 1 

 

 Table 1 shows that although multiple local authorities used the same system, they 
may not have used the same version. 

 

Table 2: Do you have any plans to replace this system in live operation before April 
2016? (Question 6) 

  

 Table 2 shows that 57 per cent of local authority respondents did not plan to replace 
their case management system (selected in Figure 1) in live operation before April 
2016.  Whereas, 26 per cent of the respondents indicated that they will replace their 
system.  

Of the 14 respondents who chose to provide an alternative response, four of these had yet to 
make a decision and seven respondents were assessing requirements for a new system.   

 

Percentage 1 Response Count

Yes 26 23

No 57 50

Other 17 15

Answered question 88

Skipped question 2

1Figures may not add up to 100 per cent due to rounding 
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Table 3: Is the same system used for children’s social care? (Question 7) 

  

 Table 3 shows that just over 40 per cent of local authority respondents not only 
recorded information about children’s social care and adult social care clients and 
carers in the same system, but also recorded them in a single database (42 per 
cent).  

From the 15 respondents who provided additional comments, four respondents added that 
despite using different systems for Adult social care and Children’s social care, they used the 
same supplier for both systems (Liquidlogic). 

 

Financial information system 
 

Table 4: What is the main system you use for recording financial information about 
clients and their services? (Question 8) 

   

 Table 4 shows that the systems most used by local authority respondents for 
recording financial information about clients and their services were OLM’s CareFirst 
(19 per cent) and Oxford Computer Consultants’ ContrOCC (18 per cent). 
Corelogic’s Framework-I / Mosaic and Northgate’s SWIFT / AIS were also used by a 
smaller proportion of respondents (14 per cent and 13 per cent respectively); while 
Abacus, Careworks’ RAISE / Care Director, Corporate SAP Finance system and 
other corporate finance systems were used by less than 10 per cent of respondents 
each (seven per cent, four per cent, two per cent and four per cent respectively).  

Percentage 1 Response Count

Yes, a single database 42 37

Yes, but a separate database 23 20

No 35 31

Answered question 88

Skipped question 2

1Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

OLM’s CareFirst 19 16

Northgate’s SWIFT / AIS 13 11

Corelogic’s Framework-I / Mosaic 14 12

Abacus 7 6

Oxford Computer Consultants’ ContrOCC 18 15

Careworks’ RAISE / Care Director 4 3

Corporate SAP Finance system 2 2

Other corporate finance system 4 3

Other 20 17

Answered question 85

Skipped question 5

1Figures may not add up to 100 per cent due to rounding 
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From the 27 respondents who provided additional comments, respondents reported using 
different systems to those listed in the options, whether as their main system or as an addition 
to their main system. These included Agresso (five respondents), Abacus (four respondents) or 
their own inhouse system (five respondents).  

 

Table 5: Please specify which version of the finance software you expect to be running 
live by April 2014 (Question 9): 

Local authority respondents were asked which version of the finance software they will expect 
to be running live by April 2014 and they provided the following list: 

System Version Response count 

Abacus 1.0.157 1 

 
1.0.162 1 

 
1.0.165 1 

 
1.57 1 

 
Build 162 Revision 17 1 

  Build 162 Revision 18 1 

Agresso 5.5.3 2 

Careworks’ RAISE / Care Director 1.2 1 

 
5.3 1 

  6.x 1 

Corelogic’s Framework-I / Mosaic 4.2.5.2 1 

 
4.2.6.0 1 

 
4.4.0.1 2 

 
4.5.1.0 2 

 
4.5.2.0 1 

 
4.5.3.0 1 

 
4.6.0.0 2 

  4.6.1.1 1 

FISCOM and NURCIS 1 1 

IBS 11.2.0.3.0 1 

Northgate’s SWIFT / AIS 24 1 

 
27 1 

 
27.2 1 

 
28 1 

 
28.1 1 

 
27.0.2 3 

  28.0.2 1 

OLM’s CareFirst 5 1 

 
6 1 

 
6. 9. 2 1 

 
6.10.1.1 1 

 
6.11 1 
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System Version Response count 

 
6.11.0.8 1 

 
6.11.5 1 

 
6.11.7 1 

 
6.11.8.0 1 

 
6.11.9.0 3 

 
6.11.9.1 1 

  6.11.9.6 1 

Oracle 10g 9.0.4.5 1 

Oxford Computer Consultants’ 
ContrOCC 6 1 

 
6.0.200 1 

 
6.0.403 1 

 
7 1 

 
7.0.2 2 

 
7.0.3 6 

 
7.0.301 1 

  8 1 

SSA Masterpiece 4.0.0811 1 

 

Table 5 shows that although multiple local authorities used the same finance software, 
they may not have used the same version. 

 

Table 6: Do you have any plans to replace this system in live operation before April 
2016? (Question 10) 

  

 Table 6 shows that the majority of local authority respondents did not have any plans 
to replace their main system for recording financial information about clients and 
their services before April 2016 (58 per cent); whereas just over a quarter of 
respondents do have plans to replace their system (26 per cent).  

Of the 14 respondents who selected ‘other’, six respondents had yet to make a decision or 
were unaware of any plans and six respondents were assessing requirements for a new 
system. 

 

Percentage 1 Response Count

Yes 26 22

No 58 50

Other 16 14

Answered question 86

Skipped question 4

1Figures may not add up to 100 per cent due to rounding 
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Data warehouse 
Table 7: Do you use a local data warehouse for management reporting / business 
intelligence? (Question 11) 

  

 Table 7 shows that just over half of the local authority respondents did not use a 
local data warehouse for management reporting or business intelligence (51 per 
cent). While the remaining respondents did use a local data warehouse either 
through a local solution (25 per cent), a system provided by their IT supplier (18 per 
cent) or through a system provided by their IT supplier with significant local 
extensions (seven per cent). 

From the 33 respondents who provided additional comments, 10 respondents reported using 
Business Objects for management reporting / business intelligence and of those who said they 
had no local data warehouse, seven respondents said they have plans to use one in the future.  

 

Table 8: If you do have a local data warehouse, please indicate what client level data is 
stored - all that apply (Question 12): 

  

 

 Table 8 shows that all local authority respondents stored Packages of Care details 
and almost all of the respondents stored ’Referral and Assessment Summaries’ and 
Care Provider details against clients (both 98 per cent) in their local data warehouse. 
Local authorities were less likely to store Financial Assessment details; however 
they were recorded by 59 per cent of respondents.  

 

Percentage 1 Response Count

Yes, system provided by our IT supplier 18 15

Yes, system provided by our IT supplier with 

significant local extensions 7 6

Yes, local solution 25 21

No 51 43

Answered question 85

Skipped question 5

1Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

Client demographics (including from 2014 

Primary Support Reason) 90 37

Carer demographics 90 37

Referral and Assessment Summaries 98 40

Personal Budgets 83 34

Packages of care details 100 41

Care Provider details against clients 98 40

Financial Assessment details 59 24

Answered question 41

Skipped question 49

1Figures may not add up to 100 per cent due to rounding 
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Recording requests for support 
 

Table 9: Where do you record Request for Support (Referrals/ Contacts/ Enquiries)1? 
(Question 13) 

  

 Table 9 shows that almost 70 per cent of local authority respondents recorded all of 
their Request for Support information in the main case management system (69 per 
cent); whereas 30 per cent recorded most of this information in the main 
management system. 

From the 10 respondents who provided additional comments, six respondents reported 
recording their Mental Health Request for Support information in a different system to the main 
case management system. Three respondents reported recording some of their information in 
the customer relationship management system. 

Percentage 2 Response Count

All in main case management system 69 55

Most in main case management system 30 24

All in other system 0 0

Most in other system 1 1

Not recorded 0 0

Answered question 80

Skipped question 10

1Structured data about the person who is the subject of the enquiry and their issue

2Figures may not add up to 100 per cent due to rounding 
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Table 10: For the following client groups, where do you record the information? 
(Question 14) 

 

 Table 10 shows that when looking at the following client groups: Older People, 
Learning Disabilities and other working age adults, the majority of local authority 
respondents recorded all of their residential care or community based information in 
the main case management system (80 per cent and 81 per cent; 77 per cent and 79 
per cent; 77 and 79 per cent respectively). 

 When compared to the other client groups, the number of local authority 
respondents who recorded all of their residential care or community based Mental 
Health information in another system was comparatively high (eight per cent and 10 
per cent respectively). 

All in main 

case 

management 

system

Most in main 

case 

management 

system

All in o the r 

syste m

Mo st in 

o the r 

syste m Not recorded

Response 

Count

Older People

Residential care 67 15 1 1 0 84

Community based 67 13 1 2 0 83

Learning Disabilities

Residential care 65 17 1 1 0 84

Community based 66 15 1 2 0 84

Mental Health

Residential care 42 21 7 14 0 84

Community based 35 23 8 18 0 84

Other working age adults

Residential care 65 17 1 1 0 84

Community based 66 15 1 2 0 84

Older People

Residential care 80 18 1 1 0 100

Community based 81 16 1 2 0 100

Learning Disabilities

Residential care 77 20 1 1 0 100

Community based 79 18 1 2 0 100

Mental Health

Residential care 50 25 8 17 0 100

Community based 42 27 10 21 0 100

Other working age adults

Residential care 77 20 1 1 0 100

Community based 79 18 1 2 0 100

Answered 

question 84

Skipped 

question 6

Percentage 1

1Figures may not add up to 100 per cent due to rounding 
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 A higher proportion of respondents recorded most of their residential care or 
community based Mental Health information in another system (17 and 21 per cent 
respectively), when compared to the other client groups. 

From the 32 respondents who provided additional comments, 19 respondents reported 
recording Mental Health information in a different system to the main case management 
system. Of these respondents, seven reported recording this Mental Health information in the 
RiO system. 

 

Recording other details 
 

Table 11: Where do you record Personal Budgets where applicable? (Question 15) 

  

 Table 11 shows that most of the local authority respondents recorded their Personal 
Budgets in the main case management system (90 per cent). 

From the 12 respondents who recorded their Personal Budgets in their main case 
management system and provided additional comments, eight respondents reported recording 
some information in a different system to the main case management system. Three of these 
respondents specifically recorded some Mental Health Personal Budgets in a different system. 
Two respondents stored information also on a spreadsheet. 

 

Table 12: Where do you record Care Providers details? (Question 16) 

  

 Table 12 shows that the majority of local authority respondents recorded their Care 
Provider details in the main case management system (78 per cent) and 18 per cent 
recorded their details in the main social care finance system. 

Percentage 1 Response Count

In main case management system 90 75

In main social care finance system 8 7

In main commissioning system 0 0

In main brokerage system 1 1

Answered question 83

Skipped question 7

1Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

In main case management system 78 64

In main social care finance system 18 15

In main commissioning system 2 2

In main brokerage system 1 1

Answered question 82

Skipped question 8

1Figures may not add up to 100 per cent due to rounding 
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From the 13 respondents who provided additional comments, 10 respondents reported 
recording some of their details in different system to the main system they use to record Care 
Providers details. 

 

Table 13: Where do you record Assessments (including Summaries1)? (Question 17) 

  

 Table 13 demonstrates that almost all of the local authority respondents recorded 
their Assessments in the main case management system (98 per cent).  

All eight respondents who provided additional comments reported that they only recorded 
some of their Assessments in the main case management system. Of these respondents, four 
reported that it was the Mental Health information that was recorded in different system to the 
main case management system.  

 

Table 14: Do you record the registered care providers CQC ID? (Question 18) 

  

 Table 14 shows that 29 per cent of local authority respondents recorded the 
registered care providers CQC ID; the remaining respondents did not. 

 

Percentage 2 Response Count

All in main case management system 98 81

Recorded only on paper and filed 0 0

Recorded on paper and scanned into an 

electronic document management system 2 2

Recorded as a word processing document eg 

MS Word 0 0

Answered question 83

Skipped question 7
1ie start and end dates, professional involved, outcomes and Details i.e. questions, answers, 

desired outcomes for patients)
2Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

Yes 29 23

No 71 57

Answered question 80

Skipped question 10

1Figures may not add up to 100 per cent due to rounding 
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Table 15: Where do you record Services required/Packages of Care commissioned by 
the LA1? (Question 19) 

  

 Table 15 shows that the majority of local authority respondents recorded their 
Services required and Packages of Care (commissioned by the LA) all in the main 
case management system (89 per cent).  

From the 14 respondents who provided additional comments, 13 respondents reported 
recording this information in various systems, rather than all in a single system. Types of 
information that were recorded in a different system to the main system included equipment 
(five respondents), adaptations (four respondents) and Mental Health information (three 
respondents). 

 

Table 16: Where do you record Reviews (usually including professional(s) involved, 
start and end dates, outcomes)? (Question 20) 

  

 Table 16 shows that almost all of the local authority respondents recorded their 
Reviews in the main case management system (99 per cent).  

Of the nine respondents who provided additional comments, eight recorded Mental Health 
Reviews in a different system from the main case management system.  

Percentage 2 Response Count

All structured in main case management system 89 73

All structured in main case management system except for 

the following client groups: Older People; Learning 

Disabilities; Mental Health; Other working age adults. 1 1

In main social care finance system 1 1

Other 9 7

Answered question 82

Skipped question 8
1Ie generic statement of type of services needed, such as equipment, adaptation, home care, residential 

care, type of provision , direct payments, weekly annual or one-off costs, name/ID

2Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

All structured in main case management system 99 81

All structured in main case management system except for 

the following client groups: Older People; Learning 

Disabilities; Mental Health; Other working age adults. 1 1

Answered question 82

Skipped question 8

1Figures may not add up to 100 per cent due to rounding 
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Table 17: Where do you record Financial Assessments1? (Question 21) 

 

 Table 17 shows that the majority of local authority respondents recorded their 
Financial Assessments in the main social care finance system for residential and 
community care (79 per cent and 73 per cent respectively). Whereas around 20 per 
cent of respondents stored this information in a different system (Residential: 17 per 
cent and Community Care: 23 per cent respectively). 

From the 24 respondents who provided additional comments, six reported also using Abacus 
to record Financial Assessments, four used spreadsheets and four respondents used 
ControOCC.  

 

Use of NHS numbers 
Table 18: Can your system hold an NHS number against a client in a standard dedicated 
field? (Question 22) 

  

 Table 18 shows that almost all of the local authority respondents used a system 
which can hold an NHS number against a client in a standard dedicated field (96 per 
cent); the remaining respondents used a system which could not.  

 

In main social care 

finance system In other system On paper Response Count

For residential 65 14 3 82

For community care 59 19 3 81

For residential 79 17 4 100

For community care 73 23 4 100

Answered question 82

Skipped question 8

2Figures may not add up to 100 per cent due to rounding 

1Ie details of client’s financial circumstances and contributions due

Percentage 2

Percentage 1 Response Count

Yes 96 79

No 4 3

Answered question 82

Skipped question 8

1Figures may not add up to 100 per cent due to rounding 
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Table 19: If so, is that field format validated (eg modulus 11 check)? (Question 23) 

  

 Table 19 shows that the majority of local authority respondents who have a system 
that can hold an NHS number against a client in a standard dedicated field, have 
had this field format validated (61 per cent); while the remaining respondents had 
not.  

 

Table 20: Can end users search for a client by NHS number? (Question 24) 

  

 Table 20 shows that the majority of local authority respondents reported that end 
users can search for a client by NHS number (67 per cent), whereas the remaining 
respondents said the end users could not do so in their local authority. 

 

Table 21: Does your live system currently include any integration to the NHS 
Demographics Service? (Question 25) 

  

 Table 21 shows that most of the local authority respondents used a batch load 
facility in their live system to integrate NHS numbers to their NHS Demographics 
Service (86 per cent).  

 

If the above are not currently supported, what plans do you have to do so? (Question 
26) 

From the 53 local authorities who provided a response, 16 had plans to support the live system 
in the future and 17 reported that they were considering making plans or were already 

Percentage 1 Response Count

Yes 61 46

No 39 29

Answered question 75

Skipped question 15

1Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

Yes 67 53

No 33 26

Answered question 79

Skipped question 11

1Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

Full PDS integration approved through the CAP process 0 0

Look-up via Mini Spine Service 5 1

Batch load facility for NHS numbers - using Demographics 

Batch Service (DBS), MACS, other 86 18

Batch load facility for GP Practice against a client 10 2

Answered question 21

Skipped question 69

1Figures may not add up to 100 per cent due to rounding 
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assessing their options. Seven respondents had no plans or were unaware of any plans to 
support the live system.  

 

Table 22: Do you systematically record a valid NHS number against clients? (Question 
27) 

  

 Table 22 shows that only 40 per cent of local authority respondents systematically 
recorded a valid NHS number against clients, whereas the remaining respondents 
did not.  

From the 46 respondents who provided additional comments, 10 reported that they had plans 
to systematically record a valid NHS number against clients and 11 respondents said they 
were considering making plans or already assessing their options.  

 

Figure 2: What proportion of current clients have verified NHS numbers against them? 
(Question 28) 

 

Seventy-one local authority respondents answered this question, however only 59 respondents 
provided numerical values, which could be used to produce Figure 2.  

 Figure 2 shows that around a third of local authority respondents had between 80 to 
100 per cent of current clients stored against a verified NHS number (32 per cent). 

Of the 12 respondents who did not provide a numerical value, 6 respondents said they did not 
know what proportion of current clients had NHS numbers against them and 3 respondents 
stated that their proportion was very small.  

Percentage 1 Response Count

Yes 40 33

No 60 49

Answered question 82

Skipped question 8

1Figures may not add up to 100 per cent due to rounding 

0-19.99
(27%)

20-39.99
(14%)

40-59.99
(15%)

60-79.99
(12%)

80-100
(32%)
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Table 23: Do you hold NHS numbers against carers? (Question 29) 

  

 Table 23 shows that over three quarters of the local authority respondents held NHS 
numbers against carers (79 per cent), whereas the remaining respondents did not. 

 

Table 24: Do you use a verified NHS number as the primary identifier in external 
correspondence in electronic format? (Question 30) 

  

 Table 24 shows that only six per cent of local authority respondents used a verified 
NHS number as the primary identifier in external correspondence in electronic 
format. The remaining respondent s indicated that they did not use verified NHS 
numbers for this purpose. 

 

Table 25: Do you use a verified NHS number as the primary identifier in external 
correspondence in paper format? (Question 31) 

  

 Table 25 shows that only one local authority respondent used a verified NHS 
number as the primary identifier in external correspondence in paper format (one per 
cent). The remaining respondents did not. 

 

Percentage 1 Response Count

Yes 21 17

No 79 63

Answered question 80

Skipped question 10

1Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

Yes 6 5

No 94 76

Answered question 81

Skipped question 9

1Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

Yes 1 1

No 99 80

Answered question 81

Skipped question 9

1Figures may not add up to 100 per cent due to rounding 
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Table 26: Do you digitally use a verified NHS number as the primary identifier within 
your digital systems1 for the care pathway2? (Question 32) 

   

 Table 26 shows that only two local authority respondents digitally used a verified 
NHS number as the primary identifier within their digital systems for the care 
pathway (three per cent). The remaining respondents did not.  

 

Table 27: Does your Trust use a verified NHS primary identifier within your paper 
processes to track a care pathway? (Question 33) 

  

 Table 27 shows that only one fifth of local authority respondent’s reported that their 
Trust used a verified NHS primary identifier within their paper processes to track a 
care pathway (20 per cent). The remaining respondents indicated that their Trust did 
not use a verified NHS number for this purpose. 

 

Percentage 3 Response Count

Yes 3 2

No 97 77

Answered question 79

Skipped question 11

1Digital systems defined as; care and administrative systems
2Care Pathway defined as; is the route that a citizen will take from their first contact 

with health and care services to the completion of their treatment. The pathway 

gives an outline of what is likely to happen on the patient's journey and can be used 

both for patient information and for planning services as a template pathway can be 

created for common services and operations

3Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

Yes 20 13

No 80 51

Answered question 64

Skipped question 26

1Figures may not add up to 100 per cent due to rounding 
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Open APIs 
Table 28: Does the system provide interfaces that are accessible to those that need to 
consume it? (Question 34) 

  

 Table 28 shows that just under half of the local authority respondents used a system 
which provided interfaces that were accessible to those that needed to consume it 
(49 per cent), whereas the remaining respondents did not.  

 

Table 29: Does the system expose all significant business functionality via an API? 
(Question 35) 

  

 Table 29 shows that just under a quarter of local authority respondents used a 
system, which exposed all significant business functionality via an API (24 per cent) 
The remaining respondents used a system which did not have such a function. 

 

If not, what are the plans to do so? (Question 36) 

Fifty respondents provided additional comments; however it was not possible to identify any 
common themes within the text.  

 

Table 30: Does the system, (be it procured / developed) commit to clearly publish and 
document their provided interfaces? (Question 37) 

  

 Table 30 shows that just over half of the local authority respondents used a system 
(be it procured or developed), which was committed to clearly publish and document 
their provided interfaces (57 per cent). The remaining respondents used a system 
that did not have such a function. 

Percentage 1 Response Count

Yes 49 35

No 51 37

Answered question 72

Skipped question 18

1Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

Yes 24 16

No 76 52

Answered question 68

Skipped question 22

1Figures may not add up to 100 per cent due to rounding 

Percentage 1 Response Count

Yes 57 37

No 43 28

Answered question 65

Skipped question 25

1Figures may not add up to 100 per cent due to rounding 
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3  Data Quality 

 In total, there were 145 respondents to this survey, however due to the quality of the 
data only 90 local authority responses were used in the final analysis.  Data were 
omitted from the analysis if the respondent did not provide answers to any of the 
questions or there were multiple respondents from the same local authority. 

 In the case of there being multiple respondents from the same local authority, only 
data from the respondent who answered the most questions were used in the final 
analysis, whereas the remaining respondents’ data were omitted.  

 In the case of one authority, where two respondents provided data on the local 
authority’s behalf, a respondent’s data was omitted from analysis based on an email 
from the local authority. 

 In the case of another authority, where two respondents provided data on the local 
authority’s behalf, the responses were integrated to form a single response which 
was used in the final analysis. This was due to one respondent answering questions 
which the other had not and vice versa. 

 Of the local authority respondents that provided answers, two respondents did not 
provide the name of their local authority. However, their data was included in the 
analysis as they answered at least one of the questions. 
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1. Executive Summary 

In March 2014, the Health and Social Care Information Centre (HSCIC) invited 152 local 
authorities with Adult Social Services Responsibilities to participate in an online survey to 
assess the resource currently available in the authority to help determine the capacity for 
making changes to information management and IT systems. 

This survey was part of a wider project looking at the longer term feasibility of extracting data 
(Feasibility of Data Extraction Project) and this particular strand of work will help the HSCIC 
specifically to understand the capacity for interoperability between systems, both local and 
national. As part of this project, this survey looked at the capability element, through 
requesting staffing details. 

The HSCIC received 100 responses but from these only 53 local authority responses were 
considered valid2. Not all respondents completed all the questions and therefore for some 
questions the analysis is based on fewer responses.   

Key findings 

 Two thirds of local authority respondents delivered IT technical support to adult 
social services through in-house corporate IT.  

 Around 80 per cent of local authority respondents did not have any Adult Social 
Services dedicated network specialists or database managers. 

 

 

 

 
 

                                                           
2 The majority of the responses that were not included were rejected on the basis that either none of the 
questions had been answered or that they were obviously not genuine responses. 
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2. Detailed Survey Results 

Table 1: How is IT technical support delivered to adult social services? 
(Question 1) 

  

 Table 1 shows that the majority of local authority respondents delivered IT 
technical support to adult social services through in-house corporate IT (66 
per cent) and around a quarter of respondents used both an in-house and 
outsourced IT service (26 per cent).  

 

Percentage 1 Response Count

Inhouse corporate IT 66 35

Outsourced IT service 8 4

Both inhouse and outsourced IT 26 14

Answered question 53

Skipped question 0

1Figures may not add up to 100 per cent due to rounding 
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Table 2: Please indicate the number of staff and the full time equivalent (FTE) 
for each Adult Social Services dedicated information management staff1 
(Question 2). 

 

0 1 2 3-4 5-7 8-9 10+

Response 

Count

Helpdesk 12 2 8 5 3 1 1 32

Trainers 11 9 10 6 0 0 0 36

Application system support / admin 7 7 11 9 2 0 1 37

Information systems manager 8 24 3 0 0 0 0 35

Performance manager 6 27 3 0 0 0 0 36

Data analysts 6 1 11 16 4 1 1 40

Information governance manager 8 24 1 1 0 0 0 34

Network specialist 21 3 1 1 1 0 0 27

Database manager 23 5 0 0 1 0 0 29

Other 13 3 2 1 0 1 2 22

Helpdesk 38 6 25 16 9 3 3 100

Trainers 31 25 28 17 0 0 0 100

Application system support / admin 19 19 30 24 5 0 3 100

Information systems manager 23 69 9 0 0 0 0 100

Performance manager 17 75 8 0 0 0 0 100

Data analysts 15 3 28 40 10 3 3 100

Information governance manager 24 71 3 3 0 0 0 100

Network specialist 78 11 4 4 4 0 0 100

Database manager 79 17 0 0 3 0 0 100

Other 59 14 9 5 0 5 9 100

0-0.99 1-1.99 2-2.99 3-4.99 5-6.99 7-9.99 10+

Response 

Count

Helpdesk 8 11 3 2 2 0 1 27

Trainers 10 13 4 2 0 0 1 30

Application system support / admin 7 9 9 6 1 0 1 33

Information systems manager 9 18 1 0 0 0 1 29

Performance manager 12 19 1 1 0 0 0 33

Data analysts 5 7 7 15 1 1 1 37

Information governance manager 17 13 0 0 0 0 1 31

Network specialist 17 3 0 1 0 0 0 21

Database manager 19 2 0 0 0 0 0 21

Other 9 3 0 0 0 1 3 16

Helpdesk 30 41 11 7 7 0 4 100

Trainers 33 43 13 7 0 0 3 100

Application system support / admin 21 27 27 18 3 0 3 100

Information systems manager 31 62 3 0 0 0 3 100

Performance manager 36 58 3 3 0 0 0 100

Data analysts 14 19 19 41 3 3 3 100

Information governance manager 55 42 0 0 0 0 3 100

Network specialist 81 14 0 5 0 0 0 100

Database manager 90 10 0 0 0 0 0 100

Other 56 19 0 0 0 6 19 100

Answered 

question 40

Skipped 

question 13

2Figures may not add up to 100 per cent due to rounding 

Headcount

Percentage 2

FTE

Percentage 2

1Some staff may come under the line management of another department, such as corporate IT
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 Table 2 shows that the majority of local authority respondents did not have 
any Adult Social Services dedicated network specialists or database 
managers (78 per cent and 79 per cent respectively).  

 A large proportion of respondents had only one Adult Social Services 
dedicated information systems manager, performance manager or information 
governance manager (69 per cent, 75 per cent and 71 per cent respectively).  

 A higher proportion of respondents had either 3 or 4 Adult Social Services 
dedicated data analysts, when compared to other staff (40 per cent). 

From the 19 respondents who provided additional comments, seven reported that 
some of their staff support other services and therefore are not fully dedicated to the 
Adult Social Services. Other staff that were reported by respondents in the 
comments included business analysts / business process analysts (four 
respondents), information management officer management information officer (two 
respondents), business relationship managers (two respondents) and project 
managers/officer (three respondents). 
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Table 3: Please indicate the number of staff and the full time equivalent (FTE) 
for staff employed by the council or its outsourced IT supplier who work for 
Adult Social Services for part of their time1 (Question 3). 

 

0 1 2 3-4 5-7 8-9 10+

Response 

Count

Helpdesk 8 4 3 6 6 1 6 34

Trainers 10 10 6 3 1 1 1 32

Application system support / admin 8 6 8 7 4 1 3 37

Information systems manager 13 18 2 1 0 0 1 35

Performance manager 18 12 0 2 0 0 0 32

Data analysts 18 5 2 5 2 1 0 33

Information governance manager 14 17 0 1 1 0 0 33

Network specialist 7 11 5 7 5 1 1 37

Database manager 10 17 4 4 2 0 0 37

Other 12 1 2 0 0 0 1 16

Helpdesk 24 12 9 18 18 3 18 100

Trainers 31 31 19 9 3 3 3 100

Application system support / admin 22 16 22 19 11 3 8 100

Information systems manager 37 51 6 3 0 0 3 100

Performance manager 56 38 0 6 0 0 0 100

Data analysts 55 15 6 15 6 3 0 100

Information governance manager 42 52 0 3 3 0 0 100

Network specialist 19 30 14 19 14 3 3 100

Database manager 27 46 11 11 5 0 0 100

Other 75 6 13 0 0 0 6 100

0-0.99 1-1.99 2-2.99 3-4.99 5-6.99 7-9.99 10+

Response 

Count

Helpdesk 11 6 1 3 4 1 5 31

Trainers 11 9 3 0 1 1 3 28

Application system support / admin 11 8 4 2 4 0 4 33

Information systems manager 21 7 0 1 0 0 1 30

Performance manager 16 10 0 0 0 0 0 26

Data analysts 17 2 5 2 2 1 0 29

Information governance manager 18 8 0 1 0 0 1 28

Network specialist 13 7 1 5 3 2 2 33

Database manager 16 10 2 3 1 0 1 33

Other 8 1 1 0 0 0 1 11

Helpdesk 35 19 3 10 13 3 16 100

Trainers 39 32 11 0 4 4 11 100

Application system support / admin 33 24 12 6 12 0 12 100

Information systems manager 70 23 0 3 0 0 3 100

Performance manager 62 38 0 0 0 0 0 100

Data analysts 59 7 17 7 7 3 0 100

Information governance manager 64 29 0 4 0 0 4 100

Network specialist 39 21 3 15 9 6 6 100

Database manager 48 30 6 9 3 0 3 100

Other 73 9 9 0 0 0 9 100

Answered 

question 39

Skipped 

question 14

2Figures may not add up to 100 per cent due to rounding 

Headcount

Percentage 2

1The staff will also have other responsibilities in the council

FTE

Percentage 2
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 Table 3 shows that over half of the local authority respondents did not have 
any performance managers or data analysts, who were employed by the 
council or it’s outsourced IT supplier and worked for the Adult Social Services 
for part of their time (56 per cent and 55 per cent respectively).  

 The highest proportion of respondents had only 1 information systems 
manager, information governance manager, network specialist or database 
manager (51 per, 52 per cent, 30 per cent and 46 per cent respectively).  

 When compared to other staff, the proportion of respondents who had 10 or 
more helpdesk staff was quite high (18 per cent).  

From the 14 respondents who provided additional comments, three reported that 
some of their staff support other services and therefore are not fully dedicated to the 
Adult Social Services. 
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3. Data Quality 

 In total, there were 100 respondents to this survey. However, due to the 
quality of the data, only 53 respondents were used in the final analysis. Data 
were omitted from the analysis if the respondent did not provide answers to 
any of the questions or there were multiple respondents from the same local 
authority. 

 In the case of there being multiple respondents from the same local authority, 
only data from the respondent who answered the most questions were used 
in the final analysis, whereas the remaining respondents’ data were omitted.  

 Of the local authority respondents who provided answers, three respondents 
did not provide the name of their local authority. However, their data were 
included in the analysis as they answered at least one of the questions. 
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4. Local Authority Survey Participants 

The HSCIC would like to thank the following Local Authorities for participating in this 
survey: 

Brighton and Hove Sefton MBC 

East Sussex County Council Stockport 

Doncaster Durham County Council 

Wirral Harrow (London Borough) 

North Tyneside Council Bradford 

Merton Warwickshire County Council 

Coventry Solihull MBC 

London Borough of Camden Halton Borough Council 

Dudley Walsall Council 

Surrey County Council Hampshire County Council 

Rutland County Council Stockton-on-Tees 

Bury Council Plymouth City Council 

Slough Borough Council Salford City Council 

Wigan Cheshire East Council 

Dorset County Council Suffolk County Council 

Northamptonshire County Council Norfolk 

Hull City Council Knowsley 

St Helens MBC Lambeth 

Leeds City Council Lewisham 

Tameside MBC Bracknell Forest Council 

Liverpool Isle of Wight Council 

Borough of Poole Redcar & Cleveland Borough Council 

Lancashire Blackpool 

Southend Worcestershire County Council 

Rochdale Nottingham City Council 
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Glossary of Terms 

Term / Abbreviation What it stands for 

ADASS Association of Directors of Adult Social Services 

ADASS IMG 
Association of Directors of Adult Social Services Information 
Management Group 

A&E Accident & Emergency 

ASCOF Adult Social Care Outcomes Framework 

BSI British Standards Institute 

CAF Common Assessment Framework 

CCG Clinical Commissioning Group 

CIDS Community Information Data Set 

CP - IS Child Protection – Information Sharing 

CQC Care Quality Commission 

CSSR Council with Social Services Responsibilities 

DCLG Department for Communities and Local Government 

DfE Department for Education 

DH Department of Health 

DoLS Deprivation of Liberty Safeguards 
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1 Executive Summary 

The Health and Social Care Information Centre (HSCIC) was commissioned by the 
Department of Health (DH) Social Care directorate to investigate the feasibility of 
gathering case level rather than aggregated data from adult social care information 
systems. One of the project work-streams was to understand the feasibility of gathering 
case level data through a data collection, completed manually by Councils with Adult 
Social Services Responsibilities (CASSRs or councils).  
 
In order to understand whether a case level data collection is feasible, the HSCIC 
undertook a Proof of Concept (PoC) exercise in March 2014. A total of 21 out of the 152 
CASSRs (14 per cent) in England took part. The exercise involved councils providing a 
case level data collection and answering a set of questions. A safeguarding data set was 
proposed for the collection. The data set included fields from the 2013-14 Safeguarding 
Adults Return (SAR) and additional fields deemed useful by stakeholders. Further 
information on the 2013-14 SAR can be found at: 
     http://www.hscic.gov.uk/socialcarecollections2014  
 
The key findings and implications of the POC exercise are outlined below. For each 
finding, the title of the objective they relate to is included in the table. For full details of 
the objectives of the POC please see chapter 4. The findings are rated as green if there 
were no significant issues and amber if there are some issues that may need to be 
addressed before a safeguarding case level collection could go ahead.  
 
It is important to note that these findings relate only to safeguarding case level data. 
They may or may not be applicable to other adult social care case level collections. 
 
 

1.1 Key findings and implications 

Objective 
Findings 

 
Establish 
Feasibility 

 
12 of the 21 councils (57 per cent) were able to submit a safeguarding 
case level data set for the proof of concept exercise. It would therefore 
be feasible for these councils to submit a case level return in future. 
 

 
Establish 
Feasibility 
 

 
The remaining 9 councils were contacted to understand whether a case 
level return would be possible in future if further guidance was given. 7 
councils felt they would be able to. This equates to a total of 90 per cent 
of participating councils who have demonstrated or feel that a case level 
collection is feasible. The other 2 councils were unavailable for comment.  
 

 
Establish 
Feasibility 
 

 
Councils did provide or said they were able to provide fields from the 
SAR at case level and these could be included in a future case level 
return. 

http://www.hscic.gov.uk/socialcarecollections2014
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Establish 
Feasibility 

 
Most councils cannot currently provide all of the fields in the proposed 
data set. Councils said that they would be able to do so in future if 
changes were made to systems or processes.  

 
Assess the 
Burden 

 
It was expected that it would be easier for councils to submit data at case 
level rather than aggregated. Feedback suggests that submitting a case 
level version of the current SAR would entail a similar workload to an 
aggregate return.  
 

 
Assess the 
Burden 

 
Some fields in the proposed data set are not currently available for 
collection but are considered feasible for a future collection. The changes 
required to enable this would generate additional burden for councils and 
therefore it may be useful to carry out further investigation to weigh up 
the extent of the burden and the benefits of including them.   
 

 
Assess the 
Burden 

 
If changes were implemented to allow the collection of all fields in the 
proposed data set councils said from then onwards, submitting a case 
level return would entail either a similar or slightly higher burden to the 
current aggregate return. 
 

 
Assess 
Usefulness 

 
Councils were asked whether they thought each of the fields in the 
proposed data set were useful locally. For almost all fields, over 70 per 
cent of respondents said that they are.  
 

 
Assess 
Data 
Quality 

The level of completeness was good for both the SAR and non SAR 
fields. For the fields that are expected to have a value, the percentage of 
records populated was 88 per cent or higher.  

 
Assess 
Data 
Quality 

Many different values were used within the supplied fields, reflecting the 
lack of standardisation across safeguarding systems. However, many of 
these values were similar which suggests that it could be relatively 
straight forward to standardise the values and achieve a reasonable level 
of validity in future. 

 
Assess 
Data 
Linkage 

 
All councils said that they are currently collecting or will be able to collect 
the client NHS number in future and therefore it is expected that the 
safeguarding data could be linked to health data at that time.  
 

 
Assess 
Data 
Linkage 

The majority of councils do not currently capture CQC data fields but said 
they could collect this in future if required. However, this would create 
additional burden. 
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Review 
Proposed 
Data Set 

A review of every field in the proposed data set is included in chapter 7.2 
of this report together with suggestions for changes.  

 

2 Purpose 

This document outlines the methodology, findings and recommendations following the 
completion of a Proof of Concept (POC) exercise to assess the feasibility of 
implementing a national client level Adult Social Care Safeguarding Data Set. 
 

3 Background 

In 2012 the Department of Health published The Power of Information: putting all of us in 
control of the health and care information we need. This confirmed the interest in the use 
of client level data relating to adult care and support services for wider uses, subject to 
the necessary handling to protect confidentiality, and the need to manage the 
administrative burden associated with national data collections. 
 
In line with this, the Department of Health commissioned the HSCIC to undertake the 
Adult Social Care Data Extraction Project to investigate the feasibility of automating the 
extract of data from Adult Social Care information systems.   
 
In order to inform and steer this project, a workshop with key stakeholders was held on 
26th September 2013. There was strong support from the workshop for Safeguarding to 
be the subject of a Proof of Concept (POC) data collection at a more granular level. In 
light of this it was agreed that the POC activity should be commissioned to support the 
wider aims of the Adult Social Care Data Extraction Project. 
 
The reasons for undertaking the POC using Safeguarding data were: 

 To understand the feasibility of collecting a client level data set from 
CASSRs, including the burden and issues associated with this and to 
identify potential barriers to such a collection.  

 To inform the development, piloting and, if successful, mandation of a 
Safeguarding Adult data set in the future. 

 To offer real benefits to service users by aggregating data across a number 
of CASSRs at a specific provider level to identify unusually high volumes of 
Safeguarding issues being referred and thus prompting further 
investigation.   

 
Safeguarding was chosen as this information is comprehensively recorded by CASSRs 
and it complements the existing SAR for 2013-14. The SAR is due in June 2014, so 
many CASSRs will already be in the process of identifying the necessary data to 
complete this.   
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4 Objectives 

The POC had the following key objectives. The findings relating to each of these 
objectives are outlined in the executive summary and chapter 7.2. 
 

No. Objective Description 

1 Establish 
Feasibility 

Establish the feasibility of introducing a national case/allegation 
level collection for Adult Social Care Safeguarding data. Establish 
whether the SAR return can be replicated from the case level data 
sets. 

2 Assess the 
Burden 

Ensure that the data set and data items can be collected without 
causing unreasonable burden to Councils with Adult Social 
Services Responsibilities (CASSRs). 

3 Assess 
Usefulness 

Obtain feedback from councils about the usefulness of each data 
item. Identify where data items may be unnecessary and where 
additional data items may be beneficial at local and national levels. 

4 Assess 
Data Quality 

Investigate how well populated the data items are, how many 
councils are able to submit each data item and whether the values 
submitted conform to any standardised lists.   

5 Assess 
Data 
Linkage 

Investigate whether the safeguarding data sets could potentially be 
linked to other relevant data sets such as health and CQC. 
 

6 Review 
Proposed 
Data Set 

Review the proposed data set based on the outcomes of the POC. 
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5 Methodology 

The POC involved collecting a sample of client level safeguarding data from Councils 
with Social Services Responsibilities (CASSRs, also referred to as Local Authorities or 
LAs in this document) based on the statutory SAR. Any participating CASSRs would be 
involved on voluntary basis and the data collected would cover concluded referrals for 
the period 1st April to 30th September 2013. 
 
The POC exercise was open to all 152 CASSRs in England and there was also a focus 
to maintain clear and concise communications with the Local Authorities throughout. The 
aim of this was to articulate the rationale, requirements and timescales for the POC and 
also to encourage participation. 
 
Broadly speaking, the methodology for conducting the proof of concept was covered by 
the following 7 stages: 
 

 An email and invitation document was sent to all 152 CASSRs. This contained 
information regarding the POC and why the HSCIC is undertaking this activity, 
including a list of deliverables and associated timelines. It was also made 
extremely clear that no person confidential data will be collected. The invitation 
document also detailed an offer of £3500 to reimburse costs incurred by 
participating in this activity. 

 The expressions of interest from the CASSRs were collated and any queries were 
dealt with by the Adult Social Care team at the HSCIC. 

 A proposed data set was constructed based on outputs from the workshop, the 
Safeguarding Adults Return and consultation with the project board. 

 A guidance document (see Appendix 5.1), definitional testing questions (see 
Appendix 5.2), a submission template (see Appendix 5.3), the proposed data set 
and a data depositor agreement to the project board, expert reference group and 
participating CASSRs for review. After the review, comments from all the key 
stakeholders were amalgamated into the final versions of the documents ready for 
distribution. 

 The reviewed and approved versions of these documents were sent with the initial 
invitation to all 152 of the CASSRs. This provided a second opportunity for 
CASSRs who had not responded to the initial invitation to participate. 

 Feedback was gathered from a sample of non-participating LAs covering all the 
regions in England to understand the barriers and issues to taking part in the 
POC. 

 Upon receipt of all of the data submissions, the Adult Social Care team led on the 
analysis, and the findings from this have been incorporated into this report. Any 
feedback received during the POC has also been incorporated into the final 
proposed data set (section 7.2). 
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5.1 Sites Involved 

Of the 152 Local Authorities that were invited to participate in the POC, 21 took up the 
offer and participated, these were: 
 

 Worcestershire 

 Thurrock 

 Lewisham 

 Bristol 

 Derbyshire 

 Knowsley 

 Cheshire East 

 Northamptonshire 

 Bury 

 North Somerset 

 Newcastle 

 Buckinghamshire 

 Hackney 

 Wolverhampton 

 South Gloucestershire 

 Dorset 

 Stockton-on-tees 

 Isle of Wight 

 Birmingham 

 Liverpool 

 Derby 
 

 

Representation 
 
To ensure the sites involved were representative, a split of participants by LA type, 
region and systems supplier was conducted. The output of which is shown below: 
 

LA Type Num. 
CASSRs in 

England 

Percentage 
CASSRs  

in England 

 Num. 
Participants 

in POC 

Participants 
in POC 

Inner London (IL) 13 9% 2 15% 

Metropolitan (M) 36 24% 6 17% 

Outer London (OL) 20 13% 0 0% 

Shire (S) 27 18% 5 19% 

Unitary Authority (UA) 56 37% 8 14% 

TOTALS 152  21  

Fig 1 - Participants in the POC split by type of LA 
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Region Num. 
CASSRs 

in England 

Percentage 
CASSRs  

in England 

 Num. 
Participants 

in POC 

Participants 
in POC 

East Midlands 9 6% 3 14% 

Eastern 11 7% 1 5% 

London 33 22% 2 10% 

North East 12 8% 2 10% 

North West 23 15% 4 19% 

South East 19 13% 2 10% 

South West 16 11% 4 19% 

West Midlands 14 9% 3 14% 

Yorkshire and the Humber 15 10% 0 0% 

TOTALS 152  21  

Fig 2 - Participants in the POC split by region in England 

 
 

Supplier Num. 
CASSRs 

in England 

Percentage 
CASSRs  

in England 

 Num. 
Participants 

in POC 

Participants 
in POC 

Careworks 8 5% 1 5% 

Civica 5 3% 2 10% 

Corelogic 28 18% 2 10% 

In-house 6 4% 0 0% 

Liquidlogic 21 14% 4 19% 

Northgate 39 26% 7 33% 

OLM 43 26% 5 24% 

Unknown 2 1% 0 0% 

TOTALS 152  21  

Fig 3 - Participants in the POC split by supplier 
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5.1.1 Participation Feedback 

A key part of the POC was to understand the issues faced by non-participating CASSRs 
making them unable to take part in this optional exercise. The feedback from this is 
valuable as it allows the HSCIC/DH to understand the sentiments and attitudes to 
voluntary activities like the POC from an operational “on the ground” perspective. 
 

Feedback was obtained from a cross section of non-participating CASSRs and the key 
themes that were discovered are summarised below. 
 

 Workload and competing priorities. 

 Lack of resource/capacity makes it impossible to prioritise voluntary activities over 
statutory commitments. 

 Implementation of new IT system. 

 Small operational team. 

 Organisational restructuring. 

 Undertaking transformational programme. 

 Budget cuts affecting resource. 

 Unsure if it will be a useful exercise as data quality will be a huge issue. Data 
quality issues should be resolved first. 

 Dealing with changes associated with ZBR and also other collections going live. 

 Difficult due to the amount of data cleansing required and system issues. 

 Too many surveys requested by the HSCIC. 

 No thoughts about the timing of this with regards to the need to submit statutory 
returns in addition to the major changes associated with ZBR 

 

Although feedback was collated regarding non-participation it should be noted that the 
21 CASSRs who did participate represented an even distribution by LA type, region and 
systems supplier (section 5.1). This should provide an added level of confidence to any 
conclusions drawn from the POC. 
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5.2 Definitional Testing 

Definitional Testing comprised the desktop testing of the proposed data set across 
participating CASSRs. The information was obtained from a series of questions within 
the submissions template, with questions at both a general and data item level. 
 
It focused upon ensuring that the proposed definitions were clearly defined and 
unambiguous.  It also identified whether the proposed data items or similar information 
were currently captured locally, either on paper based systems or electronically, and the 
business processes associated with this.   
 
Where proposed data items were not routinely captured locally it identified any barriers 
that would prevent the local capture of the information.  It also considered whether there 
were any potential client safety risks.   
 
Definitional testing was crucial to assessing the feasibility of collecting and reporting a 
safeguarding data set as a whole, as well as specific data items.  It also highlighted 
areas where barriers would need to be overcome before a data set can be successfully 
implemented. This process also enabled the identification of significant barriers or safety 
risks which could not be resolved or mitigated resulting in data items being withdrawn. 
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5.3 Data Submission 

The purpose of the Proof of Concept data submission was to prove that a subset of 
client level data can be extracted from social care systems and submitted securely to the 
HSCIC by several CASSRs in a loosely defined format.   
 
This allowed the feasibility of the proposed data set to be assessed by enabling basic 
analysis of the data quality of the submitted data and also to enable the generation of 
sample reports.  
 
Local Authorities were encouraged to collect and report the data items as specified in the 
submissions template (see Appendix 5.3) and in accordance with the POC guidance 
(see Appendix 5.1). Submission was either by the completion of a spreadsheet proforma 
or through the submission of a pipe delimited text file.    
 
Files were securely transferred by participating Local Authorities to the HSCIC using 
Data Depot, a HSCIC data transfer tool.  This tool ensured that NHS security standards 
for file transfer were met.  
 
Submitted files resided within a secure area of the Social Care network folder structure.  
Access to the data was restricted to nominated individuals using Active Directory 
permissions and each nominated user requiring access was required to have an 
approved Clear Data Access (CDA) form. 
 
A data depositor agreement was signed between each participating CASSR and the 
HSCIC prior to the provision of data, and served as a contract between the two 
organisations.  This agreement outlined the permitted uses of the data and the data 
retention period. 
 
Use of the data, findings and analysis carried out is detailed in section 6.  
 
Any data collected by the HSCIC as part of the POC will be destroyed when the analysis 
is complete, and not later than 31st December 2014.   
 
 

5.3.1 Items Excluded from the POC  

Whilst client level identifiers will be required to meet the objectives of a national Adult 
Social Care Safeguarding data set, it was made clear at the outset to all CASSRs that 
personal confidential data should not be submitted to the HSCIC as part of the POC 
exercise. 
 
In light of this a number of data items have been have been proposed for collection if a 
case level return were to be mandated in future but knowledge of these fields can be 
used to directly identify an individual. Therefore the following data items were not 
requested as part of the POC: 
 

 Client NHS Number 

 Client Date of Birth 
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 Client Postcode 

 Council Client Identifier 

 Council Safeguarding Referral Identifier 

 CQC Safeguarding Referral Identifier 

 
A number of non-client identifiable fields/indicators were requested from CASSRs in lieu 
of the above personal confidential items. The purpose of this was to determine their 
availability, and therefore the feasibility of including these personal confidential data 
items in a future case level data set. 
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6 Findings 

This section outlines the detailed findings of the Proof of Concept study. The findings 
have been divided into 4 sections relating to the different parts of the POC exercise. For 
the definitional testing part of the exercise, there are sections relating to the general data 
set questions and the data item questions. For the data submission part, there are 
sections detailing the general data set analysis and individual data item analysis.  

 

6.1 Definitional Testing 

6.1.1 General Data Set Questions  

This section looks at the responses from councils to the general data set questions. The 
following table summarises the key themes of the feedback given by councils for each of 
the areas included in the question set. The barriers section has been omitted as 
feedback from this section has been included under the more relevant headings. All 
items have been given a RAG status of amber. This is to reflect the fact that some 
barriers to collection have been identified in each of the areas but none of the issues 
appear to be insurmountable. A total of 20 councils responded to this part of the 
exercise. 
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Summary of responses to data set questions 
 

 
 
 
 
 
 

Area Status Comments

General Amber Data quality was discussed as an on-going issue, regardless of whether the return was at 

case level or aggregated. Practitioners sometimes make errors or omit data and it is not 

always easy to rectify this.

Some respondents questioned whether collecting safeguarding data centrally is useful to 

councils.

Some councils feel that providers may be more reluctant to report safeguarding issues to 

them if the local figures are collected centrally and made available to the public.

Systems Amber Changes to current safeguarding systems would be required to report on all of the 

proposed data items.

Although some fields not included in the local system at present, some councils felt that 

they could be accessed from an external source and added manually if necessary.

Some fields are currently recorded as free text and this is time consuming and difficult to 

report on.

Workflow Amber Feedback suggests that submitting a case level version of the current SAR would entail a 

similar workload to an aggregate return.

If all of the fields in the proposed data set were mandated for collection, some councils 

would need to make changes to processes and systems to enable this which would add to 

their current burden. A cost-benefit analysis would need to be undertaken to determine the 

value of including these fields in future.  

If these changes were implemented, councils said that submitting a case level return would 

entail either a similar or slightly higher burden to the current aggregate return.

Reporting on additional fields to those currently requested in SAR 2013-14 may have a 

small impact on the amount of analysis, checking and error investigation needed.

Safety Amber One council expressed a concern that some of the requested demographic fields could be 

combined to indirectly identify an individual and did not want to submit these fields.

One council had security concerns about the Data Depot system. The HSCIC supplied 

further information about the system and this alleviated the concerns.

Training Amber Councils said that training requirements would depend on the final data set specification. If 

there were any changes to the current fields in SAR, it is likely that training would be 

required for safeguarding practitioners, managers and analysts.
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6.1.2 Data Item Questions 

This section looks at the responses to the data item questions provided as part of the 
definitional testing. A total of 20 councils responded to this part of the Proof of Concept 
exercise. 

Capability to record data items 

The following table indicates whether councils currently record a data item and whether 
they have the capability to record that item in the local system in future.  

For each of these questions, there is a column headed ‘Councils’ to indicate the number 
of councils who responded to the question and a column headed ‘% Yes’ to indicate the 
percentage of councils who answered ‘Yes’ or ‘Partially’ to the question. 

For the purpose of the question ‘Is the field currently captured?’ councils were asked to 
answer ‘Partially’ where something similar to the data item was captured. It is likely that 
this value has also been used where data is not very well populated.  

For the purpose of the question ‘Can the field be captured in future?’ councils were 
asked to answer ‘Partially’ where recording would be possible if amendments were made 
to the existing system.  

The colour coding used in the ‘% Yes’ columns is green for above 50 per cent and 
amber for less than or equal to 50 per cent. 

The table shows that councils feel they are currently able to provide fields from the 2013-
14 SAR and some non SAR items but cannot provide all fields in the proposed data set 
at present. For the majority of fields, councils felt that it is feasible to capture and supply 
them in future.  

Confidence about future capability was lowest for the Local Authority Identifier and 
Repeat Referral fields. Further work would need to be undertaken to understand the 
reasons for this and how it could be overcome in future.   

All councils said that they are currently collecting or will be able to collect the client NHS 
number in future and therefore it is expected that the safeguarding data could be linked 
to health data at that time.  

The majority of councils do not currently capture CQC data but said they could collect 
this in future if required. Some councils said they could do this by adding CQC codes to 
the return manually but this would add burden whilst completing the return. Some 
councils said they could do this by making process or system changes which would add 
burden whilst the making the appropriate changes. 
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Capability to record data items 

 

 

 

 

 

Field Name Councils % Yes Councils % Yes

Action and Result 20            100 13 100

Advocate Support 20            80 12 100

Client Age at Start of Referral 20            75 12 92

Client Date of Birth 18            100 12 100

Client Ethnicity 20            100 13 100

Client Gender 20            100 13 100

Client Involvement in Decision Making 20            20 11 64

Client Involvement in Safeguarding Meetings 20            35 10 80

Client NHS Number 18            78 12 100

Client Postcode 18            100 12 100

Conclusion 20            100 13 100

Conclusion Date 20            100 13 100

Consent to Investigation 19            37 11 64

Council Client Identifier 17            94 11 100

Council Safeguarding Referral Identifier 17            82 11 91

CQC Location Address 19            42 10 90

CQC Location Identifier 20            5 9 78

CQC Location Name 19            32 9 89

CQC Location Postcode 20            40 11 82

CQC Provider Identifier 20            5 9 78

CQC Safeguarding Referral Identifier 18            6 7 57

Date Incident Occurred 20            75 11 100

Date Referral Initiated 20            95 12 100

Desired Outcome Achieved 20            25 9 78

Desired Outcome Expressed 20            30 9 78

Known to Council 20            75 11 73

Lacking Capacity 20            85 12 100

Local Authority Identifier 18            39 6 33

Location of Risk 20            100 13 100

Primary Client Group 20            100 13 100

Repeat Referral 19            68 10 50

Risk Reported by 20            100 13 92

Serious Case Review 20            85 8 88

Serious Case Review Reason 20            65 8 63

Source of Risk 20            100 13 92

Type of Risk 20            100 13 92

Is the field 

currently captured?

Can the field be 

captured in future?
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Usefulness of Data Items 

The table below shows whether councils felt that the data items were useful locally. The 
colour coding used in the ‘% Yes’ column is green for above 50 per cent and amber for 
less than or equal to 50 per cent. 

For almost all of the proposed data fields, over 70 per cent of respondents said that it is / 
would be useful to record them locally. This includes those fields not currently in SAR 
suggested by councils, CQC and HSCIC. 
  
Only 50 per cent of respondents said that the Local Authority Identifier (LAI) was useful. 
The LAI is a unique numeric code for each council. The guidance asked councils to 
include this code on each row of their data set. This field is not expected to be useful to 
councils but it is essential for the HSCIC to identify which council submitted each row of 
data.  
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Usefulness of Data Items 

 

 

6.2 Data Submission 

This section looks at the data sets submitted by councils. A total of 21 councils 
responded to this part of the Proof of Concept exercise. The participating councils 
submitted six months of safeguarding data in an Excel spreadsheet via Data Depot. The 
proposed data set consisted of 32 fields, 15 of which appear in the current SAR return. 
This section analyses the submitted data in terms of quality, completeness and level of 
standardisation. 

 

Field Name Councils % Yes

Action and Result 13 100

Advocate Support 12 83

Client Age at Start of Referral 13 92

Client Date of Birth 14 100

Client Ethnicity 13 92

Client Gender 15 100

Client Involvement in Decision Making 7 71

Client Involvement in Safeguarding Meetings 9 78

Client NHS Number 13 92

Client Postcode 14 100

Conclusion 15 100

Conclusion Date 15 100

Consent to Investigation 7 71

Council Client Identifier 13 92

Council Safeguarding Referral Identifier 11 82

CQC Location Address 9 100

CQC Location Identifier 8 88

CQC Location Name 8 88

CQC Location Postcode 10 90

CQC Provider Identifier 9 89

CQC Safeguarding Referral Identifier 5 80

Date Incident Occurred 12 75

Date Referral Initiated 14 93

Desired Outcome Achieved 10 90

Desired Outcome Expressed 10 90

Known to Council 12 83

Lacking Capacity 13 92

Local Authority Identifier 6 50

Location of Risk 15 93

Primary Client Group 15 93

Repeat Referral 11 82

Risk Reported by 15 93

Serious Case Review 11 100

Serious Case Review Reason 9 78

Source of Risk 15 87

Type of Risk 15 100

Is this field useful 

locally?
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6.2.1 General Data Set Analysis   

Twenty one councils submitted a return, with 8,953 records in total, an average of 426 
per council. These records represented 6,321 individual clients. We cannot determine 
the exact number of referrals or allegations as there was some variation in the way these 
were recorded. 
 
The level of completeness was good for both the SAR and non SAR fields. For the fields 
that are expected to have a value, the percentage of records populated was 88 per cent 
or higher.  
 
Many different values were used within the supplied fields, reflecting the lack of 
standardisation across safeguarding systems. Many of these values were similar. For 
example in the types of abuse field, SAR lists one of the options as “Physical”. For the 
PoC councils, this option was represented by physical, physical abuse, phys_ab, and 01 
in local systems. This suggests it may be relatively straight forward to standardise the 
values and achieve a reasonable level of validity in future.  

 
For the purpose of this exercise, each ‘case’ should relate to an ‘allegation’ because this 
is the highest level of detail for safeguarding cases. Only this level will allow us to collect 
all of the case details and this is essential to allow complete and accurate reporting. The 
other levels of safeguarding data are clients and referrals. A client can have more than 
one referral and one referral can sometimes involve more than one allegation. An 
allegation refers to one type of incident. For example a referral could involve physical 
abuse in a public place and neglect in a care home. For the purpose of this exercise, this 
example should be classed as 1 referral with 2 different allegations and this should be 
represented by 2 rows in the data return. 
 
For the proof of concept exercise, different councils submitted their data sets at different 
levels. The below table shows the number of councils who submitted data at each level. 
 

Data Level Councils 

Allegation 12 

Referral 8 

Client 1 

 

12 of the 21 councils (57 per cent) were able to submit a safeguarding case level data 
set for the proof of concept exercise. Of the 9 councils who did not submit allegation 
level data we contacted 7 councils, all of whom felt that their systems would allow this. 
This equates to a total of 90 per cent of participating councils who have demonstrated or 
feel that a case level collection is feasible. The other 2 councils were unavailable for 
comment.   
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6.2.2 Data Item Analysis 

The following tables show some key metrics for each of the fields submitted in the proof 
of concept exercise. The columns show the number of councils submitting the item and 
the percentage of records that were populated for the councils that did submit the field. 
Two of the tables also show the number of councils submitting standardised values for 
each item (values that match those currently used in the AVA/SAR collections) and the 
percentage of records that are standardised from those councils.  

The fields are split into three tables which each refer to a different type of field. The first 
table includes data fields from the 2013-14 SAR return and the second shows data fields 
that are not included in the 2013-14 SAR return. The third table is for indicator fields that 
were used to indicate whether PID data is available rather than submitting the data itself. 

 

Analysis of mandatory SAR fields 

Mandatory SAR Fields 

No. 
Councils 

Submittin
g 

% 
Populated 

No. Councils 
Submitting 

Standardised 
values 

% Records 
Standardised 

Distinc
t 

Values 

Client Gender 21 100% 12 100% 8 

Conclusion 21 99% 19 70% 56 

Client Ethnicity 21 99% 11 86% 130 

Location of Risk 21 99% 19 56% 119 

Primary Client Group 21 98% 16 44% 83 

Type of Risk 21 97% 21 57% 75 

Known To Council 20 100% 2 100% 14 

Client Age at Start of 
Referral 20 99% 17 92% 14 

Action and Result 20 95% 3 40% 100 

Source of Risk 20 91% 8 12% 187 

Risk Reported By 19 99% 17 31% 311 

Lacking Capacity 19 93% 7 51% 47 

Serious Case Review  17 74% N/A N/A 10 

Advocate Support 16 62% N/A N/A 23 

Serious Case Review 
Reason 14 100% N/A N/A 10 

 

 
Notes for mandatory SAR fields 
 

 Action and Result - 14 Councils had over 99 per cent, only 4 below 95 per cent 

 Lacking Capacity – Over 98 per cent for 13 councils, 6 had poor coverage. 

 Advocate Support - Coverage rises to 94 per cent if we only count blanks where 
the client actually lacked capacity. 

 Serious Case Review - 15 councils had 100 per cent, one council had 11 per 
cent but accounts for a quarter of the total data so skewed the average. 



           23/05/2014 

 

 
 
Page 25   Copyright ©2014 Health and Social Care Information Centre  

 All but three of the mandatory SAR fields are submitted by at least 19 councils 
and are over 90 per cent populated.  

 

Analysis of non SAR fields 

Non-SAR Fields 

No. 
Councils 

Submittin
g 

% 
Populated 

No. Councils 
Submitting 

Standardised 
values 

% Records 
Standardised 

Distinc
t 

Values 

Date Referral Initiated 21 100% 21 100% 2 

Local Authority Identifier 21 100% 21 100% 21 

Conclusion Date 21 100% 21 99% 6 

Repeat Referral  20 82% N/A N/A 8 

Date Incident Occurred 11 88% 11 88% 11 

Desired Outcome 
Expressed 8 100% N/A N/A 13 

Desired Outcome 
Achieved 8 95% N/A N/A 16 

Consent to Investigation 8 48% N/A N/A 13 

CQC Location Postcode 7 78% 7 91% N/A 

CQC Location Identifier 6 80% 6 78% N/A 

Client Involvement in 
Safeguarding Meetings 5 100% N/A N/A 11 

Client Involvement in 
Decision Making 5 100% N/A N/A 14 

CQC Provider Identifier 5 76% 5 75% N/A 

 

 
Notes for non SAR fields 
 

 Date Incident Occurred: This is only recorded by eleven councils, although all 
councils have the date the referral was initiated. The councils that did record this 
had 88 per cent coverage. 

 Desired Outcome Expressed and Desired Outcome Achieved are only 
submitted by eight councils, although they have close to full coverage in those 
councils.  

 Consent to Investigation is only submitted by eight councils and has less than 
50 per cent coverage for those.  

 CQC Location Postcode, CQC Location Identifier and CQC Provider 
Identifier are submitted by 7, 6 and 5 councils respectively, with 78, 80 and 76 
per cent coverage for those. This was only including location types that should 
have a CQC code.  

 Involved in SG Meeting and Client Involvement in Decision Making are only 
provided by five councils, although they have 100 per cent coverage for those.  
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Analysis of indicator fields 
 

Some of the proposed data items include information which can directly identify a 
person. For these items, councils submitted an Indicator field to show whether or not 
they record the item, rather than an actual value. The percentage populated only applies 
to councils that did submit the item. 
  

Data Item Indicator 

No. 
Councils 

Submitting 
% 

Populated 

DUMMY Council Client Identifier 21 100% 

INDICATOR For Client NHS Number 16 93% 

INDICATOR for Client DOB 20 100% 

INDICATOR For Client Postcode 20 100% 

 
 

All of the indicator items are well populated, NHS number is recorded by 16 councils, 
and the others are recorded by 20 or 21 councils.  
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Analysis of Higher/Lower Level Categorisations 
 
Some of the proposed data items have more than one level of categorisation. For 
example Source of Risk which has only three main categories; Social Care Support or 
Service paid, contracted or commissioned, Other – known to individual, and Other 
– unknown / stranger, but can be categorised more specifically at a lower level e.g. 
Relative / family / carer or Primary Healthcare.  Currently this item only has one 
column so some councils are using the higher level option, some just the more specific 
lower level and some are combining both into one answer. This means there are 188 
distinct answers for that item which, with varying levels of detail.  
 
Split of Higher and Lower Level Data for Source of Risk 
 

Council Higher Lower Both 

107 6% 94% 0% 

305 2% 65% 33% 

315 0% 93% 7% 

316 7% 93% 0% 

326 5% 95% 0% 

406 18% 82% 0% 

412 1% 96% 3% 

416 0% 100% 0% 

504 14% 34% 52% 

506 0% 39% 61% 

507 0% 98% 2% 

612 38% 58% 4% 

622 0% 0% 0% 

709 8% 92% 0% 

803 42% 58% 0% 

809 0% 0% 100% 

909 0% 100% 0% 

910 0% 69% 31% 

911 0% 36% 64% 

704 21% 79% 0% 

114 1% 43% 56% 

Total 9% 77% 14% 
 

This table shows that 77 per cent of the data submitted for this item was lower level, and 
only 9 per cent higher level, with 14 per cent of answers covering both. The majority of 
answers from every council were either lower level or both.  
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Split of Higher and Lower Level Data for Client Ethnicity 
 

Council Higher Lower Both 

107 1% 1% 98% 

305 0% 4% 96% 

315 0% 0% 100% 

316 0% 0% 100% 

326 3% 1% 95% 

406 2% 0% 98% 

412 2% 3% 95% 

416 0% 0% 100% 

504 0% 6% 94% 

506 100% 0% 0% 

507 81% 16% 4% 

612 97% 1% 3% 

622 99% 0% 1% 

709 9% 27% 64% 

803 1% 2% 96% 

809 0% 0% 100% 

909 0% 12% 88% 

910 1% 0% 99% 

911 0% 5% 95% 

704 0% 0% 0% 

114 8% 2% 90% 

Total 15% 2% 83% 
 

Higher level for Ethnicity is categories such as White, and lower level would be 
subcategories such as White British, White Irish etc. The majority of councils submitted 
answers which covered both levels, while four primarily submitted only higher level data. 
Overall 83 per cent of the answers covered both levels. The combinations still created 
130 distinct values for ethnicity.  
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Matching analysis for CQC fields 
  
The below table shows the number of councils submitting the requested CQC fields as 
well as the percentage of records populated for those councils and the percentage of 
values that correctly matched the central CQC list on the CQC website. All 3 CQC fields 
are at least 75 per cent correct where populated.  

  

CQC Field 

No. 
Councils 

Submitting % Populated % Correct 

CQC Location Identifier 6 80% 78% 

CQC Provider Identifier 5 76% 75% 

CQC Location Postcode 7 78% 91% 
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7 Implications  

7.1 General 

This section looks at the implications of the findings for a future case level data set. This 
section is divided into implications in relation to the expected benefits of the Adult Social 
Care Data Extraction Project and in relation to the objectives of the Proof of Concept 
exercise.  
 
Implications in relation to the expected benefits of the data extraction project 
 
Reducing the burden on councils 
Feedback suggests that submitting a case level version of the current SAR data items 
would entail a similar burden to an aggregate return.  
 
Some councils would need to make changes to processes and systems if they were 
required to report on all of the proposed data items and this would add to their current 
burden. A cost-benefit analysis would need to be undertaken to determine the value of 
including these fields in future.  
 
Once any changes were implemented, councils said that from then onwards, submitting 
a case level return for all of the proposed data items would entail either a similar or 
slightly higher burden to the current aggregate return. 
 
Allowing more granular analysis  
For the 19 councils who submitted or said they would be able to submit an allegation 
level return, it is possible to provide more granular analysis about safeguarding cases 
than would be possible in an aggregate return.  
 
For example, in the SAR 2013-14 aggregate return, we can only gain a limited 
understanding of who might be affected by a serious case review as only the age of 
individuals involved can be determined. From the case level return, any aspect of the 
individual or case can be examined in relation to serious case reviews. We could 
understand the age, gender, ethnicity or client type of individuals involved or about the 
types of abuse, perpetrators or locations that may lead to a serious case review.  
 
Improving information standards 
The data submissions have shown that there is a lack of standardisation of the values 
used in council systems. For example the category of “Physical” is used in the 2013-14 
SAR. For the PoC councils, this option was represented by the values: physical, physical 
abuse, phys_ab, and 01 in local systems. Due to the similarity of these values, it might 
be relatively easy for councils to conform to a standardised list and therefore improve the 
standardisation of safeguarding data in future. 
 
Implications in relation to the objectives of the proof of concept 
 
The objective about the burden for councils has not been included here as this is also an 
expected benefit of the overall extraction project and has been discussed above. 
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Feasibility 
90 per cent of participating councils have demonstrated or said that it is feasible to 
collect case level safeguarding data.  
 
Councils did provide or said they were able to provide fields from the SAR at case level 
and these could be included in a future return. However, most councils cannot currently 
provide all of the fields in the proposed data set. Councils said that it would be feasible to 
do so in future if changes were made to systems or processes.  
 
Usefulness 
Feedback suggests that councils would find it useful locally to record almost all of the 
proposed data fields. This includes those fields not currently in SAR suggested by 
councils, CQC and HSCIC. Where additional burden would be involved to collect a field, 
it would be beneficial to weigh up how useful it is to collect the field centrally compared 
to the burden it would require to implement. 
 
Data quality 
The level of completeness was good for both the SAR and non SAR fields. For the fields 
that are expected to have a value, the percentage of records populated was 88 per cent 
or higher. This figure is expected to be higher still if a case level return was a mandatory 
requirement in future.  
 
Many different values were used within the supplied fields, reflecting the lack of 
standardisation across safeguarding systems. However, many of these values were 
similar which suggests that it could be relatively straight forward to standardise the 
values and achieve a good level of validity in future. 
 
Data linkage 
It is expected that safeguarding data could be linked to health data since all councils said 
they would be able to record NHS number in future. It is currently more difficult to link in 
to CQC data as the majority of councils do not routinely record this data. Further work is 
suggested to understand the cost-benefit of including these fields. 
 
Other Considerations 
 
There was a low participation rate for the proof of concept exercise. Council feedback 
suggested that this was due to a lack of time and resource at this time of year. It is useful 
to bear this feedback in mind for future projects. 
 
There may be some changes to safeguarding terminology that arise from the Care Bill 
once it has been passed as an act of parliament. 
 
The collection system used for the proof of concept may not be available for a future 
case level data set and therefore an appropriate replacement would need to be found. 
 
Further Information Governance work will be required if we decide it would be useful to 
collect PID data.  
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7.2 Proposed Data Set 

Following the analysis of the proof of concept exercise, the proposed data set has been 
reviewed and the following actions are suggested.  

7.2.1 Proposed data items for further investigation 

There were a number of issues with the below items during the PoC and further 
investigation is recommended to understand the cost-benefit of collecting the items in 
future. 

 

7.2.2 Proposed data items to be excluded 

It is proposed that the below data items are removed from a future case level data set. 

 

The age of the client would not be necessary as date of birth can be collected and the 
age at any point in time can then be derived. 

The primary client group will no longer be collected in the 2014-15 SAR return as this 
classification has been deemed inappropriate for current social care practice. 

 7.2.3 Proposed data items to be added 

It is proposed that the below data item is added to a future case level data set. 

    

Field Name Overall Status 

Primary Support Reason new 

 

Primary Support Reason (PSR) replaces the Primary Client Group classification for 
social care in 2014-15. The two fields have similar meanings. It is expected that PSR 

Field Name Overall Status

Client Involvement in Decision Making investigate

Client Involvement in Safeguarding Meetings investigate

Consent to Investigation investigate

CQC Location Address investigate

CQC Location Identifier investigate

CQC Location Name investigate

CQC Location Postcode investigate

CQC Provider Identifier investigate

CQC Safeguarding Referral Identifier investigate

Desired Outcome Achieved investigate

Desired Outcome Expressed investigate

Local Authority Identifier investigate

Repeat Referral investigate

Field Name Overall Status

Client Age at Start of Referral exclude

Primary Client Group exclude
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could be collected since it was possible for councils to provide primary client groups 
during the proof of concept exercise.  
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Appendix 5.1: Collection Guidance 
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7.3 Introduction 
This document is intended for Local Authorities (LAs, also referred to as ‘councils’ in this 
document) participating in the Case Level Safeguarding Data Set Proof of Concept 
study. The study seeks to understand the feasibility of extracting record level Adult 
Social Care data starting with adult safeguarding. It will look at whether record level data 
is available, the burden involved in collation of it and the potential barriers to collection. 
 
The study will inform the development, piloting and if successful, mandation of a record 
level adult safeguarding data collection in the future. Please note that this safeguarding 
data set will not be used to create any analytical or reporting products for the general 
public. We will only be analysing the content and quality of the returned data and this 
information will only be used internally to guide discussions about the future collection of 
an adult safeguarding case level data set.   
 

7.4 Purpose of this document 
This guidance document contains information about participating in the Proof of Concept 
study. It outlines what we would like you to do, how we would like you to collate the data 
and how to return your question responses and data set to the Health and Social Care 
Information Centre (HSCIC). We have also included a section about the information 
governance considerations that have been discussed at the HSCIC due to the sensitive 
nature of this data.  
 
An excel document titled Submission Spreadsheet will also be sent to you which 
contains further information about the Proof of Concept study. The spreadsheet contains 
4 worksheets:  
 

Data Items worksheet: This sheet contains a list of the fields proposed for 

collection as part of the Proof of Concept and a set of questions to councils about 
each of the data items.  
 
Definitions and suggested values for each data item are provided here. Some fields 
in this list were deemed inappropriate/unnecessary to collect at this stage (for 
example Date of Birth) and these items are highlighted in red. Although not 
required for collection, we still need to understand the feasibility of collecting these 
data items in future and would therefore be grateful if you could still answer the 
questions for these fields. 
 

Data Set Questions worksheet: This tab contains general questions about the 

case level data set and the systems you used to create it.  
 

Submission Template worksheet: Contains a template to show the layout of 

the data set to be returned to the HSCIC as well as an example entry. Please note 
that the data set does not have to be submitted using this worksheet, it can be 
submitted in a pipe delimited text file as discussed in the section: What format 
should be used to return the data set?  
 

 



           23/05/2014 

 

 
 
Page 36   Copyright ©2014 Health and Social Care Information Centre  

Local Authority Identifiers worksheet: This tab contains a list of codes which 

should be used for the Local Authority Identifier column in the returned data set. 
These codes identify which Local Authority the data is coming from.  
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7.5 What we would like you to do 

1. Sign and return the Data Depositor Agreement 

2 We will shortly be sending a Data Depositor Agreement to all councils who 
are taking part in the Proof of Concept. This will contain information about which 
fields should be provided, what we intend to do with them and details of the 
measures in place to protect the security of those data. Please could you read, 
sign and return this document before sending any of your data to us.   

2. Consider and answer the questions provided 

3 Please could you answer the questions in the Submission Spreadsheet. 
There are two sets of question we would like your feedback on. These questions 
are located across two different worksheets:  

Data Items worksheet: This sheet contains a set of questions to councils about 

each of the fields proposed for collection in the Proof of Concept.  
 

Data Set Questions worksheet: This tab contains general questions about the 

case level data set and the systems you used to create it.  

4 These questions are very important as they will help us to understand how 
and when the data is captured, whether it is clear what information is being asked 
for, the burden in collecting the data and how useful the data items are. This 
information is referred to as definitional testing. The information will be used to 
inform decisions about whether to collect safeguarding data at case level in future 
and if so which data items are appropriate to collect.  

3. Collate and return a case level safeguarding data set 

5 Please could you collate and return a case level safeguarding data set to 
us either via the Submission Template worksheet in the Submission 
Spreadsheet or via a pipe delimited text file. The following guidance provides 
more details about how to do this.  
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7.6 What data should be submitted? 

The adult safeguarding data set should include all safeguarding referrals concluded in 
the period 1st April 2013 to 30th September 2013 inclusive.  
 
A safeguarding referral is defined as a report of risk of potential abuse, harm or neglect 
which leads to investigation under the safeguarding process. Cases which do not meet 
your council’s safeguarding threshold and as a result are not investigated should not be 
counted as a referral in this return, even if your council/system does class these cases 
as ‘referrals’. 
 
For the purpose of this return a concluded referral is defined as when a safeguarding 
investigation has been undertaken and the action and conclusion have been recorded. 
Only referrals which concluded between 1 April 2013 and 31 September 2013 should be 
recorded in this return. All referrals concluded in this period should be recorded 
regardless of when the referral was initiated. 
 
The fields we would like you to submit are detailed in the Submission Spreadsheet in 
the Data Items tab, along with descriptions of each field and a list of suggested values. It 
is not compulsory to use the suggested values for a field. If the values available in your 
system do not match the suggested values for a particular field, then please submit the 
local value into that field. The rationale for this is to understand how LAs record 
safeguarding information currently. This will help inform the development of future 
safeguarding returns. 
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7.7 How should the data be collated? 
The data should be submitted at allegation level, where each row represents one 
allegation.  
An allegation is defined as one instance of alleged abuse being investigated as part of a 
referral. If a referral involves two separate incidents of physical abuse, this would be 
classed as two allegations and recorded on two rows.  If a referral involves two instances 
of physical abuse and one instance of financial abuse, this would be classed as three 
allegations and recorded on three rows.  
 
Where multiple allegations are part of the same referral, each row should have the same 
Referral Identifier. This will help us to understand whether a case level data set would be 
able to provide analysis at the referral level as well as allegation level if it were to be 
mandated in the future. 
 
The diagram below shows the possible relationships for allegations and referrals. 
 
Figure 1: Safeguarding Relationships 
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7.8 Example Scenarios 

Some examples of how to record different scenarios are shown below. 

Example 1- Multiple dates and locations:  
Three incidents were investigated as part of the same referral. The first incident was 
physical abuse in the individuals own home by a family member. The second incident 
was physical abuse in a hospital by the same family member a week later. A third 
incident also involved physical abuse by the same family member, but this incident 
occurred in a public place. This information should be entered as three records as shown 
below. If these three incidents had all occurred on the same day, three records would 
still be required to show all of the different types of allegations that had occurred. 
 

Referral ID Client ID Date of 
Incident 

Type of Risk Location of 
Risk 

Source of 
Risk 

12345 6789 01/07/13 Physical Own Home Family 
member 

12345 6789 08/07/13 Physical Hospital Family 
member 

12345 6789 10/07/13 Physical Public Place Family 
member 

 
Example 2 – Multiple occurrences of the same type of abuse:  
Two incidents were investigated as part of the same referral. The first incident was 
physical abuse in the individuals own home by a family member. The second incident 
was identical to the first but occurred one week later. This information should be entered 
as two records as shown below. It is not necessary to create 2 rows / records if two 
identical incidents occur on the same day. 

 

Referral ID Client ID Date of 
Incident 

Type of Risk Location of 
Risk 

Source of 
Risk 

12345 6789 01/07/13 Physical Own Home Family 
member 

12345 6789 08/07/13 Physical Own Home Family 
member 
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Example 3 - Different sources of risk:  
Two incidents were investigated as part of the same referral. The first incident was 
physical abuse in a care home by a care worker. The second incident was identical to 
the first apart from it involved a health worker. This information should be entered as two 
records as shown below. If both of these incidents occurred on the same day, it would 
still need to be entered as two rows since the details of the incidents are slightly 
different. 
 

Referral ID Client ID Date of 
Incident 

Type of Risk Location of 
Risk 

Source of 
Risk 

12345 6789 01/07/13 Physical Care Home Care 
Worker 

12345 6789 08/07/13 Physical Care Home Health 
Worker 
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7.9 Information Governance Considerations 
 
Personal Confidential Data 
 
Please note that no personal confidential data (PCD) should be submitted to the 
HSCIC as part of this exercise.  
 
Personal Confidential Data describes personal information about identified or identifiable 
individuals, which should be kept private or secret. The ‘personal’ element encompasses 
the Data Protection Act (DPA) definition of personal data, but it is adapted to include 
dead as well as living people. The ‘confidential’ element includes both information ‘given 
in confidence’ and ‘that which is owed a duty of confidence’ and is adapted to include 
‘sensitive’ as defined in the DPA. The DPA definitions of these terms are given below 
and are taken from the Information Commissioner’s Office website: 
http://ico.org.uk/for_organisations/data_protection/the_guide/key_definitions 
 
Personal data means data which relate to a living individual who can be identified – 
(a) from those data, or 
(b) from those data and other information which is in the possession of, or is likely to 
come into the possession of, the data controller,  
and includes any expression of opinion about the individual and any indication of the 
intentions of the data controller or any other person in respect of the individual. 
 
Sensitive personal data means personal data consisting of information as to - 
(a) the racial or ethnic origin of the data subject, 
(b) his political opinions, 
(c ) his religious beliefs or other beliefs of a similar nature,  
(d) whether he is a member of a trade union (within the meaning of the Trade Union and 
Labour Relations (Consolidation) Act 1992), 
(e) his physical or mental health or condition, 
(f) his sexual life, 
(g) the commission or alleged commission by him of any offence, or 
(h) any proceedings for any offence committed or alleged to have been committed by 
him, the disposal of such proceedings or the sentence of any court in such proceedings. 
 
 
Proposed Identifiable Data Items 
 
The following data items have been proposed for collection if a case level return were to 
be mandated in future but knowledge of these fields can be used to directly identify an 
individual and therefore these data items should NOT be returned as part of the 
Proof of Concept data set. 
 

 Client NHS Number 

 Client Date of Birth 

 Client Postcode 

 Council Client Identifier 

 Council Safeguarding Referral Identifier 

 CQC Safeguarding Referral Identifier 
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Alternatives to Identifiable Data Items  
 
For the purposes of the Proof of Concept exercise the following will be included in lieu of 
the items discussed above to determine the level of availability of the identifiable items 
and therefore the feasibility of including these data items in a future case level data set. 
These items SHOULD be returned as part of the Proof of Concept data set if 
available. 
 

 DUMMY Council Client Identifier: This will be a unique identifier for the adult at 
risk which is artificially generated by the Local Authority to enable records for the 
same client to be linked without the risk of the adult being identified. Local 
Authorities may use a local mapping table/spreadsheet to map an existing 
identifier such as Social Service Client Identifier to a Dummy Identifier for the 
purposes of the Proof of Concept exercise. If this approach is employed Local 
Authorities should ensure that such a mapping table or spreadsheet is held 
securely, encrypted or protected and access is strictly controlled to minimise the 
risk. 

 

 INDICATOR FOR Client NHS Number: A yes/no field to state whether the council 
have access to an NHS Number for the client in the correct format. There is no 
risk that this indicator could identify and individual. 

 

 INDICATOR FOR Client Date of Birth: A yes/no field to state whether the council 
have access to a data of birth for the client in the correct format. There is no risk 
that this indicator could identify and individual. 

 

 INDICATOR FOR Client Postcode: A yes/no field to state whether the council 
have access to the home postcode for the client in the correct format. There is no 
risk that this indicator could identify and individual. 
6  

 Client Age at Start of Referral: The age of the individual at risk at the start of the 
referral. Councils are requested not to specify the age of any adults aged 90 or 
over as this could make it easier to identify an individual due to low numbers in 
this age bracket. Instead the value ‘90 or over’ will be used. 

7  
Potentially Identifiable Data Items 
 
In addition to these direct identifiers the following fields are deemed to be potentially 
identifiable: 

 CQC Location Identifier: This is a unique identifier for a service registered with the 
Care Quality Commission (CQC).   

 CQC Location postcode: This is the postcode of a service registered with the Care 
Quality Commission (CQC).   

 
These items SHOULD be returned as part of the Proof of Concept data set if 
available as they are needed to allow linkage to CQC reference data and thus 
demonstrate the feasibility of the data set, however they will be held securely and access 
restricted. 
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Potentially Sensitive Data Items 
 
The proposed data set does contain potentially sensitive data items.  These include: 
 

 Client Gender 

 Client Ethnicity 

 Primary Client Group: 
o Physical Disability or Frailty (including Sensory Impairment) 
o Physical Disability of which Sensory Impairment 
o Mental Health (including Dementia)  
o Mental Health of which Dementia 
o Learning Disability 
o Substance Misuse 
o Other Vulnerable People 

 Type of Risk: 
o Physical 
o Sexual 
o Psychological/Emotional 
o Financial and Material 
o Neglect and acts of Omission 
o Discriminatory 
o Institutional 

 
These items SHOULD be returned as part of the Proof of Concept as no person 
identifiers will be included in the data set and this will minimise the risk of linking the 
information to a specific individual.  

 
File Transfer 

The data set and question responses should be returned to the HSCIC through a secure 
online file transfer system called Data Depot. The higher level security option will be 
used for this project and this method encrypts data (during transmission) to 256-bit AES 
cipher strengths - the same as used for all UK online banking transactions. The system 
has been used by the HSCIC for a number of years to collect social care data from LAs. 
Only three analysts at the HSCIC will be able to download the transferred files. 
 
Data Access 

Submitted files will be downloaded from Data Depot and stored on a secure network in a 
restricted access folder. Only three analysts will be able to access this folder. 
 

Data Sharing/Publication 

The client level information provided to the HSCIC will not be published or otherwise 
shared with other parties without the express permission of each Local Authority and 
approval of the HSCIC Information Governance Team. There is no current intention to 
distribute the raw data submitted by councils internally or externally. We will only be 
analysing the content and quality of the returned data and this information will only be 
used internally to guide discussions about the future collection of a case level adult 
safeguarding return. 
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Aggregated analysis about the quality of the submitted data will be made available to 
members of the Project Board, Expert Reference Group and other key stakeholders 
involved in developing and assessing the feasibility of developing a Safeguarding 
Information Standard only. Care will be taken to ensure that there is no risk of identifying 
an individual and this information will not be shared for any other purpose.  
 
Data Retention and Destruction 

The data will be destroyed by the HSCIC when the analysis is complete, and not later 
than 31st December 2014.   
 

7.10 What format should be used to return the data set? 
The data set for the proof of concept can be collated and returned in the following 
formats. 
 

1. By populating the Submission Template worksheet found within the 
Submission Spreadsheet. You can copy data directly in to this worksheet if you 
wish.  

 
2. By creating a pipe delimited text file from the local system. The file would need to 

contain all of the fields listed in the Submission Spreadsheet within the 
Submission Template worksheet. Please do not use the Data Items worksheet 
as a template as some of these fields should not be included in the return. Please 
could you provide fields in the same order as the Submission Template if 
possible and add headers to the file to confirm which columns relate to which 
field.   

 

7.11 What format should be used to return the question 
responses? 

Please could you return the responses to the Data Item and Data Set questions in the 
spreadsheet titled Submission Spreadsheet which should have been sent to you in the 
original email from the HSCIC. 
 

7.12 How should the data set and question responses be 
returned to the HSCIC? 

The data set and question responses should be returned to the HSCIC through a secure 
online file transfer system called Data Depot. The higher level security option will be 
used for this project and this method encrypts data (during transmission) to 256-bit AES 
cipher strengths - the same as used for all UK online banking transactions. The system 
has been used by the HSCIC for a number of years to collect social care data from LAs.  
 
Once colleagues have confirmed to the HSCIC they are taking part in the Proof of 
Concept we will need to make sure you can access the Data Depot system. At this point 
we will send you an email from the system which will invite you to log in or register for a 
new account. The email will contain a link to the log in page. If you already have an 
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account with Data Depot please test your log on details here. If you have an account for 
NASCIS or iView you should be able to use these log on details as a single sign on 
system is now in use across these tools. If you don’t have a sign on for any of these 
tools, please click register at the bottom right and fill in your details to create a single 
sign on account. 
 
Please let the HSCIC know when you have tested your log in and/or created an account. 
We will then be able to register you for the Case Level Data area within Data Depot. This 
will trigger an email to let you know that a document is ready for you to download and it 
will also include a security code and link to the system. The document to download is just 
a dummy file – it is not needed for any other purpose apart from the system will not allow 
any files to be uploaded until this file has been downloaded. Please keep the email with 
the security code as this will be required for downloading and uploading documents 
from/to the system.   
 
Please log in to the system and download this file using the security code provided in the 
email. The download option can be found on the welcome page under the ‘List of 
available files’ heading. The package will be called ‘SG Case Level Data’ and the 
download option is to the right of this.  
 
Once you have downloaded the dummy file you will be given the option to upload 
documents back into Data Depot. You can upload more than one document if you are 
sending the data set and question responses back separately. The upload option can be 
found next to the download option on the welcome page. 
 
If you have any issues with the system, please let us know using the contact details 
below. 
 

7.13 When should the data set and question responses be 
returned? 

Please send both the data set and question responses back to the HSCIC by 31st March 
2014. 
 

7.14 Is there any support available for participants?  

Support is available for colleagues who have further queries or issues. 

 

 

 

 

  

For more information please contact:

By email

By telephone

safe.guarding1@hscic.gov.uk

0113 254 2442

Emma Bower
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Appendix 5.2: Definitional Testing Questions 

General Questions 
 

 

 

  

General Background: Please provide a brief general background to your organisation.  Information 

provided could include the approx. number of individuals referred to 

safeguarding within a year, caseload, types of services offered, how many 

sites the organisation covers, number of staff etc. 

System(s): Please provide information regarding any electronic administrative 

system(s) used within your organisation.  This can include any previous 

system(s), current system(s) and planned system(s).

Barriers/Issues: Please provide details of any issues/barriers you have experienced or can 

foresee in collecting case level data.

Impact on Workflows: Do you feel there would be any impact on the level of work involved if the 

SAR return became a case level collection in future? 

Safety: Please could you let us know of any potential safety issues as a result of 

these proposed changes i.e. will collecting this information impact on the 

provision of care?

Training Please provide details of what training implications these changes would 

have on your council. Feedback should include number of people that are 

likely to need training, time spent training etc.
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Data Item Questions 
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Appendix 5.3: Submission Template 
Local Authority Identifier

DUMMY Council Client 

Identifier

Known to Council

INDICATOR FOR Client NHS 

Number

INDICATOR FOR Client Date 

of Birth

INDICATOR FOR Client 

Postcode

Client Gender

Client Age at Start of Referral

Primary Client Group

Client Ethnicity

Date Referral Initiated

Consent to Investigation

Repeat Referral 

Date Incident Occurred

Type of Risk

Risk Reported by

Source of Risk

Location of Risk

CQC Provider Identifier

CQC Location Identifier

CQC Location Postcode

Action and Result

Conclusion

Conclusion Date

Lacking Capacity

Advocate Support

Desired Outcome Expressed

Desired Outcome Achieved

Client Involvement in 

Safeguarding Meetings

Client Involvement in Decision 

Making

Serious Case Review 

Serious Case Review Reason
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1 Document Purpose 

The document is intended to build upon information set out in the Mandate, specifically to 
provide further clarity about the scope of the Project and how it will be delivered.  It acts as a 
base document for the Project against which any need for alterations to the project can be 
measured (via change control procedures). 

 

2 Project Definition and Scope 

 

2.1 Background to the Project 

 

In 2012 the Department of Health published The Power of Information: putting all of us in 
control of the health and care information we need. This confirmed the interest in the use of 
client level data relating to adult care and support services for wider uses, subject to the 
necessary handling to protect confidentiality, and the need to manage the administrative 
burden associated with national data collections. 

It included a proposal that a feasibility study should be undertaken to develop options for a 
more strategic approach to this issue, initially focussing on the potential for uploading data 
from local systems, with the intention of starting to make use of more client level data and 
also to move away from the current manual returns.  There is also an acknowledgement that 
data collected for national purposes is currently only collected at local authority level, and 
does not support more granular analysis. 

In line with this, the DH Social Care Directorate commissioned the HSCIC to undertake this 
project in order to investigate the feasibility of automating the extract of data from Adult 
Social Care information systems.  In doing this the project will take into account the wider 
view of the impact of using client level data and  linking data across healthcare, public health 
and social care. It will consider the value (and barriers) of this information for stakeholders 
across the system including the public, service users, commissioners, providers, the 
regulator and DH. 

The Outcomes and Information Development Board (OIDB), jointly chaired by DH and the 
Association of Directors of Adult Social Services (ADASS) will oversee this project. 

  

2.2 Project Objectives 

 

The primary objective of this project is to investigate the feasibility of automating the extract 
of data from Adult Social Care information systems in order to: 

 Provide access to a wider range of information relating to adult social care 

 Improve the flow of data including the production of aggregate national data returns 

 Enable the collection of client-level data for linkage purposes 



Project Initiation Document 

 

 

 Improve the timeliness of information. 

This objective will be set out in terms of the overall vision for Adult Social Care, for example 

in the light of the Dilnot Report.  

 

This will be done incrementally by: 

 investigating and piloting the extract of national returns direct from social care systems 

 identifying and prioritising the key requirements of stakeholders for client-level data  

 identifying and testing the feasibility of developing and piloting a core client-level 

dataset that will meet the information needs of stakeholders, including LAs  

 examining the benefits, for example for councils 

 exploring opportunities for linking this dataset, for example to client-based health data 

and CQC’s register of ASC providers 

 

 

2.3 Project Deliverables 

 

The project deliverables will be reviewed and confirmed by a project workshop.  However, it 
is expected that the project will have the following major deliverables:  

 

(i) a feasibility study report.  This report will include: 

 The feasibility of extracting client level data from Adult Social Care systems, 
covering systems provided by all suppliers and additional data held elsewhere;  

 A set of options and recommendations, and transition to implementation;  

 Projected estimated costings and an indication of the financial implications for 
the next financial year 

 Impact of implementing proposed solutions; 

 Information Governance considerations; 

 The benefits of automating data extraction; 

(ii) a report of the links and impact of other projects and initiatives within the context of 
this project; ensuring that this work contributes to the wider strategic vision for 
developing information for adult social care; 

(iii) a report from a preliminary investigation undertaken by Northgate Information 
Solutions into the data held in a sample of Local Authorities, and the feasibility of 
extracting data to re-create aggregated data submissions;  

(iv) a proposed data set; 

(v) a user engagement forum. 
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2.4 Project Benefits 

 

From an HSCIC perspective, the benefits this project will contribute to are: 

 Reputational 

 Consolidating the HSCIC as lead player on strategic matters (i.e. beyond simple 
“delivery”) 

 Consolidating the HSCIC work on adult social care  

 Seeking to expand the scope of data linkage 

 Seeking to extend the Data Repository. 

 
The feasibility study will include an examination of the potential benefits to partner 
organisations which could be realised and measured by the implementation of a solution. 
Some of these benefits may include areas such as:  

 Improving the flow of information – the ability to extract data from local systems would 
unlock the potential for accessing a wider range of adult social care information 

 Reducing the burden of manual data returns, particularly with potential demand for 
wider and more frequent collections 

 The ability to produce more granular analysis 

 Enablement of national information standards with scope to share data across health 
and social care, and consistency of approach to the collection and publication of data. 

2.5 Exclusions 

 

This project will investigate the feasibility of extracting data from Adult Social Care data 
systems.  It will not undertake any of the tasks to actually establish this service – that will be 
a separate project.  For example, this project will develop the first cut of a dataset but will not 
seek approval for that dataset.   

There may be other initiatives of a similar nature being undertaken, and while these are not 
within the direct scope of this project any current work in this area will be taken into account 
and reported.   

 

3 Project Controls 

 

3.1 Assumptions and Constraints 

The following assumptions have been made at the start of the project: 
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 Funding for the preliminary work by Northgate will be available from the HES 
Transition Funds; 

 HSCIC Business analysis (BA) and other resources will be available when required.  
This is reflected in the project timescales and costs.   

 All stakeholders are willing to cooperate with the project. 

A review will be undertaken to examine other projects and initiatives which relate to this 
project.  For example, the project will run in parallel with work commissioned by the TEASC 
Board to look at an alternative model of collecting client-level data on a more frequent basis, 
both for local improvement purposes and the potential to meet national requirements.  OIDB 
have identified how these two projects will fit together, and it is assumed that there will be 
continuous liaison and co-ordination to avoid duplication of effort and for mutual benefit. 

The project will be completed within the constraints of the authority of the Project Board, 
including: 

 Time: 

Products must be delivered in line with agreed deadlines contained in the project plan 

Cost: 

Must be constrained within project costs specified in section 5. 

Quality: 

Products must adhere to the quality criteria documented in Product Descriptions. 

 

3.2 Dependency Management 

 

There are no dependencies for this project.  Any dependencies that are identified will be 
assessed and managed by the Project Manager and escalated as a risk or issue as required. 

 

3.5 Change Control 

 

Any changes to the scope of the project will be managed by exception by the Project Board.  
The standard Portfolio Delivery Change Control procedures will be put in place and 
controlled by the Project Board.  Any issues that arise from this procedure which cannot be 
resolved by the Project Board will be escalated to the Portfolio Board. 

 

3.6 Risk and Issue Management 

 

The Project Manager will maintain the Project Issue, Risk and Quality Logs.  Risks and 
issues will be resolved by the Project Manager or if significant raised to the Project Board.  
Significant risks (i.e. those following mitigation are still assessed as having an exposure 
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score of 16 or above) or issues that cannot be resolved will be escalated to the Portfolio 
Board.   

 

3.7 Quality Management Strategy 

  

Standard Portfolio Delivery quality management will be used for this project.  The quality 
criteria for each product will be specified in the Product Description and will be formally 
reviewed  through agreed user engagement before presentation to the Project Board.   

 

3.8 Project Governance Roles 

Sponsor (Senior Responsible Officer - SRO) 

The SRO for the project is Glen Mason, Director of People, Communities and Local 
Government, Department of Health.  The SRO has ultimate decision making authority over 
the budget and owns the Business Case.  Day to day responsibility for the project will be 
devolved to the SAO.  

Executive (Senior Accountable Officer - SAO) 

The Executive is ultimately responsible for the project, supported by the Senior User and 
Senior Supplier. The Executive's role is to ensure the project is focussed throughout its 
lifecycle on achieving its objectives and delivering a product that will achieve the forecasted 
benefits. The Executive has to ensure that the project gives value for money, ensuring a 
cost-conscious approach to the project, balancing the demands of business, user and 
supplier.  

Senior User  

The Senior User is responsible for specifying the needs of those who will use the final 
product(s), for user liaison with the project team and for monitoring that the solution will meet 
those needs within the constraints of the Business Case in terms of quality, functionality and 
ease of use. 

The role represents the interest of all those who will use the final product(s) of the project, 
those for whom the product will achieve and objective or for those who will use the product to 
deliver benefits. The Senior User role may require more than one person to cover all the 
user interests. For the sake of effectiveness the role should not be split between too many 
people.  

Senior Supplier  

The Senior Supplier represents the interests of those designing, developing, facilitating, 
procuring, implementing, and possibly operating and maintaining the project products. This 
role is accountable for the quality of products delivered by the supplier(s). The Senior 
Supplier role must have the authority to commit or acquire supplier resources required.  

It should be noted that in some environments the customer might share design authority or 
have a major say in it. 
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If necessary, more than one person may be required to represent the suppliers. 

Project Manager  

The Project Manager has the authority to run the project on a daily basis on behalf of the 
Project Board within the constraints laid down by the Board. 

The Project Manager's prime responsibility is to ensure that the project produces the 
required products to the required standard of quality and within the specified constraints of 
time and cost. The Project Manager is also responsible for the project producing a result 
capable of achieving the benefits defined in the Business Case.  

 

Project Board Membership  

 

Role Name Organisation 

Executive (SAO) Julie Stroud HSCIC 

Senior User Jennifer Byrom DH 

User Representative Samantha Booth CQC 

 Terry Dafter ADASS 

 Theo Georghiou Nuffield Trust 

 Tim Hind LGA 

 Oliver Mills TEASC 

 Rob Parsons DH 

Senior Supplier Katharine Robbins HSCIC 

Project Manger Adrian Coombes HSCIC 

 

Additional Project Board members may be recruited during the life of the project from the 
stakeholder community. 

 

4 Project Plan 

  

4.1 Method of Approach 

A workshop with a wider group of stakeholders will be held early in the project to determine 
scope, priorities, stakeholder requirements and approach.  If required, a reference group will 
be set up to provide technical advice and support. 
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4.2 Tolerances 

The following tolerances are in place for this project: 

 Cost – No tolerance  

 Time – 10% 

 Quality – at Project Board discretion 

 

4.3 Initial Project Plan 

An initial high level project plan is provided in the Appendix. 

The key milestones are: 

 

Project Milestone Target Date 

Project Initiation 7 June 2013 

Northgate Pilot Study Report 10 September 2013 

First Cut dataset 22 November 2013 

Feasibility Study Report 19 March 2014 

 

 

5 Costs 

 

5.1 Project Costs 

 

The initial resource requirements needed for this project are: 

 0.75 Project Manager from May 2013 – March 2014 

 0.5 Business Analyst from May 2013 – March 2014 

 1.0  Business Support from May 2013 – March 2014 

 0.2 Information Governance 

 

Additional time will be required by resources as follows: 

 Executive Sponsor, SAO and Project Board members 

 Input from Social Care managers and team members 

 Internal and external stakeholders for consultation 
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Expenditure 
Type 

2013-14 (£) Totals (£) 

Permanent 
staff 

105,000  

Interim staff   

Overhead 
recovery 

12,000  

Total Costs 117,000  

 

Note that work undertaken by Northgate Information Solutions will be funded separately, and 
is not included in this table. 

It is expected that further costs will be included, for example to other system suppliers, when 
estimates are known following confirmation of the scope of the project. 

 

5.2 Operational Costs 

There are no direct operational changes from this project.  The work to establish a service 
will be the subject of a separate project with its own budget. 
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1 Document Purpose 

For purposes of appropriate project governance, this document is intended to set out an 
agreeable terms of engagement and define the conditions in which the Project Board is 
to direct and advise the project.  
 
 

2 Project Structure 

The project will be governed in accordance with the project structure set out on Appendix 
A and where roles and responsibilities are defined below. 

The project will be overseen by the Outcomes and Information Development Board 
(OIDB). The Senior Responsible Owner (SRO) of the project is Glen Mason, Director of 
People, Communities and Local Government at Department for Health, who jointly chairs 
the OIDB but will not be a member of the Project Board.     
 
The role of the SRO for this project will be to own the vision (as defined and ratified by 
DH as sponsors) and ensure that the project aligns with the strategic direction.  The SRO 
will also manage the interfaces with key senior stakeholders. 
 
 

3 Project Board Accountabilities 

This Project Board holds the authority for the project within the remit of the project 
mandate, and will consist of senior managers capable of making decisions concerning 
the on-going viability of the project, the allocation of resources and abandonment of the 
project if the objectives, predicted costs, increasing risks or expected benefits are no 
longer viable.  

The Project Board approves all major plans and authorises any major deviation from 
agreed plans. It ensures that required resources are committed and arbitrates on any 
conflicts within the project or negotiates a solution to any problems between the project 
and external bodies. The project board is structured in such a way that User 
Representatives will provide a link between the project and their communities.  

The Project Board, with the support from the Project Manager and Reference Group, will 
direct the project to deliver its objectives in line with the agreed Business Case and 
Project Initiation Document (PID). 

The Project Board ensures that a proper project governance control, appropriate 
communication and monitoring framework are continuously in place. 

On a day-to-day basis, the Project Manager ensures the project is delivered to plan and 
reports to the Project Board on its progress.  

 



 

 
 

4 Project Board Members 

The table below contains the list of current Project Board members, and is subject to 
change during the lifecycle of this project.   

 

Role      Name   Organisation 

Senior Accountable Officer (SAO)  Julie Stroud  HSCIC 
    and Executive 
 
Senior User     Jennifer Byrom Depatment of Health 
 
Senior Supplier    Katharine Robbins HSCIC 
 

User Representatives    Samantha Pryke Department of Health 

      Terry Dafter  ADASS 

      Theo Georghiou Nuffield Trust 

Tim Hind  LGA 

      Oliver Mills  TEASC 

      Richard Pantlin tech UK / ADASS IMG 

      Steve Willner  CQC 

 

Project Manager    Adrian Coombes HSCIC 

 

5 Project Board Roles and Responsibilities 

In general, the Project Board is not a democracy controlled by votes. The executive and 
the SRO are empowered to make effective key decisions because they ultimately own 
the business case and are held accountable for delivering the benefits.  

 

5.1 Senior Accountable Officer 

The SAO is ultimately responsible for the project, supported by the Senior User and 
Senior Supplier. The SAO’s role is to ensure that the project is focused throughout its life 
cycle on achieving its objectives and delivering a product that will achieve the forecast 
benefits. The SAO has to ensure that the project gives value for money, ensuring a cost-
conscious approach to the project, balancing the demands of business, user and 
supplier.  

The SAO is responsible for overall business assurance of the project, that is it remains 
on target to deliver products that will achieve the expected business benefits, and that 
the project will be completed within agreed tolerances to budget and schedule. 

 



 

 
 

5.2 Project Manager 

The Project Manager is responsible for the co-ordination and management of the total 
project, and is accountable to the Project Board to ensure that the project is delivered to 
the agreed standards, within the agreed timescale and budget set by the Project Board. 

The Project Manager is empowered and has the authority to run the project on a day-to-
day basis on behalf of and representing the interests of the Project Board within the 
constraints laid down by the Project Board. 

The Project Manager’s prime responsibilities are to ensure that the project produces the 
products to the required standard of quality and within the specified constraints of time 
and cost. The Project Manager is ultimately responsible for the project producing a result 
that is capable of achieving the benefits defined in the Project Initiation Document. The 
Project Manager facilitates the project and does not own deliverable products, but 
oversees the specification and production of those. 

The Project Manager should give direction to individual activity task owners and/or team 
members within the organisation and project boundaries. The Project Manager should 
prepare progress reports and advises the Project Board on escalated issues and risks. 

 

5.3 Senior User 

The Senior User represents the organisations for which the project will provide the 
benefits. The Senior User is responsible for the specification of the needs of all those 
who will use the final product. The Senior User represents the interest of all user 
departments and organisations affected by the project and will monitor progress against 
the requirements of users.  

 

5.4 User Representatives 

The User Representatives will support the Senior User in defining the requirements, in 
particular for the area they represent, and by providing a link between the project and 
their communities to enable communication to and from the project. They will also 
represent the interests of their communities, and will provide a link with external projects 
and initiatives which are relevant and may impact upon the project.    

The User Representatives will vary in number during the life of the project, and new 
areas  are identified and require representation on the Project Board.  

 

5.5 Senior Supplier 

The Senior Supplier represents the interests of those designing, developing, 
implementing, testing and possibly operating and maintaining the project products. This 
role is accountable for the quality of products delivered by the suppliers and is 
responsible for the technical integrity of the project.  The senior supplier will:-  

 



 

 
 

6 Meeting Frequency 

The Project Board will meet monthly.  The Project Manager will set out an agenda for the 
meeting and provide any supporting documents to the Project Board at least 3 working 
days ahead of each meeting.  
 

In urgent and in exceptional circumstances, issues may be identified which need to be 
dealt with between Board meetings. Under these circumstances, the issues will be raised 
by the Project Manager and escalated to the Project Board members for decision via 
email. 

 
  



 

 
 

APPENDIX: Project Structure 

The project governance structure and escalation route is detailed below. 
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