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Section 1: Introduction 
Background to RAP 
Work began in 1996 to develop a coherent set of national statistics relating to adult community care, 
partly as new information and partly to supplement or replace existing data collections (mostly the 
‘September week’). Several trials and dress rehearsal stages were conducted.  
Data from the fifth year of full rollout was collected in 2004 and published in December 2005 with 
detailed results published in February 2006. The report of the findings from the 2004-05 RAP 
collection and all subsequent years can be found at: http://www.ic.nhs.uk/statistics-and-data-
collections/social-care/adult-social-care-information 
 

The intention of RAP is to establish a stable framework for annual returns. In doing this it has sought 
to follow a number of guidelines agreed with the original reference group: 
 

• Processes should be consultative: as well as the direct involvement of pilot Councils with Adult 
Social Service Responsibilities (CASSRs) and Reference Group members, there continue to be 
newsletters sent to all RAP contacts 

 

• The only returns to be collected should be those where a business case has been made, ideally 
with interest in the data at both national and local level; information requirements from across the 
social care community should be co-ordinated 

 

• Every effort should be made to collect data that are comparable across CASSRs. With this in 
mind attention has been paid to the careful definition of labels used for data items 

 

The time needed by CASSRs to adjust their information to fit the requested returns should be 
recognised by ensuring that all planned major changes are notified at least six months before full 
implementation. 
 

Uses of Information Collected 
The length of time spent on the preparation of RAP is an indication of the determination of all 
participants to develop more accurate and useful information about adult community care. The 
returns should offer scope for genuine comparability between CASSRs, and reliable aggregation to 
provide national and regional overviews. 
 
The information is required for: 
 

• The monitoring of community care and care management; for example, examining the 
number of initial contacts and examining the procedures for screening and assessment 

• Monitoring of specific legislation, such as the Carers Act, and Fair Access to Care Services 
• Monitoring the uptake of Self Directed Support, direct payments and personal budgets 
• Informing discussions to plan resources and to help to develop policies on resource allocation 
• Contribute to the NSF for older people and on mental health 
• Enabling CASSRs to monitor their own provision, develop local performance indicators and 

make comparisons with their own choice of other CASSRs 
• Answering Parliamentary Questions and contributing to ministerial briefing 
• Answering a range of requests from external customers 
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The following pages include a detailed breakdown of the uses of data collected in each proforma. 
 
RAP Proforma Uses of information collection 
 
• R2 Number of contacts for new clients during 

the period concerning services from the 
CASSR whose needs were attended to 
solely at or near the point of contact 
(including cases where new clients receive 
short term services without undergoing a full 
community care assessment) 

 
• Data collected on R2 is used to indicate the 

level of demand placed on CASSRs for 
screening assessments 

• Used in policy evaluation in relation to care 
management and staffing at national level 

• Additionally, information on R2 can be used 
to show the extent to which a CASSR’s initial 
screening process is able to deal with simple 
requests 

 
• R3 Source of referral for all contact events 

covered in R2 and for those passed on for 
further assessment 

 
• Used by CASSRs, partner agencies and 

central government to give insight into the 
source of referral for new contacts coming to 
the CASSR for assessment 

• Information on the number of referrals from 
primary and secondary health sources can 
reflect work at the important interface 
between social and health care 

 
• A1 Number of existing clients for whom a 

review was completed during the period, by 
primary client type and age group 

 
• To enable policy monitoring and resource 

planning and to build a profile of CASSR 
activity under the Community Care Act 

• Data can be also be used to compare review 
activity across CASSRs for different user 
types 

• Used to monitor FACS 
• Data has also previously been used for EOR 

age discrimination tool 
 
• A6 Number of new clients for whom an 

assessment was completed in the period, by 
age group, ethnicity, and known or 
anticipated sequel to assessment 

 
• Provides information on turnover, disposal 

and drop out of clients assessed and is used 
for policy monitoring and development 

• Data on client type gives an insight into the 
help that key user groups are offered and/ or 
receive following assessment 

• Required for analysis related to equality and 
to monitor FACS policies 

 
• A7 Length of time from first contact to 

completed assessment for new clients for 
whom an assessment was completed during 
the period, in time bands, by age group and 
primary client type 

 
• Data are used to monitor and assess 

differences in waiting times across primary 
client groups 

• They have also previously been used for 
EOR age discrimination tool 
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RAP Proforma Uses of information collection 
 
• A10 Number of self-funded clients with 

completed assessments or reviews, provided 
at the expense of the CASSR during the 
period, by age group and primary client type 

 
• Provides an overview of the work of CASSRs 

in the assessment, review and care 
management for clients who receive no 
funding for services from the CASSR 

 
• A11 Number of new clients for whom an 

assessment was completed during the 
period, by gender and age group, cross-
tabulated with known or anticipated sequel to 
assessment. 

 
• Provides data on assessments by equalities 

strands: age, gender and disability. 

 
• P1 Number of clients receiving services 

provided or commissioned by the CASSR 
during the period, by age group, primary 
client type, and service type 

 
• Provides essential information for the 

commissioning and planning of services 
• Data from P1 are also used in answering 

Parliamentary Questions and in ministerial 
briefings 

 
• P7 Number of clients receiving services 

provided or commissioned by the CASSR 
during the period, by gender and age group, 
cross-tabulated with service type and primary 
client type. 

 

 
• Data required for analyses related to equality 

and to monitor FACS policies 

 
• P2f Number of clients receiving community 

based services provided or commissioned by 
the CASSR during the period, by age group, 
primary client type, and components of 
service 

 
• Provides essential information for the 

commissioning and planning of services 
• Data from P2f are also used in answering 

Parliamentary Questions and ministerial 
briefings 

 
• P2s Number of clients on the books to 

receive community based services provided 
or commissioned by the CASSR on the last 
day of the period, by age group, primary 
client type, and components of service 

 
• Provides essential information for the 

commissioning and planning of services 
• Data from P2s is used in answering 

Parliamentary Questions and ministerial 
briefings 

• Data have also previously been used for EOR 
age discrimination tool 

 
• P4 Number of clients receiving services 

provided or commissioned by the CASSR 
during the period, by age group and ethnicity, 
cross-tabulated with service type and primary 
client type; 

 
• Data required for analysis related to 

equalities and to FACS  
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RAP Proforma Uses of information collection 
 
• H1 Number of clients on the books to receive 

homecare, provided or commissioned by the 
CASSR, on the last day of the period by the 
number of planned hours per week 

 

 
• Provides essential information for the 

commissioning and planning of services 
• Data from H1 are also used in answering 

Parliamentary Questions and ministerial 
briefings 

 

• SD1 Number of clients receiving self directed 
support and/or direct payments provided or 
commissioned by the CASSR during the 
period, by primary client type and extended 
age group 

• Used to monitor the uptake of Self Directed 
Support and its deployment options 

• Provides essential information for the 
commissioning and planning of services 

 
• SD2 Number of clients receiving self directed 

support and/or direct payments provided or 
commissioned by the CASSR during the 
period, by ethnicity 

 
• Data required for analysis related to equality 

monitoring of the uptake of Self Directed 
Support 

 
• SD3 Number of carers receiving self directed 

support and/or direct payments provided or 
commissioned by the CASSR during the 
period, by extended age group of the carer 

 
• Used to monitor the uptake of Self Direct 

Support and its deployment options for carers 

 
• C1 Number of carers for whom assessments 

or reviews were completed or declined during 
the period, by age group of carer, and age 
group and primary client type of the person 
cared for by the carer 

 
• Provides information needed for the 

commissioning and planning of carer 
assessments 

• Data enables monitoring of Carer’s Act 
legislation 

 
• C2 Number of carers receiving different types 

of services provided or commissioned by the 
CASSR as an outcome of an assessment or 
review, by age group of carer, and age group 
and primary client type of the person cared 
for by the carer 

 
• Provides information needed for the 

commissioning and planning of carer services 
• Data enables monitoring of Carer’s Act 

legislation 

 
• End Sheet Provide information on the basis 

of return for each of the proformas within the 
RAP collection. Where sampling has been 
indicated description of the sample 
methodology used should be provided. 
Additionally please state any cost-bearing 
activity undertaken by your Social Services 
Department in relation to meeting the needs 
of adults that you have not been able to 
include within the preceding returns. If 
possible, both describe and quantify 

 
• Provides information about the basis by 

which the data has been returned for each 
proforma. 

• Provides information about additional costs 
incurred by CASSRs in meeting the social 
care needs of adults 
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Collection Period 2011-12 
This collection period is the twelfth year of the roll-out of RAP. It is recognised that considerable 
challenges have been posed to CASSR staff, operational as well as informational, in preparing to 
provide the data requested. However, it is now expected that each CASSR will provide a full return.  
Preferably this should be based on a full population count for the period, though sampling will 
continue to be an option. If a CASSR carries out sampling the data should be grossed up before it is 
submitted to the Health and Social Care Information Centre (HSCIC). 
 
The period covered by this collection is the financial year from 1 April 2011 to 31 March 2012. 
 
The deadline for returns will be staggered across the period 29 May 2012 to 1 June 2012. 
Notification of the individual council submission date in this period will be communicated to 
councils when the collection system goes live for this year’s RAP return. 
 
This documentation, including the return proformas, frequently asked questions and the validation 
checks for RAP 2011-12 will become available electronically on the NHS IC website at: 
http://www.ic.nhs.uk/services/social-care/social-care-collections/collections-2012 
 
Data should be returned using the Omnibus facility. 
 

Changes to RAP in 2011-12 
 
In respect of RAP, the following changes have been agreed for 2011-12 
 
• A8 Table A8 has been deleted  
 
 
• A10 Table A10 has been retained as voluntary submission. Figures in this table will only be 

required for self-funders.  
 
• H1 Table H1 will only collect data related to planned hours. The requirement for data related 

to the number of planned visits is no longer required.  
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Contacts 
Any CASSR staff who require advice regarding RAP or who have an issue relating to the content and 
coverage of these returns are advised in the first instance to consult our guidance documentation for 
this return which is available via the HSCIC website at  
 
http://www.ic.nhs.uk/services/social-care/social-care-collections/collections-2012 
 
Additional assistance may also be obtained by contacting the RAP helpdesk at the HSCIC. This can 
be done via e-mail correspondence to our dedicated group mailbox  
 
Email:  RAP@ic.nhs.uk 
 
If however you need to speak to us directly in regards to the RAP return contact details are provided 
below: 
 
Pritpal Rayat:   Section Head - Adult Social Care 
    The Health and Social Care Information Centre 
    1 Trevelyan Square 
    Boar Lane 
    Leeds 
    LS1 6AE 
 

Phone:   0113 25 47071 
  
Dominic Gair   Senior Information Analyst - Adult Social Care 
    The Health and Social Care Information Centre 
    1 Trevelyan Square 
    Boar Lane 
    Leeds 
    LS1 6AE 
 

Phone:   0113 25 47030 
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Section 2: Guidelines to Making the Returns 
The General Approach 
The HSCIC appreciates the amount of effort involved in the production of the RAP return for 
CASSRs. While acknowledging this, the request is for you to make every effort to provide a full and 
accurate set of returns. The data provided by CASSRs will be utilised at CASSR and national level 
for the purposes outlined earlier, and will be made available to CASSRs for their own use. It may be 
helpful to bear in mind: 
 
• An overall aim of the returns is to enable a statistical presentation based on numbers of people 

(clients) rather than episodes (events). Referral (R) returns are a count of episodes / events, 
but assessment (A), package (P), homecare (H), Self Directed Support (SD) and carer (C) returns 
are counts of people, and the overall intention is to retain volume measures, but at the same time 
to obtain a complete people-based profile. 
 

• The returns are used centrally to build up a picture of the work of CASSRs, and to inform 
decisions on resource allocation from central government and enable cross-agency comparisons. 
Hence it is important to present the work of your CASSR as fully and accurately as you can. If 
you have any concerns about the quality of information that you are providing, please highlight 
these in the notes sections of the proformas. 

 
• Any tendency to overstate performance volume arises mainly from double counting. The specific 

brief for each return seeks to define terms so that either double-counting is eliminated, or it is 
identified and consistently handled across CASSRs. 

 
• It is important not to understate volume measures. The pilot studies indicated the extent of this 

risk, often because of the inconvenience of achieving comprehensiveness, or a tendency for 
some staff to lack diligence in ensuring that activity is recorded. The returns make allowance for 
you to describe activity which you cannot fit into the requested figures. 

 

Making the Returns 
Documentation to assist completion 
 
• This document contains a set of the protocols for each return and a glossary of terms and 

definitions. You are asked to read and follow the protocols carefully because they guide you as to 
exactly what should be included and excluded from each return. They also identify the definitions 
you should consult in the glossary. 

• A set of the return proformas. 
• A ‘Frequently Asked Questions’ (FAQs) document with further guidance and specific examples of 

how to complete the RAP return. 
• A validations document. This document provides details of the validations that the HSCIC will 

perform on your data both at point of entry and post submission to ensure that the quality of the 
data submitted is both robust and consistent nationally. 

 
All documentation will become available at: 
http://www.ic.nhs.uk/services/social-care/social-care-collections/collections-2012 
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Return Proformas and Protocols 
You are asked to provide returns in 18 areas (as listed in Section 3), plus an ‘End Sheet’ to capture 
anything not covered elsewhere. The returns follow a logical sequence from initial contact with a 
potential client through assessment to the provision of services. These are followed by three returns 
relating to carers (SD3, C1 & C2). Each return is labelled either ‘R’ (for referral), ‘A’ (for assessment), 
‘P’ (for package of care), ‘H’ (for homecare), SD (for Self Directed Support) or ‘C’ (for carer).  
 
The list of returns in Section 3 also shows the measures from the Adult Social Care Outcomes 
Framework (ASCOF) to be derived from the RAP data. 
 
Linked to each return is a ‘protocol’ setting out the reason for seeking this particular area of 
information (that is, the business case), and clarifying what is to be included and excluded from the 
return. Each return also has a ‘proforma’; a layout of the format in which you are asked to make the 
return. At the end of the return there is the End Sheet. This provides the opportunity to record here 
how you handled any components of the return which you felt unsure of, whether because of their 
accuracy, or because of doubts over what should or should not go in.  
 
Basis of Returns 
For every return you are asked to provide a full population count in the specific category. If 
this is not possible then you are asked to provide information based on a sample of records. Data 
should be grossed up to the size of the relevant local population before submitting to the HSCIC. You 
should describe the sampling method in the appropriate free text field located on the End Sheet, 
including details of the sample size and the method used to gross up the data. 
 
Out of Area Clients 
In order to ensure that everyone takes the same route, the rule is to count what your CASSR pays 
for. If you assess clients from another area, at your expense, then count them in your figures. If the 
other area pays you to do the assessments then that area counts them in their return and you do not. 
Similarly, you may count clients from your patch that have been assessed by another CASSR only if 
you pay for the assessment. The same principle applies to services. 
 
Jointly Assessed Clients 
If the CASSR is operating a partnership arrangement under section 75 of the NHS Act 2006 (formerly 
section 31 of the Health Act 1999) they should include assessments carried out and social services 
provided by the health partner in RAP. Legally, joint teams can only operate (in terms of assessing 
needs for social services) within section 75 where they have delegated authority from social services 
to do so. Where this is the case ALL the social care related assessments carried out by the team 
should be counted for RAP purposes whether made by a social services member of staff or not. 
 
We expect all the social services that are provided by joint teams operating under section 75 to be 
included in RAP, including those provided by health service staff. The CASSR can choose to provide 
both the assessment itself and the provision of services following the assessment through mixed 
teams under Section 75 integrated provision arrangements. The CASSR could choose to delegate 
the commissioning of such services to an NHS organisation if it wanted to, again under Section 75. 
The key point is that the statutory responsibility for those services remains with the CASSR, so, 
however it chooses to organise these responsibilities in partnership, they should still be covered on 
the RAP return. These services should be specified in the client's care plan, and the client's package 
of care should be managed by the social services department. Further definitions can be found in the 
glossary and proforma descriptions.  
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• Assessments carried out by joint teams prior to agreeing a section 75 flexibility 
CASSRs are reminded that they may not delegate their statutory duty of assessment except within 
the context of section 75 of the NHS Act 2006. However, prior to agreeing a section 75 flexibility, 
where joint health and social services teams are sharing assessment work in the best interests of 
actual or potential service users, then assessments completed by authorised social care workers or 
health staff should be included providing the assessment may lead to a person being provided with 
community care services because of social care needs. If the assessment is purely for health 
services then it should be excluded from the A proformas. 
 
• Assessments carried out by other organisations 
As CASSRs have a statutory duty of assessment, they need to ensure and assure themselves that 
all assessments that include a social care element are carried out in the appropriate way. However, 
CASSRs can delegate or contract out the process of carrying out an assessment to other 
organisations, for example to voluntary organisations, only if they fund them and have some means 
of checking the process and outcomes of the assessment. The checking should be done for each 
individual assessment rather than a sample that the other organisation carries out. Where CASSRs 
contract the assessment process out to other organisations, they must ensure that the checking 
procedures are met. CASSRs need to ensure that the assessment is valid and fair, and evaluates all 
the individual's presenting needs. If the CASSR does not check each individual assessment carried 
out by another organisation, then these assessments must be excluded from RAP. 
 
Inclusions and Exclusions for RAP 
Preserved rights (PR) 
Clients formerly in receipt of ‘preserved rights’ refers to those clients that were in receipt of a 
preserved rights income up to 8th April 2002 but were not supported by the CASSR before that date. 
From 2006-07 these clients should be included on all RAP forms. 
 
Sheltered accommodation 
If a client is living in sheltered accommodation fitted with an alarm with access to a warden as a basic 
service provided by social services, this would be included on the R2 RAP form as there is no 
ongoing commitment. However, if this was the outcome of a community care assessment there are 
two scenarios: 
a) If it is the only service in the care plan, once the alarm is fitted it is the end of the service and 

should be included under equipment on RAP form P2f (possibly P2s too). 
b) If it is one of the services in the care plan, the alarm is recorded under equipment on P2f 

(possibly P2s too) but the client stays on the books due to the other services.  
There is no ongoing commitment due to the warden service as this is maintained/ funded by the 
housing department, not by the CASSR. 
 
Supported Housing Service 
If the supported housing service is provided by the housing department or other agencies, it should 
be excluded from RAP.  
 
Supported people 
A Supporting People assessment does not count as a Community Care assessment (under the NHS 
and Community Care Act 1990).  Clients who have received a Supporting People assessment only 
and no other assessment of their eligibility to receive services from the CASSR should not be 
included in the RAP assessment forms nor in the RAP services (P) forms. 
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Services funded by the Supporting People initiative can therefore only be included in RAP if the 
clients receiving these services have received a Community Care assessment (under the NHS and 
Community Care Act 1990) and the relevant expenditure from the Supporting People grant is being 
classified as social services expenditure rather than housing expenditure. The services being 
provided must be part of a package of care that is managed by the CASSR and is subject to review 
by the CASSR. 
 
Mental Capacity Act Deprivation of Liberty Safeguards (MCA DOLS) assessments 
MCA DOLS assessments should not be included in RAP as they do not in themselves take a holistic 
approach to assessing the social care needs of the individual(s) concerned, and are not completed 
under the authority of the NHS and Community Care Act 1990. A full assessment of need under the 
Community Care Act may be completed in addition to an MCA DOLS assessment, in some 
authorities it is standard practice to conduct a full and holistic assessment alongside an MCA DOLS 
assessment, such further assessments and resultant services should be included in the RAP return. 
 
Safeguarding of Vulnerable Adults referrals 
Safeguarding referrals and adult protection work should not be included in RAP as they do not 
necessarily take a holistic approach to assessing the social care needs of the individual(s) 
concerned. Services provided following safeguarding/adult protection work should not be included in 
the returns. A full assessment of need under the Community Care Act may be completed following a 
safeguarding referral: in such circumstances, the assessment and resultant services should be 
included in the RAP return. 
 
The Single Assessment Process (SAP) and RAP 
CASSRs have been required to assess older people using the single assessment process since April 
2004. One of the implications of the approach is that some information will be recorded just once by 
one professional and where necessary this will be shared with others. 
 
• Recording assessments in RAP 
An example of how a client may be assessed under the single assessment process is that they are 
first seen by a community nurse who carries out an initial assessment. If there appeared to be a 
social care need the client would be referred to social services and seen by a care manager. This 
process should be counted as one assessment and since it includes a social care element, i.e. a 
Community Care assessment (carried out under section 47 of the NHS and Community Care Act 
1990), it should be included in RAP. 
 
The underlying principle is that if a Community Care assessment is conducted (under section 47) it 
should be included in RAP. This applies to the single assessment process in that if an assessment is 
carried out under SAP and it contains a social care element it should be counted in RAP. This is the 
case regardless of who carries out the assessment. For example if through joint working 
arrangements (under a section 75 agreement) a health worker carries out a Community Care 
assessment (under section 47) this should be counted in RAP. 
 
If a nurse carries out a SAP assessment in which a care worker is not involved and does not include 
a social care element (i.e. it is not carried out under section 47) this assessment should not be 
counted in RAP. 
 
• Recording reviews in RAP 
If someone has had a SAP assessment and is in receipt of services, then in the same way as is 
currently the case their needs will be reviewed, or if their circumstances change they may require an 
unscheduled review. Both these cases should be recorded in RAP as a review if it includes a social 
care element (i.e. it is a Community Care assessment carried out under section 47). 
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• Recording services in RAP 
Services which are part of a care plan and are delivered by social services or on behalf of social 
services as a result of a Community Care assessment should be included in RAP. Other services 
should not be included. 
 

Related Publications 
Publications using data from the Referrals, Assessments and Packages of Care return for adults 
(RAP) are available on the HSCIC website at: 
http://www.ic.nhs.uk/statistics-and-data-collections/social-care/adult-social-care-information 
 
Further information on RAP, including the following reports of findings from the First and Second 
Rollout and Dress Rehearsal periods, is available from the DH website at: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/StatisticalWorkAreas/Statisticalsocialcare
/DH_4086767 
 
The most recent similar information on referrals and assessments for children is available at:  
http://www.education.gov.uk/rsgateway/DB/STR/d001025/index.shtml 
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National Adult Social Care Intelligence Service (NASCIS) 
 
The National Adult Social Care Intelligence Service (NASCIS) is owned and delivered by HSCIC, and 
has been developed through close working with Local Authorities, DH, ADASS and others. NASCIS 
is aimed at providing a single national resource of timely, relevant and useful information for Social 
Care services across England. NASCIS is a collection of data, tools and resources designed to meet 
the varied needs of service planners, managers, researchers, policy makers and more.  
NASCIS contains three key areas: 
 

• a 'one stop shop' library of useful documents, key websites and an intuitive search facility 
looking at over 200 social care and health websites 

• a set of standard reports that give a high level over-view of key information for directors and 
senior policy makers, covering RAP, NIS, expenditure and more 

• an interactive online analysis tool to 'slice and dice' the data to allow for quicker and easier 
analysis of the key data collections - RAP, ASC-CAR, PSSEX1  - going back to 2005/2006 

 
The library is accessible without a login; however the reports and analysis tool are accessed via 
logging in to the system. Registration is free and there is no charge for using NASCIS. NASCIS went 
live to local authorities in July 2009 and the launch of NASCIS to the public in September 2009 was 
used as the vehicle to replace the council level spreadsheets. 
 
For more information please visit http://nascis.ic.nhs.uk/ 
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Section 3: List of Returns for 2011-12 and Linkage 
to the Adult Social Care Outcomes Framework 
(ASCOF)  
The returns are concerned with adults, defined as those aged 18 or over, and relate to adult 
services.  Children's services are not covered in these returns, nor are services provided to 
adults on behalf of children (e.g. Section 17 payments). Some CASSRs are known to continue 
with children's services for some clients aged 18 or over; where possible these should be 
included with the adult returns. Three returns relate to carers of adults and seek information 
on the carers themselves, some of whom may be under 18. 
 
The first two return areas (‘R’ prefix) are concerned with new individuals who make contact with the 
CASSR and receive information and advice, a one-off basic service (e.g. a blue badge), or are 
passed on for further assessment: they cover activity prior to the formal assessment stage and are a 
count of episodes/events. 

 

• R2  Number of contacts for new clients during the period concerning services from  
the CASSR whose needs were attended to solely at or near the point of contact,  
(including cases where new clients receive short term services without undergoing a 
full community care assessment); 

 

• R3  Source of referral for all contact events covered in R2 and for those passed on  
  for further assessment. 

 
The next five return areas (‘A’ prefix) cover the assessment process and concern only those 
individuals that have a completed assessment or review during the reporting period. 
 

• A1  Number of existing clients for whom a review was completed during the period, 
  by primary client type and age group; 

 

• A6 Number of new clients for whom an assessment was completed in the period, by age 
group, ethnicity, and known or anticipated sequel to assessment; 

 

• A7  Length of time from first contact to completed assessment for new clients for  
  whom an assessment was completed during the period, in time bands, by age  
  group and primary client type; 

 

• A10 Number of self-funded clients with completed assessments or reviews, provided at the 
expense of the CASSR during the period, by age group and primary client type; 

 

• A11 Number of new clients for whom an assessment was completed during the period, by 
gender and age group, cross-tabulated with known or anticipated sequel to 
assessment. 

 
The next six returns (‘P’ and ‘H’ prefixes) are concerned with clients who have received services 
during the reporting period, or (in the case of P2s and H1) who are ‘on the books’ to receive services 
on the last day of the reporting period.  
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• P1  Number of clients receiving services provided or commissioned by the CASSR  
  during the period, by age group, primary client type and service type; 

 

• P2f  Number of clients receiving community based services provided or   
  commissioned by the CASSR during the period, by age group, primary client  
  type and components of service; 

 

Return P2f is used in the calculation of the ASCOF measure on the Proportion of people 
using social care who receive self-directed support, and those receiving direct payments 
(1C). 
 

• P2s Number of clients on the books to receive community based services provided  
  or commissioned by the CASSR on the last day of the period, by age group,  
  primary client type, and components of service; 

 

• P4  Number of clients receiving services provided or commissioned by the CASSR during 
the period, by age group and ethnicity, cross-tabulated with service type and primary 
client type; 

 

• P7 Number of clients receiving services provided or commissioned by the CASSR during 
the period, by gender and age group, cross-tabulated with service type and primary 
client type; 

 

• H1 Number of clients on the books to receive homecare, provided or commissioned by 
the CASSR, on the last day of the period by the number of planned hours per week. 

 
The next three returns (‘SD’ prefix) are concerned with the number of clients and carers receiving self 
directed support and/or direct payments during the period. Returns SD1 and SD3 will be used in the 
calculation of ASCOF measure 1C. 
 

• SD1 Number of clients receiving self directed support and/or direct payments   
  provided or commissioned by the CASSR during the period, by primary client  
  type and extended age group; 

 

Return SD1 is used in the calculation of the ASCOF measure on the Proportion of people 
using social care who receive self-directed support, and those receiving direct payments 
(1C). 
 

• SD2 Number of clients receiving self directed support and/or direct payments   
  provided or commissioned by the CASSR during the period, by ethnicity; 

 

• SD3 Number of carers receiving self directed support and/or direct payments   
  provided or commissioned by the CASSR during the period, by extended age  
  group of the carer. 

 

Return SD3 is used in the calculation of the ASCOF measure on the Proportion of people 
using social care who receive self-directed support, and those receiving direct payments 
(1C). 

 
The final two returns (‘C’ prefix) are concerned with assessment of and service provision to carers 
during the reporting period. Return C2 will be used in the calculation of ASCOF measure 1C . 
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• C1  Number of carers for whom assessments or reviews were completed or   
  declined during the period, by age group of carer, and age group and primary  
  client type of the person cared for by the carer; 

 

• C2  Number of carers receiving different types of services provided or    
  commissioned by the CASSR as an outcome of an assessment or review, by  
  age group of carer, and age group and primary client type of the person cared  
  for by the carer. 

 

Return C2 is used in the calculation of the ASCOF measure on the Proportion of people using 
social care who receive self-directed support, and those receiving direct payments (1C). 
 
There is an opportunity for CASSRs to provide detail on the basis of their returns and where 
sampling has been used to provide more detailed description of this. Additionally there is opportunity 
to state any cost-bearing activity undertaken that has not been included in the preceding returns: 
 
• End Sheet  State any cost-bearing activity undertaken by your Social Services  

   Department in relation to meeting the needs of adults that you have not  
   been able to include within the preceding returns. If possible, both   
   describe and quantify. 
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The Adult Social Care Outcomes Framework (ASCOF) utilising 
RAP Data for 2011-12 
 
On 31st March 2011, Transparency in outcomes: a framework for adult social care announced the 
first Adult Social Care Outcomes Framework (ASCOF), covering the year 2011-12. This replaced the 
National Indicator Set. 
 
This followed consultation on both the general approach and a draft Outcomes Framework between 
November 2010 and February 2011, where respondents commented on the framework as a whole as 
well as the proposed criteria for including specific measures. Based on responses to the consultation, 
a final framework was agreed between The Association of Directors of Adult Social Services 
(ADASS), The Local Government Group (LGG) and The Department of Health (DH).  
 
The purposes of the ASCOF are essentially two-fold: 

 Nationally, the ASCOF will give an indication of the strengths of social care and success 
in delivering better outcomes for people who use services.  This will support the 
Government’s role in reporting to the public and Parliament on the overall system, and 
influence national policy development.   

 Locally, one of the key uses of the ASCOF is for ‘benchmarking’ and comparison between 
areas.  This will enable councils to compare their results with others and, for example, 
discuss policy approaches with outstanding performers to share learning and best 
practice. It will also support the “local account” of social care in an area by providing high-
level information to underpin the narrative of these accounts. 

 
It is also important to reiterate that the ASCOF is not a national performance management tool - 
there will be no national targets set against any of the measures.  
 
Data for the ASCOF measure on the Proportion of people using social care who receive self-
directed support, and those receiving direct payments (1C) utilise RAP data. Further details on 
this measure are provided below: 
 

Measure 1C: Proportion of people using social care who receive self-directed   
                                          support, and those receiving direct payments 
 
Definition This is a two-part measure which reflects both the proportion of people using 

services who receive self-directed support (part 1), and the proportion who 
receive a direct payment either through a personal budget or other means (part 
2). 

  
 Part 1 is presented as the number of adults, older people and carers receiving 

self-directed support in the year to 31st March as a percentage of all clients 
receiving community based services and carers receiving carer specific 
services 

  
 Part 2 includes those receiving direct payments. The denominator remains the 

same (i.e. all adults and carers receiving community based services, but the 
numerator captures only those from part 1 with direct payments. 
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The numerator For part 1 (receiving self directed support) 
 
                                   Number of adults, older people and carers receiving self directed support in the 

year to 31st March. 
 
 For part 2 (receiving direct payments) 
 
 Number of adults, older people and carers receiving direct payments in the 

year to 31st March 
 
The denominator Clients receiving community based services and carers receiving specific 

services in the year to 31st  March. 
 
Source Numerator  
                                    
                                   For part 1:  
 
                                   RAP SD1 Row 10 Column 5 (Total 18 and over) plus RAP SD3 Row 6 Column 

5 (Total all ages) 
 
                                   For part 2: 
 
                                   RAP SD1 sum of columns 1, 2 and 4 (Total 18 and over) plus RAP SD3 Row 6 

sum of columns 1, 2 and 4 (Total all ages) 
 
 Denominator:  
  
 For parts 1 & 2: 
 
                                   RAP P2f (pages 1 and 3, row 11 (Total of above), column 1 (Total of clients)  
                                   plus RAP C2 (page 1, row 5 (Total all ages), column 1 (Services including        
                                   respite for the carer and/or other carer specific services). 
 
 
 
Councils are reminded that if any cell which is used for the calculation of an ASCOF measure 
is not completed, then no score will be given for the measure of which that cell forms a 
component.  
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Section 4: Guidance for the Proformas 
R2 
Number of contacts for new clients during the period concerning services from the 
CASSR whose needs were attended to solely at or near the point of contact, 
(including cases where new clients receive short term services without undergoing a 
full community care assessment).  
Period:  01/04/11 to 31/03/12 
 
Protocol: 
General description   
This return aims to measure the number of contacts for new clients with the CASSR, either directly or 
through an intermediary, which are screened, and information and/or advice only given, with no 
further action beyond registration or a ‘basic service’.  
 
Business case 
This return is intended to indicate the level of demand placed on CASSRs, and to be useful in policy 
evaluation in relation to care management and staffing at national level. Information from R2, when 
set alongside information relating to assessments, can indicate the different CASSR responses 
arising from contacts. It can also show the extent to which CASSR care management arrangements 
at initial screening are able to deal with simple requests. 
 
Inclusions and exclusions: 

• The return is for adults aged 18 and over only.  
• R returns are concerned with contacts (episodes, events), not clients.  
• Casual contacts should be excluded from the returns. 

 
Contact on referral (R) forms: 
All the referral (R) forms are defined to only include contacts from new clients, i.e. clients not on the 
books of the authority at the time the contact was made. A person who has previously received 
services, which have ceased before the time of contact (i.e. the client is “off the books” when the 
contact is made) should be included. A client may be on the books of the CASSR but not actually 
receiving a service. This would not count as a contact for RAP purposes. 
 
For the R forms all contacts made by new clients in the year should be included, whether or not they 
received an assessment or any service in the year. For example, a contact from a new client on 30 
March 2012 who did not receive an assessment until 2 April 2012 would be included in RAP 2011-12 
R section as a contact. The waiting times for such an individual, in the RAP A tables, would be 
counted in RAP 2012-13. 
 
It is assumed that the figures given may exceed the number of clients because some clients may 
make more than one contact in the period.  
 
The intention is to count all contacts for new clients relating to adult services, excepting casual 
contacts who are not screened. 
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• Clients receiving basic services and being passed on for further assessment 
If a contact is given information, advice or a basic service, but not passed on for further assessment 
or commissioning of service this should be recorded on R2. However, if a contact is passed for 
further assessment or commissioning of service this should be excluded from R2. The source of 
referral for new client referrals, whether included or excluded from R2, should be included in R3. 
 
The key distinction between ‘service’ and ‘basic service’ is that the former (which in many CASSRs 
will be called a package of care / care package) has the intention of an ongoing resource 
commitment, while the latter is seen as ‘one-off’ with an initial, but no intended further, resource 
commitment.  
 
Experience suggests that there are two areas of complexity about the use of ‘ongoing’ and ‘one-off’ 
to describe the distinction between ‘service’ and ‘basic service’. These relate to the role of interim or 
emergency services put in place while further assessment is undertaken, and the provision of 
equipment. It is important to be aware of the glossary definitions ‘Interim / emergency services’ and 
‘Equipment / adaptations’.   
 
• Equipment / adaptations  
The provision or commissioning of equipment / adaptations does not conform to the general 
approach to distinguishing between ‘service’ and ‘basic service’.  
 
A small item of equipment provided at or near the point of contact, following initial screening but no 
further assessment, should be categorised as a basic service and entered in R2. In all other 
instances where equipment or adaptations may be under consideration and an assessment is 
undertaken, there should be no entry in R2. 
 
There is an element of judgement as to what constitutes a ‘small item’, and it is not possible to be 
prescriptive. A ferrule, walking stick or bath rail (including fitting) would normally be seen as a basic 
service, unless provided as part of a wider care package. Any equipment given in the context of a 
wider package, or where there are ongoing needs for supervision or maintenance, should be 
recorded as a service (as in ‘Components of service’). 
 
NB: ‘Service’ as used here will include the categories of ‘service type’ (see glossary) as employed in 
P1 and ‘components of service’ (see glossary) as used in P2f/s. If you are in doubt on specific 
categories then please contact the RAP team for guidance (see contacts page for details of how to 
get in touch). 
 
• Telecare 
Telecare should be treated in the same way as equipment. A small item of telecare provided at or 
near the point of contact, following initial screening but no further assessment, should be categorised 
as a basic service and entered in R2. In all other instances where telecare may be provided as the 
result of an assessment, there should be no entry on R2, but there may be an entry in R3. To be 
included in the RAP P forms, this service, like other services, must be provided as part of a care plan 
following a Community Care Assessment. If the telecare requires ongoing financial commitment, then 
the client must be recorded in P2. If telecare is provided via a direct payment, then the client should 
be recorded under direct payments, not under equipment. 
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• Welfare benefits advice and equipment as basic services 
It is important to be aware that some ‘services’ may be classified both as ‘basic’ (i.e. relevant for R2 
inclusion), or as a community based service following assessment. For example, welfare benefits 
advice and help for asylum seekers may be a one-off basic service (i.e. R2 entry), or may involve a 
further Community Care Assessment and / or be ongoing. It is the question of whether the client is 
passed on for an assessment that is decisive in such cases. For further discussion see the glossary 
entry for ‘welfare benefits’. Careful judgement is needed with regards to equipment; see the glossary 
entry for ‘Equipment / adaptations’ for further discussion. 
 
• Services provided by one-stop agencies such as Care Direct 
Care Direct is an organisation that older people and disabled people can approach with queries 
about matters such as social care, community health or housing. The Care Direct advisor will contact 
service providers as required and may refer clients on to social services for assessment. However, 
Care Direct is also able to provide basic services such as blue badges or issue items of equipment. 
Information on the provision of services should be obtained from these agencies and recorded on R2. 
 

• Short Term Interventions/Services 
Clients in receipt of short term interventions / services (sometimes referred to locally as reablement / 
rehabilitation) provided by the CASSR should be recorded in R2 regardless of whether these 
services are part of a care plan following a Community Care Assessment.   
 
• Blue badges for disabled clients (reported on R2) 
When a new client is issued with a blue badge for disabled parking this is a basic service and should 
be included on form R2. If a client contacts the CASSR to have their blue badge renewed they are 
not to be regarded as a new client. Therefore renewals of blue badges should not be included on R2. 
 

SCENARIO RECORDING 
New client issued with blue 
badge as part of a care plan 
together with other social 
services 

Include blue badge service as 
“other” in the P forms. Record 
the other services in the care 
plan as per guidance for P 
forms. 

New client issued with blue 
badge for the first time 

Include blue badge service in 
R2 only. This is a Basic 
service. 

Renewal of expired/lost blue 
badge 

Do not include in RAP. 

 
Blue badges can only be included in the P forms (under”Other”) if they are part of a care plan 
(including other services) following a Community Care Assessment. 
 
• National Bus Passes and Freedom Passes 
Provision of National Bus Passes and/or Freedom Passes does not qualify as a basic service: these 
services should not be reported in the R2 return. 
 
Return: 
The figure is the number of contacts for new clients with the CASSR, either directly or through an 
intermediary, which are screened, and information and / or advice only given, with no further action 
beyond registration or a ‘basic service’. 
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R3 
Source of referral for all contact events covered in R2 and for those passed on for 
further assessment. 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
General description 
This return seeks to identify the source of referral for all contacts by new clients, whether dealt with at 
or near the point of contact (and included in R2) OR passed on for assessment. Detail in the list of 
sources of referrals is intentionally slanted to focus more on referrals from health services. 
 
Business case 
It is important for CASSRs, partner agencies and central Government to have insight into the source 
of referral for all contacts coming for CASSR assessment. The numbers of self, family and other 
personal referrals can show the extent to which individuals are able to approach the CASSR for 
themselves, reflecting their knowledge of services and the information CASSRs make available. The 
number of referrals from primary and secondary health sources can reflect work at the important 
interface between social care and health care. 
 
Inclusions and exclusions: 

• The return is for adults aged 18 and over only.  
• R returns are concerned with contacts (episodes, events), not clients.  
• Casual contacts should be excluded from the returns. 

 
All the referral (R) forms are defined to only include contacts from new clients, i.e. clients not on the 
books of the authority at the time the contact was made. A person who has previously received 
services, which have ceased before the time of contact (i.e. the client is “off the books” when the 
contact is made) should be included. A client may be on the books of the CASSR but not actually 
receiving a service. This would not count as a contact for RAP purposes. 
 
For the R forms all contacts made by new clients in the year should be included, whether or not they 
received an assessment or any service in the year. For example, a contact from a new client on 30 
March 2012 who did not receive an assessment until 2 April 2012 would be included in RAP 2011-12 
R section as a contact. The waiting times for such an individual, in the RAP A tables, would be 
counted in RAP 2012-13. 
 
It is assumed that the figures given may exceed the number of clients because some clients may 
make more than one contact in the period.  
 
The intention is to count all contacts for new clients relating to adult services, excepting casual 
contacts who are not screened. 
 
Relationship between R2 and R3 
All contacts recorded on R2 should also be recorded on R3. In addition, contacts from new clients 
that are passed on for further assessment (and hence excluded from R2) should be included on R3. 
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If a contact is given information, advice or a basic service, but not passed on for further assessment 
or commissioning of service this should be recorded on R2 and R3. If a contact is passed for further 
assessment or commissioning of service this should be excluded from R2, but included on R3. 
 
The source of referral for new client referrals, whether included or excluded from R2, should be 
included on R3. 
 
Referral types: 
Information on how to record some specific referral types: 
 

• Internal referrals: The re-referral of an existing client (e.g. referral for a review) by a member 
of CASSR staff should be excluded.  

• Automated self-referrals: Some CASSRs have automated referral processes for some basic 
services. Count these as self-referrals, and draw attention to this in the notes section. 

• Referrals from One Stop agencies such as Care Direct: If a contact is referred from an 
agency such as Care Direct then the source of referral should be recorded as 'other'.   

 
• Instances where there is more than one source of referral 
In a small number of instances a referral may come from more than one source. Do not double count. 
Use the initial source - the source from which the referral is first received.  
 
Return: 
Number of contacts for new clients by source of referral 
 
Sources of referral are given by the following categories: 
 

• Primary health / Community health (GP, community-based professions allied to medicine, etc) 
• Secondary Health (A&E, hospital OT, ward, hospice, etc) 
• Self-referral 
• Family / friend / neighbour 
• Internal (i.e. own CASSR) 
• LA Housing Department or Housing Association 
• Other departments of own LA or other LA 
• Legal agency (police, court, probation, immigration) 
• Other 
• Not known 
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A1 
Number of existing clients for whom a review was completed during the period, by 
primary client type and age group. 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
General description 
This return aims to measure the number of existing adult clients whose needs were reviewed in the 
period specified. The return is broken down by primary client type and extended age group. 
 
Business case 
The purpose of the return is to enable policy monitoring and resource planning, and to fill out the 
profile of CASSR activity under the Community Care Act. The breakdown of reviews into primary 
client types can indicate the extent to which key user groups are being identified at assessment and 
subsequently reviewed. The return, in conjunction with other A returns, will give useful comparative 
data across authorities on assessment and review activity across the board and for user types. 
 
Inclusions and exclusions: 

• The return is for adults aged 18 and over only. 
• s256 and self-funded clients should be excluded. 

 
• Baseline population 
All existing clients who have received a review during the period. 
 
• Assessment 
An “assessment” is defined as the first assessment for a new client. All subsequent assessments 
which include a reassessment will be defined as a review. 
 
• Review 
A “review” is an examination of the client’s needs for an existing client and must include a (formal) 
reassessment, irrespective of whether it was a scheduled or unscheduled review. 
 
NB: A potential outcome of a review must be the offering of new or continuation of current 
services. A review cannot be completed without input from the client (or the client’s representative) 
as it should be a re-assessment of their need for social care services. Closing down case files or 
checking that services have stopped following the death of a client does not count as a review for 
RAP purposes. 
 
• Completed assessments and reviews 
A complete review for the purposes of inclusion in A1 means that the review of needs has been 
completed. It is not required that a financial assessment has been completed (see glossary definition 
for further detail).   
 
• Double counting / ‘Total review events’ row 
If an existing client has had multiple reviews within the period, all of these review events can be 
counted in the ‘Total review events’ row in table A1. This row is a count of completed reviews in 
period and can therefore include any given client multiple times.  
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All other rows in table A1 are concerned with counts of clients, who have had at least one completed 
review event in period, rather than counts of review events.  
 
If we refer to the main body of table A1, which includes all three columns and all rows from the 
‘Physical disability (total)’ row to the ‘Other vulnerable people (total)’ row (inclusive) as the ‘main 
table’, then we can state that each client may appear only once in the main table. If an existing client 
has had more than one review event in the period, they should be included in the main table only 
once: in connection to the most recently completed review process. 
 
The ‘Total of clients reviewed’ row is the sum of the entries in the rows above it in the main table. 
That is the count of the total number of clients, for a given age band, who have received at least one 
completed review in period. 
 
• Defining Clients 
See the glossary definition of ‘client’. Please state in the notes whether your agency practice is that 
one client equals one person, or whether a ‘client’ can be a composite of more than one person. If 
you take the latter position please quantify how many such ‘clients’ are included in your total. 
 
• Carers 
This return is concerned with social services clients and should not include reviews of carers. Carers’ 
assessment and review information should be included in forms C1 and C2. However, a person who 
is a carer can be included in A1 if they are themselves also a client in their own right, and have been 
reviewed as a client, irrespective of whether they have been also been reviewed as a carer.  
Other persons involved in service provision (e.g. persons assessed as potential foster parents) 
should also not be included in A1. See glossary entry for ‘End sheet’ for how to handle these.  
 
• Joint reviews 
Joint reviews or activity by joint teams should be included in the RAP returns if an element of social 
services budget has gone into the review.  
 
If the CASSR is operating a partnership arrangement under section 75 of the NHS Act 2006 they 
should include assessments and reviews carried out and social services provided by the health 
partner in RAP. Legally, joint teams can only operate (in terms of assessing needs for social 
services) within section 75 where they have delegated authority from social services to do so. Where 
this is the case ALL the social care related assessments and reviews carried out by the team should 
be counted for RAP purposes whether made by a social services member of staff or not. 
 

i) prior to agreeing a section 75 flexibility 
CASSRs are reminded that they may not delegate their statutory duty of assessment except 
within the context of section 75 of the NHS Act 2006. However prior to agreeing a section 75 
flexibility, where joint health and social services teams are sharing assessment work in the best 
interests of actual or potential service users, then assessments and reviews completed by 
authorised social care workers or health staff should be included providing the assessment may 
lead to a person being provided with community care services because of social care needs. If 
the assessment is purely for health services then it should be excluded from the A proformas. 

 
ii) carried out by other organisations 

As CASSRs have a statutory duty of assessment, they need to ensure and assure themselves 
that all assessments that include a social care element are carried out in the appropriate way. 
However CASSRs can delegate or contract out the process of carrying out an assessment/review 
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to other organisations, for example to voluntary organisations, only if they fund them and have 
some means of checking the process and outcomes of the assessment/review. The checking 
should be done for each individual assessment/review rather than a sample that the other 
organisation carries out. Where CASSRs contract the assessment process out to other 
organisations, they must ensure that the checking procedures are met. CASSRs need to ensure 
that the assessment is valid and fair, and evaluates all the individual's presenting needs. If the 
CASSR does not check each individual assessment carried out by another organisation, then 
these assessments must be excluded from RAP. 

 
• Out of area clients 
In order to ensure that everyone takes the same route, the rule is to count what your CASSR pays 
for. If you assess/review clients from another area, at your expense, then count them in your figures.  
If the other area pays you to do the assessments then that area counts them in their return and you 
do not.  Similarly you may count clients from your patch that have been assessed by another CASSR 
only if you pay for the assessment.   
 
• Self-funded clients 
RAP defines a self-funded client as one who meets the entire cost of their own services (i.e. the 
social services department makes no financial contribution to meeting the cost of their services), but 
whose assessment, review and care management is completed at the expense of the CASSR. 
Reviews of Self-funded clients should NOT be recorded in return A1: they should be included in 
return A10. If a financial assessment has not been finished by the time that the RAP collection is 
completed (i.e. it is not known who will fund the client’s services at this time), include the client in A1 
for the current collection period. 
 
• Section 256 clients 
Many CASSRs receive revenue from a local health authority partner through arrangements under 
Section 256 of the NHS Act 2006 (formerly Section 28a of the NHS Act 1977, as amended by 
Section 29 of the NHS Act 1999) to provide social care services to those who were resident in long 
stay institutions and Care in the Community homes. Review activity for s256 clients should not be 
reported in any of the A tables within the RAP return. 
 
Classification of clients: 
• Use of primary client types 
It is important to follow the definition / categories for primary client type given in the glossary. The 
intention is that the primary client type categorisation shall be a professional decision, established as 
an outcome of assessment and updated as relevant, not a decision of administrative convenience 
(e.g. for convenient allocation to a specialist team). In some CASSRs each client has an overarching 
client classification, but may receive a different classification for a specific assessment, in these 
circumstances use the overarching client type for the return. 
 
• Older people classification 
There is not a primary client type for older people. Clients who may have previously been classified 
as 'elderly' or ‘older person’ should be reassigned to one of the primary client types. Information 
regarding older people is picked up via the age breakdown details. 
 
• Use of client type subsets 
Please complete the information on subsets (secondary client types). The subsets are not designed 
to be exhaustive and as such will not include all possibilities. The information required has 
specifically been requested due to an interest related to policy. 
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• Double counting and client type subsets 
It is possible for a client to appear in none or more than one subset of a primary client type and 
hence the total of entries in subsets is not expected to equate to the total number of clients within 
each primary client type. However, double counting within the subsets is restricted to within the same 
primary client type. Therefore a person classified in the primary client type 'physical disability, frailty 
and sensory impairment' could appear in the subsets 'physical disability' and ‘hearing impairment', 
but they could not appear also in the subset ‘dementia' (see glossary definition) as this would be 
double counting across primary client types. 
 
• Age Group 
Client age is calculated as at the last day of the period. If a client dies, the age should be recorded as 
their age at death. If only the year of birth is known, as opposed to the month, then age should be 
calculated by assuming that their birthday falls between March and December. For example, if a 
client was born in 1961, then for the collection period 2011-12, they would be recorded as being 50 
years of age.  
 
Double counting of primary client types: 
A client may appear in only one primary client type.  
 
Reconciliation: 
The entry in the box at the top of A1 page 1 must equal the sum of the entries in the ‘Total of clients 
reviewed’ row. 
 
Return: 
Overall number of existing clients receiving a review during the period by extended age group and 
primary client type. 
 
Extended age groups are: 18 to 64, 65 to 74, 75 and over. 
 
Primary client types: 

• Physical disability 
• Mental health 
• Learning disability 
• Substance misuse 
• Other vulnerable people 

 
Subsets: 
As subsets of Physical disability:     As a subset of Mental health: 

• Physical disability, frailty and/or temporary illness  Dementia  
• Hearing impairment 
• Visual impairment 
• Dual sensory loss 

 
Return of the total number of review events carried out during the period. 
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A6  
Number of new clients for whom an assessment was completed in the period, by age 
group, ethnicity, and known or anticipated sequel to assessment. 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
General description 
This return aims to monitor assessed clients according to their ethnicity.  Ethnic categories are a 
variant of those used in the 2001 Census. This is cross-referenced with age group and known or 
anticipated sequel to assessment. It is appreciated that some authorities may not be able to provide 
information on ethnic group for all clients (but just new clients) that had a completed assessment 
during the period.  
 
Business case 
The purpose of this return is to build up a picture of what is expected to happen to people who have 
been assessed in relation to turnover, disposal and drop-out. The data on ethnicity will give CASSRs 
and DH an indication of the effectiveness of referral processes in identifying those from ethnic 
minorities who have needs, and will permit analysis related to equality. In particular, it will be used to 
monitor ‘Fair Access to Care Services’ policies. 
 
Inclusions and exclusions: 

• Figures refer only to adults aged 18 and over. 
• The return refers only to clients with an assessment completed during the period. 
• Terminated assessments should be excluded. 
• Assessments that stop because an individual does not meet the CASSR’s FACS criteria 

should be treated as completed assessments, and included. 
• s256 and self-funded clients should be excluded. 
• The return should include those clients with learning disabilities whose care has now become 

the responsibility of the CASSR following the Valuing People Now (VPN) initiative. Such 
cases would be recorded as a new client in RAP. 

 
• Baseline population 
The baseline population for A6 is the total of unique clients for whom the assessment process was 
completed in the period, and should equal the sum of completed assessments recorded in A7. 
 
• Assessment 
An “assessment” is defined as the first assessment for a new client. All subsequent assessments 
which include a reassessment will be defined as a review. 
 
• Transitional assessments 
In the course of good practice many CASSRs may begin to complete adult Community Care Act 
assessments with clients under the age of 18 receiving children’s services in order to minimise 
disruption to services during the transition from children’s to adult’s services. Provided that the 
client’s ‘RAP age’ (i.e. their age on the last day of the reporting period) is 18, these transitional 
assessments should be included in RAP as assessments of new clients. 
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• Self-funded clients 
RAP defines a self-funded client as one who meets the entire cost of their own services (i.e. the 
social services department makes no financial contribution to meeting the cost of their services), but 
whose assessment, review and care management is completed at the expense of the CASSR. Self-
funded clients should NOT be recorded in return A6: they should be included in return A10. If a 
financial assessment has not been finished by the time that the RAP collection is completed (i.e. it is 
not know who will fund the client’s services at this time), include the client in A6 for the current 
collection period. 
 
• Section 256 clients 
Many CASSRs receive revenue from a local health authority partner through arrangements under 
Section 256 of the NHS Act 2006 (formerly Section 28a of the NHS Act 1977 as amended by Section 
29 of the NHS Act 1999) to provide social care services to those who were resident in long stay 
institutions and Care in the Community homes.  Review activity for s256 clients should not be 
reported in any of the A tables within the RAP return. 
 
• Valuing People Now (VPN) 
The Valuing People Now (VPN) initiative has changed the responsibility for, and funding of, some 
learning disability services which are now commissioned by CASSRs.  It is expected that this change 
will affect those clients with learning disabilities whose care was previously the responsibility of the 
NHS and has now transferred to become the responsibility of the CASSR. As a result, these clients 
will be recorded as new to RAP in 2011-12, and it’s likely that there will be an effect on the number of 
assessments of new clients with learning disabilities shown in return A6. 
 
Sequel to assessment: 
It is important to work carefully to the definition of ‘sequel to assessment’ given in the glossary. 
 
• Sequel to assessment - New services 
At the time the assessment or review is completed some sequels are known (in the sense of 
established fact), with decisions already taken and implemented, whether for services or no further 
action. However, it is acknowledged that in other cases the sequel may only have reached the stage 
of being anticipated or intended, but not yet implemented. This return should include all of these 
sequels, and recognises that in some instances the actual sequel may eventually differ from the 
intended one. 
 
Double counting: 
There should be no double counting across ethnicity or ‘sequel to assessment’ categories. 
 
If a client has had more than one assessment process completed in the period then use the most 
recently completed. There should be no double counting of the same client. 
 
Return: 
Status of the clients returned in A6 at completion of assessment in the following groups: 
 

• Some or all (new) services intended or already started (including those started and finished). 
• No (new) services offered or intended to be provided. 
• (New) service(s) offered but declined. 
• Other sequel to assessment.  
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These ‘sequel to assessment’ categories are cross-referenced with ethnicity.  
 
Age groups are defined as ‘18-64’ and ‘65 and over’ 
 
 
The ethnic categories are: 
 

a) White -    British 
      Irish 
      Traveller of Irish heritage 
      Gypsy/Roma 
      Any other White background 
 
 b) Mixed -   White and Black Caribbean 
      White and Black African 
      White and Asian 
      Any other mixed background 
 
 c) Asian or Asian British - Indian 
      Pakistani 
      Bangladeshi 
      Any other Asian background  
 
 d) Black or Black British - Caribbean 
      African 
      Any other Black background  
 

e)       Chinese or other ethnic Chinese 
      Any other ethnic group 
 

f)       Not stated   Refused 
Not yet obtained 
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A7 
Length of time from first contact to completed assessment for new clients for whom 
an assessment was completed during the period, in time bands, by age group and 
primary client type. 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
General description 
This return aims to record how long it took, in calendar days, from the time a new client made contact 
with the CASSR up to the completion of the assessment of their needs. This material is cross-
referenced with primary client type and age group; the length of time is recorded in time bands. 
  
Business case 
This information will be used to build up a picture of the speed of response each CASSR is able to 
make to presented need, including emergency needs.  
 
Inclusions and exclusions: 

• Figures refer only to adults aged 18 and over. 
• The return is concerned with waiting times for new clients, and excludes existing clients. 
• Terminated assessments should be excluded. 
• s256 and self-funded clients should be excluded. 
• The return should include those clients with learning disabilities whose care has now become 

the responsibility of the CASSR following the Valuing People Now (VPN) initiative. Such 
cases would be recorded as a new client in RAP. 

 
• Baseline population 
The baseline population for A7 is the total of new clients for whom the assessment process was 
completed in the period (total of clients reported on A6). The return seeks to monitor how long each 
client group waited for the assessment process to be completed, and cross-reference this data with 
other variables. 
 
• Self-funded clients 
RAP defines a self-funded client as one who meets the entire cost of their own services (i.e. the 
social services department makes no financial contribution to meeting the cost of their services), but 
whose assessment, review and care management is completed at the expense of the CASSR. Self-
funded clients should NOT be recorded in return A7: they should be included in return A10. If a 
financial assessment has not been finished by the time that the RAP collection is completed (i.e. it is 
not know who will fund the client’s services at this time), include the client in A7 for the current 
collection period. 
 
• Section 256 clients 
Many CASSRs receive revenue from a local health authority partner through arrangements under 
Section 256 of the NHS Act 2006 (formerly Section 28a of the NHS Act 1977 as amended by Section 
29 of the NHS Act 1999) to provide social care services to those who were resident in long stay 
institutions and Care in the Community homes. Review activity for s256 clients should not be 
reported in any of the A tables within the RAP return. 
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• Valuing People Now (VPN) 
The Valuing People Now (VPN) initiative has changed the responsibility for, and funding of, some 
learning disability services which are now commissioned by CASSRs.  It is expected that this change 
will affect those clients with learning disabilities whose care was previously the responsibility of the 
NHS and has now transferred to become the responsibility of the CASSR. As a result, these clients 
will be recorded as new to RAP in 2011-12, and it’s likely that there will be an effect on the number of 
assessments of new clients with learning disabilities shown in return A7. 
 
• Qualifying period for completed assessments to be included 
For RAP purposes include all assessments which were completed in 2011-12, whether or not they 
started in 2011-12. Exclude any assessments that were not actually completed by 31 March 2012. 
This clarifies the current guidance on completed assessments as set out in the glossary. 
 
• Recording of assessments in relation to FACS 
For assessments which stop because the user’s needs do not meet the Fair Access to Care Services 
(FACS) eligibility criteria, include these as completed assessments. 
 
 
First Contact: 
First contact is the date when contact is first received from, or on behalf of, an individual in relation to 
a potential requirement for assessment. The contact may be by way of personal call, phone call, 
letter or other form. It may be direct or through an intermediary (such as a neighbour, relative or GP). 
The date of first contact is not necessarily the same as the date of screening, though in many 
CASSRs screening will take place on the same day as contact. 
 

i) Self-assessments 
First contact is the date that a completed self-assessment form is received by the CASSR, 
having been returned by the client. 
 

ii) Hospital in-patients 
First contact is the date when it is confirmed by an NHS hospital to a social services 
department by means of a ‘section 5 notice’ that the patient is medically fit and ready for 
discharge. The contact may be by way of phone call, letter or other form. 
 
If a CASSR is informed that a patient’s intended release is delayed for medical reasons, the 
time of the first contact should be reset to when the CASSR is re-notified by the hospital via a 
section 5 notice. If an assessment has already been carried out before the release date 
changed and no further assessment is required, the first contact must be the new date of 
discharge. 
 
If an assessment has been completed before receipt of a section 5 notice, record the 
assessment in the shortest time band on A7 (i.e. less than or equal to 2 days). 
 

iii) Offenders on release from prison 
First contact is the date that the individual is released from prison. If the assessment has 
been completed before the individual is released, record the assessment in the shortest time 
band on A7 (i.e. less than or equal to 2 days). 
 

iv) Transitional assessments 
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First contact is the date of the client’s 18th birthday. If the assessment has been completed 
before the client turns 18, record the assessment in the shortest time band on A7 (i.e. less 
than or equal to 2 days). 
 

v) Out of area referrals 
First contact is the date that the individual moves into the area served by the CASSR (the 
point at which the responsibility for the individual’s assessment changes from one authority to 
the other). 

 
• Date of first contact for joint teams and SAP 
 
The waiting time from first contact should be measured from the time of first contact with social 
services or joint teams under section 75 arrangements. Three examples are given below: 
 

i) A member of the joint team starts an assessment looking at both the health and social care 
needs of the client on 1st June. For RAP proforma A7 the first contact is counted on RAP as 
1st June. 

 
ii) A member of the joint team starts an assessment looking at the social care needs of the client 

on 1st June. They then contact the health part of the team to assess the health needs on 5th 
June. The first contact is counted as 1st June. 

 
iii) A member of the health team starts an assessment looking at the health needs of the client 

on 1st June. Then on the 3rd June they contact social services as it is decided that the social 
care needs of the client need to be assessed. The first contact is then counted as 3rd June. 

 
Measuring waiting times: 

• Waiting times are based on calendar days, not working days. 
• Three months is defined as 91 calendar days. 

 
In calculating the waiting times, the day of ‘first contact’ is considered to be day 1. For example, if a 
first contact was received on Tuesday 1st March 2011, to be included in the ‘less than or equal to 2 
days’ time band, the assessment would need to be completed on either Tuesday 1st March (day 1) or 
Wednesday 2nd March (day 2). If the assessment was completed on Thursday 3rd March (day 3), this 
assessment should be recorded in time band “More than 2 days and less than or equal to 2 weeks’. 
 
For the purpose of measuring calendar days to the completion of assessment, the preferred time 
point is when the statement of needs and how these are to be met (the care plan) is logged. 
 
For clients undergoing the Self Directed Support process the assessment can be regarded as 
complete once the initial personal budget has been calculated and the customer informed of the 
amount. This is before the support planning stage. 
 
Further examples and guidance can be found in the glossary under entry ‘First contact – clarification 
of date’. 
 
• Waiting times for Self Directed Support 
The length of time (waiting time) for social care assessment is the time taken, in calendar days, 
between first contact (day 1) and completion of assessment: 
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Where a client takes away and completes a Self Assessment Questionnaire (SAQ: a tool used to 
facilitate a Self Directed Assessment as part of the Self Directed Support process), the date of first 
contact should be ‘reset’ to the date that the council receive the completed SAQ back from the client. 
This provision is made so that councils are not unfairly penalised for delays in the assessment 
process that are outside of their control (i.e. a client may take several weeks to complete a SAQ); 
 
Completion of assessment: for clients using the Self Directed Support process the assessment can 
be regarded as complete once the initial personal budget has been calculated and the client informed 
of the amount (i.e. at the end of Stage 3: Personal Budget Calculated); 
 
• Waiting times for transitional assessments 
In the course of good practice many CASSRs begin to complete adult Community Care Act 
assessments with clients under the age of 18 who are receiving children’s services, in order to 
minimise disruption to services during the transition from children’s to adult’s services. Provided that 
the client’s ‘RAP age’ (i.e. their age on the last day of the reporting period) is 18, these transitional 
assessments should be included in RAP as assessments of new clients. 
 
First contact is the date of the client’s 18th birthday. If the assessment has been completed before 
the client turns 18, record the assessment in the shortest time band on A7 (i.e. less than or equal to 2 
days). 
 
OT assessments: 
Assessments completed by Occupational Therapists (OT) and Occupational Therapy Assistants 
(OTA) and paid for by social services should be included in RAP. If the OT/OTA contributes to a 
multi-disciplinary team assessment, then the OT assessment would be one assessment event within 
the whole assessment of the client’s needs. In the Single Assessment Process OT assessments are 
captured under ‘Specialist’ assessment. If the OT assessment is the only assessment then it should 
still be recorded on RAP.  
 
Any items of equipment which are issued at or near the point of contact as a basic service and are 
recorded in form R2 should be excluded from the RAP A forms.  
 
Where social services refer the OT assessment to an outside agency, if social services have funded 
the assessment then it should be included in RAP; however, if social services have not paid for the 
assessment then it is excluded from RAP. 
 
• Dealing with waiting times for OT assessments 
CASSRs are known to take varying approaches to clients assessed as needing major adaptations.  
Some CASSRs keep the assessment open for a long period (possibly years) until the adaptation 
work is about to start; others close the assessment and then reassess when the start of work date is 
known.  There may be still other approaches.  Please use the notes to state how you handle such 
clients. This will help us evaluate the degree of variation in procedures locally. 
 
Date of completion of assessment for joint teams and SAP: 
The waiting time to completed assessment should be measured as the time social services complete 
their last assessment event within the whole assessment process. Three examples are given below; 
 

i) A multi-disciplinary assessment is carried out within social services. This includes two 
assessment events, an overview assessment carried out by a social worker that was 
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completed on 3 June and an OT assessment that was completed on 10 June. The date 
the assessment is counted on RAP as complete is 10 June. 

 
ii) A SAP assessment is carried out to look at both the health and social care needs of the 

client. The social services element of the assessment is completed on 3 June and the 
assessment of the health needs is completed on 10 June. The date the SAP assessment 
is counted on RAP as complete is 3 June when the social services part is complete. This 
example is also applicable to joint teams under section 75 arrangements (from the service 
user perspective this is not ideal but reflects the possible problem of not knowing when 
the health part of the assessment is complete). 

 
iii) A joint assessment is coordinated by social services. Social services have completed 

their part of the assessment by 3 June but the assessment of health needs is not 
completed until 10 June. The date the assessment is counted on RAP as complete is 10 
June. 

 
Double counting: 
A client may appear in only one time band and primary client type. If a client has had more than one 
assessment event during the reporting period, then provide details relating to the most recent 
assessment event. There should be no double counting across categories.  
 
Return: 
 

• Length of time for new clients from first contact to completion of assessment, in time bands, 
by age group. 

 
• Length of time for new clients from first contact to completion of assessment, in time bands, 

by primary client type, and age group. 
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 A10  
Number of self-funded clients with completed assessments or reviews, provided at 
the expense of the CASSR during the period, by age group and primary client type.  
Period:  01/04/11 to 31/03/12 
 
Protocol: 
General description 
This return aims to measure the number of self-funded clients whose assessment and care 
management is funded by the CASSR, who have had a completed assessment or review during the 
period, cross-referenced by age group and primary client type. The A10 return is voluntary for 2011-
12. 
 
Business case 
The purpose of this return, approved is to provide a volume count of the number of self-funded clients 
with a completed assessment or review during the period. In addition to being useful for planning 
locally, the data will be used to enhance the previously limited understanding about the assessment 
and care management of these types of client. A10 may also provide an indication of ease of access 
to assessment and care management for those individuals not eligible for publicly-funded services. 
 
Inclusions and exclusions: 

• Only individuals that are self-funded and have had a completed assessment or review during 
the period should be included. 

• If it cannot be known whether a client will be self-funded (e.g. a financial assessment has not 
yet been completed following assessment or review), the individual should be recorded in A1, 
A6 and A7, and excluded from A10. 

• s256 clients should be excluded. 
 
• Completed assessments and reviews 
A complete review for the purposes of inclusion in A10 means that the review of needs has been 
completed. It is not required that a financial assessment has been completed (see glossary definition 
for further detail). 
 
•  Section 256 clients 
Many CASSRs receive revenue from a local health authority partner through arrangements under 
Section 256 of the NHS Act 2006 (formerly Section 28a of the NHS Act 1977 as amended by Section 
29 of the NHS Act 1999) to provide social care services to those who were resident in long stay 
institutions and Care in the Community homes.  Review activity for s256 clients should not be 
reported in any of the A tables within the RAP return. 
 
General Guidance: 
 
• Self-funded clients 
RAP defines a self-funded client as one who meets the entire cost of their own services (i.e. the 
social services department makes no financial contribution to meeting the cost of their services), but 
whose assessment, review and care management is completed at the expense of the CASSR. Self-
funded clients should be recorded in return A10: they should NOT be included in returns A1, A6 or 
A7. If a financial assessment has not been finished by the time that the RAP collection is completed 
(i.e. it is not known who will fund the client’s services at this time), include the client in A1 or A6 and 
A7 for the current collection period. 
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• Assessment 
An “assessment” is defined as the first assessment for a new client. All subsequent assessments 
which include a reassessment will be defined as a review. 
 
• Review 
A “review” is an examination of the client’s needs for an existing client and must include a (formal) 
reassessment, irrespective of whether it was a scheduled or unscheduled review. 
 
NB: A potential outcome of a review must be the offering of new or continuation of current 
services. A review cannot be completed without input from the client (or the client’s representative) 
as it should be a re-assessment of their need for social care services. Closing down case files or 
checking that services have stopped following the death of a client does not count as a review. 
 
 
Double counting: 

• There should be no double counting across age groups and primary client types. 
 
• It will be possible that an individual has had both a completed assessment and completed 

review during the period, so double counting across activity type columns is possible. 
 
• As the return is a count of people, no individual should be counted twice in the same column, 

even where they have been assessed or review more than once in the period: record only the 
activity related to the most recently completed assessment and recently completed review. 

 
 
Return: 
 
The number of self-funded clients, by age group and primary client type, with a completed 
assessment or review during the period. 
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A11  
Number of new clients for whom an assessment was completed during the period, by 
gender and age group, cross-tabulated with known or anticipated sequel to 
assessment. 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
General description 
This return aims to monitor assessed clients according to their gender.  This is cross-referenced with 
age group, known or anticipated sequel to assessment and primary client type.  
 
Business case 
The data on gender will give CASSRs and DH an indication of the effectiveness of referral processes 
and will permit analysis related to equality and 'Fair Access to Care Services'.  
 
Inclusions and exclusions: 

• Figures refer only to adults aged 18 and over. 
• The return refers only to clients with an assessment completed during the period. 
• Terminated assessments should be excluded. 
• Assessments that stop because an individual does not meet the CASSR’s FACS criteria 

should be treated as completed assessments, and included. 
• s256 and self-funded clients should be excluded. 
• The return should include those clients with learning disabilities whose care has now become 

the responsibility of the CASSR following the Valuing People Now (VPN) initiative. Such 
cases would be recorded as a new client in RAP. 

 
Baseline population 
The baseline population for A11 tables is the total of unique clients for whom the assessment 
process was completed in the period and is the same as is recorded in A6 and also in A7.  
 
• Self-funded clients 
RAP defines a self-funded client as one who meets the entire cost of their own services (i.e. the 
social services department makes no financial contribution to meeting the cost of their services), but 
whose assessment, review and care management is completed at the expense of the CASSR. Self-
funded clients should NOT be recorded in return A11: they should be included in return A10. If a 
financial assessment has not been finished by the time that the RAP collection is completed (i.e. it is 
not know who will fund the client’s services at this time), include the client in A11 for the current 
collection period. 
 
• Section 256 clients 
Many CASSRs receive revenue from a local health authority partner through arrangements under 
Section 256 of the NHS Act 2006 (formerly Section 28a of the NHS Act 1977 as amended by Section 
29 of the NHS Act 1999) to provide social care services to those who were resident in long stay 
institutions and Care in the Community homes.  Review activity for s256 clients should not be 
reported in any of the A tables within the RAP return. 
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• Valuing People Now (VPN) 
The Valuing People Now (VPN) initiative has changed the responsibility for, and funding of, some 
learning disability services which are now commissioned by CASSRs.  It is expected that this change 
will affect those clients with learning disabilities whose care was previously the responsibility of the 
NHS and has now transferred to become the responsibility of the CASSR. As a result, these clients 
will be recorded as new to RAP in 2011-12, and it’s likely that there will be an effect on the number of 
assessments of new clients with learning disabilities shown in return A11.   
 
• Assessment 
An “assessment” is defined as the first assessment for a new client. All subsequent assessments 
which include a reassessment will be defined as a review. 
 
Double counting: 
There should be no double counting across ‘sequel to assessment’ or primary client type categories. 
 
If a client has had more than one assessment process completed in the period then use the most 
recently completed. There should be no double counting of the same client. 
 
Return: 
Number of clients for whom an assessment was completed during the period, by gender and age 
group, cross-tabulated with known or anticipated sequel to assessment and by primary client type. 
 
Age groups are aged 18 to 64 and aged 65 and over. 
 
Known or anticipated sequels to assessment are: 
 

• Some or all (new) services intended or already started 
• No (new) services offered or intended to be provided 
• (New) services offered but declined 
• Other sequel to assessment 

 
Primary client types are: 
 

• Physical disability 
• Mental health 
• Learning disability 
• Substance misuse 
• Other vulnerable people 
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P1 
Number of clients receiving services during the period, provided or commissioned by 
the CASSR, by primary client type, service type, and age group.  
Period:  01/04/11 to 31/03/12 
 
Protocol: 
General description 
This return aims to measure the number of adult clients who have been receiving services over the 
specified period, cross-referenced by three variables - primary client type, age group and service 
type.  
 
Business case 
The purpose of this return is to show which type of users receive which type of services in a given 
period. This is essential information for commissioning and planning, and provides a check for 
CASSRs and DH on the extent to which people are enabled to live in the community with the support 
of services. The volume measures of this return can be usefully analysed against related 
expenditure. 
 
Inclusions and exclusions: 
The intention is to return all adults aged 18 and over who have received a service or services 
provided or commissioned by the CASSR, or a NHS health partner, under section 75 arrangements 
at any time during the specified period. 
 
For clients to be included in the P forms the following criteria must apply; 

• The services that are provided or commissioned by social services or an NHS health partner 
under section 75 arrangements must be part of a care plan following a Community Care 
Assessment and; 

• Their care must be managed by the CASSR or an NHS health partner under section 75 
arrangements. 

 
 
We realise that social services provide other preventative services for people in the community, for 
example through grants or service agreements. However only those clients who have been assessed 
by the CASSR or by a legally delegated NHS health partner under section 75 arrangements and 
have the service(s) that they receive specified in their care plan can be included in the RAP P 
returns. This makes clear that those individuals, who have been assessed for and provided with a 
service by any other agency where the criteria above are not met, even though it is funded by social 
services, should NOT be included in the RAP P proformas.  Additionally in cases where short term 
interventions / services (sometimes referred to locally as reablement / rehabilitation) are provided by 
the CASSR and the provision of the services are not part of a care plan following a Community Care 
Assessment then these should NOT be recorded within the RAP P proformas.    
 
Clients whose services bear no resource cost implications to the CASSR for social care components 
(See Glossary resource cost implications) (e.g. Supported People, s256, self-funded, and health-
funded clients) should be excluded from the P returns. 
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• Fully-funded clients 
A fully-funded client is one who pays the full direct costs of the services they receive and for their 
management. These clients should be excluded from the RAP return. 
 
• Self-funded clients 
A self-funded client is one who pays entirely the direct cost of the services they receive, but whose 
care is managed (e.g. reviewed) at the expense of the CASSR. These clients should be excluded 
from the P returns in RAP. 
 
• Services provided via grants and grant aided organisations  
For services provided via grants and grant-aided organisations, information should only be recorded 
on the P proformas in respect of the users of such services where the users (clients) have had a 
Community Care Act assessment carried out by the CASSR (or legally delegated NHS partner) and 
where that service forms part of their care plan, e.g. day centres.  
 
• The Single Assessment Process (SAP) 
Services that are part of a care plan and are delivered by social services or on behalf of social 
services as a result of a SAP assessment should be included in RAP. Other services that result from 
the SAP assessment should not be included. 
 
General Guidance: 
The return is a volume measure of total service activity, to include both new service starts during the 
period and clients carried forward from a previous period. It is intended to cover the full population of 
clients who have been receiving services during the period, regardless of the time when they were 
first assessed or their care package initiated.  
 
The return should be drawn from those clients who receive a package of care following a 
Community Care Assessment in the current or a previous period, not clients who receive solely 
information / advice, a basic service (e.g. blue badge), or are simply added to a register. 
 
• Concurrent receipt of residential and community-based services 
Some clients living in care homes may additionally receive community-based services (e.g. 
attendance at day centres). For RAP purposes these clients should be counted as in residential or 
nursing care in P1, P4 and P7. They should NOT be counted as receiving community-based services 
in P2f and P2s. The clients who appear in the community based services column should be receiving 
only community-based services. 
 
However, a client may be receiving community-based services for part of the year and then move 
into residential care. In this scenario the client should be included in P1 as having received both 
community-based services and residential care, and P2f for community-based services, but not P2s 
as they were in residential care by 31 March. In the ‘Total number of adult clients’ cell on P1 page 1 
they should be counted only once.   
 
• Small homes and Independent living 
If a client is living in a registered small home, then they are classified as receiving independent sector 
residential care (Residential Care for form P1). If, however, a group of people live together 
independently with a shared tenancy agreement then any services they receive should be classified 
as community-based. If the client is part of an adult placement scheme (formerly adult fostering and 
now also referred to as shared lives), then this should be included in the RAP P forms as ‘Other’ 
community based services. 
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• Supporting People initiative 
Only services provided or commissioned by social services (or the health partner under section 75 
arrangements) should be included in RAP. If a service is paid for by the housing department, for 
example access to a warden in sheltered housing accommodation, then it should be excluded from 
RAP. Services funded by the Supporting People initiative can only be included in RAP if the clients 
receiving these services have received a Community Care Act assessment and the relevant 
expenditure from the Supporting People grant is being classed as social services expenditure rather 
than housing expenditure. The services being provided must be part of a package of care that is 
managed and is subject to review by social services (or the health partner). 
 
• Self Directed Support 
Services which are delivered by social services or on behalf of social services via a direct payment or 
personal budget should be included in P1 under the column headed Community-based services.  
 
Double counting: 
Since movement between service sectors is possible within the period there may be some double 
counting across service types. Double counting only applies to clients moving between services. 
There should be no double counting of primary client types.  
 
Individuals should not be double counted within the same column: if someone receives, for example, 
residential care during two separate periods of service, they should only be counted once in the 
residential care column. 
 
The column ‘Total of clients’ is intended as a measure of the number of clients involved; clients 
should only be counted once within a primary client type category within this column irrespective of 
the number of services they are receiving. The figure entered in this column will be less than or equal 
to the sum of the other columns.  
 
Return: 
The number of clients, by age group, receiving services during the period by service type cross-
referenced with primary client type. 
 
‘Total of all clients’ for all age groups and services combined. 
 
Age groups are defined as ‘18-64’ and ‘65 and over’ 
 
Service types are: 
 

• Community-based services 
• Residential care (LA residential care plus independent sector residential care) 
• Nursing care 
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P2f 
Number of clients receiving community-based services during the period, provided or 
commissioned by the CASSR, by age group, primary client type and components of 
service 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
General description 
This return gives the number of adults who have received community-based services provided or 
commissioned by the CASSR at any time during the period. The return is broken down by age group, 
with client type cross-referenced with components of service.  As such it expands on the information 
provided in P1 for clients identified as receiving community-based services. 
 
Business case 
This return breaks down the community-based activity described in P1. Its purpose is to show which 
type of users receive which type of community-based services in a given period. This is essential 
information for commissioning and planning, and shows the part played by different services in 
enabling users to live at home. The volume measures of this return can be usefully analysed against 
related expenditure. 
 
Inclusions and exclusions: 
 
The intention is to return all adults aged 18 and over receiving community based service(s) provided 
or commissioned by the CASSR, or a NHS health partner under section 75 arrangements, at any 
time during the specified period, and as such it is a subset of P1.  
 
For clients to be included in the P forms the following criteria must apply; 
 

i) The services that are provided or commissioned by social services or an NHS health partner 
under section 75 arrangements must be part of a care plan following a Community Care 
assessment and;  

ii) Their care must be managed by the CASSR or an NHS health partner under section 75 
arrangements. 

 
Clients whose services bear no resource cost implications to the CASSR for social care components 
(See Glossary resource cost implications) (e.g. Supported People, s256, self-funded, and health-
funded clients) should be excluded from the P returns. 
 
We realise that social services provide other preventative services for people in the community, for 
example through grants or service agreements. However only those clients who have been assessed 
by the CASSR or by a legally delegated NHS health partner under section 75 arrangements and 
have the service(s) that they receive specified in their care plan can be included in the RAP P 
returns. This makes clear that those individuals, who have been assessed for and provided with a 
service by any other agency where the criteria above are not met, even though it is funded by social 
services, should NOT be included in the RAP P proformas. Additionally in cases where short term 
interventions / services (sometimes referred to locally as reablement / rehabilitation) are provided by 
the CASSR and the provision of the services are not part of a care plan following a Community Care 
Assessment then these should NOT be recorded within the RAP P proformas.    
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Exclude those clients who are receiving community-based services concurrently with residential 
services (see P1 protocol, section ‘Concurrent receipt of residential and community-based services’ 
for more information).   
 
• Services provided via grants and grant-aided organisations  
For services provided via grants and grant-aided organisations, information should only be recorded 
on the P proformas in respect of the users of such services where the users (clients) have had a 
Community Care Act assessment carried out by the CASSR (or legally delegated NHS partner) and 
where that service forms part of their care plan, e.g. day centres.  
 
General Guidance: 
The return is a volume measure of total service activity, to include both service starts during the 
period and clients carried forward from a previous period.  It is intended to cover the full population of 
clients who have been receiving services during the period, regardless of the time when they were 
first assessed or care package initiated.   
 
The key figure on which this return is based is the number of people provided with community-based 
services during the period (that is, the sum for ‘total of above’ in the community-based services 
column recorded on P1 for the age groups ‘18-64’ and ’65 and over’).  
 
• Carers Services 
As a result of the Carers and Disabled Children Act 2000, carers are entitled to services as carers. 
However the provision of these services for carers should not be included in the RAP P returns as 
these are concerned with clients not carers. Details of services provided to carers as carers (as an 
outcome of an assessment or review) should be given on form C2. 
 
• Identifying who the service is for 
CASSRs should identify whether a service is for the client or for the carer. Where the service is for 
both the client and the carer, CASSRs need to make a judgement as to who benefits the most. We 
recognise that there may be instances where the carer requests services that are delivered to the 
person cared for, such as a sitting service, but the cared for person is not actually a social service 
client. In this case, the provision of these services would not be captured on RAP.  

 
Components of service: 
It is important to be aware of the definitions of ‘Components of service’ given in the glossary. 
 

i) Home care 
 
The definition of home care follows (as closely as possible), that which was used in the central 
data collection HH1 return on home help/home care. The categories home help/home care 
(meaning all care that is not a short term break in the client’s own home) and overnight short term 
break (for the benefit of the client) that is provided in the client’s own home have been combined. 
If a client is receiving more than one type of home care service, e.g. personal care and shopping, 
they should only be counted once within home care.  

 
ii) Day care 

 
Day care includes the attendance at a day care centre for day care and/ or meals. Attendance at 
luncheon clubs and training centres should also be included.   
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Generally if a grant is made to a day centre that any person can attend (e.g. a drop-in day 
centre), then details of the funding should be given on the end sheet. If, however, the clients 
attending the day centre have received a Community Care Assessment (under section 47 of the 
NHS and Community Care Act 1990), leading to a package of care and a care plan (with day care 
as a specified service), the information about these clients should be recorded on the P returns. 
In this case CASSRs should liaise with the appropriate agency to obtain sufficient information 
about the clients. 

 
iii) Short-term residential care – not respite 

 
This refers to the provision of short term residential care for the client for any purpose other than 
respite care of a carer. It includes the provision of rehabilitation services (see glossary definition 
for ‘Components of service’ for further clarification). 

 
a) Rehabilitation services 

 
Rehabilitation services are generally classified as temporary residential places and as such 
should be recorded under short-term residential care within community based services. 
However if the rehabilitation placement has exceeded 6 months then it should be included 
under residential care services on proformas P1, P4 and P7 rather than community based 
services and should not be picked up on P2f or P2s. 

 
iv) Direct payments 

 
Direct payments are defined as monetary payments made by local CASSRs directly to adult 
clients aged 18 and over in lieu of social service provisions, who have been assessed as needing 
certain services. RAP does not need to know what services a client is buying with the direct 
payment. Carers receiving direct payments, for their role as a carer, should not be included on 
the ‘P’ forms, unless they are also receiving a direct payment as a client in their own right. 
 
If a direct payment is made to enable the purchase of a specific community-based service, it 
should be included as a direct payment, but not additionally as the service(s) purchased.  If a 
client receives other service(s) in addition to those obtained via the direct payment, then these 
should be included under the appropriate category. 
 
Vouchers or similar ‘credits’ are not direct payments.  
 
Councils will need to evidence that these criteria are met, for example through local monitoring of 
outcomes and satisfaction, as outlined in paragraph 69 of Transforming social care. 
 
The Direct Payments columns of RAP P2 should include people in receipt of a direct payment, 
irrespective of whether the direct payment is made through a Personal Budget or not. 
 

a. Personal Budgets 
 
Individuals receiving services through a personal budget should be recorded under the 
components of service that they are due to receive. 
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Clients in receipt of a personal budget should not be recorded in the Direct Payments columns by 
virtue of their personal budget. Clients in receipt of a personal budget should only be recorded in 
the Direct Payments column if part of their Personal Budget is being taken as a Direct Payment. 

 
A person who chooses to take their entire personal budget as a direct payment would be 
recorded only in the Direct Payments column. 
 
A person who chooses NOT to take their entire personal budget as a direct payment i.e. some or 
all of their PB is used for council commissioned services and some for a direct payment, should 
be recorded in the Direct Payments column AND in any other service column for which they 
purchased council commissioned services. 
 

Example 1: A client chooses to take part of their personal budget as a direct payment and 
use part for a council commissioned day care service, would be recorded in the Direct 
payments column AND the Day Care column. 

 
Example 2: A person started the year with a traditional package of services, for example 
home care and day care concurrently, then went through a self directed support process and 
received a personal budget which they took partly as a direct payment and partly as council 
commissioned meals.  This person would be recorded in home care, day care, meals and 
Direct payments columns; the home care and day care elements by virtue of the earlier set of 
services in the period. 

 
v) Professional support 

 
For a client to be considered as having professional support, the service must be included as part 
of their care plan. This does not include the process of care management (i.e. assessing or 
reviewing their care needs, even if the case is “open” or “active” on 31st March), but typically 
occurs when the care manager goes on working with the client after the care management 
process has been completed (as part of the care plan/package), or another professional is 
involved to provide active, ongoing support which may take the form of therapy, support or 
professional input, e.g. counselling. For professional support to be regarded as received the 
requisite input must be provided by or on the date recorded. 
 
Active Professional Support could be for example a support professional telephoning a client on a 
weekly basis to ask how things are and discuss any issues the client might have. In contrast to 
the client having a phone number that they could call if they felt there was anything they would 
like to discuss - this would be more “passive” support. Further advice regarding what constitutes 
professional support can be found in the Glossary entry for ‘Professional Support’. 
 

vi) Equipment and adaptations 
 

Equipment and adaptations do not fit the recording pattern of other service provisions.  
 
Major items of equipment, as defined by the Single Assessment Process, should be included in 
all collection periods that the client is still in receipt of the item of equipment. The Single 
Assessment Process states that CASSRs have an obligation to review “Major items of 
equipment” on an annual basis and therefore clients in receipt of major items need to be included 
in the review population (i.e. the P1 service population) for each period they receive equipment. 
This only applies to major items of equipment. 
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Items of equipment or adaptations that incur an ongoing financial commitment are defined as 
those ‘requiring training (which is not yet completed) or ongoing regular contractual maintenance’, 
e.g. stair lifts or hoists, if these are maintained by the CASSR or where the CASSR funds the 
maintenance. This does not include instances where the client takes over responsibility for 
maintenance after installation. It also does not include the responsibility of replacing one-off items 
if they break; these should be counted as one-off items of equipment rather than equipment with 
an ongoing commitment. 
 
Items of equipment/adaptations that incur an ongoing financial commitment (e.g. for maintenance 
or training) should be included for as long as the financial commitment is in force. 
 
For all other items of equipment/adaptations, once the item of equipment has been provided (plus 
fitting and training in use, etc), it ceases to be on the books and as such would not be included in 
subsequent collection periods unless there was an ongoing financial commitment such as training 
or maintenance. 

 
 

a. Equipment Prescriptions 
 

Prescriptions for equipment (i.e. where a client has received a prescription from the 
CASSR for an item of equipment under the Transforming Community Equipment and 
Wheelchair Services programme [TCEWS; see 
http://www.dh.gov.uk/en/SocialCare/Socialcarereform/Communityequipmentservices/inde
x.htm for further information]) should be treated in the same way as equipment.  

 
b. Telecare 

 
Telecare should be treated in the same way as equipment. A small item of telecare 
provided at or near the point of contact, following initial screening but no further 
assessment, should be categorised as a basic service and entered in R2. In all other 
instances where telecare may be provided as the result of an assessment, there should 
be no entry on R2. To be included in the RAP P forms, this service like other services 
must be provided as part of a care plan following a Community Care Assessment. If the 
telecare requires ongoing financial commitment, then the client must be recorded in P2f. If 
telecare is provided via a direct payment, then the client should be recorded under direct 
payments, not under equipment. 

 
vii) Other specific services 
 

Below is a summary table published in the RAP March 2004 newsletter containing some 
examples of other services that should or should not be included in P2f/ P2s. 

 
Service Included Excluded Comments 

Sitting service e.g.” 
Crossroads” care.   

Only if provided as short term 
residential care (not respite care) 
at home and specified as part of 
the client’s care plan (see ‘Carers 
services’ below). 

Sitting service e.g.” 
Crossroads” care provided 
for Carer Respite. 

  
No as it is a service for the carer 
(See ‘Carers services’) and it is 
not in the client’s care plan. 
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Care provided by on-site 
staff in “very sheltered” 
accommodation. 

  Unless directly paid for by social 
services. 

Supported Living.   Only if part of a care plan and 
funded by social services. 

Care provided by joint teams.   

Only if there is a social care 
element that is specified as part of 
care plan and is funded by social 
services. 

Continence laundry services.   
Unless specified as part of care 
plan, if so record under home 
care. 

Shopping service provided 
by voluntary organisation.   

Unless specified as part of care 
plan, if so record under home 
care. 

Luncheon Clubs.   
Yes, if specified in care plan, in 
which case it should be recorded 
as day care not meals. 

“Meals on Wheels” or 
community meals services.   Yes, but only if specified in care 

plan. 
Travel passes (bus passes 
etc).   Do not include as a service in 

RAP 

Blue Badge   

Include only if part of a care plan 
along with other social 
services, otherwise count as 
basic service in R2 if it is for a 
new client. 

Disability registration.   Excluded. 
Use of drop-in day centre 
facilities.   Excluded. 

Sensory needs equipment.   
Only if specified in care plan – this 
should be treated in the same way 
as other equipment. 

 
 
 
Double counting: 

 
The ‘total of clients’ column on P2f relates to a unique number of clients. Care should be taken to 
remove all duplicate clients from the column. This should be done on an exact matching process, 
ideally using a unique identifier for individual clients. Where this is not possible, the client’s name, 
address, postcode, date of birth etc. may need to be used to cross-match individuals. 
 
• Multiple components of service concurrently 
It is assumed that many clients will have multiple entries in the service columns as it is likely that 
many people receive more than one component of community-based services at the same time.  
 
The ‘Total of clients’ column should, however, be a measure of the number of clients involved and 
exclude double counting. Clients should only be counted once in the ‘Total of clients’ column 
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irrespective of the number of services they are receiving. Therefore the figure in the ‘Total of clients’ 
column will be less than or equal to the sum of the other columns.  
 
• Multiple service sets in period 
Individuals should not be double counted within the same column: if someone receives, for example, 
home care during two separate periods of service, they should only be counted once in the home 
care column.  
 

Example: A person who received home care only in the first months of the year and then, 
following a break in services or a review, had a package of care containing only meals, they 
would be recorded in both the home care and meals columns. 

 
 
Return: 
The number of clients receiving different community-based services during the period, by age group, 
cross-referenced with primary client type. 
 
‘Total of all clients’ for each client group and service component 
 
Age groups are defined as ’18 - 64’ and ‘65 and over’.  
 
The components of service are - 

• Home care  
• Day care 
• Meals 
• Short-term residential - not respite care 
• Direct payments 
• Professional support 
• Equipment & adaptations 
• Other 
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P2s 
Number of clients on the books to receive community-based services on the last day 
of the period provided or commissioned by the CASSR, by selected components of 
service, primary client type, and extended age group. 
Period: 31/03/12 
 
Protocol: 
 
General description 
This return aims to measure the number of current service users ‘on the books’ to receive 
community-based services on the last day of the period.  The measure is requested by extended age 
group, broken down by primary client type and selected components of service.  
 
Business case 
This return complements P2f by providing a snapshot of community-based services received by 
different types of users on a given day. Data from this return can also be used for commissioning and 
planning purposes. 
 
Inclusions and exclusions: 
 
For clients to be included in the P forms the following criteria must apply; 
 

 The services that are provided or commissioned by social services or an NHS health partner 
under section 75 arrangements must be part of a care plan following a Community Care 
Assessment and; 

 Their care must be managed by the CASSR or an NHS health partner under section 75 
arrangements. 

 
Clients whose services bear no resource cost implications to the CASSR for social care components 
(See Glossary resource cost implications) (e.g. Supported People, s256, self-funded, and health-
funded clients) should be excluded from the P returns. 
 
We realise that social services provide other preventative services for people in the community, for 
example through grants or service agreements. However only those clients who have been assessed 
by the CASSR or by a legally delegated NHS health partner under section 75 arrangements and 
have the service(s) that they receive specified in their care plan can be included in the RAP P 
returns. 
 
This makes clear that those individuals, who have been assessed for and provided with a service by 
any other agency where the criteria above are not met, even though it is funded by social services, 
should NOT be included in the RAP P proformas. Additionally in cases where short term 
interventions / services (sometimes referred to locally as reablement / rehabilitation) are provided by 
the CASSR and the provision of the services are not part of a care plan following a Community Care 
Assessment then these should NOT be recorded within the RAP P proformas.   
 
Exclude those clients who are receiving community-based services concurrently with residential 
services (see P1 protocol for more information). 
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General Guidance: 
 
This return is confined to adults aged 18 and over who are on the books to receive one or more of 
the selected components of community-based service on the last day of the period, 31st March.   
 
This does not mean that the client has to receive a specific service on the actual day. For example if 
the client is in receipt of day care they do not have to actually attend the day centre on 31st March but 
they are ‘on the books’ to receive the service. 
 
• On the books 
A client is deemed to be ' on the books' for services if they are actually receiving services, or there is 
a current allocation of services for that client. A person who previously received services during the 
period which have ceased by the 31st March would not be considered to be 'on the books' and should 
not be recorded here. 
 
Components of service: 
 
See P2f protocol for discussion on individual components of service; those in P2s are identical. 
 
• Direct payments and Personal Budgets 
See P2f guidance on components of service  The guidance is identical for P2f and P2s. 
 
• Equipment and adaptations 
For proforma P2s the only equipment and adaptations that are included are: 
 

• Those provided on 31st March or the nearest day that any equipment is delivered 
• Equipment which has an ongoing financial commitment and thus remains ‘on the  books’ at 

31st March 
• ‘Major items of equipment’. These are items that the CASSR has an obligation to review on 

an annual basis and involve the CASSR in an ongoing financial commitment to maintain or 
service the equipment. Such equipment might include stair lifts and orthopaedic beds or 
chairs. 

 
NB. This definition relates to equipment being provided on one day. 
 
Prescriptions for equipment (i.e. where a client has received a prescription from the CASSR for an 
item of equipment under the Transforming Community Equipment and Wheelchair Services 
programme [TCEWS]) should be treated in the same way as equipment. For further information see:  
http://www.dh.gov.uk/en/SocialCare/Socialcarereform/Communityequipmentservices/index.htm  
 
Further to the guidance above, additional guidance has been set out below, with regards to the 
inclusion of reviews of clients who have received a one-off piece of equipment during the year on 
P2s. 
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ITEMS OF EQUIPMENT - that are maintained with ongoing financial commitment 
The suggested list of equipment below covers the most frequently encountered items which should 
be included in P2s. These are items of equipment supplied following a community care assessment 
and are provided as part of the clients care plan. In addition to supplement the list and RAP guidance 
the key criteria as to whether an item can be counted within P2s are: 
 
Include: 

• Any item needing (as a minimum) annual or more frequent MAINTENANCE visits (e.g. stair 
climbers etc) 

• Any item needing (as a minimum) annual or more frequent SAFETY CHECKS (e.g. those 
items with electrical components) 

• In both instances items should only be included where the CASSR pays for the maintenance 
and testing, and where the cost exceeds £25 

Exclude: 
• Any item of equipment where the CASSR may contact the client once a year, (merely for 

example) to ensure the user is still using it. That is contact purely for the review of equipment 
should NOT be counted within P2s 

 
ITEMS OF EQUIPMENT 
SANITARY WARE 
•  Bath Lifts 

•  Special Baths 

•  Special Toilets (washer/dryer) and closomats 

•  Toilet Risers (electronically operated) 
HOISTS 
•  Patient lifter 

•  Patient Hoists – including gantry hoists 

•  Ceiling Track or overhead hoists 

•  Patient Hoists – Mobile 

•  Portable or mobile hoists 

•  Bed Head Hoists 
BEDS 
•  Special Beds (electronically operated) 

•  Profiling Beds 

•  Dynamic Mattresses 

•  Mattress Variators 
CHAIRS & LIFTERS 
•  Raising recliner chairs 
•  Lifting cushions 

•  Pillow lifters 

•  Leg lifters 
ELEVATORS 
•  Automatic door openers 

•  Stair lifts 
•  Through floor lifts 
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•  Platform lifts 
DEAF AND HARD OF HEARING AND VISUALLY IMPAIRED 
•  Sound amplifiers 

•  Fire alarm system for the deaf 
•  Pager system 

•  Hand held scanner for the blind 

•  Minicoms – deaf/speech impaired 

•  Roller tips for white sticks 

•  Flashing light system for deaf 

 
See further discussion on P2f and glossary definition for equipment. 
 

• Telecare 
Telecare should be treated in the same way as equipment. A small item of telecare provided at or 
near the point of contact, following initial screening but no further assessment, should be 
categorised as a basic service and entered in R2. In all other instances where telecare may be 
provided as the result of an assessment, there should be no entry on R2. To be included in the 
RAP P forms, this service like other services must be provided as part of a care plan following a 
Community Care Assessment. If the telecare requires ongoing financial commitment, then the 
client must be recorded in P2s. If telecare is provided via a direct payment, then the client should 
be recorded under direct payments, not under equipment. 

 
Double counting: 
 
It is assumed that there will be multiple entries under the service columns for many clients, given that 
they are likely to be receiving more than one of the components of community-based services.  
 
Individuals should be counted only once in any primary client group within a column. 
 
The ‘Total of clients’ column should, however, be a measure of the number of clients involved and 
exclude double counting. Clients should only be counted once irrespective of the number of services 
they are receiving.  Therefore the figure in the ‘Total of clients’ column will be less than or equal to 
the sum of the other columns.  
 
As the ‘total of clients’ column on P2s relates to a unique number of clients all duplicate records 
should be removed. This should be done on an exact matching process, ideally using a unique 
identifier for individual clients. Where this is not possible, the client’s name, address, postcode, date 
of birth etc. may need to be used to cross-match individuals. 
 
Return: 
 
The number of clients receiving selected community-based services on the last day of the period, by 
extended age group, cross-referenced with primary client type. 
 
‘Total of all clients’ for each client group and selected service component. 
 
Age groups are defined as ‘18-64’ and ‘65 and over’. 
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The components of service are: 

• Home care 
• Day care 
• Meals 
• Short-term residential  - not respite care 
• Direct payments 
• Professional support 
• Equipment / adaptations 
• Other 
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H1 
Number of clients on the books to receive homecare, provided or commissioned by 
the CASSR on the last day of the period by the number of planned hours per week  
Period: 31/03/12 
 
Protocol: 
 
General description 
This return aims to measure the number of planned hours per week for those clients ‘on the books’ to 
receive homecare in their own homes, including sheltered accommodation, on the last day of the 
period, provided either directly by the CASSR or under contract to the CASSR by the independent 
sector which includes the voluntary sector. 
 
Business case 
This return has replaced the HH1 collection for 2009-10 onwards. Data from this return can be used 
for commissioning and planning purposes, both locally and nationally. 
 
Baseline population: 
The baseline population for the H1 return is the total number of clients receiving home care at 31 
March: the total number of clients reported on H1 should therefore be equal to the total number of 
clients receiving home care on return P2s. 
 
Inclusions and exclusions: 
 
This return requests information for adults only, i.e. where the service user is an adult rather than a 
child with services provided to their family. 
 
This return is confined to the number of planned hours per week for those adult clients aged 18 and 
over who are on the books to receive homecare as of 31st March for the collection period. 
 
This does not mean that the hours have to be delivered to the client on the actual day. For example, 
if hours have been planned for a client they do not have to be delivered on 31st March, but the client 
is ‘on the books’ to receive the service and the hours have been planned. 
 
For planned hours to be included in the H1 form the following criteria must apply: 
 

• The services that are provided or commissioned by social services or an NHS health partner 
under section 75 arrangements must be part of a care plan following a Community Care 
Assessment and; 

• Their care must be managed by the CASSR or an NHS health partner under section 75 
arrangements. 

 
Clients whose services bear no resource cost implications to the CASSR for social care components 
(See Glossary resource cost implications) (e.g. Supported People, s256, self-funded, and health-
funded clients) should be excluded from the H return. 
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• Short Term Interventions/Services 

Additionally in cases where short term interventions / services (sometimes referred to locally as 
reablement / rehabilitation) are provided by the CASSR and the provision of the services are not part 
of a care plan following a Community Care Assessment then these should NOT be recorded within 
the RAP H proforma.   
 
• Direct payments 
Service users planned to receive homecare through a direct payment should be excluded from H1. 
 
Services to include: 
 

i) Traditional home help services. 
ii) Overnight, live-in and 24 hour services. 

iii) Practical services which assist the service user to function as independently as possible and / 
or continue to live in their own homes, e.g. 
• Routine household tasks within or outside the home 
• Personal care of the service user 
• Shopping 

 
For practical services, the three key elements that must be present are: 
 

i) Provision is in or centred on the service user’s own home 
ii) Some definite manual activity and/or social/emotional support is involved 

iii) The service is funded wholly or partly by the CASSR 
 

In this context, social / emotional support is a service delivered, normally to a regular schedule, 
as part of the CASSRs domiciliary care ordering service. Examples would be of the kind of 
homecare specifically intended for older people with dementia, or for some mental health cases, 
to ensure that e.g. they eat / take their tablets / don’t walk out of the house. In some CASSRs this 
has always been regarded as “traditional” homecare but the practice varies. Social and emotional 
support does NOT include a “casual drop in” type service where a care manager may “drop in” to 
see how a service user is getting on. 
 
It also includes Social Services homecare provided in sheltered housing or extra care housing 
settings. Do NOT include care provided as part of the sheltered housing package (e.g. services 
provided by the warden or other sheltered housing staff). 

 
Services to exclude: 
 

• Services provided to service users in residential and nursing care. 
• Services provided totally by the private sector and paid for completely by the service user. 
• Home help / homecare services purchased with direct payments made to service users. 
• Informal drop-ins, conversations etc and counselling unless this is formal and has an 

identifiable output. 
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• Respite care in support of the service user’s carers should not be included if the service user 
is placed into a care home. This is intended to cover situations where help is provided at the 
service user’s home to enable the carer some respite from the tasks involved in caring. 

• Activity funded from the Supporting People grant should not be recorded as homecare on the 
H1 (if the service user is also receiving homecare provided or commissioned by the CASSR 
and paid for from Social Services expenditure then only include the activity funded by social 
services). 

 
Planned hours per week should only be reported on H1 for the current collection year and the current 
period of service. The figures reported should not be retrospective (i.e. reflecting past provision) but 
prospective such that planned hours per week are captured on the return. 
 
Examples: 
 

i) Mr A agreed a care plan on 2nd January 2012 with homecare of 3 hours per day, Monday to 
Friday and one hour per day at weekends. At 31st March, this care plan is still in place. He 
would therefore be recorded on H1 as ‘more than 10 hours’ contact. 

 
ii) Ms B agreed a care plan in January 2005 with homecare of 2 hours, twice per day, seven 

days a week. This care plan ended as a result of a review and services ceased in February 
2012. No home care was in place on the week of 31st March and so she is not included in 
H1. 

 
iii) Mr C received 2 hours a week of assistance with cleaning in his home from November 2010 

to January 2012 when a review resulted in an addition of personal care, delivered in his 
home, of 2 hours per day, seven days a week. On H1 he would be recorded as ‘more than 10 
hours’ of contact, as his active care plan in the week of the 31st March is taken into account. 
If his care over the year were to be averaged this would be 2 months of 2 hours per week and 
2 months of 16 hours per week, giving an average of 9 hours per week - this is not how it 
should be recorded in H1. 

 
iv) Mrs D has a care plan that takes account of her carer’s availability, and operates on a regular 

fortnightly cycle. In week one she receives assistance from social services with personal care 
in the morning and evening, seven days per week, one hour per visit. In week two her carer 
attends to her in the morning and so she receives only the evening visits from social services. 
The 31st March falls in the second week. As her current care plan on the 31st March contains 
the totality of the agreement over the two weeks, the average of the two weeks should be 
recorded in the H1. That is the average of 14 hours in week 1 and 7 hours in week 2, giving 
an average of 10.5 hours, putting her into the ‘More than 10 hours’ category.  

 
General Guidance: 
 
When completing the HH1 which preceded this return, CASSRs were required to provide information 
on homecare services provided in relation to households. Please note that the RAP H1 return relates 
to hours provided to CLIENTS, not to households. 
 
• Services provided jointly with the NHS 
Where a team provides services jointly (e.g. with the NHS) and specified staff within the team are 
paid for by Social Services, then only the activities of those staff members should be counted on H1 
as CASSR provision. Where the team is jointly funded (e.g. with the NHS) but the funding applies to 
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the whole team rather than individual members of it then the home help / homecare activity should be 
pro-rated on the proportion of the funding provided irrespective of the personnel involved, e.g. if the 
CASSR funds 90% of the cost then 90% of the activity should go on the H1 even if the total 
manpower comes from other parties. 
 
• Supporting People 
 
Only services provided or commissioned by the CASSR for clients whose services bear no resource 
cost implications to the CASSR for social care components (See Glossary resource cost implications) 
(or the health partner under section 75 arrangements) should be included in RAP. If a service is paid 
for by the housing department, for example access to a warden in sheltered housing accommodation, 
then it should be excluded from RAP. Services funded by the Supporting People initiative can only be 
included in RAP if the clients receiving these services have received a Community Care Act 
assessment and the relevant expenditure from the Supporting People grant is being classed as 
social services expenditure rather than housing expenditure. The services being provided must be 
part of a package of care that is managed and is subject to review by social services (or the health 
partner). 
 
If the individual receives 60% of funding from social services and 40% from the Supporting People’s 
grant, then apportion the activity to include 60% of the homecare hours in the H1 return 
 
Double counting: 
 
There should be no double counting of clients across planned contact hours per week.  
 
Return: 
 
The number of planned hours per week for those clients on the books to receive homecare as of 31st 
March. 
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P4 
Number of clients receiving services provided or commissioned by the CASSR during 
the period, by age group and ethnicity, cross-tabulated with service type and primary 
client type.  
Period:  01/04/11 to 31/03/12 
 
Protocol: 
 
General description 
This return aims to monitor clients receiving services during the period according to their ethnicity. 
Ethnic categories are a modification of a subset of those used in the 2001 Census.  A breakdown is 
sought by type of service, primary client type, and age group 
 
Business case 
The data on ethnicity will give CASSRs and DH an indication of the effectiveness of referral 
processes in identifying those from ethnic minorities who have needs, and will permit analysis related 
to equality and 'Fair Access to Care'.  
 
Baseline population: 
The intention of RAP P4 is to return counts of the ethnic origin of all clients in RAP P1. 
 
The cohort for P4 is the total of clients who have received a service or services provided or 
commissioned by the CASSR, or NHS health partner under section 75 arrangements at any time 
during the specified period: that is those clients who appear in RAP P1. 
 
Inclusions and exclusions: 
 
Figures refer only to adults aged 18 and over. 
 
For clients to be included in the P forms the following criteria must apply; 

• The services that are provided or commissioned by social services or an NHS health partner 
under section 75 arrangements must be part of a care plan following a Community Care 
Assessment and;  

• Their care must be managed by the CASSR or an NHS health partner under section 75 
arrangements. 

 
Clients whose services bear no resource cost implications to the CASSR for social care components 
(See Glossary resource cost implications) (e.g. Supported People, s256, self-funded, and health-
funded clients) should be excluded from the P returns. 
 
We realise that social services provide other preventative services for people in the community, for 
example through grants or service agreements. However only those clients who have been assessed 
by the CASSR or by a legally delegated NHS health partner under section 75 arrangements and 
have the service(s) that they receive specified in their care plan can be included in the RAP P 
returns. Additionally in cases where short term interventions / services (sometimes referred to locally 
as reablement / rehabilitation) are provided by the CASSR and the provision of the services are not 
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part of a care plan following a Community Care Assessment then these should NOT be recorded 
within the RAP P proformas.   
 
• Services provided via grants and grant aided organisations 
For services provided via grants and grant-aided organisations, information should only be recorded 
on the P proformas in respect of the users of such services where the users (clients) have had a 
Community Care Act assessment carried out by the CASSR (or legally delegated NHS partner) and 
where that service forms part of their care plan, e.g. day centres.  
 
This makes clear that those individuals, who have been assessed for and provided with a service by 
any other agency where the criteria above are not met, even though it is funded by social services, 
should NOT be included in the RAP P proformas  
 
General Guidance: 
 
• Concurrent receipt of residential and community-based services 
Some clients living in care homes may additionally receive community-based services (e.g. 
attendance at day centres). For RAP purposes these clients should be counted as in residential or 
nursing care in P1, P4 and P7. They should NOT be counted as receiving community-based services 
in P2f and P2s. The clients who appear in the community based services column should only be 
receiving community-based services at some point during the year or at the 31st March. 
 
However, a client may be receiving community-based services for part of the year and then move 
into residential care. In this scenario the client should be included in the appropriate P4 return as 
having received both community-based services and residential care, and P2f for community-based 
services, but not P2s as they were in residential care by 31 March.  
 
• Short-term residential care – not respite 
This refers to the provision of short term residential care for the client for any purpose other than 
respite care of a carer. It includes the provision of rehabilitation services.  
Short-term residential care (not respite) qualifies as a community-based service, not as residential 
care (see glossary definition for ‘Components of service’ for clarification). 
 
• Rehabilitation services 
Rehabilitation services for clients with alcohol or drug related problems should be recorded under 
short-term residential care within community-based services. However, if the rehabilitation placement 
has exceeded 6 months then it should be included under residential care services on proformas P1 
P4 and P7, rather than community-based services and should not be picked up on P2f or P2s. 
 
• Small homes and Independent living 
If a client is living in a registered small home, then they are classified as receiving independent sector 
residential care (now categorised as Residential Care in P4). If, however, a group of people live 
together independently with a shared tenancy agreement then any services they receive should be 
classified as community-based. If the client is part of an adult placement scheme (formerly adult 
fostering and now also referred to as shared lives), then this should be included in the RAP P forms 
as ‘Other’ community based services. 
 
• Supporting People initiative 
Only services provided or commissioned by social services (or the health partner under section 75 
arrangements) should be included in RAP. If a service is paid for by the housing department, for 
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example access to a warden in sheltered housing accommodation, then it should be excluded from 
RAP. Services funded by the Supporting People initiative can only be included in RAP if the clients 
receiving these services have received a Community Care Act assessment and the relevant 
expenditure from the Supporting People grant is being classed as social services expenditure rather 
than housing expenditure. The services being provided must be part of a package of care that is 
managed and is subject to review by social services (or the health partner). 
 
• The Single Assessment Process (SAP) 
Services that are part of a care plan and are delivered by social services or on behalf of social 
services as a result of a SAP assessment should be included in RAP. Other services that result from 
the SAP assessment should not be included. 
 
Double counting: 
 
Since movement between service sectors is possible within the period there may be some double 
counting across service types. Double counting only applies to moving between services. There 
should be no double counting of primary client types or across ethnic groups. 
 
Individuals should only be recorded within one primary client group and not be double counted within 
the same column: if someone receives, for example, residential care during two separate periods of 
service, they should only be counted once in the residential care column. 
 
The column ‘Total of all clients ' is intended as a measure of the number of clients involved. Clients 
should only be counted once in this column irrespective of the number of services they are receiving. 
The figure entered in this column will be less than or equal to the sum of the other columns.  
 
Return: 
 
Clients receiving services during the period, by ethnicity, service type and age group 
 
Clients receiving services during the period, by ethnicity, primary client type and age group 
 
Age groups are defined as ‘18-64’ and ‘65 and over’; the ethnic categories for the return are as given 
in the protocol for A6. 
 
Please identify in the notes section if information is not being provided for all clients receiving 
services.  
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P7  
Number of clients receiving services provided or commissioned by the CASSR during 
the period, by gender and age group, cross-tabulated with service type and primary 
client type. 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
General description 
The return aims to monitor clients receiving services during the period according to their gender. A 
breakdown is sought by service type, primary client type and age group. 
 
Business case 
The data on gender will give CASSRs and DH an indication of the effectiveness of referral processes 
and will permit analysis related to equality and Fair Access to Care Services.  
 
Baseline population: 
The baseline population for P7 is the number of clients receiving services during the period, provided 
or commissioned by the CASSR. The population of P7 is identical to that of P1. 
 
P7 page 1 is a restatement, split by gender, of the ‘Total of above’ rows of P1 page 1 and P1 page 2. 
 
P7 page 2 is a restatement, split by gender, of the Primary Client Type rows of the ‘Total of clients’ 
columns from P1 page 1 and P1 page 2. 
 
Inclusions and exclusions: 
The intention is to return all adults aged 18 and over who have received a service or services 
provided or commissioned by the CASSR, or a NHS health partner, under section 75 arrangements 
at any time during the specified period. 
 
For clients to be included in the P forms the following criteria must apply; 

• The services that are provided or commissioned by social services or an NHS health partner 
under section 75 arrangements must be part of a care plan following a Community Care 
Assessment and; 

• Their care must be managed by the CASSR or an NHS health partner under section 75 
arrangements. 

 
We realise that social services provide other preventative services for people in the community, for 
example through grants or service agreements. However only those clients who have been assessed 
by the CASSR or by a legally delegated NHS health partner under section 75 arrangements and 
have the service(s) that they receive specified in their care plan can be included in the RAP P 
returns. This makes clear that those individuals, who have been assessed for and provided with a 
service by any other agency where the criteria above are not met, even though it is funded by social 
services, should NOT be included in the RAP P proformas. . Additionally in cases where short term 
interventions / services (sometimes referred to locally as reablement / rehabilitation) are provided by 
the CASSR and the provision of the services are not part of a care plan following a Community Care 
Assessment then these should NOT be recorded within the RAP P proformas.  
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Clients whose services bear no resource cost implications to the CASSR for social care components 
(See Glossary resource cost implications) (e.g. Supported People, s256, self-funded, and health-
funded clients) should be excluded from the P returns. 
 
• Fully-funded clients 
A fully-funded client is one who pays the full direct costs of the services they receive and for their 
management. These clients should be excluded from the RAP return. 
 
• Self-funded clients 
A self-funded client is one who pays entirely the direct cost of the services they receive, but whose 
care is managed (e.g. reviewed) at the expense of the CASSR. These clients should be excluded 
from the P returns in RAP. 
 
• Services provided via grants and grant aided organisations  
For services provided via grants and grant-aided organisations, information should only be recorded 
on the P proformas in respect of the users of such services where the users (clients) have had a 
Community Care Act assessment carried out by the CASSR (or legally delegated NHS partner) and 
where that service forms part of their care plan, e.g. day centres. The details of the services provided 
through grants and grant-aided organisations should be given on the end sheet. 
 
• The Single Assessment Process (SAP) 
Services that are part of a care plan and are delivered by social services or on behalf of social 
services as a result of a SAP assessment should be included in RAP. Other services that result from 
the SAP assessment should not be included. 
 
General Guidance: 
The two P7 tables should contain the same set of clients as the RAP P1 return. 
 
• Concurrent receipt of residential and community-based services 
Some clients living in care homes may additionally receive community-based services (e.g. 
attendance at day centres). For RAP purposes these clients should be counted as in residential or 
nursing care in P1, P4 and P7. They should NOT be counted as receiving community-based services 
in P2f and P2s. The clients who appear in the community based services column should be receiving 
only community-based services. 
 
However, a client may be receiving community-based services for part of the year and then move 
into residential care. In this scenario the client should be included in P1, P4 and P7 as having 
received both community-based services and residential care, and P2f for community-based 
services, but not P2s as they were in residential care by 31 March.  
 
• Gender 
Gender is used in RAP to mean “sex” or “acquired sex” rather than “gender identity”.  
 
The Gender Recognition Act (GRA) 2004 enables trans-people to apply for ‘gender recognition’ and 
those born in the UK can obtain a new birth certificate. Gender recognition means that trans people 
must be treated as of their new gender (sex) for all legal purposes, including health and social care. 
(taken from “Trans people’s health”, a DH briefing document available from: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_0
78347 ). It is recommended that trans-individuals be recorded as their acquired sex for RAP 
purposes. 
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Double counting: 
Since movement between service sectors is possible within the period there may be some double 
counting across service types. Double counting only applies to clients moving between services. 
There should be no double counting of primary client types. 
 
Individuals should not be double counted within the same row. They should be recorded under their 
age as defined by the ‘Age group’ entry in the glossary. Clients who have acquired a new gender 
during the period should be recorded under their latest acquired gender.  
 
Reconciliation: 
The four cells in the ‘Total of clients’ row of P7 page 2 should each contain entries which are identical 
to the entries in the matching cells of the ‘Total of clients’ row on P7 page 1. The sum of the total of 
clients row for each age group 18-64 and 65 and over for both P7 page 1 and P7 page 2 must be 
equal to the value entered in the Total of above row for the total of clients column for P1 page 1 and 
P1 page 2 respectively.  
 
The ‘Total of clients’ row in P7 page 1 is a count of unique clients and as such is not expected that 
entries in this row always equal the sum of the entries in the ‘Community-based services’, 
‘Residential care’ and ‘Nursing care’ rows for the same column. This is identical to the relationship in 
P1 between the ‘Total of clients’ column and the service type columns. 
 
The ‘Total of clients’ row in P7 page 2 is a count of unique clients and as no client may appear in 
more than one Primary client type row, each entry in the ‘Total of clients’ row should equal the sum of 
entries in the Primary client type rows for the same column. 
 
Return: 
Number of clients receiving services provided or commissioned by the CASSR during the period, by 
gender and age group, cross-tabulated with service type and primary client type. 
 
Age groups are defined as ‘18-64’ and ‘65 and over’ 
 
Service types are: 

• Community-based services 
• Residential care (LA residential care plus independent sector residential care) 
• Nursing care 

 
 
Primary client types are: 

• Physical disability 
• Mental health 
• Learning disability 
• Substance misuse 
• Other vulnerable people 
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SD1 
Number of clients receiving self directed support and/or direct payments provided or 
commissioned by the CASSR during the period, by primary client type and extended 
age group. 
Period:  01/04/11 to 31/03/12 
 
Protocol 
 
General description 
This return counts the number of clients in receipt of Self Directed Support through either a direct 
payment or personal budget during the period. Data are requested by extended age group, primary 
client type and the type of Self Directed Support the client has received.  
 
Business case 
As part of the transformation agenda, all CASSRs must begin to move towards providing publicly-
funded services through Self Directed Support. Data can be used for planning and commissioning 
purposes both nationally and locally. 
 
Inclusions and exclusions: 
 
Include only adult clients receiving Self Directed Support through either: 

i) a direct payment; or 
ii) a personal budget, which meets all of the following criteria: 

• The person (or their representative) has been informed about a clear, upfront allocation 
of funding, enabling them to plan their support arrangements. 

• There is an agreed support plan making clear what outcomes are to be achieved with 
the money. 

• The person (or their representative) can use the money in ways and at times of their 
choosing. 

 
For clients to be included in the SD forms the following criteria must also apply; 

i) The services that are provided or commissioned by social services or an NHS health partner 
under section 75 arrangements must be part of a care plan following a Community Care 
Assessment; and; 

ii) Their care must be managed by the CASSR or an NHS health partner under section 75 
arrangements. 

 
Exclude clients who do not receive any CASSR funding. 
 
Clients in residential care should NOT be included. 
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General Guidance: 
 
• Not using Self Directed Support process: Existing/new direct payments 
Use this column to record the number of qualifying individuals who are in receipt of a direct payment, 
but who have not been through the Self Directed Support process (i.e. they do not have a personal 
budget). 
 
• Self Directed Support process (personal budgets) 
A personal budget is a notional amount of social care funding for an individual’s support some of 
which may be taken as a direct payment. 
 
There are several deployment options available which allow an individual to decide how to use their 
personal budget in order to tailor the delivery of their care. Put simply, the deployment options can be 
described as either: 
 

i) Direct payments, or 
ii) Service arranged and paid for by the council (directly provided services) 

 
Individuals may choose to use any combination of these two approaches. Further information about 
deployment options for personal budgets can be found in the following documents: 
 

• Personalisation and the law: Implementing Putting People First in the current legal framework 
http://www.dhcarenetworks.org.uk/Personalisation/Topics/Latest/Resource/?cid=6373 
 

• Making progress with Putting People First: Self-directed support 
http://www.dhcarenetworks.org.uk/Personalisation/Topics/Latest/Resource/?cid=6372 

 
• Direct payments 
RAP defines direct payments as monetary payments made by CASSRs directly to adult clients aged 
18 and over and carers (aged 16 and over) of adults, who have been assessed as needing certain 
services, in lieu of social service provisions. 
 
A direct payment has the following key features: 
 

i) An individual (or a ‘suitable person’ acting on behalf of the individual) receives and manages 
money from the CASSR, provided in lieu of social care services 

ii) Arrangements are made by the individual to achieve their agreed outcomes 
 
Importantly, the person to whom the direct payment is made must have control over how services are 
delivered. Vouchers or similar ‘credits’ are not direct payments. 
 
For further information about direct payments, including revised guidance on the eligibility of certain 
individuals to receive such services (from 9 November 2009), please see Guidance on direct 
payments for community care, services for carers and children's services: England 2009, available on 
the DH website at: 
http://www.dh.gov.uk/en/SocialCare/Socialcarereform/Personalisation/Directpayments/DH_076522 
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• Services arranged or paid for by the CASSR only 
Any services provided through a personal budget that are not direct payments should be classified as 
services arranged or paid for by the council. These services are provided or arranged by the council 
(or partnership) organisation. The council/partnership organisation or other nominated organisation 
manages money. In summary, directly provided services share the following common features: 
 

i) The council/partnership organisation manages the money 
ii) Arrangements are made on behalf of the individual and in the manner requested by them 

iii) The range of ‘services’ available depends on the council’s commissioning arrangements 
 
• Both direct payment and services arranged 
Use this column to record the number of individuals taking at least part of their personal budget as a 
direct payment, whilst also receiving some services that are arranged or paid for by the CASSR. 
 
Double counting: 
There should be no double counting of clients across age groups, primary client types or service 
columns. If an individual has been in receipt of more than one type of Self Directed Support during 
the year, record them in relation to the latest period of service. 
 
Return: 
Number of clients receiving self directed support and/or direct payments provided or commissioned 
by the CASSR during the period, by primary client type and extended age group. 
 
‘Total of clients’ for each age group and each type of Self Directed Support/direct payment. 
 
The extended age groups are: 

• 18-64 
• 65-74 
• 75-84 and 
• 85 and over 

 
The primary client groups (18-64 age group only) are: 

• Physical disability  
• Mental health 
• Learning disability 
• Substance misuse 
• Other vulnerable people 

 
The types of Self Directed Support/direct payments are: 

i) Not using Self Directed Support process: 
a) Existing/new direct payments 
 

ii) Self Directed Support process: 
a) Direct payment only 
b) Services arranged or paid for by the CASSR only 
c) Both direct payment and services arranged 
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SD2 
Number of clients receiving self directed support and/or direct payments provided or 
commissioned by the CASSR during the period, by ethnicity. 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
 
General description 
This return counts the number of clients in receipt of Self Directed Support through either a direct 
payment or personal budget during the period. Data are requested by ethnicity and the type of Self 
Directed Support the client has received. 
 
Business case 
As part of the transformation agenda, all CASSRs must begin to move towards providing publicly-
funded services through Self Directed Support. Data can be used for planning and commissioning 
purposes both nationally and locally. 
 
Inclusions and exclusions: 
 
Include only adult clients receiving Self Directed Support through either: 
 

i) a direct payment; or 
 
ii) a personal budget, which meets all of the following criteria: 

a) The person (or their representative) has been informed about a clear, upfront allocation of 
funding, enabling them to plan their support arrangements. 

b) There is an agreed support plan making clear what outcomes are to be achieved with the 
money. 

c) The person (or their representative) can use the money in ways and at times of their 
choosing. 

 
Exclude clients who do not receive any CASSR funding. 
 
Double counting: 
 
There should be no double counting of clients across age groups, ethnicity groups or service 
columns. If an individual has been in receipt of more than one type of Self Directed Support during 
the year, record them in relation to the latest period of service. 
 
General Guidance: 
 
• Self Directed Support 
This column is for individuals receiving Self Directed Support through a personal budget. The 
deployment option for the personal budget (e.g. direct payment or services arranged) is not relevant 
for return SD2. 
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• Not using Self Directed Support process 
This column is for individuals receiving a direct payment that is not delivered through a personal 
budget. 
 
 
Return: 
 
Number of clients receiving self directed support and/or direct payments provided or commissioned 
by the CASSR during the period, by ethnicity. 
 
The ethnicity groups for the return are given in the protocol for A6. 
 
The types of self directed support/direct payment are: 
 

• Not using Self Directed Support process 
• Self Directed Support 
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SD3 
Number of carers receiving self directed support and/or direct payments provided or 
commissioned by the CASSR during the period, by extended age group of the carer 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
 
General description 
This return counts the number of carers in receipt of services following a Self Directed Support 
process or through a direct payment during the period. Data are requested by extended age group 
and the delivery mechanism through which the support has been received.  
 
Business case 
As part of the transformation agenda, all CASSRs must begin to move towards providing publicly-
funded services through Self Directed Support. SD3 will be used to monitor the uptake of Self 
Directed Support amongst carers of adult clients. Data can be used for planning and commissioning 
purposes both nationally and locally. 
 
Inclusions and exclusions: 
 
Include only carers (caring for adult clients) receiving support through either: 
 

i) a direct payment; or 
 
ii) a personal budget, which meets all of the following criteria: 

a) The person (or their representative) has been informed about a clear, upfront allocation of 
funding, enabling them to plan their support arrangements. 

b) There is an agreed support plan making clear what outcomes are to be achieved with the 
money. 

c) The person (or their representative) can use the money in ways and at times of their 
choosing. 

 
Exclude carers who do not receive any CASSR funding. 
 
General Guidance: 
 
• Not using Self Directed Support process: Existing/new direct payments 
Use this column to record the number of qualifying individuals who are in receipt of a direct payment, 
but who have not been through the Self Directed Support process (i.e. they do not have a personal 
budget). 
 
• Self Directed Support process (personal budgets) 
 
A personal budget is a notional amount of social care funding for an individual’s support some of 
which may be taken as a direct payment. 
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There are several deployment options available which allow an individual to decide how to use their 
personal budget in order to tailor the delivery of their care. Put simply, the deployment options can be 
described as either: 
 

i) Direct payments, or 
ii) Service arranged and paid for by the council (directly provided services) 

 
Individuals may choose to use any combination of these two approaches. Further information about 
deployment options for personal budgets can be found in the following documents: 
 

• Personalisation and the law: Implementing Putting People First in the current legal framework 
http://www.dhcarenetworks.org.uk/Personalisation/Topics/Latest/Resource/?cid=6373 
 

• Making progress with Putting People First: Self-directed support 
http://www.dhcarenetworks.org.uk/Personalisation/Topics/Latest/Resource/?cid=6372 

 
• Direct payments 
RAP defines direct payments as monetary payments made by CASSRs directly to adult clients aged 
18 and over and carers (aged 16 and over) of adults, who have been assessed as needing certain 
services, in lieu of social service provisions. 
 
A direct payment has the following key features: 
 

i) An individual (or a ‘suitable person’ acting on behalf of the individual) receives and manages 
money from the CASSR, provided in lieu of social care services 

ii) Arrangements are made by the individual to achieve their agreed outcomes 
 
Importantly, the person to whom the direct payment is made must have control over how services are 
delivered. Vouchers or similar ‘credits’ are not direct payments. 
 
For further information about direct payments, including revised guidance on the eligibility of certain 
individuals to receive such services (from 9 November 2009), please see Guidance on direct 
payments for community care, services for carers and children's services: England 2009, available on 
the DH website at: 
http://www.dh.gov.uk/en/SocialCare/Socialcarereform/Personalisation/Directpayments/DH_076522 
 
• Services arranged or paid for by the CASSR only 
Any services provided through a personal budget that are not direct payments should be classified as 
services arranged or paid for by the council. These services are provided or arranged by the council 
(or partnership) organisation. The council/partnership organisation or other nominated organisation 
manages money. In summary, directly provided services share the following common features: 
 

i) The council/partnership organisation manages the money 
ii) Arrangements are made on behalf of the individual and in the manner requested by them 

iii) The range of ‘services’ available depends on the council’s commissioning arrangements 
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• Both direct payment and services arranged 
Use this column to record the number of individuals taking at least part of their personal budget as a 
direct payment, whilst also receiving some services that are arranged or paid for by the CASSR. 
 
Double counting: 
 
There should be no double counting of carers across age groups or service columns. If a carer has 
been in receipt of more than one type of Self Directed Support during the year, record them in 
relation to the latest period of service. 
 
Return: 
 
Number of carers receiving self directed support and/or direct payments provided or commissioned 
by the CASSR during the period, by extended age group of the carer. 
 
The extended age groups are: 
 

• Under 18 
• 18 - 64 
• 65 - 74 
• 75 - 84 and 
• 85 and over 

 
The types of Self Directed Support/direct payments are: 
 

i) Not using Self Directed Support process: 
a) Existing/new direct payments 

 
ii) Self Directed Support process: 

a) Direct payment only 
b) Services arranged or paid for by the CASSR only 
c) Both direct payment and services arranged. 
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C1 
Number of carers for whom assessments or reviews were completed during the 
period, by (page 1) age group of carer; and (page 2) by primary client group and age 
group of the person cared for. 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
 
General description 
This return seeks to monitor the number of carers’ assessments or reviews carried out during the 
period within the context of the Carers and Disabled Children Act 2000. 
 
Page 1 of the return relates to the age group of the carer. 
 
Page 2 relates to the age group of the person cared for. 
 
Business Case 
For both practice and planning reasons, it is important for CASSRs to know and record whether 
service users have unpaid carers, particularly those aged under 18 and those aged over 65. The 
presence of family carers will often have a bearing on what services are provided to users. Carers 
themselves might need support, and data from this return will enable CASSRs and DH to gauge the 
extent to which Carers legislation is being implemented by CASSRs. 
 
Inclusions and exclusions: 
 
This return refers to carers of adults (people aged 18 or over) only.  
 
Although the Carers and Disabled Children Act refers only to carers aged 16 or over, younger carers 
of adults should be included in this return. Carers of people aged 17 and under should be excluded.  
 
Declined reviews should NOT be included. 
 
Double counting: 
 
In order to avoid double counting, if a carer has been assessed or reviewed more than once during 
the period (for example separately and jointly with the client) they should only be counted once. 
Please provide details in relation to the most recently completed assessment or review event. For 
example if a carer who is aged 32 is assessed separately in November and then receives a review 
jointly with client in February they should be recorded once only, in row 2, column 2 of the table. A 
carer assessed in April, reviewed and taken off the books in January, who declined a new 
assessment in March, would be recorded in either column 1 or 2: the declined assessment would not 
supersede the completed assessment events during the period. 
 
The return seeks to distinguish between carers assessed or reviewed separately and carers 
assessed as part of a joint client / carer assessment. It also captures the number of carers declining 
an assessment.   
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General Guidance: 
The focus of this return is on carers as carers and the information requested relates to carers in their 
caring role.  Where carers have needs / packages of care in their own right, independently of their 
caring role, then this should be recorded separately on the appropriate RAP returns.  It is possible, 
therefore, for a person to appear in the returns as a client assessed for their own needs on A1 and as 
a carer on C1. However a carer in their caring role should not be included in A1.  
 
• Carer 
The definition of a carer is taken from the Carers & Disabled Children Act 2000, which states that the 
Act affects “carers (aged 16 or over) who provide or intend to provide a substantial amount of care on 
a regular basis for another individual aged 18 or over”. Although the Act refers only to carers aged 16 
or over, younger carers of adults should be included in this return. The Act excludes from the 
definition of a carer, paid care workers and volunteers from a voluntary organisation. 
 
Carers Assessments: 
 
A carer’s assessment under the Carers and Disabled Children Act 2000 is carried out at the request 
of the carer in order: 

• To determine whether the carer is eligible for support. 
• To determine the support needs of the carer (i.e. what will help the carer in their caring role 

and help them to maintain their own health and well -being). 
• To see if those needs can be met by social or other services. 

 
There are no restrictions as to who carries out the carer’s assessment or part of it (e.g. OT 
assessments should be included). For more information on the content of carers assessments see 
DH publication “A practitioner's guide to Carers assessments under the Carers and Disabled Children 
Act 2000”. 
 
• Carers assessments carried out by other organisations 
The duty to carry out a carer’s assessment lies with the local authority and cannot be delegated 
except to an NHS body as part of partnership arrangements under section 75 of the NHS Act 2006. 
However, a local authority may arrange for the actual process of carrying out the assessment to be 
undertaken by someone else, for example a voluntary organisation funded by the local authority for 
this purpose. A voluntary organisation’s assessments can be counted in RAP only if the local 
authority funds the organisation to undertake assessments and checks the process and outcomes of 
each assessment. That process could include interviewing the carer, carrying out research on the 
assistance available and preparing a report for the local authority. That report could even include a 
recommendation as to what assistance should be provided to the carer. The local authority remains 
responsible at all times for ensuring that each assessment process is valid, fair and comprehensive 
and for considering the implications of any resulting assessment for its provision of services. Local 
authorities must therefore have some means of checking the assessment process to ensure that it 
fulfils the above requirements. Regardless of who carries out the various parts of an assessment 
process, a local authority retains the statutory responsibility for the assessment itself. Authorities 
should therefore treat the results of all assessment processes in precisely the same way as they 
would treat those carried out by their own staff. 
 
 
• Assessment and review of carers 
An assessment is defined as the first assessment for a new carer. All subsequent assessments, 
which must include a reassessment, will be defined as a review.  
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• Carers of more than one person 
If a carer is caring for 2 or more clients they should only be counted once in the 'age group of carer' 
table on C1 (Pages 1 and 2) as this refers to the carer. If the carer was assessed separately or jointly 
in relation to each client then provide details in relation to the latest assessment or review event. For 
page 2 record the carer under the client and the age group of the client from latest assessment or 
review or the person who needs more care and attention. 
 
• Clients with more than one carer 
If a client has more than one carer then information about both carers should be recorded. 
 
• Joint assessments (or review) of clients and carers  
If a client is assessed jointly with their carer the assessment of the carer should be included in this 
form and the assessment of the client should be included in A1 and the other assessment forms. The 
same applies to reviews. 
 
• Carers for whom the person cared for is not a client 
Carers have a right to an assessment of their needs even where the person cared for has refused an 
assessment for, or the provision of community care services, provided the person cared for would be 
eligible for community based services.  
 
• Joint teams 
The treatment of assessments carried out by joint teams should be consistent with the guidance 
provided in RAP for assessments of clients. This is that if an assessment carried out by a joint team 
includes a social care element then the assessment should be included in RAP regardless of who 
carries out the assessment.  
 
Examples of carers' assessments: 
 

i) Joint assessment:  
A working daughter looking after her father who is alert and orientated but limited physically. 
He is able to cope at home during the day whilst his daughter is at work. They are managing 
well independently. As part of the assessment of her father’s needs the daughter’s needs 
were assessed and she was offered a separate assessment. She didn’t feel she needed any 
services for herself and therefore declined the assessment. She was given information about 
local support services and a number to ring should the situation change.  

 
ii) As part of holistic assessment: 

An elderly couple living at home. The husband is caring for his wife who has moderate 
dementia despite the fact he is quite frail himself. A holistic assessment carried out of the 
whole situation and covers both his and her needs. The assessment establishes he needs 
some support to be able to continue caring and would benefit from a regular break to visit his 
daughter. This is built into the care plan and alternative care is provided for the wife when he 
has his break. 

 
iii) Individual full assessment:  

A husband looking after a severely disabled wife with MS who is completely dependent on 
others for all her personal care needs. She is refusing to have any services but he has 
chronic back pain, which is getting worse, when offered a separate assessment he accepts. 
The assessment is done without the presence of his wife and results in a care plan for the 
husband with services provided to him to support him in caring for his wife. This includes the 
purchase of a mobile phone to enable him to be reached if he wants to go out. 
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Return: 
 
• C1 Page 1 
The number of carers for whom assessments or reviews were completed during the period by age 
group of carer. 
 

• Number of carers assessed or reviewed separately during the period. 
• Number of carers assessed or reviewed jointly with the client. 
• Number of carers declining an assessment. 

 
Age group of carer defined as: 
 

• Under 18 
• 18 - 64 
• 65 - 74 
• 75 and over 
• Total all ages 

 
• C1 Page 2  
The number of carers for whom assessments and reviews were completed during the period by client 
group and age group of the cared for person. 
 
Age group of cared for person defined as: 
  

• 18 - 64 
• 65 and over 
• Total 18 and over 

78 Copyright © 2012, Health and Social Care Information Centre. All Rights Reserved. 
  
 



 

C2 
Number of carers receiving different types of services provided as an outcome of an 
assessment or review, by (page 1) age group of carer; and (page 2) client group and 
age group of the person cared for. 
Period:  01/04/11 to 31/03/12 
 
Protocol: 
 
General description 
This return seeks to collect information on the number of carers receiving service(s) following an 
assessment or review within the context of the Carers and Disabled Children Act 2000.  
 
Page 1 of the return relates to the age group of the carer. 
 
Page 2 relates to the age group of the person cared for. 
 
Business Case 
For both practice and planning reasons, it is important for CASSRs to know and record whether 
service users have unpaid carers, particularly those aged under 18 and those aged over 65. The 
presence of family carers will often have a bearing on what services are provided to users. Carers 
themselves might need support, and data from this return will enable CASSRs and DH to gauge the 
extent to which Carers legislation is being implemented by CASSRs.  
 
Inclusions and exclusions: 
 
This return refers to carers of adults (people aged 18 or over) only.  
 
Although the Carers and Disabled Children Act refers only to carers aged 16 or over, younger carers 
of adults should be included in this return. Carers of people aged 17 and under should be excluded.  
 
General Guidance: 
 
The focus of this return is on carers as carers and the information requested relates to carers in their 
caring role. Where carers have needs / packages of care in their own right, independently of their 
caring role, then this should be recorded separately on the appropriate RAP returns. It is possible, 
therefore, for a person to appear in the returns as a client receiving their own services on P1 and as 
a carer receiving services on C2. However a carer in their caring role should not be included in P1.  
 
• Carer 
The definition of a carer is taken from the Carers & Disabled Children Act 2000, which states that the 
Act affects “carers (aged 16 or over) who provide or intend to provide a substantial amount of care on 
a regular basis for another individual aged 18 or over”. Although the Act refers only to carers aged 16 
or over, younger carers of adults should be included in this return. The Act excludes from the 
definition of a carer, paid care workers and volunteers from a voluntary organisation. 
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• Recording carers services 
Each carer receiving a service should appear just once in the table. For example, if a carer receives 
all three types of services defined for carers following an assessment or review they should appear in 
column 1 of the table as their services include at least one of ‘respite for the carer’ and ‘other specific 
carers services’. If they receive information and advice only they should be counted in column 2, as 
their services don’t include respite for the carer or other carers’ specific services. 
 
• Carers of more than one person 
If a carer is caring for 2 or more clients they should only be counted once in the 'age group of carer' 
table on C2 (Pages 1 and 2) as this refers to the carer. If the carer was assessed separately or jointly 
in relation to each client then provide details in relation to the latest assessment or review event. For 
page 2 record the carer under the client and the age group of the client from latest assessment or 
review or the person who needs more care and attention. 
 
• Outcome of assessment or review 
The outcome specified should be those services put in place following an assessment or review 
completed during the reporting year either by social services or on their behalf. Therefore a carer 
receiving services should not be counted in C2 unless they have been assessed or reviewed within 
the same reporting period. Where the assessment or review occurred during the period and it is 
intended to provide the carer with services but they are not yet put in place, CASSRs should include 
the services that were agreed in the care plan at the end of the assessment or review. This should 
only be a minority of cases. 
 

Example: if a carer is receiving services in December 2011 but their last assessment/review 
was in 2010-11 they should NOT be included in 2011-12 RAP C2, as services provided 
following an assessment should be recorded in the reporting period that the carer’s 
assessment or review took place. 

 
When a carer receives a review, any new services agreed as well as other services that are 
continuing should be recorded.  
 
Services that are identified as being needed following a carer's assessment and are then provided 
should be included regardless of whether they are provided directly by social services or by an 
organisation on behalf of social services. If a carer receives a service that was not identified as an 
outcome of their assessment or review they should not be included when reporting the outcome of 
the assessment. 
 
• Identifying who the service is for 
CASSRs should identify whether a service is for the client or for the carer. Where the service is for 
both the client and the carer, CASSRs need to make a judgement as to who the service benefits the 
most. 
 
• Carers services 
 
The three categories of services for carers are: 

i) Respite for carers (including through SDS) 
ii) Other specific carers services (including through SDS) 

iii) Information and advice only 
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• Respite for the carer (including services provided through Self Directed Support) 
As defined in the Carers Grant Guidance: A 'respite service' is to be construed as one which actually 
gives the carer a break from direct responsibility of supervising or caring for the relevant person by 
providing a service to that person. This would include day care at home or elsewhere &/or residential 
and there is no requirement for an overnight stay. This category does not include short term breaks 
intended for the person needing services. 
 

Examples: 
• A carer supporting a person with Multiple Sclerosis (MS) living independently might be 

assessed as needing respite which could be provided through a short stay in residential 
accommodation or care services at home.  

• In contrast, a person with MS might, in order to maintain their independence, need to go into 
short term residential care (not respite) for rehabilitation / skin care on a regular basis. 
Though it is clear that the carer benefits indirectly in the latter case, the intention is to support 
the person with MS. 

 
• Other 'Specific' Carers' Services (including services provided through Self Directed 

Support) 
The Carers and Disabled Children Act 2000 enables local CASSRs to offer direct carers support. 
Services for carers are not defined in the Act as such, but the CASSRs may provide any services 
which, in their view, will support the carer in their caring role and help them to maintain their own 
health and well being. These services may take any form and examples described in the Carers 
Grant Guidance include provision of emotional support, driving lessons, moving and handling classes 
or access to training opportunities for the carer. The provision of information as part of the Carer’s 
Grant should be recorded under “information and advice” (column 2 of the form C2). 
 
This is not as clearly defined as the RAP definitions of components of service for users, but this 
reflects the heterogeneity of carers as a group. This would of course include direct payments for 
carers' services, which can be given to carers under the 2000 Act. 
 
• Respite care 
Overnight respite care is defined as following an assessment or review where the carer’s needs have 
been taken into account, planned overnight breaks(s) are arranged for the client either at home or in 
an alternative setting to allow a break primarily for the carer.  
 

Examples: 
i) Every 5 weeks the carer has a long weekend away from home with another family member to 

ease the pressure of the caring role. Following a carer’s assessment it is agreed to provide 
overnight respite care; 
a) In a local residential home that have a number of respite care beds; 
b) In the client’s own home by an agency 

 
In both cases the overnight respite care is provided as a service for the carer to allow the 
carer to have a break. As such this should be recorded in C2, not in any of the P returns. 

 
ii) The carer is admitted to hospital so the client goes into a residential care setting for a week. 

There has been an assessment of the client.  
 

In this scenario the service is short term residential care as it is for the benefit of the client. 
Even if this break is planned due to knowing the date of an operation, it is not respite care 
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because the carer is not benefiting from the break - it is brought about by force of 
circumstance. In this instance this should be recorded in the P returns. 

 
iii) Following an assessment a client has been taken to a place of safety under adult protection 

procedures where emergency accommodation is provided because abuse has been 
established or suspected. 
 
In this case the service is provided as a short term residential care as it serves the need of 
the client. In this instance this should be recorded in the P returns. 

 
• Information and advice 
The provision of information as part of the Carer’s Grant should be recorded in this category not 
under “other specific carers’ services”. 
 
'Information and advice' that is provided as a one-off should be counted in this category. However, 
the simple act of giving out leaflets should NOT be recorded as information and advice in RAP if this 
is the only outcome of a carer’s assessment or review.  
 
To be counted in RAP as information and advice, a "package of information and advice" must be 
provided to the carer - the information and advice given must be person centred and specifically 
tailored to the individual needs of the carer. A "package of information and advice" could comprise a 
number of leaflets and telephone numbers provided in response to an individual carer's particular 
needs.  
 
Elements of information in the package, at their most basic, might include for example: 
 

• social service phone number for emergencies; 
• national voluntary sector contact information; 
• local numbers if available; 
• national financial support line number; 
• general advice on back care / moving and handling; 
• anything else relevant to the individual circumstances. 

 
Provision of telephone numbers or distribution of one or more leaflets indiscriminately cannot be 
counted as Information and Advice as the RAP return is aiming to build up a picture of what is 
provided to clients and carers in response to an assessment of their individual needs.  
 
• Welfare benefits 
Providing general welfare benefits information/advice, or a one-off piece of assistance in assessing 
possible individual eligibility, should be recorded under 'Information and advice only'. Further 
assessment leading to ongoing support with welfare benefits or financial matters should be treated as 
more than a basic service, and recorded under 'other specific carers services' 
 
• Carers receiving services from a grant funded organisation 
Services provided to carers following an assessment should be included in C2 even if they are 
provided by voluntary organisations. Carers who receive a service from an agency funded by the 
CASSR but who have not been assessed should not be included in C2.  
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Double counting: 
 
In order to avoid double counting, if a carer is assessed or reviewed more than once during the 
period the outcome of their most recent assessment or review should be recorded. 
 

Example: Carer A is assessed in November and receives a review in February, the services 
that are agreed to be provided following the review in February should be recorded as well as 
any other services that are continuing. 

 
If following a review it is agreed that no new services will be provided but that previous 
services should continue, then these ongoing services should be recorded.  

 
 
Return: 
 
• C2 page 1 
The number of carers receiving different types of services provided as outcome of an assessment or 
review during the period by age group of carer. 
 
Types of services: 
 

• Respite for the carer and/or other carers’ specific services 
• Information and advice only  
 

Age group of the carers: 
 

• Under 18 
• 18 - 64 
• 65 - 74 
• 75 and over 
• Total all ages 

 
 
• C2 page 2 
The number of carers receiving different types of services provided as an outcome of an assessment 
or review by client group and age group of cared for person. 
 
Age group of cared for person: 
 

• 18 - 64 
• 65 and over 
• Total 18 and over 
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End Sheet 
There is a final sheet in the returns which captures information on the basis of return for each of 
the proformas within the RAP collection. Where sampling has been indicated a description of 
the sample methodology used should be provided.  Additionally the End Sheet invites the 
CASSR to state any cost-bearing activity undertaken by your CASSR in relation to meeting the needs 
of adults, which you have not been able to include within the preceding returns. If possible both 
describe and quantify. 
 
Please see ‘End sheet’ in the Glossary for intended content.  
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Section 5: Glossary of Terms and Definitions 
Age group:  Age is calculated as at the last day of the period. If a client dies during the period, their 
age should be recorded as their age at death.  
If only the year of birth of the client is known, as opposed to the month, then their age should be 
calculated by assuming that their birthday falls between March and December. For example, if a 
client was born in 1961, then for the collection period 2011-12, they would be recorded as being 50 
years of age. 
If the age of a client is ‘not known’ please give details in the notes section of the proforma. 
 
Age group of carer:  Age for carers is calculated as detailed in ‘Age Group’ above. As it is 
possible to include in RAP a carer under 18, an additional category of carer age, ‘Under 18’, is 
included. (C1 and C2)  
 
Appropriate member of staff:  This phrase has been used in connection with contacting a new 
client back for assessment, in this context an appropriate member of staff is defined as a member of 
staff who has been suitably trained. This could include a support worker in a ‘contact team’ or health 
staff working as part of a joint team who are suitably trained and speak to the client. It does not mean 
they have to be a professionally qualified social worker. 
 
Assessment:  The process of gathering data for the purpose of determining a client’s need and 
eligibility for services.  The Community Care Act specifies that all services offered to a client should 
be the outcome of an assessment of needs. There are no restrictions as to who carries out the 
assessment or part of it (e.g. OT assessments should be included).  
 
An “assessment” is defined as the first assessment for a new client. All subsequent assessments 
which include a reassessment are defined as a review. 
 
RAP distinguishes between ‘screening’ and ‘assessment’, though both would qualify as an 
assessment under the terms of the NHS and Community Care Act 1990. Screening in RAP is seen 
as the process through which a contact is checked for their relevance to the CASSR, i.e. whether 
they are already known to the CASSR, what appropriate information, advice or basic service should 
be offered, and whether further assessment is needed (see ‘Screening’ for further detail).   
 
An assessment in RAP is any aspect of further assessment of need. Assessments may be given a 
variety of labels by the CASSR, such as ‘General assessment’, ‘Specialist assessment’, ‘Simple 
assessment’, or ‘Complex assessment’. ‘Multi-disciplinary assessments’ and assessments under the 
Single Assessment Process (SAP) should be included (see ‘SAP’ for further details). 
 
In some CASSRs partial self-assessment (by the client) is possible, which may lead to a basic 
service, or onto further CASSR assessment.  For the purposes of RAP, if the self-assessment leads 
only to a basic service then make an entry in R2 and R3.  If it leads to further CASSR assessment 
then make no entry in the RAP R2 form and record the source of referral on R3.  
 
Assessments that stop because the users’ needs do not meet the Fair Access to Care Services 
(FACS) eligibility criteria should be treated as completed assessments. 
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Assessment completed:  See ‘Completed assessment’. 
 
Assessment or review terminated:  Some clients are passed through for an assessment or 
review of need, but for a variety of reasons the assessment or review is not completed, but rather is 
brought to an end before completion. 
 
Asylum seekers:  This category is defined as people who have fled their home country and 
applied for asylum in another country. Also included are refugees.  Assessments completed for 
asylum seekers under the National Assistance Act 1948 or the Asylum and Immigration Act 1996 
should not be included. Only Community Care Assessments for asylum seekers should be included 
in RAP.  
 
At or near the point of contact: ‘At or near the point of contact’ is normally used to describe 
events that take place prior to a decision to undertake further assessment.  It is the phase during 
which a person may be registered, information / advice given, or basic services initiated (see 
glossary entry for ‘Basic services’).  In some CASSRs it will be contained within Customer Services 
(i.e. reception point), while in others it may be handled by a duty system.  Some time may be given to 
attending to the request, often described as a screening interview, but the outcome will be within 
such categories as ‘information / advice given’, ‘no further action’, ‘registration’, ‘passed for further 
assessment’, and ‘provide blue badge’  (see also ‘Information and / or advice’).    
 
Appropriate member of staff:  An appropriate member of staff is defined as a member of staff 
who has been suitably trained to carry out a Community Care Assessment. This could include a 
support worker in a ‘contact team’ or a health staff working as part of a joint team who are suitably 
trained and speak to the client. It does not mean they have to be a qualified member of staff. For 
further details see the SAP guidance issued in January 2002, pages 14-19 of the annex. 
 
Basic services:  These are services where there is an initial but no ongoing financial or other 
resource commitment on the part of the CASSR. 
 
This term is used to describe the issue of blue badges, or administration of other comparable 
provisions, such as keys to public toilets for disabled people. CASSR blind / deaf registrations are 
also included. Many CASSRs do not distribute or fund the distribution of these provisions, whereas 
others do. The full range of provisions is extensive, if in doubt make an entry and describe in the 
notes section exactly what the provision is.  Careful judgement is needed with regards to equipment 
(see ‘Equipment / adaptations’). The provision of National Bus and/or Freedom Passes does not 
qualify as a basic service and should not be recorded in the R2 return. 
 
Where the CASSR does not administer a basic service please exclude these cases. CASSRs are not 
asked to gather figures for services that are handled by another department except through a 
contract with the CASSR for which the CASSR pays. The return should only be of CASSR provided 
or funded services.   
 
Block grants: These are grants typically provided to voluntary organisations, for preventive and 
other services, where the service users are not identifiable or not capable of linkage to CASSR client 
files. There may also be comparable expenditure within the CASSR, e.g. for preventive measures.   
 
For services provided via grants and grant-aided organisations, information should only be recorded 
on the P proformas in respect of the users of such services where the users (clients) have had a 
Community Care Assessment carried out by the CASSR (or legally delegated NHS partner) and 
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where that service forms part of their care plan, e.g. day centres. The details of the services provided 
through grants and grant-aided organisations may be given on the end sheet.  
 
Care Direct:  Care Direct is an organisation that older people and disabled people can approach 
with queries about matters such as social care, community health or housing. The Care Direct 
advisor will contact service providers as required and may refer clients to social services for 
assessment. 
A referral from an agency such as Care Direct should be recorded on R3 with source of referral 
'other'. 
 
Care Management: the process of assessing and reviewing a client’s needs and arranging service 
delivery. 
 
Care plan:  A ‘care plan’ is a description of the client’s needs and how these will be met that is 
developed and agreed as a result of an assessment or review.  
The Fair Access to Care Services guidance states that the written record of the care plan should 
include as a minimum:  

• A note of eligible needs and associated risks. 
• The preferred outcomes of service provision. 
• Contingency plans to manage emergency changes. 
• Details of the services to be provided, and any charges the individual is assessed to pay, or if 

direct payments have been agreed.  
• Contributions which carers and others are willing and able to make. 
• A review date. 

 
Carer:   The definition of a carer is taken from the Carers & Disabled Children Act 2000 which states 
the act affects 'Carers (aged 16 and over) who provide or intend to provide a substantial amount of 
care on a regular basis for another individual aged 18 or over’. Although the act only refers to carers 
aged 16 and over, younger carers of adults should be included in this return. The Act excludes from 
the definition of a carer, paid care workers and volunteers from a voluntary organisation. 
 
There is no definition in the Act of substantial and regular care. It is a matter of professional practice 
to identify the impact of the caring role on the carer in light of the carer's age, general health, 
employment status, interests and other commitments. Key factors relevant in deciding the impact of 
the caring role on the carer are the sustainability of the caring role and the extent of risk to the 
sustainability of that role. Issues relevant to identifying sustainability of the caring role are Autonomy, 
Health and Safety, Managing daily routines and involvement. 
 
It is possible for a client to have more than one carer, and for a carer to additionally be a client in his 
or her own right.  
 
Carer assessment or review:  The return on this topic seeks to monitor the number of carer 
assessments or reviews carried out during the period, with a division between carers assessed 
separately or jointly with the client for whom they provide care. The focus is on carers as carers. 
Information recorded should relate to individuals in their role and needs as a carer. If a carer is also a 
client in their own right and is assessed for their needs as a client then details should be recorded in 
the relevant client returns. 
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A carer assessment under the Carers and Disabled Children Act 2000 is carried out at the request of 
the carer in order: 

• To determine whether the carer is eligible for support 
• To determine the support needs of the carer (i.e. what will help the carer in their caring role 

and help them to maintain their own health and well being). 
• To see if those needs can be met by social or other services. 

 
Carers have a right to an assessment of their needs even where the person cared for has refused an 
assessment for, or the provision of community care services, provided the person cared for would be 
eligible for community care services. 
 
Carers Services:  
CASSRs should identify whether a service is for the client or for the carer. Where the service is for 
both the client and the carer, CASSRs need to make a judgement as to who the service benefits the 
most. 
 
The three categories of services for carers are: 

i) Respite for carers 
ii) Other specific carers services 
iii) Information and advice only 

 
• Respite for the carer (including services provided through Self Directed Support) 

As defined in the Carers Grant Guidance: A 'respite service' is to be construed as one which 
actually gives the carer a break from direct responsibility of supervising or caring for the 
relevant person by providing a service to that person. This would include day care at home or 
elsewhere &/or residential and there is no requirement for an overnight stay. This category does 
not include short term breaks intended for the person needing services.  
 
Example: 

 
• A carer supporting a person with Multiple Sclerosis (MS) living independently might be 

assessed as needing respite which could be provided through a short stay in residential 
accommodation or care services at home.  

• In contrast a person with MS might, in order to maintain their independence, need to go 
into short term residential care (not respite) for rehabilitation / skin care on a regular basis. 
Though it is clear that the carer benefits indirectly in the latter case, the intention is to 
support the person with MS. 

 
 
• Other 'Specific' Carers' Services (including services provided through Self Directed 

Support) 
The Carers and Disabled Children Act 2000 enables local CASSRs to offer direct carers 
support. Services for carers are not defined in the Act as such, but the CASSRs may provide 
any services which, in their view, will support the carer in their caring role and help them to 
maintain their own health and well being. These services may take any form and examples 
described in the Carers Grant Guidance include provision of emotional support, driving lessons, 
moving and handling classes or access to training opportunities for the carer. The provision of 
information as part of the Carer’s Grant should be recorded under “information and advice” 
(column 2 of the form C2).  
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This is not as clearly defined as the RAP definitions of components of service for users, but this 
reflects the heterogeneity of carers as a group. This would of course include direct payments for 
carers' services, which can be given to carers under the 2000 Act. 

 
• Respite care 

Overnight respite care is defined as following an assessment or review where the carer’s needs 
have been taken into account, planned overnight breaks(s) are arranged for the client either at 
home or in an alternative setting to allow a break primarily for the carer. As such this should NOT 
be included in any of the P returns. 

 
Examples: 

 
i) Every 5 weeks the carer has a long weekend away from home with another family member to 

ease the pressure of the caring role. Following a carer’s assessment it is agreed to provide 
overnight respite care; 
a) In a local residential home that have a number of respite care beds 
b) In the client’s own home by an agency 

 
In both cases the overnight respite care is provided as a service for the carer to allow the 
carer to have a break. As such this should be recorded in C2, not in any of the P returns. 
 

ii) The carer is admitted to hospital so the client goes into a residential care setting for a week. 
There has been an assessment of the client.  
 
In this scenario the service is short term residential care as it is for the benefit of the client. 
Even if this break is planned due to knowing the date of an operation, it is not respite care 
because the carer is not benefiting from the break - it is brought about by force of 
circumstance. In this instance this should be recorded in the P returns. 
 

iii) Following an assessment a client has been taken to a place of safety under adult protection 
procedures where emergency accommodation is provided because abuse has been 
established or suspected. 

 
In this case the service is provided as a short term residential care as it serves the need of 
the client. In this instance this should be recorded in the P returns. 
 

• Information and advice 
The provision of information as part of the Carer’s Grant should be recorded in this category not 
under “other specific carers’ services”. 
 
'Information and advice' that is provided as a one-off should be counted in this category. 
However, the simple act of giving out leaflets should NOT be recorded as information and advice 
in RAP if this is the only outcome of a carer’s assessment or review.  
 
To be counted in RAP as information and advice, a "package of information and advice" must be 
provided to the carer - the information and advice given must be person centred and 
specifically tailored to the individual needs of the carer. A "package of information and advice" 

 Copyright © 2012, Health and Social Care Information Centre. All Rights Reserved. 89 
 

 



  

could comprise a number of leaflets and telephone numbers provided in response to an 
individual carer's particular needs.  

 
Elements of information in the package, at their most basic, might include for example: 

 
• social service phone number for emergencies; 
• national voluntary sector contact information; 
• local numbers if available; 
• national financial support line number; 
• general advice on back care / moving and handling; 
• anything else relevant to the individual circumstances. 

 
Provision of telephone numbers or distribution of one or more leaflets indiscriminately cannot be 
counted as Information and Advice as the RAP return is aiming to build up a picture of what is 
provided to clients and carers in response to an assessment of their individual needs.  

 
Casual contacts:  These are people who make contact with the CASSR but are not put through a 
screening process, and who will not be logged at all by many CASSRs. They may, for example, be 
people dropping in to pick up a leaflet, people needing redirection to another service, or current 
clients calling on their provider staff. The key point is that they are not presenting needs to the 
reception staff (see also ‘Contacts’).  
 
Clients:  Customers of the CASSR who are ‘on the books’ for an assessment, a review or the 
receipt of services.  A client can be an individual, family or group, though this begs the question of 
whether a family is treated as a single unit, or can contain several clients. This may be determined by 
custom and practice in the CASSR, for example whether separate files are held on different 
individuals, or whether requests for the provision of services are treated on an individual basis or for 
the family as a whole.   
 
Individuals being considered as a service provider, for example, as a carer or foster parent in adult 
fostering scheme, should not be counted as clients. See entry for ‘End sheet’ for further details on 
this matter.  
 
Clients receiving services:  Clients who are or have been recipients of services during the 
period, or who are still ‘on the books’ for services on the last day of the period. These clients may 
also be labelled as ‘open cases’, or ‘current clients’ in some CASSRs, but not in those CASSRs 
where the division between an ‘open’ and ‘closed’ case is the point of transfer from purchaser to 
provider responsibility.  
 
Community-based services:  See ‘Components of service’ for more detail.  These are services 
provided to support clients living in the community.  
 
Some clients living in care homes may additionally receive community-based services (e.g. 
attendance at day centres). For RAP purposes these clients should be counted as in residential or 
nursing care in P1 and are therefore completely excluded from P2f/P2s. They should NOT be 
counted as receiving community-based services. The clients who appear in the community-based 
services column should only be receiving community-based services at some point during the year 
or at the 31st March.  
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However, a client may be receiving community-based services for part of the year and then move 
into residential care. In this scenario the client should be included in P1 as having received both 
community-based services and residential care, and P2f for community-based services, but not in 
P2s as they were in residential care by 31 March. For the first cell and first column on P1 they should 
only be counted once.  
 
Short-term residential care should be included as a community-based service not as residential care.  
 
Completed assessment:  For RAP purposes a completed assessment is one which completed in 
2011-12, whether or not it started in 2011-12. Exclude any assessments that were not actually 
completed by 31 March 2012. This clarifies the current guidance as set out below.  
 
A completed assessment for RAP purposes is one where all the components of the assessment of 
an individual’s needs and eligibility for services have been undertaken, and either a care plan has 
been agreed with the client or a decision taken that there should be no (further) services as a result 
of the assessment. A financial assessment is not included within the definition of an assessment of 
need; therefore a client’s financial assessment need not have been finished for the purposes of this 
categorisation. It is recognised that services may well commence before an assessment is complete, 
and that revisions to assessments typically continue to the first review of a care package. Onset of 
services is not, therefore, an indication of the completion of the assessment. 
 
The total of new clients with completed assessments refers to assessments completed in the current 
period regardless of when the first contact was made. For the purpose of the A returns a person may 
have been logged as a new client contact in either the current or previous period. 
 
For the purpose of measuring calendar days to the completion of assessment, the preferred time 
point is when the statement of needs and how these are to be met (care plan) is logged. The waiting 
time to completed assessment should be measured as the time social services complete their last 
assessment event within the whole assessment process.  
 

Examples: 
 
i) A multi-disciplinary assessment is carried out within social services. This includes two 

assessment events, an overview assessment carried out by a social worker that was 
completed on 3 June and an OT assessment that was completed on 10 June. The date the 
assessment is counted on RAP as complete is 10 June. 

ii) A SAP assessment is carried out to look at both the health and social care needs of the client. 
The social services element of the assessment is completed on 3 June and the assessment 
of the health needs is completed on 10 June. The date the SAP assessment is counted on 
RAP as complete is 3 June when the social services part is complete. This example is also 
applicable to joint teams under section 75 arrangements. [From the service users perspective 
this is not ideal but reflects the possible problem of not knowing when the health part of the 
assessment is complete.] 

iii) A joint assessment is coordinated by social services. Social services have completed their 
part of the assessment by 3 June but the assessment of health needs is not completed until 
10 June. The date the assessment is counted on RAP as complete is 10 June. 

 
Where CASSRs have completed the assessment for a client in hospital before receiving the section 5 
notice, the time between first contact and completed assessment should be recorded in the lowest 
time band on RAP form A7, i.e. less than or equal to 2 days. 
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Completed review:  For RAP purposes include all reviews which were completed in 2011-12, 
whether or not they started in 2011-12. Exclude any reviews that were not actually completed by 31 
March 2012. 
 
Components of service:  These are referred to solely in the P2f and P2s returns, and are subsets 
of those clients recorded on P1 as receiving community-based services.  
 
Clients living in care home settings who additionally receive community-based services should be 
counted as in residential or nursing care on P1 and are therefore completely excluded from P2f/P2s. 
These clients should NOT be counted as receiving community-based services. 
 

The components of service are: 
 

i) Day care (See separate glossary entry). 

ii) Meals (See separate glossary entry). 

iii) Home care (Personal and/ or domestic care). 

Previously the categories home help/ home care and overnight short term break that is 
provided in the client’s own home were combined under the heading ‘Home care’.  
 
Include in this category all forms of domiciliary care and support for people in their own 
homes except for those specified below. The definition is as similar as possible to that 
previously used on the HH1 return.  
 
Home help/home care. ‘Traditional’ home help services are practical services that assist the 
client to function as independently as possible and/ or continue to live in their home. Services 
may involve routine household tasks, personal care, taking a client out for appointments or 
shopping, training by non-professionals (for example help with household budgeting), 
overnight short term break, live-in and 24 hr services. 

 
iv) Short-term residential – not respite. This refers to the provision of short-term residential 

care for the client for any purpose other than respite of a carer. It includes the provision of 
rehabilitation services (see glossary entry ‘Rehabilitation services’ for further detail).  

v) Existing/new direct payments and personal budgets. (see separate glossary entries) 

vi) Professional input / support.  (see separate glossary entry)  

vii) Equipment & adaptations. (see separate glossary entry. 

viii) Other.  

 
There was, until 2005-06, a component of service called Transport. If the client is receiving another 
service e.g. day care, as well as a transport service, then record them under the service, e.g. day 
care. If transport is the only service in the care plan, then include the client under ‘Other’. If the travel 
is seen as a basic or one-off service, include it on R2 (for new clients only) but exclude it from the P 
forms. 
 
Contacts: The referral (R) forms include contacts from new clients only, that is clients not “on the 
books” of the CASSR at the time the contact was made. A person who has previously received 
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services, which have ceased before the time of contact (i.e. the client is “off the books” when the 
contact is made) should be included. A client may be on the books of the CASSR but not actually 
receiving a service. This would not count as a new contact for RAP purposes. 
 
For the R3 form all contacts made by new clients in the year should be included, whether or not they 
received an assessment or service during the year. For example, a contact on 30 March 2012 who 
did not receive an assessment until 2 April 2012 would be included in RAP 2011-12 as a contact 
only. The waiting time for such an individual would be counted in RAP 2012-13. 
 
A ‘contact’, often called an enquiry, is a person visiting, writing, phoning or making a request of the 
CASSR in some other way. In the broadest sense a ‘contact’ is anyone who has made a request of 
the CASSR, at any of its access points (including those shared with others, such as in health 
settings).  
 
If a contact is given information, advice or a basic service at or near the point of contact but not 
passed on for further assessment or commissioning of service then they should be recorded on R2. 
If, for example, a new client contacts the CASSR to request a blue badge make just one R2 entry. 
Any further contacts in the context of determining eligibility for the badge should be seen as ‘casual 
contacts’. 
 
The difference between a R2 contact and a casual contact is sometimes a matter of judgment. This is 
especially so with information and advice. In some CASSRs the defining difference will be whether 
the reception staff consider it worth taking some personal details from the individual (a contact), or 
not (a casual contact).  In others the difference will be whether or not reception staff take the 
individual through some form of screening process, or may be based on the amount of time/ attention 
given to the person. In practice the most common area for making a distinction will be whether or not 
an activity amounts to a screening leading to information and/ or advice (R2 entry), or is a smaller 
activity.  
 
Taking some personal details from a new contact and giving them information on the range of 
services that might be relevant should be recorded as an R2 entry.  Simply responding to a request 
for the phone number of an area office would be a casual contact. 
 
As with ‘clients’ above, a contact can be an individual, family or group. The defining feature of a 
contact (or what may come to be called a client) is that he / she / they are treated as a single unit for 
the purposes of handling their reception (see ‘Clients’ for further comment).  
 
Current service users:  Clients who have an existing package of care in operation.  
 
Day care: (As in Components of service):  This category is for attendance at a day care centre for 
day care and/ or meals and includes the attendance at training centres and luncheon clubs. The 
provision of funding to day centres that any person can attend (e.g. a drop-in day centre), or other 
grant funded organisations, should not be included within the P tables. If, however, the clients using 
the day centre have received a Community Care Assessment (under the NHS and Community Care 
Act 1990) and day care is specified as a service in their care plan, then they should be recorded in 
the P returns. In this case CASSRs should liaise with the appropriate agency to obtain sufficient 
information about the clients. 
 
Dementia: The subset ‘Dementia’ is defined as a set of symptoms in which there is evidence of a 
decline in memory and thinking which is of a degree sufficient to impair functioning in daily living, 
present for six months or more. Dementia is not a disease in itself but a term used to describe the 
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symptoms that occur when the brain is affected by one of many specific diseases, the most common 
being Alzheimer’s and stroke. It is characterised by a progressive decline of mental abilities 
accompanied by changes in personality and behaviour. Dementia is more common in older people 
but may occur earlier. For a client to be recorded in the subset Dementia’ they do not have to 
be clinically diagnosed with dementia. 
 
There are lots of different symptoms of dementia. A few scenarios are listed below as examples to 
use alongside the definition. 
 

i) Failing or loss of short term memory, which significantly impairs capacity to maintain 
conversation and ‘normal’ social interaction, for example repeating the same topic in 
conversation several times without realising. 

 
ii) Difficulty in performing familiar tasks, for example they may not know what order to put their 

clothes on or the steps for preparing a meal. 
 

iii) Disorientation to time, place and patterns of normal living, for example getting up in the 
middle of the night and having breakfast or become lost within the area they live and not know 
how to get home. 

 
iv) Declining capacity to carry out essential domestic routines resulting from deterioration in 

functioning of memory, for example forgetting to do the washing, shopping or turning off the 
cooker. 

 
v) Misplacing items, for example putting items in unusual places such as an iron in the fridge or 

a watch in a fruit bowl. 
 
Direct payments:  RAP defines direct payments as monetary payments made by CASSRs directly 
to adult clients aged 18 and over and carers (aged 16 and over) of adults, who have been assessed 
as needing certain services, in lieu of social service provisions. 
 
Importantly, the person to whom the direct payment is made must have control over how services are 
delivered. Vouchers or similar ‘credits’ are not direct payments. 
 
For further information about direct payments, including revised guidance on the eligibility of certain 
individuals to receive such services (from 9 November 2009), please see Guidance on direct 
payments for community care, services for carers and children's services: England 2009, available on 
the DH website at: 
http://www.dh.gov.uk/en/SocialCare/Socialcarereform/Personalisation/Directpayments/DH_076522 
 
End sheet:  This refers to the final page of the return.  The first section asks the CASSR to provide 
information on the basis of return for each of the proformas within the RAP collection. Where 
sampling has been indicated a description of the sample methodology is required. The 
second section asks CASSR to ‘State any cost-bearing activity undertaken by your CASSR in 
relation to meeting the needs of adults which you have not been able to include within the preceding 
returns. If possible both describe and quantify’. 
 
Below are two identified areas of activity that may be covered here, and there may be more. 
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For services provided via grants and grant-aided organisations, information should only be recorded 
on the P proformas in respect of the users of such services where the users (clients) have had a 
Community Care Act assessment carried out by the CASSR (or legally delegated NHS partner) and 
where that service forms part of their care plan, e.g. day centres.  
 
Information on the amount of funding provided to these organisations will be captured via the PSS 
EX1 expenditure return. 
 
The second area concerns work assessing and supporting people who are under consideration as, or 
become, service providers for the CASSR. One example is foster carers in adult fostering, and there 
may be others. Please describe the types of service and give numbers wherever possible, 
distinguishing between total activity in the area and activity during the current period.  The exception 
here is carers, who should be returned in C1 and C2.  
 
Equipment / adaptations: (As in ‘Components of service’).  
The provision or commissioning of equipment and adaptations does not conform to the recording 
pattern of other service components. 
 
A small item of equipment provided at or near the point of contact, following initial screening but no 
further assessment, for a new client should be categorised as a basic service and entered in R2 and 
R3. In all other instances where equipment or adaptations may be provided as the result of an 
assessment, there should be an entry on return R3 and subsequently the A forms. 
 
Any items of equipment which are issued at or near the point of contact as a basic service and are 
recorded in form R2 should be excluded from the waiting times form A7.  
 
There is an element of judgement as to what constitutes a ‘small item’, and it is not possible to be 
prescriptive. A ferrule, walking stick or bath rail (including fitting) would normally be seen as a basic 
service, unless provided as part of a wider care package.  Any equipment given in the context of a 
wider package, or where there are ongoing needs for supervision or maintenance, should be 
recorded as a service (as in ‘Components of service’).  
 
Major items of equipment, identified by the Single Assessment Process, should be included in all 
collection periods that the client is still in receipt of the item of equipment. The Single Assessment 
Process states that CASSRs have an obligation to review “Major items of equipment” on an annual 
basis and therefore clients in receipt of major items need to be included in the review population (i.e. 
the P1 service population) for each period they receive equipment. This only applies to major items 
of equipment. 
 
The waiting time for major adaptations is measured as the time from completed assessment to the 
date that the request for a major adaptation is referred to a housing department or housing 
association, or an application is submitted for a Disabled Facilities Grant (DFG). In some cases there 
may need to be a social services “top up” but reaching final agreement on the amount involved is 
excluded from the waiting time. 
 
Items of equipment or adaptations that incur an ongoing financial commitment are defined as those 
‘requiring training (which is not yet completed) or ongoing regular contractual maintenance’, e.g. stair 
lifts or hoists, if these are maintained by the CASSR or where the CASSR funds the maintenance. 
This does not include instances where the client takes over responsibility for maintenance after 
installation. It also does not include the responsibility of replacing one-off items if they break; these 
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should be counted as one-off items of equipment rather than equipment with an ongoing 
commitment. 
 
Items of equipment/adaptations that incur an ongoing financial commitment (e.g. for maintenance or 
training) should be included for as long as the financial commitment is in force. 
 
For all other items of equipment/ adaptations provided as part of a care package, once the item has 
been provided (plus fitting and training in use, etc), it ceases to be ‘on the books’ so is only counted 
in the first year it was issued. As such it would not be included in subsequent collection periods 
unless there was an ongoing financial commitment such as training or maintenance. 
 
For proforma P2s the only equipment and adaptations that are included are: 
 

• Those provided on 31st March or the nearest day that any equipment is delivered; 
• Equipment which has an ongoing financial commitment and thus remains ‘on the books’; 
• ‘Major items of equipment’. These are items that the CASSR has an obligation to review on 

an annual basis and involve the CASSR in an ongoing financial commitment to maintain or 
service the equipment. Such equipment might include stair lifts and orthopaedic beds or 
chairs. 

 
NB. This definition relates to equipment being provided on one day. 
 
Prescriptions for equipment (i.e. where a client has received a prescription from the CASSR for an 
item of equipment under the Transforming Community Equipment and Wheelchair Services 
programme [TCEWS] should be treated in the same way as equipment.  
 
Ethnicity:  The ethnic categorisation for RAP returns is a modified version of that used in the 2001 
Census.  This is a three tier structure, with five top level categories, each with a second tier of sub-
categories.  A list of categories is printed on the return protocol for A6.  
 
The ethnic categorisation is the revised version agreed by SIGASC on 13th March 2008. The 
changes from the previous categorisation are in the subcategories of the ‘White’ and ‘Other Ethnic 
Groups’ categories.  
 
‘Refused’ and ‘Information not yet obtained’ in the ‘Other Ethnic Groups’ category replace the former 
category of ‘Not stated’. It is suggested that CASSRs record only those clients for whom record exists 
of a refusal to state under ‘Refused’. Those for whom no data is held should recorded in the 
‘Information not yet obtained category’.  
 
• Additional definitions for White category: 
 

Traveller of Irish Heritage  
This category includes people who identify themselves as Travellers AND of being Irish heritage. 
People who identify themselves as meeting the criteria for this category be categorised in 
‘Traveller of Irish Heritage’ and should not be included in ‘Gypsy / Roma’.  

 
Gypsy / Roma  
This category includes people who identify themselves as Gypsies and or Romanies, and 
Travellers, and or Traditional Travellers, and or Romanichals, and or Romanichal Gypsies and or 
Welsh Gypsies / Kaale, and or Scottish Travellers / Gypsies, and or Roma. It includes all people 
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of a Gypsy ethnic background or Roma ethnic background, irrespective of whether they are 
nomadic, semi nomadic or living in static accommodation.  
It should not include Fairground people (Showmen/women); people travelling with circuses; or 
Bargees unless, of course, their ethnic status is that which is mentioned above.  
 

Extended age group:  ‘Extended age group’ is defined as ‘18 - 64’, ‘65 - 74’ and ‘75 and over’; 
age is calculated as detailed in glossary entry Age group. 
 
Fairer charging:   These assessments and reviews can only be included in RAP if they are part of 
an assessment or review process for a client whose need and eligibility for services is being 
assessed or reviewed under section 47 of the NHS and Community Care Act 1990. If this is the case, 
the assessment or review should not be counted separately as it is the whole process that is being 
captured on RAP. (see ‘multi-disciplinary assessments’ and ‘Single Assessment Process’) 
 
If the process only involves an assessment or review of whether the charge for services to the client 
is fair it is not be eligible for inclusion in RAP. 
 
First contact - clarification of date:  
• General 

First contact is the date when contact is first received from, or on behalf of, an individual in 
relation to a potential requirement for assessment. The contact may be by way of personal call, 
phone call, letter or other form. It may be direct or through an intermediary (such as a 
neighbour, relative or GP). The date of first contact is not necessarily the same as the date of 
screening, though in many CASSRs screening will take place on the same day as contact. 

• Self-assessments 
First contact is the date that a completed self-assessment form is received by the CASSR, 
having been returned by the client. 

• Hospital in-patients 
First contact is the date when it is confirmed by an NHS hospital to a social services department 
by means of a ‘section 5 notice’ that the patient is medically fit and ready for discharge. The 
contact may be by way of phone call, letter or other form. If a CASSR is informed that a 
patient’s intended release is delayed for medical reasons, the time of the first contact should be 
reset to when the CASSR is re-notified by the hospital via a section 5 notice. If an assessment 
has already been carried out before the release date changed and no further assessment is 
required, the first contact must be the new date of discharge. If the assessment has been 
completed before receipt of the section 5 notice, record the assessment in the shortest time 
band on A7 (i.e. less than or equal to 2 days). 

• Offenders on release from prison 
First contact is the date that the individual is released from prison. If the assessment has been 
completed before the individual is released, record the assessment in the shortest time band on 
A7 (i.e. less than or equal to 2 days). 

• Transitional assessments 
First contact is the date of the client’s 18th birthday. If the assessment has been completed 
before the client turns 18, record the assessment in the shortest time band on A7 (i.e. less than 
or equal to 2 days). 

• Out of area referrals 
First contact is the date that the individual moves into the area served by the CASSR (the point 
at which the responsibility for the individual’s assessment changes from one authority to the 
other). 

NB: for calculating waiting times ‘first contact’ = day 1, and 3 months = 91 days 
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• Examples of first contact recording. 
 

Referral from hospital or GP 
 

i) A&E refer an 80 year old man who lives on his own. A&E notify he wants to go home but 
needs an assessment to identify services to provide support. The contact worker arranges for 
a social worker to carry out a SAP assessment. 
- First contact with CASSR is the date A&E contact social services 

 
ii) A 68 year old man suffered a serious injury and is shortly ready to leave hospital. The hospital 

refers the client to the social services department under the Single Assessment Process via a 
section 5 notice. The social service social worker visits the man in hospital to discuss any 
needs for rehabilitation and support he requires at home. 
- First contact with CASSR is when the social services department receive the section 5 
notice issued by the hospital 

 
iii) A 40 year old lady with learning disabilities lives with her mother who cares for her and had 

not previously been receiving social services. However, when her mother falls ill the family 
GP sends a referral letter to social services for the daughter as the mother needs assistance 
caring for her daughter. The social worker then visits the daughter at home to start assessing 
her needs to help her stay at home. 
- First contact with CASSR is when social services receive the referral letter from the GP 

 
iv) During a routine appointment an elderly patient mentions to her GP that she has recently 

noticed deterioration in her level of hearing. Her situation is not urgent, but she is concerned 
as she lives alone and often finds it difficult to hear the telephone and callers to the door. The 
GP writes a referral letter that is picked up by a member of CASSR staff as part of a once 
weekly collection at the surgery. A member of social services then visits the client at home to 
discuss her needs. 
- First contact with CASSR is when social services pick up the referral from the GP surgery 

 
Referral from family 
 

i) A daughter writes to social services as her mother is becoming confused. A social worker 
contacts the mother to start assessing her needs. 
- First contact with CASSR is the date social services receive the daughter’s letter  

 
ii) The son of a 65 year old gentleman is worried as, since retiring, his father has become limited 

physically and appears to be finding it increasingly difficult to cope with everyday tasks at 
home. He refers his father to social services who then write to the man asking him to get in 
touch so that a date for an assessment can be arranged. The father feels that he does not 
need any help as his wife is able to provide all necessary care. He therefore refuses an 
assessment.  
- First contact with CASSR is when the son refers his father to social services  
Since the father refuses help there is no contact and an assessment is not carried out so this 
case would not appear in any of the RAP assessment forms. 

 
iii) If the man had responded to the letter that social services had written to him by ringing the 

social services department and arranging an appointment to see a social worker then 
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- First contact with CASSR would be when the son refers his father to social services  
 

iv) The husband of a 33 year old lady who recently lost her sight in an industrial accident calls a 
CASSR corporate customer service centre for advice on registration and possible eligibility for 
services. The wife’s details are taken by the service centre staff and then passed on to social 
services. An appropriate member of staff then telephones the client to arrange a suitable time 
to discuss her needs. 
- First contact with CASSR is when details taken by the CASSR call centre  

 
Self referral 

 
i) A frail 72 year old man has recently started living on his own following the death of his wife. 

He feels unable to cope with getting to the shops to buy food and cook for himself. He 
decides to call social services who start to carry out a contact assessment over the telephone 
to identify the urgency of the client’s needs. 
- First contact with CASSR is when social services receive the telephone call from the client 

 
ii) A 45 year old man with moderate needs feels he requires support services to maintain his 

independence at home. To establish whether he qualifies for support he completes and 
submits an on line self-assessment form via his CASSR website. The form is sent to the local 
services team who decide on the basis of the information provided that he would also benefit 
from a full assessment. A member of the local social services team then contacts the man to 
arrange a visit and discuss his needs in depth. 
- First contact with CASSR is when social services receive the form from the client 

 
Fully funded client:  A fully funded client is one who pays the full direct cost of his or her services 
and for their management. These clients should be excluded from RAP.  
 
Further assessment of need or commissioning of ongoing service:  See ‘Assessment’.  
The word ‘further’ is used to clarify the difference between screening or filtering that might take place 
‘at or near the point of contact’ (see entry above), and later assessment activity. ‘Commissioning of 
ongoing service’ refers to a decision to set up a package of care, or put in interim/ emergency 
services, on the basis of the screening already undertaken. This has to be kept distinct from basic 
services (see ‘Basic services’); the key is that a package of care has the intention of an ongoing 
resource commitment. Whereas a basic service is a ‘one-off’ with an initial but no further resource 
commitment (see glossary definitions ‘interim/ emergency services’ and ‘Equipment & adaptations’). 
 
Gender: Gender is used in RAP to mean “sex” or “acquired sex” rather than “gender identity”.  
 
The Gender Recognition Act (GRA) 2004 enables trans-people to apply for ‘gender recognition’ and 
those born in the UK can obtain a new birth certificate. Gender recognition means that trans people 
must be treated as of their new gender (sex) for all legal purposes, including health and social care. 
(taken from “Trans people’s health”, a DH briefing document available from: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_0
78347 ). It is recommended that trans-individuals be recorded as their acquired sex for RAP 
purposes. 
 
Health funding: Only services provided or commissioned by social services (or the health partner 
under section 75 arrangements) should be included in RAP. If health are paying for the provision of 
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social care services for a client (outside of a s.75 agreement) and there is no resource cost to the 
CASSR then these clients should not be included on the P, H or SD returns. 
 
Information and / or advice:  Information and / or advice for RAP purposes is something given 
during or as a sequel to an initial screening as is appropriate for the individual. While typically 
information and advice will be given by reception staff or a duty social worker, in some instances the 
individual may be passed to someone else for more specialised input, such as help with welfare 
benefits matters.   
 
Interim / emergency services:  These are services provided in response to the urgent or severe 
nature of a client’s needs.  Generally they will be provided either while further assessment is being 
carried out and prior to the preparation of a care plan; or while a care plan is in existence, but the 
client is waiting for a planned service to become available (e.g. community services provided while a 
client is waiting for a place in a residential setting).  
 
Jointly assessed clients:  See ‘Out of area and jointly assessed clients’. 
 
Known or anticipated sequel to assessment:  (See also ‘Sequel to assessment’)  At the time 
the assessment process is completed some sequels may be firmly known, in the sense that some 
elements of a care plan may already be in place or resources allocated, or a decision has been taken 
not to offer services. In other circumstances there will be an intention to move in a particular direction 
as a result of the assessment, but no action may have been taken, and no assurance can be given 
that the eventual outcome will be in line with intention. The aim is to make a return based on both 
known and intended sequels, even though the actual outcome of the assessment may eventually 
differ from the intended one.  
 
Last day of the period:  The last day of the period designated to be covered by the RAP returns. 
Under present arrangements this is the 31st March each year, keeping the period in line with the 
financial year. The last day of the period is used for snapshot returns, and is also the date on which 
client and carer age is calculated.  
 
Meals: (As in ‘Components of service’):  Includes “meals on wheels” or community meals services 
delivered to the client as part of a care plan. Exclude luncheon clubs and meals that are received as 
part of a day care service. 
 
Mental Capacity Act Deprivation of Liberty Safeguards (MCA DOLS) assessments: 
MCA DOLS assessments should not be included in RAP as they do not in themselves take a holistic 
approach to assessing the social care needs of the individual(s) concerned, and are not completed 
under the authority of the NHS and Community Care Act 1990. A full assessment of need under the 
Community Care Act may be completed in addition to an MCA DOLS assessment, in some 
authorities it is standard practice to conduct a full and holistic assessment alongside an MCA DOLS 
assessment, such further assessments and resultant services should be included in the RAP return. 
 
Mental health assessments: Mental health assessments should be included in RAP. If you have 
joint health and social services teams (operating a partnership under section 75 arrangements) then 
assessments completed by social workers or health staff should be included, providing they include a 
social care element and the outcome could be either health or social care services. If the outcome of 
the assessment is the provision of health services then the sequel to assessment would be "no (new) 
services offered or intended to be provided". If the assessment is purely for health services then 
it should be excluded from RAP (see also ‘Out of area and jointly assessed clients’). 
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Multi-disciplinary assessments: Multi-disciplinary assessments involve activity by several 
different teams. The individual work of these teams should not be recorded separately. Instead, the 
whole assessment process should be recorded as a single assessment event. This also applies to 
assessments under the Single Assessment Process (see the glossary definition ‘Single Assessment 
Process (SAP)’). 
 
New clients:  A new client is someone who is not ‘on the books’ of the CASSR at the time of 
contact.  Individuals who have previously received services but that have ceased before the time of 
contact (i.e. the client is “off the books” when the contact is made) should be included (see glossary 
entry for ‘On the books’). 
 
New service(s):  The term ‘new service(s)’ is used to distinguish between those services a client 
may already be receiving (usually as a result of a previous assessment), and those which are new in 
the sense that they arise as a result of the latest review. For the purposes of the return, a new 
service may be a new type of provision or an extension to an existing type. If a client has an increase 
in some services and the removal/ reduction of others, that is, a changed pattern of services, then 
categorise this situation as “new services”.  
 
Older people classification: There is not a primary client type for older people. Clients who may 
have previously been classified as ‘elderly’ or ‘older people’ should be reassigned to one of the 
primary client types. Information regarding older people is picked up via the age breakdown details. 
 
‘On the books’:  A client is deemed to be ‘on the books’ for services if they are actually receiving 
services, or there is a current allocation of services at the time under consideration (i.e. either during 
the period or as at 31st March).  A person who previously received services, but which has now 
ceased, is not deemed to be ‘on the books’.  If that person comes forward again for an assessment 
and services then in RAP terms he / she should be categorised as a ‘new client’ (see glossary entry 
‘new clients’).  
 
Recording of clients who have previously been assessed but not gone on to receive Social Care 
services 
A number of clients are currently being misrecorded in the A tables. These relate to clients who have 
undergone an assessment but not subsequently received any social care services (e.g. they have 
declined services or have only received health funded services). In such cases, clients should be 
recorded as new clients and would need to be counted in the A6, A7 and A11 tables, but not in the 
review table (A1).  

 
It is understood that some CASSRs retain a record of clients, who are not receiving services, with a 
view to making a future assessment of need. This often happens with clients who have declined 
services or who have a progressive condition. Some CASSRs refer to these clients as 'open' to them, 
because a social worker intends to see the person again.  However, the process of care 
management is not counted as a service and such clients should not be regarded as being 'on the 
books' in RAP terms but should be classed as new clients in RAP when a fresh assessment is made.   

 
Example:  A person is first assessed by a council in April 2011 and declines services, so no 
services are put in place. The social worker believes their condition (say dementia) will 
worsen over the coming months and schedules another assessment of need in October 2011. 
The October 2011 assessment would be classed as a new client assessment in RAP, rather 
than as a review in A1. If no services were forthcoming from the October assessment (or at 
any point until March 2012) then the client would appear once each in the A6, A7 and A11 
tables, but not in A1 or P1. 

 
Receipt of a basic service (as covered in R2), does not constitute being ‘on the books’.  
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OT Assessments:  Assessments completed by Occupational Therapists (OT) and Occupational 
Therapy Assistants (OTA) and paid for by social services should be included in RAP. If the OT/OTA 
contributes to a multi-disciplinary team assessment, then the OT assessment would be one 
assessment event within the whole assessment of the client’s needs. In the Single Assessment 
Process OT assessments are captured under ‘Specialist’ assessment. If the OT assessment is the 
only assessment then it should still be recorded on RAP.  
 
Any items of equipment which are issued at or near the point of contact as a basic service and are 
recorded in form R2 (and R3) should be excluded from the waiting times forms.  
 
Where social services refer the OT assessment to an outside agency, if social services have funded 
the assessment then it should be included in RAP; however, if the assessment bear no resource cost 
implications to the CASSR for social care components (See Glossary resource cost implications) 
then it is excluded from RAP. 
 
Out of area and jointly assessed clients:  In order to ensure that everyone takes the same 
route, the rule is to count what your CASSR pays for.  If you assess clients from another area, at your 
expense, then count them in your figures.  If the other area pays you to do the assessments then that 
area counts them in their return and you do not.  Similarly, you may count clients from your patch that 
have been assessed by another CASSR only if you pay for the assessment.  The same principle 
applies to services. 
 
If the CASSR is operating a partnership arrangement under section 75 of the NHS Act 2006 they 
should include assessments carried out and social services provided by the health partner in RAP.  
Legally, joint teams can only operate (in terms of assessing needs for social services) within section 
75 where they have delegated authority from social services to do so. Where this is the case ALL the 
social care related assessments carried out by the team should be counted for RAP purposes 
whether made by a social services member of staff or not. 
 
We expect all the social services that are provided by joint teams operating under section 75 to be 
included in RAP, including those provided by health service staff.  The local authority can choose to 
provide both the assessment itself and the provision of services following the assessment through 
mixed teams under Section 75 integrated provision arrangements. The local authority could choose 
to delegate the commissioning of such services to an NHS organisation if it wanted to, again under 
Section 75.  The key point is that the statutory responsibility for those services remains with the local 
authority, so, however it chooses to organise these responsibilities in partnership, they should still be 
covered on the RAP return.  These services should be specified in the client's care plan, and the 
client's package of care should be managed by the social services department.  
 
Package of care (care package):  A service or set of services agreed as part of the care plan 
arising from the first assessment or subsequent reviews. These services can be residential and / or 
community-based.  
 
Period:  The period to be covered by most of the returns is from 1st April to 31st March. Forms P2s 
and H1 capture information as at 31st March.  
 
Personal and / or domestic care:  Synonyms for home care, as in ‘Components of service’.  
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Physical disability:  (As in ‘Primary client type’).  Includes physically frail people and those with 
illness or incapacity. The following subsets of this primary client type are also identified: 
 

• Physical disability, frailty and/or temporary illness. 
• Hearing impairment. 
• Visual impairment. 
• Dual sensory loss. 

 
(See definitions for Hearing impairment and Visual impairment for further clarification).  
 
Primary client type (group):  People should be allocated to their primary client group wherever 
possible.  This should be a professional decision based on the client’s circumstances, not solely an 
administrative categorisation for the purposes of allocation to a particular specialist team. In some 
CASSRs each client has an overarching client classification, but may receive a different classification 
for a specific assessment, in these circumstances use the overarching client type for the return. 
 
A client may appear in only one primary client type, so there should be no double counting.  
However, it is possible for a client to appear in none or more than one subset of a primary client type, 
and hence the total of entries in subsets is not expected to equate to the total of clients in each 
primary client type. The restriction to this is that a client can only be double counted within subsets of 
a single primary client type. Clients should appear in the same primary client type throughout all the 
RAP returns i.e. a client may not be reported under one primary client type in the A tables and under 
another primary client type in the P tables. 
 
The categories of ‘primary client type’ are - 

• Physical disability: (for more details see above definition). 
• Mental health: includes mentally ill or confused people, and those with dementia.  Dementia is 

requested as a subset. 
• Learning disability. 
• Substance misuse: includes those with drug and / or alcohol related problems. 
• Other vulnerable people: a general heading to include those whose situation cannot be 

appropriately fitted in any of the preceding groups. Asylum seekers/refugees and welfare 
benefits clients should be included here.  

 
Professional support:  (As in ‘Components of service’). This distinguishes between the process of 
care management, which should not be returned as professional support, and other professional 
activity by the care manager, social worker or other professional staff, which is the intended activity 
for return.  Typically this occurs when the care manager goes on working with the client after the care 
management process has been completed, or another professional is involved as part of the care 
package to provide therapy / support / professional input. In some CASSRs there are procedures for 
identifying the use of professional support (i.e. it is listed in the care plan as a service, or social 
worker involvement continues after all care management work has been completed).  In other 
CASSRs the matter is less clear, and new data may need to be gathered.  Except in a few instances 
CASSRs have told DH that professional input / support is often carried out, unrecorded, or not 
distinguished from care management.  The purpose of including professional support as a 
‘Component of service’ is to enable the activities of professional/ clinical staff, such as social workers, 
Occupational Therapists, CPNs, qualified counsellors etc. to be identified. 
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For a client to be considered as having professional support, the service must be included as part of 
their care plan. This does not include the process of care management (i.e. assessing or reviewing 
care needs, even if the case is “open” or “active” on 31st March), but typically occurs when the care 
manager goes on working with the client after the care management process has been completed 
(as part of the care plan/package), or another professional is involved to provide active, ongoing 
support which may take the form of therapy, support or professional input, e.g. counselling. For 
professional support to be regarded as received the requisite input must be provided by or on the 
date recorded. 
 
Active Professional Support could be for example a support professional telephoning a client on a 
weekly basis to ask how things are and discuss any issues the client might have. In contrast to the 
client having a phone number that they could call if they felt there was anything they would like to 
discuss - this would be more “passive” support. 
 
• What counts as Professional Support? 

 
DEFINITION - Professional Support is support provided by the Care Manager over and above the 
work going into completing an assessment or review or setting up a care package. To count as 
professional support within the P returns in RAP the activity should be of a substantial nature and 
ongoing. Minimal interventions should be excluded.  
 
 

Examples of what counts for professional support include: 
 

i) A person with Learning Disability (or Mental Illness) has a weekly support meeting with 
their care manager – this is professional support.  

ii) Planned rehabilitation and/or training provided by Sensory Support or the OT Services for 
service users involving a series of meetings/visits to someone’s house - this is 
professional support.   

iii) Support for people with long term conditions may be professional support. e.g. supporting 
someone to engage in the expert patient programme.  

iv) OTs may provide ongoing support for people with deteriorating conditions - this is 
professional support. 

v) Sustained input to help a person resolve complex financial or welfare benefits problems 
can be counted as professional support – provided the support is paid for by adult care. 

 
• What does not count as Professional Support? 

 
Examples of what is not ‘Professional Support’: 

 
i) It is not acceptable to count all open cases on an information system as professional 

support. The fact that someone is an open case may mean no more than the fact that the 
case has not been closed. There needs to be active engagement with the service user for 
the person to be deemed to be receiving professional support.  

ii) All support which is not paid for by adult care should not be counted as Professional 
Support unless it is support provided by health staff in a joint team. For example, do not 
count neighbourhood community support staff paid for by housing or supporting people.  

iii) Time spent setting up a review does not count as professional support. 
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iv) Minimal activity should not be recorded as professional support, for example, a one off 
phone call or a short piece of advice 

 
Provided or commissioned by the CASSR:  Assessed clients receiving services, whether 
through direct CASSR provision, purchased from the independent sector, or supported by CASSR 
staff in another setting.  
 
Only services provided or commissioned by social services (or the health partner under section 75 
arrangements) should be included in RAP. If a service is paid for by the housing department, for 
example access to a warden in sheltered housing accommodation, then it should be excluded from 
RAP. Services funded by the Supporting People initiative can only be included in RAP if the clients 
receiving these services have received a Community Care Act assessment and the relevant 
expenditure from the Supporting People grant is being classed as social services expenditure rather 
than housing expenditure. The services being provided must be part of a package of care that is 
managed and is subject to review by social services (or the health partner). 
 
For services provided via grants and grant-aided organisations, information should only be recorded 
on the P proformas in respect of the users of such services where the users (clients) have had a 
Community Care Act assessment carried out by the CASSR (or legally delegated NHS partner) and 
where that service forms part of their care plan, e.g. day centres.  
 
Reablement: 
There is currently no nationally agreed definition for what constitutes reablement and the RAP does 
not seek to present one here. However we are aware that many CASSRs are now providing a range 
of short term interventions / services and sometimes refer to these locally as 
reablement/rehabilitation. Where such services are provided by the CASSR and the provision of the 
services are not part of a care plan following a Community Care Assessment then these instances 
should be recorded in tables R2 and R3 only and should NOT be recorded elsewhere within the RAP 
proformas 
 
Receipt of all services: 
For RAP purposes, only include those clients actually in receipt of ALL services by the end of the 
financial year 2011-12. 
 
These are all the directly provided, commissioned or purchased Social Care services which are in the 
client’s care plan. In this context Social Care services will include any service which is paid for or 
recharged to Social Services budgets within CASSRs. It will also include social services provided as 
a result of an assessment made by a joint team operating under section 75 whether or not this team 
is funded directly by Social Services (e.g. via a pooled budget). 
 
There are some rare circumstances where some of the services defined in a care plan are contingent 
on the delivery of other services. Therefore it is not sensible, and indeed would be detrimental to the 
client, for them to be delivered within 4 weeks of the assessment. On these rare occasions, the 
arrangements for these services to be delivered should be put in place within the 4 week period, i.e. 
patient need is the only reason why services are provided outside the four week period. 
 
An example of a rare circumstance is where a care plan specifies that a client needs rehabilitation 
services for 5 weeks but then requires home care after coming out of rehabilitation. In this case the 
client's needs mean that the home care services should not be delivered within 4 weeks of the 
assessment. Instead both the rehabilitation must start and the arrangements for home care be put in 
place within 4 weeks of the completed assessment. 
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In the case of equipment and adaptations, services are not complete until the equipment is received 
(and where necessary, satisfactorily installed). This includes all equipment and minor adaptations. 
 
There may be other exceptional circumstance beyond the control of CASSRs which mean that all 
services cannot be provided within 4 weeks of the assessment. 
 
If a new client is assessed at time A and has a care plan that specifies the need for 3 different 
services, and then later when only 2 of the 3 services in the original care plan have been provided 
the client’s circumstances change and a new assessment at time B reveals that the third service is 
no longer needed, the time at which it becomes clear that all the services required in the original care 
plan have been delivered is at time B (when the second assessment concludes that the third service 
is no longer required). Therefore, the time from assessment to the provision of all services is the time 
from time A to time B. 
 
• Guidance on specific services 
 
Several types of services are listed below with guidance on how to measure when these services are 
received. 
 

Respite Care 
Overnight respite care is defined as following an assessment or review where the carer’s needs 
have been taken into account, planned overnight break(s) are arranged for the client either at 
home or in an alternative setting to allow a break primarily for the carer. As such this should NOT 
be included in any of the P returns. 

 
Examples: 

 
i) Every 5 weeks the carer has a long weekend away from home with another family 

member to ease the pressure of the caring role. Following a carer’s assessment it is 
agreed to provide overnight respite care; 
a) In a local residential home that have a number of respite care beds 
b) In the client’s own home by an agency 

 
In both cases the overnight respite care is provided as a service for the carer to allow the 
carer to have a break. As such this should be recorded in C2, not in any of the P returns. 
 
ii) The carer is admitted to hospital so the client goes into a residential care setting for a 

week. There has been an assessment of the client. 
 

In this scenario the service is short term residential care as it is for the benefit of the client. 
Even if this break is planned due to knowing the date of an operation, it is not respite care 
because the carer is not benefiting from the break - it is brought about by force of 
circumstance. In this instance this should be recorded in the P returns. 

 
iii) Following an assessment a client has been taken to a place of safety under adult 

protection procedures where emergency accommodation is provided because abuse has 
been established or suspected. 
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In this case the service is provided as a short term residential care as it serves the need of 
the client. In this instance this should be recorded in the P returns. 
 

 
Self Directed Support  
The timeliness of social care packages following assessment is the time taken, in calendar days, 
between completion of assessment (day 1) and receipt of all services: 
 
For clients who are not receiving services through a personal budget (i.e. they have been through 
the ‘traditional’ assessment process, and are receiving a direct payment), the guidance for direct 
payments should be followed. A direct payment is considered to be in place once the amount of 
the direct payment has been agreed with the clients and the relevant processes for setting up the 
direct payment have been completed. Note that the client should be in receipt of ALL social care 
services stated in a care plan before being included. 
 
Where a client is taking their entire personal budget as a direct payment (i.e. their only service is 
a direct payment as part of a personal budget) they are considered to be in receipt of all services 
once the amount of the direct payment has been agreed with the client and the relevant 
processes for setting up the direct payment have been completed. 
 
Where individuals are not receiving a direct payment as part of their personal budget, but are 
instead receiving services arranged and/or paid for by the CASSR only, an individual is 
considered to be in receipt of all services at the point at which all the planned services have 
started. If an actual service start date is not known for any of the individual services within the 
personal budget (e.g. because services are managed through an individual service fund, etc.), 
the service can be considered to have started once all process that need to be completed by the 
CASSR (e.g. putting payment arrangements in place) have been completed, and any delays to 
the service start date are not within the control of the CASSR. 
 
Where individuals are receiving both a direct payment and services arranged and/or paid for by 
the CASSR as part of a personal budget, they are considered to be in receipt of all services once 
both the direct payment and all of the CASSR arranged services are in place, according to the 
guidance above.  
 
Other services that are booked in advance  
For example, pre-hospital admission arrangements for home care.  
 
Services that are not actually required by the client within 4 weeks of completed assessment are 
counted as being received as long as arrangements for those services have been put in place 
within 4 weeks. 
 
However, if the client is in need of a service, but because a start date(s) for service(s) have not 
been specified in the care plan it is not possible to put arrangements in place, then the client 
would be considered to have received all their services once a date for the service had been 
given and the arrangements had been put in place, even if this is several months after receiving 
all other services. 
 

Example: The client completes their assessment on 1st May. Their care plan includes meals, 
equipment and day care with no date specified. The meals are first received on 7th May and 
equipment is first received on 10th May. The client then asks for day care on 20th June to start 
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at the end of July. The arrangements for day care are put in place by 25th June. The waiting 
time between the completed assessment and receipt of all services is measured as the length 
of time between 1st May and 25th June. 

 
Services that may be modified in light of experience  
In this situation the waiting time is measured from time of completed assessment to receipt of all 
services in the initial care plan. 

 
Example: It is decided initially that a client should receive 4 hours of home care a week and 
attend a day centre 3 times a week. It is agreed to review this arrangement in 5 weeks time. 
The home care and day care is started one week after the assessment. The waiting time is 
measured as the time between the completed assessment to when both the home care and 
day care are first received, namely one week. 
Any future services included in the care plan, for example at the 5 week review, should still be 
put in place as soon as possible as these services are following a review. 

 
Needs assessed during a residential placement  
If the service specified in the initial care plan is to go into residential care for further assessment, 
then count the date on which the client moved into residential care as the date when all services 
were received.  

 
Receiving services before the assessment is completed: Where the client has received all 
their services (or the arrangements were put in place for specific services) before the assessment 
has been completed, the time between completed assessment and receipt of all services should be 
recorded in the lowest time band, i.e. less than or equal to 2 weeks. 
 
Referral: Processes vary between CASSRs, but a referral is commonly at the point at which it is 
decided that a ‘contact’ should be passed on for further assessment. In many CASSRs this is also 
the point at which the person becomes a ‘client’ and / or is ‘allocated’, in the sense of becoming part 
of the caseload of a team or individual.  It can also represent the point at which responsibility is 
passed from reception or customer services staff  who have carried out an initial screening / filtering, 
to care managers or those designated as responsible for carrying out assessments (social workers, 
OT’s). 
 
Referral category:  The referral category is a composite of the source of referral, as used in return 
R3, which seeks to differentiate between primary and secondary health and non-health sources.  The 
categories of referral are: 
 

• Primary health / Community health (GP, community-based profession allied to medicine, etc.) 
• Secondary health (Accident and Emergency, hospital OT, ward, hospice, etc.) 
• All other referral sources. 

 
Registration:  Registrations, as determined in legislation, of persons with disability.  
 
Rehabilitation services:  Rehabilitation services are generally classified as temporary residential 
places and as such should be recorded under short term residential care within community-based 
services on the P returns. However if the rehabilitation placement has exceeded 6 months then it 
should be included under residential care services on P1, rather than community-based services and 
should not be recorded on P2f/P2s. 

108 Copyright © 2012, Health and Social Care Information Centre. All Rights Reserved. 
  
 



 

  
Resource Cost Implications: 
Previously the term social service department funding has been used within RAP guidance 
documentation. However we are aware that the terminology of a distinctly titled social service 
department within some CASSRS is no longer applicable due to internal department mergers and 
subsequent renaming of these departments.  This has led to some relevant data concerning clients 
and services not being included in returns.  Therefore we now state that it is those clients whose 
services bear resource implications to the CASSR for the social care component of the services they 
receive which should be recorded where applicable within the RAP return.  
 
Respite care: 
Overnight respite care is defined as following an assessment or review where the carer’s needs have 
been taken into account, planned overnight break(s) are arranged for the client either at home or in 
an alternative setting to allow a break primarily for the carer; as such this should NOT be included in 
any of the P returns. This should be recorded in C2 as “Services including breaks for the carer and/or 
other carers’ specific services”. 
 
Review: A “review” is an examination of the client’s needs for an existing client and must include a 
(formal) reassessment, irrespective of whether it was a scheduled or unscheduled review. 
 
A review is an examination of an existing client’s needs and services (the care plan where it exists) 
undertaken at regular intervals at or by a predetermined date. A review, to be valid for these returns, 
must have been carried out or commissioned by the CASSR. A review by an independent sector 
organisation, unless commissioned by the CASSR, is not valid for inclusion. 
 
A further defining characteristic of a review is that it is about both the presenting needs and service 
provision of the individual. That is, a review is not just about services or about a general service 
provision of which the client is one recipient. A review can take many forms, including face-to-face, 
by post, or by telephone. Reviews should: 
 

• Establish how far the support and treatment have achieved the outcomes, set out in the care 
plan. 

• Re-assess the needs and issues of individual service users. 
• Help determine users continued eligibility for support and treatment.  
• Confirm or amend the current care plan, or lead to closure. 
• Comment on how individuals are managing direct payments, where appropriate.  

 
For further information see the Fair Access to Care Services (FACS) guidance which is available at 
http://www.dh.gov.uk/assetRoot/04/01/96/41/04019641.pdf 
 
A judgement has to be made about the difference between a review and what is often called a 
‘tweak’ to an existing care plan. Minor variations in the care package are permissible in many 
CASSRs, without the necessity of a review, and these should be excluded as a review in RAP. 
 
Section 256 client: A social services client whose services are funded by a Health Authority 
through Section 256 of the NHS Act 2006 (formerly Section 28a of the NHS Act 1977 as amended by 
Section 29 of the NHS Act 1999). These clients should be excluded from RAP.  
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Safeguarding of Vulnerable Adults referrals: Safeguarding referrals and assessments should 
not, per se, be included in RAP as they do not necessarily take a holistic approach to assessing the 
social care needs of the individual(s) concerned. Many local authorities though, in parallel, in an 
integrated manner or subsequent to each safeguarding assessment, routinely conduct a full and 
holistic assessment (or review) of needs when conducting a safeguarding assessment, such further 
assessments should be included in RAP. Services resultant from such a further assessment should 
also be included in the RAP return. 
 
Screening:  This is the initial phase with a contact, when basic ‘card index’ type data is gathered 
(name, address, etc.) along with a sufficient indication as to the purpose of the contact. This enables 
staff to determine whether information / advice only or a one off basic service is appropriate, or 
whether further investigation and assessment are warranted. It is also the stage at which callers who 
have come inappropriately to the CASSR will be filtered out and / or redirected. 
 
Processes vary between CASSRs, but commonly the end of screening is the point at which a 
‘contact’ is formally re-labelled as a ‘referral’ (i.e. in those agencies where a referral is defined as a 
person in need of further assessment) or ‘new client’. In other CASSRs there is a distinction between 
types of assessment activity according to the pace at which services are put in place.  For example, 
very simple screening assessments may be carried out for ‘fast track’ services, with a slower more 
thorough assessment process where it is considered necessary to provide a formal written care plan. 
See also ‘Referral’. 
 
Self Directed Support: Self Directed Support means that people are able to design the support or 
care arrangements that best suit their specific needs. LAC (DH) (2008) 1 Transforming social care 
states that: 
 

“In the future, all individuals eligible for publicly-funded adult social care will have a personal 
budget (other than in circumstances where people may require emergency access to 
provision); a clear, upfront allocation of funding to enable them to make informed choices 
about how best to meet their needs, including their broader health and well-being… A person 
will be able to take all or part of their personal budget as a direct payment… Councils will 
need to develop their own monitoring systems to understand how the change is experienced 
by the population.” 

 
LAC (DH) (2008) 1 Transforming social care is available for download in pdf format from the 
Department of Health website at: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/LocalAuthorityCirculars/DH_08
1934 
 

• Personal budget 
A personal budget is a notional amount of social care funding for an individual’s support some of 
which may be taken as a direct payment. 

 
• Deployment options for personal budgets 
There are several deployment options available which allow an individual to decide how to use 
their personal budget in order to tailor the delivery of their care. Put simply, the deployment 
options can be described as either: 
 

• Direct payments, or 
• Service arranged and paid for by the council (directly provided services) 
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Individuals may choose to use any combination of these two approaches. Further information 
about deployment options for personal budgets can be found in the following documents: 
 

• Personalisation and the law: Implementing Putting People First in the current legal 
framework 
http://www.dhcarenetworks.org.uk/Personalisation/Topics/Latest/Resource/?cid=6373 
 

• Making progress with Putting People First: Self-directed support 
http://www.dhcarenetworks.org.uk/Personalisation/Topics/Latest/Resource/?cid=6372 

 
• Direct payments 
RAP defines direct payments as monetary payments made by CASSRs directly to adult clients 
aged 18 and over and carers (aged 16 and over) of adults, who have been assessed as needing 
certain services, in lieu of social service provisions. 
 
The definition of a direct payment has not changed as a result of the introduction of Self Directed 
Support. In summary, a direct payment has the following key features: 

 
i) An individual (or a ‘suitable person’ acting on behalf of the individual) receives and 

manages money from the CASSR, provided in lieu of social care services 
ii) Arrangements are made by the individual to achieve their agreed outcomes 

 
Importantly, the person to whom the direct payment is made must have control over how services 
are delivered. Vouchers or similar ‘credits’ are not direct payments. 
 
For further information about direct payments, including revised guidance on the eligibility of 
certain individuals to receive such services (from 9 November 2009), please see Guidance on 
direct payments for community care, services for carers and children's services: England 2009, 
available on the DH website at: 
http://www.dh.gov.uk/en/SocialCare/Socialcarereform/Personalisation/Directpayments/DH_07652
2 
 
• Services paid for or arranged by the CASSR (directly provided) 
Any services provided through a personal budget that are not direct payments should be 
classified as services arranged or paid for by the council. These services are provided or arrange 
by the council (or partnership) organisation. The council/partnership organisation or other 
nominated organisation manages money. In summary, directly provided services share the 
following common features: 
 

• The council/partnership organisation manages the money 
• Arrangements are made on behalf of the individual and in the manner requested by them 
• The range of ‘services’ available depends on the council’s commissioning arrangements 

 
• Payments to a third party 
In scenarios where an individual chooses for their direct payment to be sent to an organisation 
that then manages an account on their behalf; this may sometime be referred to as an Individual 
Service Fund: 
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i) The organisation may simply be acting as a 'financial services provider' (FSP); that is that the 

individual chooses services for themselves, but the invoices are sent to the FSP who makes 
the payments and sends accounts to the individual. For example, some people who use part 
of a direct payment to pay for a Personal Assistant (PA) use a company to administer the 
employment of the PA (issue payslips, calculate and  pay the tax and National Insurance etc). 
This is a direct payment by the CASSR; the individual has full choice of where to spend the 
money but is using some banking/accountancy services to enable their use of a direct 
payment. 

  
ii) The councils sends money to an organisation who (for example) then provides x hours of 

home care and y meals as per a care plan. The individual may only alter the service mix 
(home care/meals/other services) in conjunction with the council. This is a nominated 
organisation managing the money and is not a direct payment for RAP purposes. The range 
of services is dependent on those available from the nominated organisation, restricting the 
choice of the individual. 

 
A payment may be a direct payment if it meets these criteria: 
 
i) "An individual (or a ‘suitable person’ acting on behalf of the individual) receives and manages 

money from the CASSR, provided in lieu of social care services". In this case, a 'suitable 
person' may be an entity (organisation) rather than a living person.  

ii) Arrangements are made by the individual to achieve their agreed outcomes. Importantly, the 
person to whom the direct payment is made must have control over how services are 
delivered. In this point 'the person to whom the direct payment is made' means the vulnerable 
adult, not the person/organisation who is paid the money by the council on behalf of the 
vulnerable adult. 

iii) lf the vulnerable adult can not change how services are delivered, for example because the 
council has given the money to an organisation that only makes available certain 
services/service providers to the vulnerable adult,  then this is not a direct payment as their 
choice is being limited.  

iv) If though the vulnerable adult chooses to buy all of their services from a single provider and 
asks the council to pay their direct payment straight to this provider, then this is a direct 
payment. The vulnerable adult has chosen (from a full choice of how and where to spend the 
money) and happens to ask the council to assist the management of the financial aspect of 
the direct payment by sending the money direct to a given provider. If the vulnerable adult 
later chooses to buy services from a different provider and asks for the direct payment to be 
sent to the new provider instead, then this to the council should only be the same as a 
vulnerable adult on a direct payment changing their bank account. The council is neutral 
because the council has no contract with the provider (for services to this vulnerable adult).  

 
Self-funded client: A client who pays entirely the direct cost (charges) of the services they receive, 
but whose care is managed (e.g. reviewed) at the expense of the CASSR. These clients should not 
be included in the P returns in RAP. 
 
Sequel to assessment:  This measure seeks to categorise those who have received an 
assessment according to a range of possible sequels. It only concerns new clients. The return should 
be made in relation to the whole package of care and not specific services. The sequels are: 
 

• Some or all (new) services intended or already started (including those started and 
finished). This refers to clients who are either already receiving (new) services, or who are on 
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the books to receive (new) services, provided or commissioned by the CASSR, following an 
assessment; or clients for whom it is anticipated or intended to offer (new) services, but the 
intention has not yet been implemented. 

• No (new) services offered or intended to be provided.  These are people for whom the 
CASSR determined that there should be no new service provision following an assessment 
(i.e. NFA by decision of the CASSR). This may be because the assessment has indicated that 
no (new) services are warranted, or because the CASSR is aware that services will be 
provided by another agency (that is, not commissioned by the CASSR).It is also possible that 
(new) services  are warranted but no resources are available to provide them. This would also 
be the relevant category for those clients who are fully funded and thus pay for their own 
service provision following assessment. 

• (New) service(s) offered but declined.  This is where the client declines the offer of 
services.  It will normally apply when the client becomes aware that a payment will have to be 
made, and at that point withdraws any request for help. 

• Other sequel to assessment. E.g. people who complete the assessment process but then 
go into hospital, pass away, or leave the area etc. before service(s) get underway. 

 
Services:  For reporting purposes there is no restriction on what qualifies as ‘services’, and the 
return should not reflect a limited definition of ‘package of care’.  ‘Services’ can be a single service or 
a number of different services and may be residential and / or community-based.  
 
Services from the CASSR:  Services from the CASSR are those directly provided, commissioned 
or funded by the CASSR. 
 
Service type:  This has 3 categories: 
 

i) Community-based service in own home (includes short term residential – not respite care, 
and rehabilitation services). 

ii) Residential Care (inclusive of LA residential care [excludes short term residential – not 
respite care]. Residential care provided by the CASSR and Independent sector residential 
care (excludes short term residential – not respite). Includes residential care provided by 
another CASSR.  

iii) Nursing care (excludes short term residential – not respite).  

 
Note that client’s living in unstaffed residential units should be categorised as receiving a community-
based service and not as residential care. They should then be recorded (in ‘Components of service’) 
according to the type of services that are provided, e.g. home care, professional support, etc. 
 
Single Assessment Process (SAP):  The Single Assessment Process refers to four types of 
Assessment - Contact, Overview, Comprehensive and Specialist. Any of these assessments can be 
included in RAP but they should follow the same recording principles as multi-disciplinary 
assessments. Therefore, if a client receives more than one of the four types of assessment referred 
to in the SAP then this should be recorded as one assessment event.  
 
At contact assessment stage, according to the Single Assessment process, basic personal 
information is collected, the nature of the presenting problem is established and the potential 
pressure of wider health and social care needs is explored. Where presenting needs are 
straightforward and people have indicated there are no other needs or issues, it would usually be 
inappropriate for professionals to regard every such contact as amounting to a contact assessment 
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as defined here. Such instances include: reversible and immediate needs, request for information 
about services, services under the Road Traffic Act 2000, and the provision of assistive equipment 
such as grab rails or bath mats. The provision of these services should not be recorded on A1 as an 
assessment but instead should be recorded on R2 as a new client whose needs were dealt with at or 
near the point of contact. 
 

• Background 
CASSRs have been required to assess older people using the single assessment process 
from April 2004. One of the implications of the approach is that some information will be 
recorded just once by one professional and where necessary this will be shared with others. 

 
• Recording assessments in RAP 

An example of how a client might be assessed under the Single Assessment Process is that 
they would first be seen by a community nurse who would initially assess the client and if 
there appeared to be a social care need the person would be referred to social services and 
would be seen by a care manager. This process should be counted as one assessment and 
since it includes a social care element, i.e. a Community Care assessment (carried out under 
section 47 of the NHS and Community Care Act 1990), it should be included in RAP. 
 
The underlying principle is that if a Community Care assessment is conducted (under section 
47) it should be included in RAP. This applies to the single assessment process in that if an 
assessment is carried out under SAP and it contains a social care element it should be 
counted in RAP. This is the case regardless of who carries out the assessment. For example 
if through joint working arrangements (under a section 75 agreement) a health worker carries 
out a Community Care Assessment (under section 47) this should be counted in RAP. 
 
If a nurse carries out a SAP assessment in which a care worker is not involved and does not 
include a social care element (i.e. it is not carried out under section 47), this assessment 
should not be counted in RAP. 
 

• Recording reviews in RAP 
If someone has had a SAP assessment and is in receipt of services, then in the same way as 
is currently the case their needs will be reviewed, or if their circumstances change they may 
require an unscheduled review. Both these cases should be recorded in RAP as a review if it 
includes a social care element (i.e. it is a Community Care assessment carried out under 
section 47). 
 

• Recording services in RAP 
Services which are part of a care plan and are delivered by social services or on behalf of 
social services as a result of a SAP assessment should be included in RAP. Other services 
should not be included.  

 
Source of referral:  Sources of referral in the following categories: 
 

• Primary health / Community health (GP, Community-based professions allied to medicine, 
etc). 

• Secondary health (Accident and Emergency, hospital occupational therapist, ward, hospice, 
etc). 

• Self referral (including automated referrals for basic services). 

• Family / friend / neighbour. 
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• Internal (i.e. own CASSR). 

• LA Housing Department or Housing Association. 

• Other departments of own LA or other LA. 

• Legal agency (policy, court, probation, immigration). 

• Other  

• Not known. 

 
Subsidies (also grants):  In some cases, CASSRs may provide a subsidy to an agency to provide 
a particular type of service or services (e.g. domestic care). 
 
For services provided via grants and grant-aided organisations, information should only be recorded 
on the P proformas in respect of the users of such services where the users (clients) have had a 
Community Care Act assessment carried out by the CASSR (or legally delegated NHS partner) and 
where that service forms part of their care plan, e.g. day centres.  
Information on the amount of funding provided to these organisations will be captured via the PSS 
EX1 expenditure return. 
 
Time bands:  These are the bands used in the waiting times returns to determine how long new 
clients waited for an assessment or service(s). All waiting times are based on calendar days (or 
weeks), not working days. The bands are: 
 

A7 – Length of time from first contact to completed assessment for new clients whose 
assessments were completed during the period. 
• Less than or equal to 2 days 
• More than 2 days and less than or equal to 2 weeks 
• More than 2 weeks and less than or equal to 4 weeks 
• More than 4 weeks and less than or equal to 3 months 
• More than 3 months 

 
Universal Services:  
These are services provided by the CASSR that are available to anyone without an assessment of 
need. Please note that if all needs identified as a result of a Community Care assessment for a client 
are met by the provision of existing universal services, then this client should NOT be included within 
the P tables in RAP. Additionally, any clients for whom a component of their identified needs are 
addressed by universal services such services for the client should not be recorded within the 
relevant service columns in the P2 tables within RAP. 
 
Valuing People Now: The Valuing People Now (VPN) initiative has changed the responsibility for, 
and funding of, some learning disability services which are now commissioned by CASSRs.  It is 
expected that this change will affect those clients with learning disabilities whose care was previously 
the responsibility of the NHS and has now transferred to become the responsibility of the CASSR. 
These clients may have been assessed for several years by the council already, however it is only 
now with the change in responsibility and funding that they are eligible for inclusion within the RAP 
return, and as such they are considered new clients and should be recorded on the relevant A and P 
tables in RAP 2011-12.  
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Visual Impairment:  This includes those who are or who could be registered as blind or partially 
sighted. The statutory definition of blindness is that a person should be "so blind as to be unable to 
perform any work for which eyesight is essential". There is no equivalent definition of partial sight but 
in practice this category refers to persons who are substantially and permanently disabled by 
defective vision caused by congenital defect, illness or injury.  
 
Waiting times: All waiting times are based on calendar days, not working days.  
 
The waiting time from first contact should be measured from the time of first contact with social 
services or joint teams under section 75 arrangements. Three examples are given below: 
 

i) A member of the joint team starts an assessment looking at both the health and social care 
needs of the client on 1st June.  
- For RAP proforma A7 the first contact is counted on RAP as 1st June. 

 
ii) A member of the joint team starts an assessment looking at the social care needs of the client 

on 1st June. They then contact the health part of the team to assess the health needs on 5th 
June. 
- The first contact is counted as 1st June. 

 
iii) A member of the health team starts an assessment looking at the health needs of the client 

on 1st June. Then on the 3rd June they contact social services as it is decided that the social 
care needs of the client need to be assessed.  
- The first contact is then counted as 3rd June. 

 
Example of change of circumstances during process:  

i) A new client who was assessed at time A and had a care plan that specified the need for 3 
different services; but then later when only 2 of the 3 services in the original care plan had 
been provided, the client's circumstances changed and a new assessment at time B revealed 
that the third service was no longer needed? 
 
- In this situation, the time at which it becomes clear that all the services required in the 
original care plan have been delivered is at time B, when the second assessment concludes 
that the third service is no longer required. Therefore, the time from assessment to the 
provision of all services is the time from time A to time B. 

 
For the purpose of measuring calendar days to the completion of assessment on A7, the preferred 
time point is when the statement of needs and how these are to be met (care plan) is logged. 
There can be confusion about what and how to record on RAP a client when a contact to receipt of 
services pathway spans the boundary between RAP years. 
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Examples spanning financial years: 
 

i) Client A will be recorded in A7 
 

 Apr 2011    Mar 2012 
       x                 x  x    
 1st contact  Complete 

assessment 
 Receive all 

services 
  

 
 
 
 

ii) Client B will be recorded in A7 
 

Apr 2011    Mar 2012 
       x                x    x 
 1st contact  Complete 

assessment 
  Receive all 

services 

 
 
iii) Client C will NOT be recorded in A7 

 
  Apr 2011  Mar 2012 
      x       x   x   
1st contact  Complete 

assessment 
  Receive all 

services 
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Welfare benefits:  Help with welfare benefits matters may be classified as both a possible one-off 
basic service (i.e. R2 entry) or may involve a further Community Care assessment and/ or be 
ongoing.  
 
Informing and advising people at a general level on benefits entitlements, or providing a one-off piece 
of assistance in assessing possible individual eligibility should be classed as a basic service and 
entered on R2. 
 
If the individual is passed on for further assessment, leading to ongoing support such as assistance 
in gaining due benefits (e.g. providing help at a tribunal) or handling financial matters then this should 
be treated as more than a basic service. These clients should not be recorded on R2 but should be 
included in the P forms as receiving a Community-based service (provided the service is part of a 
care plan/ package). 
 
Onward referral of the client to another agency outside the CASSR should be excluded. 
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