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INSPECTION OF SOCIAL CARE SUPPORT SERVICES FOR CARES OF OLDER
PEOPLE

PREFACE

This report on the Inspection of Social Care Supgervices for Carers of Older People in
Craigavon and Banbridge Community Health and S@&=aices Trust is one of four
separate Inspection reports on the Inspectionviietll to be conducted in one Trust in each
of the four Health and Social Services Board areas.

The field work Inspection took place between 14 &mber 2005 to 25 November 2005
inclusive.

In addition to the individual Trust reports, an @x&ew Report will be produced, covering
key features emerging during the course of thedaspn and outlining the
recommendations, which will have common applicatmall Trusts.

Copies of the publications referred to above caadoessed as they become available on the
Social Services Inspectorate website http://wwwsghgi.gov.uk/hss/ssi/pubs.asp. Printed
copies can be obtained by contacting the Sociali&= Inspectorate.

The Department can make this document availabliesim, Chinese, audio cassette, Braille
and in large type. The Department will also coesi@quests for translations in other ethnic
minority languages. If needed, please contacbteal Services Inspectorate, telephone no.
(028) 9052 0729.
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GLOSSARY OF TERMS

Assessment

Care management

Care manager

Care package

Care plan

Care planning

Care worker

Carers

Main carer

Case worker

Direct Payments

Domiciliary/home care

Hospital discharge

a process whereby the needs of an individual &mtiiied and
their impact on daily living and quality of life esaluated.

a process whereby an individual’'s needs are astesske
evaluated, eligibility for service is determinedyse plans are
drafted and implemented, and needs are monitorgéd an
reassessed.

a practitioner who, as part of their role, undestakare
management.

a combination of services combined to meet a p&son
assessed needs.

the outcome of an assessment. A description of ama
individual needs and how these needs will be met.

a process based on an assessment of an individisskssed
need that involves determining the level and tyjpgupport to
meet those needs, and the objectives and potentizdmes
that can be achieved.

is a person who is paid to deliver care to an idial.

carers are people who, without payment, providp hat
support to a family member or friend who may noabée to
manage at home without this help because of frailbess or
disability.

Carers can be adults caring for other adults,mamaring for
ill or disabled children or young people under lt8veare for
another family member. It excludes paid care wirland
volunteers from voluntary organisations.

the individual who takes primary responsibility fooking
after a person who may not be able to manage a¢ th@wause
of frailty, illness or disability.

is usually the individual identified by the Trustdo-ordinate
the assessment of need and delivery of services

money paid by Trusts that allows individuals teaage for
themselves the social care services that they heee
assessed as needing.

the range of services put in place to support agoein their
own home.

the process of leaving hospital after admissioaram-patient.



Normal hours

Out-of-hours

Person-centred
assessment

Respite care

Review

Screening

Sitting service

Specialist assessment

services provided during office hours or the normaiking
day, usually 9:00am to 5:00pm — Monday to Friday.

services provided outside of the normal working, day not
including night sitting services, live-in or 24-haservices.

an assessment, which places the individual ateh&e of the
process and which responds flexibly and sensititelyis/her
needs.

temporary residential, nursing or social accommiodat
provided to an ill or disabled person to allow eeca break
from caring. Respite care may also be delivergtiercared
for person’s own home.

a planned procedure to determine whether or natehéces
supplied meet the needs of the individual.

examining a referral to determine the level of asseent that
IS required.

a service, which provides someone to sit with sqeto allow
the carer to take a break.

an assessment undertaken by a clinician or otlodéessional
who specialises in a branch of medicine or carestrgke,
cardiac care, bereavement counselling.



1.1

1.2

1.3

INTRODUCTION

The Social Services Inspectorate’s (SSI) roll-favimspection programme for
2002/2005 identified an inspection of the sociaecgupport services for carers of
older people as an area for the development of stafidards and consequent
inspection. It was considered that an inspectioald/be timely, given:

the publication ofValuing Carers and subsequent developments in support
services for carers;

the introduction of the Carers and Direct Paymehts,® which extends the
provision of direct payments to include, among tghearers and came into effect
in April 2004; and

the ongoing work in developing a Strategy for Carender the auspices of the
Programme for Social Inclusion.

The aim of the Inspection was to inspect sa@at support services for carers of older
people. Full details of the background to the éwdipn will be found in the Inspection
Brief (Appendix 1).

The aim of the Inspection was achieved by:

convening a Reference Group with representativas frarer groups, including
carers, the 4 Health and Social Services Board$ (B&ards), 4 Health and Social
Services Trusts (HSS Trusts) providing social samices, voluntary
organisations and academic interests;

developing and agreeing a set of draft standargp€¢Adix 2) in consultation with
the Reference Group and a subsequent wider cotisnltaith a number of key
organisations in the voluntary, statutory, privatel education sectors. Particular
reference was made to the needs of the carersnergeand of minority ethnic
carers in particular;

conducting an inspection of carers’ services agaliresagreed draft standards;
meeting with carers and cared for persons;

meeting with key partnership agencies and sersee representative groups;

interviewing a range of staff in the health andialogervices and other agencies
regarding the provision of social care to carersldér people;

! Valuing Carers — Proposals for a Strategy for @areNorthern Ireland, DHSSPS April 2002
% The Carers and Direct Payments Act (Northern 2002



1.4

developing and distributing a questionnaire tdlalHSS Trusts providing social
care services, which was designed to collect datarganisational structures,
staffing levels, workloads and services to car&péndix 3); and

analysing data received from questionnaires.

The fieldwork Inspection of social care suppenvices for carers of older people in

the Craigavon and Banbridge Community Health anda&ervices Trust (the Trust)
was undertaken from 14 November 2005 - 25 Noverb65b inclusive. The Trust is

located within the area of the Southern Health®ocial Services Board (SHSSB).

Demography

1.5

1.6

The SHSSB serves a population of 320,000 pepmiempassing the Council areas of
Armagh, Dungannon, Craigavon, Banbridge, Newry liodrne. The SHSSB has
responsibility for assessing need, planning, corsimmsng, monitoring and the
development of new services to meet the healthsan@l care needs of the population
within its geographical area. The SHSSB commissggrvices on behalf of its
population through service agreements for caréas\from Health and Social
Services (HSS) Trusts, voluntary organisations@gdnisations in the private sector.
The main providers of care services are the HSSt3ru

The Trust covers an area of mid-Down and mioh#gh and serves an estimated
population of 123,900 people. This figure is idéed on the Trust’'s website. Its
geographical area covers the Craigavon Borough €band Banbridge District
Council areas. There is a considerable divemsiopulation with areas of relative
wealth and prosperity as well as pockets of defiama The Trust covers areas of high
population such as Craigavon, Portadown and Luaganell as sparsely populated
areas of rural County Armagh and County Down.

Trust Management

1.7

1.8

1.9

The Trust is managed by a Trust Board and $éfamagement Team. The Trust
board comprises of a non-executive Chairpersommnbaxecutive directors of whom
one is a carer and the Chief Executive and 4 execdirectors.

The Trust board is responsible for the ovestaditegic direction and corporate
governance for the Trust. The Chief Executive, wghanswerable to the Trust board
has overall day-to-day responsibility for the masragnt of all the Trust’s activities.
The Chief Executive is supported by the Trust's @penal board in managing this
process.

The Trust’'s Operational board consists of tilewing personnel:

*the Chief Executive;
*the Director of Elderly and Primary Care (Execetiirector Nursing);
*the Director of Finance;

the Director of Planning and Information;



the Director of Human Resources;

*the Director of Mental Health and Disability Sexes (Executive Director of
Social Work)
the (Acting) Director of Child and Family Careich

*the Director of Medicine (a post shared by 2 pedpl

*Denotes executive member of the Trust board also.

1.10 The Director of Elderly and Primary Care Heesrhain responsibility for services for
carers of older people. The Director is suppoietiis role by 3 Assistant Directors:

the Assistant Director Primary Care;

the Assistant Director Elderly Care (ResidentiadylCare and Developments);
and

the Assistant Director Elderly Care / Fieldwork \Bees.

1.11 Support Services for carers of older peoeiarthe main, located in the Elderly and
Primary Care Programme. The outline of the progn@ammanagement is as follows:

Chief Executive

Director of Elderly and Primary Care

Director Assistant  Assistant Director of Assistant Director
Primary Care Older People/Field work of Residenl,

Services Day Care and Developments
Nurse Team Social Work Team Team Managers
Managers Managers
District Nursing Dementia & Care Management Daycee + Residential

Specialist Nurses
Children’s Nurses

1.12 There are 3 locality-based social work teams fdeopeople and 2 specialist teams
within the elderly and primary care programme:



Social Work Teams for Older Specialist Teams
People
Banbridge Care Management Team
Lurgan
Portadown Dementia Team

In addition, an intermediate care service croafies Assistant Directors areas of
responsibility.

Social Work Team for Older People

1.13

1.14

1.15

1.16

1.17

Each Social Work Team for Older People is gaday a Social Work Team
Manager (SWTM), who is a qualified Social Work&ach SWTM has 4 social
workers, and depending on the size of the catchareat and level of need, has a
number of Community Support Supervisors. Social KWiarams for Older People
have responsibility for assessment, monitoringemglring delivery of a range of
services including domiciliary, day care and respdre. Social Work Team for Older
People also include the management of the TrusteHOare Service for their
geographical area.

The Trust has undergone considerable changesrking arrangements most notable
of which is the introduction of Community Suppottpg@rvisors (CSS). The CSS
grade replaced the former posts of Patch Organisei@ust Home Care & Social
Care Worker (which is the equivalent of the Soevark Assistant role). Staff report
that this was a period of considerable upheavatiwhad a negative effect on morale
and raised concerns whether this would affect tradity of social care services.
However, having worked through the arrangement ata reassured by the
implementation of the new processes.

Social Workers and/or District Nurses carryallinitial assessments when a new
client is referred. If this is a complex sociateaase then it remains on the Social
Workers case load. These clients are visited, @i, monitored and their cases
reviewed by the social worker. Less complex cag@sh are largely those who need
a limited practical care support package are refeto the CSS in the teams.

The CSS is responsible for the implementatitamyagement and monitoring of care
packages which people receive in their own honTégy in turn manage up to

30 full and part-time Trust Home Care Workers (TH&Wo deliver the need as
identified, in the care plans by the Social Worked agreed by the SWTM.

Case loads are high across the Trust. Thesgeaerally in the region of 40-60 per
Social Worker and over 50 for each CSS. The Inspedeam was informed that
there are no waiting lists for either assessmenseiwvices.

Care Management

1.18

Care Management is a process of assessingdinai needs and tailoring services to
meet those needs. It focuses on people with conguléequently changing needs.



Within the Trust care management is undertakenttayge of professionally qualified
staff in Social Work, Nursing and Allied Health wiappropriate training, skills and
experience. The Care Management process is coatedi by the Care Management
team. Care Management holds a separate budgettimersocial work and nursing
teams. The Care Management teams consists ofiér$zare Management Co-
ordinator, 2 Care Management Co-ordinators and Adgimative Support. The Care
Management Co-ordinators have a qualification ini&dNork or Nursing.

The Dementia Team

1.19 The Dementia Team deals exclusively with iitligls with Dementia and their carers.
The Team is jointly managed by a Senior Social Wodad a Senior Community
Psychiatric Nurse. The Team consists of 4 nursiaff, 6 social work staff and 2 part-
time occupational therapists. All of whom worksclnse conjunction with the
Consultant Psychiatrist for Older People.

1.20 The Dementia Team seeks to ensure that ingildsdn an advanced stage of dementia,
families and carers are provided with expert fodusgpport as quickly as possible.
Users of the service report the initiative to haeen a very positive one; a view
echoed by members of the team. Families statdltbgtreceive a very positive
service which understands their needs and prowd#spractical and emotional
support. The Trust is to be commended on the dpugnt of this initiative.

1.21 Dementia Team staff do have a concern the¢ iehe potential that their capacity to
meet the increasing referral demands is decredsentgams ability to develop other
work including the development of their early inntion role.

1.22 The Dementia Team also provide a 6-week ceuvgee per year for carers on
‘Dealing with Dementia’. This is in addition toel2 week generic programme
facilitated by carers’ support organisations (Pa2a®6-2.67). Speakers at the
programme include:

the Care Manager Co-ordinator;
a pharmacist;

a community psychiatric nurse;
a Consultant Psychiatrist; and
an occupational therapist.

Recommendation

The Trust should refine criteria for, and monitoferrals to the Dementia Team.
The Intermediate Care Scheme
1.23 The Trust established the Intermediate Cahner8e (ICS) 5 years ago to facilitate the

discharge of patients with complex needs from tabsm home. The ICS includes
access to 3 Social Workers, 4 Physiotherapists;i@ational Therapists,



1.24

1.25

1.26

1.27

3 CSSs and a Dementia Liaison Nurse. A numberhaimvare based in their locality
(home) teams but who work within ICS. Access teegih and language services is
also available as required.

Prior to discharge, Co-ordinators receive sssent reports from hospital social work,
nursing, physiotherapy, occupational therapy am@sp and language, as appropriate.
They also have up to date knowledge of the avdiitalof resources such as nursing
home beds, residential homes beds, Trust homeesoearces and independent sector
services availability. Armed with this informaticimey meet with patients and their
relatives to plan their discharge and appropriateyway. There are two potential ICS
pathways. These pathways are Core Intermediate @ahe Complex Needs
pathway. If a patient is discharged through c@$® they will receive a range of
therapeutic intervention for up to six weeks acoaydo their assessed needs to help
them reach their maximum potential. If they actiarged through the complex
needs pathway they can either return home withpanopriate care package
assembled to ensure that patients are rehabilitatégbir maximum potential
alternatively they can avail of a residential orgiig home placement for a maximum
of 2 weeks to enable further rehabilitation andislens to be taken about further care
options outside of the acute hospital setting. éxtischarged the Trust will assess the
patient under care management arrangements ifedsror circumstances individuals
indicate this is required. There is limited comtaith hospital social workers who
after making an initial referral have no furthes@ssment or support role as
professional social work intervention is providgd@ommunity based Social Workers
(within ICS) once the patient is discharged.

Carers’ Information Packs are distributedaecs, where appropriate, and referrals
are passed to the appropriate locality based sapgort group.

A home visit is made by an ICS social workéhiw three working days of discharge,
to monitor care arrangements and adjust as negemsdrto help patients and their
carers with any problems resulting from the hosplitscharge.

According to the Team Manager, the ICS oféeysarate carer’'s assessments to most
carers which is always completed by a qualifiedadagorker. Team members found
that carers needed a careful explanation of thesasgent process to avoid raising
unrealistic expectations of additional support.rr€ut levels of resources to support
carers are felt to be limited by team members.agements are in hand for staff
training on the carer assessment process.

Profile of Carers in the Trust

1.28

1.29

The most recent census (2001)* indicategtibag are 13,315 people (approximately
11% of the Trust’s population) who identified theztves as providing unpaid care
(Table 1). This compares with an overall figurel6f64% within the SHSSB area.

Within the Trust caring covers all age rangik 9.3% of carers being over 65. The
largest numbers of carers come from the 25-64 £38)&nd 45-64 age ranges
(39.78%).



1.30 There is a small but significant number ofryger carers in the Trust with those under
24 providing 9.64% of the overall care. Thereagggnificantly larger number of
women than men carrying out a carer role with 5&2#8 carers in the Trust being
female.

1.31 There are very small numbers of carers fromonty ethnic groups in the Trust
(0.59% of total).

Profile of Carers in the SHSSB

1.32 The most recent Census? indicates that tlierd3109 people (some 10.6% of the
SHSSB'’s population) who identified themselves awioling unpaid care. Just over
59% are female and just over 79% are aged betwean@ 64 years of age.
Significantly, just over 10% of carers are aged/éars and over. Some 0.34%
reported themselves as coming from a mixed or etfmimority group. Almost 26%
reported themselves as providing 50 or more holucare each week and just over
20% reported that they, themselves, have a limlbng-term iliness (Table 2).

www.nisra.gov.uk/census/excel/theme tables/t58lsic.
2www.nisra.gov.uk/census/Excel/theme_tables/t56 ks



All Provides care
The Trust persons Carers 1-19 hrs. 20 — 49 hrs. 50 or mor

hrs

All persons 122,063 13,315 7,943 2,038 3,334

Sex

Males 60,458 5,540 3,441 815 1,284

Females 61,605 7,775 4,502 1,223 2,050

Age

0to 15 29,705 393 323 43 27

16 to 24 14,078 891 636 139 116

25t0 44 36,627 5,305 3,256 847 1,202

45 to 64 26,265 5,298 3,135 820 1,343

65 and over 15,389 1,429 593 191 645

Ethnic Group

White 121,241 13,245 7,898 2,023 3,324

Mixed 205 23 14 3 6

Asian 243 36 20 10 6

Black 53 6 3 - 3

Chinese or other 330 14 11 3 -

Has a limiting

long-term illness 24,953 2,792 1,347 439 1,066

TABLE 1
All Provides care
SHSSB persons Carers 1-19 hrs. 20 — 49 hrs. 50 or mor

hrs

All persons 311,119 33,109 19,453 5,136 8,520

Sex

Males 154,100 13,553 8,296 2,053 3,204

Females 157,019 19,556 11,157 3,083 5,316

Age

Oto 15 78,750 1,147 960 108 79

16 to 24 38,295 2,438 1,773 396 269

25t0 44 90,458 13,153 7,852 2,191 3,110

45 to 64 65,434 13,007 7,470 1,985 3,652

65 and over 38,182 3,364 1,398 456 1,510

Ethnic Group

White 309,630 32,999 19,390 5,113 8,496

Mixed 424 39 19 9 11

Asian 345 38 21 8 9

Black 119 7 4 - 3

Chinese or other 602 27 19 5 3

Has a limiting

long-term illness 63,307 6,774 3,210 1,042 2,522

TABLE 2



All Provides care
Banbridge persons Carers 1-19 hrs. 20 — 49 hrs. 50 or mor

hrs

All persons 41,392 4,439 2,790 645 1,004

Sex

Males 20,705 1,797 1,202 230 365

Females 20,687 2,642 1,588 415 639

Age

0to 15 9,781 145 125 11 9

16 to 24 4,748 298 213 48 37

25t0 44 12,762 1,736 1,158 245 333

45 to 64 8,907 1,776 1,102 278 396

65 and over 5,195 485 192 65 228

Ethnic Group

White 41,245 4,423 2,781 643 999

Mixed 60 8 5 - 3

Asian 28 9 3 3 3

Black 16 3 - - 3

Chinese or other 50 3 3 - -

Has a limiting

long-term illness 7,598 822 446 138 298

TABLE 3
All Carers Provides care

Craigavon persons 1-19 hrs. 20 — 49 hrs. 50 or mor
hrs

All persons 80,671 8,876 5,153 1,393 2,330

Sex

Males 39,753 3,743 2,239 585 919

Females 40,918 5,133 2,914 808 1,411

Age

Oto 15 19,924 248 198 32 18

16 to 24 9,330 593 423 91 79

25t0 44 23,865 3,569 2,098 602 869

45 to 64 17,358 3,622 2,033 542 947

65 and over 10,194 944 401 126 417

Ethnic Group

White 79,996 8,822 5,117 1,380 2,325

Mixed 145 15 9 3 3

Asian 215 27 17 7 3

Black 37 3 3 - -

Chinese or other 280 11 8 3 -

Has a limiting

long-term illness 17,355 1,970 901 301 768

TABLE 4



Inspection Methodology

1.33

1.34

The Inspection was undertaken against anaiixgdit of draft standards and criteria,
which were drawn up prior to the Inspection. Ttandards were derived from
legislation, policy and practice guidance, relevdatature and other appropriate
standards developed by the SSI or adapted frontesimiork elsewhere in the United
Kingdom. The standards were based on currentdoastice and they were developed
and refined in collaboration with the Reference prand in consultation with the
HSS Boards, HSS Trusts and other key agencies Réport outlines the Trust's
performance against the criteria for each of tisea@dards:

Planning, Commissioning, Delivery and Reviewsotial Care Services;
Assessment, Care Planning and Review;

Support Services;

Information for Service Users;

Workforce Planning, Workforce Management, TragpiSupervision and
Support; and

6. Human Rights and Equality.

arnNE

Following the completion of inspections in thelSS Board and 4 HSS Trust areas,
the draft standards will be reviewed and refinethanlight of the Inspection findings.
These will then be issued by SSI as an agreed serdards for the provision of
social care support services to carers. The stdaddll set out what carers can
reasonably expect from services and provide a eadhagainst which providers of
social care services can undertake self audit. stdredards will be subject to review in
the light of best practice emerging.

THE TRUST

1.35

During the Inspection period, the Inspecteam examined a range of Trust policy
documents and a number of case files chosen tectdfie range of teams and services.
A number of carers were identified from 36 randos#jected case files,

6 of these files were followed through in detadlirding interviews with carers and
cared for people. In addition, a series of inamg and meetings were conducted with
carers’ groups, managers, professionals and rapegses of key organisations in
contact with carers.

Interviews were conducted with:

The Chief Executive;

The Director of Elderly and Primary Care;

The Director of Mental Health and Disability Semes;

The Assistant Director of Elderly/Fieldwork Sensce

The Assistant Director of Elderly Care (Residdnfay care and Developments)
The Clinical and Social Care Governance Co-ordimato

The Assistant Director Human Resources;

The Joint Co-ordinator Lurgan Carer’s Group;

The Joint Chairpersons Craigavon and Banbridger€dfera;

10



Community Support Supervisors

The owner — Anne’s Home Care (private domiciliaayecprovider);

Care Management Co-ordinators x 3;

Administrative Assistant, Direct Payments;

The Carers Development Worker — Banbridge andgavain Carers’ Support
Group;

The Carers Support & Development Manager, BanbradgkeCraigavon Carers’
Support Group;

The Carers Liaison Co-ordinator, Banbridge and@areon Carer’s Support
Group;

Individual carers x 13;

Cared for persons x 2;

Social Workers x 8;

Social Work Team Managers X 4;

Psychiatric nursing staff x 2; and

Nursing staff x 2; and

Administration Supervisor.

1.36 Visits were made to a number of Trust andmalty sector service sites including:

Trust Headquarters, Gilford;

Trust offices at Portadown, Banbridge, Lurgan arayn;
Carers’ group offices in Lurgan and Banbridge;
Residential accommodation at Banbridge and Dromarel
Day care facilities at Portadown and Banbridge.

In addition a visit was made to Craigavon Area Hia$po meet social work staff who
are employed by the hospital and have a liaisanwath their colleagues in the Trust.
The Trust also provide a range of written inforrmaton aspects of their services,
policies and procedures.

SHSSB

1.37 The Inspection Team held 3 meetings with egraatives of the SHSSB. This
included a preliminary meeting with key personmebtitline the Inspection Brief and
to allow the SHSSB to present their key commissignplanning and monitoring roles
with particular regard to carers of older peopltis was followed up by a meeting to
explore these areas more fully. SHSSB represgatatittended an information
feedback discussion which also included carergrsarganisations and Trust
personnel. The Inspection Team held discussiotistive following personnel in the
Board:

The Chief Executive;

A non-executive member of the SHSSB;
The Equality Officer; and

The Director of Social Services.

11



1.38 The Board also provided the Inspection Teath arange of documents which are
referred to, as appropriate, in the Report.

Questionnaires (Trust and Carers)

1.39 Prior to the Inspection period, the Trust clatgal a pre-inspection questionnaire,
providing details of services (including their Itioa), management arrangements,
staff levels, training, quality assurance actigtieomplaints procedures and
information and communications technology arrangemeThe Trust also
disseminated 50 questionnaires directly to carbodder people with whom the Trust
was in contact.

1.40 Further questionnaires were distributed tersathrough Advice NI, a local welfare
rights network agency who sought to access futhegrs in the Trust area who are

not in receipt of services. These guestionnaiidgavm part of the evidence for the
final Overview Report.

SUMMARY OF RECOMMENDATIONS - CHAPTER 1

The Trust should refine criteria for, and monitaferrals to the Dementia Team
(Para. 1.22).

12



2.

PLANNING, COMMISSIONING, DELIVERY AND REVIEW OF SOCIAL
CARE SERVICES

Standard for planning, commissioning, delivery andeview of social care services

Carers and/or carers’ representative organisatames actively involved in the planning,
commissioning and review of social care services

SHSSB

2.1

2.2

2.3

2.4

2.5

The SHSSB has a number of initiatives in plab&h promote consultation with
service users. User involvement is outlined inllser Involvement Policy (2004). A
new revised user involvement policy is due to humtded in 2006. The policy will be
formally reviewed in 2008.

The policy was developed in partnership betwberSHSSB and representatives from
organisations including:

Southern Health and Social Services Council;
The three Trusts in the Board area;

Local Health and Social Care Groups (LHSCGs);
Carers’ groups;

individual carers;

voluntary organisations; and

community organisations.

The User Involvement Policy promotes best pracnd engagement with the wider
public across all areas of the SHSSB’s work angséd by it and the Trusts as the
basis for their consultation processes. The patiekes specific reference to the needs
of carers.

The Inspection Team was given examples ofrtipeimentation process within the
SHSSB in relation to the development of work intparship with carers. Among the
initiatives which were developed were:

input by SHSSB Officers, carers’ groups and indigidcarers into the regional
strategy group for the development of the “Valu@arers — Proposals for a
Strategy for Carers in Northern Ireland”;

the implementation Steering Group which followeahfir'Valuing Carers’; and
membership of and consultation with individual carand carers’ groups
regarding the SHSSB'’s contribution to the Refere@osup which developed the
draft standards for “Services for Carers of Oldeofple”.

At each stage of consultation regarding “VajuGarers” and more latterly the “Draft
Standards for Services for Carers of Older Peophe’ SHSSB ensured that carers and
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2.6

2.7

2.8

2.9

2.10

2.11

carers groups were consulted and that their comsweerte part of the SHSSB’s
feedback on these initiatives.

In addition, in order to ensure that carers@siwere heard as part of these
consultation processes the SHSSB developed a CBrejsct Team which informed
the consultation process. This Project Team iredugpresentatives from:

Health and Social Services Trusts;
Individual carers;

Carers’ organisations in the SHSSB area;
Carers Northern Ireland; and

Local Health and Social Care groups.

This was a particularly useful Project Teamaohtielped to inform and develop carers
support both within the SHSSB area and on a regimasis. The SHSSB is to be
commended on the development of this initiative.

At present the Carers’ Project Team is no lonmgeperation and has been replaced by
the Board’s Carers Forum. The Forum has been edgacga number of activities
including the redesign of the carer assessmenirfoinput to staff training on carers’
issues and will be central to taking forward recanuamations from the Carers Strategy
(2006).

A particular example of good practice in reatio work with carers is the
development of a DVD called “A Clear Path” whiclghlights need and promotes best
practice in relation to Dementia services. Caagid service users were involved in
the making of, and appear in, the DVD. This waxigd by the SHSSB. The DVD
includes advice and information on how to best atingith carers, the types of
services carers value, the particular issues ctaeesand possible avenues of support.
The DVD is aimed at a wide range of individuals @noups who come into contact
with carers. This includes Trust staff, GPs anildinary organisations.

A strategy for dissemination has been agreédden the SHSSB and the Trusts in its
area. This includes identifying champions who wilpport and encourage staff to
view and take on board the lessons from the DVD, f& example, in Elderly and
Primary Care the 3 Assistant Directors are askidividual team and Unit Managers
to ensure that their staff have access to andhis®WVD.

The SHSSB also ensures the user voice is tiganagh a policy of open meetings
where the public can attend a number of the SHS8®Bsutive meetings. This
happens in different community locations acrossSH&SB area, 4 times per year.
Members of the public are not only invited to attéhrough press and local
community advertising but standing orders are chdrsp that they can ask questions
without having to table these in advance. Thesetimgs are attended on average by
50 members of the public. The SHSSB is to be conalee on this initiative.
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Commissioning Arrangements

2.12

2.13

2.14

2.15

2.16

2.17

The SHSSB maintains close contact with thestSrin relation to identifying and
monitoring need to inform the commissioning arrangats.

The SHSSB has a Directors Commissioning G(D@G) which meets monthly and

is chaired by the Chief Executive. Membershipudels the Executive Directors,
Commissioners for Nursing, AHPs and Health PrormtitHSCG Managers and
Programme Commissioning Group (PCG) Chairs. PQ@erca range of programmes
including:

acute hospital services;
mental health;

learning disability;
physical disability;
sensory impairment;
care of older people; and
child care.

The DCG receives, evaluates and analysesnatan about:

local strategy plans;

ongoing liaison and monitoring with Trust staff @programme specific basis;
expenditure;

performance management reports;

unmet need,;

governance; and

statutory functions.

Each year the SHSSB sets out its commissigniogties and spending plans. This
process is informed by Priorities for Action (DHSHPProgramme for Government,
local service pressures, development prioritiestaednanagement of acute pressures.
This process results in the development of the tHeadd Well Being Investment Plan
(HWIP). Trusts are required to respond to the HWRIeveloping annual delivery
plans.

The SHSSB commissions services in elderly jcandy through the Elderly
Programme Commissioning Group (PCG) and the LHSTKR&ese groups are made up
of representatives of the Board, the Trust, andllecluntary sector providers. The
LHSCGs are committees of the Board.

Services commissioned by the SHSSB from thistTare set out in service and budget
agreements which include:

service volumes;

service standards;
procedures and protocols to be observed;
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2.18

funding arrangements;

scheme of delegation for statutory functions;

legislative and service quality requirements; and
performance monitoring arrangements and reportiaghanisms.

The SHSSB and Trust meet 3 times a year todiby review performance
management. This includes the identification otipalar pressures and unmet needs
as identified by the Trust.

Local Health & Social Care Group

2.19

2.20

2.21

2.22

2.23

The LHSCG in Craigavon and Banbridge hasamgtcarer/service user focus. Two
members bring a carers perspective to LHSCG busingékey do this by drawing on
their own experiences and from the experienceshefr@arers known to them through
the Carers Forum so as to shift the focus of th8CB business from ‘what is best for
the service’ to ‘what is best for the service user’

An example was given by a member of the LHS@@re the SHSSB was reviewing
its dementia services. One of the carer reprethessaon the LHSCG proposed that a
seminar should be organised to help bring the viglwesirers to the process. The
seminar proved to be very successful with 30 pagits providing a lively and useful
contribution to the review process.

The LHSCG has a commissioning role and, fangte, has commissioned a
reconfigured intermediate care service called ‘TTataHome” which enables patients
to be discharged home within 24 hours with an iss@edomiciliary care package.
This is different from the longer term support offé by the ICT. The LHSCG has
provided additional funding to increase Allied HbdProfession and Nursing support.
The outcome has been a reduction in pressure de hospital beds, a speeding of
patient recovery and a reduction in their depengdésneels.

The LHSCG has actively supported the Trusitfative in establishing a Carers’
Forum by providing additional development funding.

The LHSCG holds twice yearly public meetinga gariety of local venues to engage
with local members of the public. Meetings with &8G representatives have been
well supported and very constructive in highliggtissues and giving the public a
voice.

The Trust

2.24

2.25

The Trust has a high level of commitment twise users and to ensuring that users’
views are part of the planning and service delivgle.

The basis for user involvement is the SHSS&r Wrssolvement Policy which

promotes best practice in user involvement andaitiqular in adherence to Section 75
of the Northern Ireland Act (1998). As part ofsthihe Trust has developed a number
of approaches to ensure that meaningful and wideshconsultation take place. For
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2.26

2.27

2.28

2.29

2.30

2.31

2.32

example, a number of consultations have taken plattecarers on the development
of the regional carers’ strategy. This has inctlldenging carers to consultation and
using innovative approaches such as arts and daimelp people express their needs.
Carers reflected to the Inspection Team that tlzese iound this process useful and
stimulating. A direct change out of initial consiion with carers was the
development of a Carers’ Forum within the Trusagféaras. 2.35-2.39).

The Trust, in adherence to best practice egidlative requirements, has a process for
public consultation with regard to equality progfiits policies and in demonstrating

its commitment to promoting good relations. Thegass includes public
advertisements in the papers and open meetingsatidns across the Trust area.

All initiatives and service development arstpd on the Trust’'s website and
information is made readily available on requesttiost Headquarters on any of its
activities within the bounds of confidentiality.offespondants are encouraged to
comment on services.

A key area of the Trust’s public consultati@through the Craigavon and Banbridge
Community Forum (CBCF). The CBCF was develope2000 to promote user
involvement throughout the Trust area.

The purpose of CBCF is to “provide opport@sitior consultation that enables
communities in Craigavon Borough and Banbridgeriisto enter into dialogue with
the Craigavon and Banbridge Community HSS Trustaihdr public authorities on
issues that are identified by the Community Forartipipants and others as being of
fundamental importance” (Craigavon and Banbridgen®aoinity Forum Information
Pack 2005).

Membership of CBCF includes representatives fr

minority ethnic groups;

LHSCG;

volunteer bureaux;

voluntary organisations; and
community development associations.

The CBCF meets every 6 months and forms paineorrust’s review and planning
cycle. Agenda are raised around the Trust’s plepand strategic direction and
individual members can highlight concerns and issueer policy and/or practice.
Where these cannot be addressed, decisions aregake how best to move forward.
This might be with further meetings between thesTand individual smaller groups
from within the CBCF membership. The CBCF providadirect link between the
Trust and the wider voluntary and community seatut the 2 meetings per year
provide an opportunity to network and a startingiptor further discussion and
potential partnership on specific areas of work.

Carers are represented through specific caganisations such as:
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2.33

Banbridge and Craigavon Area Carers Support Grang;
Lurgan Carers’ Group.

In addition carers of older people’s views are espnted by other organisations such
as Age Concern Northern Ireland (ACNI), Pensionetively Lobbying for Services
(PALS) and the Golden Millennium Club, Portadowhnumber of individual carers
also attend the CBCF. These have largely beersakeléted through public
advertising.

The CBCF is intended to enhance and compleradrer than replace other
consultation processes with individual organisagionother fora such as carers and
users groups within the Trust or existing publicethegs and ongoing contact with
voluntary and community groups. The Trust, ang#@sners in the voluntary and
community sectors are to be commended on thigiivé.

Consultation with Carers

2.34

In addition to the arrangements set out altitveeTrust has a number of initiatives in
place which specifically encourage and promotearikielvement of carers in the
development of services. An example of this is FA& model used within Person
Centred Planning) has been used as a processageength carers and service users
in Reviewing Day Care Services for Older Persorthiwithe Trust. This exercise was
undertaken successfully in November 2005 and tbegss facilitated full participation
and useful debate in regard to needs already ndethase still required through day
care services/development.

Carers’ Forum

2.35

2.36

The Carers’ Forum is a similar model to theOEBbut is made up exclusively of
individual carers and representatives of careigaoisations. The role of the Carers
Forum is essentially one of lobbying rather thaovjmion of direct support / services.
This is a new initiative which was formally launchie November 2005 by the
Member of Parliament for Upper Bann at a well atgghpublic meeting.

The public meeting was held in the Communiyi@ in Laurencetown and was
attended by in excess of 100 people. The guéshtkided:

individual carers;

representatives of local carers groups;
representatives of Carers Northern Ireland;
local political representatives;
representatives of community groups;
representatives of voluntary organisations;
representatives from the Trust; and
representatives from the SHSSB.
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2.37

2.38

2.39

The Carers’ Forum was addressed by the:

local MP;

the Chief Executive of the Trust;

the co-chairs of the forum (both carers); and

the Development Officer, Carers Northern Ireland.

The main messages were the importance of caréne toverall work of the Trust and
an anticipation that the Forum would be a key paftuture consultation about carers’
needs and service developments by not only the Buiother statutory bodies, for
example Education, District Council and Housingved.

In addition to the formal launch and speedmethe day a number of workshops were
held on related topics such as:

handling stress;
complementary medicine; and
social security benefits.

The Trust has provided support to set up trark. For example, it provided funding
towards printing materials for the launch and pgh&lcosts of the public launch and
hospitality involved. However there is no formahéling arrangement between the
Forum and the Trust. The Trust recognises the teesdpport the Forum but is not at
this stage in a position to provide ongoing gradtSupport provided by the Trust
includes professional personnel offering advicgning and participation in
management committee meetings and ongoing projedt. wrhe LHSCG has also
provided some initial funding. However, thereasn® concern from among the
members that without committed funding the Forurh dve limited scope and the
range of its activities limited. However it is ediy important that the Forum does not
become entirely dependent on the Trust for funding.

Recommendation

2.40

The Trust and the Carers’ Forum should jointly evicosts and structures to ensure
that the full potential of the Forum is developdrarticular attention should be paid
by the Trust to helping the Carers’ Forum iden&fyd apply for funding from a range
of sources which maintains its independence and doemake it wholly dependent on
Trust funding.

User involvement and consultation, particyladncerning carers’ issues, is further
developed through the Trust’s partnerships witleisaisupport organisations in its
area. The 2 key carers’ organisations operatiriganrust’'s area are:

Banbridge and Craigavon Area Carers Support GrBQCSG); and
Lurgan Carers Group (LCG).

This approach gives access to a wider group ofsared while there may be some
duplication with the carers’ forum (Paras. 2.3592.the groups focus on local issues
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and needs within their own localities as well asvotler carers issues.

In addition to the two key generic carers orgarosalisted above there are other
specific interest groups that are supported byftiast. This includes Chest Heart &
Stroke who work closely with carers to provide it support services (Social
Clubs) in Banbridge & Portadown to people who hazd a stroke. Other examples
include the Alzheimer’s Society, CAUSE, RNIB & RNHMN of whom work in the
local community and have a remit to support carers.

2.41 The Trust provides a high level of supporeclily to carers via their own staff and also
through the support that they provide for carerganisations in the community.

2.42 In addition, the Trust provides a consideralh®unt of support ‘in kind’. For
example, Trust personnel are engaged in direchcomtith carers’ organisations both
to share information and provide a level of formatl informal care. Feedback to the
Inspection Team from both individual carers anarsirorganisations is generally
positive and they feel that the Trust has a higkllef commitment to carers’ needs
and issues. While both individual carers and samganisations believe that there is
a need for further resources, they recognise thidta current financial climate,
support levels are unlikely to increase signifigantHowever they will continue to
lobby the Trust and seek funding from other sources

Banbridge and Craigavon Area Carers’ Support Group

2.43 BCCSG is the largest carers’ support groupenTrust area and has a service level
agreement with the Trust. BCCSG is a voluntarnaorsgation and registered charity
managed by a board of directors which is drawnuesteély from carers within the
area. The Committee meets on a monthly basis totama the business of the
organisation and consider reports from key staff.

2.44 The service level agreement is to providetmalcand support services on a locality
basis within the Craigavon and Banbridge areasekcitiding Lurgan. BCCSG also
has a Trust-wide remit for some of its’ other radesl services and employs 4 staff to
carry out these roles:

a Carers’ Support and Development Manager (34 hoersveek);

a Carers’ Development Worker (20 hours per week);

a Trust-wide Carers’ Liaison Co-ordinator (24 hopes week); and

a Day Care Support Worker (Saturday respite sché€ste hours per week).

The roles of these individuals are explored inghegraphs following.
Carers’ Support and Development Manager
2.45 The Carers’ Support and Development Manag8D{@) has overall responsibility for

the management of BCCSG and line managing the 8tktff. In addition, she
provides direct support to individual carers anarsl groups operating in:
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2.46

2.47

2.48

Banbridge;
Ballyward;
Gilford;
Dromore; and
Laurencetown.

There is also a Trust-wide-group, which cagexdusively for male carers. Thisis a
new group which was set up in 2005 to meet theisp@eeds of male carers. It was
evident to BCCSG that men were not attending exgsgroups and through
discussions with individual male carers it becamgsaent that they had different
needs. Feedback indicated that they were interastaifferent types of activities than
those the local groups provided and were lessniedlio want to sit and have
discussions about their caring role. They wereenmaterested in resolving practical
problems and now, for example, have organised thles to provide a minor
practical repair service to carers in the otheugso

BCCSG is to be commended on the developmehtofjroup to meet the needs of
male carers and for recognising and supportinglévelopment of this specific type of
support.

All of the carers’ groups meet on a monthlgiband one of the carers’ support staff
from BCCSG is present at each group’s meetingsravpessible. The meetings
provide opportunities for a range of matters. ‘Bhieslude:

information exchange;

practical and emotional support;

feedback to and from the Trust on areas of mutoat¢ern;
social events;

referral to other agencies; and

guest speakers.

Carers’ Development Worker Portadown

2.49

2.50

The Carers’ Development Worker (CDW) has rasjimlity for the support of
individual carers and development of carers gronplse Portadown area. This
includes groups in:

Portadown;
Craigavon;
Maghery ; and
Birches.

Among the services provided are one-to-onpatiand liaison with carers as well as

support and facilitation of the carers’ groups.isTik a new post developed in 2005
and the scope of work is still developing.
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2.51

Facilitation and support for carers’ groupsudes:

providing information on other services and supgort
arranging appropriate guest speakers;

dealing with concerns over Trust policy or practice
arranging social outings;. and

a carers’ training initiative.

Trust-wide Carers’ Liaison Co-ordinator

2.52

2.53

2.54

2.55

2.56

2.57

The Trust-wide Carers’ Liaison Co-ordinatot.(J is located in BCCSG. The CLC
has responsibility for liaison with Trust staff acarers’ groups in the Trust area. A
key element of the role is to provide the link beén carers’ groups and different
Trust staff, including social work staff, nurseslallied health professionals.

The work of the CLC includes both raising piefile of carers and their needs with
Trust staff and acting as a signpost for referyal tust staff to appropriate support
within carers’ organisations and the wider voluptasmmunity sector. The post is
part of BCCSG'S service level agreement with thestand is for 20 hours per week.

As part of this process the CLC has had dsseos with the Directors of all of the
Trust’'s Programmes of Care (POCs) and negotiateelsado all of the teams of
professionals attached to the POCs. Discussistidken place between all of the
teams and the CLC as to the key needs of carerhk@mdhese can best be met.

This post, which was established in Janua®a2@oes not, to date, appear to have
generated significant increase in referrals torsageoups at a local level or at the
wider BCCSG and LCG levels. This is a matter afaayn to both BCCSG and LCG
who are not clear as to why referrals are not exirey given the clearly identified
needs of carers. The concern is reflected by s@misst staff. There is a recognition
by the Trust and the carers groups that new wagsgdoess the support needs of carers
need to be considered and further developed.

The most recent postholder has only beenshgince January 2005 and at the time of
Inspection had resigned her post. This is thersauividual in this post in less than
2 years and so lack of continuity may have hadwgact on the effectiveness of this
process. Social work staff could not offer anylarption as to why the referral rate
was so low.

The primary reason cited by Trust staff mansage for locating the post in BCCSG
rather than within the Trust itself is that it alle for a community-based approach
which links closely to carers and provides the aitnidr their voice to the Trust at
both a management and a service provision levelveyer, this means that it has less
impact at promoting referrals to groups and raisingreness of carers’ needs and
possible avenues of support among Trust staffs phst has proved to have had
limited impact since its inception and the approadbpted to date needs to be
reviewed. Among other things, consideration shdadjiven to:
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relocating the post within the Trust;

co-ordinating the role, particularly with the Traigiealth Promotion Team and
Community Development Unit;

extending the remit to full time hours; and

developing a steering group consisting of key stayuand voluntary/community
sector personnel of sufficient seniority to provaieategic direction and
operational authority for the post.

Recommendation

The Board and the Trust, working with carers’ greups appropriate, should, as a
matter of urgency, review the current Carers’ LaisCo-ordinator model to ensure
that it is effective in:

- maximising awareness of carers issues withinTitet;
- increasing appropriate referrals to existing cesesupport networks; and
- optimising support for the development of carstgdport in the Trust’s area.

Day Care Support Worker (Saturday Respite Scheme)

2.58 BCCSG provides a Saturday afternoon respitéceein Banbridge every week which
runs from 2pm to 5pm. This is based in the TruStpperfields Day Centre for
Physical Disability and runs throughout the ye&his drop in facility allows carers to
have free time by providing a care service for ddog people of all ages and with a
range of problems, including dementia. There arspecific criteria for referral.
However, the cared for person should not preseditariging behaviour or be prone to
wandering.

2.59 Referrals come from Trust staff, BCCSG stafficectly from families. The drop-in
service is managed by a part-time Day Care Supfiorker who is paid for
3% hours per week. The Day Care Support Workegrsiges a pool of 13 volunteers
who work on a sessional rota basis, normally orevary 3 weeks.

2.60 Each cared for person is assessed by the BaySLipport Worker as to their
capabilities in discussion with the family and, wappropriate, themselves. From
this assessment a care plan with a range of aesivié developed and implemented for
each individual.

2.61 This scheme allows carers free time on a 8ayuwvhich can be used to relax,
undertake social activities or do the shoppingre@ainformed the Inspection Team
that a key benefit was that it allowed them to speninterrupted time with other
family members.
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2.62 All of the volunteers receive training orgauidy BCCSG which includes:

food hygiene;
health and safety; and
dementia awareness.

All volunteers are screened by the Trust in linthviaest employment practice.

2.63 BCCSG is to be commended on the developmehdelivery of this service which
provides regular focused support for carers inegtpmal way.

2.64 BCCSG is concerned that it is becoming inéngds difficult to recruit volunteers to
help provide this service and that many of thelumteers are themselves becoming
older and therefore may not be able to maintaiir thput.

Recommendation

The Trust should facilitate BCCSG and the Craigaand Banbridge Volunteer
Bureau to explore ways in which volunteers mightdeeuited for the Saturday
afternoon respite service.

2.65 BCCSG would like to replicate this projecother key locations within the Trust area.
Lurgan Carers’ Group (LCG) (Paras. 2.68-2.71) ¢ge mterested in developing this
service. However the resources to support thigldpment are not currently
available. This respite provides exceptional vdtwenoney as the only key cost is the
Day Care Support Worker’s salary and if voluntezens be recruited the model should
not be overly difficult to replicate.

Recommendation

The Trust, in partnership with BCCSG and LCG, stiadnsider ways in which
Saturday day care support for carers can be repidaat other key geographical
points within the Trust area.

Information and Support

2.66 BCCSG, in partnership with the LCG is involvegroviding a considerable amount
of practical information and support on variousi¢sghroughout the Trust. There is a
12 week programme for carers which takes placesgraing per week over 12
consecutive weeks. These training programmeslanag@d and implemented in all 3
localities within the Trust.  In partnership litrust staff, respite is provided so as to
enable carers to attend the programme. Topicgedvaclude:

welfare rights, delivered by the Citizens Advicer&au;
practical skills, delivered by a Community Nurse;

coping with stress, delivered by a General Practdr;
assertiveness, delivered by a General Practitioner;

aids and adaptations, delivered by an OccupatiDnetapist;

24



healthy lifestyle, delivered by a Health Visitonca
issues around bereavement, delivered by a MacMillase.

2.67 This programme is open to all carers butantbment there is limited uptake. There
may, according to BCCSG, be a number of reasornthifar It may be that the
programme is too long and so deters individualser& is also a concern within
BCCSG that the programme is not being promotedddy is the Trust. There is little
doubt as to the value of the programme and disocaisgith carers by the Inspection
Team indicates they find it useful and informativihis is corroborated by evaluation
materials reviewed as part of the Inspection.

Recommendation

The Trust, in partnership with BCCSG and LCG, stioaliew the information and
support programme and consider ways that referral aptake can be increased.

Lurgan Carers’ Group (LCG)

2.68

2.69

2.70

LCG provides similar services within the Lurgaea to those provided by BCCSG
albeit on a lesser geographical scale. LCG’s sesvare secured through a service
level agreement with the Trust.

LCG employs 2 part-time Project Developmeritd®fs (PDOs) who work a
combined total of 24 hours per week. The posthelgeovide services throughout the
Lurgan area. There is a local group, which meaetairgan, and the PDOs provide
support on a monthly basis to this group. Supisgotovided to the group through:

information pertinent to carers;

guest speakers;

dealing with concerns on Trust policy and practaed
recreational and social events.

A large part of the PDOs’ role is to providdividual support to carers in the
community and there are currently over 20 activaesan the area. Key functions

include providing:

informal support;

welfare rights information and signposting;
guidance to practical support;

referral and introduction to carers’ groups;
informal advice giving; and

liaison with health and social care professionals.

2.71 The LCG is also involved collaboratively wBIECSG in planning training

programmes for carers although they are delivesexsbparate events. This largely
relates to the 12 week programme that has alree€ly iscussed in Paras. 2.66-2.67.
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Co-ordination of Carer’'s Support Services

2.72 As services in the Trust for carers have agpexl some variations have appeared. For
example, while there are 2 groups, BCCSG and LO©@ with a remit for services in
specific geographic parts of the Trusts therege al Trust-wide CLO post. The
CSDM of BCCSG has line management responsibilityttics post and therefore has a
Trust-wide management function while only havingp@nsibility for development in
one part of the Trust’s geographical area.

2.73 In addition, there are different service leagleements with the 2 groups and a limited
number of links between what both groups are dolhgs clear that there is a
considerable amount of positive work, support ammunication with carers. Both
groups have developed independently in responkeeéabcommunity need. They are
voluntary organisations with separate constitutand management committees —
each take a responsibility for local fund raisiridowever, the two groups are not
anchored within any strategic framework and so f@egis difficult to monitor on any
systematic basis.

Recommendation

The Trust should review its partnership with volugtand community carers’ groups
to ensure that this is placed within a strateganfiework.

2.74  All of the posts within the 2 organisationCBSG and LCG) which provide services
commissioned by the Trust are part-time. Soméede posts carry a considerable
portfolio of work and it is questionable as to wiestall of the tasks can be carried out
within the hours allocated to them. In particulamay be appropriate to review:

BCCSG LCG
The CSDM post — 34 hours at| - 2 PDSOs — 24 hours (combined
the time of inspection. total) at the time of inspection

The CLW post — 20 hours at the
time of inspection
The CLC post — 24 hours at the
time of inspection

Recommendation

The Trust should undertake a review of all of theecs’ workers posts which they
support through service level agreements to considieese currently meet the needs
of the Trust and the carers for whom they providepsrt.

Management of Carers Groups

2.75 Both BCCSG and LCG have local Management Catees, their own constitutions
and are registered charities. Both Management AQtiees are carer led and most of
the committee members are either currently carehsiee been carers in the past.
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2.76

There has been little training undertakenhieyManagement Committees in relation to
their responsibilities as registered charitiesquadly importantly as employers. This
was voiced as a concern in BCCSG and may leaverganisation and the committee
vulnerable if they are not fully cognisant of thessponsibilities. Equally, the Trust
may need to consider that, as funders, they needgore that organisations structures
are robust enough to deliver services at locallleve

Recommendation

The Trust should liaise with BCCSG and LCG in ordegnsure that they meet best
practice requirements in terms of governance angleyment legislation.

Identification of hidden carers

2.77

2.78

One Trust worker raised concerns that there weany “hidden” carers who had not
been identified but may have support needs. ltsuggested that if GPs, consultants
and other health care workers, particularly in atignt departments, could identify
these carers earlier, it may be possible to proafg@opriate support services to meet
their needs.

The carers’ groups are beginning to contadtliaise with General Practitioners in
their area to help identify hidden carers in thenownity. This is a planned process to
also help ensure as many carers as possible @iteekas early as possible in their
caring role. This initiative supports the GPs mespbility under new GP contacts
which requires them to identify carers and ensua¢ ¢arers are signposted to further
information and support. Personnel in LCG and BG@®®th see this as a key area of
work in the coming year. However this is stilleairly stages. It is not apparent at this
stage how this initiative will be planned, implerteshand co-ordinated between the
Carers’ groups and the Trust.

Recommendation

The Trust, in partnership with the Carers’ suppgrvups, should continue to develop
links with GPs, acute sector staff and other headtle professionals to ensure that
these are properly planned with clear outcomesiantlide clear roles for both Carer
group staff and Trust staff.

SUMMARY OF RECOMMENDATIONS — CHAPTER 2

The Trust and the Carers’ Forum should jointly egwicosts and structures to ensure that
the full potential of the Forum is developed. Ratar attention should be paid by the
Trust to helping the Carers’ Forum identify and lggpr funding from a range of sources
which maintains its independence and does not nihakigolly dependent on Trust funding
(Para. 2.39).
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The Board and the Trust, working with carers’ grsugs appropriate, should, as a matter
of urgency, review the current Carers’ Liaison Gdhaator model to ensure that it is
effective in:

- maximising awareness of carers issues withirTtoet;
- increasing appropriate referrals to existing cgireupport networks; and

- optimising support for the development of carsrgport in the Trust’s area
(Para. 2.57).

The Trust should facilitate BCCSG and the Craigaand Banbridge Volunteer Bureau to
explore ways in which volunteers might be recruftdthe Saturday afternoon respite
service (Para. 2.64).

The Trust, in partnership with BCCSG and LCG, sHadnsider ways in which Saturday
day care support for carers can be replicatedhatr dey geographical points within the
Trust area (Para. 2.65).

The Trust, in partnership with BCCSG and LCG, staeliew the information and
support programme and consider ways that refendiugptake can be increased
(Para. 2.67).

The Trust should review its partnership with voamtand community carers’ groups to
ensure that this is placed within a strategic fraoré& (Para. 2.73).

The Trust should undertake a review of all of tasecs’ workers posts which they support
through service level agreements to consider gehmirrently meet the needs of the Trust
and the carers for whom they provide support (Fart).

The Trust should liaise with BCCSG and LCG in ortteensure that they meet best
practice requirements in terms of governance argl@ment legislation
(Para. 2.76).

The Trust, in partnership with the Carers’ supgooups, should continue to develop links
with GPs, acute sector staff and other health peofessionals to ensure that these are
properly planned with clear outcomes and inclu@arctoles for both Carer group staff
and Trust staff (Para. 2.78).
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3.

ASSESSMENT, CARE PLANNING AND REVIEW

Standard for assessment, care planning and review

Carers benefit from convenient, easy to use sesviteough effective person-centred

assessment, care planning and review arrangements

Assessment, Care Planning, Review and Case Files

3.1

3.2

3.3

3.4

3.5

The Inspection Team examined 36 case filed2loases a carers’ assessment had
been offered and an assessment had been compietezhses, the majority of which
came from the Dementia Team. Files were genefadiysed on the cared for person,
containing sufficient information to ensure thagitteeds were being assessed,
services provided and reviewed. There was eveléom the files and from
discussions between carers and the Inspection Tlesrtheir views had been taken
into consideration when developing care plansHerdared for person.

This approach does not sufficiently differetgtibetween the carer’s need for support
and the explicit needs of the cared for personesé&lare of equal importance in the
dynamic between the carer and the cared for perg@hould be recognised that as
such it is vital to have a process which enablesrsaneeds to be identified separately
and so as to enable them to have time away froroahieg role. This issue is further
explored in Paras. 3.13-3.19.

However, there did not appear to be a congistethod of constructing a file and a
variety of recording forms were in use. This isfrary to Trust policy on file
keeping. For example, each file had a serieswvadielis but the labelling of these
dividers appeared to be ad hoc, according to ttheidual initiative of the member of
staff. Many files had sections which were notisgi.

The design of many of the forms was good amtia@oed useful sections and points
summarising issues, user’'s environment, risk fachmd existing services. However,
few forms were identified by a reference numbed, #w indicated when the form
had been introduced. Consequently, it was undi¢lae forms in use were the most
up to date versions. The need for consistencyilussrated by the fact that
SOSCARE numbers were not shown on the front colvell @les, and in some files it
proved extremely difficult to find an identifyingumber at all.

Many forms had not been fully completed, faareple, some had not been signed or
dated, and some sections had been ignored, swehedlser or not a carer’'s assessment
had been offered. It was also noted that severaians of the contact sheet were in
use.

Recommendation

Trust Managers should ensure that team memberawage of current Trust policy
on recording. Files should conform to the Trustisdelines for format and content.
Forms should be reviewed to ensure that only thet o to date version of each form
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3.6

3.7

3.8

3.9

is in use. Forms should be identified with a refere number and date of issue, and a
mechanism put in place to ensure that the latesioe is the one actually in use.

The Inspection Team found ample evidence &s fif excellent social work practice.
Social workers were completing very comprehensssegssments of cared for persons
needs which were proving invaluable in the caramilag and review process.

The Trust is currently reviewing all aspectsntérvention from initial assessment to
closure of cases. This process is being led by thst’s Clinical and Social Care
Governance Co-ordinator.

All policies in relation to assessment, caenping and case review are being
reviewed by a group of social work staff drawn frboth fieldwork and specialist
teams.

The process will review current practices iatien to all processes and procedures
including:

initial referral;
screening;
care planning;
monitoring;
reviewing; and
closure.

Recommendation

3.10

3.11

3.12

The Trust should ensure that carers and cared &s@ns are consulted as part of it's
review of assessment, care planning and review.

It is anticipated that review of assessmeart planning and review will be completed
by early summer 2006. This will then go forwardhe Trust board for ratification.

It was noted that several individuals had nilbam one related file. This could lead to
some information not being available when needeat. example, an individual could
have their own file and be included in another didea carer.

One set of case records examined concernbdaldaisband and wife. Two different
files were presented. The first file related prilyeto the husband when he was
receiving services from the Trust and his wife Waescarer. The second file focused
on the wife when she became a service user inierright after her husband’s death.
The key concerns were that the husband'’s file lrhchoted his death and the wife’s
file did not record the previous history of heringrrole, the fact of her husband’s
death or the impact that this had on her emotiandlphysical wellbeing.
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Recommendation

The Trust needs to ensure that records are reguigpbated and that, where
appropriate, key information is transferred betweltiferent family members files
where these overlap or these need to inform eduér ot

Separate Carer Assessment

3.13

3.14

Knowledge about carers’ assessments was laridost Trust staff were aware of
the process. Some Trust staff felt that the Tinast made a slow start in
implementing carers’ assessments, mainly due asladf infrastructure, and several
staff commented on the lack of written guidelinékspital social work staff who
work for the Craigavon Area Hospital saw their rateraising carers’ awareness of
assessments, but felt that completion of the asse¥svas rarely appropriate in the
hospital setting.

There was some confusion in the community aghich professional staff should
complete a carer assessment, with only some sgaf that it should be completed by
a social worker in line with Trust policy. Seves#ff remarked that carers seemed
unsure of the purpose of assessment and otherskexinthat it could be hard to
convince carers of the value of an assessmenthvdoigld raise unrealistic
expectations.

Recommendation

3.15

3.16

3.17

3.18

The Trust needs to make clear to all staff thahotordance with Trust policy, all
carer assessments are carried out by qualifiedadavork staff.

As previously stated separate carer’s assesgsiad been offered in 12 of the 36 files
examined and carried out in 7 cases. Staff offaradmber of reasons as to why this
process had not taken place to a greater extent.

The key reason was that the initial Carer s@s@nt Form ran to 22 pages and was
considered by staff to be unwieldy, repetitive and-user friendly. One carer
interviewed made similar comments and felt thatfthe was not only intrusive but
also repeated a considerable amount of informatioich had already been discussed
with the social worker.

Other reasons given for not carrying out sspaaissessments were:
such assessments were implicit in the overall watk carers and cared for
person; and
assessment might raise unrealistic expectatiomshat the Trust could provide.
The SHSSB with the Trusts has developed afoewfor carers assessment which

contains 6 pages. This is viewed to be much msee fuiendly by both social workers
and carers. Senior staff in the Trust have asgheethspectors that the process of
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separate carer assessment is now being implemaaottesss all of the programmes of
care.

Recommendation

3.19

The Trust should review the implementation of s&fgatarer assessment to ensure
that this is being proactively offered to all casehroughout the different programmes
of care. Each file should contain evidence thaéparate carer assessment has been
offered and the outcome should be recorded.

Staff in the mental health team used a diffiecarer assessment form. This form had
been especially developed for use in this Programin@are and had been in regular
use much longer than the other assessment fornest ddrers in mental health are
reported to be offered carer assessments but fawuipo the offer. Mental health staff
were acutely aware of the unique pressures sufteyadrers of people with a mental
illness. Many had been carers for most of theisemrser’s adult life, leading,
according to staff, to resentment, burnout and &mat drain.

Caseload Management

3.20

3.21

Caseloads in all of the Teams contacted a©p#ris Inspection were high averaging
between 40-60 cases per person. Social Worker$eauth Leaders felt that they were
under a considerable amount of pressure and dtzed considerable amount of their
time was taken up with organising and respondingréatical support issues.

Initial assessments are carried out by theogppiate professional with referral on to
other professionals for their input so, for exampleeferral which has high health care
needs may initially be carried out by a nursinggssional and then referred on to a
social worker for social care and carer assessntemtial workers carry out all
assessments for social care services. CommuniigdBuSupervisors (CSS) are
responsible for the co-ordination of all of thegii@al support that families receive.

Communication

3.22

3.23

The Inspection Team found many examples ofl goonmunication between the
various organisations involved in assessing, ptamand delivering care plans. There
were good levels of communication between sociakwallied health professionals
and nursing staff on various aspects of care appasti

However, staff at one nursing home expressadesn at a lack of direct
communications from hospitals when a resident reshbn hospital and was
discharged back to the home. An instance was gitere relatives had been told by
nursing staff to give the home details of theiateks’ treatment, placing an unfair
burden on them and raising the risk of incompletmaccurate information being
received by the home. While hospital dischargaragements were not a specific
focus of the Inspection, the Trust will need taskawith the hospital Trust to ensure
that arrangements remain effective and that camesphre appropriately communicated
to all involved in the delivery of care.
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SUMMARY OF RECOMMENDATIONS - CHAPTER 3

Trust Managers should ensure that team membeesianee of current Trust policy on
recording. Files should conform to the Trust’sdglines for format and content. Forms
should be reviewed to ensure that only the mogb wate version of each form is in use.
Forms should be identified with a reference nunaret date of issue, and a mechanism
put in place to ensure that the latest versiohésohe actually in use (Para. 3.5).

The Trust should ensure that carers and caredefsops are consulted as part of it’s
review of assessment, care planning and revieva(B3z9).

The Trust needs to ensure that records are regulpdated and that, where appropriate,
key information is transferred between differemhilg members files where these overlap
or need to inform each other (Para 3.12).

The Trust needs to make clear to all staff thagdoordance with Trust policy, all carer
assessments are carried out by qualified socidt wataiff (Para. 3.14).

The Trust should review the implementation of sefgacarer assessment to ensure that
this is being proactively offered to all carersoighout the different programmes of care.
Each file should contain evidence that a sepa&ter @assessment has been offered and the
outcome should be recorded (Para. 3.18).
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4.

SUPPORT SERVICES

Standard for support services

Carers have access to a range of quality senvieesrteet their identified need.

4.1

4.2

4.3

4.4

The Trust’'s Health Promotion Team and Commubgyelopment Unit both play a
central role in facilitating and engaging with lbgeoups to develop and promote
support for carers. There is a vibrant networkrgianisations offering a range of
support services ranging from “Ageing Well” physieaercise schemes to creative
writing, quilting and social events. While manytbése services are targeted at a
range of users there is an explicit focus on caremigh carer support groups. There
was ample evidence of excellent partnership workieigveen the Trust and these
organisations. In conjunction with the Board, @@mmunity Development Unit is
developing a new revised User Involvement Poliae th be launched early in 2006.
This policy will focus on how Trusts can best ergagth users and carers.

The Trust provides a range of direct servioemy of which provided support and
respite to carers. In particular, sitting serviaad respite care were much appreciated
by carers. However, several staff felt that sewineeded to be more flexible and
timetabled to meet the needs of carers ratherttie@service provider, although staff
acknowledged that in some locations, particulanharareas, it often proved difficult
to recruit enough care workers. There is a conseokopinion among staff, carers
and service providers that support services fogrsaare restricted by budgetary
constraints. For example, one service provideendesl that due to budgetary
constraints, night sitting services were often pted at the expense of a reduction in
daytime services. Some staff reported that famiere expected to support their
cared-for relative at weekends, which in their vigdaces an unfair burden on carers
and limiting their opportunities to engage in aitiés which might give them some
welcome relief from their caring responsibilitie®ne Trust worker highlighted the
need for sensitivity as to the level of caring ttaters were willing to undertake, with
some carers being unwilling to carry out persoaa¢ ¢asks.

The Inspection Team found excellent examplessgonsive action that reduced
pressures on carers. For example, one elderly linang alone with family support,
deteriorated rapidly, placing the family under irge pressure. The social worker was
able to resolve the situation by arranging a rayplishission to residential
accommodation and this was much appreciated bfathiy. Similarly, carers in

other cases praised the responsiveness of theiceser

Several staff referred to the Saturday resgiteice in Banbridge (Paras. 2.58-2.65).
This service was greatly valued by carers and waesxample of a responsive and
imaginative service. The Inspection Team alsaieaf other excellent practice from
discussions with carers. In one case, the Truahged for a care worker to
accompany the service user to a family weddingtaridke them home when they
were tired, thus allowing the carer to enjoy theldiag day without worrying about
their caring responsibilities.
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4.5

The Trust provides a range of services whichtrtiee assessed needs of carers and the
care for person. These include:

day care;

residential respite care;

domicilary care, including night care;
carers’ support groups; and
emergency helplines.

Day Care

4.6

4.7

4.8

4.9

Day care is provided by the Trust at 3 locatj&@rozier Lodge in Banbridge,
Edenderry House, Portadown and the Meadows in (Rosta. At the time of the
inspection the Meadows was having renovation waoitkentaken and had relocated on
a temporary basis to the Watson Centre, Portaddw Day Care Centres (Crozier
Lodge and Edenderry House) were visited as pateofnspection. In each Centre
there are clear care plans for individuals and afteinitial assessment of need this is
reviewed on a 6-weekly basis. The Trust has cotathib a conformity of approach

to ensure that all clients are assessed on thisdddy cycle. This assessment involves
both the Fieldworker and the Carer.

Crozier Lodge has 15 places per day and EdgnHeuse 20 places per day (5 days
per week). Meadows has 40 places 3 days and 25dags per week (rehabilitation).
Edenderry Day Care is a specialist centre for peogh dementia who may also
experience significant behaviour or managementlpno. Most attendees tend to
wander so the environment is more secure and & raingjversionary skills are
deployed by staff. Crozier Lodge and Meadows famu&ehabilitation (multi-
disciplinary team work) 2 days per week and mildderate dementia care 2 days per
week. Post-rehabilitation consolidation programiaesoffered in each centre 1 day
per week. Day Care services are additionallylaloks at a number of other centres
and places are utilised on a spot purchase basimsioned by the Social Work
teams. Localities include Manor Court (Fold), Lurg@he Lakes (part of Lisniskey
Nursing Home), Portadown, Palms (Shankhill Pariahir@), Lurgan, and Olde
Schoolhouse (Trust/Community Partnership), Laurenee.

Each Centre user has a key worker who is the pmant of contact for the carer. This
key link is encouraged to ensure that there isaviay flow of information. So that,
for example, carers are made aware of issues/lmiravhich occur during the day
while Centre staff are informed of issues in theneawvhich can affect the user while
they are at the Centre.

Most centre users attend on a 1 or 2 days pek wasis and so the Centres can
provide for between 100-200 placements per weekwdll as receiving regular
referrals the Centres will respond to emergenaiatiins. At the time of the
Inspection there is no waiting list for places.
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Respite Care

4.10

4.11

4.12

Residential respite care is provided at 2 firesidential homes located in Banbridge,
and Dromore. Respite beds can be booked folloagsgssment or as and when
emergencies arise. The range of respite providéeise facilities include:

Intermittent respite (2 weeks in 6);
Regular but less frequent respite; and
Opportunistic respite — using vacant beds.

Respite care is also provided in a range of dag sattings (statutory and independent
sector) across the Trust. The respite service @mpsovide a stimulating programme
of activities for attendees whilst affording careesessary respite.

The regularity and frequency of respite igeisponse to individual needs and is
reflected in individual care plans. Carers indéchin interviews that they found
respite responsive and flexible to their needser&@lare no waiting lists for respite
care.

The Trust also provides respite care in pesoplen homes to allow carers to undertake
different activities. This again is largely onagreed basis but can be implemented in
emergency situations.

Domiciliary Care

4.13

4.14

4.15

4.16

Domiciliary care is provided through the Tisistvn Home Care Service and by a
range of voluntary and private providers. Examorabf files and interviews with
carers indicated general satisfaction with theiguahd level of support provided.
Services reflect the assessment of need and rammenfeekly visits to regular daily
interventions meeting a range of more complex needs

The Trust's Home Care Service is the largestiger of domicilary support in the
Trust area. There are over 500 staff providing ¢arover 3,000 people. The service
is part of the multidisciplinary field teams. Thase managed by the Team Leaders
and monitored by the CSS. The service is focusegroviding personal rather than
practical care and 80% of the entire service pmyjdocused on providing personal
care to frail older people.

The Trust's own Home Care Service providestrmobhe domiciliary care in the
Banbridge area while there are a mix of privatevjplers in the Portadown/Craigavon
area. This is largely due to the fact that thalBa@lge area is more rural and so
incidental costs such as mileage and payment ongy time between visits are
higher. This potential of increased cost has ntaderea less attractive to the private
and voluntary sector who constantly have to keegpsdow to compete for service
level agreements.

In total the Trust provides in excess of 5,800rs of care per month and this is a
considerable cost to Trust resources. Discussiuathssocial work staff and with
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carers would suggest that while there is no stapger limit by the Trust there is a
sense that anything above 20 hours per week ikalylio be approved. This may
have implications for the identification of unmeted. If staff are not highlighting the
extent of need because of an assumption of arsilviei upper limit then the process
of identifying unmet need will not be accurate.eTissue of unmet need is further
explored in Paras. 4.24-4.30).

Recommendation

The Trust needs to:

- deal with staff perception that there is a limiit the level of domiciliary care that
can be provided in individual cases; and

- ensure that staff are encouraged to fully reciokehtified need so that demand for
domiciliary care can be accurately identified.

4.17 Recent changes in the organisation of DorargilCare Services has created some
confusion for one independent service provider oviegre key worker responsibility
lay for organising and monitoring services. Thasv&e provider also expressed
confusion over the respective definitions of peed@nd practical care.

Recommendation

The Trust should ensure that there is clarity adu

- the key worker role in relation to the organigatiand monitoring of home care
services; and

- what defines the difference between personalpaactical care.

Night Time Domiciliary Care

4.18 Night time domiciliary care is based on assgs®ed. The service covers put to bed,
checking, night toilet visits and wake up suppdrhis is provided by both the Trust’'s
own home care staff, voluntary and private pro\dddt is available throughout the
Trust and runs, where needed, throughout the night.

Out-of-Hours cover

4.19 Where support breaks down out-of-hours, camergxpected to contact one of 3 CSS
staff on duty from 7.00 am to 9.00 am and 5.00 prh(.30 pm Monday-Friday and
Saturday and Sunday 7.00 am to 10.30 pm who mwiilt contact community care
workers within that area. Where cover cannot keetified it is expected that the CSS
will themselves provide the cover. Emergency Sabdark service provides an
additional level of cover weekdays, 5.00 pm—9.00aat all day and all night Saturday
and Sunday.
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Comments and Complaints

4.20

4.21

The Trust has a comments and complaints puoeethich is issued to all new service
users, including carers. It is also containechen@arer Information Pack (CIP).
There is a Complaints Officer who monitors and ogsfs to all complaints. This
postholder is part of the Human Resources TeathnerelTare clear procedures for
reporting, recording, monitoring and respondingltcomplaints. The emphasis is on
dealing with complaints as quickly as possible tigtoinformal procedures. However,
if this is unsuccessful there is a clear path domfal complaints procedures.

All complaints are collated and reports ard sethe Chief Executive. Where
individual issues are not dealt with successfullgaxly stages then the Chief
Executive become the final point of decision-makwithin the Trust. A summary of
complaints and actions is tabled quarterly at Thastrd meetings for discussion and
decisions about any further action needed.

Direct Payments

4.22

Only 2 of the 36 case files examined contaaedence that Direct Payments had
been offered, and of these cases only one hadedsualDirect Payments being
arranged. Several staff commented on the potdrgiagfits of Direct Payments,

which could offer carers much more flexibility ioWw and when services were
provided. Nevertheless, it was acknowledged thadDPayments could be a difficult
undertaking and that many carers, particularhhanElderly Care Programme, were
according to social work staff, daunted by the clexipy of the task. It was reported
that Direct Payments had not been widely offeresetwice users and their carers and
there was some criticism by social work staff tthat Trust had not provided a
structure to support staff in developing this optidNor was there evidence in forms of
a prompt to ensure carers were offered Direct Paysrag assessment. The Trust
intends to appoint a Co-ordinator and Steering @ifou Direct Payments but this has
not yet been achieved. It is expected that thdtdeva greater promotion of Direct
Payments as the Trust and Board roll out a compsihe staff-training programme,
due to commence at the beginning of 2006. The détkaining and support
infrastructure to date combined with staff not noely offering Direct Payments as an
option and the perceived lack of enthusiasm foe&@iPayments by many carers may
explain why only 3 of the Trust's 21 Direct Paymeases came from the Elderly Care
Programme. However, examination of the file of ohéhe Direct Payment recipient
indicated that the family “had found Direct Paynseot great benefit.”

Support After the Caring Role

4.23

Staff were clear that cases are not autontigtcdased when a carer’s caring role
ceases and that they will continue to provide suppo as long as is appropriate.
Carers’ groups continue to provide support for ksaedter their caring role has
finished, as evidenced by discussions with cacengrs group representatives and
training offered on bereavement (Para 2.66).
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Unmet Need

4.24

4.25

4.26

4.27

4.28

4.29

There is a reported process in place for ¢fleation of unmet need information. Itis
expected that this information is gathered at fielk level, findings correlated by
Directors of Programmes of Care and then passéd the Corporate Information
Manager. This is then used to inform planning disdussions between the Trust and
the SHSSB.

However, several members of the Trust staffrmented on the lack of a system for
capturing unmet need. One social worker repotiatithere had been sheets for
recording unmet need but these had fallen out@f 0fere was no system for
collating unmet needs identified from Carer Assessnfrorms. It was reported that
the Board'’s eligibility criteria, issued in 199%nited the range of services that could
be provided and staff felt that there was no pwimecording tasks as unmet need if
the criteria precluded them. An example of thi®eged in the case of an 86-year old
man with dementia who was being cared for by higé&fr old wife. He had
developed a nightly (and sometimes more frequentritinence problem, resulting in
excessive laundry which his wife was managing wifficulty. A laundry service
would have provided very practical support to ttaser but it was specifically
precluded from the current range of services oeroff

There was also little evidence of social watef investigating other ways in which
these needs might be met. For example, onwardaéfdo the voluntary sector who
might be able to provide small grants or voluntéenieet needs not met by the Trust.

The key reason given for carer unmet neeth@iofy recorded was that many staff had
a view that having discussions with carers aboeit teeds which the Trust would be
unable to address might raise expectations whicle werealistic and so would be
unsupportive and counter-productive.

Another reason put forward was that a numbeam@rs might wish to have services
which are outside the SHSSB eligibility criteridowever, it is difficult to see how
this can be gauged if staff are not undertakingitbet assessments. Those services
specifically excluded in the 1995 SHSSB critericluile:

laundry;
shopping; and
cleaning.

The Trust is actively working with the SHS®B¢view the eligibility criteria for
access to domiciliary care. It is anticipated #ilhheed will be identified as:

critical;

moderate; or
low.
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4.30

This will allow a more flexible response to presegieed and will, Trust staff
believe, make assessment and the subsequentiickgidii of need more realistic and
focused on the individual.

The Inspection Team found no evidence of gesyatic collection of unmet need at
team level with both field staff and team managedgcating that this was not being
recorded. This raises concern over the accuradyestent of reports being processed
to higher levels within the Trust and ultimatelythe SHSSB.

Recommendation

The Trust needs to ensure that unmet need isredlyrded by staff and that this
informs overall planning, commissioning and deveiept of services.

SUMMARY OF RECOMMENDATIONS - CHAPTER 4

The Trust needs to:

deal with staff perception that there is a lionitthe level of domiciliary care that can
be provided in individual cases; and

ensure that staff are encouraged to fully recdedtified need so that demand for
domiciliary care can be accurately identified (PAES).

The Trust should ensure that there is clarity adoun

the key worker role in relation to the organisatand monitoring of home care
services; and

what defines the difference between personalpaactical care (Para. 4.17).

The Trust needs to ensure that unmet need isretigrded by staff and that this informs
overall planning, commissioning and developmergastices (Para. 4.30).
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5.

INFORMATION FOR SERVICE USERS

Standard for Information for Service Users

Carers receive up to date comprehensive publisifechiation about social care services and
other relevant information from the Trust

Written Information for Carers

5.1

5.2

There is a considerable amount of written mf&@tion which is available in the Carer
Information Pack (CIP), which has been jointly proed by BCCSG and LCG. The
CIP includes information on all of the carers’ gopewithin the Trust area from the
larger groups such as BCCSG and LCG to smaller toosdised groups. There is
also information on other services and supportlabks to carers including:

social security benefits;

direct payments;

carer assessment;

health and well being;

useful contacts;

definitions of carer;

carers training; and

social opportunities provided by carers’ groups.

The information is widely distributed by BCC&8d LCG to their own members and
to Trust staff. There is an expectation that Tatistf will pass this on to carers as and
when they are identified. The CIP is also avadadblpublic areas of some of the local
offices in the Trust. However, there is no monitgrof this process and so it is
unclear which, or how many staff within the Truate circulating this information.

The information contained in the CIP is update&prannual basis by BCCSG and
LCG.

Recommendation

5.3

The Trust, in partnership with the key carers’gps, should develop a system to
monitor the distribution and use of the CIP to eedihat it is readily available and
being distributed by social care, nursing, allieeblith professional staff and GPs,
where appropriate.

Single page leaflets containing informatiortlva carers’ support groups have also
been developed by BCCSG and LCG. These were adthble at a number of Trust
buildings and at one location the leaflets werartyeout-of-date as they had pictures
of personnel who no longer worked in the carersugrand had not done so for some
time.
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Recommendation

5.4

5.5

5.6

5.7

5.8

The Trust should ensure, with carers’ groups, thate is a process for the
distribution and display of carers’ information ligets across all Trust offices which
are accessible to the public and that these arelsety updated.

The Trust has also produced a very compreheisgiormation pack “Help for Carers”
on a range of issues which are of value to carénss is an exceptionally
comprehensive document running to 55 pages whitdilsl@ range of rights, services
and supports which are of use to carers. “HelgCiarers” covers 35 topics from
specific carer focused information, for examplegooups and voluntary organisations
to information on organisations with which caremgynmave contact such as the
Housing Executive and the Police Service for NarHesland.

The range of information is pertinent and caghpnsive. It covers a much wider
range of information on the Trust’s services tHan€IP, which it is designed to
complement, and includes a diverse range of tapich as:

bereavement;

hospital discharge;

disabled parking badge scheme;
domiciliary services;

GP services;

respite care; and

young carers.

“Help for Carers” was produced in partnershiBCCSG and LCG. Carers stated
this was a very valuable support when it was dsedsith the Inspection Team. The
Trust is to be commended on this comprehensiveerahghformation which is
distributed to each carer in the Trust. It is updaeach year. This publication is a
concrete example of the support and commitmentthfeaT rust gives to carers.

Information on carer support is widely disttéx via carers’ groups, regular
contributions to local newspapers, and the CIPctwvhias been developed in
collaboration with the Carer’'s Forum. The Trusuiss a bi-monthly “Events List” to
all staff and a Carers’ Awareness Day is beingméan The Trust is also planning to
include carers’ information on its website.

The CIP is generally available throughout thesT, although some locations were
awaiting further supplies. Carers welcomed th&kpaich was seen as a helpful
resource. The pack contains a referral form tddbal Carers’ Support Group, but a
number of carers have declined to be referred ameral had expressed some concern
that the form was intrusive. Some staff felt thees an expectation that all recipients
of a CIP should be referred. Others are sendibivke wishes of carers,
acknowledging that not all carers wished to be Ive® with a carers’ support group.
Most staff are of the opinion that it should be lgf to individual choice whether or

not carers completed a referral form and that gieuld simply leave the relevant
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information. This lack of proactivity may help éam the low referral rate highlighted
in Paras. 2.55-2.57.

5.9  Trust staff are well informed about carer supppportunities and appropriate
voluntary agency support but several suggestedlikat should be a directory of
resources, preferably available online. It wasssted that such information needed to
be updated regularly.

5.10 In addition, District Nurses use a comprehen€are Plan folder which was left with
every patient. The Plan contained useful infororatibout key names and contacts, a
copy of the care plan and information leaflets dlmawers’ assessments, making a
complaint and giving consent. The folder also aomd an appropriate selection of
information about support services such as the NlanNursing Service.

5.11 The Trust uses the comprehensive SHSSB Daghent Pack, but several staff
considered this to be intimidating for potentiatddt Payments users and so there is a
reluctance among staff to use it. One membereftust staff suggested that a much
simpler information leaflet should be developedsdshon the example found on the
Centre for Independent Living website.

Recommendation

The Trust should consider ways in which a simgliieide to Direct Payments can be
developed to be used by Trust staff to increaseevess of Direct Payments options
for carers and other Trust service users.

Carers’ Database

5.12 BCCSG and LCG are in the process of developicarers’ database. This is being
co-ordinated by the CSDM at BCCSG. This is atahdy stages of development and
is largely a reactive process with carers askdill mut and post back a form in their
CIP.

5.13 All carers group staff promote this databasgiscussion with both individuals and
local carers groups. Trust staff are also expetttguiomote the database but at
present there is little evidence that many referaaé coming from this source, perhaps
for the reasons cited in Para. 5.8.

Recommendation

The Trust should encourage its staff to make appatgpreferrals, with the consent of
carers, for inclusion on the carers’ database as thill increase the flow of
information and potential support to carers.

5.14 It is anticipated that the initiative to engagth GPs referred to in Para 2.78 will
result in increased referrals to the Carers’ Dagaba
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SUMMARY OF RECOMMENDATIONS — CHAPTER 5

The Trust, in partnership with the key carers’ greushould develop a system to monitor
the distribution and use of the CIP to ensureithatreadily available and being
distributed by social care, nursing, allied healtbfessional staff and GPs where
appropriate (Para. 5.2).

The Trust should ensure, with carers’ groups, ttiexte is a process for the distribution
and display of carers’ information across all Trofices which are accessible to the
public and that these are regularly updated (PaBi.

The Trust should consider ways in which a simglifgeiide to Direct Payments can be
developed to be used by Trust staff to increaseeawas of Direct Payments options for
carers and other Trust service users (Para. 5.11).

The Trust should encourage its staff to make aptgpreferrals, with the consent of

carers, for inclusion on the carers’ databaseiasnifi increase the flow of information
and potential support to carers (Para. 5.13).
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6.

WORKFORCE PLANNING, WORKFORCE MANAGEMENT, TRAINING,
SUPERVISION AND SUPPORT

Standard for workforce planning, workforce management, training, supervision and
support

The Trust has a strategy in place to recruit, neipport and develop sufficient numbers @
appropriately qualified and competent staff with kmowledge and expertise to deliver

services to carers

=

6.1

6.2

The Trust has a Human Resources (HR) Departwiginh has overall responsibility
for staff:

recruitment;
selection; and
development.

The HR Department is also responsible for the ifleation of appropriate training for
staff in relation to the HR function, for exampie recruitment and selection policy
and procedures. There is no specific recruitmedtratention policy but a number of
mechanisms are in place to support staff. Sinyildhe Trust has a number of
workforce policies which inform planning. The keglicies used to inform and
support staff are:

the Learning and Development Strategy 2005-2006; an
the People Strategy (2005).

Individual Programmes of Care are expecteddatify issues over staff levels to
senior management and the HR Department who vefi thake appropriate decisions

on how these can be addressed.

Learning and Development Strategy

6.3

6.4

The Learning and Development Strategy recogritss, as an employer of over 2,000
people, the Trust needs a clear human resourcesade ensure that it is a good and
effective employer. As well as reflecting interivatiatives to support staff, the
Strategy also includes reference to a considerabigber of external documents which

inform human resources. These include:

Priorities for Action;

Regional Human Resource Strategy;
Agenda for Change; and

Employer of Choice.

In particular, “Employer of Choice — A Stratefigy Managing and Developing people
in the Health and Personal Social Services” (DHS3RE 2002) sets out a number of
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6.5

6.6

6.7

6.8

6.9

priorities for delivering a modern HPSS. Specificat acknowledges the need to
retain a skilled workforce which delivers the seeviequired.

Principles underpinning the Trust’s Learning &evelopment Strategy include:

equality of opportunity; and
regular evaluation.

Avenues for promoting appropriate training degdelopment within the Trust linked

to the strategy include use of supervision and aggiraisal. Staff appraisal is
compulsory for all Trust staff and includes ideiotition of training needs and personal
development needs. This is undertaken on an atas# and information is collated
within each Programme of Care and then passectdreining Department. This
information is key to the development of the anritaihing programme. Training and
support for staff are delivered by both the Trustis Training Department and the
SHSSB training consortium.

Encouragement is given to all staff to undextmining and where in-house training is
not available external providers are identifiecdyppropriate and within budget
allocation.

Training responds to general identified neetthiwithe Trust on a range of issues such
as:

equality;
Health and Safety; and
working alone.

Specific training is tailored to roles and respbilisies. For example, all home care
staff receive mandatory training in moving and Heogd

More focused training is made available, as@mpate, within the Trust for staff on
areas of work such as Child Protection and thee@tioin of Vulnerable Adults.

NATIONAL VOCATIONAL QUALIFICATIONS (NVQs)

6.10 The Trust’'s commitment to staff developmentudes a high input to the achieving of

NVQs for a range of staff. There is a comprehenSHSSB wide annual training
programme and up to 300 people undertake NVQsyzah This is developed with
the Board and the other Trusts in the SHSSB ardaperates under the auspices of
the SHSSB Assessment Centre. In particular, tisemenigh level of support for home
care workers to support their skills developméFtie Trust is to be commended on
this initiative. However it was noted that carars not involved in the development or
delivery of training pertaining to the caring role.
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Recommendation

6.11

6.12

The Trust should consider ways in which it can giegearers in the development and
awareness of staff through both the NVQ and ottaéning initiatives.

The Trust has identified that it has a conaiole number of unqualified staff
particularly in social care. It is encouragingrth® take up qualifications. So, for
example, home care staff are encouraged to comég Level 2 in Care or NVQ
Level 3 in Care, where appropriate. All home csiedf are eligible to undertake an
NVQ after successful completion of a 6 month pralvetry period. The Level 2 in
Care covers areas such as:

legislation and rights;

respect;

communication;
confidentiality; and

dealing with vulnerable adults.

Out of an estimated 584 of the workforce within feocare eligible for NVQ there
were, at the time of Inspection, 97 staff curreptyticipating in NVQs. Since 1999
there have been 231 staff who have successfuligesti NVQ Level 2 and a further
31 who have successfully achieved NVQ at Level 3.

Examples of NVQ modules at level 3 include:

palliative care;
rehabilitation; and
promoting independence.

People Strategy

6.13

6.14

The Trust tries to be flexible and to resptmuhdividual needs particularly in time of
emergency. This is stated in the ‘People Stratedyth is an informal name for a
range of ‘Family Friendly policies’ which the Trustdeveloping. The Trust has a
number of ‘family friendly’ schemes to support aethin the workforce. These

include:

workbreaks;

voluntary reduced working hours;
term time working; and
compressed working week.

These are relatively new initiatives (2005) are currently being reviewed by the HR
Department in the Trust. Initial responses froaffgb the new family friendly

policies are mixed. In discussions with the InsioecTeam some found the policies
useful while others felt them difficult to accesgem some job circumstances.
Comments included very positive responses froni atiad had caring roles and who
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felt that greater working flexibility allowed theta continue their caring role without
becoming overwhelmed by either their workload @irttipersonal circumstances.

6.15 Feedback is contained in the ‘Review of Farfrigndly Schemes (2005)’. All staff
were asked if they considered the Trust to be alydnendly employer. Responses
were as follows:

Do you consider the Trust Overall % Managers % Staff %
to be family friendly?

Yes 72.3 85.9 70.7
No 10.6 5.6 11.2
Don’t know 17.1 8.5 18.1

6.16 The Trustis to be commended on the developofdamily friendly policies which
better support staff. However, the survey didéatk that just over 29% of staff who
responded either did not view the Trust as fanrignidly (11.2%) or “don’t know”
(18.1%). Staff were less positive than managedssame of the feedback received
during Inspection would suggest that staff wereatatys aware of the policy and the
different options it contains. In addition, sonaffelt that these schemes were often
difficult to access because of their job circumsen

Recommendation

The Trust should continue to monitor its familgridly policy and make efforts to
identify further developments which are possiblgdesl to increase the number of
staff who

- are aware of the policy; and
- can avail of different options therein.

Performance and Quality

6.17 The Trust has a sub-committee which monitiingcal and social care governance.
This committee which is chaired by the Chief Exeaiind has membership from
senior management from all of the Programmes o Cirmeets on a monthly basis
and receives reports from all of the Programme3ase. There is also a Programme

of Care Quality Group chaired by the Director af #lderly Programme.

6.18 The Programme of Care Quality Group meetisgsformed by a range of other
meetings happening in the Trust. These include:
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the social work forum; and
residential and day care managers meetings.

Professional Social Work Forum

6.19 The Social Work Forum is chaired by the ExgeuDirector of Social Work who is
also the Director of the Mental Health and Dis&piServices. It meets quarterly as
part of the Social Care Governance arrangemenksnatite Trust . The Forum
consists of Managers at all levels but does naeatly have any social work
practitioners in attendance. The Executive DireofdSocial Work is undertaking a
review of membership, role and function of the Bssfonal Social Work Forum with
a view to it becoming a Social Care Governance Citteen A workshop has been
planned for the autumn to review and progressviiik.

Social Work Forum - Elderly and Primary Care

6.20 In response to the need for social work s$taffave an opportunity to focus on social
work issues, values and concerns a social workrfomas established in 2005 for the
Older Persons Programme of Care. It is plannethigforum will meet twice per
year.

Recommendation

The Trust should consider developing the Socialk¥arum within Elderly and
Primary Care to include social work practitioners well as Managers from other
programmes of care in order to ensure that theic&as also heard.

Residential and Day Care Managers Meetings

6.21 The group which consists of heads and depag$of units is chaired by the
Assistant Director of the Elderly Care (Residentfizdy Care and Developments). It
also meets on a quarterly basis to consider bastipe and best care issues.

Supervision

6.22 Organisational roles are clear throughoufliiust and the management structure
promotes accountability, supervision, support gograisal. All staff interviewed
were clear about their roles and responsibilitiEse Trust’s expectation is that
supervision should take place on a 6-week cydeiring interviews with Inspectors,
staff indicated that this generally happened alghoManagers were open in indicating
that sometimes this did not always happen.

6.23 There was evidence in the files of supervisiboases and Team Managers had clearly
‘signed off’ cases and social workers actions.

6.24 Supervision also undertook to look at indiidstaff member’s personal development
needs and, in particular, the need for continu@uisgnal development.
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Social Care Governance

6.25

6.26

The Trust has appointed a Clinical and Sdcsak Governance Facilitator supported
by a Social Care Governance Facilitator to prongoteernance arrangements within
the Trust. A Senior Social Worker is also emplgyeith a joint remit for Social Care
Governance and Practice Teaching. These Truseo$fivork together to ensure that
good practice is promoted and consistent stasda developed across the Trust's
teams and Programmes of Care.

A recent focus for the Social Care Governdrasglitator has been meeting with
fieldwork teams to promote quality assurance, aness of social care governance
and the duty to promote best quality. Howeves thicurrently undertaken on an ad
hoc basis and is not part of a programme of devedopt. The decision as to the
Facilitators attendance at team meetings isdeftdividual teams. This does not
allow consistent access nor does it give the taddvel of importance that it needs.

Recommendation

6.27

6.28

6.29

6.30

The Trust should consider how the role of the €éhand Social Care Governance
Facilitator could be further developed and strerggtbd to ensure that all social work
teams act upon social care governance in a condisted planned way.

The Trust is currently carrying out a numbieniiatives to support the development
of good practice. Central to these is the devetgof standards within social care
based on the National Occupational Standards (N@Social Care.

It is anticipated that procedures will be deped from the NOS by March 2006,
which will cover:

assessments;

care planning;

monitoring and evaluation;
preparation for contact; and
transfer/closure.

It is also proposed to have a simple auditdeveloped to assess these standards by
March 2006. The overall outcome is to achieve lojgality consistent practice across
the Trust.

The Trust considers that a key part of govereas about efficient management of
existing resources. The move to the better manageai resources is partially based
on a review of existing auditing already carried inuElderly Care, which found that
auditing was:

ad hoc; and
internal auditing processes were not always caoigd
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Recommendation

The Trust should continue to develop approacheswtaflect the Trust’s
identification that auditing, quality assurance agolvernance are made more central
to the business of the Trust.

6.31 The Trust is currently undergoing the proc#sspplying for the Investors in People
(liP) award. This has meant a range of developsn@nd reviews which have
included:

client and staff satisfaction processes;
review of support and supervision; and
review of policies and procedures across all aaii

The results of this are expected in early summe620

SUMMARY OF RECOMMENDATIONS - CHAPTER 6

The Trust should consider ways in which it can gegearers in the development and
awareness of staff through both the NVQ and otfaénihg initiatives (Para. 6.10).

The Trust should continue to monitor its familyefrdly policy and make efforts to
identify further developments which are possiblgded to increase the number of staff
who:

- are aware of the policy; and
- can avail of different options therein (Para.6j.1

The Trust should consider developing the Social M\Frum within Elderly and Primary
Care to include social work practitioners as welManagers from other programmes of
care in order to ensure that their voice is alsrdh¢Para. 6.20).

The Trust should consider how the role of the Cahand Social Care Governance
Facilitator could be further developed and streeg#u to ensure that all social work
teams receive and act upon social care governarceonsistent and planned way (Para.
6.26).

The Trust should continue to develop approacheshwtaflect the Trust’s identification
that auditing, quality assurance and governancenacke more central to the business of
the Trust (Para 6.30).
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7.

HUMAN RIGHTS AND EQUALITY

Standards for human rights and equality

Boards and Trusts are fulfilling their statutorytida in respect of the requirements of human
rights and equality legislation and these prin@ee integrated into practice within all
aspects of social care services for carers

7.1

7.2

Both the SHSSB and the Trust have a high levebofroitment to the promotion of
human rights and equality. Both organisations te@ar policies which reflect this
commitment and they each have personnel who moaitdmpromote good practice.

Both organisations carry out impact assessnoenddl of their policies in relation to
Section 75 of the Northern Ireland Act 1998.

SHSSB

7.3

7.4

7.5

7.6

SHSSB states as one of its six core values:

“inclusiveness — embracing diversity and promogiggality, respecting human rights,
ensuring fairness and equality in access to catdraatment and engaging fully with
users, carers and the local population”.

The SHSSB leads on initiatives in promotingigguithin the area and, in partnership
with all the Trusts, has developed a number ofatntes on Equality and Human
Rights. The SHSSB facilitates the Southern Areaaity Group which has
membership from the equality units of all the Tsustthe SHSSB area.

Recent initiatives have included a major caeriee on ‘Equality for All' which was
organised to embrace diversity and to illustratedgpractice in the SHSSB area. The
200 delegates were from the SHSSB, the Trusts iaréa and from other HSS Boards
and HSS Trusts across Northern Ireland, represessarom the DHSSPS and Health
and Social Services Councils and the voluntaryosedhput to the event was from a
range of organisations including:

Action Now to Integrate Minority Access to Equal{#nimate);
the Rainbow Project (gay and bisexual men); and
DHSSPS (Equality Unit).

A further example of good practice was the joakibn in 2003 of the Multicultural
Handbook. This Handbook provides valuable infoforabn areas such as:

diet;

dress;

modesty; and
care for the dying.
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7.7

Based on initial work by Ulster Community and Hdafs HSS Trust, the SHSSB
facilitated the development of this document witl Trusts in its area, the Southern
Health and Social Services Council and both regiand local voluntary ethnic
minority support organisations. The Handbook idely distributed to all HSS Trust
staff in the SHSSB area.

Further initiatives include:

translation/interpretation services; and
a sports day for young carers.

The SHSSB in partnership with the HSS Trusts imiitsa is also currently developing
an action plan and translation initiatives for rewd emerging communities in its
areas such as Lithuanian, Polish and Russian spgeake

The Trust

7.8

7.9

7.10

7.11

The Trust’'s annual progress report on the implgation of Equality and Good
Relations Duties (August 2005) highlights a ranfygamd practice in the promotion of
Equality and Human Rights.

The Trust has a Race Equality Strategy whidgmnslved in a number of initiatives.
As part of a continued commitment to the needsla€iBand Minority Ethnic (BME)
groups, the Trust has recently made appointmentay@wly created posts to reflect
the changing needs of its increasingly diverse [admn. These include:

a designate BME Health Visitor;

a lay health worker for the Chinese community;

a lay health worker for the traveller communitydan

a bi-lingual support worker for the migrant Portaga population.

The Trust has also recruited 2 Community As€f§icers to work in the field of
improving disability access. Examples of initi&tsvin this area of work include
improving access to leisure facilities and Trusltiepromotion activities by engaging
both male and females with disability from differealigions and ethnic backgrounds
(multiple identities) in a range of fitness actie# which encourage development
socially, physically and mentally.

Key partners in this work include:

Craigavon Borough Council;
Disability Sport Northern Ireland;
Brownlow Campus Sport;

the BME forum; and

the Migrant Workers Forum.

7.12 The Trusts Community Development Unit (CDUYkgoin partnership with the

Equality Schemes Co-ordinator who has assistelgeiniévelopment of a wide ranging

53



multi-disciplinary group drawing from a range adisttory, voluntary and community
sector health and social care providers and they&ran and Banbridge Migrant
Workers Forum, to meet the social, health and evenoeeds of migrant workers.

Training

7.13 The Trust has a number of strategies to asldtaman Rights and Equality to adhere

to legislation and promote best practice.

7.14 With regard to Equality Impact Assessment @&Qthe Trust has provided training to

7.15

7.16

7.17

over 40 staff including Directors, Assistant Dimrstand senior managers to ensure
that staff who authorise or sign off new policy aveare of and adhere to EQIA
regulations and guidance. This was delivered byctitauthor of the EQIA guidelines.
Corporate induction of all new staff contains imf@tion on the Trust’s human rights,
diversity and good practice processes. Inducsdailored to the staff member’s
position in the Trust. The Trust is part of theSSB social services Training
Consortium and a considerable range of trainimgasided through this forum. This
includes input to a range of work areas on, fomgxa, with regard to professional
development and the delivery of services in a m®fsal manner across all
Programmes of Care. Discussions with the co-otdirat in-service training confirms
that all training is underpinned by adherencedbts, consultation with users and
equality of access.

The Trust has as well as using its own intdraaers engaged a number of external
agencies to develop and deliver training matematelation to Human Rights and
Equality. These include:

Animate;

Northern Ireland Council for Ethnic Minorities;
Disability Action; and

Craigavon Travellers Support Group.

All training is evaluated and a progress reffom the Equality Unit is made available
to the Trust board on a quarterly and an annuasbas

The SHSSB and the Trust are to be commend#teahevelopment of actions to
support Human Rights and Equality.

54



8.1

8.2

8.3

8.4

8.5

8.6

8.7

8.8

8.9

8.10

CONCLUSION

There is a considerable amount of work goingtdooth Trust and SHSSB level to
support carers. This is apparent through discossith staff, carers, carers’ groups
and other voluntary organisations.

There is a culture of engagement and consuttatith carers. Key examples of this
range from the representation of carers on botffthst and the SHSSB non-
executive membership.

Both the SHSSB and Trust are promoting an apeninclusive style of input which
can be evidenced by the inclusion of all of thagerviewed and engaged in the
Inspection in the feedback meeting to consideotiteomes with the Inspection Team.
Both the Trust and the SHSSB are to be commenddbi®iransparency and
willingness to engage with a range of users, canetdskey stakeholders.

The Trust facilitated the feedback meeting emslired that carers were invited and
support offered to ensure that they could atteravmg that their relatives were
safely cared for. A number of carers attendedriketing.

There are 2 key support organisations (BCCS{3.&G) in the Trust area which
receive funding from the Trust to promote supperviges for carers. In addition to
these key partnerships the Trust has been clasetyvied in the carers’ agenda and in
particular in supporting the setting up of the @sireorum, a lobbying group, which
represents carers and carers’ group and forms &keljof communication between
the Trust and carers.

It is anticipated that as the Carers’ Forumettsss it will play an increasingly
important role in promoting dialogue and communaabetween carers and the Trust
and thus have a major influence on the developwfeméw and of existing services.

The Inspection has highlighted many areas ofigmactice in the planning, providing
and reviewing provision of social care support &y for carers of older people.
There are a number of examples of good practiceofiedcial care staff being
engaged in providing flexible, responsive and iratowe support to others.

There is evidence, from files, from discussiaith Trust staff and discussions with
carers of high quality professional social work andial care within support services
for carers of older people. Staff within the Trast to be commended on this and on
their commitment to their work.

The Trust has undergone considerable changesrking arrangements most notable
of which is the introduction of community suppaupsrvisors. Staff report that this
was a period of considerable upheaval which haggative effect on morale and
raised concerns whether this would affect the guafisocial care services.

Staff are now clear that while difficult aettime they have worked through this and

are reassured by the implementation of new prosesSe that, for example, all carer’
assessments are carried out by qualified socigt staiff to ensure that social care
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8.11

8.12

8.13

8.14

responses reflect emotional and psychological naedgell as the need for practical
support.

There are some concerns over the anomaliesobesdwithin the two carers groups,
BCCSG and LCG, which have led to lack of directiimjted support and lack of
cohesion in delivering services to support carers.

Further work is needed to promote Carer Assessand carers support, particularly
referral to support groups, among Trust staff. dpparent ambivalence on the part of
some staff to offering Carer Assessments and coesgdow uptake is a concern.

There are examples of good innovative pratisieg developed to complement other
high quality social care support and practice. sehaclude:

the Dementia Team;
the emphasis on information and support for caeerd;
the Saturday respite service.

A number of recommendations have emerged fnentinspection and the SHSSB and

the Trust should now address these to further dpvahd promote the good practice
found in both organisations.
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9.

SUMMARY OF RECOMMENDATIONS

Introduction — Chapter 1

1.

The Trust should refine criteria for, and moniteferrals to the Dementia Team.
(Para. 1.22)

Planning, Commissioning, Delivery and Review of Sl Care Services — Chapter 2

2.

The Trust and the Carers’ Forum should joirglyi@w costs and structures to ensure
that the full potential of the Forum is developdRarticular attention should be paid by
the Trust to helping the Carers’ Forum identify apgly for funding from a range of
sources which maintains its independence and datamake it wholly dependent on
Trust funding (Para. 2.39).

The Board and the Trust, working with carers’ greugs appropriate, should, as a
matter of urgency, review the current Carers’ loai€o-ordinator model to ensure
that it is effective in:

- maximising awareness of carers issues within thstyr
- increasing appropriate referrals to existing rsirgupport networks; and

- optimising support for the development of carstgport in the Trust's area
(Para. 2.57).

The Trust should facilitate BCCSG and the Craogeand Banbridge Volunteer
Bureau to explore ways in which volunteers mightdxzuited for the Saturday
afternoon respite service (Para 2.64).

The Trust, in partnership with BCCSG and LCGut consider ways in which
Saturday day care support for carers can be réptit other key geographical points
within the Trust area (Para. 2.65).

The Trust, in partnership with BCCSG and LC&Gut review the information and
support programme and consider ways that refenduptake can be increased
(Para. 2.67).

The Trust should review its partnership withuwahary and community carers’ groups
to ensure that this is placed within a strategaoiework (Para. 2.73).

The Trust should undertake a review of all ef tarers’ workers posts which they
support through service level agreements to congidlgese currently meet the needs
of the Trust and the carers for whom they provigdepert (Para. 2.74).

The Trust should liaise with BCCSG and LCG idesrto ensure that they meet best

practice requirements in terms of governance argl@ment legislation
(Para. 2.76).
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10.  The Trust, in partnership with the Carers’ supgroups, should continue to develop
links with GPs, acute sector staff and other hgadtiiessionals to ensure that these are
properly planned with clear outcomes and incluéarctoles for both Carer group staff
and Trust staff (Para. 2.78).

Assessment, Care Planning and Review — Chapter 3

11.  Trust Managers should ensure that team menabeware of current Trust policy on
recording. Files should conform to the Trust'sdglines for format and content.
Forms should be reviewed to ensure that only thet mp to date version of each form
is in use. Forms should be identified with a refexe number and date of issue, and a
mechanism put in place to ensure that the latestoreis the one actually in use
(Para. 3.5).

12.  The Trust should ensure that carers and carguefsons are consulted as part of it's
review of assessment, care planning and revieva(RBa9).

13.  The Trust needs to ensure that records ar¢arggupdated and that, where
appropriate, key information is transferred betwe#ierent family members files
where these overlap or these need to inform edwdr (Para. 3.12).

14. The Trust needs to make clear to all staff, iheccordance with Trust policy, all
carer assessments are carried out by qualifiedlsmork staff (Para. 3.14).

15.  The Trust should review the implementationegfagate carer assessment to ensure
that this is being proactively offered to all caréiroughout the different programmes
of care. Each file should contain evidence thsg@arate carer assessment has been
offered and the outcome should be recorded (Bat8).

Support Services — Chapter 4

16.  The Trust needs to:

- deal with staff perception that there is a liontthe level of domiciliary care that
can be provided in individual cases; and

- ensure that staff are encouraged to fully recdedtified need so that demand for
domiciliary care can be accurately identified (Pdra6).

17. The Trust should ensure that there is clarbyiad:

- the key worker role in relation to the organisatand monitoring of home care
services; and

- what defines the difference between personalpaactical care (Para. 4.17).
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18.

The Trust needs to ensure that unmet needlysdécorded by staff and that this
informs planning, commissioning and developmergestiices (Para. 4.30).

Information for Service Users — Chapter 5

19.

20.

21.

22.

The Trust, in partnership with the key cargrsups, should develop a system to
monitor the distribution and use of the CIP to eagbat it is readily available and
being distributed by social care, nursing, alliedlth professional staff and GPs where
appropriate (Para. 5.2).

The Trust should ensure, with carers’ groupe, there is a process for the distribution
and display of carers’ information leaflets acrabg rust offices which are accessible
to the public and that these are regularly updé®eda. 5.3).

The Trust should consider ways in which a difirepl guide to Direct Payments can be
developed to be used by Trust staff to increaseeavweas of Direct Payments options
for carers and other Trust service users (Pard).5.1

The Trust should encourage its staff to malg@piate referrals, with the consent of
carers, for inclusion on to the carers databaskigsvill increase the flow of
information and potential support to carers (Par&3).

Workforce Planning, Workforce Management, Training, Supervision and Support —

Chapter 6

23.  The Trust should consider ways in which it eagage carers in the development and
awareness of staff through both the NVQ and otfa@nihg initiatives (Para. 6.10).

24.  The Trust should continue to monitor the farfrilgndly policy and make efforts to
identify further developments which are possiblgaed to increase the number of
staff who

are aware of the policy; and
can avail of different options therein (Para. 6.16)

25.  The Trust should consider developing the SMiatk Forum within Elderly and
Primary Care to include social work practitionessagell as Managers from other
programmes of care in order to ensure that theégevis also heard (Para. 6.20).

26.  The Trust should consider how the role of thei€al and Social Care Governance

Facilitator could be further developed and streaegéd to ensure that all social work
teams receive and act upon social care governargeansistent and planned way
(Para. 6.26).
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27.  The Trust should continue to develop approauliish reflect the Trust’s
identification that auditing, quality assurance godernance are made more central to
business of the Trust (Para. 6.30).
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INSPECTION BRIEF

1. Background to the Inspection

1.1  The need for an inspection of social care sumaovices for carers of older people
was identified during the consultation on the So8ervices Inspectorate’s roll-
forward inspection programme for 2002-2005. Tlepettion was considered timely
given the work that is underway by the Promotingi&ldnclusion Working Group
on Carers in relation to progressing the recommigmugof the Department of
Health, Social Services and Public Safety repattiing Carers — Proposals for a
Strategy for Carers in Northern Irelahd This paper sets out the aim and objectives
and purpose of the inspection, the inspectiondpthe policy context, the timescale
for the inspection, the scope and the locatiorsetmspected, the Inspection Team,
co-ordinator brief, an outline of the Draft Stardtadeveloped, methodology,
feedback arrangements and how the findings ofrthpdction will be used. A
separate literature review in relation to caregsuies will also be published.

2. Aim and objectives of the Inspection

2.1  The aim of the inspection is to assess thenei@ewvhich social care services for
carers of older people meet their needs and comiiythe policy objectives of
People First: Community Care in Northern Irelandtie 19908 the
recommendations &faluing Carersand the requirements of the Carers and Direct
Payments Act (Northern Ireland) 2d0@ relation to a carer’s right to a separate
assessment of his/her needs.

2.2  The main objectives of the inspection are to:

establish the type, range and volume of currentikoare support services for
carers of older people;

consider the structure, organisation and manageaiesuicial care support
services for carers of older people in relatioagsuring quality and managing
the performance of these services;

determine the extent to which Boards and Trustsameplying with the
requirements of People First, the Carers and DRagments Act 2002 in relation
to the carer’s right to a separate assessmensfbfenineed, and the
recommendations of Valuing Carers in respect oias@are support services for
carers of older people in relation to:

- identification, assessment of need, care planaimyreview;

- provision of information and training;

- provision of services that actively promote inelegeence, respond to
carers’ identified needs outcomes, which listearid respect carers as

2 Valuing Carers — Proposals for a Strategy for aireNorthern Ireland, DHSSPS, April 2002
% People First - Community Care in Northern Irelamthe 1990s, DHSS, 1991.
* Ccarers and Direct Payments Act (Northern Irel&2@f)2.



2.3

3.1

4.1

partners in care giving and which are reliable etimflexible,
accessible, supportive and adaptable to changied aed
circumstances; and

- promotion of choice, equality, social and lfgportunities.

consider how carers of older people are involvedeiaisions about the provision
of services, individually and collectively and examg how services are
organised and delivered;

consider the resources currently allocated toatea of work and identify any
areas of unmet need;

identify and promote good practice; and

provide a report and make recommendations as regess

This inspection will establish the nature, eagd quality of social care support
services for the carers of older people commissi@rel provided by Boards and
Trusts on a direct or partnership basis. This méllachieved by completing a review
of the available literature, developing and agrgeirset of standards, establishing the
type, range and volume of current service provisoorcarers of older people,
conducting an audit of current service provisiondarers of older people, to include
the way in which carers of older people are invdlirethe provision of services,
individually and collectively and examining how @ees are organised and
delivered.

Inspection Purpose

The inspection will help refine issues for figt examination, highlight good practice
and provide the basis for self-audit by organisetiproviding social care services to
the carers of older people. It will also make raotendations, which will guide
commissioners and providers of social care supaxtices in respect of areas
requiring further development or change as weihtmming Government policy.
Finally, it will set out what carers can and showddsonably expect from social care
support services and from the organisations comomisgy and providing them.

Inspection Focus

The focus of the inspection is social care supgervices for carers of older people
with a particular emphasis on the impact of theseises on carers and the caring
role. This includes reviews of the services arlé fothat is recognising the carer as
a partner in the development and review of servidéee Draft Standards developed
will apply to any social care services that settowgupport carers. Such services will
include:

information, advice and counselling;

domiciliary care, including help with personal cared domestic tasks;
respite/breaks in the home and in an approprizideatial setting;
help with disablement equipment and home adaptstion

meals;

laundry;



day care;

help with transport;

carer support groups and emotional support;
rehabilitation;

out-of-hours social work service response;
help lines; and

residential care.

4.2 There are three dimensions of social servittesaction with carers. These are:
(a) as aperson in receipt of services designedpport them in their caring role;

(b) as a key person to be consulted in relatichemeeds of the cared for person
and how services are designed and delivered to tihest needs; and

(c) as arecipient of social services in histhen right as a client.
The inspection will focus on the first two of tleedimensions.

While these standards focus on carers of olderlpetiey will be relevant to other
carers who use services.

5. Policy Context

5.1 People Firstcontinues to provide the policy focus for acticlesigned to ensure that
all users of community care services, includingecarhave access to high quality
and responsive care in the setting most appropoateeir needs. These services
should optimise choice, promote independence asdrerfairness and equity. A
central objective of the Department’s communityecaolicy is “to ensure that
service providers make practical support for caaehgyh priority”.

A very large number of those people who receiveroamity care services to help
them to manage their own lives are dependent onateeand support of a carer.
Government policies for community care depend ligdgpart upon the continuing
contribution of carers; indeed carers are increggiseen as forming the backbone of
caring for people in the community.

5.2  Valuing Carersconsidered that “the most important and far-reagimprovements
in the lives of carers will be brought about by mipgas in the way statutory agencies
and other bodies view and treat carers”. The fupgtamental conclusion was that
carers “should be recognised as key partners iprihdsion of care”. Whilst many
of the Report’'s recommendations were consideredilpleswithout incurring
significant costs, it was nevertheless considetieat'it is vital to invest in improving
services to support carers”.

5.3  The Carers (Recognition and Services) Act 1@8®ich came into force on 1 April
1996, gave carers in Great Britain a right on ret (&t the time the person they care
for is assessed for community care services) tasaassment of their ability to care



5.4

5.5

6.1

and to continue caring. Although that Act did egtend to Northern Ireland, Health
and Social Services Boards and Trusts were regbyete Department from 1 April
1996 to assess the needs of carers here, if sesteqgl

Subsequently, the Carers and Direct PaymerttNaethern Ireland) 2002 gave
carers the right to a separate assessment ofrébedls and placed an obligation on
the Trusts to identify and to provide informati@ncarers. The Act also makes it
possible for carers to receive services in thein oight and allows them to be
considered for receipt of Direct Payments as arradtive to direct service
provision.

From April 2003 the Act imposed a duty on Tsustidentify carers, to provide them
with information on services available and to ofissessment of their need for
services. The aim is to promote an approach, wimgioves practice, not

increasing bureaucracy but providing the opponjuftt an assessment of carer need
without an elaborate or bureaucratic procedure.

Early intervention individually tailored to the ri=eof the carer and the person being
cared for can be crucial in avoiding breakdowrhim taring situation and good
assessment processes are key in developing apgeoprid quality services for
carers. The carer’s assessment should be focusel@atifying what information,
training or services is required to support thescar

All carers providing or intending to provide came @regular and substantial basis
have a legal right to have their needs assessethandsults of the assessment
should be recorded separately from that of thegpelbging cared for.
Timescales for the Inspection
The following timescales have been established:

formal consultation on draft standards with BoArdssts, the

Voluntary Sector, Private Sector, Education arariing Sector

and Community Organisations July 2004 — Feb 2005;

development of methodology and initial planning iftspection November 2004
— May 2005;

distribution, collection and analysis of questiones for carers of older people
March/April 2005;

distribution, collection and analysis of questionesto all eleven Health and
Social Services Trusts April/May 2005;

fieldwork/analysis of finding in each Trust selatfer Inspection June 2005 —
May 2006;



7.1

7.2

7.3

7.4

8.1

collation of overview inspection report on the tesiand launch of the report
October 2006; and

dissemination of findings November 2006.
Scope of the Inspection and locations to be inspied

The fieldwork elements of the inspection wake place in one Trust each HSS
Board areas and will focus on the nature, rangegaadity of social care support
services for the carers of older people.

Inspectors will examine cases relating diretdlgarers and where appropriate cared
for people to consider the work undertaken witlecsafor older people at each stage
of their involvement with social services from ialtreferral through to closure.

The Trusts to be inspected, with proposed tales, are:

Down Lisburn Trust, 31 May — 10 June 2005;

Sperrin Lakeland Trust, 12 September — 23 Septe20i5s;
Craigavon & Banbridge Trust, 14 November - 25 Nolken?005; and
Homefirst Trust, 3 March — 16 March 2006.

While the fieldwork component of the inspectisfiocused on these four Trusts, all
eleven Community Trusts will participate in the g@ation of questionnaires
regarding their own services and facilitating asdescarer’s to encourage them to
complete a ‘carers questionnaire’. It is hopetawee 50 completed questionnaires
from each Trust area. This will provide a regiobatkground to the fieldwork
inspection.

In addition to this, Advice N | are facilitating @ss to advice workeegross the
region who will help to identify carers who havitlé or no contact with Trusts so
that their views can be sought. In excess of 4@¥tpnnaires are being circulated
through this process.

Inspection Team

A unidisciplinary team has been establishadke forward the Inspection. The
team consists of

Maire McMahon - Inspection Manager
Pat Newe - Lead Inspector

Joe Blake - Project Manager
John Park - Sessional Inspector
Ronnie Carser - Lay Assessor

Dr Patricia McDowell - Statistical Support

The Inspection team may also from time to timeudel other full or sessional staff
from within SSI.



9.1

9.2

9.3

10.

10.1

11.

Co-ordinator in each Trust
The Trust undertaking the fieldwork elementhef Inspection will be expected to

have identified a Co-ordinator to facilitate thepection process. This Co-
ordination process will include:

collation of statistical information;

completion of pre-inspection questionnaires;

organisation of visits and meetings;

temporary transfer of case files;

facilitating access to staff, service users anérmdigencies/individuals; and
generally facilitate contact between the Trust énedinspection team.

The Project Manager will work with the Co-orakior to draw up a programme for
the Inspection and outline the methodology of thkliork.

To facilitate the Inspection an office will bEguired in each Trusts area as a base for
the Inspection team. Inspectors will also reqateess to a desk, secure filing
cabinet and a meeting room.

Draft Standards Social Care Support Services fdCarers of
Older People

The Inspection will consider practice agathstagreed draft standards, which have
already been issued, in relation to:

planning, commissioning, delivery and review ofiabcare
services;

assessment, care planning and review;
support services;
information to service users;

workforce planning, workforce management, training
supervision and support; and

human rights and equality.
Methodology
Inspection methods will include:

the collation of specific data from all Health eé®dcial Services
Trusts;



the collation of specific data from each of tharfdrusts to be
inspected,;

examination of relevant HSS Board and Trust infation;
a written survey of carers; and
a written Survey of Trust Services, planning aratpsses.
11.1 Fieldwork will include:
an examination of a random sample of referrals;
an examination of carers’ own files;
an examination of cared for persons files where iéiiers to carers’ needs;
appropriate Trust policies and procedures; and

an examination of literature/information availatdecarers.

11.2 The fieldwork will also include interviews Wit
carers;
carers support groups;
cared for people;
Trust frontline staff;
senior Board and Trust staff;
key personnel from other involved disciplines; and

key personnel from other involved agencies.

11.3 Samples will take account of Trust size angsfTpopulation as well as reflecting key
categories contained in section 75 of the Northexiand Act 1998.

12. Feedback
12.1 At the completion of the fieldwork, verbal déae feedback will be presented to

senior managers in the Board and the Trust. A degbrt will be issued for a
factual accuracy check at the completion of th@érsion in keeping with Circular



No. HSS(EC) 1/94. At the completion of the fieldwan all four sites an overview
report will be prepared and its findings widelysdiminated.

13. Findings of the Inspection

13.1 The findings of the Inspection will be used to
improve support for carers of older people in thsmmunity;
contribute to the development of social care sessfor carers of older people;

contribute to enhancing professional practice, gamgéent and monitoring
arrangements; and

inform policy development.



APPENDIX 2

FINAL DRAFT STANDARDS FOR INSPECTION OF
SOCIAL CARE SUPPORT SERVICES FOR CARERS
OF OLDER PEOPLE

Key Standards, Criteria and Examples of Evidence




1.

DRAFT STANDARDS

Planning, commissioning, delivery and review of s@& care services

Standard Carers and/or carers’ representative organisatonactively involved in the

planning, commissioning and review of social caeises.

Criteria

1.

10.

11.

Boards and Trusts have a clear written policy fonpoting carer involvement and
there is a commitment, and evidence of same, ay éseel in the organisation to
ensure that carers are fully involved.

Carers are actively made aware of mechanisms impig, commissioning and
delivery of services and they and/or their represt@ére organisations are actively
involved in planning, and commissioning, decisianth regard to the range and type
of services that would meet their needs.

Information collected by Trusts to identify and ntonunmet needs is informed by
collating information from individual assessmemie plans and reviews. There is a
mechanism to ensure that this information infordasiping, service delivery and
policy development at Trust, Board and Departmegiad.

Carers are involved in identifying and assessicglloeeds.

Carers’ needs, views and aspirations are reflentedrvice standards and service
activity.

Carers are encouraged and facilitated to develdmpparate their own self-help
services.

Carers and/or their representative organisatiomsetively involved in promoting
service effectiveness and continuous improvemeal iaspects of social care service
provision.

Carers and/or their representative organisatiomsetively involved in reviews and
evaluations of services in the Boards and Trugtasar

Carers and/or their representative organisatiotesve appropriate support, training
and information to assist their involvement in plsng, commissioning, delivery and
review of services.

The Boards and Trusts service planning processesqgie an equitable pattern of
community social care support services.

Boards and Trusts monitor and evaluate carer imvoint and the outcomes of this
involvement.



12. Public consultation is promoted and publicised \ide ensure the full participation
of carers who have not yet been identified by tbar8/Trust.

Examples of evidence
Boards’ and Trusts’ policy statements.
Boards’ monitoring of care services and uptake.
Consultation planning meetings.
Published information/media coverage.
Boards’ and Trusts’ service planning process.
Questionnaires/evaluation studies/audits.
Records/minutes of meetings.
Public consultation.
Standards.
Needs assessment/unmet need policy/procedures.

Interviews with carers, staff and agencies.



2.

Standard

Criteria

1.

2.

Assessment, Care Planning and Review

Carers benefit from convenient, easy to use seswicrough effective person-
centred assessment, care planning and review @meeTgs.

The Trust has policies and procedures in placeshwhiipport best practice in relation

to:

receiving, screening and opening cases;
assessment, care planning, review, and case cjosure

establishing the main carer and dealing with tiseltdion of potential conflict
between different carer interests;

record keeping and the management of records; and

the effective management of staff workloads.

Carers’ independence and choice are promoted thrpeigson-centred assessment,
care planning and review arrangements that:

are carried out by appropriately qualified staff;
are timely, understandable and needs-led;

involve carers as active participants and contaigjtand provide access to
independent advocacy where appropriate;

effectively combine health and social care issoeslving all relevant
professionals;

minimise the need for carers to repeat basic indbion;
recognise the diversity of carers;

promote social inclusion;

screen for possible entitlement to social securyefits; and

are carried out in a time and place suited to texlrof the carer.

Assessment, care planning and review proceduresatadount of carers needs

including risk assessment and identification of ehmeed.

Assessment and care planning records cover maas,aach as carer’s role, breaks
and social life, physical well being and persordéty, relationships and mental well



10.

being, accommodation, finances (including benafiéimisation), work, education
and training, practical and emotional support, wigsponsibilities, future caring role,
emergencies/alternative arrangements, accessoionafion, agreed outcomes,
complaints and challenges, review and charging.

Care plans for carers are:

comprehensive and build on carers strengths, igamtieds as well as addressing
and clarifying eligibility for services;

clear about what is of value to carers in theadif/le;

acknowledge and deal with tensions that may ae$eden the needs of the carer
and the needs of the person cared for;

identify the elements of service required to supgiee carer and make clear the
intended outcomes of each element; and

include service contact arrangements in and olieofs.

Trusts have explored ways (e.g. a care plan/infoanaheet/diary retained in the
person’s home) having regard to confidentialityjahhensure effective day-to-day
communication between different care workers, #reicand others as appropriate.
This information should include:

who the care workers are;

what they are assigned to do and when, includingideof discretion if any; and

how they can be contacted.
Case records demonstrate carers’ involvement indhen assessment, planning and
review of care e.g. care plans and reviews sigiyerhber and case worker, record of
attendance at reviews, copies of care plans anews\given to carer.
There is agreement with the carer about the invobm and contribution of other
agencies and professionals to the process and #igsharing of personal
information.
The carer is provided with a copy of the care @lad the agreed plan is implemented
with review dates identified and the responsilgititof other agencies agreed and
clearly assigned and the carer is provided witbgy®f the plan and any review or
update.

Monitoring and review arrangements are in placeckh

re-assess whether the type and volume of servieestil maximising
independence and providing the best outcomes éocdher; and



lead to revision/confirmation of the plan with aarand all appropriate
agencies/staff/professionals.

11. There is a clear process whereby information frodivdual assessments, care plans
and reviews, including unmet need, is collated|ysea and used to plan the delivery
of services and policy at Trust, Board and Depantaldevel.

Examples of evidence

Policies, procedures and guidance for staff, fameple in relation to assessment, care
planning and review, recording and workload manag@m

Case records including care plans.

Review records.

Cared for person’s care plan takes account of saezds.
Advocacy arrangements.

Systems in relation to unmet need.

Interviews with carers, staff and agencies.

Training on communication regarding record keegind day-to-day communication.



3.

Support Services

Standard Carers have access to a range of quality serthegsneet their identified

need.

Criteria

1. The Trust works in partnership with carers to peviesponsive and accessible
support systems to meet their individual needsearsdire continuity of support.

2.  Carers have the opportunity to choose from a rafgervices.

3. Carers have access to a range of approaches agelahservices to be used by social
care staff including individual support, counsejlicommunity development and
group work. This is based on person-centred apgpes which develop new
opportunities and support for carers.

4.  Appropriately skilled and competent staff delivengces and pre-employment checks
are carried out.

5.  Training for carers on areas such as hygiene, ngamd handling, medical conditions
and administration of medication is provided. Suppmfacilitate participation in
training is given.

6. Direct Payments are used innovatively and up-te-gavcedures and information for
carers/service users are in place. Carers aredaowith appropriate information and
supported to enable them to make use of direct patgn

7. Carers have access to support services at timebdbbmeet their needs including
access to interpreters, facilitators and signers.

8.  Carers have access to emergency support in araf otfice hours.

9. Carers are made aware of any charge for care sseriia timely fashion.

10. The system of charging for care services is tramspafair and consistent and it
avoids discrimination.

11. When carers want to comment about their serviagetis an effective mechanism for
listening to them and they know how to access it.

12. The complaints and comments systems work welléoers and are linked to
mechanisms to support continuous service improvémen

13. Carers are provided with support at the end ot#reng role or where caring

responsibilities change (aftercare) including nefisrto other agencies where
appropriate.



Examples of evidence
Information leaflets.
Services available and provided.
Charging policy.
Direct Payment documentation and uptake.
Case records.
Training programme.
Trust participation and research/audit/publicatiand quality awards.
Access to counselling.
Out-of-hours arrangements.
Comments/feedback system.
Complaints register.
Interviews with carers, staff and agencies.

Carer co-ordinator/advocate/care liaison services.



4, Information for service users

Standard Carers receive up to date comprehensive publistiednation about social
care services and other relevant information froenTrust.

Criteria

1. Information is produced and distributed in condidtawith carers and based on needs
identified.

2. Information published covers the nature, rangetgpés of services provided,
including services commissioned from other prowsgdéow to access them and
includes, for example:

eligibility and prioritisation criteria;
response times and service standards;
charging policy, if any;

contact arrangements in and out-of-hours;
confidentiality and data protection; and

comments and compliments process.

3. The Trust has published and distributed informaéibout the carer’s right to a
separate assessment and the process involved.

4.  Carers are provided with information in relatiorthe person cared for at appropriate
stages e.g. at times of change in care needs, sidmi® and discharge from
residential, nursing or hospital care.

5. Key information is produced, as necessary, in geaf user-friendly formats and
languages to ensure equal access for carers.

6. A named member of staff is responsible for ensuttirag information is accessible to
carers. This includes:

developing a database of carers in the Trust area;

developing a profile of their preferred informatifmmmats, ensuring that
information is produced in these preferred formais]

distribution to appropriate outlets.
7.  Published information about services and infornrmatelivery methods are regularly

reviewed and updated as necessary to take accboeioand flexible methods of
communication.



8. Responsibility for review of information providesl ¢learly assigned and the process
includes representation from carers.

9. Carers have access to information about complemeatalternative sources of help.
Examples of evidence

Policies and procedures, for example in relatioadoess criteria, charging,
confidentiality and data protection.

Organisational service standards.

Collaborative working/consultation arrangementweiarers.
Published information.

Database of carers.

Circulation lists and distribution points.
Review/monitoring procedures/updating procedures.
Audits/carer feedback arrangements.

Interviews with carers, staff and agencies.

Carers’ induction pack.



5. Workforce planning, workforce management, trainng, supervision and support

Standard The Trust has a strategy in place to recruitimesupport and develop
sufficient numbers of appropriately qualified amunpetent staff with the
knowledge and expertise to deliver services torsare

Criteria

1. There is a Workforce Strategy in place that enstinats

there is a clear organisational structure andtglafirole and function of staff at
all levels;

there are a sufficient number of staff employethtet current and future service
needs including sufficient administration stafforovide adequate back up; and

there is a defined career structure and opportdioitgontinued career
development.

2. There is an effective workload management systearstaff are regularly supervised
in their work. This will include supervision of:

caseloads, including the application of case ompamd closure policies;

casework intervention including line managemeneaung interventions and
signing of records; and

staff appraisal including identification of traigimeeds, continuing professional
development, promotion of evidence based practicesadit.

3.  The Trust monitors the implementation of the WorkéoStrategy and workload
management policy and ensures that relevant infitamauch as staffing levels and
workloads inform planning and are acted upon.

4. There is an overarching training and developmean fthat ensures appropriate
competence in the workforce including training pdad on human rights and
equality.

5. The Trust complies with the Northern Ireland So€lale Council employers code of
conduct and support staff to comply with these.

6. All staff working with and making decisions aboetdces for carers complete basic
awareness training in the needs of carers.

7.  The Trust ensures that social care workers arenmdd about government policy and
guidance related to services for carers in thetBrasea.

8. Carers are facilitated to contribute their expereeaf the caring role and of services to
help train staff.



9. Boards and Trusts have an overall strategy focafie organisational audit, which
involves the workforce, service planners and ses/deliverers.

Examples of evidence
Organisational structure.
Carer grade/senior practitioner.
Workforce strategy, including recruitment and rétampolicy.
Monitoring of staff who leave.
Workload/caseload management policy and systems.
Training development programme.
Supervision policy/records and staff appraisalqydiecords.
Audit Reports.

Interviews with carers, staff and agencies.



6.

Human Rights and Equality

Standard Boards and Trusts are fulfilling their statutorytids in respect of the

requirements of the human rights and equality lagen and these principles
are integrated into practice within all aspectsaiial care services for carers.

Criteria

1. Boards and Trusts promote a culture, which resmeadgpromotes the principles of
human rights and equality.

2. The carer’s right to privacy and confidentialityréflected in Trusts’ policies,
procedures and practices in keeping with the Cofl€sactice, The Department’s
guidance on the Protection and Use of Patient diethtCnformation and the Human
Rights Act 1998.

3.  The dignity of the carer is respected and valueatoordance with the Codes of
Practice for social care workers and employeroofas care workers and the
requirements of the Human Rights Act 1998.

4.  All relevant policies have been screened and sutpesppropriate consultation in
accordance with Section 75 of the Northern IrelAnti1998.

5.  Awareness training on human rights, equality argt@griate legislation is provided to

staff.

Examples of evidence

Policy and procedures.

Screening, impact assessment and publication scheme
Staff training records.

Records and Audit Reports.

Consultation arrangements and interviews with cargaff and agencies.



APPENDIX 3

INDIVIDUAL TRUST PRE-INSPECTION
QUESTIONNAIRE




INSPECTION OF SOCIAL SERVICES TO CARERS OF OLDER PEOPLE

PLANNING, COMMISSIONING AND REVIEW OF SERVICES .

1. Does your Trust have a written policy for promgtcarer involvement in Yes|
planning, commissioning and review of services? o N

If yes, please attach

If no, please describe the key ways in which carerscgaate in the planning,
commissioning and review of services:

2. Are there any carer organisations operatingur area? Yes

2a) If yes, please list the key carer organisataperating in your area:

Contact telephone
Organisation number




3.

How do you keep in contact with carer
organisations regarding planning
commissioning and review of services?

(please tick all that apply)

Formaétimeys
Informal meetings
Written camitation
Telephone conversations
No communication
Other (please specify below)

How frequently, on average, would
your Trust be in touch with carer
organisations regarding planning,
commissioning and review of services?

Does your Trust support these carer organisatioproviding services for| Yes

carers through...

(please tick all that apply) funding?
support worker(s)?
use of premises?
information and advice?
other ways ?
(please specify below)

At least oaceeek
At least onceanth
At least on@xyethree months
At leaseaewery six months
Less often than this
Never

No

Are individual carers involved in ...

identifying need?
monitoring services?

helping to meet need, through e.g., training, @alaind counselling
other roles or services? (please describe below)

Yes | No
1

~NJ
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7. If yes, are individual carers trained ...
to identify need?
to monitor services?

to meet need, through e.q., trainadyice, counselling?

in other roles in which they are inved? (please describe beloy

Yes
1

N/A
3

8. Is carer input to these processes monitored?

No

Yes

9. If yes, which post-holder(s) have responsibility for moring carer input to these

processes?

B. ASSESSMENT, CARE PLANNING AND REVIEW

10. Does your Trust have a written policy which supgport
screening and opening of cases?

If yes, please attach

11. Does your Trust have a written policy which support
assessment, review and closure of cases?

If yes, please attach

12. Does your Trust have a written policy which support
establishing the primary carer?

If yes, please attach

Yes

Yes

No

Yes

NG




13. Does your Trust have a written policy which supgport Yes
dealing with conflict between carers? N 2

If yes, please attach

14. Does your Trust have a written policy which supgport Yes
record keeping and management of records? NO

If yes, please attach

15. Does your Trust have a written policy which support Yes
management of staff workloads? N

If yes, please attach

16. Do all carers known to the Trust receive their own Yes
assessment? No

17. Which post-holder(s) have responsibilitydarrying out individual carer assessments?

18. Are other professionals involved in the assessment? Yes
No 2

19. If yes, which other professional(s) are most likely tarenlved?
(Please rank in order with those most likelpe involved ranked as 1 and so on)

1)

2)

3)

4)

5)




20. Is the carer’'s assessment linked with other assssnsuch as that Yes

of the cared for person? No

21. Please give some key examples of how considerad given to carers’ individual
circumstances in terms of age, gender, religiomnieity, marital status, dependants,
disability, income level and other issues.

22. Is information from individual cases collated temdify Yes
unmet need and inform future services? No

23. If yes, which post-holder(s) have responiggbior collating this information?

24. Does the assessment (and care planning process) s | Y0
include giving information to the carer on ...
ights?
ongplaints?
mergencies?
ther issues? (please specify belgw)




N o g o~ W N P

25. Do care plans (either for the carer or cared fosqe) ... Yes| No
1 2
acknowledge confidentiality?
look at information sharing?
demonstrate the carer’s involvement in the caaamphg process?
build on strengths?
cover needs?
acknowledge tensions between carers?
identify key workers?
identify contacts?
identify emergency cover?
26. Does the primary carer receive a copy of care flans Yes !
No ?
27. What is the maximum period One month
between reviews of care plans? Threaths
Six months
A year
Longer than this
Only at request of carer
Care plans are not reviewed
C. ACCESS TO A RANGE OF SERVICES
28. Where appropriate, are carers offered ... Yes | No
1 2
counselling?
respite?

group support?

community support?

interpretation services?

facilitation?

signing?

training in moving and handling?

training in medicine management?

training in hygiene?

other training or services?

(if yes please specify below)




29. Do all carers receive information on the availdypitf Yes

direct payments? No

30. What proportion of carers known to the Trust All

take updirect payments? More than half

About half
Less than half
None
Don’'t Know

31. Does your Trust charge for any services to carers? Yes

No
If yes,

31a) which services does the Trust charge for?

and

31b). Do all carers receive written information on chagf Yes
No

If yes, please include a copy of this information ith your return .

o A~ W N



32. Does your Trust have a register of carers? Yes

If yes,

32a) How many carers are on the register? [ ]

33. If your Trust does not have a register, does @ndtto establish  Yes
one? No

If yes,

33a) When is this register likely to be compiled?

General comments and complaints procedures

Yes No
34. Are there procedures for ... ' 2
complaints?
comments?
35. If yes, are these monitored? Yes
No
36. If yes, which post-holder(s) have responsibility for ntoring?
37. Are services or supports offered to the carer wheir caring Yes

role ends? No




D INFORMATION

38. Is information for carers made available in a raof®rmats and Yes
languages? No

If yes, please attach

39. Is written information supplied on ... Yes | No

eligibility for services?

response time from referral to assessment?

likely time from assessment to provision of seeg?

contact arrangements?

other aspects of services? (please specify below)

If yes, please attach

40. Is written information supplied to all carersapresent Yes

on their rights to separate assessments? No

If yes, please attach

41. Is there a designated person who develops, cobatgseviews Yes

carer information? No

42. If yes, which post-holder(s) have this responsibility?

E. WORKFORCE PLANNING

43. Is there a written workforce strategy? Yes

No

If yes, please include a copy of this strateqgy withour return .




44. s there regular supervision of all social cardf stevolved with Yes

carers? No

If yes,

44a) How often is this carried out? At least once a rhont

At least once every three months

At least once every six months

Less often than this

44b) Does supervision include a formal staff aggailatomponent? Yes
No

44c) Does this inform the Trust’s training plan? Yes
No

Please provide a copy of the Trust’s training plarwith your return

»A W NP

45. Is there regular monitoring of secondary providees, Yes

voluntary and private organisations? NoO

If no, please go to Q46
If yes

45a)Which post-holders have responsibility for this?

and

45b) How often is monitoring carried At least once a month

out? At least once every three months

At least once every six months

Less often than this

45c¢) What does this monitoring entail?

2w NP




45d). Are carers involved in this monitoring?
No

Please include monitoring documentation with your eturn.

Ye

46. Are carers involved in staff training? Yes
No

EQUALITY

47. Does the Trust have written policies on equality? esY,|
No

If yes, please include a copy of these with yourten .

48. s training provided on equality and human riglts t Yes
all staff involved with carers? No
49. Are trust policies and procedures equality proofed? Yes
No

If no, please go to Q50

If yes

49a) Which post-holder(s) have responsibilitytfos proofing?

49b) How often is proofing carried At least once a month

out? At least once every three months

At least once every six months

Less often than this

A~ W NP




49c) Are carers involved in the proofing? Yep

No
50. Does your Trust monitor uptake of services for aom an Yes
equality basis? No

If yes, please include documentation relating to ik with your return

This is the end of the questionnaire.
Thank you for your cooperation.
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Board’s Response to the Inspection Report
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Trust’'s response to the Inspection Report










