C 23
ADULTS, HEALTH AND SOCIAL CARE SCRUTINY PANEL, 

 9th September 2014

PRESENT: Councillor James (Chair)

Councillors Blagbrough, Draycott, Hall, Metcalfe. Pillai, Wilkinson

11 MINUTES OF MEETING HELD ON 12TH AUGUST 2014

IT WAS AGREED that the Minutes of the meeting of the Adults, Health and Social Care Scrutiny Panel held on 12th August 2014 be approved as a correct record and signed by the Chair. 
12 SERIOUS CASE REVIEW – OUTCOMES 

The Director, Adults Health and Social Care submitted a written report providing an overview of the key findings of the Serious Case Review commissioned by the Safeguarding Adults Board (SAB) in December 2011 in respect of Elm View Nursing Home and an overview of the ongoing developments that had been made to the local safeguarding response and those which were planned in preparation for the Care Act 2014.  The serious case review executive summary had been published on the Council’s website on 8th August 2014, and supported by a series of briefing events throughout August and September 2014. 

The Safeguarding Adults Lead who represented each of the key statutory partners on the SAB had discussed organisational risk issues through their own internal mechanism.  The report set out the work that had taken place and further planned activity to ensure the necessary enhancements to local processes were made and embedded. The SAB had taken on board the lessons learned from the serious case review and could evidence work done to date to enhance the local safeguarding response and a plan of ongoing work to support the implementation of the Care Act 2014. 

Adults, Health and Social Care had been proactive as a number of work developments had already taken place, on the understanding that the statutory duties now outlined in the Care Act 2014 would become enshrined in legislation, and had a clear plan of action through the SAB that outlined the required work to make the necessary enhancements to local safeguarding adults processes. 

Members raised the following issues:  
· was there a high turnover of staff during the time prior to the review?  In response, Officers advised that there were a lot of agency staff at Elm View during this time, and there were poor care records and no consistent understanding of patient needs; 

· whose responsibility was it to monitor care homes at the time of the review?  In response, Officers advised that the first and second responsibility was the Registered Manager of the Home and the Owner of the Business.  Outside that the Council's Contract Team, NHS Calderdale Team (the Primary Care Trust) and the Care Quality Commission (CQC) were all responsible at the time of the review, but did not act together and there was no formal framework to tie issues together; 

· what was the procedure for escalation of safeguarding concerns at the time of the review?  In response, Officers advised that they had received less than 10 safeguarding alerts and this did not trigger the escalation procedures. There was no formal process for investigation at the time before the review;

· what recommendations had been made to the CQC regulators following the review and what had been put in place to prevent this from happening again? In response, Officers advised that things had changed and there were more robust inspection regimes and they would act more quickly than previously.  Officers had regular joint meetings with the Clinical Commissioning Group (CCG) (previously the PCT) and worked together with the CQC to prevent reoccurrences;  

· there appeared to be a blurring or misunderstanding of whose responsibility it was, were there now more robust responsibilities in place?  In response, Officers advised that these were much clearer and there were more challenging conversations about systems.  There was a robust challenging relationship now in place and there was an expectation going forward that this Scrutiny Panel would hold them to account; 

· after issues arose, were the staff offered training and had the training been carried out?  In response, Officers advised that the training of the Social Care Workforce was essential and the "National Minimum Dataset" should be part of the contract conditions to ensure anybody working in this area had the mandatory training and refreshment courses.  Training should be part of the building block going forward; 

· in the report it outlined that the author of the serious case review believed that operational practice at the time meant the safeguarding partnership had missed opportunities for early identification and intervention into the circumstances at this home, what was the operational practices at the time?  In response, Officers advised that there were four locality teams working in the area and they looked at activity in isolation and would not necessarily have talked to each other. There were different systems and different teams and they were not able to identify wider patterns;

· systems and collating of data appeared to be very poor at the time, how many care homes were there in Calderdale and of all of these were there any issues or problems with the others?  In response, Officers advised that it was not possible to specify the numbers at the time, but currently there were 41 care homes in Calderdale, plus 1 run by the Council.  Three homes were fully suspended from taking additional placements and had a plan in place to improve systems.  Four residential units were on “phased lifting of suspension” and had started to make the required improvements;

· it was important to ensure, that having had this major issue it did not happen again, where do we stand now, with the 40 recommendations made by the review?  In response, Officers outlined where they were with the 40 recommendations, specifically the 10 aimed at the local authority and what they were doing and how they were moving on to ensure this did not happen again; 
· were there any examples of good practice and did networking take place?  In response, Officers advised that there were "Provider Forums" for residential and nursing homes to provide a network. There was now a different dialogue with providers for them to talk about good practice and to highlight any issues and offer support earlier;

· there was a downward pressure on costs from Local Authorities, can Officers make assurances that this would not happen again? In response, Officers advised that with the new Care Act 2014, authorities would have a new duty to ensure financial stability in care homes.  Budget restraints had meant having to commission at the lowest price. There had been a number of things Officers had done that offered assurances over time, such as monitoring operational groups, where partners would meet to raise issues and identify patterns.  The CQC, Local Authority and CCG needed to use all intelligence to ensure they worked as a system to make things better and there was now an "early warning mechanism" in place; 

· where do we stand with the 10 recommendations for the Safeguarding Adults Board (SAB) and how were they monitored?  In response, Officers advised that they did not wait until the end of the Court Case to consider and implement changes and things were put in place immediately.  It was possible to demonstrate where there had been collective failures and there was real evidence that this would not happen again today.  The West Yorkshire procedures had enabled roles and responsibilities of all organisations that contribute to safeguarding.  There was more robust evidence to the regulator and the threshold of intervention.  Officers explained all the new processes in place and how this was reported to all organisations and the SAB;

· were alerts ranked in order to trigger a quicker response and were these alerts followed up with retrospective calls and would Officers be expecting to see sustained improvements?  In response, Officers advised that the expectation in the procedures was that they would expect Managers to respond to alerts the same day and all alerts would be following up; 

· do Officers have the responses to the SAB elements and would they prepare them for the SAB?  Were Officers content that the first 10 recommendations were signed off and were fully operational, with strong monitoring processes in place? In response, Officers advised that the Authority were clear about where they were and there were strong monitoring processes. The statutory responsibilities would be locked in with the Care Act 2014.  The Duty of Care lies with the Director, Adults, Health and Social Care and they were confident in the actions taken, but there was still a need to improve.  The SAB still had some way to go and an Independent Chair still needed to be appointed. There was an intention to have an Independent Chair for the SAB who would report to this Scrutiny Panel, although this was not stopping progress; 

· how does Calderdale's Cabinet responsibility fit in with the SAB?  In response, Officers advised that the Cabinet Member with responsibility for Adults, Health and Social Care was offered a seat on the SAB.  Cabinet had overall governance of the SAB and received annual reports from them; 

· have the Police Authority acted on the recommendations aimed at them?  In response, Officers advised that there had been an apparent lack of understanding of escalation to the Police.  Protocols to define respective responsibility of the Police and Local Authority were being worked on for the different agencies roles and responsibilities;

· was there any joint training for Police Officers and Social Workers?  In response, Officers advised that there was a lot of work being done to train the social workforce and work was now being done reviewing procedures ready for the Care Act 2014.  There was a move more to "multi-agency training" so that all would understand each other's roles, policy and practice; 

· was there a mechanism for alerting relevant Members of the Council of any issues with Care Homes?  In response, Officers advised that where there were concerns with a contract, these would be raised with the Cabinet Member with responsibility for Adults, Health and Social Care.  Officers were looking at visits for adults care homes similar to the "Regulation 33 Visits" made for Children and Young People and they were looking to develop a voluntary scheme to give much stronger overview and scrutiny of the quality of the market and would like to engage all Members in this debate; 

· were there any areas or pieces of work the Councillors could assist or be involved with? In response, Officers advised that intelligence came from a variety of sources.  Members could hear things and were encouraged to share information.   Maps were being prepared by Ward to describe the provision of Residential and Nursing Homes, to enable Members to see what was going on in their Wards.  Officers were going to run some Public Awareness Campaigns with the wider public and local authority staff and it was hoped that Elected Members would engage with these campaigns. It was important to have a mechanism, giving people the confidence to raise issues. 

IT WAS AGREED that: 

(a) the Panel thanked Officers for their detailed contribution and noted the information in the report and endorsed the proposed actions; and 

(b) the Director, Adults, Health and Social Care be requested to submit a progress report on the recommendations from the Serious Case Review and invite the new Independent Chair of the Safeguarding Adults Board, once appointed, to a future meeting of the Panel.  

(Councillor Metcalfe declared an interest in the above item as he had been a Member of the Adults, Safeguarding Board and the previous Cabinet Member with responsibility for Adults, Health and Social Care and did not take part in the discussions). 

13 WORK PLAN 

The Senior Scrutiny Support Officer submitted the Work Plan for consideration.
IT WAS AGREED that: 

(a) the additional Scrutiny Panel meeting arranged for 17th September 2014 be noted: and 

(b) the Work Plan be approved.  

