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Summary report from the one-year follow-up visit to Sutton and Merton Primary Care Trust


Background 

Following the declaration of a number of serious untoward incidents, Sutton and Merton Primary Care Trust invited the Healthcare Commission to investigate the services provided to people with learning disabilities, particularly those at Orchard Hill Hospital and the houses in the communities of Sutton and Merton and in Hastings.

The investigation took place between February and May 2006, and the final report was published in January 2007. The key findings showed that services were institutional and not person-centred, unsafe for some people, inadequately staffed, and staffed by people inadequately trained to carry out their roles. We made 23 recommendations to the trust, which included closing Orchard Hill hospital by 2009 and providing campus type homes in the community by 2010. The trust developed an action plan in response to the recommendations in our report.

The Healthcare Commission visited the trust on 19 and 20 February 2008 as part of a review of the trust’s progress against the action plan. 

Methodology

Members of the review team included staff from the Healthcare Commission and members of the original investigation team, including a person with a learning disability. Two managers from the Commission for Social Care Inspection (CSCI) and two additional members of the original team were consulted about the findings. The follow-up visit involved:

· Reviewing documents – the trust was asked to provide a number of key documents in order to show progress against the recommendations. We reviewed eight files of evidence from the trust, a report from London SHA and documentary evidence from other sources.

· Looking at the person-centred plans for five people.

· Visiting and assessing six service areas.

· Interviews, meetings and discussions – these were held with staff and managers from the trust, the local authority, a local advocacy organisation and the SHA.

Conclusion

The Healthcare Commission’s Investigation Committee held a meeting on 10 April 2008, where it was agreed that sufficient progress had been made against the recommendations in the investigation report, and that the ongoing responsibility for monitoring the outstanding items in the action plan could pass to the local SHA and the Healthcare Commission’s regional team.

The Committee highlighted recommendation 22 as a key priority for the trust and stressed the need to avoid any further delay to the agreed closures. The Committee also stressed the continuing need to provide advocacy support to residents during this process.

The following is a summary of progress made by the trust in respect of the original recommendations.

The update follows the order of the original recommendations published in the Healthcare Commission’s report:

Recommendation 1:  Develop person-centred plans and health action plans in line with the Valuing People requirements, by October 2007.

In the spring of 2006, few residents had any up-to-date plans in place. By February 2008, all residents had person-centred plans, although some required updating or were still being completed. We were able to view some of the plans and noted that not all of them were in a format that used pictures and photographs. The trust acknowledges that the full delivery of the guidance remains variable and further work is required in this area. Health action plans were being reviewed and updated. The trust issued a new person-centred planning policy and guidance in July 2007. 

Recommendation 2:  Ensure that all medical, nursing and therapy interventions are based on best practice.

In the spring of 2006, there was only one part-time consultant who was employed for three sessions a week to provide medical input to residents both in the hospital and in the community houses. Staff working in three homes for people with challenging behaviour were not trained in appropriate techniques of working with mental illness or challenging behaviour, and there was no specialist support for people with dysphagia (difficulties with eating, drinking and swallowing).

In February 2008, the trust had specialist psychiatric support for eight sessions per week, which had been in place since August 2006. This support was initially focused on the three homes for people with challenging behaviour and since Spring 2007 it had a wider remit. A specialist nurse post had been established as well as increased psychology and occupational therapy input. There was also a dietician supporting people’s nutritional needs as well as a dedicated service for people with dysphagia. The staff in the three homes have now been trained to work with people with mental health needs and those with behaviour that challenges. 

All houses are fully self catering now and where possible, people are involved in helping to prepare food. The level of involvement varies from watching to helping with all aspects of the preparation. Some staff said they were initially sceptical about this, but a chef has been working with them and most people are now enthusiastic about this.

We visited two of the three houses and found significant improvements, not only to the environment, but also to people’s wellbeing, and their amount of choice and control. One example we saw was a person ably unlocking the Yale lock on the door and showing us out of the building. Rooms were visibly brighter, bedrooms were personalised and we were told that, in one house, there had not been an incident in which somebody was hurt since Christmas. Previously there were frequent incidents where people were hurt.

Everyone is now registered with a local GP and this is working fairly well. People are able to request and receive home visits if they are not well enough to attend the surgery for an appointment.

Recommendation 3: Increase the volume and range of social, recreational and educational activities available.

In the spring of 2006, people at Orchard Hill Hospital were getting an average of only six hours activity per week outside the home. This included time spent in formal day services. Transport was centralised and there were no funds available to support activities in the community 

An audit of activities carried out by the trust stated that on average, activities outside the home had increased to 13 hours per person per week, which is more than double what it was at the time of the investigation. Person-centred plans had identified what people wanted to do. Seventeen people were attending further education, but communication with the college and transport to and from further education opportunities requires more work to improve it further. Transport arrangements had been decentralised and a budget had been made available to support staff engaging in activities with people. Having enough drivers and vehicles was still a problem for some houses.

When visiting the houses we were told that some people had joined a cycling club, which was beyond what staff had thought people were able to do. One person was able to cycle using a tricycle and another person was able to cycle supported on a tandem. When we arrived at another house, people had just finished a karaoke session led by an occupational therapist.

Recommendation 4: Implement a policy about working with restrictive physical interventions.

At the time of our investigation, there was no policy in place and service users were being inappropriately restrained. There was no monitoring of the medication administered when people were very disturbed and no assessments were made to determine how to meet specific needs if a person needed to be restrained as a last resort.

In February 2008, a policy was in place that was dated July 2007. The medication given when people are very disturbed is now monitored regularly by senior managers. This monitoring has shown that use of additional medication is now principally restricted to when a person has had a seizure and it is clinically required. Assessments were being carried out and documented in line with policy and special meetings were held where appropriate to determine interventions.

Training for staff about using alternatives to restrictive physical interventions needs to be further developed, especially to increase access to conflict resolution training. 

Recommendation 5: Ensure there are firm links to the adult protection coordinator in the local authority and that safeguarding training is provided to all staff.

In the spring of 2006, not all accidents and incidents were recorded or monitored and there was a lack of clarity between the local authority and the trust about the use of safeguarding procedures. In addition, staff were not trained in using the safeguarding procedures.

After our visit, we were able to confirm that staff are now encouraged to report accidents and incidents and that these are monitored by the senior management team of the learning disability service. The whistle-blowing policy has been made available to all staff. Records indicate that there are fewer incidents relating to assaults, and incidents now tend to be trips and falls.

The safeguarding procedures have been updated and all staff are now trained in the procedures and required to attend an essential annual refresher course. During our visit we asked all the staff we met whether they had undergone training in safeguarding procedures and they confirmed that they had. The trust states that there is now an identified lead senior manager and that all incidents are scrutinised by the local authority.

Recommendation 6: Review the model of short break care.

At the time of the investigation, short break care for service users was often provided in houses that were already partly occupied by other people, which caused disruption to their lives.

In February 2008, all short break care at Orchard Hill Hospital had ceased, and local authorities were assessing people’s individual needs in campus homes, with a view to moving them to other providers from 1 April 2008. This was delayed because the local authorities did not have the capacity to carry out these assessments. Priority had to be given to the programme of redesigning services at Orchard Hill Hospital. Further consideration needs to be given to the future model of short break care. 

Recommendation 7: Integration of the trust’s services for children with a learning disability to be integrated with other children’s services. 

This work was in progress at the time of the investigation and was completed in the autumn of 2006. In 2007, the children’s short break unit that we visited moved to a much larger, modern bungalow that better met children’s needs.

Recommendation 8: Improve the working arrangements for smooth transition between children’s and adult services. 

The trust has agreed a new transition unit that tracks young people from the age of 14 and all young people leaving school are assessed under the Disability Discrimination Act 1996. 

Recommendation 9: Implement the objectives identified in the learning disability services business plan, particularly those on supervision and appraisal for staff and access to specialist healthcare staff for people with learning disabilities.

At the time of our investigation, supervision and appraisal was not carried out routinely and specialist healthcare support was not routinely available. A supervision policy has been in place since March 2006, based on compliance during eight-weekly cycles. Senior management monitoring shows that between October and December 2007, compliance was around 55%, though higher at Osborne House. Although this figure is low, the majority of homes are meeting the standard, and leadership issues at the three poorest performing homes are being addressed. 

Appraisals for all staff were on course to be completed by March 2008. In January 2008, 84% of staff were reported to have completed an appraisal. This takes the form of a competency-based assessment.

The supervision and competency assessments are leading to individual performance improvement plans for some staff.

Reference to specialist healthcare developments is reported in Recommendation 2 above. 

Recommendation 10: Consult the Valuing People support team about engaging an external clinical team to mentor and coach home managers and develop leadership skills in new working practices.

The investigation found that managers were unable to provide effective leadership to deliver safe, person-centred services. At the follow-up visit, evidence was available to show that home managers had undertaken a development programme led by an independent consultant and also that this had now been extended to deputy managers. Meetings had been held with the Valuing People support team to review progress. We noted that although leadership has improved, further work needs to be implemented to ensure consistency throughout the service.

Recommendation 11: Review the skill mix of the workforce and ensure staff attend mandatory training.

The roles and skills of staff have been reviewed as part of a new way of working called an empowerment model. The number of staff had been increased but kept at the higher level − even though the number of people living in some of the houses had reduced.

Attendance at essential training focused on fire safety, protection of vulnerable adults, manual handling and first aid, with monthly monitoring by the management team. Seventy four per cent of staff have now attended the required training to increase not only their essential skills but also to develop some specialist skills.

Recommendation 12: Provide training to all staff that embraces the Valuing People principles, and encourage staff to learn from other services.

Previously there had been no robust training programme and staff were unclear about the important principles of Valuing People in relation to rights, independence, choice and inclusion. We found that staff training plans had focused on introducing the new way of working (empowerment model) and the values and principles of working with people with learning disabilities. So far, 120 staff have gained a national vocational qualification (NVQ) at level 2. There are 20 staff still to complete this programme. Some home managers have visited independent care providers and this should be extended to include staff working at different levels in the services. More work also needs to be done to help staff understand the different ways of working in social care and prepare them for the future.

Recommendation 13: Improve communication skills among all staff.

Previously, communication with people living in the services and communication between staff was poor.

Training in communication has now been built into the training about values and principles. Although communication has improved, it remains at a basic level. Standards are currently being developed in teams, with support from speech and language therapy departments. People with learning disabilities are becoming increasingly involved in regular meetings held in the houses. A named person called a ‘key worker’ who develops and implements person-centred plans is also increasing communication between staff.

Recommendation 14: Establish a system for reviewing, updating and ensuring the implementation of policies and procedures.

At trust level, the governance team has established systems to ensure that policies and procedures are reviewed. Within the learning disability service, new policies are signed off by a committee that looks specifically at quality issues. An information manager is responsible for flagging policy review dates. Over the last year, the service has reviewed and updated policies about intimate care, physical interventions and the use of petty cash. Policies are launched at home manager meetings and cascaded to staff at team meetings.

Recommendation 15: Develop policies that enable choice and control.

In the spring of 2006, the trust’s policies reflected a hospital-focused service. The operational policy to deliver the empowerment model, although in draft format, was expected to be fully implemented from 1 April 2008, and incorporates a range of other policies such as person-centred planning, keyworking and activity planning, all of which are designed to improve choice and control for individuals. Local authorities are leading on work to set individual budgets for people and they are also being supported to develop their own bank accounts in their local community.

Recommendation 16: Review the provision of advocacy services.

At the time of the investigation, only people at Orchard Hill hospital and Osborne House received advocacy services. This was extended to include houses in the community in November 2006. Initially some relatives were sceptical about advocacy involvement but this is now working well. From April 2008, it will be extended to people with learning disabilities who are currently receiving care and treatment in specialist mental health services.

Recommendation 17: Provide an easy read version of the complaints procedure.

This work was completed with an easy read version made available in August 2007 and staff have been trained on this subject.

Recommendation 18: Learning disability services should be included in the trust’s operating plan.

Learning disability services are included in the Operating Plans for 2007/2008 and 2008/2009.

Recommendation 19: The trust must put in place mechanisms to ensure services are safe and of a good quality.

Previously, the trust had focused on moving services from Orchard Hill Hospital to other providers and systems were not routinely in place to monitor performance of the day-to-day service.

We found that the trust’s board had been receiving quarterly reports on progress against the recommendations of the investigation. A learning disability sub-committee of the board, chaired by a non-executive director, had been meeting on a regular basis to monitor performance of the service since May 2007. The committee’s membership included another non-executive director, a medical director, advocacy staff, parents and representatives of service users.

The Sutton learning disability partnership board receives quarterly reports on progress against the recommendations from the investigation and a joint senior management team (from Sutton local authority and the trust) monitors performance of the services on a monthly basis. The senior management team at Orchard Hill Hospital receives monthly performance reports on a range of issues and takes action to deal with any problems. The Quality Committee continues to meet to review performance against the Department of Health’s Standards for Better Health. Information from this meeting feeds up to the trust’s Integrated Governance Committee, which reports to the trust’s board. 

However, the performance indicators do not yet include routinely gathered clinical data, such as access and throughput in services (for example access and throughput measures for inpatients and community teams, client involvement measures and effectiveness measures). A combination of clinical, financial and workforce measures should be included in regular performance reports, and further consideration should be given to which clinical data should be included. Regular audit of the care programme approach (CPA) process needs to be undertaken, to check the quality of the whole care pathway - both for inpatients and people living in the community. We recognise that all of the above can only happen at a reasonable pace that is determined locally.

Recommendation 20: The SHA should work with the trust to ensure that learning from the Cornwall Partnership investigation report is considered and acted upon.

A report was submitted to the trust’s board in July 2006 for consideration and learning.

Recommendation 21: Work with local authorities to redesign services. 

We were told that all local authorities are now fully engaged in the process of redesigning the services previously provided at Orchard Hill Hospital. Many people who were not local have left Orchard Hill Hospital already. Plans are in place to ensure that the services for people with learning disabilities currently provided by Sutton and Merton PCT are moved to other providers by March 2009. Throughout this process, it is clearly important to ensure that the type of accommodation people will be moving to and the sort of support they receive are appropriate to meet their needs. 

Recommendation 22: Close Orchard Hill Hospital by 2009 and Osborne House by 2010.

The trust states that progress is being made to close Orchard Hill by March 2009. At the time of the investigation, there were 95 people living at the hospital. When we visited, this had reduced significantly to 53 people. Although we did not speak directly to relatives as part of the follow-up work, we were told that the move away from Orchard Hill remains an issue for a few parents. Family members remain very anxious about future plans, and have reported some poor communication. Care managers from the local authority hold regular discussions with these parents to try and help them understand the options and choices available. 

Staff and advocates have expressed concerns about the pace of some of the moves, and also about whether they are the right moves that will best meet the needs of certain people. For example, some people had to move from one house to another at Orchard Hill before they are able to move into the community and there are worries about whether people will be able to cope with so much change. The biggest challenge for the trust and local authorities in the next two years is to successfully move services to another provider, but the majority of staff, parents and service users are working well together to improve services and close Orchard Hill.

However, there are still concerns about whether the services at Osborne House can be provided by an alternative provider by 2010, as the trust initially had to focus on Orchard Hill. Arrangements for maintenance of the environment at Osborne House still need to improve, as well as input from specialist healthcare staff such as speech and language therapists.

Recommendation 23: Move away from homes defined as campus accommodation by 2010 as required by Our health, our care, our say.

We were told that local authorities were assessing the needs of people living in campus homes before they could plan any further work, in order to meet this requirement. There is confidence that timescales will be met.

National recommendations
We also made two national recommendations. The first recommended that the Department of Health should lead on providing clarification on what a modern learning disability service should look like. The publication of Valuing People Now, and advice about commissioning specialist services for people with learning disabilities has helped this. The Healthcare Commission’s national audit of services for people with learning disabilities has also provided important information to help inform those who provide services.

The second national recommendation required SHAs to work with trusts to ensure that there is a clear distinction between trusts’ responsibility for commissioning services and providing services. The trust has achieved this and there is a clear structure to ensure this clarity with both the local authority and the trust.

Conclusion

There is no doubt that the trust faced a considerable challenge to modernise the hospital and campus homes that were working to institutional models of care. Our investigation report and the trust’s action plan provided a positive framework on which a new service model could be built.

Since the investigation, the trust took immediate action to improve the safety of people and to ensure that the right skills were available in the wider clinical team. New ways of working have been established to underpin the development and improvement of services and the senior management group was strengthened. The trust is now focusing on delivering the new empowerment model of care. This aims to set person-centred planning and increased choice and control for service users at the heart of its work.

Progress against our recommendations has been positive in many areas. However, there are key areas where continued development is needed:

· Leadership capacity should be increased at home manager and deputy levels.

· The values and principles of the empowerment model should be reinforced to move further away from the institutional culture.

· The trust should aim to achieve consistency in quality across all parts of the service.
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