Study Day: Manager &
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Session: Care & Support
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Community settings

Starting 14.00
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> Housekeeping

Comfort Break

Please keep your mobiles
on silent during the
presentations

No planned fire drills



Michelle Airey

Head of Education, Quality and Integration




Importance of accurate and outcomes focused care planning
and recording

Deliver to current Best practice including MCA and Advance
Care Planning

Meeting CQC and PAMMS Requirements
Clear Roles and Responsibilities

Ensure quality and compliant use of digital systems and
information
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Why do we record?

provide the person’s explain decisions help communication

relevant history and that are made and between all those

our involvement in the person’s views involved with the
their life; about these; person;

provide basic and
essential
information;

promote analysis
and decision
making;

reflect on our
promote consistency practice and its
success;

help collect
information;

provide evidence for
court, inspections, check the quality of Centralised Promote person

investigations and our work information centred outcomes

enquiries;




DSPT covers Data Security & Protection
across your entire organisation.

So, why complete your DSPT?
Shows compliance with GDPR

* Helps to avoid fines

* Links to Templates, Guidance documents & elLearning within questions

*  With eLearning, staff will know how to recognise a breach & how best to avoid

* Minimises risk of hacking opportunities & data breaches

* Ensures policies are fit for purpose

* Demonstrates you operate to high industry standards
*  Reassures service users, their loved ones & staff that data is managed secure
*  Helps with tenders
* Increased business opportunities
*  Required when applying for NHSmail or Shared Services

* Ensures your Business Continuity Plan includes how to access to necessary data

CQC will expect a compliant DSPT
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Digital Social Care Records

82% of Hertfordshire Providers are using a digital system

CQC Recognised Benefits of Digital Social Care Records

 provide ‘real time’ information recording BENEF'T

 help providers and staff to be more aware when people’s needs
change

 help information to be shared quickly,

 help to minimise risks such as medication errors ’

 help to manage and support staff to do their job effectively and
efficiently

 be easier to store, requiring less physical space

o) Epear




BRSNS  Digital Skills

The seven modules:
1.using technology to support
person-centred care

Gain confidence with technology and 2.technical skills in using technology
explore our suite of free-to-access ‘bitesize’ |3.communicating through
digital skills eLearning modules. technology |
4.using and managing data
To support adult social care staff to develop their knowledge and 5.being safe and secure online

confldfen.ce in using digital technology, .Skl||S for Care was 6.ethical use of technology
commissioned by the NHS Transformation Directorate to develop a o ]
suite of free-to-access ‘bitesize’ digital skills eLearning modules, in 7.digital learning, development and

line with the Digital Skills Framework. wellbeing.
Click here
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https://www.skillsforcare.org.uk/Support-for-leaders-and-managers/Managing-a-service/Digital-technology-and-social-care/Digital-Skills-Framework.aspx
https://www.skillsforcare.org.uk/Support-for-leaders-and-managers/Managing-a-service/Digital-technology-and-social-care/Digital-Skills-eLearning.aspx

Pre-Care and Support Plan
Creation

Jessica Bentley




Why do an Initial assessment?

e Assessments can help to understand why you are being asked to provide care, and how
the person would like to be supported.

* Assessments are a practical and social activity that help you to gather information about
the person who is drawing on care and support

* You can use this information to personalise the service to meet the
needs of the person, and align with their goals and aspirations.

* |tisimportant to establish whether the person being assessed has an impairment of the
mind or brain, and whether this is likely to impact on their ability to make decisions.
This will determine whether they need anyone with them during the assessment.
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What to include in your initial assessment?

Essentially, your initial assessment should be a skeleton
draft of your main care plan.

You need to capture as much information as possible to
be able to use that information to create the care plan.

However, you will not be able to glean ALL details on
your initial visit, hence we say it’s a skeleton plan.
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How to conduct a Care and Support planning discussion:

« Do | communicate effectively?

« Do | listen?

« Do | support individuals to make informed choices?

« Do | support individuals to access appropriate information?

« Do | support individuals to maintain skills in self care?

* Do I discuss risk?

« Do | put aside my own health beliefs?

* Do I see the individual as a whole - not just their medical
condition?

Am | supporting this individual to take control?

Do | ask individuals what they feel they need to better self manage?
Do | ensure that those with complex needs are receiving coordinated care?
« Do I strive to promote safe information sharing?

Herts
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Capability and dependency of packages

 Itis important that you are realistic when it comes to taking on new
packages

« You need to have a robust assessment in place, especially for more
complex packages

 In order to assess a package, your assessors need to be skilled to carry out
the assessment, and then be confident that your staff have the knowledge
and skills to manage the package

« This includes having the right support from other professionals in place,
access to the right equipment, and the workforce capacity

Herts
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Collating Information from Current Assessments

Community Admissions

1) HCC Connected Lives Assessment

2) The Care Provider will do their own assessment with the Individual and
Family

3) Handover documents from previous care setting

Hospital discharges
1) The hospital directly — Ward Handover, DIF
2) Social Care handover — Via D2A information or connected lives

assessment
3) The care provider, who will do their own assessment with individual and

family if possible

(gO) oo
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Information to be found in handovers or assessments

4

Gold Standard Frameworks coding
Advance Care Plan, Respect Form (Previously DNACPR)
Pain Levels

Delirium

Treatment for current admission
Medical history

Medication Administration

Skin Breakdown

Speech and Language Therapy
Dietician input

Infection control risk

Urinary & bowel management
Psychological support /management
Falls risk and equipment

Mental Capacity (LPA)

Herts
OF1)
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Next of kin

Safeguarding raised

District Nurse/ Community Support
required

Support required to complete
assessment (Communication/Sensory)
Who is important to me

Important things | want you to know
about me

How can you reassure me

What support can be offered to
optimise independence

Meal time requirements

Personal Care support

Desired Outcomes

Hertfordshire



Feedback- Hertfordshire County Council
Connected Lives Assessment

1. What are your views on the quality/ information held in
the Connected Lives Assessments? (language used,
content, history)

2. What information is most important to you in making
your initial decision to progress?

3. What information is not included which would assist
further?

Join at slido.com
#3645 065
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Goals and Outcomes

« Under regulation 9 of the Providers will need to encourage the
person to think about the things they wish to improve,
maintain, and/or prevent, for each section of the care plan.

- To meet an enabling care approach, care providers should
encourage setting SMART goals with the person.

 If the person does not have any desired goals for a section,
this needs to be recorded.
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Care Planning-
Resource

Joanna Vlismas- Care Education Team Manager




Care and Support Plans are...

‘ A Legal Document

‘ An Outline of Aims, Actions & Responsibilities

A Tool for Safety

A Partnership Process

‘ An Ongoing Activity
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Care and Support Plans are not...

A Bureaucratic Exercise

A A Wishlist
:




Care & Support
Planning Zone ‘

- Pre-Care Plan Creation

- Care & Support Plan e

* Post Care Planning

 Service Specific
Information

 Template & Tools

« Other Guidance and
Best Practice

Herts
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Introduction
Terminology
General Care Planning Best Practice Guidance

Guiding for Creating a Care and Support Plan

Pre-Care Plan Creation

© Initial assessment — Getting to know me/the person

© Mental Capacity

4
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Care & Support Plan

One-Page Profile

Health & Wellbeing — Care & Support Plan
Communication — Care & Support Plan
Personal Care — Care & Support Plan
mMaobility — Care & Support Plan

Mowing & Assisting — Care & Support Plan
Medication — Care & Support Plan

Mutrition & Hydration — Care & Support Plan
Financial -Care & Support Plan

Community Access & Engagement — Care & Support Plan
Domestic — Care & Support Plan

Shopping — Care & Support Plan
Companionship — Care & Support Plan
Mighttime — Care and Support Plan

Risk Assessments needed to meet Individuals Care & Support Meeds

My Personal Preferances

Consent

Post Care Planning

©Care plan reviews

©Care plan and risk assessment audits

Service Specific Information

& Older person services
& Leaming disabilities

& Mental health services

Hertfordshire



Template & Tools

@4ppendix 1: Good Care and Support Plan example
@Appendix 2: Insert Glossary
& Appendix 3: How to understand local authority ‘Needs Assessment’ eligibility decision-making

& Appendix 4: Factsheet care/service manager care and support plans responsibilities

Other Guidance and Best Practice

& Digital Sodal Care

Partners
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Care & Support Plan Sections

* One-Page Profile * Financial

* Health & Wellbeing — Care & Support Plan * Community Access & Engagement
* Communication * Domestic

* Personal Care * Shopping

* Mobility * Companionship

* Moving & Assisting * Nighttime

* Maedication * Consent

* Nutrition & Hydration  Other

\’gO) ohs
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https://www.hcpa.info/guideline/one-page-profile/
https://www.hcpa.info/guideline/health-wellbeing/
https://www.hcpa.info/guideline/communication-care-support-plan/
https://www.hcpa.info/guideline/personal-care-plan/
https://www.hcpa.info/guideline/mobility-care-and-support-plan/
https://www.hcpa.info/guideline/moving-and-assisting-care-support-plan/
https://www.hcpa.info/guideline/medication-care-and-support-plan/
https://www.hcpa.info/guideline/nutrition-and-hydration-care-and-support-plan/
https://www.hcpa.info/guideline/financial-care-and-support-plan/
https://www.hcpa.info/guideline/community-access-and-engagement-plan/
https://www.hcpa.info/guideline/domestic-care-and-support-plan/
https://www.hcpa.info/guideline/shopping-care-support-plan/
https://www.hcpa.info/guideline/companionship-care-and-support-plan/
https://www.hcpa.info/guideline/consent-2/

R

Here is a list of example risk assessments that you should have in place:

4

isk Assessments

Mobility risk assessment

Health and Safety risk assessment

Environment risk assessment - (including Bedroom risk assessment)
Fire evacuation risk assessment (including PEEPs)

Falls Risk Assessment (Multi-Factorial Risk Assessment -MFRA)
Skin integrity risk assessment - (Waterlow)

Moving and Assisting risk assessment

Medication risk assessment

Special condition risk assessment (Parkinson, dementia, diabetes)
Medication risk assessment

COSHH risk assessment

Community access risk assessment

Nutrition and hydration risk assessment - (Choking / Swallow)
Malnutrition - (MUST)

Herts
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Writing Care Plans

are we doing this?
What do we want to achieve?
How are we going to do it?
Who will do it?
Where will it be done?

When will it be done by?

(V.) Herts
Care
% Partners hC
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How to Complete a Moving and Assisting Care and
Support Plan

Level of support required:

* Does not need any support
* Needs some support

* Needs full support

* Needs verbal prompt

* Needs equipment

Herts
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How to complete a Moving and Assisting
care and support plan

Tasks requiring support:

e Standing up * Moving around inside my
e Sjtting down home

* Lying down  Moving around outside

* Repositioning (community, garden)

* Moving on uneven surfaces e Other

e Use of stairs

Herts
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How to complete a Moving and Assisting
care and support plan

Mobility equipment required

Does the individual need any equipment in place? Yes / No
Does the individual need any referral for an equipment/ extra equipment? Yes / No

* Hoist

e Standing hoist
e Rotastand

e Slide sheet

* Walking frame
* Wheelchair

* Sliding board

e Shower chair
e Other
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How to complete a Moving and Assisting
care and support plan

My Moving and Assisting Care and Support Plan

Please use the information above to create a detailed plan that details how the
individual is to be supported and assisted with their moving and assisting.

If cared for in bed, please specify the times of day that support is required, such as
am/ lunch/teatime/ pm. Please add if there have been any referrals made due to falls
or mobility issues. It is also good practice to take photos of the specific equipment
used and a to create a log of checks and audits e.g. slings are not frayed or broken.

(gO) oo
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How to complete a Moving and Assisting
care and support plan

My Desired Outcomes for Moving and Assisting

In this section, please highlight the individuals desired goals in relation to Moving
and Assisting e.g., ‘l would like to be able to walk to my bathroom'. Please detail
how this goal will be met, what/who needs to be involved and timeframe.

Please add any professionals (GP, physio therapist, OT) that need to involved.

Herts
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Delivery of the care plan & matching support

« Understand individual's needs and preferences
 Assess staff skills and qualifications

« Match based on compatibility

« Continue training and development

« Monitor and adjust as needed




Digital

There are now many options available when it comes to digital care planning
systems.

It is important that you do your own research and choose a provider that
has what you need.

Things to consider are:

« What is included in the basic package?
« Canyou add your own sections?

e (Can the system run audits and reports?

Herts
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Policy & Process

You will need to ensure that

your organisation has a policy in

place around effective care and support
planning, and also a procedure

that stipulates the timescales

for creating and reviewing the plan.

Herts
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Post Care Planning
Reviews and Audits

René Rogers & Noemi Varga




Post Care Planning Considerations

There are a number of things that need to be considered as part of the
post care planning process reviews

Herts
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Why must care & supports plans be reviewed?

* The Purpose of a post care plan review is to look at how well the care provision is going based on the original
care and support plan to see if it’s working or does anything need to change based on then needs.

* Triggers: The person is due for a full care plan review; or a focused care plan review is required in response to
arising changes that need to be included in the care and support plan for the individual, or it may be just
a monthly key worker session - a light touch check-in to see how the care is going.

* It is important to understand that a post care plan review is not a reassessment of an individual needs and
support

* Under the Care Act the purpose of the care plan review should be to identify what is working and not working
well; what may need to change about the care and support of the individual; ensuring that the care plan
remains up to date, relevant to the person and the mitigation of the risk is based on safeguarding the

individual

Partners
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What should the care & support plan review focus on?

Establishing a regular ongoing review process: Timely and as and when required reviews to
identify changing needs. Reviews shouldn’t be a blanket one-off processes.

» Reflection on effectiveness and compliance of the end-to-end care planning: Review what's
working, what's not working.

* Identifying any changing needs: Has the person's needs, support, circumstances,
environments, community support etc changed and how is it affecting the person? Has their
risk level changed. Are new risk assessments required. Update care plan to include clear plans
to meet changing needs.

* Reviewing progress with outcomes: What progress has been made, are there any new
outcomes to be added and what needs to be in place to achieve the outcomes?

(gO) ohs
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Who carries out the review? (:)

The person who is appointed to carry out the review should be competent to carry out the task.

They should possess the knowledge, skills and competency based on the individuals needs and circumstances (e.g. being skilled
to adapt their communication appropriately for someone with a learning disability). E.g. A Registered Manager

Who else needs to be involved?

* The person who the care plan has been created for and anyone
else that the person has asked you to involve i.e. relatives/ friends

that form their support network.

4

* Any professionals involved in the persons care provision i.e.
District Nurses, Dietitian, Social worker, SALT team etc.

* The key worker of the person drawing upon the service

* An LPA representative if the person lacks capacity and or
an Independent Advocate if they chose to involve one.



When to do a care and support plan review?

* Care plan reviews should be carried out in a timely manner, the next review date should be included in your care and support plan
and should align with your policies and procedures.

* The first care plan review: Between 6-8 weeks after the care packages have started.

*  Frequency after the initial review: Guidance states annually however, we recommend a model of 6 monthly and as and when
required (i.e. when there is a change) as a bare minimum.

* Good practice model: have monthly key worker sessions (lite-touch) that feed into quarterly (in-depth) care plan reviews. To
compliment this consider having monthly QA monitoring phone calls / checks

* Hospital Discharges: Should prompt a care plan review to ensure any changes to the care and support and medication are
captured and updated.

Herts
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How - to carry out a post care plan review

 Be clear on how long the meeting will be held for, the purpose of it, and ensure all participants are aware of this
and have agreed to it

* Ensure that the environment is sufficient for the meeting and the sharing of confidential information

 Ensure that you have a robust care and support plan review template that reflects the Individual care and support
that is in place to guide the review meeting

* Facilitate and maximise the person's involvement and Support the information-gathering process;
* Be flexible and adaptable;
 Be appropriate and proportionate to the needs being met by the Care and Support Plan.

* Ensure that all attendees are noted and sign the care and support plan review documents

(gO) oo
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hcpo(:

Covering

B Overall condition of
individual

B Review of overall goals
B Review of activities
B Review of appointments

B Health and medical
Review

B Wellbeing: has support
system changed

B Concerns/ compliments
& general feedback

Purpose of this section is to determine if the persons care, and support plan is effective and to
see if there have been recent changes that might affect the individuals care plan. Aim to gain
further insights from the individual around their care, goals and outcomes.

Plzase complete the following information with the client.

Describe the overall condition of the individual, including any health concerns noted on the
day of the review the general condition of the home environment and summarize your
discussion and concerns noted on the day of the home visit. Use reverse page, if needed. Use
the discussion topics in the next section to capture notes on those items.

Review of overall goals

Review of activities that took place since the last Key Worker Session

What activities and appointments are planned for the month ahead?




hcpo(:

New care & support plan
acknowledgements...

B Have a system to ensure
any changes to the plan
have been
acknowledged and
understood by the staff
supporting the
individual.

F’rnvider Name

{Please sign below when vou heve read and understood the changes in the care and support
plan during the care plan review af this ndividual)

Name of person drawing on support:
Care & Support plan review date:

Key worker/s name:

Name of the staff




Auditing a care and support plan

Have a robust auditing system to support quality assurance monitoring. When the care and support plan needs to be audited the following needs to be
considered:

*  Who should audit the care and support plan? It needs to be a competent person who has good knowledge and understanding of how to audit care
plans, what to look for, what to record and how to triangulate the findings into further actions and into practice. It needs to factor in a person-

centred approach

*  The timeframe for auditing: Itis good practice to audit the care plans monthly and to base it around the complexity of the care

Auditing template: The care and support plan audit template should mirror all the sections of the care and support plan and ask questions such as is
this working, if not what needs to change and what can be put in place to support the changing needs.

You may also want to include the following prompts on your auditing template:
* Isthe care plan person-centered and does it have enough detail i.e., symptoms associated with health conditions up to date
* Isthe information in the care plan up to date, accurate and meeting the individual’s needs?
*  What changes have been made to the care plan? Is the joint working between professionals working?
*  What follow-up actions are required and how do these feed into overall Governance/QA for Care planning?
*  How is information communicated, has this been effective?
*  What are the lessons learnt (including analysis on achieving outcomes), how will this information be shared?
* How is the general communication between all parties working, has it been effective?

Utilise the auditing functionality available via your digital system to aid your auditing

Herts
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Discussion:

Any challenges you are facing to achieve this?
Any examples of Good Practice

Herts
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Laura Shelton

Partner, HCR Law




THE LAW FIRM WITH
A PASSION FOR PEOPLE

Good Care Planning and

Record Keeping in the eyes of
CQC

Laura Shelton, Partner

Healthcare Regulatory, HCR Law



This Session

* The importance of ensuring compliance with CQC’s expectations around care
planning and record keeping.

 What the regulations say and where to find guidance.
* The consequences of getting it wrong in terms of CQC enforcement powers.

e Case studies based on real examples of enforcement cases arising out of poor

care planning and/or record keeping including Warning Notices and s31
conditions.




Care Planning and Record Keeping

Regulation 17.—

* (1)Systems or processes must be established and operated effectively
to ensure compliance with the requirements in this Part.

* (2) Without limiting paragraph (1), such systems or processes must
enable the registered person, in particular, to—..........

* 17(2)(c) maintain securely an accurate, complete and
contemporaneous record in respect of each service user, including a
record of the care and treatment provided to the service user and of
decisions taken in relation to the care and treatment provided,




Guidance on the Regulation

Guidance on 17(2)(c)

https://www.cqc.org.uk/guidance-providers/regulations/regulation-17-good-governance

Records relating to the care and treatment of each person using the service must be kept and be fit for
purpose. Fit for purpose means they must:

Be complete, Ie§ible, indelible, accurate and uclo to date, with no undue delays in adding and filing
information, as far as is reasonable. This includes results of diagnostic tests, correspondence and changes to
care plans following medical advice.

Include an accurate record of all decisions taken in relation to care and treatment and make reference to
discussions with people who use the service, their carers and those lawfully acting on their behalf. This
includes consent records and advance decisions to refuse treatment. Consent records include when consent
changes, why the person changed consent and alternatives offered.

Be accessible to authorised people as necessary in order to deliver people's care and treatment in a way that
meets their needs and keeps them safe. This applies both internally and externally to other organisations.

Be.(cjreated, amended, stored and destroyed in line with current legislation and nationally recognised
guidance.

Be kept secure at all times and only accessed, amended, or securely destroyed by authorised people

RID @UTS Ridouts - now part of HCR Law hcrlaw

SPECIALISTS IN HEALTH AND SOCIAL CARE LAW



https://www.cqc.org.uk/guidance-providers/regulations/regulation-17-good-governance

Non-Compliance

* CQC cannot prosecute a breach of regulation 17 (2) on its own
however they can if it is linked to for e.g. regulation 12.

* CQC can however take the other regulatory action set out in its
enforcement policy

* Includes Warning Notices
* Noticed of Proposal to Cancel Registration

* Urgent s31 Imposition or Variation of Conditions of Registration with
or without embargo




Warning Notice Examples — Regulation 12

» “As the registered provider of the regulated activity: accommodation
for persons who require nursing or personal care, you have a legal
responsibility to provide safe care and treatment for service users.
During the inspection, we identified you were not compliant with

Regulation 12 and shortfalls in safety had put service users at risk of
harm.

e Care plans and risk assessments were not always consistent or

detailed to provide staff with the guidance they required in relation to
skin integrity or nutrition and hydration risks.”




Warning Notice Examples — Regulation 12

» “Service User X's support plan stated Service User X was at risk from
developing pressure ulcers and required 2 staff to assist with
repositioning. Service User C's support plan which had last been
updated on 1 August 2023 showed Service User C's waterlow score as
high risk. Service User C's support plan did not provide any guidance
on the frequency of how often Service User C should be supported to
reposition. This placed Service User C at risk of not receiving the
required support to maintain their skin integrity.”




Warning Notice Examples — Regulation 12

e “Service User Y's support plan stated Service User A required
repositioning every 2 hours as they are prone to having moisture
lesions. Service User Y’s repositioning records contained gaps in the
recordings of up to 15 hours and 57 minutes. The repositioning
records did not demonstrate Service User Y was repositioned when

required.”




S31 Urgent Conditions — More serious
shortfalls

e Section 31(1) Health and Social Care Act (2008)

If the Commission has reasonable cause to believe that unless it acts
under this section any person will or may be exposed to the risk of
harm, the Commission may, by giving notice in writing under this
section to a person registered as a service provider or manager in
respect of a requlated activity, provide for any decision of the
Commission that is mentioned in subsection (2) to take effect from the
time when the notice is given.




s31 Urgent Conditions - Example

* “Immediately on receipt of the imposition of this condition the registered provider
must designate a competent individual to undertake an audit of all care plans and
assessments for service users at the Care Home.

* Within 7 days of the audit being complete, the registered provider must send a
report to the Care Quality Commission detailing how service users’ needs and any
risks associated with these needs have been assessed and planned in relation to:
hydration; diabetes, management of incidents and safequarding people from
abuse; and management of medicines including the use of PRN medicines.

e The report must include actions identified by the registered provider to monitor
and manage risk. The report must include timescales for completion of the
actions and documentary evidence of actions completed. Within 28 days
following the receipt of the initial report and on a monthly basis thereafter, an
updated report must be sent to the Care Quality Commission”




Consequences

* Warning Notices are usually published, picked up in press releases and appear in
inspection reports.

* They impact ratings and can influence future enforcement action.
* You can make representations to a Warning Notice within 10 working days.

e Urgent s31 conditions imposed take effect immediately and will remain on the
Provider’s registration indefinitely, with the potential for criminal sanction for
failure to comply.

* The question of compliance or non-compliance with the positive obligations
imposed will remain a matter of judgment for the Respondent, with no
mechanism for this to be independently considered unless the Provider submits
an urgent appeal to the Care Standards tribunal within 28 days of receipt of the
conditions.




Resources

e https://www.cqc.org.uk/guidance-regulation/providers/regulations

e https://www.cqgc.org.uk/suidance-

regu

ation/providers/enforcement/offences

* https://www.cqc.org.uk/about-us/how-we-do-our-job/prosecutions

e Https://www.cqc.org.uk/guidance-regulation/providers/enforcement

Articles
e https://www.hcrlaw.com/news-and-insights/be-wary-of-warning-notices/

e https://www.hcrlaw.com/news-and-insights/cqc-enforcement-notices-of-

proposal-what-they-are-and-how-to-respond/

e https://www.hcrlaw.com/news-and-insights/a-little-known-cqc-

enforcement-power-with-devastating-consequences-for-providers/



https://www.cqc.org.uk/guidance-regulation/providers/enforcement/offences
https://www.cqc.org.uk/guidance-regulation/providers/enforcement/offences
https://www.cqc.org.uk/guidance-regulation/providers/enforcement/offences
https://www.cqc.org.uk/about-us/how-we-do-our-job/prosecutions
https://www.cqc.org.uk/guidance-regulation/providers/enforcement
https://www.hcrlaw.com/news-and-insights/be-wary-of-warning-notices/
https://www.hcrlaw.com/news-and-insights/cqc-enforcement-notices-of-proposal-what-they-are-and-how-to-respond/
https://www.hcrlaw.com/news-and-insights/cqc-enforcement-notices-of-proposal-what-they-are-and-how-to-respond/
https://www.hcrlaw.com/news-and-insights/a-little-known-cqc-enforcement-power-with-devastating-consequences-for-providers/
https://www.hcrlaw.com/news-and-insights/a-little-known-cqc-enforcement-power-with-devastating-consequences-for-providers/

Contact Us

g Laura Shelton, Partner, Healthcare Regulatory
'\ M: 07789 048 707 E: Ishelton@hcrlaw.com

% | Paul Ridout, Partner, Healthcare Regulatory _
M: 07721 333 551 E: pridout@hcrlaw.com ind out more

about how we

can help you




Comfort Break




Bryony Morris

Head of Provider Monitoring and Assurance, Adult Care Service
Hertfordshire County Council

Herts
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Partners Hertfordshire
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We RISE to the challenge

Care Planning Study Day

Provider Monitoring and Assurance Team

e

Hertfordshire




Our approach to quality monitoring ensures:

e contracted providers deliver high quality care and support services in Hertfordshire
e services give people choice and control

e people are confident the care and support they receive will be of high quality and that they will be
safe and treated with dignity and respect

e the approach to monitoring and assurance is consistent across all service types
e the provider market is clear of our expectations toward quality and safety

e HCC fulfils Care Act duties to facilitate a diverse, sustainable high-quality market for their whole
local population

e PAMMS audit/assessment is aligned to the standards in the East of England Contract

Creating a cleaner, greener, healthier Hertfordshire



« PAMMS is an online assessment
tool used in monitoring visits by

Information support Safeguarding and Safe Suitability of Staffing |Quality of Management
3 6 11 14

ACS Monitoring officers Respecting & P & _ Assessing &
. 1 Involving Service (Sjare_& \gelfare o1 who use the Service gelc]:!rer:er;tts P Mor:_lton::g the_
» Provides assurances that the Users srvice e from Abuse Seing fo3te iy A
terms of the contract are being
met and to prOVide an 2 4 Meeting Nutritional ! Cleanliness & 12 Suitability of > .
. Consent . Complaints
assessment of the quality of care =ik rifzeie Certe, el
delivered by commissioned
: y . > Co-operating with 8 Management of 13 . 16
providers of adult social care P A Supporting Staff Records
services.
9
. . Safety & Suitabilit
. Five domains / outcomes e
16 standards in PAMMSs to assess 1 o
0 Safety, Availability &
the outcomes Suitability of

Equipment

Creating acleaner, greener, healthier Hertfordshire



Care Planning

Care plans cover the following standards:

Standard One: Respecting and Involving People
Standard Two: Consent

Standard Three: Care and Welfare of People
Standard Four: Meeting Nutritional needs
Standard Five: Co-operating with others
Standard Six: Safeguarding People from Abuse
Standard Eight: Management of Medicines

Creating a cleaner, greener, healthier Hertfordshire



Key Areas

Aligned to Connected Lives — promoting strengths and independence, maintaining links with family and
community

The care plan should be individually tailored, person centred, include appropriate information on the
Individual's preferences and views and clearly evidence that they were involved in the decisions about
how their care and support is to be delivered

Accessible — for the individual

Daily notes

Creating a cleaner, greener, healthier Hertfordshire



Key Areas

In line with contractual, regulator and local and national guidance — e.g. use of Mental Capacity
Assessments and Best Interest Decisions, DOLs, MUST, RESPECT paperwork

Appropriate Risk Assessments in place
Clear links with other services and professionals — e.g. day centres, district nurses, GPs

Clearly triangulate

Regularly reviewed and updated — especially on a change in care need or significant event

Creating a cleaner, greener, healthier Hertfordshire



Connected Lives is a model
for social care in
Hertfordshire that places
more emphasis on
prevention, enablement and
community opportunities.

Creating acleaner, greener, healthier Hertfordshire

Independence and
citizenship

Every contact is
strength based and
risk positive

Alternatives to
traditional/think
Community

Safeguarding

Clear
Understanding of
the legal framework
for adult social care

Timely and
Defensible Decision
making and
recording

Embed Connected
Lives at every
step/Value for

money

Working with
partners and
providers to deliver
good outcomes

Support for our
staff




Hertfordshire

Creating a cleaner, greener,
healthier Hertfordshire




Capacity and
Consent

Carolyn Mcintosh HCC




Consent & Mental Capacity Act 2005

A guide for Carers - Carolyn Mcintosh — Deprivation of Liberty Safeguards Team Manager

Under what
Authority am |
acting ?

&

How do | know |
have consent ?

ConnectedLives P
www.hertfordshire.gov.uk Hertfordshire




A starting point The MCA 2005

* 1) Reasonable belief that the
person may struggle to make the
decision (To grant me consent)

e 2)Itook all practical steps to
support the person to make this
decision

e 3) If with support the person still
can’'t make the decision — is this
because they have an Impairment
in the way their brain or mind

* Three Stage test works?

ConnectedLives P
www.hertfordshire.gov.uk Hertfordshire




To Act or Not to Act (thatis the McA question)
S5 MCA 2005 provides protection from liability ....However....

* P has capacity * P lacks capacity
* P gives their consent- * You can still go ahead
go ahead But.....

* P doesn't give their
consent — Stop you
don’t have permission

* Only if the action is:
* Necessary

* P withdraws their " Proportionate
consent — Stop * In Ps Best Interests

ConnectedLives 4
www.hertfordshire.gov.uk Hertfordshire




LPA Powers and Decision making

ConnectedLives p
www.hertfordshire.gov.uk Hertfordshire




Scenarios — Know the decision and who should

assess for consent
* Canl come In?

* Day to day care and support — Intimate care

* Use of equipment

* Not to offer support — mca 2005 says you cant do nothing

* Administering medication

* Arranging additional help from outside my organisation.

ConnectedLives 4
www.hertfordshire.gov.uk Hertfordshire




Hints for recording

For larger decisions, its helpful to
record these formally — think about
levels of restrictiveness

Daily decisions — think about
recording prompts to support
these decisions

Record your thinking — Analysis
Protection from liability — S5

Essential information — copies of
LPA or Advanced Decisions

Easy access for other
professionals

Lives
www.hertfordshire.gov.uk

red

Hertfordshire




Thank You

*Any
Questions?

* Dols Team —
dolsteam@hertfordshire.gov.uk

* 01438 843800

ConnectedLives p
www.hertfordshire.gov.uk Hertfordshire
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sabef-

Together we care

Advance Care
Planning/DNACPR

Helping people live well, for as long as possible,
and die with dignity in the place of their choice



satel-r

Together we care

COURSE OBJECTIVES

« At the end of the day participants will be
able to describe and discuss relevance to
their own practice :

« Key Advance Care Planning principles and
tools

* The key documents to support
DNACPR/ReSPECT.

* How to facilitate these important
discussions.



DO NOT ATTEMPT CARDIO PULMONARY DIGITAL LEGACY
RESUSCITATION (DNACPR/ReSPECT) LASTING POWER OF

STATEMENT OF WISHES/ PREFERENCES ATTORNEY (LPA)
(Preferred priorities of care). ADVANCE DECISION TO

FUNERAL PLANS REFUSE TREATMENT (ADRT)
TREATMENT
WILLS
ESCALATION
PLANS (TEP) ORGAN DONATION/BODY

DONATION



Help carry out the persons wishes

Advance Care Planning

How they would like to continue with
ADL and what is important to them.
What is important to me re spiritual
beliefs.

How | would like to be presented to my
visitors, what is important?

What gives me hope

What music | like

What TV programme | like

How do | like to lie in bed when | sleep
How I like to be addressed.

What time do | like to go to bed or get
up.

How would | like to be cared for

What are my likes/dislikes

salbele-r

Together we care

Who would you like contacted
in your final hours

Any religious needs, such as
seeing a priest or a prayer
offered.

Any personal requests such as
music, flowers, dog on bed.
Light left on and curtains open.
Someone sitting holding their
hand.

Mouthcare with their favourite
tipple.

A poem / story read

Fairy lights around the bed.

Communicate to the whole Team these
wishes.



satel-r

Together we care

» Advance care planning is a process
that supports adults at any age or
stage of health in understanding and
sharing their personal values, life
goals, and relferences regardin
future medical care. The goal o;
advance care planning is to help
ensure that people receive medical
care that is consistent with their
values, goals and preferences during

serious and chronic illness.’

International Consensus Definition of Advance Care
Planning (Sudore et al 2017)



satoelr

Together we care

* Advance Care planning is a
key means to improving care for
people nearing the end of life
and of enabling better planning
and provision of care, to help
them live well and die well in

the place and the manner of
their choosing. (WHICH 2020)







REMEMBER

« Compassion

« Empathy

» Acknowledge emotions

e Listen

| : * Pause
N~ - | / * Reflect back
Hospice

sabefe

Together we care

» Check understanding

Document



Templates to record ACP: |Sab€1/

Together we care

www.goldstandardsframework.org.uk/advance-care-planning.

www.eolc.co.uk RESPECT forms

www.ageuk.org.uk

www.macmillan.org.uk

www.coordinatemycare.co.uk ( London Only)

www.dementiauk.org

www.compassionindying.org.uk

www.nice.org.uk

WWW. mariecurie.org.uk



http://www.goldstandardsframework.org.uk/advance-care-planning
http://www.eolc.co.uk/
http://www.ageuk.org.uk/
http://www.macmillan.org.uk/
http://www.coordinatemycare.co.uk/
http://www.dementiauk.org/
http://www.compassionindying.org.uk/
http://www.nice.org.uk/
http://www.mariecurie.org.uk/

DMACPR Easy Read with Front sheet May 2017 version 2 with WHHT amendments.pdf - Adobe Acrobat Reader DC (32-bit)

File Edit View Sign Window Help

Home  Tools DNACPR Easy Read... % @ Sign In

w8 Q ©@ /&2 A {MO® - T B I & W Ga B 2o

[%& Export PDF v

52 Edit PDF

Easy Read
Cardio Pulmonary Resuscitation (CPR) Information

E,E'} Create PDF e

Comment

E’ﬁ Combine Files

> Although the decision about CPR is a medical decision, it is > S
necessary for the clinician to discuss this decision with the
patient and/or their family/carers/ Legal Power of Attorney
for Health and Welfare to gain understanding of their views. L
This Easy Read information has been devised to support any O protect

b

%~f Compress PDF

Redact

conversations about Do Not Attempt Cardiopulmonary
Resuscitation (DNACPR) orders with people with Learning

Disabilities and/or their carers.

H O Type here to search a

Fill & Sign

Send for Comme...

v JE. More Tools v




Easy Read Booklets that can help?

** What to expect in the last few days of life

s What if: celebrating my life: ACP Template

¢ Changes that can happen at the end of life

¢ Choosing where to die

s Making the decisions about the future if you are dying
¢ Thinking about your funeral

s Getting ready to die

CHANGE Cancer Series Y k gﬂ 1 prrrwedyp o)

MACMILLAN
CANCER SUPPORT
easy
Things you can do
when getting ready to die
N~

What is cancer?

Symptoms, Screening and Staying Healthy




Food for thought

 How do we tell other residents/ patients/ friends
when someone with a learning disability has died?

 How do we involve them in the funerals/ plans?
* How do we remember someone who has died?
 What literature can you access?

* How do we get support for ourselves?

 Where can we access further support?



An Advance
Decision to
Refuse

Treatment.

» A decision to refuse specific treatment.

» Treatments declined must be named with the statement
‘even if my life is put at risk’

» Needs to be written down if it is life threatening, signed by
the patient and witnessed

» Recommended to be done in conjunction with a competent
clinician and ensure GP/Consultant is aware of your wishes.

* Is an advance decision legally binding?
* Yesitis, as longasit:

* complies with the Mental Capacity Act

* jsvalid

» applies to the situation


http://www.nhs.uk/carersdirect/moneyandlegal/legal/pages/mentalcapacityact.aspx

ADVANCE
DECISION TO
REFUSE
TREATMENT

(ADRT)

An advance decision to refuse
treatment is when a person
decides to refuse to have
specific medical treatment.

It is sometimes called a living
will or advance directive

An advance decision to refuse
treatment must be in writing,
sighed and witnessed and
include the statement “ even if
my life was at risk”

Cannot override comfort
measures such as warmth,
shelter and basic care (hygiene
and offers of food and drink by
mouth)

It only comes into effect if the
person loses the ability to make
their own decisions at
sometime in the future.

Isabbele

Together we care



continued

« It should be retained by
the person it is about

 Valid ADRT ARE legally
binding

* If the person agrees, a
copy should be available
to other people and
recorded in relevant
areas.

* You should always refer
someone who wants to
put an ADRT in place to
their healthcare team

Isatele-r

Together we care
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Let us dispel

the myths LS

and fears of MYTH

DNACPR?




TTEMPT C

Adults aged 16 years and over

Naihe Date of DNACPR decision:
L I |

Address

Date of birth
l DO NOT PHOTOCOPY I

NHS number

In the event of cardiac or respiratory arrest no attempts at cardiopulmonary resuscitation (CPR)
are intended. All other appropriate treatment and care will be provided.

1 | Does the patient have capacity to make and communicate decisions about CPR?
If “YES” go to box 2

If “NO”, are you aware of a valid advance decision refusing CPR which is relevant to YES / NO
the current condition?” If “YES” go to box 6

If “NO", has the patient appointed a Welfare Attorney to make decisions on their behalf? YES / NO

[ If “YES” they must be consulted.
< a r I O- All other decisions must be made in the patient’s best interests and comply with current law.
Go to box 2

2 | Summary of the main clinical problems and reasons why CPR would be inappropriate,

P u | m O n a } ! unsuccessful or not in the patient’s best interests:

[ ] [ ]
3 | Summary of communication with patient (or Welfare Attorney). If this decision has not been
discussed with the patient or Welfare Attorney state the reason why:

D N l \ I I { 4 | Ssummary of communication with patient’s relatives or friends:

5 | Names of members of multidisciplinary team contributing to this decision:

6 | Healthcare professional recording this DNACPR decision:

Name Position

Signature Date

7 | Review and endorsement by most senior health professional:

Signature Name

Review date (if appropriate):

Signature Name

Signature Name




Recommended Summary Plan for
Emergency Care and Treatment



NHSTHVHealth and care rumiber

Summarny of relevant information for this plan induding diagnoses and relevant personal droumstanoes:

Dewrtails of other relevant care planning documents and where to find them {e.g. Advarnce or Antidpatory
Care Plan; &dvarnce Decision to Refuse Treatment or Sdwanoe Directive; Emergency plan for the carerk

1 have a legal weliare proxy in place (e.g. regisiered weefare attorney, person
weith panental responsibility) - if yes prowide detailk in Section 8 " Ives [ mo

Livirsg as lorg as Dualivy of e ard
P il matlers eaimaTort maltbers
reOsl LS el mosl B e

what | meost fesr ¢ wich to aeoid:

4. Clinical recommendations for emergency care and treatmeant

Pricritise exterding life Balance extending life with
coamfort arsd valued cutcoemes

Mow provide dinical guidanos on specific realistic interventions that may or may not be warted or
dinically approgriate (incduding being taken or admitbed to hospital & receiving life support) and powr
reasoning for this guidanoe:

meadified CPR CPR atfermpts ROT reco memenckesd
hild only. as detailed abowe Sydiatt ar child

WL PR PO ORI Es Soor gL Uk

o

o 10 © Resaiiat

E




5. Capacity for inwolvement in makimg this plan

Does the person hae capacity |— — If nez, im wdhat way does this person lack capacity ?

o participate inmaking [ reo

recommendations on thi plan®

Document the full capacity asessment in If the person lacks capacity a ReSPECT conversabeon muss
the dinical record.

B. Imvolvement in making this plan

The dlinician(s) signing this plan isfare confirming that (select 8.8 or C, OR complete section D belbow)-

|| A This person has the mental capacity o participate in making these recommendations. They have
been fully invodkeed inthis plar.

T | B This person dioes not have the mental capacitg, seen with suppost, to participate in makirg these
recommendations. Their past and present views, where ascertainable, have been taken into
aocpunt. The plan has been made, whene applicable, incorsultation with their legal proory, or
where no prowy, with relesant family memberstriends.

__|'l:'l11.n.plrmnﬂll.-n.ﬂ'\:r|. 18 years obd (16 in Sootiand) and (please select 1 or 2, and alko 3 as
applcable or explain in secteson D bel o)z

.1 They have sufficient matunty and understandsng to partic pate in making thes plan

| 2 They dor ot hanee suffickent maturity and wnderstarding o participate e the glan. Their views,
when bnosn, haere been taioen inbo acoownt.

|| 3 Those kalding parental responsibiliy have been fully snvolsed sn decussing ard making this plan.

D if no other option has been selected, walid reasors muest be stated benes {Document full explanation in
thee clinkcal recoed. )

T. Clinicians" signatures

Laner rmporable ol reeoee:

B. Emergency contacts and those invalved in discussing this plan

Nams {tick if iroheed in planinimg)
Frimary srmasrgensy cornbec:
|

9. Form reviewed (e.g. for change of care setting) and remains relevant
Review date | Grade/speciality Clinician mame GMC/NMC/HOPD Mo, | Signatura

¥ thih page s on & swparste shesd hrom the find pege: Mams: Dol

WWTRLINES PR CLDROOEER S 0ng . Lk

N wed under & i rwat v v - S o n-FioniZo rereerd - Pl velt vy 40 I ar nasio nad Lo o - e b S e fproc e, o uk for e infonraion,

ond UK,

YVermon L0 & Pewwifeton |




DNACPR does not mean no
care!l

« DNACPR means ensuring a dignified death.

« DNACPR is on an individualised basis not blanket
policies

« Reversible conditions will be treated.
« Symptoms will be controlled.

« DNACPR is a treatment, is not legally bindin

unless in ADRT document, is a discussion that should

3e had with all concerned but it is a medical
ecision.

« We are going to offer maximum attentive and
conservative care now to keep them comfortable in
their final days.




“You are very sick. Your organs are failing. You lose consciousness; your
breathing gets weaker. You are dying. Eventually even your heart stops.
CPR will not change anything. It will not rescue you from anticipated dying.
CPR is not a treatment for you now”

“At death there are no choices: not CPR or brain surgery or a heart
transplant. CPR only works, and then only sometimes, when the heart stops

first. In dying, the heart stops last. No options left.”

‘Can | give you a certificate, to tell
everybody that, if your heart stops,
they should hold your hand instead of
thumping on your chest?’ My relative
was delighted with her 'Protection

CPR succeeds in saving somebody’s life if they have from CPR certificate.’ I've used that

a cardiac arrest in hospital for 2 people out of 10. phrase ever since.

For people who are not in hospital when they have

a cardiac arrest, it’s 1in 10. A significant

proportion of survivors have permanent brain

damage. It’s not like on TV hospital dramas.

(2020 Marie Curie talk about with Dr Kathryn Mannix)



Language is
important

(Study by E. Barnato (2013) in the June edition

of Critical Care Medicine )
I Sa Hospice . When asked to choose having their loved one
receive CPR if their hearts should stop 60%

Together we care choose CPR

2. When the alternative was described as to
“’allow natural

death’, the number choosing CPR dropped
to 49%.

Find the right language for you both (HCP and
the patient) “natural conclusion to your life” -
“decisions may be taken from you” - “need to go
on and die again”

Distinction between dying and cardiac arrest.



salbele-r

K ey I S S u eS Together we care

 Very sensitive issue -needs to be handled carefully by staff involved

« Remember, If an ambulance is called and there is no evidence of a DNACPR
form In place, the ambulance crew are obliged to start CPR.

* For many elderly, frail people, it is often most appropriate to allow a “natural
death” and not let them suffer the indignity of CPR.

* Do ask if there is a DNACPR in place if you are concerned the person is
deteriorating and may be dying






THANK YOU FOR
LISTENING

Any questions?

Remember we are
here for you

WENDY FREEMAN 24 hr Advice Line:
ISABEL HOSPICE Isabel Hospice
07843 218 316 01707 382575

Isabbefl-

Together we care

24 hr Advice Line: Education Team
Garden House Garden House Hospice
Hospice 01462 416 01462 416 788

794



Respect

Join at

slido.com
#3645 065




What are your key takeaway
actions from today?

Join at

slido.com
#3645 065




Hertfordshire Care Provider Support Service Directory

HCPA Provider Hub } ‘ HCPA Members Zone

Below you can search our Support Services Directory by viewing all services, filtering by criteria, or searching for a keyword.

. ) Filter By

Support Service Directory - HCPA



https://www.hcpa.info/supportservicedirectory/

Newsletters

Stay up to date with sector news!

Ensure you and your leadership
team are signed up to
receive HCPA's newsletters.

Subscribe to our mailing list

hcrx\.)
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https://hcpa.us3.list-manage.com/subscribe?u=7275e7980a25c4f5e4939ee06&id=96f1f7298d

THE HCPA CARE PROVIDER HUB A O
PROV'DING PEACE OF MlND..,,, ertfordshire ... S cers nesoi

Govt guidance, laws, HR, Staffing and

standards and expectation  recruitment
ASK us anything! We are your support - Covid: PPE, vaccinations
service, here to answer your questions and infection control
on all topics Adult Social Care related.

Training and education

 Business continuity
« Liaison with Hertfordshire :
County Council Data protection

- Funding, contractingand ~ Monitoring

commissioning - Equipment
- Staff wellbeing and * Insurance
recognition

Your hub, your support service

01707 708108 / assistance@hcpa.co.uk (Mon to Fri -
9am to 5pm). www.hcpa.info/hub

HCPA: ‘Sharing best practice in care through partnership’

\
I
I
I
I

/



Feedback

Webinar evaluation form

Herts
) Care

Partners

Hertfordshire
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