REPORT OF THE LEAD MEMBER FOR COMMUNITY SERVICES AND HEALTH

TO COMMUNITY, HEALTH AND SOCIAL CARE SCRUTINY COMMITTEE

28 OCTOBER 2009
TITLE:
ANNUAL REPORT ON THE COMMUNITY, HEALTH AND SOCIAL CARE


COMPLAINTS PROCEDURE FOR 2008/2009

RECOMMENDATION: 
That Members note the report.

EXECUTIVE SUMMARY:
1.
During the year 43 complaints were received which related to Adult Social Care.  1 was a formal complaint and 42 were informal complaints.


In terms of client group this equates to 14 complaints related to older people, 6 to learning difficulties, 7 to physical and sensory disabilities, and 5 to mental health.  


There were also 10 complaints in relation to the adult social care providers.  

Of the 1 formal social care complaint:
 
It related to an adult safeguarding plan and the actions of an independent social care provider commissioned by the Directorate.
No complaint proceeded to a Review Panel during the year 08/09.  One review Panel, the first adult social care panel convened since the implementation of the 2006 regulations, was held in May 2008.  This related to the formal complaint outlined in last year’s report at Appendix 1, complaint 2 (p20-21).
Of the 42 informal social care complaints:
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Corporate Complaints:


In addition, 22 informal complaints and 1 that became a formal complaint were received which were not related to adult social care.  These were:
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Of the 1 formal corporate complaint:
The formal complaint related to Client affairs section of Community, Health and Social Care (CHSC). 

2.
Leisure and Culture, with a total of 5 informal complaints, is included for the fourth year in the figure for the Directorate. 
3.
The Directorate has received a small number of informal adult social care complaints but with an increase of 8 from 24 last year to 32 this year.  The number of non social care complaints has increased from 14 last year to 22.

4.
The number of complaints outlined above is against a background that incorporated the following levels of activity for the Directorate:

· During 08/09 initial and further contacts with service users amounted to 18630 as opposed to 15644 in 07/08

· During the same period total new assessments undertaken were 4510 with 55.2% being completed within 28 days.  The previous year the figure was 3866 and 54.3% were completed within 28 days.  

· During 08/09 there were 2404 Carers’ Assessments undertaken as opposed to 2375 for the previous year. 

· In 08/09 there were 378 adult safeguarding investigations as opposed to 246 for 07/08 and 157 for the previous year.  (The unit works closely with the adult safeguarding manager and shares information and seeks guidance as and when required).

· The Directorate had 2059 requests for Intermediate Home Care Support as opposed to 1742 requests for 07/08 as opposed to 1615 in 06/07.

· In 08/09 1427 service users received 10.36 hours of private home care.  In 07/08, 1418 service users received an average of 8.63 hours of private home care a week.  The figure for the previous year was 1598 service users who received an average of 8.57 hours of private home care. 

· In 08/09, 761 service users attended a day centre for 2.31 days a week.  In 07/08, 769 service users attended a day centre for an average of 2.64 days a week.  The figure for the previous year was 801 service users who attended on average for 2.92 days a week. 

· In 08/09 256 service users received 2.9 meals a week.  In 07/08, 291 service users received on average 3.5 meals a week.  The previous year 344 service users received on average 4 meals a week. 

· In 08/09 405 service users received £179.34 in direct payments per week whilst the previous year 254 service users received £172.66 per week.  
· The Directorate provided short term residential care for 283 service users in 08/09 as opposed to 354 in 07/08. Respite care was provided for 484 service users in 08/09 and 643 in 07/08. 

· Residential Home Placements was provided for 803 service users during 08/09 and for 836 during 07/08.  

5.
The Local Government Ombudsman (LGO): 

There were 7 matters brought to the attention of the Local Government Ombudsman’s office.  

Two of the seven matters related to the one family. In January 2008 the family complained about the arrangements for the care of their husband/father.  The matter related then primarily to the adult social care provider complaint that had been dealt with as a formal complaint in 07/08 (Appendix 2, complaint 2a of the 2007/08 Annual Report).  In August 2008 they again stated that they were unhappy with the social work assessment and the matter was again investigated as a new complaint.  Concern was also expressed that the service user was placed at a distance from their home.  A taxi was offered twice a week to the service user’s wife; it was only used on a few occasions as the person concerned cancelled the arrangement.  The matter is mentioned in the Local Government Ombudsman’s Review of Salford City Council as a local settlement in relation to one referral.  A local settlement is “when a council takes or agrees to take action that we (LGO) consider to be a satisfactory response”.   The second referral was deemed to be at the “Ombudsman’s discretion” and this is when the office decides not to pursue the matter.  

The third matter also considered to be a local settlement related to a formal complaint and outlined in the annual report for 06/07.  The matter related to information being disclosed that the LGO found was “inaccurate and offensive” to the complainant.  The matter was investigated by an independent social care professional appointed by the CHSC.  As a result of this complaint all independent professionals when appointed (there have been 2 since this complaint) are now asked to check with the complainant that all information contained in their report is factually correct before releasing the report to the Directorate. A copy of the LGO investigator’s report was placed on the complainant’s file and a sum of £500, as advised by the LGO, was paid in compensation.   
The fourth matter was not dealt with as a complaint but as a customer care matter.  In April 2008 the LGO received a letter from a woman living in Dublin who stated that the City Council had refused to give her information about her former husband.  She was of the opinion that he had died and consequently was seeking any inheritance available for their children.  The Directorate was unable to find any information relating to the man concerned and there was no evidence that client affairs or any other part of the Directorate had dealt with him.  This was deemed by the LGO to be a case of “no maladministration” and the investigation had been discontinued.  

The fifth matter was not dealt with by the Directorate as a complaint but as a detailed customer care matter in 07/08. It related to a small company that was set up by an adult carer for a neighbouring authority to organise and support people with learning difficulties to go away on holiday.  The Directorate commissioned the organisation to take 3 adults with learning difficulties on holiday.  On their return there were concerns about the care given and the matter became the subject of an adult safeguarding conference.  The company’s proprietor and an advocate were unhappy with the way the matter was dealt with and the involvement of the neighbouring authority.  Significant communication took place and offers of a meeting to try to resolve the matter were not followed up by the organisation.  
They referred the matter to the LGO and the office concluded that this matter was at the Ombudsman’s discretion; this is when the LGO “exercises the Ombudsman’s discretion not to pursue the complaint”. 
The sixth matter relates to the complaint at Appendix 1, complaint 2, of the 07/08 annual review.  This was a complaint that a young person who was attending a Salford facility for the first time, on a trial basis, had the head rest of her wheelchair altered.  This complaint had already being through a stage 2 investigation and was the subject of a Review Panel.  The LGO found no maladministration and the investigation was discontinued.  

The seventh matter was in relation to advice given and is likely to figure in the report for 09/10.

6.
Significant Developments since the Report of 2007/2008:

· The new procedures Making Experience Count (MEC) were introduced for adult social care in April 2009. The Local Authority Social Services and National Health Services Complaints (England) Regulations 2009 replaces the Local Authority Social Services Complaints (England) Regulations 2006. 

· As well as the regulations there have also been guidance published “Listening, Responding and Improving – A guide to better customer care”  and advise sheets, 1. “Investigating complaints”, 2. “Joint working on complaints –an example protocol” and 3. “Dealing with serious complaints”. 

· The new procedures emphasises more co-operation and working together with health colleagues. There will be “a single approach for dealing with complaints about NHS and adult social care”.   
· There are no timescales apart from acknowledging the complaint within 3 working days. The expectation in Salford is that the majority of complaints will be responded to within 10 working days of the action plan being agreed. This is in line with City Council policy for complaints. 

· All adult social care complaint to be “assessed” as regards the “seriousness” of the complaint. This already being the situation for CHSC as has been an acknowledgement and awareness of the importance of being “person-centred” as “the initial contact an organisation has with a person who is unhappy with the service is key”.   

· There is now recognition of the importance of seeking advice from the LGO’s office at an earlier stage than previously as regards the future direction of the complaint.  At a recent training event attended by Anne Seex, Ombudsman for the area, she made the point of whether the LGO is perceived by Local Authorities as “the ally or enemy”.  Given recent contact with the office and guidance offered the LGO can offer a valuable role of being “the ally” of the complainant and organisations complained about in pursuit of fairness and justice for both parties.  

7.
Continuous improvement:

Learning points considered as a result of complaint investigations during 2008/09 include:
	Learning Point
	Action Taken

	An additional paragraph, headed final report, in the appointment letter for external investigators stating that following guidance from the LGO the investigator is asked to check the accuracy of all factual information in the report with the complainant before sending it  to the Directorate.  
	Short Paragraph relating to this learning point is now in the letter of appointment sent to external investigators. 

	The review of the Directorate’s procedures regarding court of protection applications to ensure that all interested parties are aware of the application formalities and possible timescales involved.
	Two lists have been prepared one aimed at providing information for service users and one aimed at giving information to family members and representatives. The lists advise of the likely timescale.

	Review internal procedures for   selling property for individuals on whose behalf the Directorate acts to ensure the property is marketed as quickly as possible. 
	The time scale for clearing properties has been set at 8 weeks.  During this period Client Affairs will also obtain a valuation of the property.

	Ensure that all staff members are aware that complaints in relation to independent adult social care providers must be investigated and responded to as complaints against the Directorate. 
	Attendance by the Customer Care Manager and Senior Admin. Officer at team meetings of senior managers and later the team managers’ meetings.

	An acknowledgement that people with learning difficulties, because of longer longevity, now need services from other parts of the Directorate. 
	New Directions learning difficulty service now has a joint working protocol with adult teams with regard to older people which deals with funding and linked care pathways, notably on dementia. This is supported by a steering group which includes key health services. 


	The need of training for staff members in relation to providing a service to people on the higher end of the autistic spectrum and not just for staff in the Learning Difficulties Directorate. 
	Training in relation to working with adults on the autistic spectrum to be provided for staff members in adult service and not just for staff members working with adults with learning difficulties.
A 1 Day Autism Awareness Course of 25 places took place on 19 March 2009.  A further course of 25 places is scheduled for 19 November 2009. The course is available to any staff dealing with or with an interest in autism including staff in the independent sector. Future courses will be delivered based on the identified need for places in line with the Training Plan. 
Additional training on TEACCH a method used to support working with individuals with autism specific needs. It is a 2 day course and places are identified in line with the Training Plan.

Further training is commissioned on the principles and practice of working with individuals on the autistic spectrum. This is a 6 day course at Cumbria University for those who would like to develop their knowledge further and places are identified in line with the Training Plan.



	The need for all staff members to routinely attend child protection training sessions. 
	This is being monitored through supervision and the appraisal process.  The principal manager of the service concerned has booked for staff members to attend training sessions at Avon House.  
The matter will also be raised at the meetings of principal managers and at team managers meetings.
In January this year we established approx 50% of staff had received some training. In the places with greater need, access to higher level of child protection training was good i.e. Mental Health, Salford Royal.

The Adult Safeguarding Unit is commencing work on developing a child protection training programme for adult services

	The Review Team to review procedures for recording and keeping information up to date and have a contingency plan in the event of staff absence when meetings have been arranged. 
	The Manager of the service met with the Senior Admin. Manager for the service and put in place a procedure for admin. staff to follow. 
The Admin. staff member to check, when informed that a worker is ill, of any planned reviews and ensure that the Team Manager is aware of the situation. 

	The need for contingency cover when managers/chairs of safeguarding meetings are on leave or covering colleagues posts so as to ensure that minutes are circulated within a reasonable timescale. 
	The Directorate has recruited and appointed dedicated minute takers for adult safeguarding meetings.  Also a range of training was provided for staff
Care workers across all sectors are trained in Safeguarding adults.

To date the following numbers have been trained

Course Title 

Figures 

Safeguarding Adults - Basic Awareness  

758

Protection of Vulnerable adults Practitioners 

245

Awareness of Adult Protection Meetings

15

Adult Protection Minute Taking

89

Adult Protection Chairpersons

22

New Policy & Procedure update

109

Middle managers update policy

145

Adult protection awareness supporting 

63

Safeguarding Adults Chairs & Minutes

72

Safeguarding for chairs integrated

9

Safeguarding for Team Managers 

3

Safeguarding for Investigations

65

Safeguarding Recording 

15

 

	The importance of good communication with service users and their families. 
	An ongoing issue and highlighted at supervision sessions, appraisals, team meetings and staff training events. 

	To improve communication between the Rapid Response Team and the Intermediate Home Care Team.
	Both organisations clarified the criteria with staff members as regards the transferring of work from one organisation to the other. 
Work should be transferred when the patient/service user meets the criteria. 
The procedures were not changed but highlighted to all staff members and in particular to the staff members directly involved and from where the complaint originated.

	The importance of the role of administrative staff as often the first point of contact with the service user. 
	Reinforced through regular supervision and training and also recognising when a good service has been provided that goes “the extra mile”.

	The importance of good planning when young people transfer from children’s service to adult services.  
	We have an agreed Transition protocol in place, building on the good working arrangements between Children’s & Adult Services.  Also in Physical and Sensory Services we are to further develop the quality of social work input into transition work, including developing a protocol with children’s services re disabled parents.

Continuing to have a good working relationship with colleagues in the Children’s Directorate and the importance of both Directorates being involved from an early point in transitional planning for young people with a disability.


 8. Action Plans for 2009/2010
 Performance & Customer Care Unit Business Plan 2009/2010
 Priority


 Continuing to ensure a prompt and respectful response to complaints made and promoting   a listening and learning organisation
	ACTION PLAN

Adult Social Care

OUTCOME 4:

INCREASED CHOICE AND CONTROL
	Activity

required to deliver action plan
	Lead Officer/

Staff involved
	Timescale for Completion or Review
	Progress/Evidence of improved outcome

	Development of joint working protocol for complaints which overlap both the Health Service and Social Care
	Approval of draft protocol circulated in 2008 required from Health
	Rae O’Farrell
	03/06/2009
	Circulation of joint procedures (for comment and subsequent approval through partnership governance arrangements)
1st draft of joint protocol circulated Oct. 2008, comments received.  2nd draft circulated 31/07/09 following meetings in Feb/Mar. 2009, again comments received. 3rd draft now in process for distribution to all relevant agencies before end of Nov. 2009.

	
	Review joint protocol in light of new regulations when guidelines available regarding amalgamation of Health and Social Care Complaints Procedures
	Rae O’Farrell
	When new regulations published
	

	Continue to ensure lessons learnt from complaints following investigation have been implemented
	Periodic checks.  Feedback to Principal Managers.  Progress reported in Complaints Annual Report.  Lessons learnt noted on corporate complaints systems when complaint closed
	Rae O’Farrell
	To be identified in Annual Report 2008/9 and then in 2009/10
	Changes and improvement made to services as required

	
	
	
	
	Customer Care Manager – feedback lessons learned to management groups across the Directorate:
	Team Managers: 10/02/09; Principal Managers, 02/04/09; LD Day Centre Managers: 18/05/09 Neighbourhood Managers: scheduled for 04/11/09

	
	
	
	
	Questionnaire for complaint feedback redesign.
	Redesigned  April 2009

	
	
	
	
	Questionnaire distributed to all complaints for 1st quarter 2009/10
	Distributed July 2009


BACKGROUND DOCUMENTS:

Reports on previous years are available.

(Available for public inspection)

KEY DECISION:
YES / NO

DETAILS:
As overleaf

KEY COUNCIL POLICIES:
All Pledges and Adult Social Care Outcome 4 Increased Choice and Control

EQUALITY IMPACT ASSESSMENT AND IMPLICATIONS:
An effective complaints procedure supports the delivery of equality and diversity issues.

ASSESSMENT OF RISK: 
Low

SOURCE OF FUNDING: Existing mainstream funding.

LEGAL IMPLICATIONS: 
As and when required.

Advice obtained also this year in relation to a formal complaint from 06/07 that was referred by the complainant to the Local Government Ombudsman’s office.  This is referred to as the third matter above and was concluded by the LGO as a “local settlement”.

Advice obtained as required in relation to letters or reports that were likely to be controversial or of a sensitive nature.   

A copy of the new 2009 regulations and guidance was forwarded to the City solicitor on receipt. 
FINANCIAL IMPLICATIONS:
None

OTHER DIRECTORATES CONSULTED: 
None.

CONTACT OFFICER:
Rae O’Farrell, Customer Care Manager
TEL. NO. 793 2233
WARD(S) TO WHICH REPORT RELATE(S):
All

REPORT ON THE OPERATION OF THE COMMUNITY, HEALTH AND SOCIAL CARE DIRECTORATE’S COMPLAINTS PROCEDURE FOR THE PERIOD APRIL 2008 TO MARCH 2009
1. RELEVANT LEGISLATION

Care Standards Act 2000 (Attendant Guidance - National Minimum Standards)

Health and Social Care (Community Health and Standards) Act 2003

The Local Authority Social Services and National Health Services Complaints (England) Regulations 2009
Human Rights Act 1998

Race Relations Amendments Act 2002

Disability Discrimination Act 2005

Data Protection Act 1998

Freedom of Information Act 2000  

Local Authorities are required to have in place procedures to deal with complaints arising from services users.

2. SUMMARY OF THE ADULT SOCIAL CARE PROCEDURES
The Social Care complaints procedure from April 2009 does not provide any timescales apart from acknowledging the complaint within 3 working days. The complaint should be made if possible within 12 months of the event that led to the complaint.   In CHSC the expectation is that the majority of complaints will be responded to within 10 working days of the Action Plan being agreed. 
The Action Plan is pivotal to the whole process and has been used for adult social care complaints to date in Salford since April 2009.  This is a plan worked out with the complainant as regards clarifying the complaint, desired outcomes, identifying who will investigate the complaint and the likely timescale.  During the course of completing the document consideration is also given to any extra requirements to assist the complainant and especially if an advocate is needed.  The form also contains a section for recording lessons learned and changes made as a result of the complaint.  
If the complaint involves Health and Social Care Organisations then “the complainant should get one, co-ordinated response”.  A draft protocol was drawn up but still needs to be agreed by the CHSC and Health Trusts in the area. Whilst the procedures should be similar there are likely to be different expectations of the organisations in relations to appropriate timescales. The health trust complaints have a 25 day response period. 
Once a complaint, concern or expression of dissatisfaction is received by a staff member and forwarded to the unit it is acknowledged within 3 working days.  In the majority of cases where a telephone number is provided or available it is likely to be acknowledged on receipt.  Arrangements are made for the customer care manager to speak to or meet with the complainant as soon as possible. After this contact an “assessment” is made as regards the “seriousness” of the complaint.
The action plan should reflect the “categorisation” of the seriousness of the complaint and whether the complaint will be investigated by the manager from the service concerned or a manager/social care professional from outside the service or external to the Directorate.  
Since April 2009 all adult social care complaints have been investigated by a manager from the service concerned.  One complaint investigated by a manager from the service concerned but relating to the assessment of an independent social worker, appointed by the Directorate, has been accepted by the LGO as appropriate for investigation.  In the past this complaint would have been externally investigated and may also have been the subject of a Review Panel.  
By demonstrating that the Authority has taken all reasonable steps and there is nothing further that can be achieved, the matter can then progress to the LGO at an earlier stage than previously.  Such an approach has the potential to save resources and to be dealt with more speedily by the LGO.  
Both the LGO and the Parliamentary and Health Service Ombudsman consider the principles of good complaint handling to incorporate the following:

1. Getting it right

2. Being customer focused

3. Being open and accountable 

4. Acting fairly and proportionately 

5. Putting things right

6. Seeking continuous improvement.

Adult social care complaints no longer move through stages or referred to as formal or informal complaints but there is an expectation that all complaints will be thoroughly investigated.  This type of investigation undertaken will depend on the seriousness of the complaint and will be undertaken in consultation with the complainant.  
There is no provision in the new regulations for a Review Panel to be held and an expectation for mediation to be considered and provided if appropriate. This is a new concept for the Directorate as a means of trying to resolve a complaint and one that is the subject of ongoing discussion with the training section.  
3. TIMESCALES
3.1 Timescales for Adult Social Care Complaints and Corporate Complaints.
In relation to the 32 Adult social care complaints 7 (22%) took more than 20 days 16 (50%) took 10 or more days but less than 20 days and 9 (28%) took less than 10 days.  
The investigator for the formal report at Appendix 1 was appointed on 29.08.2008 and completed a report on 14.10.2008
Of the 22 corporate complaints 3 (14%) took 20 or more days, 10 (45%) took 10 or more but less than 20 days and 9 (41%) were completed in less than 10 days. 

In relation to the formal complaint at Appendix 2 of the report, the investigator was appointed in 16.12.2008 and produced a report dated 27.02.2009.  

3.2 The role of the Complaints Manager

The role of the Complaints Manager/Customer Care Manager is primarily one of being customer focused and promoting a listening and learning culture within the organisation.  The post involves dealing with all aspects of complaints and queries, providing a timely response with an emphasis on local resolution.  
It entails responding to service users, carers, staff members, being involved with the relevant senior staff member in response to public representatives, advocates, and legal representatives, Care Quality Commission or the Local Government Ombudsman’s Office.  

The post requires a close working relationship with the operational and strategic Principal Managers and with the Assistant Directors in relation to complex complaints.  Links with the Adult Safeguarding Manager are crucial and with the staff in the Contracts, Commissioning and Review Section especially in relation to complaints arising from adult social care providers, previously referred to as independent providers.  

The complaints manager manages a budget and appoints the external investigators.  The Directorate had 2 formal/complex complaints during 08/09 investigated by external social care professionals. 
External investigators are usually able to provide a speedy and thorough report.  In some situations it is apparent that the matter needs to be investigated externally, so as to provide a degree of distance and objectivity as perceived by the complainant and external scrutiny to the process.
The provision of ongoing advice and support to staff members is an important consideration of the role together with the preparation of an annual report.

The Complaints Manager is a member of the North West Complaints Officer Group and the organisation’s training subgroup and has good working relationships with the local NHS Complaints Managers and is a member of the Local Authority’s Complaints Officers Network Group (CONG). 
The Complaints Manager’s role incorporates three distinct aspects of overseeing the procedure, maintaining a customer focus, and supporting the local authority. 

4.  OUTLINE AND INTENTION OF THE REPORT

The Report relates to the period between 1 April 2008 and 31 March 2009.  

It provides the following:

i) An overview and summary of all the responses received across the directorate.

ii) An analysis of the complaints and compliments received by the Directorate and also complaints involving the Local Government Ombudsman’s Office.

iii) Information in relation to the formal investigations.

iv) Information regarding customer focused work and work that involved elements of joint work with the health service.

v) Reflections, learning points and the identification of patterns or trends within the organisation. 
5. SUMMARY OF COMPLAINTS AND COMPLIMENTS RECEIVED 

ACROSS THE DIRECTORATE DURING 2008-2009 
	Division & Business Unit
	Informal Complaints
	Informal Corporate Complaints
	Formal Complaints
	Compliments

	Adults and Older People
	31
	3
	1
	243

	Leisure and Culture
	0
	5
	0
	3983

	Community Services
	0
	0
	0
	24

	Resources
	0
	12
	1
	478

	Commissioning, Performance & Customer Care
	1
	2
	0
	4

	Independent Providers
	10
	0
	0
	1

	TOTAL                                             
	42
	22
	2
	4733


6. ANALYSIS OF COMPLAINTS AND COMPLIMENTS

6.1 Adult Social Care Complaints
There were 32 Adult Social Care complaints which is an increase of 8 from last year.  One of the complaints became a formal complaint and incorporated a complaint in relation to the adult social care provider and the way the matter had been dealt with from an adult safeguarding perspective. 
Two of the complaints were from the same person but made at different times in the year. One of the complaints was complex and is outlined in appendix 3 of this report and is ongoing. 
Another one is about to be investigated by an external social care professional as the family remain unhappy with the outcome of a further assessment that was undertaken.  
Comparator Table for Informal Adult Social Care Complaints 
By Business Unit
	
	2006 - 2007
	2007 - 2008
	2008 - 2009

	Adult & Older People’s Social Work Team
	0
	6
	6

	Community Occupational Therapy Service
	9
	4
	5

	Day Care
	2
	0
	0

	Intermediate Care (Rapid Response)
	5
	2
	2

	Intermediate Home Support
	0
	0
	1

	Hospital Social Work Team
	0
	3
	4

	Learning Difficulties
	0
	4
	6

	Meals
	0
	0
	0

	Mental Health
	5
	3
	5

	Physical & Sensory Disabilities
	3
	2
	2

	Commissioning, Contracts and Reviews
	0
	0
	1

	Independent Providers
	8
	27
	10

	TOTAL
	32
	51
	42


Comparator Table for Formal Adult Social Care Complaints 
 By Business Unit
	
	2006 - 2007
	2007 - 2008
	2008 - 2009

	Adult & Older People’s Social Work Team
	
	
	1

	Community Occupational Therapy Service
	
	
	

	Day Care
	
	
	

	Intermediate Care (Rapid Response)
	1
	
	

	Intermediate Home Support
	
	
	

	Hospital Social Work Team
	
	
	

	Learning Difficulties
	1
	2
	

	Meals
	
	
	

	Mental Health
	
	
	

	Physical & Sensory Disabilities
	
	
	

	Commissioning, Contracts and Reviews
	
	
	

	TOTAL
	2
	2
	1


6.2
Complaints and Referrals Relating to Adult Social Care Providers 
(Previously known as Independent Providers).  
There were 22 matters relating to adult social care providers and 10 were complaints.  Of the 10 complaints 5 involved the Customer Care Manager meeting with the complainants and one is mentioned at Appendix 5.  One of the five related to a domiciliary care agency and the customer care manager met with the daughters of the service user and 2 managers from the agency to discuss the family’s concerns. Another matter related to concerns raised by the son of a service user in a residential unit. The Team Manager and the Customer Care Manager met with the son and a file note of the complaint was sent to the unit. A daughter raised concerns about the food in a unit but asked that her complaint remained anonymous.  It was investigated by the manager of the Review Service and the complainant was informed of the outcome. 
In another matter the Customer Care Manager and Social Worker met with the service-user who has moderate learning difficulties and managers from the social care provider agency to discuss concerns that the service-user had.  A plan of action was agreed and a further meeting took place to review the situation.  The service-user was content with the way the matter had been dealt with and did not wish for the matter to proceed to a complaint. 
Two referrals were dealt with as safeguarding issues and the family members concerned did not wish the matter to proceed to a complaint as they considered that the concerns had been dealt with under the adult safeguarding procedure.    
6.3
Details about Advocacy Services Provided

Advocates were involved in 3 of the adult social care complaints.   A welfare rights worker from a firm of solicitors represented and pursued the formal adult social care complaint.  The same worker also wrote to the Directorate in relation to another matter that did not become a complaint but was dealt with as a customer care matter.  A team manager involved in the case provided a detailed response to the queries raised.  
The other 2 matters were represented by an advocate from Age Concern and related to the complaint outlined at Appendix 3 of this report.  
The third complaint was made by an advocate from Spurgeons on behalf of a young person in transition from children’s services to adult services.  

The Customer Care Manager continues to have a good working relationship with the advocacy worker from Salford Being Heard and also more recently with the advocacy worker from Age Concern.  

There did not appear to be a need during 08/09 to appoint an independent person for vulnerable adults making a complaint as all were represented by family members.  
There were six referrals made by advocates or legal firms’ representatives that were dealt with as customer care referrals.   

There was one matter dealt with as a corporate complaint that was sent to the Directorate by a firm of solicitors relating to a financial assessment made by the Directorate’s staff.
6.4
Other Complaints
There were 22 complaints that were dealt with under the corporate complaints procedure. 

The complaints came from the following service areas:
· 3 from adult and older people

· 5 from libraries and information

· 1 from asset management and facilities

· 2 from finance

· 6 from transport

· 3 from welfare rights and debt advice

· 2 from commissioning, contracts and reviews. 
6.5 A Summary of Data Available About Adult Social Care Complainants
	Ward
	

	Barton
	1

	Boothstown & Ellenbrook
	1

	Broughton
	4

	Cadishead
	1

	Claremont
	0

	Eccles
	3

	Irlam
	1

	Irwell Riverside
	0

	Kersal
	2

	Langworthy
	1

	Little Hulton
	1

	Ordsall
	1

	Pendlebury
	1

	Salford
	3

	Swinton North
	0

	Swinton South
	0

	Walkden North
	5

	Walkden South
	1

	Weaste & Seedley
	3

	Winton
	1

	Worsley
	1

	Out of Area
	1

	TOTAL
	32



In relation to ethnicity 47 complainants stated that they were white/British, 1 any other white background and 4 did not specify ethnicity.  In relation to religion 19 were Christian, 7 were Catholic, 3 Jewish and 19 did not specify a religion. Ten complaints related to adults with learning difficulties, 21 had sensory or physical difficulties. 
There were 19 male complainants and 34 female complainants.
Of the 22 informal complainants 10 were made by the person concerned and 12 by a representative.  All of the 10 complaints made in relation to an adult social care provider were made by a family member. Of the 32 adult social care complaints only 8 were made by the service-users concerned and the rest by a representative of the service user.  
6.6 Compliments
There were a total of 4733 compliments and positive comments received.  This is a significant increase on the figure of 1018 received for 07/08 but includes 3619 from the Museums and 348 from Libraries and Information. There were 460 compliments from the Welfare Rights and Debt advice section.  There were 220 compliments from Adults and Older People Services. 
There were 86 compliments sent to the Customer Care Manager at Crompton House which included the following:
· A compliment in relation to a staff member on reception at Crompton House stating – “I found her to be most helpful and nothing seemed too much trouble for her.  The level of service I received left me in no doubt that Salford Council is an organisation I would be proud to work for and I left the building feeling that I had received a top class service”. 
· A thank you card to the Intermediate Home Support team thanking the carers who had supported her mother and “helped Mrs H to recover so quickly, they are a credit to Salford Social Services”.  

· Another compliment to the same service stating “it is a wonderful service”.  

· A further compliment from a service user stated “Words do not express my gratitude for all your care and help, God bless you all”.  

· Again for the same service stating that the staff “have helped me through another difficult period, they have helped me also to regain my precious independence”.  
· The same service also received from another service user the following “you gave us all the support when we needed it the most.”
· A compliment from a staff member at Bolton Hospital in relation to the Community Occupational Therapy Team stated “When ever I ring through to Salford Equipment stores they are always extremely helpful and cheerful, it is a breath of fresh air to deal with such helpful people. I have to ring a lot of the surrounding areas equipment stores and it is rare to have such a good level of service”. 

· A card sent to the COT stated “Dear Care People, I would like to say thank you for all the help you have given.  You are the true face of what the NHS was meant to be, caring professional and competent.  The things you have put in my home have made my life so much easier”. 
· A compliment to a social worker describing her as a “very helpful lady, cannot praise her enough”.
· A compliment to the COT for a shower stool stating “I shall think of you each morning now that I will be able to shower more comfortably”.  
· A further compliment to COT from another service user stated “what a blessing my stair lift and downstairs toilet is.  I can’t thank you all enough for your kindness and helpfulness towards me”. 
· A compliment to the adult social care team stated “Thanks for the way you dealt with my mother-in-law’s case. The speed, compassion and consideration you used whilst speaking to my self and my family was much appreciated”. 

· A Kent solicitor contacted the Information Services Manager stating that the Directorate’s “web pages were much clearer and easier to understand than other councils”.
7. A SUMMARY OF THE INVESTIGATORS USED BY THE DIRECTORATE AND COSTS FOR FORMAL COMPLAINTS

The Directorate used two external professionals to investigate the two formal complaints from last year – one social care compliant and one corporate complaint.  
A further sum of £620.58 was paid to settle debts a young service user incurred and dealt with as a formal complaint in 2004/2005. A larger sum was paid last year for this complaint at the recommendation of the LGO’s office.  
A sum of £561.50 was paid for the independent member of the Review Panel held in May 2008.  This was the first occasion that the Directorate has paid any money for a Review Panel. The chair of the Panel has worked for the CHSC Directorate and Children’s Directorate in a voluntary capacity for a number of years and saved the City Council a considerable amount of money.  The other members of the Panel have been elected representatives. 
In 2006 the new adult complaints regulations stipulated that 2 members of the Panel must be independent.  The 2009 adult social care and heath regulations no longer require review panels to be held.   The City of Salford corporate complaints regulations continues to allow for Review Panels to be convened if required. 

A figure of £2,339.35 was paid for the investigation of a complaint received in 2007/08 (see Appendix 1 complaint 2 of last year report).  The matter was also considered and deemed to be a case that showed no evidence of maladministration by the LGO.  The figure included a sum of £1,276.40 for the investigator and £1,062.95 for the independent person appointed to protect the interests of the service-user who had significant learning and physical difficulties.  
The adult social care complaint outlined at Appendix 1 of this year’s report cost £ 905.8 and the formal corporate complaint at Appendix 2 cost £1,461.  
A figure of £5,000 was paid to a family that made a complaint that was investigated in 2006/07, appendix 1, complaint 4, (see Appendix 1, complaint 4 of the 2006/07 Annual Report).  It was acknowledged that the service provided by the Directorate was not of a standard that the organisation aspires to and the family was given the money in recognition of the upset caused and they were unable to avail of a family holiday that had been booked.  This matter did not go to the LGO’s office and it was possible to reach a settlement that the Directorate and family considered reflected the upset and distress caused.  
A sum of £500 was provided as advised by LGO for a complaint received in 2006/07 (see Appendix 2, complaint 2 of Annual Report 2006/07) mentioned as the third matter in the first part of the present report in relation to cases considered by the LGO. 
The total expenditure for the year was £11,388.23 and this is an increase of £2,271.36 on last year.  Again as last year more than half of the amount (£6,120.58) was paid in compensation and the rest (£5,267.65) to external social care professionals for investigations or panel attendance.  The Panel attendance related to a complaint from last year (07/08). 
8. CUSTOMER CARE 

There were 128 referrals dealing with customer care issues.  The range of involvement and activity varied significantly.  It may have been a matter of acknowledging an e-mail usually with a response or telephone call and forwarding the matter to the appropriate directorate.  In relation to the 128 referrals 29 were classified as being for information, 14 were comments.  Three of the 128 went on to become a complaint.  Thirty of the 128 complaints were redirected, chiefly to Salford City Leisure (SCL).   
SCL is commissioned by Salford to manage and run the leisure centre in the city.  The service is independent of the City Council and has its own complaints procedure.  The buildings belong to the City Council but staff members are not council employees.  One of the complainants to SCL was unhappy with the response received and wanted to take the matter through the City Council’s complaints procedure. The resident concerned later decided that he did not want this to happen.  Nevertheless it did present an interesting situation as regards how the council deals with complaints that are made to organisations commissioned to deliver a service on the council’s behalf.  A meeting took place with the Assistant Director for Culture and Leisure and a view expressed that stronger links with the complaints manager for SCL might be beneficial for both organisations.   
Four of the matters related to adult safeguarding issues.  Two anonymous concerns were received about 2 residential units in the area that were passed to the Adult Safeguarding Team.  The third matter involved a concern raised about a unit based in Salford but for a placement funded and commissioned by a neighbouring authority.  
The matter later became a complaint that was followed up by the neighbouring authority but the safeguarding concerns were overseen by Salford City Council. 
The fourth adult safeguarding concern was made by the relative of a person with capacity but in a unit commissioned by the health authority.  The health staff member involved was contacted and advised that the matter should be brought to the attention of the Salford adult safeguarding unit; information was also shared with the unit.    

Several of the referrals involved liaising with front line staff and as a result the matters concerned were resolved without becoming complaints.  In one situation the relative who was concerned about the living arrangements for her sister later sent a letter thanking the Directorate for the support given.  
There were 3 referrals that needed a considerable amount of activity. 
In one situation a relative complained that the care her late mother received in a Salford residential unit was concerning and as a result the family considered that the outstanding fee should not be paid.  The matter was investigated by a senior manager from another service area and is outlined at Appendix 4 of the report.  
In relation to another matter a son complained that various agencies commissioned to provide support to his mother who lived with him were not providing the care needed and were withdrawing their services.  The concerns were raised by his legal representative and were not specific to any particular domiciliary care agency.  A manager did a thorough investigation and sent a response to the legal representative. The customer care manger spoke to the relative and to the legal representative and offered to meet the parties concerned with the principal manager.  This was not followed up following receipt of the response.  

The third matter related to a relative who considered that the support provided by the Directorate to her brother several years ago was inadequate.  Her brother was then a resident in a psychiatric unit and considered not to have capacity to express a view.  The matter could not be taken further but contact was made with the health staff concerned.
Three complaints were received by the Directorate from residents objecting to the presence of the Youth Offending Office in their neighbourhood.   These complaints were forwarded to the City Solicitor’s office.
9.  REFLECTIONS
It has been a positive year where the number of complaints has been relatively low and no doubt reflect the customer driven ethos of the Directorate.   Quinn has described an organisation that is customer driven as being one “where everyone in it sees serving the customer as their only business” (Quinn 1999).  This sums up succinctly the type of culture that a listening and learning organisation strives to achieve and acknowledges the importance of front line staff in delivering a service that has the customer at the centre of all activity.
Effective strategies have been described as being “generally evolutionary rather than revolutionary”. (Johnson and Clarke 2001).  This is also the situation in relation to good customer care; it is promoted with the intention of permeating all aspects of the organisation.  It is not a revolutionary and momentary event but a way of working that continues to evolve and ensures the survival of the fittest and strongest aspects of good customer care that incorporates listening and learning.
References
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Appendix 1

ADULTS AND OLDER PEOPLE – FORMAL ADULT SOCIAL CARE COMPLAINT 
1. This complaint related to an adult safeguarding response to some extent but primarily to an adult social care provider.   
On the 03 July 2008 a letter was sent to the Director from a firm of solicitors acting on behalf of the complainant.  The letter complained that the complainant’s mother, recently deceased, had been in a residential home and the complainant had received a letter from the home restricting her contact with her mother The local authority finally received a copy of this letter from the complainant in November 2008.  The letter had been sent by a member of staff from the health service.  The complainant was of the view that the position taken in the letter about her contact had been agreed with the Directorate by the adult social care provider following a safeguarding matter.  This was not the situation.
The letter from the legal representative wanted to know why the decision was made, the policy and procedures applicable, the legislation, the inability of the organisation to give notice of the purported strategy meeting, if the meeting had taken place the lack of information about the meeting, why the complainant’s concerns about her mother’s health were not heeded, why one staff member showed no concern about the complainant’s visit to the home, the reason why the concerns were not communicated to the complainant.
The principal manager for the service initially investigated the complaint and sent a response dated 24 July 2008 to the complainant’s representative.  The firm of solicitors sent a reply received on 14 August 2008. The letter stated that the respondent was not happy with the response received and wanted the matter to be dealt with as a formal complaint.  The letter stated that the response from the principal went “a small way to apologising for the lack of communication in regard to the changes in care plan and the issues related to the standard of care” raised by the complainant.
During a telephone conversation the complainant’s representative was informed that an external social care professional with expertise in the area concerned would be available to start the investigation the week beginning the 08 September 2008.  This timescale was agreed with the complainant.
The investigation commenced on 09 September 2008 and the investigator filed a report on 14 October 2008.  The investigator agreed with the complainant that the complaint resolved around (1) Social services have consistently failed to explain in detail and in writing the reasons why contact with parent was restricted and (2) the Social Services have ignored their responsibilities to the late service-user  by indicating that the letter sent by the adult social care provider was against their advice and by not ensuring that the adult social care provider investigated the complaints about the service-user’s care, despite the service-user being placed and financially supported by the City Council.
The investigator upheld both parts of the complaint and made a number of recommendations as follows:-

1. The Directorate to formally apologise to the complainant for not providing the requested information in writing and correct this omission by providing the information as a matter of urgency.
2. The Directorate to request a formal response from the independent provider in relation to 4 unanswered questions and the information to be shared with complainant.
3. The Directorate to review its policy and procedures in relation to complaints about independent providers to ensure that all staff members are aware of the important responsibility of the Directorate to ensure that complaints are fully responded and reported by independent providers.
Following receipt of the report discussions took place with the complainant and her representative and in early November 2008 she consented to all letters she received and sent to the adult social care provider being forwarded to the Directorate.  Discussions also took place and a request was made for a meeting with the adult social care provider.  A meeting was arranged at the end of November 2008 for the 16 December 2008. The meeting took place with a senior manager from the adult social care provider and a response was promised within 2 weeks.  The response arrived after further requests were made by the Customer Care Manger on 06 February 2009. This response was shared with the representative for the complainant and no further action has been taken on behalf of the complainant.
	Learning Points from Formal Complaints
	Action Taken

	Highlighting the importance of all staff and managers in particular being aware that complaints against adult social care providers have to be investigated and dealt with as complaints against the Directorate. 
	Attendance by the Customer Care Manager and Senior Admin. Officer at team meetings of senior managers and later the team managers’ meetings. 

	Service is being provided jointly by health and social care but the staff members from CHSC did not have access to the health service records.  As a result there was no awareness of a letter that had been sent to the complainant by a health employee.  The complainant viewed this letter as having been sent by the CHSC directorate. 
	Community, Health and Social Care Directorate Systems Access Group now considers requests for CHSC staff to access ICIS (health record system) and makes recommendations to Greater Manchester West Mental Health Services Trust.

Registration forms have been produced for social worker access and are going through the system.


Appendix 2

OTHER FORMAL COMPLAINTS 

The second formal complaint related to a non-statutory service – client affairs.
In November 2008 2 sisters contacted the office concerned about the service their mother received following the Directorate’s agreement to manage her affairs.  The service-user moved to a residential unit in July 2007.  There were 7 siblings in the family and considerable disagreement as regards what was in their mother’s best interest.  For this reason it was considered that a neutral third party should oversee the service-user’s affairs.  Client affairs section agreed to take this role on.
The complaint was as follows:
1. After agreeing to manage their mother’s affairs the sisters complained that the necessary documentation from their brother was not obtained within a reasonable timescale.
2. The Directorate allowed the service-user’s son to continue to manage her (financial) affairs.
3. The Directorate was unhelpful and obstructive towards the sisters.
4. The house and contents were not sold within a reasonable timescale. 

5. The sisters were not allowed to remove or take items of sentimental value from their mother’s home.

6. Bills were not paid and final demands were issued and insurance was cancelled. 
7. The directorate delayed applying for the higher rate of attendance allowance. 

8. All family members’ contact was directed to the manager of the service and not other staff members.
The investigator partially upheld complaint 4 and fully upheld complaint 7 but did not uphold any of the other complaints. The investigator stated that he was satisfied that the Client Affairs team had acted correctly in preparing and submitting the application to the Court of Protection.  He acknowledged that family disagreements and accusations contributed to the difficulties for the team to communicate effectively with all parties.
The investigator made a number of recommendations:

1. The Directorate reviews its procedures with regard to Court of Protection applications to ensure all interested parties are aware of the application formalities and the possible timescales involved.
2. The Directorate considers reviewing the internal procedures for selling property for individuals on whose behalf they act to ensure property is marketed as quickly as possible.
3. The Directorate writes to complainants apologising for the delay in claiming the higher rate of attendance allowance. 
4. The directorate considers reimbursing the service user.
Following receipt of the report the complainants continued to be dissatisfied and considered a request for a review panel to be convened.  After further discussions with the customer care manager they outlined what they hoped to achieve. It was suggested and accepted that they should attend a meeting with a senior manager and the relevant Assistant Director.  The customer care manager, in consultation with the complainants, drew up an agenda for the meeting at the end of May 2009.  The meeting brought some resolution and further discussions are ongoing in an effort to totally resolve the situation.

The complainants when offered alternative arrangements for the management of their mother’s affairs requested that Client Affairs continue to have oversight of the situation.
	Learning Points from Formal Complaints
	Action Taken

	Determine timescales for the following:
· Clearing properties prior to marketing, retrieving personal papers etc.

· Obtaining valuations once the property is ready to be put on the market and instructing estate agents to act. 
	The timescale for clearing properties has been set at 8 weeks. During this period Client Affairs will obtain a valuation of the property. 

	Write a desk procedure to deal with checking of service users’ benefits to ensure that all benefits are being received from the Department of Work and Pensions.
Ensure that benefits are received on an ongoing basis and make applications for additional benefits at the correct time. 
	A desk procedure has been written to incorporate the trigger points for applying for the appropriate benefit. 

	Prepare a list of fees relating to Court cases. Incorporate a note to advise of likely timescales involved in submitting an application to the Court.
	Two lists have been prepared, one aimed at providing information for service users, and one aimed at giving information to family members and representatives. The lists advise of the likely timescales.  

	Consider the recording of meetings in future cases. Summarise action plans at the end of meetings to ensure everyone is clear of the outcome.
	A minute taker to be present and action plans summarised as appropriate.  


APPENDIX 3 

A COMPLEX COMPLAINT THAT WAS DEALT WITH AT THE INFORMAL STAGE
In September 2008 an advocate made a complaint on behalf of a family unhappy with the way a discharge meeting relating to their father had been managed by staff from the Directorate.  Sadly their father had died shortly after the meeting.  The complaint had been responded to by the principal manager for the service who met with the advocate and family members. It was hoped that the manager who had chaired the meeting would also meet with the family.  This was not possible as the staff member concerned was on sick leave for several months.
In early April 2009 a family member contacted the complaints section and then spoke to the Customer Care Manager. She was unhappy with the way the matter had been dealt with and requested further consideration be given to the complaint. It was agreed that a meeting should be convened with the family members and operational managers with the Customer Care Manager chairing the meeting.  Dates were given in April but it was not possible for all family members to be present for a meeting until 18 May 2009.
This was a lengthy meeting and a number of learning points were identified.  The family members were provided with a copy of the minutes and whilst they agree with the learning points are still considering the minutes.
The learning points were as follows:
1. The way managers chair and manage meeting to be looked at and whether there are training issues for staff members concerned.
2. the importance of consulting with family members as they often have a better view of their relative situation than professionals who may have had short and limited contact with the person concerned.
3. Social care staff may need on occasions to query information being provided by other professionals when it appears to be at odds with the patient’s situation. 
4. Discussions to take place with service-users and family members prior to the meetings so that all are better informed of the purpose of the meeting.
5. Consideration to be given to how other authorities manage discharge plans and meetings.
6. Social Workers to look at all relevant information and other assessment documents with a questioning and enquiring mind.
7. Staff to be reminded about the use of appropriate terminology.
In relation to the Action Plan it was recommended that the relevant Assistant Director will meet with the family members once they are ready to do so.  This is in order to offer a sincere and unreserved apology for what happened and to inform the family members how the lessons learned will be implemented.
	Learning Points from Formal Complaints
	Action Taken

	The chairing of meetings and gathering of information prior to meetings.
	The matter is still ongoing in relation to discussions with the family.  The relevant assistant director will look at whether guidelines should be issued to staff as regards the chairing of meetings and what information to be available before holding a discharge meeting. 


	The need for good communication with the service users and also family members before during and after the meeting. 
	An ongoing issue that relates to the gathering of information.  Both processes need to be conducted simultaneously and in a professional and competent manner. Training and supervision sessions to be used when the standard of chairing and gathering of information is not of a satisfactory level. 

	Looking for evidence of good practice in other authorities in relation to the management of discharge meetings.
	The Directorate to consider benchmarking discharge meeting procedures and processes with comparable authorities. 


APPENDIX 4 

A DETAILED INVESTIGATION FOLLOWING A CONCERN IN RELATION TO A SHORT TERM SALFORD FACILITY.
In April 2008 the strategic director received a letter from the daughter of a late service-user alleging that whilst her mother was a resident in a Salford short-term unit from July 2005 - September 2006 stating that “it is my contention that my late mother was severely neglected in your care”.  The daughter later identified a number of issues that she wished to bring to the attention of the Directorate.  At no time whilst her mother was a resident were any concerns voiced by family member.  The placement was intended at the outset to be a short-term one but continued as a result of the family’s inactivity and apparent reluctance to identify a suitable long-term placement for their mother.  

The concern was expressed more than 12 months after the service-user had left the facility and 7 months after her death.  It was agreed that the matter would be investigated by a senior manager as an investigation and not as a complaint.  
The manager concluded from interviews with staff members and reading documents that the staff cared for the service-user in “what was identified very early as an inappropriate placement”.  There was no record of any family member complaining or voicing concerns about the care their mother received.  There was a detailed chronology of the attempts and requests made by staff members to the family to identify an appropriate residential unit for their mother as her cognitive abilities and behaviour deteriorated.  
The manager concluded that there was no evidence to substantiate the claim that the service-user had been neglected.  

The manager made the following recommendations:-

· New procedures to be considered to prevent a service-user remaining in a short-term facility that is not in their best interest or that of the other residents. 
· Consideration should have been given to adult safeguarding procedures in relation to (a) the risk of the placement to the service-user given her deteriorating physical and mental state and also to the other residents and (b) to look at whether the service-user’s finance were being administered in a manner that accorded with her best interests.  
	Learning Points from Formal Complaints
	Action Taken

	Placement in short term facilities should not be extended continually. 
All staff members to be aware of the adult safeguarding procedures and the need to implement the procedures in protecting the service user. 
	In future all placements in Salford short-term facilities should not be extended except in exceptional circumstances and with the relevant assistant director’s permission. 
Ensuring that all staff members, including managers of residential units, attend essential adult safeguarding training and then further courses to update their practice at regular intervals.
Encouraging a culture where staff members seek guidance and advice from the safeguarding unit routinely as regards the best way to safeguard the interests of service-users both in the community and in residential care.

Care workers across all sectors are trained in Safeguarding adults.

To date the following numbers have been trained
Course Title 

Figures 

Safeguarding Adults - Basic Awareness  

758

Protection of Vulnerable adults Practitioners 

245

Awareness of Adult Protection Meetings

15

Adult Protection Minute Taking

89

Adult Protection Chairpersons

22

New Policy & Procedure update

109

Middle managers update policy

145

Adult protection awareness supporting 

63

Safeguarding Adults Chairs & Minutes

72

Safeguarding for chairs integrated

9

Safeguarding for Team Managers 

3

Safeguarding for Investigations

65

Safeguarding Recording 

15




APPENDIX 5
A COMPLEX COMPLAINT INVOLVING AN INDEPENDENT SOCIAL CARE PROVIDER.
On 2 December 2008 a daughter wrote to the Complaints Manager at the Primary Care Trust (PCT).  A copy of the letter was sent to the CHSC on 08 December 2008.  The daughter was complaining about the care her late mother received in a residential unit commissioned by the Directorate.  She had requested a further assessment to be undertaken by health staff as she was of the view that her mother required a higher level of care.  The complaint related to both organisations in that it was about whether the assessment had been appropriate and timely and also about the care provided.  The complainant was especially concerned that her mother had not been given an adequate amount of liquids and her liquid intake was not being monitored in the residential unit.  As a result she was unwell and this, the complainant considered, had resulted in a number of hospital admissions.
The complainant also expressed concern that her mother had come into contact over a period of time with a number of social workers.  The principal manager from Hope Hospital responded to this part of the complaint.
The Customer Care Manager met with the daughter on 11 December 2008. Notes were provided from the meeting and in early January 2009 agreed by the daughter as an accurate record of the discussion. On the 24 December 2008 the daughter wrote to the Customer Care Manager, thanked her for visiting, acknowledged the notes from the meeting and stated that the meeting was “very cathartic and I felt better and hopeful”.  The notes from the meeting were shared with the Contracts Review and Commissioning team and with the adult safeguarding manager.
A response was provided by the PCT at the end of December 2008 and shared with the CHSC directorate with the complainant’s permission.
The adult social care provider responded on the 10 February 2009 and the response was shared with the complainant.  It was agreed that the complainant would meet with the nursing staff from the PCT and both complaint managers to go over the complaint and the lessons learned and also to consider what further action should be taken.
The meeting took place on 10 March 2009 at Crompton House.  The complainant provided the staff in particular with information about the importance of liquids for older people.  The responses to the complaint were considered.   The complainant was offered the opportunity of a further meeting taking place with the adult social care provider as she had not been happy with the response received from the organisation.
The complainant wished to further consider the situation but she was pleased that staff members have taken on board her concerns about the risk of elderly people becoming dehydrated and the need for this to be continually monitored.
On 27 March she wrote to the directorate stating that she did not wish to take the matter further and thanked staff members for the way her complaint had been dealt with by both organisations.
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