Six Lives Audit of Health and Social
Care Services in Northamptonshire

1 Introduction

Over the past few years some people have had some bad times
when they have needed help from the public services. They found it
difficult to get a good service from hospitals, GP practices and social
services.

Some of these experiences were investigated by the Health
Ombudsman and the Local Authority Ombudsman. They have
written a report which describes what happened to these people
called the Six Lives Report.

In the report the Ombudsmen ask each public service organisation to
look at their own service to see if they are treating people with
learning disabilities with the dignity and respect they deserve. The
important question is: are they are getting fair treatment?

In Northamptonshire the Learning Disability Partnership Board have
decided to do their own investigation to make sure all the services in
Northamptonshire are providing a good service to people with
learning disabilities.

2 Background

In 2007 MENCAP published a report entitled Death By Indifference. It
described the care and subsequent deaths of 6 people with learning
disabilities in the care of the NHS and local authorities. It talked
about how the six people had failed to get proper treatment. The
report asked if this was because they all had a learning disability.



An independent inquiry led by Sir John Michael followed the
publication from Mencap. The inquiry report was called Healthcare
for All (2008). It made some recommendations to NHS organisations
about how their services should be run. This was to make sure
people with learning disabilities got a good service.

The Health and Local Authority Ombudsmen also took up the cases
of the six people talked about in the Mencap report. They published
their own findings in March 2009.

3 How the audit was carried out

The Learning Disability Partnership Board asked a consultant called
Jeanette Longhurst to carry out the audit. The consultant reviewed
many documents supplied by the four NHS trusts (the Primary Care
Trust, Kettering General Hospital, Northampton General Hospital and
the Northamptonshire Healthcare Trust) and the County Council.

A list of the documents which were supplied and read is attached to
this report at Appendix 1.

The consultant then interviewed many people. The consultant didn’t
have a list of questions for the people being interviewed. She told
them about the Six Lives report and what the Ombudsmen had said
were the important problems in each of these cases. She then asked
those being interviewed to tell their story.

If a service user or carer was telling their story then it was always a
personal story. If the interviewee was from one of the public
organisations the story was sometimes about what plans and policies
were in place to make sure a good service was delivered. However,
with most interviewees even the professionals would tell the
consultant personal stories. They talked about their own experiences
or their loved ones experiences of health care in Northamptonshire.
The consultant is grateful to all those who agreed to be interviewed.
A list of those who were interviewed is attached at Appendix 2.
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While reading all the papers and talking to people the consultant was
trying to find out the answers to the following questions:

e What do those who commission the services expect to be
happening when people use public services?

e What evidence is there of what actually happens for people?

e What needs to be put in place to make sure a good service is
provided?

The Learning Disability Partnership Board had asked the Consultant
to make sure the report told the Board:

e What was good practice in Northamptonshire

e What was not working well

e What individual organisations could do to improve

e What organisations could do together to improve

e How the Board could make sure things were improving

Notes were made of each interview. Some of the views and
experiences of those interviewed will be quoted directly in the
report. There were a number of very similar experiences and views.
The consultant will say when there was general agreement. But
those being interviewed were selected because they had a story to
tell. This may mean that the findings are not a true picture of the
experience of everyone with a learning disability in
Northamptonshire.

4 Findings

4.1 What do those who commission the services expect to be
happening when people use public services?

Each of the NHS organisations has completed a review of their
services after the publication of the Michaels Report ‘Healthcare for



All’. Action plans are in place for both general hospitals and the
Healthcare Trust.

The Primary Care Trust has also recently completed a Learning
Disabilities Self Assessment Health Check on behalf of the
Northamptonshire Health Community for the Department of Health
in the East Midlands. This self assessment has set 12 priorities.

The Primary Care Trust has a Learning Disability Darzi Workstream
which has also set some priorities.

The Healthcare Trust has used a ‘Greenlight’ Toolkit to help see what
work is needed to improve access to mental health services for
people with learning disabilities.

A Joint Commissioning Plan has been developed by the Primary Care
Trust and the County Council. The County Council has done a great
deal of work recently to make it better at commissioning and
contracting. It now monitors contracts and challenges providers who
are not providing proper care.

The County Councils has changed the way it works recently and now
puts the customer at the heart of its services.

All of the action plans in these reports were brought together by the
Primary Care Trust in a presentation to the Learning Disability
Partnership Board in August 2009 called Better Health Care for
People with Learning Disabilities.

This report will not write out all the actions in these plans. A
comment on them would be that the amount of work in them is
ambitious. It suggests that commissioners and providers know that
they have a long way to go before Northamptonshire has a health
and social care service which can respond consistently to the
particular needs of individuals with learning disabilities.



This should be seen as positive. If we were doctors we would say that
the diagnosis has been made and that the treatment is ongoing. It
will be important to test out how quickly the patient responds to the
treatment.

Other documents were read in preparation for this report. Some
comments will be made about discharge procedures and complaints
policies as they were talked about in the interviews.

Discharge procedures are in place for each of the NHS trusts. The
policy documents themselves are not very user friendly although
they do say they are for service users and carers. The Primary Care
Trust has a comprehensive discharge policy. It does make clear the
need to make sure an individual is ready for discharge. This means
that thought should be given to where and how the individual will
take up their lives beyond hospital. This is of course especially
important where people have other ongoing support needs.

The complaints policies of all the organisations were in the process
of being re-written as a result of changes in legislation. The
complaints policies and procedures as they are being used at
present, were clear and made sure the staff replied to the
complainant. But the emphasis in all the NHS documents was on
management of risk to the organisation rather than putting right
failures and learning from complaints. The NHT do have a learning
from outcomes process.

The main issue for commissioners and providers of service is that the
improvement of services for people with learning disabilities is really
a matter of cultural change. This does require massive efforts in
awareness raising and education for large numbers of people
(including people with learning disabilities themselves to have higher
expectations). It needs real champions for the individual and letting
go of traditional ways. The prize for the health and social care



organisations is that getting it right for the individual with very
complex needs will mean they will get it right for all the people they
serve.

4.2 What evidence is there of what actually happens for
people?

The following findings are the summary of the 29 interviews carried
out with people in Northamptonshire in August 2009. Interviews
took place with individuals and in small groups. In all 78 people were
interviewed. The interview findings have been grouped under the
headings which the Six Lives report saw as problems in each of the
six cases they investigated.

4.2.1 Communication

‘Nobody talks to Peter. Almost all professionals will talk to the
carer.’

The development of ‘Helping me in Hospital’ books and A&E grab
sheets, as well as communication passports were seen by many of
those interviewed as a really good way of making sure people with a
learning disability were understood by health and social care staff
who didn’t know them well.

These sorts of information sheets seem to be very useful. They can
be completed by the individual, with help if necessary, and can be
taken with them when they go to hospital appointments, or when
they are inpatients. There were many examples given of these
information sheets being used. Some people had not heard of them
yet.

However, even where information sheets were available the doctors,
nurses, therapists and ward staff had to read them for them to be



useful. On more than one occasion carers gave examples of where
the grab sheet or booklet was handed over to ward staff, but the
information was put onto the file and not shared with all staff.

Example. A patient who was about to be discharged with a catheter
even though she would normally take herself to the toilet and the
information she had given to the ward told them this.

Carers told of how they had brought photographs into hospital to put
on the patients bedside table to show staff what the patient was
really like when they were not ill.

More people with learning disabilities now seem to have health
action plans. These plans list what is needed to help keep someone
healthy during the year. They may suggest a visit to the dentist or a
referral to the dietician, as well as taking exercise and getting enough
sleep.

The use of health action plans was seen by everyone as a good thing.
There were concerns about who is responsible for supporting people
to make sure the plan is carried out and the individual remains
healthy.

It was especially concerning that people who were living in the
community with low level support may not have anyone who was
easily identifiable as supporting them with their health action plan.

An area which has been successful in Northamptonshire has been
GPs becoming responsible for carrying out annual health checks. A
number of people said that the GPs are now doing the annual health
checks. Reports suggest some have been very proactive and
thorough while others have had to be asked to complete the check.

If GPs are to carry out health checks there needs to be a simple
system to tell LD community nurses that a health check has been



completed. This then needs to be linked to the individual’s health
action plan.

In interviews with managers responsible for care management
services the discussion around health action plans led to talking
about what happens to people who need to go into hospital
unexpectedly or attend accident and emergency and need support to
do so. Often the communication for unplanned events such as this is
confused and difficult.

A suggestion was made that contingency support plans (planning
what would happen and who would help in an emergency) could be
part of the care management assessment. This would be of great
benefit particularly to people who have self directed support.

To aid good practice and help with communication there is now a
primary care website with lots of information to help professionals in
primary care. Both general hospitals are also developing information
on Learning Disabilities on their intranet sites.

4.2.2 Partnership working and coordination

There was general approval for the work of the Strategic Health
Facilitators. Although they are employed by the Primary Care Trust
they are seen as a community resource. The Strategic Health
Facilitators have been in place for three years and see their job as
supporting a change of culture within the health services in
Northamptonshire.

When they described the work they do it was clear that they are
trying to provide both strategic support to the health organisations.
This means developing procedures, introducing training and
education and increasing staff awareness. They were also helping to
support the care of individual patients. This seems to be stretching
the role too far, particularly for the one part time post in the acute
services.



Where the Strategic Health Facilitators had provided individual
facilitation the patients experience of the health care system had
been improved. The blurring of the roles was clear as they were
often described in the interviews as Liaison Nurses. This is a job that
is obviously helpful to all concerned but also carried out by the
Learning Disability Community Nurses in some cases.

Integration of health and social care services was raised in a number
of interviews. Where health and social care professionals worked
together in the same building there seemed to be the view that
there was better communication. This was especially around access
to mental health services and therefore better outcomes.

The development of the Safeguarding Adults Board was described by
a number of interviewees as being useful in raising the awareness of
staff (and also the governing boards of the public organisations) to
the needs of people who may be vulnerable.

The appointment of Safeguarding leads in the acute Trusts was
welcomed and there was reported to be good local sign up to
safeguarding.

Reports from the safeguarding teams suggest there is not yet
evidence that the increased awareness of safeguarding issues has led
to better outcomes in relation to basic care, either in residential care
or for inpatients. There are no referrals being made about basic care.

The Community Learning Disability Nurses were very well thought of
and their work was appreciated by other health and social care staff,
family carers and service users. The nurses themselves thought they
could be more effective if there was better communication between
the services. Their view was that they could play the acute liaison
role. They could support staff in the acute services if they were called
upon. Their concern was that they often did not know that a patient,



known to them was in hospital or they were called in once the acute
service had reached a crisis point.

There was a general agreement from interviewees that discharge
arrangements could have been better. There were stories of patients
being discharged without medication, or with no clear instructions
about what medication to take.

Example. In one case where a patient was moving to a new care
home on discharge, the patient arrived with a medication box
containing tablets but no labelling and no instruction.

Carers also commented that patients had been discharged with no
explanation as to what treatment they had received in hospital or
what ongoing treatment they still needed, if any.

Some patients had got copies of the letters sent by the consultants
to the GPs. These were in medical language and did not help the
patient to know what to ask for about ongoing support.

There was concern from both family carers and social care and
health professionals about access to rehabilitation services for
people with learning disabilities after a stay in hospital. The PCT
commissioners were very clear that the intermediate care services
were accessible by all the community who needed them. This did not
seem to be the experience in reality. The issue was the extra support
someone with a learning disability may need (particularly who would
both supply and fund it).The person’s potential to make use of
rehabilitation and access to ‘suitable’ rehabilitation beds were also
seen as problems.
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4.2.3 Relationship with families and carers

“Parents have to do battle for everything”

Family carers consistently gave examples of experiences where they
were expected to be available to care for their son or daughter on a
24 hour basis. In some examples they were asked directly by the
ward staff to be available to carry out care. In other examples the
families were too anxious about the lack of care to leave their loved
one in hospital.

For some older family carers the experience of caring for someone in
hospital for a long time was exhausting.

Family carers also complained that staff often would not listen to the
carers who knew the patient best. This would mean the patient
received inadequate or delayed treatment. Concern was expressed
by family carers that professionals at all levels have not had training
in LD awareness and often felt worried about treating someone who
has a learning disability.

Comparisons were made with the childrens’ inpatient services which
were seen as much more family friendly and where the staff seemed
to want to work together with the families.

Facilities for carers who were staying with patients were described as
basic. A number of families said they had to sleep in a chair by the
side of the bed.

A number of staff from both social care and health raised the issue of
how to organise and fund 1-1 support for people in hospital. In only
one case was an example given of an extra nurse being provided to
give support to the patient and respite to the parent carers.
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Family Carers appreciated the respite care services available in the
county. Their concern was that access was limited and that on
occasions service users have had difficulty because staff in respite
care units have not been qualified or experienced in maintaining the
treatments or medications the user needed.

4.2.4 Failure to follow routine procedures

“You can’t blame the nurses - they are always so busy”

In the interviews there were numerous stories given of failure of
basic care on hospital wards.

Social Care staff also cited a lack of basic standards in residential
care.

The most telling part of the interviews was that almost without
exception interviewees, whether family carers or health and social
care staff , would describe personal experiences of lack of basic care
on the wards in both Northampton and Kettering General Hospitals.

This lack of basic care was not just patients with a learning disability.
It was for any patient who was vulnerable in any way. The lack of
care was about meeting the patient’s basic needs. The stories were
about feeding, washing, bedding, administration of medication,
toileting, and general reassurance.

It cannot be emphasised too strongly that this was the overwhelming
theme of the interviews. The anxiety felt by family carers was not
about the medical treatment given to their loved one. In general
family carers, and service users themselves were satisfied with the
treatments they were given. The anxiety was about a lack of basic
care.
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Service users expressed the same worries by saying that they would
have been frightened without their support workers being with
them.

Care staff who were interviewed were also able to give many
examples of lack of basic care, or concerns that basic care would not
have been given if support workers had not been present.
Interviewees would consistently back up their examples by
describing other vulnerable patients in the ward who had not had
family or support with them and had been treated with a lack of
dignity.

Families are reluctant to complain about the lack of care for several
reasons. They are worried that if they complain the care for the
patient may get worse. They also see the problem as not the fault of
the nurses. The phrase ‘the nurses are very busy’ was used on a
number of occasions.

Carers commented that there was no screening or special provision
when someone with a learning disability goes into hospital.
Experience of A&E and the MAU was generally poor, with staff not
being prepared for people who may have special needs.

Examples were given of unsuitable beds, oxygen masks being too
big, and even one gentleman who was without a pillow for 3 hours
in MAU.

There was some concern expressed that in A&E the patient with a
learning disability may not be seen as a priority if they have carers or
support workers with them.

Families and carers were often confused about who the right person

is to talk to (the responsible person) on a busy ward. A number of
family carers expressed a wish that there was a named key worker,
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who would be able to make a relationship with the patient and their
family and ensure their needs are met.

Managers of care services expressed the same concern about not
knowing who to talk to. They were worried that unqualified support
workers do not always have the confidence to assert themselves in a
hospital setting on behalf of the patient.

A number of interviewees said that the patient who was quiet was
likely to be forgotten by the ward staff.

Example was given of a man with UTlI and in mid stages of
dementia who was discharged with pressure sores, possibly
because he was placid and had therefore been left.

Some younger patients had had bad experiences on mixed wards
with older people.

Example involved a young woman who was very upset by the
behaviour of an older male patient. The situation was only resolved
after the family involved the PALS service.

A consistent concern from carers was that nursing staff with English
as second language did not always understand what was being asked
of them or explain what they were trying to do.

Pain was also an issue which was raised repeatedly in the interviews.
The patient’s experience of pain was often not understood. In some
examples the patient’s reaction to pain was just ignored or it was
assumed to be part of the patient’s disability. The concern of carers
was that this had led to either under or over medication. Examples
were given of drugs rounds done by staff who didn’t know what the
drugs were for. There were also examples where the patient’s usual
medication was not administered.
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Families and care staff reported having to explain what the patient’s
usual behaviour is like. Often behaviours brought on by the patients
ilinesses, like confusion or listlessness were taken as part of the
disability by doctors and nurses alike.

Concern was raised in a number of interviews about people in
supported living and hospital admissions.

Example. A young woman admitted after a seizure who was in
hospital overnight. She hadn’t been to the toilet, probably hadn’t
eaten, but was discharged. She was taken back into hospital after
one day. Again she was left all night without using the toilet. The
patient is not likely to speak for herself especially when ill and
frightened. As she was in supported living with low level support
she did not have a support worker with her overnight to ensure her
needs were met.

There were many examples given of lack of dignity in care.

Example. A patient left in pads because she would need support to
go to the bathroom.

Example. A patient catheterized without the nurse talking to the
patient at all, even though the patient was indicating discomfort.

Example. A patient left on the ward after a home visit, parents
returned next morning to find patient still in clothes from day
before.

In a couple of cases where the patients experience of inpatient care
had been particularly difficult and they were likely to have further
admissions the hospital staff have developed individual care
pathways. These have been appreciated by the patients’ usual
carers. In both cases the new pathway is yet to be tested with
another hospital admission.
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Experiences of community health and social care services seem to
have been relatively good.

GPs were generally well thought of and were seen to provide a good
service where the problems were common place. There was some
concern that they did not always seek specialist advice quickly
enough and that conditions worsened as a result. One service user
said that his GP was not familiar with his particular syndrome and
described the doctor as ‘snotty’.

Community dentists seem to be appreciated, with good feedback
from the service users interviewed. There was concern about
whether the service would continue. There were fond memories of
the mobile dental service which used to visit day centres.

Podiatry is more difficult to get a response from. One interviewee
had been told that if a patient seeks any private treatment in
between appointments the patient will be struck off the list.

A number of interviewees reported referrals to dieticians which had
resulted in no response or no follow up.

Carers described the difficulty in constantly having to chase for
appointments for community services and to have to keep explaining
the specific difficulties the patient experienced in accessing services.
One carer suggested the concept of a one stop shop for all health
needs.

Carers consistently stressed the need for all staff in general health
services to have training on disability awareness.

While the overwhelming discussion with interviewees around failure
to follow basic procedures was about hospital care, there was some

concern expressed about social care providers. There was a view that
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some residential providers are still not providing basic care or
treating the residents with dignity.

Example. A patient in hospital for two months not visited once by
the home she had been resident in for 20 years.

The report in this section presents a particularly negative view of
health and social care services ability to meet basic needs. But there
were examples given of where individual members of staff had
shown really good practice. It is also important to say that there
were very few direct examples of where treatment had been not
been given because someone had a learning disability.

4.2.5 Quality of management

Although there is a joint commissioning strategy for Learning
Disability health and social care services the general view expressed
throughout the interviews was that the strategy needs to be more
specific.

It is not clear what needs to be commissioned for the future needs
of the LD population in Northamptonshire. The argument has been
that until personalisation has really established itself it is not possible
to know what the health and social care market should look like.

Comments from interviewees were that wunless there s
encouragement of a genuinely alternative market then the service
users have no option but to use the traditional services. The concern
was that those services are either inadequate at present or will be
inadequate given the increased number of people with learning
disabilities living longer with more complex needs.

The campus reprovision process was described in the interviews as
an example of where the joint commissioning process is failing to
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satisfy the concerns of both family carers and staff in learning
disability services.

The argument heard by the interviewees is that the residents within
the campus reprovision homes will be able to access the general
community services that all other people already have access to. The
concern is that these general health services are not providing an
adequate enough service to the community at present.

There will be additional nursing and support needs for people with
learning disabilities which cannot be met with the present level of
provision. Questions were asked about;

e Are there plans to increase the number of nurses in the
Community Learning Disability Teams?

e Are there plans for nursing care for people with a learning
disability who develop dementia as they get older?

e Will there be specialist agencies to provide care to younger
people who have very complex needs as they leave childrens’
services?

e |[s there still a population who will choose residential or nursing
care because of their particular needs and how will this be
commissioned?

For people who only need a low level of support when life is going
well, there was concern expressed about how they access additional
support when life events add demands to their lives. A suggestion
was made that contracts with social care providers should allow for
contingency plans in the event of emergencies.

There is a need for the commissioning strategy to be translated into

service specifications, budget and timelines to give reassurance to all
who have an interest in the future of learning disability services.
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There was a positive response to the work of the GP who has had a
particular interest in Learning Disability services and the impact his
work has had on the primary care service in Northamptonshire.
There was concern that there wasn’t as yet a GP with Special Interest
appointed by the PCT and that without this appointment it will be
difficult to maintain the momentum in primary care.

A number of interviews discussed the complaints processes. As the
complaints system doesn’t record if a person with a learning
disability has made a complaint it is difficult to know how well used
the complaints process is.

Complainants are offered an advocate to help them to make the
complaint. But interviews with the complaints officers didn’t give the
impression that the complaints process was used very much. Also
the interviewer did not gain the impression that complaints were
used by the organisations as a learning tool for the organisation.

Complaints officers were often told the patient doesn’t want to
complain as it may be detrimental to their care.

The introduction of the Mental Capacity Act was generally seen as a
good thing in focusing thinking on peoples’ rights to make decisions
for themselves. However, it was seen as still being in its infancy, with
a lot of professionals still unaware of its existence. There were some
good examples of where the use of best interest meetings had
enabled the individual’s case to be considered and careful planning
to take place.

The overall view from interviewees was that the Mental Capacity Act

and the principles behind it will help to change attitudes towards
working with people who have learning disabilities.
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4.2.6 Advocacy

There was a consistent message across the interviews that advocacy
was valued but that the availability of advocacy was patchy and
confusing. Interviewees knew that there was a new tender for
Advocacy in Northamptonshire being developed, but some people
were worried that this did not include non-instructive advocacy. The
biggest gap in advocacy was for those people who could not tell an
advocate what they want.

Advocacy has been made available to those people involved with
the campus reprovision but there was a lack of clarity about whether
this would continue once the reprovision was complete.

There was also a view that advocacy could be more responsive in
urgent situations.

The role of the IMCA is taking some time to be established and there
was a view that it needs more definition for the role to be used
appropriately.

4.3 What needs to be put in place to ensure a good service is
provided?

This section of the report concentrates on some recommendations
the Learning Disability Partnership Board may want to action for
themselves or may want to ask the partner organisations to deliver.

In putting forward recommendations it is important to remember
the undertakings in the various action plans the NHS organisations
already have in place. There is a lot of work taking place already and
it is important more recommendations for action don’t stop this
work continuing.
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The recommendations made in this report will try to ‘add value’ to
the work already taking place and concentrate on where the
Partnership Board can make a difference.

The recommendations come from the ideas and comments raised in
the interviews.

1. Encourage all people with a Learning Disability to have a
Helping me in Hospital Booklet, or a grab sheet or a
communication passport. The more staff in hospital and at the
doctors or dentist who know how to support you the better
care you are likely to get.

2. Run a campaign with health staff and social care staff about
recognising the information booklets and actively asking for
them. For social care staff it would be helpful to ensure people
have them at first assessment and that they are up to date at
review time. In primary care it could be one of the checks the
GP makes at the annual health check. For inpatient staff it is
important the information is available for all staff, so is kept at
the bedside for easy reference.

3. Ask the NHS partners to provide a clear process for providing
additional support for people who need it when in hospital.
This would be helpful to give family carers respite and for those
people who come into hospital without family carers or support
workers. The hospital support could be from a bank of support
workers or could be a volunteer scheme, given special training.

4. Ask the County Council to build contingency plans for what
would happen in an emergency or crisis, into the process for
self directed support and in contracts with support providers.
This would make the delivery of additional support easier to
arrange because it will have been thought about already.
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Providers will be clear about their duty of care to the individual
if circumstances change

. Ask the Hospitals to set up some work between childrens’
services and the adult specialists to build care pathways for
young adults who are frequent users of hospital services
before they leave childrens’ services. This should anticipate
any likely problems and help maintain continuity of care.

. Ask the intermediate care service to work on how they can
make reasonable adjustments to their service to allow people
with learning disabilities to have access to a rehabilitation
service. This may involve working jointly with the respite care
services or others to provide additional specialist support.

. The partnership Board needs to encourage its partners to use
the complaints processes as a tool to learn how to improve
services.  This may mean encouraging more people to ‘make
comments’ about the services. It will also mean asking the NHS
partners and the County Council to report to the Board on how
complaints and comments (and referrals to the PALS services)
have improved practice.

. The Partnership Board should work with the Commissioners
to make sure plans are in place which meet the future needs
of the population of people who have learning disabilities in
Northamptonshire. This includes clear intentions regarding the
additional nursing provision required for people with very
complex needs; the nursing and care support needs for those
older people who develop dementia; respite care
arrangements for those people who choose to remain living
with family carers and non instructive advocacy.
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9. The Partnership Board should expect the Primary Care Trust
to deliver on the four key features of the Learning Disability
Workstream. The four undertakings were to:

e Appoint a GP with Special Interest in Learning Disability

e Enhancement of the existing Strategic Facilitator role to
ensure equal access to acute and primary care (this will
mean increasing their numbers).

e The development of the health facilitation role in LD
specialist services (this may mean additional funding and
posts in the Community Teams for People with a Learning
Disability).

e Support for carers (this relates to recommendation 3 above).

The last recommendation is the one which represented the
overwhelming main theme of all of the interviews conducted for
this report. There may be many ways in which the partners on the
Board would want to look to improve the delivery of basic care to
people in hospital (and in residential social care). The report
writer makes just one recommendation as a way of starting the
debate about how the quality of basic care and the dignity of the
individual can be made central to someone’s experience of health
and social care services.

10. In any health inpatient or residential social care setting one
member of staff should be identified as being personally
responsible for ensuring the individual’s basic care is delivered in
the most appropriate way for that person.

5 Conclusion
This audit set out to look at the health and social care services in

Northamptonshire in relation to the findings of the Ombudsmen’s
Six Lives Report. The board asked that a number of questions
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should be asked and that the audit should attempt to answer
them.

The first question was what was good practice in
Northamptonshire? There are pockets of good practice across the
county and some good developments. The sign up by GPs to
annual health checks has been impressive and the work of the GP
with a particular interest and the Strategic Health Facilitators is
mostly responsible for this. The Community Teams for Learning
Disabilities also received good feedback. The most encouraging
element of this audit in terms of good practice is that all partners
have recognised where there are gaps in their services and where
services need to be improved. The self assessments done by each
NHS organisation has been honest and comprehensive. The
County Councils work on refocusing its work towards the
individual has changed ways in which social care is being
delivered.

The next question was about what was not working well. The
section of this report which talks about peoples' experiences is
clear that there are many areas not working well, but the most
compelling examples have been about the failure to provide basic
care to people at a point where they are at their most vulnerable.

The recommendations in this report address the next two
guestions about what individual organisations could do to
improve and what can be done together. These
recommendations, along with the action plans each organisation
has prepared as a result of their self assessments on Healthcare
for All must deliver improved services.

The Partnership Board will need to monitor these action plans to

make sure the improvements are being delivered and encourage
individuals to speak up when services haven’t met their needs.
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The message for partners to take encouragement from, which was
repeated in a number of the interviews (and has been stated
earlier in this report) is that the prize for the health and social care
organisations is that getting it right for the individual with very
complex needs will mean they will get it right for all the people
they serve.

Jeanette Longhurst
Independent Social care Consultant
September 2009
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Appendix 1

Documents read for this report

Six Lives: the provision of public services to people with learning
disabilities (March2009)

Death by Indifference, Mencap Campaigns (March 2007)

Healthcare for all: report of the independent inquiry into access to
healthcare (July 2008)

Northamptonshire 2009-10 Transition Plan
Big messages from the Health Care Commission Feedback (undated)
Learning Disability Workstream Report (February 2008)

Northamptonshire Learning Disability Partnership Board Feedback
Report on the Core Health Standards for:

East Midlands Ambulance Service

Kettering general Hospital

Northampton General Hospital

NHS Northamptonshire

Northamptonshire Healthcare Trust (all undated)

Transforming Services for people with a Learning Disability Living in
Northamptonshire — Developing a Joint Commissioning Plan for
2008-11

NCC Complaints Process (April 2009)

The deprivation of Liberty Safeguards interagency Policy and
procedures (September 2008)
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NCC Medication Policy and Procedural Guidance (June 2009)
NHT Inpatient Discharge Policy (December 2007)

NGH Discharge Policy (September 2007)

NCC Complaints Annual Report 2008-09

KGH Health Care for All report to Board (June 2009)

KGH Health Care for All Action Plan (June 2009)

KGH Complaints Process (March 2009)

KGH Discharge Policy (June2008)

KGH Self assessment information for Learning Disabilities (July 2009)
NHT Discharge Policy (December 2007)

NHT LD Learning Outcomes from Complaints 2008-09

NHT Complaints Procedure (July 2007)

NHT LD Consent Procedure (December 2007)

NHT The Green Light Mental Health Project (January 2009)

NHT Health Care Commission Annual Health Check (March 2009)
NHT Healthcare for All Review Report (August 2008)

NHT Healthcare for All review Report Update (February 2009)
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NHT MCA Policy (February 2009)

NHT Policy for the Provision of Mental Health Services for Adults
with Learning Disabilities (September 2008)

NHS Northamptonshire Healthcare for All Action Plan (June 2009)
NHS Northamptonshire Discharge Policy (October 2008)

NHS Northamptonshire East Midlands Learning disabilities
performance and self Assessment framework

NHS Northamptonshire Complaints policy and Procedure (November
2008)

NHS Northamptonshire Policy for consent to Examination or
Treatment (September 2007)

NGH Michaels Report Action Plan (undated)
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Appendix 2
Interviews were carried out with the following:

Parent Carers:

Mrs Donaldson

Mr & Mrs Rusca
Mrs Randall

Mr &Mrs Taylor
Mr & Mrs Rollings
Mr & Mrs Manning
Mrs Marsh

Mr & Mrs Douglas

Service Users and Support Workers:
Tony Louise
Chris lan
Stephen Georgette
Robert Phillip
George

June

Vivien

Peter

Garfield

Peter M

Jamie

Andy

David

Chris

Jonathan

Sheila

29



Health and Social Care Staff:

Andrew Jepps
Lindsey Cox
Pat McCarthy
Rob Lee

Alan Kemish
Katie Brown
Sharon Wood
Marianne Duffy
Trish Bell

Ron Shields
Judy Martin
Carol Beesley
Lisa Cooper
Karen Burt
Marc Gadsby
Andreas Schappach
Sue Hardy

Liam McKervey
Sue Wilson
Tom Houseman
Caroline Mobbs
Debbie Wigley
Karen Burrows
Liz Libiszewski
Avril Doherty
Maureen Camping
Alison Shipley
Jeanette Reid
Maria Faller
Scott Parker
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Advocates:
Sheanne Harper- Hill
Kate Hamilton
Jayne Swinburn
Teresa Dobson

Residential Home Owners:

lvy Llandinaff
Laurie Duggan
David Watts
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