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Section 1: About Caredig

Service provider Caredig Ltd
Legal entity Charitable Company
Responsible :
individual e Mepple

. Sarah Mills, Shirley Jones (all registered with Social Care
Managers of service

Wales)

Name of service Caredig Care and Support

Head office: 43 Walter Road, Swansea, SA1 5PN. Service
provided from multiple locations in Western Bay.
Community based service based in Western Bay regional
partnership board Area

Address of service

Area of Operation
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Section 2: About Our Service

a) Range of needs we can support

Caredig provide a range of care and support services to people in their own homes so
that they can continue to live independently and remain in control of their own lives.
Services are delivered in a psychological informed way that considers ACES and Trauma
that may impact on the lives of the people that use our services.

To support people to live independently we provide personal care and support, this
covers a wide range of different services such as:

Getting up and going to bed

Support with mobility

Personal care

Taking medicines

Preparing, cooking and serving of food and drinks
Palliative care

e Checking, prompting and/or ongoing supervision

All our services are flexible to suit the individual needs of the service user in line with their
personal plan. Our services are flexible, and this means that we may only provide some
of the services listed above depending on the needs of the individual at the time. We
understand that peoples’ needs change all of the time and as such we are able to respond
to these changes.

We provide services to people who live in the Western Bay regional footprint and these
services cover two main areas which are:

e Services for people living in Hazel Court which who have been assessed by social
services as having a domiciliary care need to enable them to live independently
within their own accommodation. in Hazel Court we provide what would typically
be defined as a standard domiciliary care service where personal care is provided
as part of the service for the following people:

o Older people aged 50 and over who require personal care

o people with dementia

o people with physical disabilities

o people with sensory loss, including those with dual sensory impairment

e Services for people who live in our Mental Health and Substance Misuse Supported
Living Service. We provide two types of service depending on assessed need, one
is long term supported housing and the other short term supported housing. In this
service we tend not to provide personal care (unless this is specifically agreed and
funded) and focus on providing encouragement, support, and medication
management for the following people:

o People aged 18+
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o People who have an assessed mental health condition where a supported
living environment has been assessed as the best option to enable them to
live independently.

b) Age range of people using the | We provide care and support for people aged
service 18+ although in some of our services this is
restricted to those aged over 50.

c) Average Number of Care Up to 150 hours per week
Hours delivered

Section 3: How we provide our service

1. Arrangements for assessing, planning and reviewing people’s care

1a. Accessing the service

Applicants wishing to access the care and support services provided by Caredig must be
referred by the Local Authorities Social Services Department, which includes the OASIS
referral pathway, Housing Options or internally. Should no place be immediately vacant
when referred they may be placed on a waiting list depending on the nature of the service
provided.

When a vacancy arises, the individual will be assessed by the respective Team
Leaders/Manager or Service Coordinator. There may be discussions with the referring
officer in the authority to consider if this is a suitable vacancy for the individual.

If an applicant is deemed unsuitable because their care needs cannot be met, or where
they decline the service, the assessment process will be repeated with the next suitable
applicant on the waiting list.

Unsuccessful applicants will be informed of the decision why, this will often be done via
social services.

1b. Assessing needs

The Team Leader or a Service Coordinator will assess each referral for care and support.
This assessment will take place in the applicant’s current accommodation, or another
mutually agreed location. The applicant may decide to involve informal carers or other
representatives in the process if they wish. The assessment process will take full account
of the care requirements of the individual and will incorporate the needs identified
through the formal assessment conducted by the Local Authority, and detail how agreed
outcomes will be met.

An assessment of any risks posed by the applicant to themselves, or others will be
included in this process.

The information obtained through this assessment process will form the basis for the initial
personal plan that a successful applicant will receive. Assessment of changing needs will
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continue whilst an individual receives care and support from the service. This is managed
through a formal care planning and review process.

If following the assessment, we decide that we cannot provide a service, we will provide
a written explanation.

1c. Personal Plans

Each service user will have an agreed personal plan which will be completed in
consultation with them. This plan will meet personal outcomes that have been identified
by the service user to enable them to live as independently as possible.
The personal plan will be monitored and updated with any changes to their personal
outcomes and how we support them to meet these outcomes.
The personal plan will be based on the individual's personal outcomes which are
identified through assessment procedures, both our own and those conducted by the
Local Authority. Staff maintain regular contact with Care Managers in order to offer a
holistic and joined-up service.
We will consult with the service user and where relevant their carers, relatives and other
relevant agencies as necessary to ensure that appropriate care and support is agreed,
reviewed and provided. Personal plans will be agreed with and signed by the service user.
Personal plans, having been agreed with the service user, will identify clear personal
outcomes and how these will be achieved. Achieving a personal outcome may include
any or all of the following areas:

e Personal care needs

e Physical health issues

e Emotional health issues

e Practical issues to do with managing a home

e Feeling safe at home and in the community

e Pursuing social and leisure interests
Personal plans will be reviewed on a regular basis; when there is a significant change in
the tenant’'s needs or if the service user requests a review.

All care and support offered will address the needs and risks identified through any
statutory Care Management procedures.

2. Standard of care and support

At Caredig we strive to provide a high standard of care and support. To do this we will
make sure:
e People feel their voices are heard, they have choice about their care and support,
and opportunities are made available to them.
e People are happy and supported to maintain their ongoing health, development
and overall well-being.
e People feel safe and protected from abuse and neglect.

Key to our service is the development of outcome focused personal plans for each
individual that we provide support and care too. These plans encourage our service
users:

e to be happy being themselves and to lead fulfilled, satisfying lives
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to be as physically, mentally and emotionally healthy as possible

to be safe

to be involved in activities or hobbies which are of interest to them

to access education, learning or development opportunities - of a kind and at a
level that the Individual enjoys

to have control and choice over their everyday lives

e to maintain their linguistic, cultural and / or religious identities

e to maintain their family and personal relationships

Managing Risk

We recognise that when working with vulnerable people it is crucial to ensure their safety
and the safety of staff and others that they come into contact with. To achieve this, we have
robust risk assessment and management systems in place that help us identify, assess and
manage all risks and to implement measures that reduce or eliminate these.

We also work closely with statutory services where they are involved in providing care and
support services to our customers.

Circumstances in which we may cease to provide care services

e Where the tenant decides to receive their care from another agency.

o Where staff safety is jeopardised due to unacceptable behaviour e.g., verbal or
physical abuse.

e Following a change in contractual arrangements (although in this circumstance the
Local Authority will make alternative arrangements)

e Where the tenant declines the service offered.

e Where the tenants no longer require Care and Support.

e Where the Tenant moves out

3. More than just words

We aspire to have an Active Offer in relation to the services that we provide. Simply put
this means that we're aspiring to provide our service in Welsh without someone having
to ask for it. We are endeavouring to make the Welsh language just as visible as the
English

We understand the importance of the active offer and how, not having an active offer
could mean that the needs of the service user aren’t met or that their dignity and respect
are compromised. Therefore:

e We will ensure that our organisational culture takes the responsibility off the
service user to ask for a service through the medium of Welsh.

e We will provide a service that is person-centred and tailor-made that enables the
individual to be assured that he/she is in control and fully understands the
services being offered.

e We will not assume that all Welsh speakers speak English anyway.

e We treat all service users with dignity and respect by asking them what their
preferred language is and to our best endeavours acting on it.
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Section 4: Staffing arrangements

1. Numbers and qualifications of staff

The service is led by Emma Morgan - Head of Housing and Care and Support, Shirley
Jones and Sarah Mills who are both Care and Support Operations Managers and
registered managers for Western Bay care and Support Services.

Mental Health and Substance Misuse Supported Living

Shirley Jones and Sarah Mills are registered managers for this element of our service
and along with 7 Team Leaders that are responsible for the day-to-day running of the
service. Both registered managers work closely with the Head of Care and Support and
Karen Tipple as the Responsible Individual (in line with the Regulated Services (Service
Providers and Responsible Individuals).

Shirley Jones holds an QCF Level 5 in Leadership for Health and Social Care Services
(Adults’ Management). Sarah Mills holds a NVQ 4 in Leadership and Management in
Care Services and are registered with Social Care Wales. The Team Leaders who
manage specific supported living premises hold or are working towards NVQs in both
level 3 and 5 in Health and Social Care

Hazel Court Domiciliary Care Service:

Sarah Turner is the registered manager for Hazel Court, and works with Karen Tipple as
the Responsible Individual (in line with the Regulated Services CIW service Providers and
Responsible Individuals).

2 service co-ordinators are responsible for the day to day running of the service

The Service Coordinators support the operational manager in the running of the service.
The Service Coordinators hold a Level 3 QCF qualification.

Care staff - all areas of service delivery
The relevant Team Leader/Manager is responsible for service delivery. Care staff are
recruited to work and deliver services within the geographical footprint

The care staff deliver the care hours for the service, and we have several part and full-
time staff. The numbers and hours worked by staff vary in line with service delivery need
and the proportion of full to part-time workers also varies depending on recruitment.

At times there is also a need to recruit agency staff where it is not possible to provide a
service with existing staff which is typically due to unplanned staff leave or recruitment
issues.

All full- or part-time care staff members are supported to go on to a QCF qualification at
the appropriate level (usually 3). All permanent care staff are currently registered or in
the process of being registered with Social Care Wales depending on when they started
their employment
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2. Staff levels

Hazel Court Domiciliary Care Service:

e Service Coordinators 2 staff - 56 hours per week
e Care and Support Workers - 15 staff -226 hours per week

Between the hours of 23.00 and 07:00 an emergency service is offered via a sleep-in
member of staff

Supported Living:

e Team Leaders - 7 Staff - 245 hours per week

Service Coordinators - 9 staff - 315 hours per week

Senior Mental Health Support Workers - 27 Staff - 813 hours per week
Mental Health Support Workers - 37 staff - 991 hours per week
Housekeepers - 9 staff - 210 hours per week

A waking night or sleep in member of staff is based at 2 of our services during the night
between the hours of 9.30pm and 8.30am

Staff and tenants have access to an emergency on-call service between the hours of
5.00pm to 2.00am.

3. Arrangements for delegated tasks

The Team Leaders will ensure that any specialist learning needs arising from service
users’' personal plans, for example if they have dementia or if it has been agreed that
care staff will carry out delegated healthcare tasks such as administration of medication
are carried out by staff trained to do so.

4. Supervision arrangements

Every member of staff receives supervision and support. every member of staff has, ata
minimum, quarterly, Personal Development Conversations (PDCs) which were co
designed with staff and service users.

These are open conversations where we encourage holding open and honest
conversations which support a values-based culture. The conversations provide a
holistic approach and provide an overall indication of performance, training and
development needs and employee wellbeing.

5. Staff training

All new staff have an induction programme based on the All-Wales Induction Framework
for Health and Social Care and the accompanying resources. All new and inexperienced
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staff “shadow” a more experienced staff member for a period until they are considered
safe and competent to work on their own.

The Care and Support Operations Managers ensures that everyone is competent in the
subjects that are considered “mandatory” (manual handling, medication etc).

The Care and Support Operations Managers works closely with the central training team
to identify and meet any specialist learning needs arising within the staff team or from
service users’ personal plans. Each staff member has an individual training record which
details the nature and date of any training attended.

Section 6: Facilities and services

Our head office is in 43 Walter Road, as detailed above. This location is where our central
team, HR, finance etc are based. Our services are then dispersed between different sites
which is where all the people that we provide services to live. These dispersed sites are
where we can meet with our service users and with the staff the deliver the service.

This dispersed site as well as our head office is used for staff training as well as the secure
storage of all records relating to both staff and service users. Our physical records are
stored securely in a locked cabinet which is in a locked staff office. Only people that need
to have access to these files have access.

Our electronicfiles are securely kept on PanConnect and Microsoft SharePoint, only people
that need access to these files to carry out their role have access to these electronic files.

Section 7: Governance and quality monitoring arrangements

Introduction

At Caredig we aspire to constantly deliver great quality services. All our staff have the same
goal of ensuring that each person receiving our services receives a person centred,
outcome focused, safe and effective service.

Making sure that we deliver high quality services is the responsibility of all staff and we all
have a role to play, alongside our tenants, stakeholders, family members/carers and service
users.

We have developed our quality framework around the Social Services and Well-Being
(Wales) Act 2014. The Act is a landmark piece of legislation for social care in Wales that
will have implications for our work as a care and support provider.

We believe that we need to assess the quality of services from the perspective of what
matters most to those people using them but also paying close attention to those areas
which might be hidden from the people we support, like record keeping or medicines
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management. As such we consider quality within these core areas which have been taken
from Think Local Act Personal:
e The individual experience of people receiving care and support and their personal
expectations and outcomes;
e Services which keep people safe through recognised standards, safeguards and the
adoption of good practice;

Quality Assurance

The responsible individual has overall responsibility for ensuring that Caredig provide
good quality, outcome focused services. The responsible individual delegates day to day
quality assurance to the Head of Care and Support and the Care and Support Operations
Managers. The following is in place:

e Quarterly meetings between the responsible individual and the managers of the
services that have been visited to feedback outcomes of service monitoring visits
and to check on the service delivery arrangements.

e The responsible individual will conduct quarterly themed visits to the service where
they will meet with staff, service users and the managers of the services. These visits
will also include quality monitoring of documentation relating to service users and
again focused on the selected themes. Any incidents, notifiable incidents,
safeguarding matters, whistleblowing or concerns and complaints will also be
reviewed.

e Regular meetings between the Head of Care and Support and the Care and Support
Operations Managers to discuss operational and strategic service management.

e Regular reviews by the Team Leaders/Manager of individuals’ personal plans at
which concerns about the service can be discussed and actions taken.

e Acting on reports from service users or their representatives and from staff about
people’s wellbeing.

e Responding to and acting, where appropriate, on any complaints received

e Regular careful checks by the by the Team Leaders/Manager on all service user files,
timesheets and other records.

e Regular supervision meetings between each worker and their line manager

e Responding to recommendations and actions from CIW regarding the service and
its improvement.

e An annual survey of service users and, where appropriate, their relatives or
representatives, and other stakeholders to obtain their views and opinions on the
service with the results made available to all concerned; previous surveys have been
overwhelmingly positive.

e Producing an annual report which will incorporate all the above.

Policies and procedures

Caredig has a comprehensive set of policies and procedures which are regularly reviewed
and updated as part of the quality monitoring process. They are made available to care
staff and feature constantly in staff training.

Complaints and compliments
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Caredig operates a robust complaints procedure, which service users are encouraged to
follow whenever they have a concern or complaint. Our complaints policy is available from
any member of staff.

Safeguarding

Caredig follows closely local safeguarding board strategies and policies. It requires its staff
to report and record any accident or mistake no matter how minor so that all possible steps
can be taken to prevent and avoid such incidents from happening again. There is a
comprehensive safeguarding policy.

Co-Production

We believe that the people that use our services as well as their families and carers should
be involved in the design and evaluation of the services that they receive. We believe in
doing with individuals and not doing for them. Therefore, we take an asset-based
approach to co-production looking at what skills and experience everyone can and wants
to contribute.

As part of the co-production network in Wales we endeavour to follow their set of key
principles:

e Value all participants and build on their strengths.

e Develop networks of mutual support.

e Do what matters for all the people involved.

e Build relationships of trust; share power and responsibility.

e People can promote change, and organisations enable this.

We have a number of key objectives for co-production:

Co-production in the design and delivery of our service.

Consistent high-quality services.

Delivery of services that meet all the individual needs of all Service Users.

Services are flexible, accessible and are constantly reviewing their model of delivery;
Services are accountable to those that use them.

Services are evaluated by those who use them.

Service User contribution to meetings, decision making and policies.

We will offer the following to all service users:

The opportunity to co-design services at a strategic level.

The opportunity to contribute to service provision.

Have a clear pathway is available for complaints, compliments and feedback.

Are involved in the ongoing design and evaluation of services through a variety of
methods.
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