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REPORT TO: HEALTH AND SOCIAL CARE INTEGRATION JOINT BOARD – 
 30 AUGUST 2016 
 
REPORT ON: WEAVERS BURN CARE INSPECTORATE REPORT 
 
REPORT BY: CHIEF OFFICER 
 
REPORT NO: DIJB45-2016 
 
 
1.0 PURPOSE OF REPORT 
 
1.1 The purpose of this report is to brief the Integration Joint Board on the outcome of a recent 

inspection of Weavers Burn, Care at Home/Housing Support Service undertaken by the Care 
Inspectorate in May 2016. 

 
1.2 Weavers Burn is one of Dundee Health and Social Care Partnerships’ internally provided 

support services.  The service consists of 14 tenancies for people with a learning disability 
and/or autism who have complex needs.  There are currently 12 people supported within the 
service.  

 
2.0 RECOMMENDATIONS 
 
 It is recommended that the Integration Joint Board (IJB):- 
 
2.1 Notes the content of the attached Care Inspectorate report and accompanying action plan 

(attached as Appendix 1 and Appendix 2). 
 
2.2 Notes that the service has also developed a more detailed operational improvement plan for 

use in addition to the Care Inspectorate Action Plan. 
 
2.3 Remits to the Chief Officer to report improvements to the IJB after the Care Inspectorate’s 

follow up visit. 
 
3.0 FINANCIAL IMPLICATIONS 
 
3.1 The cost of temporary additional management resources to assist the team manager with the 

implementation of the management action plan will be met from within existing financial 
resources within the Learning Disability Service. 

 
3.2 An acceleration of the strategic commissioning intention to introduce additional nursing 

resources (with behavioural support expertise) to the Dundee Community Learning Disability 
Team will create a short term pressure of £41,637.  This will be met from existing financial 
resources within the Learning Disability Service. 

 
4.0 MAIN TEXT 
 
4.1 Weavers Burn has been registered with the Care Inspectorate since May 2014.  Prior to that 

the service was registered as a Care Home (Elmgrove House).  The site of Elmgrove was 
used to develop purpose built flats for previous residents and for 4 or 5 additional individuals 
with complex needs. 

 
4.2 The service was inspected during an unannounced visit on 09 May 2016 and three short 

notice visits on 19, 11 and 19 May 2016.  Verbal feedback was received on 25 May 2016 and 
a letter of concern outlining areas for improvement that would feature within the report was 
received on 8 June 2016.  A response was submitted on 13 June 2016 highlighting actions 
that were being taken by the service to address the concerns.  The draft report and gradings 
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were received on 25 July 2016.  The report was published on 12 August 2016 (see Appendix 
1) and an action plan addressing all the recommendations and requirements is due to be 
submitted by 2 September 2016 (see Appendix 2). 

 
4.3 Overall six quality statements were used as a focus for the inspection, two from each of the 

three themes below.  Four of the six statements were graded 3, two were graded 2 as follows 
below: 

  
Quality of Care and Support 
“We enable service users to make individual choices and ensure that every 
service user can be supported to achieve their potential.”   
 
We ensure that service users’ health and wellbeing needs are met.”  

 
Grade 3 

 
 

Grade 2 
 

Quality of Staffing 
“We have a professional, trained and motivated workforce which operates 
to National Care Standards, legislation and best practice.”   
 
“We ensure that everyone working in the service has an ethos of respect 
towards service users and each other.”   
 

 
Grade 3 

 
 

Grade 3 
 

Quality of Management and Leadership 
“We involve our workforce in determining the direction and future 
objectives of the service.” 
 
“We use quality assurance systems and processes which involve service 
users, carers, staff and stakeholders to assess the quality of service we 
provide.”   
 

 
Grade 3 

 
 

Grade 2 
 

Where a quality theme is graded differently for respective statements, the lower grade will 
become the overall grade for the theme.  The service has therefore been given the following 
overall grades for the inspection:- 

 
 Quality of Care and Support   2 Weak 
 Quality of Staffing    3 Adequate 
 Quality of Management and Leadership  2 Weak 
 
4.4 As outlined within 4.3, two of the six statements that formed the focus of the inspection were 

graded 2.  A total of five requirements and five recommendations were made and detailed 
actions in respect of each requirement and each recommendation have been incorporated 
within the action plan due to be submitted to the Care Inspectorate (Appendix 2) and within 
the service’s own more detailed operational improvement plan.  

 
4.5 During inspections Care Inspectorate Inspectors review the progress made in relation to any 

requirements and/or recommendations made at the last inspection.  At the last inspection of 
24 August 2015, one requirement and six recommendations were made.  During the 
inspection in May the Inspector found that the previous requirement and one of the 
recommendations had been met, a further two recommendations are to remain in place, one 
had been partially met but now is a requirement and the remaining two previous 
recommendations have also now become requirements.  The outstanding recommendations 
from the 2015 report have been incorporated within the requirements and recommendations of 
the current report. 

 
4.6 Staffing levels are a theme of concern that features within the report.  At the time of the 

inspection the staffing level was lower than the usual level that had consistently been in place 
during the preceding months.  The level of staffing at the time of inspection was due to the 
level of sickness absence at that time and vacancies within the service.  At the time of 
inspection further additional Social Care Staff had already been appointed and were awaiting 
necessary checks as part of the safer recruitment process, and further experienced senior 
staff had been identified from elsewhere within the service.  Four senior staff and a temporary 
assistant manager are now in place to support the management of the service and a minimum 
of ten social care staff are on shift during the day to support the twelve tenants.  Night shift 
cover of four wakened night staff and one sleepover remains. 
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4.7 Both action plans will form the basis of a work plan for the senior team within the service and 

for monitoring/audit purposes, involving both the senior team and the respective Resource 
Manager and Service Manager.  In the short term weekly updates will be provided by the 
Team Manager to ensure improvements are continuous and that any necessary corrective 
action is undertaken without delay. 

 
4.8 An audit tool designed specifically for resource services is currently being developed by a 

representative group of managers within Dundee Health and Social Care Partnership.  This is 
due for completion in September 2016 and was discussed with the Care Inspector at the 
feedback session following the inspection.  It is envisaged that this quality assurance system 
will enable managers of all grades within the Partnership to engage in a formal and ongoing 
process of improvements.  Managers within the Learning Disability Service also plan to 
incorporate a programme of peer audit/quality assurance within their collective work plan. 

 
4.9 As part of the strategic and commissioning intentions for people with a learning disability 

and/or autism, a review is being undertaken to ensure adequate resources are in place within 
the community to support people with a range of complex and behavioural support needs.  
Given the number of people with such needs being supported within their own tenancies, it 
has been agreed that this plan be accelerated and an additional Nurse Band 6 (with 
behavioural support expertise) be recruited to support this area of work.  This will benefit many 
individuals, including those who live at Weavers Burn, and will enhance the skill mix within the 
Learning Disability Community Team. 

 
4.10 Prior to the publication of the inspection report all families/Welfare Guardians and staff were 

briefed and meetings with families/staff are being arranged, involving the Service Manager, to 
allow for fuller discussion about the findings of the inspection and to offer some assurance to 
families/Guardians in particular. 

 
4.11 The Chief Social Work Officer is Guardian for nine of the people supported within Weavers 

Burn.  Members of the Learning Disability Team assume responsibility for Welfare 
Guardianship decisions as delegated by the Chief Social Work Officer.  The remaining three 
people supported within Weavers Burn have private Guardians who are supervised by 
members of the Learning Disability Team. 

 
5.0 POLICY IMPLICATIONS 
 

This report has been screened for any policy implications in respect of Equality Impact 
Assessment and Risk Management.  No major issues have been identified. 

 
6.0 CONSULTATIONS 
 

The Director of Finance of NHS Tayside, the Executive Director, Corporate Services of 
Dundee City Council, the Chief Officer and the Clerk have been consulted in the preparation of 
this report. 

 
7.0 BACKGROUND PAPERS 
 
 None. 
 
 
 
 
 
David W Lynch        Date:  11 August 2016 
Chief Officer 
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CARE   INSPECTORATE ACTION PLAN 
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ITEM No …16…..…..  

FOCUS AREA/THEME 
 

REQUIREMENTS AND RECOMMENDATIONS 
 

ACTION POINTS 
 

TIMESCALE 
 

PERSON 
RESPONSIBLE 

STATUS – 26/8/16 

Quality Theme 1: 
Quality of Care and 
Support 

     

Statement 2 - "We 
enable service users 
to make individual 
choices and ensure 
that every service 
user can be 
supported to achieve 
their potential" – 
Grade 3 
 

No requirements noted                                                                                                                                                                                                                                                                                               
One recommendation noted                                                                                                                                                                                  
- People who use the service and who have been 
assessed as requiring one-to-one support for social 
activities should receive support as identified in 
their support plan.  Records should show what 
activities they have accessed; whether they 
enjoyed them, and if not why not.                                                                                                                                                                                                                                                                                                                                   

 Support is provided to tenants on a 1:1 basis for those tenants who 
have been assessed for this.  

 Capacity within our community health team will be used to provide 
additional opportunities during the day for individuals. 

 We will develop an 'activity log' which will identify what the planned 
activity is; the desired outcome of the activity; and the individual's 
response to the activity. 

 

3 months Team 
Manager/ 
Assistant 
Manager / 4 
Senior Social 
Care Workers 

 In place. 
 

 In place. 
 

 An appropriate system has been considered as part 
of an audit of personal plans and will be 
incorporated within updates to plans. 

Statement 3 – “We 
ensure that service 
users’ health and 
wellbeing needs are 
met.” – Grade 2 
 

Three Requirements Noted 
(1) – The provider must ensure that each service 
users health, welfare and support needs are met in 
accordance with their assessed needs.  In order to 
achieve this, the provider must ensure that:                                                                                                                                                                                                                                                                                               
- There are suitably qualified staff, both in number 
and skill, on duty at all times                                                                                
- a process is in place to accurately assess the 
needs of each individual service user                                                                                                                                                                                                                                                                                                                                    
- all risks to each individual service users health 
and welfare are accurately assessed and managed                                                                                                                     
- the physical layout of the building (living 
environment) is taken into account in the 
management of risk to each individual’s health and 
welfare.                                                                                                                                                                                                         

 The LD service has an ongoing recruitment process where staff go 
through a robust application and interview process.   

 Since inspection we have had one new member of staff start (who has 
previous experience), and have had two members of staff move into 
Weavers Burn from other parts of the LD service, who are also very 
experienced.     

 We currently have four senior Social Care Workers, available to 
provide supervision and guidance to staff across daytime hours.   

 A temporary assistant manager has been put in place in order to 
support the management of the service.  

 As new staff are appointed, assessment is made on an individual basis 
as to where best to place them in the LD service. 

 All service users have a personal plan in place which is reviewed 6 
monthly as a minimum.   

 As a service we are moving towards outcome focussed assessment 
and review – this will be implemented as individual’s reviews are 
undertaken. 

 A piece of work has begun in conjunction with care management and 
health, to further assess everyone’s needs in Weavers Burn in our six 
outcome areas, to support further development in individual support 
plans and ensure there is multi-disciplinary input. 

 Action is taken to ensure incident reports/changes to individuals 
circumstances are analysed timeously, and any implications 
incorporated to support plans.  

  Risk management meetings will continue to be a feature of assessing 
and responding to risks related to the health and wellbeing of 
tenants.  

 Risk assessment continues to be an ongoing process, informed by 
effective communication between all members of the multi-
disciplinary team, including the Behavioural Support and Intervention 
team.   

 
 
 
 

 Risk assessments will be reviewed at 6 monthly reviews, or earlier to 
respond to changing needs of the individual.  

Within four 
weeks of 
receipt of 
the letter 
sent on 08 
June 2016 

Team 
Manager / 
Assistant 
Manager / 4 
Senior Social 
Care Workers 

 Recruitment process continues – 4 additional staff 
identified from recent recruitment. 

 Further new member of staff has started, after a 
thorough two week induction in another service, 
followed by shadowing at Weavers Burn. 
 

 4 seniors still in place. 
 

 Temporary Assistant Manager in place. 
 

 In place. 
 

 Personal plans are currently being audited, and 
updated, and a schedule for reviews is in place. 

 First review taking place on 26/08/16 using outcome 
focussed framework. 
 

 Process complete for 9 of the tenants. 
 
 
 

 In place. 
 
 

 Multi-disciplinary risk management meetings 
continue as required. 
 

 Risk assessments are up to date and in files, with a 
particular focus on health, finance, medical and 
environmental aspects.  A multi-disciplinary 
approach is being used to inform updates to risk 
assessments.  A new checklist to aid audit of risk 
assessment is in the process of being introduced and 
incorporated within each person’s file. 

 Risk assessments have been reviewed as part of an 
audit of personal plans, and continue to be reviewed 
and updated on an ongoing basis. 
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ITEM No …16…..…..  

FOCUS AREA/THEME 
 

REQUIREMENTS AND RECOMMENDATIONS 
 

ACTION POINTS 
 

TIMESCALE 
 

PERSON 
RESPONSIBLE 

STATUS – 26/8/16 

 

 Environmental factors are incorporated into the support plan and risk 
assessment for each individual.   

 We will continue to consider environmental factors for each person 
within their own flat, with assistance from Occupational Therapy and 
Behaviour Support and Intervention Team.   

 Where risks are foreseen in an individual’s flat, this will be recorded in 
their risk assessment, and the risk minimised where possible.   

 As part of a larger piece of work with Care Management and Health 
risk factors are being considered in relation to tenants contact with 
others who live at Weavers Burn. 

 

 In place. 
 

 In place. 
 

 

 In place. 
 

 Being progressed as part of multi-disciplinary 
assessment/outcomes process. 

  
  
   

(2) - The provider must ensure that service users' 
personal plans reflect how staff will meet the 
health, welfare and safety needs of the person and 
that any specific guidance from other professionals 
and stakeholders must be reflected within each 
plan to ensure that staff have all the information 
required to support people safely and effectively.   

 Individual personal plans contain information on health, welfare and 
safety needs of each individual. 
 

 The personal plan is updated following 6 monthly (or more frequent if 
needed) reviews with all relevant professionals as well as the 
individual and their family. 

 We will work with the Behavioural Support and Intervention Team to 
develop a more condensed version of the Positive Behavioural 
Support Plan which is quicker and easier to read. 
 

 The LD department is committed to moving towards the use of 
outcomes focussed assessment and review – this will be implemented 
as people’s reviews are due.  Information will be incorporated into the 
personal plans from the Positive Behavioural Support Plan, Dieticians 
reports, etc, so that all information is in one document.  The plans will 
be updated as the reviews fall due. 
 

Within 
twelve 
weeks of 
receipt of 
this report. 

Team 
Manager/ 
Assistant 
Manager / 4 
Senior Social 
Care Workers 

 Personal plans are being audited and further 
development of these is in course, including within 
the areas of health, welfare and safety. 

 Plans being updated and a schedule for reviews is in 
place. 

 

 The most crucial information in a Positive 
Behavioural Support plan is being considered with a 
view to producing a more condensed version for 
ease of access and as a quick initial guide for team 
members. 

 Outcome focussed review documentation is being 
implemented, with the first review to use this 
framework taking place on 26/08/16. 
 

 
 

(3) – The provider must ensure that each service 
users health, welfare and support needs are met in 
accordance with their assessed needs.                                                                                                                                                                                                           
In order to achieve this, the provider must ensure 
that:                                                                                                                                                                                                                                                      
- where a guardianship order is in place, that all 
information relating to the powers of the guardian 
are clearly recorded                                                                                       
- where the guardian has agreed delegated powers 
to the service this is clearly recorded.                                                                                                                                                

 We will ensure that where a guardianship order is in place that all 
information in relation to the powers of the guardian are clearly 
recorded.  The service will refer to the Mental Welfare Commissions 
information and guidance for people working in adult care settings.  A 
guardianship checklist will be completed for each tenant where there 
is a guardianship order in place. 

 Delegated powers will be reviewed on a regular basis with the 
guardian and agreements clearly recorded. 
 

Within Six 
weeks of 
receipt of 
this report 

Team 
Manager / 
Assistant 
Manager / 4 
Senior Social 
Care Workers 

 The Mental Welfare Commission’s guardianship 
checklist has been adapted and is being 
incorporated within individuals’ files. 

 
 
 

 Team Manager has progressed meetings with two 
relatives of individuals who are Welfare Guardians, 
to discuss delegated powers and ensure these are 
recorded and understood by team members. 

 One Recommendation Noted. 
Staff should have opportunities to monitor and 
update information contained in support plans in 
order to ensure that people who use the service 
receive a consistent service from well informed 
staff. 

 Staff will have the opportunity to inform the information in support 
plans and risk assessments via a variety of forums such as supervision; 
team meeting; completion of incidents reporting documentation; etc. 

 There has been a change to the way the rota is managed, allowing for 
a period of ‘handover’ at the time of shift change. 

 Frequency of team meetings to be changed to fortnightly, to allow 
more staff to attend.  
 

 More comprehensive minutes will be taken at each meeting and 
made available to all staff. 
 

3 months Team 
Manager / 
Assistant 
Manager / 4 
Senior Social 
Care Workers 

 Audit system being developed to monitor progress. 
 
 

 In place.  Rota pattern has been changed to ensure 
adequate handover time. 

 In place. Team meeting schedule has been changed 
to fortnightly, to allow more staff the opportunity to 
attend. 

 In place.  Format of minutes have been changed to 
include action points.  Minutes now recorded by a 
Senior, and edited/distributed by Team Manager. 
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ACTION POINTS 
 

TIMESCALE 
 

PERSON 
RESPONSIBLE 

STATUS – 26/8/16 

Quality Theme 3: 
Quality of Staffing 

     

 No requirements noted.     

Statement 3 - "We 
have a professional, 
trained and 
motivated workforce 
which operates to 
National Care 
Standards, 
legislation and best 
practice – Grade 3 

One recommendation noted 
(1) - That the provider ensures that a system is put 
in place to ensure team meetings take place at 
regular intervals, comprehensive minutes are 
available of these meetings, and that staff are 
supported to attend.                                                                                                                                                                                                                 
National Care Standards Care at Home.  Standard 
4: Management and Staffing.                                                                                                                                                                                                                                  
 

 Team meetings will be scheduled fortnightly to provide more 
opportunity for different team members to attend. 

 A pro-forma will be created for team meeting minutes to ensure they 
are comprehensive and action focussed. 

 Team meeting minutes will be accessible for all staff to read. 

 We will ensure minutes are discussed with staff during supervision, 
and any actions are followed up. 
 

3 months Team 
Manager / 
Assistant 
Manager / 4 
Senior Social 
Care Workers 

 In place. 
 

 In place. 
 

 In place. 

 Supervision schedule in place. 

Statement 4 – “We 
ensure that 
everyone working in 
the service has an 
ethos of respect 
towards service 
users and each 
other.” 

One requirement noted 
(1) – The provider to ensure that staff supervision 
is carried out in line with the provider’s policies 
and procedures, and a system is in place to record 
when supervision sessions had taken place and 
when they were due.                                                                                                                                                                                                

 Supervision schedule will be put in place for all staff to show when 
supervision has taken place and is due.  This record will also show 
where supervision has been cancelled or rescheduled and the reason 
why. 

 All carrying out supervision will ensure previous supervision is 
reflected upon and actions carried out.  Supervision for all staff will be 
carried out as per Dundee City Council’s Policy and Procedure. 

 

 Training and employee development will be a standard agenda item 
discussed at each supervision session. 

 Employee development reviews will be carried out in line with 
Dundee City Council Policy and Procedure. 

Within 8 
weeks of 
receipt of 
this report 

Team 
Manager / 
Assistant 
Manager / 4 
Senior Social 
Care Workers 

 Supervision schedule is now in place. 
 
 
 

 Quality and frequency of supervision is priority focus 
of Assistant Manager’s current role and task.  This 
will support seniors and ensure a systematic and 
consistent approach to supervision processes. 

 Training and employee development is on the 
agenda of staff supervision. 

 Employee development reviews are on the 
supervision agenda. 

 One Recommendation noted 
 The provider should review the training needs of 
staff and ensure that training being provided is 
relevant to the service staff are expected to 
provide, and available with appropriate timescales. 

 Core training will be identified for all staff during their induction 
period and training records will be updated accordingly and in an 
accessible format. 

 Systematic audits to be carried out by the manager. 
 

 Staff will review training and development needs at supervision and 
yearly employee development review, in conjunction with supervisor. 
 
 

 For team members who do not hold the appropriate qualification for 
their role, they will be invited to apply to complete a qualification in 
Social Care once they are deemed to be equipped to undertake the 
required assessment. 

3 months Team 
Manager / 
Assistant 
Manager / 4 
Senior Social 
Care Workers 

 Thorough 2 week induction now in place.  Core 
training in place for team members. 
 

 Will form part of overall framework for audit/quality 
assurance. 

 Training and employee development is on the 
supervision agenda.  A schedule is being developed 
for Employee Development Reviews, supervision 
schedule in place. 

 There are approximately 46 team members in place 
at this time.  Over three quarters of these team 
members  already hold a professional/vocational 
qualification. 

Quality Theme 4 – 
Quality of 
Management and 
Leadership 

     

Statement 2 – “we 
involve our 
workforce in 
determining the 
direction and future 
objectives of the 
service” 

No requirements or recommendations noted.     

Statement 4 – “We 
use quality 

One requirement noted 
(1) – The provider and manager should ensure that 

 As we move towards using outcomes focussed assessment and review 
documents, these documents will provide a robust system for 

8 weeks 
within 

Team 
Manager / 

 Personal plan audits are in place.  Tenant files have 
been re-organised so that there is a separate daily 
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FOCUS AREA/THEME 
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ACTION POINTS 
 

TIMESCALE 
 

PERSON 
RESPONSIBLE 

STATUS – 26/8/16 

assurance systems 
and processes which 
involve service users, 
carers, staff and 
stakeholders to 
assess the quality of 
service we provide.” 

the service has robust quality assurance processes, 
and that audits and checks are completed within 
stated timescales and clearly evidence how any 
issues identified are to be addressed and by whom, 
and by when.  The manager should sign these to 
evidence that they have been completed and 
issues are addressed.                                                                                                                                                                  

auditing outcomes for individuals. 

 An overall framework for audit and performance improvement will be 
established within the service. 

 Audit tool for resources is in development and is scheduled for 
completion by September 2016. 

 Management action plan in place covering all aspects of the service.  
This will be reviewed and actions updated regularly. 
 

receipt of 
this report 

Assistant 
Manager / 4 
Senior Social 
Care Workers 

recording folder for each individual, for ease of 
audit. 

 Examples from other services are being considered. 

 Service audit tool is in draft form, due for 
agreement/implementation by November 2016. 

 In place. 

 One recommendation noted 
(1) - The manager and provider should continue to 
review and develop opportunities for involving 
service users and their representatives in providing 
feedback on the quality of care and support, and 
evidence how this leads to better outcomes for the 
people who use the service.                                                                                                                                                                     
National Care Standards at Home - Standard 11: 
Expressing your Views 
 

 Develop questionnaires and methods of collecting feedback from 
stakeholders. 

 Regular carers meetings will be set up to provide a forum to discuss 
concerns and to make suggestions. 
 

 Explore different ways for individuals who have complex needs and 
communication difficulties to give their opinion/make suggestions 
about the service. 

3 months Team 
Manager / 
Assistant 
Manager / 4 
Senior Social 
Care Workers 

 Examples from other services being considered prior 
to implementation. 

 First carers meeting has taken place (18/08/16) and 
further meetings have been agreed at 6 weekly 
intervals. 

 Examples from other services being considered as a 
means of involving tenants meaningfully in service 
developments. 
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