PEEC Family Centre Ltd    PEEC 640 
NEEDS & RISK ASSESSMENT &

SUPPORT PLANNING POLICY

& PROCEDURE

NEEDS & RISK ASSESSMENT & SUPPORT PLANNING

INTRODUCTION
 PEEC Family Centre is concerned to ensure that the needs of our referrals and service users and any risks associated with supporting them are comprehensively identified and met through these processes. There are three essential forms, which are an integrated part of our Needs & Risk Assessment & Support Planning.

These are: 
- Formal Risk Assessment, which is attached as Appendix 1

- Client Needs and Risk Assessment (NRA) Form (PEEC 642 in English and Polish),  which is attached as Appendix 2

- Individual Support Plan (ISP), (PEEC 643 in English and Polish) which is attached as Appendix 3

Staff must read and understand this document in conjunction with the forms referred to above.

Part 1: Risk Assessment
Purpose

Given the nature of our services we interpret “needs & risk assessment” as being a process that is undertaken as part of the Initial Assessment Process and reassessed at every review of the ISP. 
This means service users will be accepted into the service by PEEC Family Centre after completion of a NRA and in preparation for an ISP if they meet eligibility criteria and there are places available.  
It is critical that all risks that a service user may be subject to and the risks posed by the service user to support and other service users are assessed. 

SCOPE 
This risk assessment is to be undertaken by PEEC FC support worker in association with appropriate parties including health and/ or social care professionals.  All agreements should be documented and signed by those assessing the risks and agreeing how to minimise them. 

KEY PROCESSES 
1. The PEEC FC Support Workers are responsible for co-ordinating a risk assessment and must receive adequate training for this purpose.  

2. Other agencies may be involved in completing the risk assessment and management plan.  These will need to be identified and invited to join in the process and both regular contact and information sharing is encouraged. 
3. The service user will normally be involved in agreeing the risk assessment and management/control measures.  However it is recognised that discussion of some risks may not be appropriate to discuss with the service users i.e. proven threat of violence. 

4. Appropriate time should be dedicated to carry out a risk assessment. 

5. A provisional risk assessment is carried out as part of the Initial Assessment Process before a service user is accepted.  A risk assessment from the referring agency should be obtained prior to deciding whether to provide a support service and this should be used to inform the provisional assessment. 

6. a.) There may be some instances where we will not be able to accept a service user based on the risk i.e. violence and sexual offences.  These behaviours will not automatically exclude a referral from PEEC Family Centre services.  
b.) Management/control measures will be put in place with the service user where possible in liaison with other agencies and professionals with whom the referral has had contact as identified on the NRA. 

c.) Where a decision is made not to accept a service user based on risk the referral agency, other professionals and the service user should be informed of this and also informed of their right to appeal this decision and the process for doing so (Please refer to the PEEC Family Centre’s appeals process).
7. Within 4 weeks of the start of support, a full risk assessment should be drawn up.
8. Complete the appended NRA form, identifying each hazard.
9. Update risk assessment: 

· At each support plan review

· After any incident 

· As necessary if there is a change to circumstances of behaviour. 

10. The following areas of risk must always be considered: 

· Risk to service users from others 

· Risk to staff

· Risk to others

· Risk to self (including self –neglect)

· Risk to physical health

· Risk to mental health

11. Where a new risk has been identified complete the risk assessment and the immediate action plan. 

12.  Follow this with the ISP 

13. Always link a control measure to each identified hazard

14. Always link a named member of staff to each risk control measure, responsible for carrying out that control measure

15. Incidents must be reported to the Management Board. They must also be entered on the accident and incident form

16. Write a crisis plan for each risk management activity.  This must include:

· What action should be taken if the risk management strategy does not work 
· Who should take the action 

· Who should write up the incident report 

· De-briefing arrangements 

· Cover arrangements while crisis is being dealt with

17. An immediate response action plan will always be completed where a new risk has been identified.
18. Decisions as to who should be told of the risk will be made on a need to know basis in accordance with the Confidentiality Policy.  Information will be circulated to the team.

19. Risk Assessments will be stored securely in accordance with the Data Protection and Confidentiality Policies. 

20. The procedure should be read in conjunction with the Lone Working Policy and Health and Safety Policy 

Figure 1: Risk Assessment Flowchart – Process for Managing and Controlling Risk 





No application can be accepted as a service user without a completed NRA, which has been reviewed and signed by both the prospective client and the (support worker/advice worker/relevant staff). 

21. Guidance Notes for the Completion of NRA

It is important to complete the initial NRA as fully as possible when the prospective service user approaches PEEC Family Centre.  Within 4 weeks a full risk assessment should be completed.  

However, if there is missing information which in your judgment has an implication for security, health and safety you should consult the Team Leader about the need to obtain this information or to undertake a full Risk Assessment.  Under no circumstances where there appear to be such issues should a prospective service user be accepted without the consent of the line manager. 
22. NRA SECTION GUIDANCE

The following are guidance notes for completing each section of the NRA. Where a section is clearly not relevant to the referral, enter N/A.  
Through this process identify:

· Triggers

· Warning signs (behavioural changes etc)

· his/her coping strategies

· Any concerns

The NRA should be completed sensitively and with care with the service user. 

22.1. Recent History 

At first instance the PEEC FC support worker should establish the primary reason that has triggered the prospective service user to approach our service. Note the principle areas of difficulty that the prospective service user is facing as well the impact these have on other areas of his/her life. 
This section should also include details of the source of information for our service, which can later be used to assess effective ways of advertising. It is important that contact details (name, contact number, e-mail address) of the referral agent are recorded here.

22.2. Housing History and Future Housing Needs

It is important to identify the type and nature of accommodation the referral is living in and how it relates to the referral’s lifestyle and needs in Support Planning terms. The (support worker/advice worker/relevant staff) should take detailed notes of all housing-related needs such as problems with neighbours, living space, repairs and the referrals’ independent living skills (paying bills, providing for his/herself etc). 

22.3 Involvement with Other Professionals

The involvement of any other agency or service provider whether statutory (NHS, Social Services or Probation) or non-statutory (other housing, support or advice agencies) should be noted in detail including the name of the agency, address, contact numbers and the names of people involved in a professional capacity with the referral.
22.4 Health 

It is essential that you whether the prospective service users is registered with the GP, identify and record details of any medical treatment or medication that the prospective service user receives and their ability to administer and store it safely themselves. Sometimes medication can be an ISP issue, for example, if a service user requires prompting to take it.

Details of GPs, Dentists and other health professionals should be recorded.  An NHS number should always be recorded if known. If not known it should be obtained via the service user when s/he is provided with it. 
Known medical conditions and health problems/ issues should be identified in discussion with the prospective service user.  This should also include mental health.  
If the prospective service user has mobility problems or is a Registered Disabled person this information should be identified and recorded in as much detail as possible, including any Registered Disabled Number. Disability/mobility is obviously a housing and ISP issue and will have an immediate implication for the Support planning.
PEEC Family Centre should seek to liaise and work with any health professionals or services to support the prospective service user through the ISP where appropriate.  
Other emotional health needs should be recorded along with their background causes (for example depression due to unemployment or isolation, instances of domestic violence etc). 
22.5 Relationships with Significant Others

In this section you should record the individual’s relationship with friends and family as well as social presence in the community.  Include details about the presence of dependents (children, elders, sick relatives etc) and whether the prospective service user can manage the responsibilities involved. Also, record issues affecting the prospective service user both in the close familial environment (divorce, loss, domestic violence etc) and in the wider community (feelings of isolation and loneliness).
22.6 Financial Information 

Identify whether the prospective service user is in receipt of any benefits, whether the service user is working, what if any income they have and any current financial difficulties including the existence and extent of any debt.  
22.7 Legal Needs

In this section record all issues of a legal nature faced by the referral such as immigration, divorce/custody issues, injunctions etc.  
22. 8 Equalities

In this section you should identify needs in relation to culture, religion, gender, sexuality, disabilities as well as the referrals’ language needs.  Identify risks in this area such as discrimination, language support and isolation. Social contacts and networks, or the lack of them, should be identified.  

22.9Training and Education

Identify the prospective service user’s educational and training background. This should include educational attainment and any issues that may prevent the service user from participating in training and education such as language competency, literacy and numeracy. 
22.10 Hopes and Achievements

This section is significant in establishing the referral’s expectations of joining our service. It is important to be realistic about the services we can offer and explain that we might need to work with other professionals in order to satisfy some of these expectations. The individual’s hopes and plans for the future should be recorded as well as lists of any hobbies / activities the referral would like to undertake in the process of improving the quality of his/her everyday life.
22.11 Declaration 

The Declaration section is significant for the following reasons:

· It requires that the service user declare that they have provided accurate information and haven’t withheld anything significant 

· It confirms that the service user has been involved in the risk assessment and agrees with the assessment conducted.  
At this stage it is important that the practical arrangements and timescales are established for the service user and that the first Support planning meeting is arranged between (name of organisation) and the service user.

PART 2: SUPPORT PLANNING 

1. PURPOSE 

With the comprehensive ongoing assessment of needs being the cornerstone of high quality support, the aim of the Support Plan and Review Procedure to ensure: 
1. Service users know their assessed and changing needs and their personal goals are reflected in their individual plans. 

2. Staff and professional services are aware of the assessed and changing needs of the service users

3. Achievable objectives are set and actions by service users and (support worker/advice worker/relevant staff)
4. Service users and staff are aware of individual responsibilities with regard to the support plan 

5. The support plan and review procedure is user led and not service led and centred around the service users

6. Evidence of the progression is recorded and acknowledged.  

7. Evidence of decline is recorded and future support tailored accordingly

8. Service users’ views are recorded and incorporated into future support planning

9. Future review dates are agreed
2. SCOPE

The Support Plan and Review Procedure apply to all service users. The procedure is undertaken by the (support worker/advice worker/relevant staff). This process is designed to follow on from the Initial Needs Assessment conducted under the Needs and Risk Assessment Procedure and in conjunction with the eligibility criteria.     
3. Documentation relevant to this Policy 

1. Support Plan Needs Assessment Form

2. Support Plan 

3. Support Plan Review Form 

4. Support Ongoing Monitoring Form

5. NRA 

Additionally, the member of staff conducting the review will require access to (support worker/advice worker/relevant staff) notes and relevant documentation.
4. Background  
The first support plan is generated from the Initial Needs and Risk Assessment, after that a support plan is generated from the support plan review form and NRA form.  It will incorporate:
1. Significant life events i.e. childhood and family life, education, employment, losses or bereavements

2. Familiar lifestyle i.e. how the service user spends their time, likes/dislikes, holidays and significant times of the year

3. Family and social network i.e. with particular attention paid to relationships that need encouragement and support. 

Emphasis should be placed on enabling the service user to manage his or her own life as far as possible in order to maintain dignity, independence and familiar lifestyle. 

Support plans are formal and structured ways of making sure that the service user’s support is tailored to their expressed wishes and needs.  Such plans should be formulated to include: 

1. Abilities, background, interests, wishes and needs of the service users

2. Action necessary to maintain the service user’s abilities and interests and to meet his or her needs/goals

3. Other people who may help e.g. staff, family, friends, community resources or relevant professionals. 

4. Sets clear objectives which are measurable
5. Clearly identified timeframes for the achievement of the objectives identified
In preparing a review, the (support worker/advice worker/relevant staff) will refer to the recorded information over previous months such as the daily report, the (support worker/advice worker/relevant staff) notes and checklist, and any previous reviews and support plans.  The aim is to provide the objective summary of the service user’s circumstances, general condition and any significant changes during the period concerned.  The service user should be at the centre of the preparation stage and any comments and views incorporated. 
Using the support plan review form, the (support worker/advice worker/relevant staff) should record the name of the service user, review date who was present at the review, the summary report and the recommendations of the review. The recommendations should outline any adjustment to the future support plan. 
5. Key Processes 
1. Draw up and agree a support plan: 

· A support plan to be drawn up within one month of the service user’s start date.  

· The support plan to be agreed through a meeting involving the service user and the (support worker/advice worker/relevant staff).  With the agreement of the service user, other parties may be invited (such as relative, advocates, social worker, health professionals, etc)
· Service user goals are explored and defined using the Support Plan form.  Forms to be completed as directed by headings

· Identify with the service user the support tasks with which the service user requires support based on the NRA

· Identify the timescales within which these objectives should be achieved

· The service user is at the centre of the process so efforts must be made to engage the service user in the process – for example make arrangements that suit the service user in terms of venue, appropriate people attending, involve service users in the preparation and make meetings informal and accessible. 
· Where the service user disagrees with any part of the process or the recorded outcomes, a note should be recorded under comments on the support plan form. 

· Once the support plan is complete it should be signed by the service user and (support worker/advice worker/relevant staff).  A copy should be given to the service user along with the needs assessment and one copy on their file.

2. Assess and manage risk to the service user and others

· A risk assessment should be undertaken by the (support worker/advice worker/relevant staff) as part of the initial needs assessment.  A reassessment should be carried out in conjunction with the (support worker/advice worker/relevant staff) at each support plan review using the form provided.  

· Identify, on the basis of a Risk Assessment, whether there is the potential for personal gain to the staff member as a consequence of their position or in relation to potential abuse, for example, through handling a service user’s financial affairs. This is covered in more detail in (name of organisation) Protection from Abuse policy. 

3. Monitor progress and effectiveness of support service: 
· Use the ongoing monitoring form to record any action taken in relation to a support area, ensuring that you can identify which support area the action refers to. 
4. Review the Support Plan 

· Support plans will be reviewed on a consistent basis according to the timeframes established as appropriate for the individual.  There should be no longer than 6 months between reviews. 

· Service users can also initiate a review at any time on request to the manager

· Each time the Support Plan is reviewed its effectiveness in meeting the service user goals for each support area should be recorded in the review summary section.   This section should include the service users evaluation of the support delivered since the last review of the support plan.
· Note where a service user disagrees with any part of the support plan review. 

· Be signed by the service user and (support worker/advice worker/relevant staff). 
· The potential for the service users to complete their programme of support should be considered at the time of the review

· Provide the service user with a copy of the review and maintain a copy on the individual’s file

· Upon review update the service user’s file with any changes to support needs, including risk assessments or personal details e.g. address/ medication etc. 

Service users may need assistance with some or all of these areas and this is identified on the NRA. The structure of the ISP mirrors that of the NRA. 

An ISP can be seen as a form of agreement between PEEC Family Centre and the service user.  PEEC Family Centre role is not to force a service user to comply with the ISP; it is to work with him or her to identify areas of need (from the NRA), resources and strategies to meet those needs within a defined timescale. 
6. GUIDANCE NOTES FOR THE COMPLETION OF THE ISP

6.1 General
The purpose of this section is to go through each part of the ISP framework and to enable (support worker/advice worker/relevant staff) to identify and respond appropriately to the key issues acknowledged within the NRA and to work with the service user to put in place strategies and resources to enable them to live independently. 
6.2 SUPPORT AREA GUIDANCE

6.2.1Housing Support

The work that PEEC Family Centre does with service users is intended to equip them to manage independently and that includes managing a tenancy where rented accommodation is the likely housing option.

This may involve support to help the service user to manage money, access appropriate benefits, entitlements and grants, encourage the service user to pay bills and rent (on time), to undertake basic maintenance or arrange for more complex maintenance to be done and to know how to deal with your landlord and live harmoniously with neighbours. 

As a (support worker/advice worker/relevant staff) you may work with the service user to consider appropriate housing options and to identify sources of good quality housing by contacting local RSLs, the Council Housing Department and other social landlords. Appropriate time should be built into the support plan to achieve this. 
6.2.2 Involvement of Other Professionals

. 

Other professionals supporting the service user should be involved in the support planning process to avoid duplication and to enhance the support provided through (name of organisation).  The (support worker/advice worker/relevant staff) should coordinate this. 
It is also important that service users are, where necessary, helped to understand the role and function of other statutory agencies such as Social Services, Housing, the Police, the Courts and other authorities.
6.2. 3 Assistance with Health Issues

This may include supporting the service user in accessing the GP and other health services.
The physical and mental health of a service user can affect his/her ability to maintain independent living, and this can affect the type of housing required by the individual. 
Any support plan agreed in this area must be in close cooperation with all health professionals involved with the service user. The (support worker/advice worker/relevant staff) must recognise his/her limits in the field and not provide any advice other than that suggested by the involved health professionals. This also includes the provision of counselling. This may also require referring the service user to an appropriate agency or health professional.  
Acceptable action by the (support worker/advice worker/relevant staff) could be monitoring of a prescribed health plan, identifying problems in following a prescribed health plan and consulting the involved professional (e.g. a service user might not take medication because s/he cannot swallow large pills but there might be liquid alternatives a GP could suggest), assisting the service user in identifying suitable accommodation etc. 

6.2.4 Relationships with Significant Others

An action plan based on the needs and risks identified in this area can vary from identifying means to relieve the burden of dependents on the service user, to providing appropriate support and guidance in taking important decisions such as leaving a damaging partner or identifying social, cultural or religious networks that meet the particular needs of the service user.
6.2.5 Help with Legal Issues

It is important that the (support worker/advice worker/relevant staff) maintain a database of organisations providing free legal advice as well as of culturally sensitive solicitors and current knowledge of benefit entitlements.  You may be required to assist the service user in completing paperwork or checking on their benefit status. 
6.2.6 Help with finance and budgeting 

This may involve assisting the service user with personal budgeting, applying for appropriate benefits and addressing and managing debt.

The (support worker/advice worker/relevant staff) should know when it is appropriate to refer a service user to an appropriate agency.   

6.2.7 Help with Training, Education and Employment

This may involve enabling the service user to access training, learning or work opportunities including volunteering and job training.  It is also important to identify the aspirations and goals of the service user.
6.2.8 Help with hopes and achievements 

A number of the hopes and achievements needs of service user will be addressed in other sections of the ISP, for instance with regards to education and employment, managing finances or building a social/religious network. However, the needs identified in this section might only be achievable in the long term and will serve to guide the direction of the individual’s progress. This may involve identifying the steps that need to be taken for the service user to achieve their long term goal.
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