


Introduction

The Provider Assurance Market Management Solution (PAMMS)[footnoteRef:1] assessment is a tool used by Norfolk County Council to audit the quality of and diversity of health and social care provision in Norfolk. PAMMS provides the Council with an overview of the quality of services, fulfilling its obligations under section 5 of the Care Act 2014. Published PAMMS reports provide information for commissioners, providers, and people considering purchasing care.  [1:  Further information about PAMMS is available on the Council’s website.] 


This Guidance has been produced by the Integrated Quality Service to support care providers to be compliant with the PAMMS Standards. It signposts key authoritative sources of information, identifies key characteristics of the four ratings used to score each Standard and brings together a range of tools which have been found to assist providers.

IMPORTANT: The information contained in this document has the status of ‘Guidance’. CQC registered providers should be mindful of their primary duty to comply with the legislative requirements of the Health & Social Care Act 2008 and related regulations. Nothing contained in this Guidance contradicts the requirements of the Health & Social Care Act 2008. There is no statutory or contractual obligation for providers to adopt any part of this Guidance, it is produced for information and support purposes only. Although all the information here constitutes authoritative Guidance, providers should use their own discretion to determine whether: a) it is relevant to the service they are providing, and b) staff using it understand its purpose in relation to evidencing statutory and contractual compliance.

As a learning Service, we welcome feedback on this document. It will be periodically reviewed and updates communicated.
I am indebted to Paul Jones (Quality Monitoring Officer) who has made it his endeavour to conduct research and draw the combined experience and knowledge of the Integrated Quality Service together in producing this Guidance.

Tim Weller, Head of Integrated Quality Service.

PAMMS Guidance
based on template for Older People’s Residential services
Ratings
		
	Excellent:
	Above and beyond what would be expected for “Good”

	Good:
	Effective practice that achieves the desired outcome

	Requires Improvement:
	Systems are in place or partly in place but are not effective

	Poor:
	No evidence, or the systems which are in place are ineffective to the point of being dangerous



Examples are given in this document for what a Good rating may look like, along with any pre-agreed automatic RI or Poor ratings (e.g. not completing the ASC-WDS).  

Sources of evidence are for guidance and are not intended to be exhaustive.

PBS information is copied directly from the PBS PAMMS template.



PAMMS Standards
1. Respecting and involving People Accessing the Service
a. A01 - Person-centred care planning
b. A02 - Information in appropriate formats
c. B01 - Treated with dignity and compassion
d. B02 - Availability of information, involvement in decisions
e. B03 - Feedback from SU to the Provider
f. B04 - Maintaining relationships & community engagement
g. B05 - Activities
h. C01 - Dignity and respect
2. Consent
a. A03 - Capacity - MCAs, BIDs, DoLS, LPA
b. B06 - Staff obtain consent
c. C02 – Mental Capacity Act knowledge
3. Care and Welfare of People Accessing the Service
a. A04 - Signed care plans
b. A05 - Key worker system
c. A06 - Contact info, Service User Guide, Statement of Purpose
d. A07 - SU strengths, abilities, interests, family contact
e. A08 - Risk Assessments, risk management, charts, PEEPs
f. A09 – Care plan  and risk assessment reviews
g. A10 - Daily record completion and fluid chart template
h. A11 - Independence, goals, quality of life
i. B07 - SUs involved in care planning & goal setting
j. B08 - SU can name their Key Worker
k. B09 – Needs met safely, welfare protected
l. C03 - Keyworker role
4. Meeting Nutritional Needs
a. A12 - Dietary restrictions, IDDSI, allergies, likes & dislikes.  Completion of food & fluid charts
b. A13 - Nutritional assessment info, MUST, weight charts
c. A14 - Specialist Services, including SaLT
d. B10 - SU given info and choice about food – records and interviews
e. B11 - Staff observed to support food choices
f. B12 - Choice of where, when, what and how to eat
g. B13 - Food hygiene – observed practice
5. Cooperating with Other Providers
a. A15 - Co-operating with other Providers, support to access medical appointments
b. B14 - Support to access Health, Social Care and other support services
6. Safeguarding People who use the Service from Abuse
a. A17 - Maintaining safety, restrictive practice, DoLS
b. B21 - Feel safe, supported with safeguarding alerts
c. C04 - Safeguarding knowledge
d. C05 - Confirm safeguarding training
e. E08 - Safeguarding information displayed
f. F12 - Safeguarding reporting & recording
7. Cleanliness and Infection Control
a. B15 - PPE & Infection Prevention and Control – observation of staff
b. C06 - IPaC knowledge and confirm training
c. E01 - IPaC records and observations
d. E02 - IPaC information displayed
8. Management of Medicines
a. A16 - Medication Consent & Involvement
b. B16 – Medication administration observed
c. B17 - SUs involved in medication decisions
d. C07 - Medication knowledge & competence, training
e. E03 – Medication storage, temperature records, P&P includes homely & covert
f. F01 – Medication Records - MARs, Audits, Competencies, Med Temp chart completion, PRN Protocols, GP reviews
9. Safety and Suitability of Premises
a. E04 - H&S observations, decoration, personalisation
b. E05 - Changes to the environment to support specific needs, environmental risk assessment 
c. E06 - Security
10. Safety, Availability and Suitability of Equipment
a. C08 – Moving & Handling training, knowledge and competence
b. E07 - Equipment safety and use, LOLER
11. Requirements Relating to Staff Recruitment
a. D01 - Recruitment records
b. D02 - Agency recruitment & training
c. D03 - Checks on visiting professionals
d. D04 - Contract, PDP, Key policies, JD
12. Staffing and Staff Deployment
a. B18 - Sufficient staffing – observation and SU interview
b. C09 - Staffing levels
c. F02 - Rotas and staffing tools
d. F03 - BCP, grab bags, PEEPs
13. Staff Support
a. C10 - Induction and Care Certificate
b. C11 - Supervision & appraisal
c. C12 - Training
d. C13 - Agency staff induction
e. C14 - Bullying & harassment, positive culture
f. D05 - Induction records, Care Certificate
g. D06 - Supervision & appraisal records
h. D07 - Training records
14. Assessing and Monitoring the Quality of Service Provision
a. C15 - Concerns & whistleblowing
b. F04 - Surveys, suggestions, incident review
c. F05 – Whistleblowing & complaints P&P
15. Using Information and Dealing with Complaints
a. B19 - Complaints – SU information and knowledge
b. B20 - Complaints – SU supported
c. C16 - Team meetings & feedback
d. F06 - Complaints records & management
e. F07 - Meetings – Staff, SU, relatives
f. F08 - LA complaint sharing – Not Assessed
16. Records
a. F09 - GDPR & data accuracy
b. F10 - DoLS Log
c. F11 - Audits – Fire, elec, gas, legionella…












Assessment, Care Planning & Review
Respecting and Involving People Accessing the Service
[bookmark: _A01_–_Person-centred]A01 – Person-centred care planning
The care plan should be individually tailored, person centred, include appropriate information on the Individual's preferences and views and clearly evidence that they were involved in the decisions about how their care and support is to be delivered. This is confirmed via the pre-admission, daily records & across care plans.
	Source of Evidence
	What “Good” looks like
	Support

	· Care Plans
· Daily Records
	· Personalised
· A real sense of who the person is, where they come from, what is important to them
· Someone who knows the SU would be able to identify them from the care plan
· Personal history
· Personal info, e.g. religion, sexual orientation, married
· Non-discriminatory practice
· Info on how staff support choices
· SU/rep involved in care plan & how care delivered
· No generic statements
	What is personalised care? - Personalised Care Institute



[bookmark: _A02_–_Info]A02 – Info in appropriate formats (AIS)
There is evidence that people have been given information in appropriate formats (meeting the accessible information standards) to enable them to make informed decisions about their care and support (e.g. signed information on admission forms).
	Source of Evidence
	What “Good” looks like
	Support

	Any info presented to SU/representative, e.g.

· Care plan
· Service User Guide
· Menus
· Flash cards/laminated pictures
	· Have ascertained that no one requires info in a different format

Ask what the service would do if someone needed info in a different format.

Or, if they do:
· Accessible Information Standard
· Easy-read formats
· Perspex filters for dyslexia
· Written in native language
· Information on advocacy (in appropriate format)
· Evidence information has been understood

	NHS England » Accessible information standard

Meeting the Accessible Information Standard - Care Quality Commission (cqc.org.uk)

Easy Read Guides - Learning Disability Service

make-it-easy-easy-read.pdf (england.nhs.uk)



Consent
[bookmark: _A03_–_Capacity]A03 – Capacity - MCAs, BID, DoLS, LPA, DNAR
Care plans evidence that appropriate capacity assessments have been carried out and reviewed regularly, best interest decision making documented and that any advanced decisions are both recorded and followed in line with the MCA and that any restrictions are taken into account in line with DoLS when providing care and support. Care plans contain the date of the expiry of any authorised DoLs (and any conditions). POA is clearly documented and evidenced across the care plan where relevant.
	Source of Evidence
	What “Good” looks like
	Support

	· Mental Capacity Assessments
· Best Interests Decision records
· Advance decisions
· Care plan
· DoLS applications (DoLS log/recording = F10)
· Power of Attorney
	· MCAs are personalised and decision specific.
· Capacity assessed at different times of day/different settings to maximise chance of understanding.
· Options investigated and least-restrictive option evidenced
· Review dates recorded
· (Meds MCAs likely in A16)

· Power of Attorney recorded correctly, registered with Office of the Public Guardian.
· Health & Welfare LPA only involved if SU does not have capacity for specific decision.

· DNAR signed by GP, SU/rep involved.

· DoLS applications and authorisations built into care plan , with any conditions.


	


Issue 12: Capacity and consent - Care Quality Commission (cqc.org.uk)

Mental Capacity Act (MCA) - SCIE

Mental Capacity Act 2005

NHS England » Guidance to support implementation of the Mental Capacity Act in acute trusts for adults with a learning disability

Deprivation of Liberty Safeguards (DoLS) - SCIE

Lasting power of attorney: acting as an attorney: Overview - GOV.UK (www.gov.uk)

View a lasting power of attorney - GOV.UK

ReSPECT for healthcare professionals | Resuscitation Council UK

Respect | Norfolk & Suffolk Care Support



Care and Welfare of People Accessing the Service
[bookmark: _A04_-_Signed]A04 - Signed care plans
Care plans are signed by the person where appropriate to evidence their involvement in their care and support planning.
	Source of Evidence
	What “Good” looks like
	Support

	· Signed care plan
· Signed reviews
· Signed key worker meetings
· Evidence why documents can’t be signed
	· SU signs to confirm they have been involved in producing their care plan.
· Electronic alternative used which evidences SU/rep involvement.

· If signing for consent to care, this is consistent with A03 – see support document.
· If anyone signs on the resident’s behalf – be clear why:
· Has the resident given verbal consent but can’t physically sign?
· Has a power of attorney signed on their behalf – if so is there evidence of the LPA and a corresponding MCA on file?
	Regulation 11: Need for consent - Care Quality Commission






[bookmark: _A05_–_Key]A05 – Key worker system
There is evidence that where a key worker system is in place that this is clearly recorded in the care plans and that the person has been given appropriate information about key working system.
	Source of Evidence
	What “Good” looks like
	Support

	· Care plan
· Key worker agreement
· Minutes of key worker meetings
· Service user guide
	(No key worker system in place = Not assessed)

· Key worker(s) named in care plan.
· KW agreement present and reviewed.
· Outcomes of KW arrangement documented and reviewed (e.g. regular contact with family).
· KW has input into care plan.
· Contingency plan for when KW not available.
· Other documents make reference to KW system, e.g. SUG.
	

[bookmark: _MON_1793435543]



[bookmark: _A06_–_Contact]A06 – Contact info, Service User Guide, Statement of Purpose
There is evidence that people have been given information about how to make contact with the care provider.
	Source of Evidence
	What “Good” looks like
	Support

	· Statement of Purpose
· Service User Guide or similar (could be by another name, e.g. Home Guide)
· Evidence that all SUs have access to SUG
	· Statement of Purpose uses or contains same info as CQC template.
· Service User Guide available to all residents regardless of mobility or impairment.
· Service User Guide contains up to date contact details for provider, likely phone, email, postal address and a named contact.
· Service User Guide contains contact details of how to complain and who to contact (including the provider, NCC, CQC and Local Government & Social Care Ombudsman).
	Statement of purpose - Care Quality Commission (cqc.org.uk)





[bookmark: _A07_–_SU]A07 – SU strengths, abilities, interests, family contact
The care assessment has been conducted in a way to reflect the person’s strengths, abilities and interests to enable them to meet all of their needs and preferences. These are reflected in the written care plan(s) and include maintaining links with family, friends & the community as well as social engagement and/or preferred activities.
	Source of Evidence
	What “Good” looks like
	Support

	· Care plan
· Risk Assessments
· What’s Important to Me doc
· Contact details for family and friends, family tree
	· Preferences clearly stated in care plan – how SU wants things done.
· Abilities reflected in care plan and risk assessed.
· Care plan states how staff support SU’s interests.
· Care plan states what SU can do on a good or bad day.
· Care plan focusses on SU strengths and what they can do.
· Daily records show these preferences, abilities and interests are accommodated.
	Care Act guidance on strengths-based approaches - SCIE

Strengths-based approach: Practice Framework and Practice Handbook (publishing.service.gov.uk)

Making it Real - Think Local Act Personal



[bookmark: _A08_–_Risk]A08 – Risk Assessments, risk management, charts, PEEPs
There is evidence that the person’s needs, together with any risks to their health and wellbeing, have been taken into account through the assessment process and that this is reflected in the planned delivery of care and support to ensure that the person remains safe, their needs are adequately met and their welfare is protected.
	Source of Evidence
	What “Good” looks like
	Support

	· Care Plan
· PEEPS
· ABC Behaviour Chart
· Hospital Passport
· Turn Charts
· Waterlow scores
· Risk Assessments in general
· Moving & Handling risk assessment
· Risk assessments for unwise decisions
· Always check for bed rails
	· Care Plan and Risk Assessments are consistent.
· Risks are identified and assessed.
· Emollient risk is assessed.
· (Risk assessment for self-medication in A16)

· Moving and Handling care plans contain clear information about the manoeuvre, equipment, what the SU can do themselves, and staff tasks.

· Reasons for any checks are clearly considered and recorded (e.g. overnight checks).
· Documents are fully completed.
· Turn charts and any other checks are completed as required by care plans/risk assessments.

· Bed rail risk assessments present wherever they are used, include atypical anatomy.
· (Bedrail equipment log and servicing record in E07).



PBS - If appropriate, care and support plans include a Functional Behavioural assessment and a positive behaviour support (PBS) plan which is reviewed regularly. PBS plan to include proactive strategies designed to improve quality of life and remove conditions that promote behaviour that challenges.
	Managing risks and risk assessment at work – Overview -HSE

Sensible risk assessment in care settings - HSE

Health and social care services - HSE

Domiciliary care provided in people's own homes

National Patient Safety Alert: Medical beds, trolleys, bed rails, bed grab handles and lateral turning devices: risk of death from entrapment or falls (NatPSA/2023/010/MHRA) - GOV.UK

Bed rails: management and safe use - GOV.UK

Issue 13: Protecting people using wheelchairs - Care Quality Commission (cqc.org.uk)











[bookmark: _A09_–_CP]A09 – Care plan and risk assessment reviews
Evidence that care and support plans are regularly reviewed and maintained to reflect the current needs of the individual, including reviews of risks and that these are effectively managed to keep the person safe.
	[bookmark: _Hlk119585469]Source of Evidence
	What “Good” looks like
	Support

	· Care plan
· Risk assessments
· Timetable for review (could be a matrix, list of dates, or recorded on each care plan)
· Care Plan Review P&P
· Sources of info that may trigger a review – e.g. handover notes, 
communication book
	· Reviews are frequent enough to reflect any changes, particularly if reliant on agency staff.
· Reviews are in line with service’s policy.
· Clear path from identifying a change in need to updating the care plan.
	




[bookmark: _A10_–_Daily]A10 – Daily records, fluid charts template
Evidence that daily records are maintained with up-to-date information to reflect the current needs of the individual.
	[bookmark: _Hlk119588633]Source of Evidence
	What “Good” looks like
	Support

	· Daily records
· Food & Fluid charts
· PBS records (if appropriate)
	Daily Records
· No generic statements (or tick boxes if electronic).
· Records are personalised, giving a sense of the SU and events.
· Factual, respectful, professional records.
· Records are made at the time, not retrospectively.
· Date, time and name of recorder are clear, signed if paper record.
· Any issues identified are followed through.

Food & Fluid Charts
· The form itself is appropriate – includes target intake, daily totals and escalation process (completion of form = A12)

PBS Records
The service is completing appropriate de-briefings following an incident. This is clearly documented and inclusive of any PBS strategies followed.
	Ombudsman issues guide for care providers on good record keeping - Local Government and Social Care Ombudsman




[bookmark: _A11_–_Independence,]A11 – Independence, goals, quality of life
Evidence that the care planning and support is designed to maximise the person’s independence and quality of life and that people are supported in setting goals to maximise their independence and improve their quality of life wherever possible.
	Source of Evidence
	What “Good” looks like
	Support

	· Care plan
	· Care plan clearly states how to support independence, including what staff are to support with and what SU can do themselves.
· SUs have the opportunity to manage their own independence, such as personal care & medication.
· Technology is used to improve quality of life.
· SU’s personal goals are recorded and dated.
· Progress towards goals is reviewed, new goals set as appropriate.
· Care plan includes info about likes, dislikes, hobbies and interests to support goal setting and improved quality of life.

PBS - There is evidence the provider adheres to an ‘Active Support’ model of care. Is there support in place for people to learn and develop new or existing skills, particularly those which could increase communication and enhance quality of life
	



Meeting Nutritional Needs
[bookmark: _A12_–_Dietary]A12 – Dietary restrictions, IDDSI, allergies, likes & dislikes, completion of food & fluid charts
Care plans clearly and accurately document any dietary restrictions, choices, allergies as well as likes and dislikes.
	Source of Evidence
	What “Good” looks like
	Support

	· Care plan
· Food & fluid charts (completion of)
· IDDSI
· Healthy eating literature/pictorials
· Kitchen walkaround
	· Care plan and kitchen docs both record likes and dislikes
· Care plan and kitchen docs record food restrictions (cultural/allergies)
· Any SaLT assessments are current and reflected in care plan and kitchen docs
· Any modified diets are clear, with reference to IDDSI in care plan and kitchen docs
· Well-completed food & fluid charts (issues with form itself = A10)
· Care plan and kitchen docs indicate pureed diets are presented using moulds or piping as appropriate.
	IDDSI - IDDSI Framework

Obesity - NHS (www.nhs.uk)

Age UK Norwich Hydration resources for Health Coaches and Healthcare Professionals

Guidance on the management of alcohol in care settings - Care Quality Commission




[bookmark: _A13_–_Nutritional]A13 – Nutritional assessment info, MUST, weight charts
Care plans include appropriate details of nutritional assessment information and the use of a ‘MUST’ if indicated and required.
	Source of Evidence
	What “Good” looks like
	Support

	· Care plan
· MUST
· Weights chart
· Calibrated scales
	· Care plan includes nutritional assessment
· Weight charts completed regularly, frequency justified in care plan, and issues are acted upon
· If a MUST is required it is completed and checked regularly, issues are acted upon
· If MUST no longer required it is signed off by a dietician
· If MUST/weights are not appropriate, another option to monitor BMI changes has been considered, e.g. mid upper arm circumference
	The ‘MUST’ Toolkit | BAPEN

Obesity - NHS (www.nhs.uk)

Dietetics, Nutrition and Blood - Knowledge NoW







[bookmark: _A14_–_Specialist]A14 – Specialist Services, including SaLT Assessment
If required as part of the service to the individual the care and support plans should evidence details of support to access any specialist services that are required as well as a clear record of any guidance.
	Source of Evidence
	What “Good” looks like
	Support

	· Copy of relevant assessment by specialist service (e.g. SaLT)
· Care plan
· Risk assessments
· Records of professional visits
	· If an assessment has been completed by a specialist service relating to nutrition and hydration, a complete copy of this is on file.
· Care plan updated in a timely manner as a result of assessment – guidance available to staff at the point of care
· Risk assessment updated in a timely manner as a result of assessment, e.g. risk of choking
· Risk assessments in place to support deviation from professional guidance (unwise choices)
	



Co-operating with Other Providers
[bookmark: _A15_–_Co-operating]A15 – Co-operating with other Providers, support to access medical appointments
Where the responsibility for the person’s care and support is shared with other providers, the care and support plans should evidence this co-operation, or where a named person is transferred to one or more service(s) records should reflect this appropriately.
	Source of Evidence
	What “Good” looks like
	Support

	· Care plan
· Daily records
· Did Not Attend/Was Not Brought policy
	Where appropriate, care plans should evidence actions taken when a person needing support to attend a health appointment declines to go.  This should be in line with a robust Did Not Attend/Was Not Brought (DNA/WNB) policy. 

If care is shared with another provider:
· Clear indication of shared responsibility and stakeholders
· Information is shared effectively and in line with GDPR
· Care plan includes arrangements for SU transferring between services
	



Safeguarding People who Access the Service from Abuse
[bookmark: _A17_–_DoLS][bookmark: _A17_–_Maintaining]A17 – Maintaining safety, restrictive practice, DoLS
Assessments, together with and care/support plans effectively maintain people’s safety and DoLS are only used when in the best interests of the person accessing the service.
	Source of Evidence
	What “Good” looks like
	Support

	· Care Plan
· Risk Assessments
· DoLS applications/authorisations
	· Restrictive practice is only used to prevent serious harm. It must be the least restrictive option, applied for the shortest possible time, carried out with the correct authorisations beforehand.
· DoLS in line with good practice, before applied for and also once it is in place (e.g. access to walks with a carer etc). 
· Evidence that conditions are an integral part of the care delivery; and also, where there are no conditions, ensuring least restrictive practice.


PBS - Evidence of effective use of reactive strategies, including distraction, change to the environment and de-escalation with the end goal of bringing incidents to a close as quickly and as safely as possible, using the most respectful and least restrictive methods.
	Restrictive practice — a failure of person-centred care planning? | by Care Quality Commission | Medium

Deprivation of Liberty Safeguards (DoLS) at a glance - SCIE

The Mental Capacity (Deprivation of Liberty: Standard Authorisations, Assessments and Ordinary Residence) Regulations 2008

Deprivation of Liberty Safeguards - Norfolk County Council



Management of Medicines
[bookmark: _A16_–_Medication]A16 – Medication Consent & Involvement
Care & support plans document that people accessing the service have been involved in all decisions regarding their medications (where they have capacity to do so). If medication is administered covertly this is evidenced by an assessment of capacity and best interest decision making and signed agreements from the GP and pharmacy provider.
	Source of Evidence
	What “Good” looks like
	Support

	· Care Plan
· Medication assessment
· Record of GP involvement
· MCA & Best-interests decisions relating to meds
· LPA for health and welfare
	· Signed consent by SU or appropriate representative – can be included with general consent to receive care if highlighted within this.
· Capacity assessments and best interests decisions specific to medication
· Risk assessments for those self-medicating, signed by SU

· SU/rep involved in medication decisions and care planning
· E.g. how and where to take meds
	Regulation 11: Need for consent - Care Quality Commission

Recommendations | Managing medicines in care homes | Guidance | NICE




People’s Experience

Respecting and Involving People Accessing the Service
[bookmark: _B01_–_Treated]B01 – Treated with dignity and compassion
Through observation of staff interaction and discussion with people there is evidence that people are not discriminated against, are treated as an individual and their diversity is respected and their privacy, dignity and independence is maintained and upheld at all times. People are treated with kindness, compassion and empathy. Care workers are seen to support people’s choices and preferences in regards the way their care and support is delivered.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
· Observation of staff practice
	Discussion, observation and examples of:
· People feeling treated with dignity, respect, kindness and empathy
· People not being discriminated against
· Independence being promoted
· Choices and preferences being supported
	



[bookmark: _B02_–_Availability]B02 – Availability of information, involvement in decisions
Through observation of staff interaction and discussion with people there is evidence that Individuals are always placed at the centre of their care and provided with appropriate and adequate information to enable them to make informed decisions about the care and support they receive.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
· Observation of staff practice
	· People confirm receiving copies of their care plan, the provider’s Service User Guide and Statement of Purpose, and any other relevant documentation.
· People confirm they understand/were supported to understand the above.
· People confirm they are involved in decisions about their care and the service.
	



[bookmark: _B03_–_SU]B03 – Feedback from SU to the provider
People confirm that they are encouraged to provide feedback about how the service might be improved and confirm that that they are listened to and their feedback is acted upon.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
	· People confirm they are encouraged to provide feedback.
· Examples of how feedback is considered and acted upon.
· People discuss they ways their feedback is collected:
· Surveys
· Suggestion box
· Meetings (in person, online)
· Newsletters
	



[bookmark: _B04_–_Maintaining]B04 – Maintaining relationships & community engagement
People spoken with (where appropriate) confirm that they are supported to maintain relationships with family, friends and the community in which they live and are supported to play an active role in their local community as far as they are able and wish to do.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
	· People say they are supported to access community groups based on their interests.
· Family and friends are welcomed.
· SUs are supported to visit family and friends at home.
· Supporting informal carers.
· Involving voluntary sector, e.g. befriending, Friend in Deed.
· Supporting SU to manage difficult family dynamics.
	



[bookmark: _B05_–_Activities]B05 – Activities
People spoken with confirm that they are supported to enjoy a variety of activities and social opportunities and these are based on their preferences and strengths and form part of everyday life.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
· Observation
	· People confirm their activity choices are respected and implemented.
· People enjoy the activities.
· Activities are delivered as scheduled.
· Range of group and 1-1 activities.
· Staff engage with SUs and encourage participation appropriately.
	



Consent
[bookmark: _B06_–_Staff]B06 – Staff obtain consent
Through observation there is evidence that staff understand when to obtain consent, when to take verbal or implied consent and how to document records of consent.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
· Observation
	· Staff seek verbal consent before offering support.
· Non-verbal methods of communication used.
· Staff seek implied consent where appropriate.
	



Care and Welfare of People Accessing the Service
[bookmark: _B07_–_SUs]B07 – SUs involved in care planning & goal setting
People spoken with confirm that they are involved in their assessment and care & support planning, they are supported in setting goals to maximise their independence that meets their needs and preferences and this is reflected in a written care plan that is regularly reviewed with their (and their carers) involvement.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
	· People confirm they are aware of their care plan.
· People confirm they were involved in creating their care plan, and in regular reviews.
· People’s choices and preferences are reflected in their care plans.
· Cross-reference with A03 and A04 for appropriate involvement of SU’s representatives.
	



[bookmark: _B08_–_SU]B08 – SU can name their Key Worker
If a key worker system is in place then people accessing the service are aware of who their named care worker is.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
· Observation
	Not assessed: No keyworker system in place.

· People can name their key worker(s).
· People are aware of the key worker’s duties.
· People are updated when there is a change in key worker.
· Picture and name of key worker displayed in room if appropriate (e.g. cognitive impairment).
	Not designed to be a test of memory – consider whether people are aware of their key worker and their duties. 



[bookmark: _B09_–_Needs]B09 – Needs met safely, welfare protected
Observation of care staff interaction and care delivery demonstrates that the person accessing the service remains safe; their needs are adequately met; and their welfare is protected and that delivery of care is effective, enabling and maximises the person’s independence and quality of life.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
· Observation
	· Any moving & handling observed is completed safely, promoting dignity and respect.
· SUs appear well cared for (cleanliness, appearance, 
wellbeing, nails, hair, attire).
· Any restrictive practice is only used to prevent serious harm and is the least restrictive option, implemented in line with robust care planning in A17.

· People report feeling safe during M&H transfers.
· People report being well cared for as above.

PBS - Observations conclude staff support service users whose behaviours challenge appropriately and in line with their PBS plan.  In particular, staff spend more time delivering proactive strategies than they do reactive.
	



Meeting Nutritional Needs
[bookmark: _B10_–_SUs]B10 – SUs given info and choice about food – records and interviews
People accessing the service confirm that they are provided with information about food choices, supported to eat a healthy and balanced diet and are offered a choice of food and portion size that meets their preferences.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
	· People confirm they are offered a choice of food that meets their preferences and needs.
· This includes being given information about healthy eating, and being able to choose healthy options.
· People say they are involved in menu-planning.
· People say portion sizes are appropriate.
	



[bookmark: _B11_–_Staff]B11 – Staff observed to support food choices
Staff are observed to offer choice and advice as appropriate and understand individual preferences and support these.
	Source of Evidence
	What “Good” looks like
	Support

	· Mealtime observation
· Menus
	· Menus are available offering a variety of food including healthy options.
· Staff are observed to offer choice of meal and portion size.
· Staff are observed to support individual needs, e.g. modified diets, allergies.
· Staff are observed supporting SUs to be as independent as possible.
	Eating a balanced diet - NHS

Dysphagia Recipe Hub - Great Tasting Recipes From OHK (oakhouse-kitchen.com)

Home - Viscgo

Former Nottinghamshire care home provider and registered manager ordered to pay £64,491 after failing to provide safe care and treatment - Care Quality Commission (cqc.org.uk)





[bookmark: _B12_–_Choice]B12 – Choice of where, when, what and how to eat
Discussion with people accessing the service and observation in the service confirms that there is appropriate access to food and drink and that these are provided in environments that promote people’s dignity and they have a choice about whether to eat alone or with company.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
· Observation
	· People have a choice where to eat meals.
· Dignity is promoted whilst eating and drinking (e.g. adapted cutlery, bibs, support to eat).
· People have access to snacks outside of mealtimes.
· Access to food, snacks and drinks does not present a risk to those on a modified diet.
	



[bookmark: _B13_–_Food]B13 – Food hygiene – observed practice
Observation of staff practice confirms appropriate behaviour in relation to food and hygiene.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
	· Kitchen and serving areas visibly clean, surfaces intact.
· No flies/pests (look for fly screens & pest control).
· Coloured coded chopping boards with instructions.
· Appropriate hand hygiene for staff and SUs (are SUs encouraged to wash hands before eating?).
· Separate sinks for food preparation and hand washing.
· Open packets of food labelled with date of opening/expiry
· Fridge (max 8°C, set to 5°C) and freezer temperatures.
· Meal temperature records.

Note: 
No requirement for residents to wear gloves/aprons in LD homes etc. 
If kitchen not lockable, risk assessment in place.
	Safer food, better business supplement for residential care homes | Food Standards Agency

Chilling food correctly in your business | Food Standards Agency

Search for ratings | Food Hygiene Ratings

Scores on the Doors - Official Food Hygiene Ratings



Co-operating with other Providers
[bookmark: _B14_–_Support]B14 – Support to access hospital & GP appointments, and other health, social care and support services
Where applicable there is evidence that staff support people to access other social care or health services as and if required.
	[bookmark: _Hlk169100057]Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
	· People confirm that staff support them to access other health and social care services, e.g. GP, hospital appointments.
· Family are kept informed.
	



Safeguarding People who Access the Service from Abuse
[bookmark: _B21_–_Feel]B21 – Feel safe, supported with safeguarding alerts
People confirm that they feel safe and observations of care practice confirm this to be the case. Anybody spoken with that have been subject to a safeguarding are able to confirm that they were supported appropriately by the provider.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
· Observation
	· Observations of care practice do not raise any safeguarding concerns.
· People report feeling safe within the service.
· If the person interviewed has been involved in a safeguarding concern, did they feel supported?
	



Cleanliness and Infection Control
[bookmark: _B15_–_PPE]B15 – PPE & Infection Prevention and Control – observation of staff
Staff are observed to follow good practice in relation to cleanliness & infection control.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
	· Staff use, don and doff PPE in line with provider’s policy and national guidance.
· Staff maintain appropriate hand hygiene.
	



Management of Medicines
[bookmark: _B16_–_Meds]B16 – Medication administration observed
Staff are observed to handle medicines safely, securely and appropriately.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation of medication administration
	· Staff explain meds and gain consent.
· Staff administering meds wear a tabard to show they are not to be disturbed.
· Meds administered as prescribed.
· Meds administered in line with SU preferences.
· Meds administered in a dignified manner.
· Same staff administering the meds signs the MAR chart (or completes eMAR).
· Meds are stored securely during administration (e.g. trolley locked).
· PRN and homely meds administered in line with protocols.
	Single use medicine pots



[bookmark: _B17_–_SUs]B17 – SUs involved in medication decisions
People accessing the service confirm that they are involved in decisions regarding their medication.
	[bookmark: _Hlk169100184]Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
	· People confirm they are aware of their medication and what it is for (as much as possible).
· People confirm they take meds according to their preferences (e.g. in private in their room).
· People feel they have a say in what they take and why.
· LPA for Health and Welfare involved as appropriate.
	



Staffing and Staff Deployment
[bookmark: _B18_–_Sufficient]B18 – Sufficient staffing – observation and SU interview
Through observation and discussion with people accessing the service, they confirm that there are sufficient staff on duty with the right knowledge, experience, qualifications and skills to provide effective care and support and that the staff are able to communicate effectively and appropriately with people who may have a variety of needs.
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
· Observation
	· Observations indicate there are enough staff in communal areas and to meet 1:1 needs.
· Call bells are answered in a timely manner.
· People spoken with feel there are enough staff during the day and night.
· People spoken with say they are not rushed.
· People spoken with feel staff have the right skills and training to meet their needs.
· People spoken with feel confident and comfortable with staff.
	



Using Information and Dealing with Complaints
[bookmark: _B19_–_Complaints]B19 – Complaints – SU information and knowledge
People spoken with are aware of how to complain and are supplied with information on what to do and how to contact the provider, LA / LGO
	Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
	· People spoken with can describe how they would make a complaint.
· People are aware of escalation, e.g. NCC, CQC, Local Government & Social Care Ombudsman.
· People spoken with have received information about how to complain covering the above.
	



[bookmark: _B20_–_Complaints]B20 – Complaints – SU supported
People confirm that they feel they would be supported if they have had cause to complain and, if they have had cause to make a complaint, confirm that they were kept informed of the outcome in a timely manner and that the service learnt from the complaint.
	[bookmark: _Hlk169102314]Source of Evidence
	What “Good” looks like
	Support

	· SU interview
· Relative interview
	· People say they would be comfortable making a complaint to the service if needed.
· People feel that management would be supportive and act on their complaint, and that they would be kept informed.
· If the person has made a complaint, they give examples of the above, and confirm they were satisfied with the response.  Progress updates were in line with the provider’s policy.
	




Staff Knowledge & Understanding

Respecting and Involving People Accessing the Service
[bookmark: _C01_–_Dignity]C01 – Dignity and respect
Staff are able to explain how they ensure people are treated with dignity and respect.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff understand the need to be respectful to service users at all times and maintain their privacy. 
· Staff are aware of Service User’s life choices. 
· Staff understand the importance of supporting individual choice.
· Examples given to illustrate above.
· Aware of Equality & Diversity Policy.
	



Consent
[bookmark: _C02_–_Mental]C02 – Mental Capacity Act knowledge
Staff are able to describe how they ensure that the principles of the MCA are put into practice in their daily work.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff can describe the purpose of the Mental Capacity Act 2005.
· Staff give examples of how they follow the principles.
· Staff understand the importance of giving choice whenever possible.
· Staff can define the least restrictive option.
	



Care and Welfare of People Accessing the Service
[bookmark: _C03_–_Keyworker]C03 – Keyworker role
Staff understand and can explain the role of the keyworker if used in the service.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	(No key worker system in place = Not assessed)

· Staff can describe the role and duties of the key worker.
· Staff talk knowledgeably about SUs they are key workers for.
	



Safeguarding People who Access the Service from Abuse
[bookmark: _C04_–_Safeguarding]C04 – Safeguarding knowledge
Staff are able to explain how they would identify and prevent abuse and what they would do if they suspected that abuse had occurred, including their responsibilities under the Local Authority’s safeguarding and whistleblowing policy (and procedures) and who to report concerns to, both within and outside of the organisation.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff can describe Safeguarding and whistleblowing, including their responsibilities.
· Staff provide an example of possible abuse 
· Staff describe appropriate actions, including internal and external reporting
· Staff know where the whistleblowing and safeguarding policies are.
	Raising a concern | Norfolk Safeguarding Adults Board



[bookmark: _C05_–_Confirm]C05 – Confirm safeguarding training
Staff confirm that they have received appropriate training about safeguarding adults from abuse, MCA & DoLS.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff confirm receiving Safeguarding, MCA and DoLS training in line with policy/Skills for Care requirements
· Staff are aware of the protections under whistleblowing.
· Staff can give examples of the categories of abuse.
· Judgement call as to how many staff can recall – do they give a sense that they understand concerns and indicators?
· Staff are aware of any SUs with DoLS, including any conditions.
	



Cleanliness and Infection Control
[bookmark: _C06_–_IPaC]C06 – IPaC knowledge and confirm training
Staff confirm they have received appropriate training in respect to infection control and are able to explain how to prevent infection. Care workers are able to explain how they ensure appropriate waste management.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff confirm receiving IPaC training in line with policy/Skills for Care requirements.
· Staff describe how they minimise the risk of infection in their work.
· Staff describe appropriate use of PPE in line with current guidance.
· Staff know where to obtain PPE, and how to don and doff.
· Staff have good knowledge of IPaC processes such as laundry, clinical waste.
	Infection Prevention and Control - Knowledge NoW

Statutory and mandatory training



Management of Medicines
[bookmark: _C07_–_Meds]C07 – Medication knowledge & competence, training
Staff where responsible are able to explain the appropriate handling of medications, that they have undertaken the required training and competency skills in line with the mandatory training requirements and are aware and follow any local requirements under the contract.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff confirm training and competencies in line with policy/best practice.
· Staff describe administering medication safely
· Staff can explain the difference between prompting, assisting and administering medication.
· Staff explain good practice around PRN medication
· Staff explain good practice around covert administration.
	



Safety, Availability and Suitability of Equipment
[bookmark: _C08_–_M&H]C08 – Moving & Handling training, knowledge and competence
Staff confirm that they have received appropriate training on how to use equipment safely and that they are confident to do so and that support is available if required.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff confirm training and competencies in line with policy/best practice.
· Staff can describe safe moving and handling transfers, including number of staff, and checks of equipment (e.g. hoist and sling checks before use).
· Staff say there is enough suitable equipment available.
	



Staffing and Staff Deployment
[bookmark: _C09_–_Staffing]C09 – Staffing levels
Staff confirm that staffing levels are appropriate and sufficient and that they feel there are robust mechanisms in place to manage both expected and unexpected changes in the service in order to maintain safe, effective and consistent care (for example to cover sickness, vacancies, absences and emergencies).
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff interviewed feel there are enough staff employed at the service.
· Staff do not feel rushed, domiciliary care staff report having enough travel time.
· Managers are always available for support.
· Staff don’t feel pressured to take on shifts (when they don’t want to).
· Staff feel they and their colleagues are trained and competent.

Unexpected changes:
· Staff confirm all SUs have PEEPs and can describe their purpose.
· Staff are familiar with the location and purpose of the business continuity plan.
· Staff have participated in a recent fire drill, in line with policy.
	



Staff Support
[bookmark: _C10_–_Induction]C10 – Induction and Care Certificate
Staff confirm that they have received an appropriate induction at the start of their employment in line with the Skills for Care – Care Certificate.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff confirm receiving a structured induction to the service, including orientation, training, shadowing, and requirements of the role (P&Ps).
· Staff say their induction left them feeling confident to deliver care.
· Staff were observed working and signed off by management before working unsupervised.
· The induction as a whole was signed off by staff and manager.
· Staff felt supported by managers and colleagues during their induction.

· New staff new to care are completing the Care Certificate, including competency observations (not just knowledge elements via eLearning).
· These staff understand the purpose of the Care Certificate.
	



[bookmark: _C11_–_Supervision]C11 – Supervision & appraisal
Staff confirm that they receive appropriate and regular supervision that is in line with the contract requirement. That their performance is appraised and that they receive an annual review.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff confirm receiving regular supervision in line with provider’s policy.
· Staff find supervision meetings useful and supportive (with examples of how)
· Performance and development are discussed and recorded.
· Staff confirm receiving an annual appraisal, they have input into this, and find it a supportive development tool.
	



[bookmark: _C12_–_Training]C12 – Training
Staff confirm that they have undertaken appropriate training that this is refreshed and updated as required.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff confirm their mandatory training is up to date.
· Staff can request additional training 
· Staff are supported to develop in their role (e.g. NVQs, Champion roles, delegated responsibilities, management development).

PBS - Have staff received PBS training? What is their understanding of how to prevent behaviour that challenges, including making changes to the environment. Are staff aware of the service’s policy on PBS, do they feel that PBS is embedded within the service? Have staff had a competency. Have staff been signed off as ‘competent’ for specific PBS plans.
	



[bookmark: _C13_–_Agency]C13 – Agency staff induction
Where appropriate and when asked agency staff confirm that they have been inducted to the service appropriately.
	Source of Evidence
	What “Good” looks like
	Support

	· Agency staff interview
	· Agency staff confirm receiving an induction to the service, including shadowing and orientation.
· They confirm this left them feeling confident delivering care at the service.
· Agency staff can describe where to find key information.
	This applies to agency staff only, and only if you speak to them.  If there are no agency staff, or you don’t speak to them, this is “not assessed”.



[bookmark: _C14_–_Bullying]C14 – Bullying & harassment, positive culture
Care workers confirm that they feel supported and are aware of the mechanisms in place to prevent and manage bullying, harassment and violence at work.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff have seen the bullying and harassment policy, and know where to find it.
· Staff report a positive, supportive working environment.
· Staff say that managers are available and supportive.
· Staff feel that managers would respond appropriately if they had any concerns about the culture at the service.
· If staff have experienced issues, they were dealt with appropriately.
	



Assessing and Monitoring the Quality of Service Provision
[bookmark: _C15_–_Concerns]C15 – Concerns & whistleblowing
Care workers confirm that they would feel confident to raise concerns about risks to people and poor performance openly and would be supported by the management if they did so.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff feel they could raise any concerns with managers, and that these would be acted upon.
· There are appropriate channels for staff to raise concerns (formal & informal, e.g. supervisions, dedicated email address, 3rd party support.
· Staff have unrestricted access to the whistleblowing policy/information.
· Staff feel confident they could report concerns under whistleblowing (having described the policy and internal/external reporting in C04).
· Staff feel there is an open culture, where incidents are discussed and learned from.
	



Using Information and Dealing with Complaints
[bookmark: _C16_–_Team]C16 – Team meetings & feedback
Staff feel listened to and have the opportunity to raise issues and ideas through organised meetings, their views are taken into account and feedback provided.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff interview
	· Staff confirm they attend regular team meetings.
· Staff are notified about meetings in advance and are supported to attend.
· Staff are able to add to the agenda beforehand, and raise issues at the meeting.
· Staff feel that their ideas and input are appreciated and considered.
· Staff feel that meetings are worthwhile.
· Staff receive minutes from meetings.
	



Staff Training & Recruitment

Requirements Relating to Staff Recruitment
[bookmark: _D01_–_Recruitment]D01 – Recruitment records
Recruitment records confirm that the organisation has carried out all relevant employment checks when staff are employed, including (but not limited to) ensuring that all staff have a suitable DBS check before starting work, that the member of staff has the right to work in the UK and that they are registered with any relevant professional body and, where necessary, are allowed to work by that body.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff file
	· Application form containing:
· Name
· Address
· Full employment history, inc. start and end dates with month & year
· Declaration of criminal convictions

· Interview record.
· Right to work in the UK.
· 2 employment references from most recent employers, consistent with employment history, verified with referee.
· Additional references from any previous care roles.
· Health declaration completed after conditional offer made (any concerns followed up).

· Enhanced DBS for working with adults received before start date.
· Criminal record check for overseas applicants
· Appropriate risk assessment for any disclosure on DBS.

· PIN for nursing staff.
· Driving licence, car insurance with business use, and MOT if required.
· Photo ID.
· Optional Working Time Directive/48-hour week opt-out
	


Regulation 19: Fit and proper persons employed - Care Quality Commission

BHI Website

updated_pre-employment_health_questions_for_job_applicants.pdf

Recruitment and vetting (skillsforcare.org.uk)

Check a job applicant's right to work: use their share code - GOV.UK (www.gov.uk)

Employers' right to work checklist (accessible) - GOV.UK (www.gov.uk)

DBS checks: detailed guidance - GOV.UK (www.gov.uk)

ID checking guidelines for Standard/Enhanced DBS check applications from 22 April 2025 - GOV.UK

Guidance on the application process for criminal records checks overseas - GOV.UK

Maximum weekly working hours: Overview - GOV.UK (www.gov.uk)



[bookmark: _D02_–_Agency]D02 – Agency recruitment & training
Records show that when staff are provided by an external organisation that those staff, whether agency or voluntary, have been subject to the same level of checks and similar selection criteria as employed staff. Agency staff profiles are in place from the agency provider and there is evidence of an in-house induction.
	Source of Evidence
	What “Good” looks like
	Support

	· Agency staff file/folder
	· Agency profile to include:
· Photo ID
· Enhanced DBS number and date
· Training dates
· 2 satisfactory references
· Nursing: PIN & date
· Right to work

· In-house induction record, including
· Orientation
· Health & Safety, Fire procedures
· Who staff should contact in an emergency
· Introduction to staff & SUs
· Care plans
	



[bookmark: _D03_–_Checks]D03 – Checks on visiting professionals
Records evidence that other professionals and people who provide additional services are subject to any appropriate and necessary checks.
	Source of Evidence
	What “Good” looks like
	Support

	· Visiting professionals folder
· Visitors’ book
	· DBS check
· Public liability/appropriate insurance
· Registration with relevant professional bodies
· Visiting professionals sign visitors’ book
· Visiting professionals have ID badge
	E.g. hairdresser, chiropodist, fish tank cleaner, religious representative.



[bookmark: _D04_–_Contract,]D04 – Contract, PDP, Key policies, JD
The organisation has appropriate procedures and guidance to help ensure that all staff, including temporary and agency staff, students and trainees, have a clear understanding of their role and responsibilities.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff file
· Learning & Development file
· Staff handbook/code of conduct
	· Signed job description on file
· Contract issued on or before start date, signed by employee and employer
· Employee signs agreement to key P&Ps, could be as part of staff handbook or code of conduct.
· Learning and development plan on file (may be as part of Appraisal).
	Employment contracts | Acas




Staff Support
[bookmark: _D05_–_Induction]D05 – Induction records, Care Certificate
The provider maintains records to evidence that all staff receive appropriate in-house induction at the start of their employment and those new to care receive an induction in line with the Skills for Care – Care Certificate.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff file
· PDP
	· Care Certificate for staff new to care:
· Knowledge of 15 standards evidenced (e.g. Skills for Care workbooks, eLearning modules)
· Competence evidenced by observation in the workplace
· Signed off by manager/appropriate staff

· Induction record
· Reflects Care Certificate standards
· Defined induction with clear timescale
· Covers all knowledge and competence relevant to the role, including but not limited to:
· P&Ps
· Environment
· Mandatory training
· Shadowing
· Assessed as competent to work alone
· Induction signed off by management and employee.


PBS - Is PBS training incorporated into the services staff induction programme?
	Directly employed staff only – agency staff covered in D02.

Care Certificate (skillsforcare.org.uk)

The Care Certificate Framework (skillsforcare.org.uk)

Induction toolkit (skillsforcare.org.uk)






[bookmark: _D06_–_Supervision]D06 – Supervision & appraisal records
The provider maintains records to evidence that all staff receive appropriate supervision (as set out in the contract standards), that their performance is appraised and that they receive an annual review.
	Source of Evidence
	What “Good” looks like
	Support

	· Supervision Policy
· Supervision matrix
· Supervision records
· Appraisal matrix
· Appraisal records
· Competencies/Spot Checks (other than meds competencies in F01).
	· Supervision matrix indicates they occur regularly in line with policy
· Dip check of supervision records matches dates on matrix
· Supervision records evidence meaningful and supportive discussion, and address any concerns with SMART actions

· Annual appraisal for staff with appropriate length of service
· Appraisal includes input from manager and staff
· Appraisal includes training & development plan with dates
	If group supervisions are included, must evidence that it is relevant, meaningful and interactive; this must not be more than 50%, other 50% 1:1s.

Supervision (skillsforcare.org.uk)

Quality statement 6: Supervision of home care workers | Home care for older people | Quality standards | NICE



[bookmark: _D07_–_Training]D07 – Training records
The provider maintains records to evidence that all staff undertake both core training and additional training and this is refreshed and updated as required.
	Source of Evidence
	What “Good” looks like
	Support

	· Training matrix
· Staff training records
	· Mix of delivery, not relying on eLearning
· Training matrix shows all core/mandatory training is in date, in line with policies and/or Skills for Care guidance
· Legal requirement to provide training in LD & autism
· Training matrix includes any additional topics relevant to the role
· Training for kitchen staff on food fortification/diabetes diets/IDDSI
· Dip check of staff training records matches dates on matrix
· Evidence of learning on file (e.g. questionnaire, not just a certificate on file)
· Champions in some areas.


PBS - Staff have received appropriate and accredited PBS training.
	Core and mandatory training (skillsforcare.org.uk)

Training staff to support autistic people and people with a learning disability - Care Quality Commission (cqc.org.uk)

Training and development | Norfolk Safeguarding Adults Board




Environment, Equipment & General Safety

Safeguarding People who Access the Service from Abuse
[bookmark: _E08_–_Safeguarding]E08 – Safeguarding information displayed
Appropriate safeguarding information is on display in the Home.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
	· Safeguarding posters with correct contact details displayed in appropriate places around the home.
· (Current NSAB campaign at 19/12/2025 is “See something, hear something, say something”).
	Leaflets and posters | Norfolk Safeguarding Adults Board

Easy read information | Norfolk Safeguarding Adults Board

Learning disabilities and autism | Norfolk Safeguarding Adults Board



Cleanliness and Infection Control
[bookmark: _E01_–_IPaC]E01 – IPaC records and observations
Assessment of the environment confirms that the provider has effective arrangements in place to maintain appropriate standards of cleanliness and hygiene for the prevention, management and control of infection as identified in The Health & Social Care Act 2008 Code of Practice for health and adult social care on the prevention and control of infections and related guidance.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
· Cleaning records
· IPaC policy and procedure
	· Cleaning schedules are in line with policy and best practice.
· Cleaning schedules indicate what product is to be used.
· Cleaning records are fully completed for all areas of the home.
· IPaC audits are completed and effective.
· P&Ps are up to date and effective, including requirements for Acute Respiratory Infections (ARIs) and outbreak management.

· The home is visibly clean throughout.
· Surfaces are intact to allow effective cleaning.
· Taps and shower heads free from limescale.
· The home smells clean.
· Laundry procedures support IPaC, e.g. clean/dirty flow, red bags.

Specific observations which may be made:
· Bathrooms & toilets, including equipment such as commodes and bath chairs.
· Light pulls
· Cobwebs
· Inside microwave (B13?)
· Bins are pedal operated
	Health and Social Care Act 2008: code of practice on the prevention and control of infections - GOV.UK (www.gov.uk)

Infection prevention and control in adult social care settings - GOV.UK

Infection prevention and control in adult social care: acute respiratory infection - GOV.UK

Infection Prevention Control

Linen processing within adult social care: information sheet - GOV.UK (www.gov.uk)

Legionnaires' disease. The control of legionella bacteria in water systems (hse.gov.uk)









[bookmark: _E02_–_IPaC]E02 – IPaC information displayed
There is sufficient information provided to people, staff and visitors about infection prevention and control matters.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
	· Infection control information available on entry
· Hand sanitising gel available throughout home
· Handwashing posters displayed
· Visitors and staff adhere to guidance
	



Management of Medicines
[bookmark: _E03_–_Meds]E03 – Medication storage, temperature records, P&P includes homely & covert
Medicines are stored and administered safely including any homely remedies and covert medication.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
· Medication temperature record 
· Meds P&P contains guidance on homely and covert meds.
	· Medication storage is appropriate and secure (e.g. locked meds room, locked trolley secured to wall if not in locked room, meds cabinets secure).
· Cabinets/trolleys are organised and it is clear which meds belong to which SU.
· Dates of opening recorded on bottled and boxed medication.
· Controlled drugs are stored in line with legislation and guidance.
· Homely and Covert meds policies if applicable.
· Copy of covert risk assessment signed off by GP and Pharmacist.

· Medication temperature recording forms allow for:
· Room/cabinet temperatures to be recorded at least once per day.
· Meds fridge temperature to be taken once per day, recording minimum, maximum and current temperatures.
· Acceptable temperature ranges (usually between 2°C and 8°C) and actions to take if outside of these are clearly recorded.
· Actual completion of these forms in F01.
	Recommendations | Managing medicines in care homes | Guidance | NICE
· 1.12.2

Storing medicines in fridges in care homes - Care Quality Commission (cqc.org.uk)

Controlled drugs in care homes - Care Quality Commission (cqc.org.uk)

Controlled drugs in home care - Care Quality Commission (cqc.org.uk)




Safety and Suitability of Premises
[bookmark: _E04_–_H&S]E04 – H&S observations, decoration, personalisation
The premises are safe and ensure people accessing the service, staff and others are protected against the risks of unsafe or unsuitable premises.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
	· No health & safety concerns on walk around
· Fire escapes not blocked
· Fire extinguishers checked for service date, stored on wall or in holder on floor.
· Vacant bedrooms are locked to reduce fire risk.
· Large furniture secured to wall to prevent tipping
· Other items (e.g. pictures) secured to wall or risk assessed.
· Radiators and pipes covered to reduce risk of burns
· No trip hazards, worn carpets
· Suitable environment for moving & handling transfers
· Hazards not accessible to SUs, e.g. COSHH cupboard, kitchen knives, detergents (or risk assessment in place).
· Bins are secure to reduce the fire risk

· Environment well maintained, in good decorative order.
· Rooms are personalised to reflect SU’s tastes, personality and interests.
	Health and safety in care homes (hse.gov.uk)

Working with substances hazardous to health: A brief guide to COSHH (hse.gov.uk)

Fire safety risk assessment: residential care premises - GOV.UK
Section 1.1, 1.2, 3.1 for bins



[bookmark: _E05_–_Risk]E05 – Changes to the environment to support specific needs, environmental risk assessment
The use of the premises ensures that people accessing the service with specific needs are taken into account, appropriate changes are made and that effective risk management is in place to reduce identified risks.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
· c/r care plans to identify specific needs
	· Changes made to support a specific group, e.g. those with dementia (dementia-friendly colour schemes, visual signposting etc.)
· Changes made to support an individual, e.g. someone bedbound having ceiling displays.
· Appropriate/innovative use of technology.
· Environmental risks to individuals and/or specific groups are assessed and mitigated.
· Risk assessments in place for specific needs, e.g. oxygen storage, bath hoist, lift.
	How to make your home dementia friendly - NHS (www.nhs.uk)
(Advice for private residences)

Dementia Friendly Design for Care Homes | Dulux Decorator Centre

Assistive technology - Norfolk County Council



[bookmark: _E06_–_Security]E06 – Security
There are appropriate security arrangements in place to address the risk of unauthorised access to protect people who use the premises.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
	· Access to the home is secure
· Visitors sign in, staff check ID
· Windows have appropriate restrictors fitted (reduce opening to 100mm or less, need a special tool or key to override), or risk assessment in place.
· CCTV (with notices and policy)
	

Falls from windows and balconies in health and social care HSIS5 (hse.gov.uk)

Issue 7: Falls from windows - Care Quality Commission (cqc.org.uk)

Installing CCTV? Things you need to do first | ICO



Safety, Availability and Suitability of Equipment
[bookmark: _E07_–_Equipment]E07 – Equipment safety and use, LOLER
Equipment is suitable for its purpose, available, properly tested and maintained, used correctly and safely, is comfortable and promotes independence and is stored safely.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
· LOLER servicing records
· Equipment servicing records
· Tumble dryer lint removal records
· PAT records
	· Moving & handling equipment checked has appropriate inspection label from within the last 6 months.
· LOLER records show all equipment has been inspected in the last 6 months (includes lifting equipment in vehicles).
· Moving & handling equipment is stored safely.
· Daily check of pressure mattresses (correct for SU weight, all cells inflating).
· Other equipment is stored and maintained appropriately, e.g. food probes calibrated and stored safely.
· Daily lint removal from tumble dryers to reduce fire risk
· Bedrail maintenance and checks.
· Bed rail docs include database of equipment and servicing schedules.  Beds should meet international standards.

· Portable Appliance Testing completed annually by a competent person (recommended, not legal requirement).
	Thorough examination and testing of lifts (hse.gov.uk)

Guidance-for-the-safe-management-of-linen-161024.pdf
Includes tumble dryer safety.

National Patient Safety Alert: Medical beds, trolleys, bed rails, bed grab handles and lateral turning devices: risk of death from entrapment or falls (NatPSA/2023/010/MHRA) - GOV.UK




Leadership, Quality Assurance & Management

Management of Medicines
[bookmark: _F01_–_Meds]F01 – Medication records - MARs, Audits, Competencies, Med Temp chart completion, PRN Protocols, GP reviews
Appropriate records are maintained around the prescribing, administration, monitoring and review of medications.
	Source of Evidence
	What “Good” looks like
	Support

	· MAR charts
· PRN Protocols
· Medication audits
· Medication policy and procedures
· Meds temps completion
· Medication competency records
	· MAR charts include:
· SU Photo from within last 12 months
· SU’s full name, DOB, address or room number, GP practice
· Any allergies with type of reaction
· Name, form strength and dose of medicine
· Route of administration
· Any special instructions
· MAR charts are fully completed with correct entries/ codes, and time administered.
· Time-specific medication is administered as prescribed
· Amount of variable dose medication is recorded
· Handwritten MARs signed by author, checked and counter-signed by second skilled person.
· PRN meds evidenced as given in line with protocols

If a domiciliary care service uses digital/eMARs, they should address the risk of information not being available to the SU and emergency services.  If they use both eMARs and paper MARs, they should consider the risks associated with duplication.

· PRN Protocols are available at the point of administering, reviewed monthly, and contain the information in the guidance here.

· Medication temperature records detailed in E03 are well-completed.

· Weekly stock count & reconciliation
· Daily controlled drug count & reconciliation
· Internal/external/pharmacy audit highlighting any issues (including missed MAR entries), followed up in staff supervision, action plan completed.
· GP review of medication.
· Appropriate disposal/pharmacy return records
· Not holding excessive stock

· Staff medication competency assessed in line with policy, at least annually

· All practice (including PRN, homely remedies, covert administration, and CDs) is in line with medication policy, which is reviewed and updated appropriately.
	

[bookmark: _MON_1782571990]

Medicines administration records in adult social care - Care Quality Commission (cqc.org.uk)

External medicines - Care Quality Commission (cqc.org.uk)

When required medicines in adult social care - Care Quality Commission (cqc.org.uk)

Training and competence for medicines optimisation in adult social care - Care Quality Commission (cqc.org.uk)

Best Practice Guidance for Care Homes - Knowledge NoW





Staffing and Staff Deployment
[bookmark: _F02_–_Rotas]F02 – Rotas and staffing tools
Rotas and records show that there are sufficient staff on duty with the right knowledge, experience, qualifications and skills to provide effective care and support.
	Source of Evidence
	What “Good” looks like
	Support

	· Rotas
· Dependency tool
	· Rotas show there are enough staff at all times, with the skills to meet SUs’ needs.
· Staffing meets requirements of a dependency tool.
· Roles are clear, e.g. support worker, chef, activities, cleaning
· Full names are used
· Clearly indicate who is responsible for meds (where applicable).
· Agency staff are identified
· Staffing levels and skill mix must be reviewed “continuously” – suggest formal review monthly.
	Tips to help you to decide safe staffing levels for your service (skillsforcare.org.uk)

Rest breaks at work: Overview - GOV.UK (www.gov.uk)



[bookmark: _F03_–BCP,_grab]F03 –BCP, grab bags, PEEPs
The provider has robust mechanisms in place to manage both expected and unexpected changes in the service in order to maintain safe, effective and consistent care (for example to cover sickness, vacancies, absences and emergencies).
	Source of Evidence
	What “Good” looks like
	Support

	· Absence cover procedure
· Business Continuity Plan
· Observation – grab bag
	· Robust absence cover procedures, may include on-call system, bank staff

· BCP includes:
· Clear procedures for emergency situations, such as extreme weather, fire, flood, pandemic
· Contact details for key staff
· Contact details for utilities
· Contact details for key suppliers (meds, food etc.)
· Emergency alternatives (e.g. takeaway/delivery if kitchen not available, alternative accommodation with address and contacts)
· Procedure for loss of heating
· How to access key information in an emergency
· Suitable and secure procedure for data backup and restore
· Impact of losing sponsored workers/sponsorship licence (if applicable)

· BCP is reviewed at least annually.
· Managers demonstrate good knowledge of emergency procedures, ideally having tested these.
· Lessons learned are recorded and acted upon.

· Grab bag(s) available at appropriate locations
· Grab bag contains SU PEEPs, BCP, emergency equipment e.g. torch, hi-vis jackets, foil blankets.
	Business continuity planning guidance and template - Care Provider Alliance

Resource Library – The Care Provider Alliance

Business Continuity Plan for Data and Cyber Security | Digital Care Hub

Business Continuity Plan Audit Tool - Digital Care Hub




Assessing and Monitoring the Quality of Service Provision
[bookmark: _F04_–_Surveys,]F04 – Surveys, suggestions, incident review
Records show that the provider continually gathers and evaluates information about the quality of services to ensure that people receive safe, effective care and support. There is evidence that the Service uses information to improve services and that they learn and act on information received, (including, but not limited to: comments and complaints, incidents, adverse events, errors or near misses, audits and local or national reviews).
	Source of Evidence
	What “Good” looks like
	Support

	· SU surveys
· Relatives’ surveys
· Staff surveys
· Quality Assurance system to include analysis of 
· Complaints
· Incidents
· Audits
· Suggestion box
· External audits, feedback and support
· “You said, we did”
	· Quality surveys are completed annually, analysed, and acted upon (action plan created)
· Outcomes are shared with respondents

· Quality Assurance procedures show analysis of trends from audits of complaints, incidents, errors etc.
· Action plans created from the QA analysis, evidencing improvements.

· Feedback and support from external sources, such as MOCH, NorCA peer support, NCC Workforce Development team, IQS Provider Mentor

· “You said, we did” poster displayed.

PBS - There is evidence of a system that monitors both the effectiveness of a service user’s Behaviour Support Plan and how well it is implemented. For example: Reductions in challenging behaviour (frequency and severity) and Reductions in the use of restrictive practices. [Regulation 12/17]
	

[bookmark: _MON_1785931927]








[bookmark: _MON_1793445579][bookmark: _MON_1782571631][bookmark: _MON_1827674815][bookmark: _MON_1827674878][bookmark: _MON_1827674946]



[bookmark: _F05_–_Whistleblowing,]F05 – Whistleblowing & complaints P&P
The provider has clear mechanisms in place to enable people, including staff, to raise concerns about risks to people and poor performance openly and provide information about the quality of the service to people who use the service.
	Source of Evidence
	What “Good” looks like
	Support

	· Whistleblowing policy
· Complaints policy
	· Whistleblowing and complaints policies are reviewed and updated appropriately.

· Whistleblowing policy is available to staff without request.
· Whistleblowing policy contains internal and external reporting routes, including contact details for NCC and CQC.

· Complaints information is available to visitors.
· Complaints policy contains internal and external reporting routes, including contact details for NCC, CQC and Local Government and Social Care Ombudsman.
	F05 is about information and mechanisms – policies and procedures.  F06 is about what the service does with that information.

Contact us - Norfolk County Council

Contact us - Care Quality Commission (cqc.org.uk)

Home - Local Government and Social Care Ombudsman



Using Information and Dealing with Complaints
[bookmark: _F06_–_Complaints]F06 – Complaints records & management
There is evidence that the provider fully considers, responds appropriately and resolves, where possible, any comments and / or complaints received. That they learn from feedback and share this learning to improve the experience of people accessing the services. They keep adequate records about complaints, including any relevant and factual information about the investigation, responses, outcome and actions taken.
	Source of Evidence
	What “Good” looks like
	Support

	· Complaints log
· Complaints records
· Lessons learned
	· Complaints are acknowledged, investigated and resolved in line with policy.
· Complaints of all levels are recorded and acted upon (e.g. “grumbles” & concerns as well as formal complaints)
· Complaints records show appropriate investigation, resolution and communication.
· Improvements are made and communicated as a result of complaints.
	Resources for care providers - Local Government and Social Care Ombudsman










[bookmark: _F07_–_Meetings]F07 – Meetings – Staff, SU, relatives
There is evidence that the provider has a range of regular, organised meetings where Individuals, relatives and staff can provide feedback and this is listened to, acted upon appropriately and people are kept informed of the outcome.
	Source of Evidence
	What “Good” looks like
	Support

	· Staff meetings
· SU meetings
· Relatives’ meetings
	· Frequency of meetings is appropriate.
· Meetings are planned in advance, with attendees notified.
· Meetings are timed to maximise attendance.
· Attendees are able to add to the agenda and/or raise issues at the meeting.
· Actions from previous meetings are reviewed.
· SMART actions are recorded.
· Minutes are distributed appropriately.
	




[bookmark: _F08_–_LA]F08 – LA complaint sharing – Not Assessed
There is clear evidence that the provider shares appropriate details of complaints and the outcomes with the Local Authority.
	Source of Evidence
	What “Good” looks like
	Support

	· Not assessed
	
	Sharing complaints with NCC is not a contractual requirement.



Records
[bookmark: _F09_–_GDPR]F09 – GDPR & data accuracy
Personal records of people accessing the service are clear, accurate, factual, complete, personalised, fit for purpose, up-to-date, held securely and remain confidential.
	Source of Evidence
	What “Good” looks like
	Support

	· Observation
· Care plans
· Daily records
· IT systems
· DSPT
	· No SU personal data on display (including kitchen, Nurse Station etc. if visible to SUs & visitors)
· Care plans are stored securely
· Appropriate security for IT systems
· DSPT completed, standards met or exceeded
· CQC rating displayed conspicuously and legibly in the service
· CQC rating displayed on website
· CCTV registered with ICO, P&P in place
	What is personal data? | ICO

Data Security and Protection Toolkit | Digital Care Hub

Organisation Search (dsptoolkit.nhs.uk)

Training and support to help social… | Norfolk & Suffolk Care Support (norfolkandsuffolkcaresupport.co.uk)

Data Security And Protection In Social Care Course |Digital Care Hub

About Cyber Essentials - NCSC.GOV.UK

Data protection and your business: Using CCTV - GOV.UK

Regulation 20A: Requirement as to display of performance assessments - Care Quality Commission



[bookmark: _F10_–_DoLS]F10 – DoLS Log
The manager maintains a log to evidence the applications made for authorisation under DoLS, including the date sent, the outcome, the date of the outcome and date of expiry. If authorised the log records that CQC is notified.
	Source of Evidence
	What “Good” looks like
	Support

	· DoLS Log
· CQC notifications
	· DoLS applied for in line with capacity assessments in A03.
· DoLS log includes SU name/reference, date applied for, date authorised, date CQC notified with reference, any conditions, and renewal date.
· Any conditions are reviewed monthly as being met.
· DoLS not yet authorised are followed up in line with guidance from NCC.
· Any change of circumstances while waiting for authorisation are notified to the DoLS team.
· DoLS renewals are applied for in a timely manner, before existing DoLS expire.
	




[bookmark: _F11_–_Audits]F11 – Audits – ASC-WDF, Fire, electric, gas, legionella…
Records evidence that a range of appropriate and effective audits have been analysed and action plans developed. That action plans include time lines, the staff responsible and that any progress / completion of the actions is clearly recorded. Audits have clear robust criteria to ensure consistency. Best practice is for the provider to use external auditors to assess their service.
	Source of Evidence
	What “Good” looks like
	Support

	· Health & Safety file
· Fire safety 
· Water safety
· Electrical Safety
· Gas Safety
· Asbestos survey
· Company vehicles
· Environmental audit
· Emergency lighting
· Call bell system maintenance & audits
· ASC-WDS
· Capacity Tracker completion




Domiciliary Care
· Auditing visit start times, duration, continuity of care.
· Daily record audits

	Fire 
· Fire drill records with people involved, date and time, duration of drill, any actions.
· Able to evacuate overnight
· Fire alarm system – comprehensive testing of call points
· Carbon monoxide alarms in every room with a fuel-burning appliance, tested at least monthly.
· Fire doors activate and fully close
· Emergency lighting 
· Professional servicing of equipment (inc. extinguishers and doors)
· Cooker duct cleaning in large kitchens (in line with fire regs)
· Fire risk assessment: 
· Undertaken by a competent person (not necessarily external)
· Includes oxygen where used
· Written record to evidence annual review (“reviewed and date” written on it isn’t sufficient)
· Reviewed immediately if structure or use of building changes
· Identified actions are completed

Water
· Professional legionella risk assessment completed every 5 years.
· Legionella risk assessment completed and reviewed annually by a competent person.
· Annual water testing.
· Weekly flushing of little-used outlets
· Monthly water temperature checks:
· Cold taps run less than 20°C after 2 min
· Hot taps without TMV run over 45°C
· Hot taps with TMV run under 43°C (if over 43°C require risk assessment and scald warning sign)
Electricity
· Electrical Installation Condition Report – satisfactory,  completed within the last 5 years by a by a contractor approved to conduct Part P (Building Regulations) installations and assessments.

Gas
· Gas appliances, associated pipework, flues and ventilation are checked for safety at least once a year by Gas Safe registered engineers.

· Boiler (gas/oil) serviced annually

Asbestos
Likely to be present if the building was constructed or refurbished between 1950 and 2000.

· Professional asbestos survey completed, renewed after any disturbance of area.  
· Provider to review own asbestos risk assessment annually.
· The following information about asbestos is readily accessible to owners, managers, maintenance staff and contractors:
· its location
· the type of material (lagging, ceiling tiles, partition board etc)
· its condition 
· the type of asbestos (blue, brown or white)

Environmental Health & Safety audit completed with action plan.

· Window restrictors audited

Vehicles and drivers
· MOT and business use insurance as required.
· List of drivers with licence checks
· Minibus drivers have appropriate licence

Call bells
· Call bell system is professionally maintained
· Response times are audited with actions.

Adult Social Care Workforce Data Set
· ASC WDS is completed as contractually required.
· Automatic RI rating for F11 if not completed.


PBS - The service is seen to be completing audits and analysis’s of PBS strategies, de-escalation techniques, and the implementation of restrictive/non-restrictive PBS approved interventions. The results of these have been used to form an action plan which can be used to evidence improved staff understanding and/or a reduction in incidents. Referrals have been made to external PBS or other professional if required, as part of an action plan.
	Health and safety in care homes (hse.gov.uk)

Fire safety risk assessment: residential care premises - GOV.UK (www.gov.uk)

Fire safety in business premises - Norfolk County Council

Carbon monoxide | Devon and Somerset Fire and Rescue Service

Legionnaires' disease: A brief guide for dutyholders (hse.gov.uk)

Asbestos - HSE

PAT (Portable appliance testing) - HSE's answers to popular questions

Adult Social Care Workforce Data Set (skillsforcare.org.uk)




Fire doors must fit frame.  Intumescent strips (brush type or plastic type) should be a good fit with no break. Intumescent strips not on kitchen doors as attract grease, need cleaning if present.

Fire door studs (older homes may not have these):
· Blue – 30 mins (sufficient in care homes)
· Red – 45 mins




Safeguarding People who Access the Service from Abuse
[bookmark: _F12_–_Safeguarding]F12 – Safeguarding reporting & recording
Records evidence that safeguarding incidents are appropriately recorded and actions evidenced and improvements / changes are implemented where required.
	Source of Evidence
	What “Good” looks like
	Support

	· Safeguarding Log
· Safeguarding records
· Safeguarding analysis
· NCC safeguarding records (LAS, MLH spreadsheet)
	· Safeguarding incidents are clearly recorded and information is appropriately managed and accessible – a safeguarding log would be the easiest way to achieve this.
· Notifications made to NCC and CQC.
· Provider records in line with NCC records.
· Analysis of safeguarding alerts, with lessons learned leading to improved practice.


PBS - Evidence seen of staff not implementing effective behavioural support plans, leading to SU to harm
	

[bookmark: _MON_1827676280]

Policy and procedures | Norfolk Safeguarding Adults Board

NSAB-Concerns-Framework-condensed-2025.pdf

Falls-and-SG-for-care-and-health-services-April-24-.pdf (norfolksafeguardingadultsboard.info)

Medication Error and Safeguarding - Guidance for Providers | Norfolk Safeguarding Adults Board

Pressure ulcers: how to safeguard adults - GOV.UK (www.gov.uk)

7 minute briefings | Norfolk Safeguarding Adults Board



Additional guidance

Herbert Protocol | Norfolk Safeguarding Adults Board

Medicines information for adult social care services - Care Quality Commission (cqc.org.uk)

Notifications: guidance for providers - Care Quality Commission (cqc.org.uk)

Positive behavioural support (PBS) (skillsforcare.org.uk)

Positive behaviour support - Norfolk County Council

The PSR - The Priority Services Register (PSR) is a free UK wide service which provides extra advice and support, including when there’s an interruption to your electricity or gas supply - PSR

Skills for Care GO Online: Inspection toolkit
2 - PAMMS Guidance v0.3 16/03/2026
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Care Worker Induction Shadowing Record v0.2.docx
Care Worker Induction Shadowing Record for _____________________________________



		Date

		Time

		Service User

		Carer shadowed

		Tasks



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		







Care Worker Competency Sign-off Record for ________________





		Personal Care

		Date

		Time

		Service User

		Competent?

		Notes

		Observed by



		Washing

		

		

		

		

		

		



		Catheter care

		

		

		

		

		

		



		Incontinence pads

		

		

		

		

		

		



		Oral Care

		

		

		

		

		

		



		Hair care

		

		

		

		

		

		



		Dressing

		

		

		

		

		

		









		Moving & Handling

		Date

		Time

		Service User

		Competent?

		Notes

		Observed by



		Sit to stand

		

		

		

		

		

		



		Slide sheet

		

		

		

		

		

		



		Ross Return

		

		

		

		

		

		



		Sara Stedy

		

		

		

		

		

		



		Mobile Hoist

		

		

		

		

		

		



		Tracking Hoist

		

		

		

		

		

		



		Standing Hoist

		

		

		

		

		

		









		Infection Control

		Date

		Time

		Service User

		Competent?

		Notes

		Observed by



		Good hand washing technique

		

		

		

		

		

		



		Wearing appropriate PPE

		

		

		

		

		

		



		Don & Doff PPE

		

		

		

		

		

		



		Disposal of PPE

		

		

		

		

		

		



		Maintaining a clean environment

		

		

		

		

		

		









		Presentation & Conduct

		Date

		Time

		Service User

		Competent?

		Notes

		Observed by



		Wearing correct uniform

		

		

		

		

		

		



		ID displayed

		

		

		

		

		

		



		Appropriate communication

		

		

		

		

		

		



		Ensure safe & comfortable environment

		

		

		

		

		

		



		Promote emotional & spiritual wellbeing

		

		

		

		

		

		









		Food and drink

		Date

		Time

		Service User

		Competent?

		Notes

		Observed by



		Preparing meals safely

		

		

		

		

		

		



		Drinks offered in line with care plan

		

		

		

		

		

		



		Food and drink are accessible

		

		

		

		

		

		









		Medication competency completed on (date:)

		













I confirm that I am confident in completing the above tasks unsupervised, and will ask for support if presented with any situation I am unsure of.



Signed (Care Worker):	__________________



Date:			__________________







The care worker above has been assessed as competent to work unsupervised.



Signed (Manager):	__________________



Date:			__________________

IQS Provider Mentor Pilot Shadowing Record v0.2, 18/03/2025
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20240216 Mop Head Cleaning.docx
Mop Heads – info from IPAC to IQS 16/02/2024

The washing process should have a disinfection cycle in which the temperature of the load is either maintained at 65ºC for not less than ten minutes or 71ºC for not less than three minutes.

(Alternative time–temperature relationships may be used if the efficacy of the process chosen is equal to or exceeds that of the 65º or 71ºC processes).

They can be washed together if they meet the temperatures described above.

There needs to be particular care taken when laundering the red mops as these are likely to be contaminated with spores which are more resistant.

All items should then enter a drying process. Once removed they should be stored in a clean area, above floor level and not be kept in the laundry area.
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Monthly ipac overview of environment.docx
Monthly overview of environment

		Date

		

		Audit completed by

		



		Service name

		

		Job title 

		



		Audit reviewed by 

		

		Date reviewed

		







		Actions

		This Audit Tool should be completed monthly by the Manager or an IPC lead



		

		In the event of non-compliance, action plans should be produced and reviewed



		

		Completed audit tools should be kept locally for good practice assurance and as evidence for CQC inspections







		Overview of environment



Please circle correct answer 



		Bathroom

(atleast 2)

		Bedrooms

(atleast 10%)

		Cleaners room

		Laundry room

		Linen cupboard

		Toilets

(atleast 2 onsuite and 2 communal)

		Hairdressing room

		Main entrance

		Dining room

(Downstairs) 

		Lounge

(Downstairs)

		Halls corridors

(Downstairs)

		Dining room 

(Upstairs)

		Lounge 

(Upstairs)

		Halls corridors 

(Upstairs)



		Comments



		

All high and low surfaces are in 

good condition, free from dust, e.g. curtain tracks, shelving, 

skirting boards, windowsills, window openers



		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		



		Walls and ceilings are in good condition, free from dust and 

cobwebs

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Tiles and grouting are in good condition, clean and free from 

mould, e.g. no holes or cracks.

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Light fittings and shades are clean, e.g. free from dust, cobwebs, insects.

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

The floor covering is impervious and washable and sealed at any joints. N.B. Flooring should be coved between the floor and wall in clinical areas. 

Bath/shower/wet/en-suite rooms should have easily cleaned slip resistant flooring.



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		The floor is in good condition, clean and free from dust including all floor corners and behind doors.

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

To facilitate cleaning floor, the floor is either free from stored items or items stored on the floor are in wheeled wipeable lidded containers.



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Curtains/blinds are a washable material and are in good, clean condition 

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Fixtures and fittings, e.g.sanitary ware, extractor fans, 

ventilation grilles radiator covers are impervious, in good 

condition and clean.

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Furniture, including chairs, tables and foot stools, are in good condition and clean (check under cushions and underside of tables and foot stools).



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		A foot operated lidded and lined waste bin is available, in good condition and clean inside and out.

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		The area is free from 

inappropriate items and clutter, ornaments are kept to a minimum and wipeable.

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Paint work is clean, easy to wipe clean and free from chips/cracks.



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Area is included in cleaning schedules which  have been completed daily and free from gaps



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		







		Bathroom/Shower rooms (select at least 2 rooms)



		State which bathrooms/shower rooms checked:

		Yes

		No

		N/A

		Comments



		There is a facility for disposal of offensive waste, e.g. continence pads

		

		

		

		



		Hand hygiene facilities, including wall mounted dispensers for liquid soap (with single use cartridge) and paper towels, are available, in good condition and clean.

		

		

		

		



		Access to the handwash basin is clear

		

		

		

		



		The handwash basin is free from clutter, e.g. used items.

		

		

		

		



		Shower chair, shower head, bathmat, bath hoist, etc., are in good condition, clean and free from lime scale and stains, including surfaces underneath.

		

		

		

		



		Shower curtains are clean and free from mould and are included on the cleaning schedule.

		

		

		

		



		Pull cords are wipeable, clean and in good condition.

		

		

		

		



		Cleaning products are available for staff to clean communal bath, shower, and basins after each use.

		

		

		

		



		Cleaning products are not stored in the bathroom unless in a locked cupboard.

		

		

		

		



		Toiletries and other items, e.g. soap bars, shampoo, shower gel, facecloths, razors, etc., are for personal use, and returned to the resident’s room after use, not shared between residents

		

		

		

		



		The areas are free from inappropriate storage, e.g. hoists, slings, towels, excess stocks of gloves, bags.

		

		

		

		



		Bedrooms



		State which bedrooms checked (atleast 10%)

		Yes

		No

		N/A

		Comments



		The room is free from offensive odour, e.g. urine.

		

		

		

		



		Bed frames, headboards and mattresses are in good condition, clean and free from dust and soiling, e.g. body fluid stains.

		

		

		

		



		Hand hygiene facilities, including wall mounted dispensers for liquid soap (with single use cartridge) and paper towels, are available, for staff and are in good condition and clean.

		

		

		

		



		Access to the handwash basin is clear.

		

		

		

		



		Carpet/flooring is clean and free from soiling 

		

		

		

		



		Tall furniture is secured to the wall 

		

		

		

		



		The mattress has been subjected to a full audit in the last 3 months 

		

		

		

		



		Cleaners storage 



		Dedicated hand hygiene facilities, including a handwash basin with a lever tap (stand alone or part of a space saving janitorial unit, with lever or sensor mixer tap which does not run directly into the drain aperture, no plug or overflow), wall mounted dispensers for liquid soap (with single use cartridge) and paper towels, are available, in good condition and clean. If a lever or sensor tap is not available, staff use a paper towel to turn off the tap(s).

		

		

		

		



		A laminated ‘Hand hygiene technique for staff’ Poster is displayed.

		

		

		

		



		Access to the handwash basin is clear and free from clutter, e.g used items

		

		

		

		



		A laminated poster identifying the ‘National colour coding for cleaning materials’ is displayed.

		

		

		

		



		Cleaning equipment is colour coded in accordance with national guidance.

		

		

		

		



		Cleaning and nursing staff can describe the ‘National colour coding for cleaning materials and equipment’: 

RED for bathrooms, washrooms, showers, toilets, basins and bathroom floors 

BLUE for general areas including lounges, offices, corridors and bedrooms 

GREEN for kitchen areas including satellite kitchen areas and food storage areas 

YELLOW for bedrooms when someone has an infection and is cared for in their own room (isolated). Also used for any clinical areas – for example nurses treatment rooms

		

		

		

		



		Cleaning products comply with local policy e.g. ‘Safe management of the care environment Policy’

		

		

		

		



		All cleaning products are stored in a designated lockable area, e.g. cleaner’s room, in their original containers. If products are diluted, they are in a clean container, labelled with contents and the dilution and the dates the solution was made up and expire are recorded

		

		

		

		



		Disposable cloths are disposed of daily and when visibly soiled.

		

		

		

		



		Disposable mop heads used in areas that are not used for isolation, are discarded daily and when visibly soiled.

		

		

		

		



		Reusable mop heads used in areas that are not used for isolation are laundered daily and when visibly soiled, at the highest temperature the mop head will withstand.

		

		

		

		



		Reusable mop heads are replaced regularly depending on the frequency of use and if visibly stained

		

		

		

		



		Mop heads are thoroughly rinsed in clean warm water between use on the same day, e.g. mopping of a communal area takes place over multiple sessions, excess moisture removed and stored with the head uppermost with the use of wall mounted clips.

		

		

		

		



		Mop buckets should be cleaned after use, dried with paper towels, then disinfected and dried with paper towels, or stored inverted (upside down) to air dry

		

		

		

		



		Buckets are clean and free from dirt/grime

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		Laundry room



		There is a dirty to clean workflow process in place, e.g. washing machines are sited in the laundry room nearest to entering the room and the tumble driers sited after the washing machines.

		

		

		

		



		Only commercial washing machines and tumble driers are in use

		

		

		

		



		Machines (including dispensers) are in good condition and clean, e.g. free from dirt, dust, mould or congealed washing powder/liquid

		

		

		

		



		There is documented evidence linen is washed at 65oC for not less than 10 minutes or 71oC for not less than 3 minutes.

		

		

		

		



		A laminated ‘Hand hygiene technique for staff’ Poster is displayed.

		

		

		

		



		The handwash basin is free from clutter, e.g. used items.

		

		

		

		



		Laundry staff wear appropriate PPE, e.g. apron and gloves, when handling all used and infected linen

		

		

		

		



		Laundry waiting to be laundered is correctly segregated in the appropriate colour bags.

		

		

		

		



		Used linen and clothing is kept in a separate place from clean linen and clothing in the laundry room.

		

		

		

		



		Clean linen and clothing is not stored in the laundry room, only held for a short period prior to distribution

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		Linen cupboard



		A linen store room/cupboard is available (this should be separate from the laundry room, clean linen should not be stored in a laundry room).

		

		

		

		



		The room/cupboard is free from inappropriate items, e.g. fans, Christmas decorations, equipment

		

		

		

		



		Linen is stored on shelving and above floor level. If floor storage is necessary, items are in a wheel able container to avoid items becoming soiled and facilitate floor cleaning

		

		

		

		



		Shelving is impervious and in a good state of repair.

		

		

		

		



		

		

		

		

		



		Toilets (at least 2 on suite and 2 communal)



		State which toilets checked 

		Yes

		No

		N/A

		Comments



		There is a facility for disposal of offensive waste, e.g. continence pads.

		

		

		

		



		Hand hygiene facilities, including wall mounted dispensers for liquid soap (with single use cartridge) and paper towels, are available, in good condition and clean

		

		

		

		



		A ‘Stop the spread of germs - please wash your hands’ Poster is displayed.

		

		

		

		



		The handwash basin is free from clutter, e.g. used items.

		

		

		

		



		All surfaces of toilets including underneath are clean, e.g. seats, lids, hinges, handles and rails

		

		

		

		



		Pull cords are wipeable, clean and in good condition

		

		

		

		



		All surfaces of raised toilet seats including underneath, e.g. risers, support frame, are clean.

		

		

		

		



		All surfaces of commodes, including underneath e.g. the cover, seat and frame are clean

		

		

		

		



		The raised toilet seats and commodes have no damage/tears/rust that impedes effective cleaning.

		

		

		

		



		Staff can demonstrate how to clean a commode working from the top down.

		

		

		

		



		Staff can demonstrate how to clean a commode pan

		

		

		

		



		Toiletries and other items, e.g. soap bars, shampoo, shower gel, facecloths, razors, etc., are for personal use, and returned to resident’s room after use, not shared between residents.

		

		

		

		



		Shower chair, shower head, bathmat, bath hoist, etc., are in good condition, clean and free from lime scale and stains

		

		

		

		



		Supplies of toilet roll, pads, waste bags, etc., are minimal and items are not stored on open surfaces. Spare supplies are minimal and stored in a cupboard, drawer of lidded wipe able container

		

		

		

		



		Each toilet has its own toilet brush which is clean (no visible soiling or staining), there is no standing water in the brush holder and is air dried in toilet brush holder

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		Hair dressing room

		

		

		

		



		Hair wash basin is in good condition and clean.

		

		

		

		



		Hand hygiene facilities, including wall mounted dispensers for liquid soap (with single use cartridge) and paper towels, are available, in good condition and clean

		

		

		

		



		The handwash basin is free from clutter, e.g. used items.

		

		

		

		



		The chair is clean and in good condition

		

		

		

		



		Clean towels are stored separate from used towels

		

		

		

		



		Hair dressing equipment, e.g. hair driers, hair rollers, hair nets, combs and brushes, are clean, free from hair and washed after use

		

		

		

		



		The hair dressing trolley is clean and free from dust and hair.

		

		

		

		



		

		

		

		

		



		Main entrance



		The main entrance is clean and free from malodour

		

		

		

		



		Hand hygiene/sanitising facilities are available to visitors prior to entering the main home

		

		

		

		



		Signing in/out book is available to visitors to the home 

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		Dining room (downstairs)

		

		

		

		



		Table cloths and table mats are clean.

		

		

		

		



		Cutlery is clean with no dried on food.

		

		

		

		



		Condiment containers, e.g. salt and pepper pots, vinegar bottles, sauce bottles, are in good condition and clean

		

		

		

		



		Cupboards and cutlery drawers/container are clean and free from dust and debris

		

		

		

		



		Hand hygiene facilities are available for residents to clean their hands prior to meals/snacks (skin wipes are an acceptable alternative to handwashing facilities)

		

		

		

		



		Lounge/Hall/Corridor (downstairs)



		Communal lounges are clean, tidy, in a good state of repair and free from malodours

		

		

		

		



		Communal furniture is clean in a good state of repair and malodour free

		

		

		

		



		Posters are wipe clean and appropriate to the setting 

		

		

		

		



		All wall hangings are secured to the walls 

		

		

		

		



		Dining room (upstairs)



		Table cloths and table mats are clean.

		

		

		

		



		Cutlery is clean with no dried on food.

		

		

		

		



		Condiment containers, e.g. salt and pepper pots, vinegar bottles, sauce bottles, are in good condition and clean

		

		

		

		



		Cupboards and cutlery drawers/container are clean and free from dust and debris

		

		

		

		



		Hand hygiene facilities are available for residents to clean their hands prior to meals/snacks (skin wipes are an acceptable alternative to handwashing facilities)

		

		

		

		



		Lounge/Hall/Corridor (upstairs)



		Communal lounges are clean, tidy, in a good state of repair and free from malodours

		

		

		

		



		Communal furniture is clean in a good state of repair and malodour free

		

		

		

		



		Posters are wipe clean and appropriate to the setting 

		

		

		

		



		All wall hangings are secured to the wall 

		

		

		

		



		

		

		

		

		



		Clinical waste disposal 



		Clinical waste is stored externally in a secured bin compound which is clean and free from debris

		

		

		

		



		The service has a licensed clinical waste disposal contract in place

		

		

		

		



		

		

		

		

		











Continuous improvement plan 

		Identified area of concern

		RAG Rating

Red = within 7 days Amber = within 21 days 

Green = within 28 days

		Improvements required



 

		Responsible Person/s

		Initial Completion Date

		Ongoing Actions
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Spot Checks (updated).xlsx
Sheet1

		INFECTION PREVENTION AND CONTROL UNANNOUNCED VISIT CHECKLIST

		DATE:				Ward/Team:								Auditor:

		ITEM CHECKED								YES/NO/NA		COMMENTS from IPAC						Actions /Follow up from Ward Manager 

		All areas uncluttered

		High or low level dust present

		All equipment clean & have I am clean stickers/tape visible OR documented

		Pillows/Mattress are in good condition and cover intact with evidence of a regular audit?

		Domestic cupboard clean & tidy and items off the floor

		Disposable mop head are used and mop buckets clean and inverted when not in use

		Main laundry store tidy and not excessive stock and nothing off the floor

		Sluice is clean and tidy- free from inappropriate items & macerator has no evidence of biofilm

		Commodes & raised toilet seats are clean and in a good state of repair

		Tristel and clinell wipes are available?

		The medication room is clean and clutter free and nothing off the floor

		The correct sharps bins are in use and labelled, closed when not in use. Is there a temporary closure in place?

		Patients in isolation have the correct signage on the door and the door is closed

		Staff are donning and doffing PPE appropriately?

		Staff hand hygiene technique observed. Have the 5 moments for hand hygiene also been observed?

		Are all hand sanitisers clearly dispaying an expiry date?

		There are no multi use items in the  bathrooms i.e. shampoo/liquid soap/emolients etc

		Are the shower traps clean and in good condition? Free from residue, soap, hair, limesacle and rust?

		Is there evidence of scale build up on taps/ showerheads?

		Are staff adhering to the uniform policy eg. Bare below the elbows

		Is desk area de cluttered?

		General offices tidy with no clutter

		Are patient areas/bedspaces clean and clear of clutter

		Check staff and patient communal areas for clutter and cleanliness

		How many patients have a urinary catheter in situ? (Include Patients initials and room number)

		Were wipeable keyboards in use on the ward?

		Comments: Thank you to the team on duty for helping us with questions and queries
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Provider Corresp Window Restrictors 240822 - Letter from IQS.pdf
°o / . )
Improving lives together
[TPRT) - .
MUWGU.K COU nty CO‘U ﬂCIl / Norfolk and Waveney Integrated Care System

. ) i Integrated Quality Service
Registered Providers/Registered Managers

i . County Hall
All Residential Care Homes, . y
Nursing Homes, Martineau Lane
Housing with Care Schemes, NORWICH NR1 25Q

Supported Living Schemes,
General Enquiries: 0344 800 8020

Email:tim.weller@norfolk.gov.uk

24 August 2022

Dear Registered Provider/Registered Manager

Re. Window Restrictors

On 7 July 2022 a Norfolk care provider was fined £100,000 following prosecution by
CQC for breach of Regulation 12 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014. The regulation requires providers to ensure safe
delivery of services, to assess risk and to do all that is reasonably practicable to
mitigate risk. CQC summarised the case in a press release.

| want to take this opportunity to remind you of the risks associated with failing to fit
window restrictors which comply with HSE industry standard for regulated care
settings. The District Judge sentencing in the above case drew a distinction between
unsuitable “standard, factory fitted restrictors” (typical devices pictured below) which
can be manipulated to be opened fully and those which are restricted in an open
position by a key which is held securely remotely from the window. The following
are examples of unsuitable devices.

My team are occasionally asked why the fitting of restrictors to ground floor windows
is considered relevant. Firstly, if anyone accommodated is subject to a relevant
DoLS authorisation, an unrestricted window from which they could exit the building
may be regarded as a failure of duty of care on the part of the care provider.



https://www.cqc.org.uk/press-release/norfolk-care-provider-fined-ps100000-after-failing-keep-people-safe

http://www.norfolk.gov.uk/



Secondly, anyone who may be at risk if unobserved outside of the premises for any
period of time would also be at risk if presented with the means to find themselves in
that position. Finally, a fall from a window of any height could cause avoidable harm
for anyone, much more so a vulnerable person. Consider whether you would
intervene to support someone safely down from standing on a dining table; most
windowsills are of the same height or higher than a dining table.

Falling from windows is covered by HSE Health Services Information Sheet 5 (2014)
accompanying this letter. Where appropriate window restrictors are not fitted, the
Council will seek evidence of a Risk Assessment which satisfactorily mitigates risks
including those set out above. Where the Council is not satisfied that restrictors in
place, Risk Assessments (or a combination of these) is sufficient to mitigate risks it
will set this out in its PAMMS or Quality Monitoring Visit report for the provider to
take necessary remedial action. It will remain the responsibility of the care provider
to maintain a safe environment to comply with legislative requirements.

If you have any queries regarding this letter please in the first instance raise them
with your Quality Monitoring Officer.

Kind regards

Tim Weller
Head of Integrated Quality Service
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NHS Arden and GEM Daily Audit.pdf
Arden&GEM 3 This should ideally NOT be completed by the individual who administered the medication. Record any issues on the reverse action plan.

Daily Medication Audit

» The audit should cover the last 24 hours e.g. 8am check on Tuesday, covers all medication activity between 8am Monday to 8am Tuesday.

INHS|

Arden and
Greater East Midlands

Commissioning Support Unit

Date of day 1 of 28-day medication cycle:

Day in cycle...

MAR Chart Checks

11

12

13

14 | 15 | 16

17

18

19

20

21

22

23

24

25 | 26 | 27 | 28

There are no gaps for regular medication on the
MAR charts.

Where non-administration has occurred e.g.
refusal, there is clear documentation on the
reverse of the MAR.

Refusals and/or missed doses have been reported
to the GP/Pharmacist as per your medicines policy.

PRN administrations have recorded reasons for
administration and outcomes for the patient.

Variable doses are annotated on the MAR as to
how much was given.

Hand-written MAR entries are double signed and
have clear and complete directions.

Short-courses of medications have clear stop dates
or have been reviewed by a prescriber.

New MAR entries have been made for amended
doses of medication which are double signed.

Patch charts are in use and completed.

Any medication being crushed and/or being given
covertly has the necessary authorising and advisory
paperwork.

Topical MAR charts (tMARs) where used have been
checked to ensure creams have been applied by
care staff. Take a small varied sample each day.

Medicines Management

Fridge and room temperatures have been recorded
and thermometers reset where applicable.

Complete a stock balance check for 5 residents.
There is enough stock for the whole cycle.

All products with in-use expiry dates have ‘opened
on’ dates as a minimum and ideally corrected
‘expiry dates’.

Self-administering residents have been checked
upon (where appropriate).

Checked by (initials):

Developed by Medicines Optimisation in Care Homes Pharmacist July 2019




https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=2ahUKEwjMwoC6s83iAhUICRoKHa7aCYYQjRx6BAgBEAU&url=https://nhsprocurement.org.uk/nhs-arden-gem-csu-awarded-procurement-excellence-by-cips/&psig=AOvVaw0UFemtuzZrqhvUKUMDvH0a&ust=1559654338402643

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiu5b6rs83iAhUCtRoKHesTCC8QjRx6BAgBEAU&url=/url?sa%3Di%26rct%3Dj%26q%3D%26esrc%3Ds%26source%3Dimages%26cd%3D%26ved%3D%26url%3Dhttps://www.ardengemcsu.nhs.uk/%26psig%3DAOvVaw0UFemtuzZrqhvUKUMDvH0a%26ust%3D1559654338402643&psig=AOvVaw0UFemtuzZrqhvUKUMDvH0a&ust=1559654338402643



Arden&GEM

Daily Medication Audit Action Plan Log

INHS

Arden and
Greater East Midlands

Commissioning Support Unit

Date

Issue identified

Who has been informed

Action taken

Signatures of those involved

Developed by Medicines Optimisation in Care Homes Pharmacist July 2019
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Weekly medication audit.docx
Weekly medication audit

		Date

		

		Audit completed by

		



		Service name

		

		Job title 

		



		Audit reviewed by 

		

		Date reviewed

		









		Actions

		This Audit Tool should be completed weekly by a competent person, alternating residents to ensure all are audited in a 28 day cycle



		

		In the event of non-compliance, action plans should be produced and reviewed regularly



		

		Completed audit tools should be kept locally for good practice assurance and as evidence for CQC inspections













		

Areas to be checked 



Please circle correct answer 



		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials 

		Comments



		Are MAR folders in a good state of repair and well organised

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Is there an up-to-date photo, list of allergies and details of special 

administration requirements? 



		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		



		

Are all current prescribed medicines listed on the MAR chart? 

(Check against repeat list from GP surgery)



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Have all handwritten entries or charts prepared within the care home, been checked for accuracy and signed by a second trained and competent person? 

(Ideally from a copy of the prescription, dispensing token or labelled medicine)



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Is the administration of all regular medication accounted for? 

(Signature confirming administration or appropriate non-administration code & no gaps for regular medicines on the MAR chart)



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Is there a when required (PRN) care plan or protocol in place to 

support the use of all PRN and variable dose medicine(s)? 



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Have the PRN medicines been administered and signed as offered 

according to the care plan including an indication of the effectiveness of the medication?



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Is there a specific chart in place to evidence the use of topical 

medicines or patches? (e.g., Topical MAR chart with body map)

If yes: Is this referenced on the main MAR chart? 



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Are there specific charts to record monitoring of medicines such as 

warfarin (INR and dose) or blood glucose monitoring?

If yes: Is this referenced on the main MAR chart? 



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Have the correct non-administration codes been used and is there an appropriate explanation for all medication not administered and any 

further actions described in the carer's notes (usually on reverse side of 

MAR)?



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Are all medications available and in date? 

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Are medicines with a reduced expiry date after initial opening 

annotated with a date of opening? (e.g., eye drops, some liquid medicines)

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Is a pharmacy label attached to all prescribed medicines? 

(if on outer box only, ensure this is not disposed of)

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Does the stock remaining tally with the quantity on the MAR chart? 

(i.e., stock received + any stock remaining minus the quantity administered so far) 



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Are all controlled drug records up to date and correct, including correct balance recorded and two signatures for all entries?



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Is there a risk assessment in place for the use of emollients?



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Has the resident routinely refused their medication?

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		







		Medication room documentation 



		Is the medication room clean, well organised and free 

		

		

		

		



		Is the medication trolley lockable?

		

		

		

		



		Is the medication trolley clean inside and out?

		

		

		

		



		When left unattended, is the medication trolley anchored to the wall?

		

		

		

		



		Has the medication room temperature been recorded daily without gaps? 

		

		

		

		



		Has the medication room temperature fluctuated outside of the recommended parameters of  4ºC to 25ºC?

If yes, were appropriate actions taken?

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		Medication fridge 



		Has the temperature of the fridge been documented twice daily without gaps?

		

		

		

		



		Have the fridge temperatures fluctuated outside of the recommended parameters?

If yes, were appropriate actions taken?

		

		

		

		



		Is the fridge clean, in good repair and free from rust?

		

		

		

		



		Is the medication fridge lockable?

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		Controlled drugs 



		Is the controlled drugs book in good condition, free from tears or stains?

		

		

		

		



		Are all entries into the controlled drugs book completed in black pen?

		

		

		

		



		Are any discontinued medications clearly documented?

		

		

		

		



		Is the controlled drug cabinet secured to the wall?

		

		

		

		



		Is the controlled drug cabinet clean on the inside and out?

		

		

		

		



		

		

		

		

		



		Returns 



		Is there any outdated stock held on site?

		

		

		

		



		Have any returns been booked for collection?

		

		

		

		



		

		

		

		

		



		Policies 



		Is there a medication policy in place?

Has this been reviewed in the last 12 months?

When is the next review due?

		

		

		

		



		Is there a homely remedies policy in place?

Has this been reviewed in the last 12 months?

When is the next review due?

		

		

		

		









Continuous improvement plan 

		Identified area of concern

		RAG Rating

Red = within 7 days Amber = within 21 days 

Green = within 28 days

		Improvements required



 

		Responsible Person/s

		Initial Completion Date

		Ongoing Actions
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Quality Assurance Monthly Meeting Template



	

		Date:	

		



		Time:	

		



		Location:

		



		Present:

		



		Apologies:

		







	

· In general, this monthly meeting is to ensure individual cases/issues are followed up appropriately, with the quarterly QA meeting used to analyse trends.

· Review subjects below (amending as appropriate for your service).

· Note actions for each topic as they arise, then summarise in the action plan at the end.





		1

		Review of last month’s action plan

· All actions completed?

· Any incomplete actions roll over to this meeting and action plan





		2

		Care Planning



		2.1

		Care Plans

· Care plan reviews/audits (e.g. resident of the day) completed in line with requirements

· SUs and/or relatives involved in reviews as appropriate

· Actions from audits completed

· Daily notes are personalised

· Charts have acceptable range, and actions are recorded if readings are outside of this 





		3

		Care & Welfare of Service Users



		3.1

		Call bell response times (if applicable)

· Review reports – what percentage of calls were answered

· Under 5 minutes

· 5-10 minutes

· Over 10 minutes

· Actions to address concerns





		3.2

		Key Workers (if applicable)



· Key workers allocated to all SUs?

· Key worker agreements in place?

· Key worker meetings occurring at agreed frequency?





		3.3

		Falls

· All falls have been recorded and reported appropriately, acting on any concerns.

· Review falls in line with NSAB guidance, reporting to NCC and CQC if required.  Record the rational for why a safeguarding concern was or was not raised.

· Falls record has been completed for every fall.

· SU’s risk assessments and care plans have been updated following falls.

· Post-fall protocol (e.g. ISTUMBLE) is in place and has been followed for each fall.





		3.4

		Weights and MUST (as required)

· All SUs’ weights have been recorded in line with assessed needs (i.e. the frequency and reason for recording is clear in the care plan).

· All SUs’ have an acceptable weight range recorded, with clear actions to take if outside of this.

· Actions have been taken in line with requirements (e.g. referral to Dietetic service, GP etc.)





		4

		Medication



		4.1

		Medication audits 

· Check individual issues have been followed up, and any lessons learned

· Concerns about individual performance addressed, e.g. SMART action in supervision, re-training, competency observations

· Procedural concerns addressed – e.g. stock levels, disposal, storage





		4.2

		Medication errors

· Check individual issues have been followed up, and any lessons learned

· Concerns about performance have been addressed, e.g. SMART action in supervision, re-training, competency observations





		5

		Food & Drink



		5.1

		· Menus, quality of food, choice of meals, choice of snacks outside meal times

· Kitchen has access to all relevant information from care plans, e.g. preferences, allergies, modified diets

· Food and drink records show needs and preferences are met (sample a percentage of records, focus on those with modified diets).





		6

		Infection Prevention and Control



		6.1

		· Cleaning records have been completed





		7

		Quality Monitoring



		7.1

		Complaints 

· Review open cases to ensure progress in line with policy (inc. timescales for acknowledgement, investigation, and response).

· Ensure lessons learned and acted on from individual complaints





		8

		Safeguarding & Safety



		8.1

		Safeguarding

· Check progress of all open cases

· Ensure lessons learned and acted on from individual cases





		8.2

		Incidents 

· Check individual issues have been followed up, and any lessons learned

· Review incidents to ensure escalated appropriately – i.e. is a safeguarding referral required?





		8.3

		DoLS

· Review DoLS log  - are authorised DoLS and conditions still appropriate?

· Are conditions being met?

· Do any authorised DoLS need renewing?



		9

		Staff & Staffing



		9.1

		Staff support

· Review training matrix to ensure all core/mandatory training is up to date.

· Review supervision matrix to ensure all staff receive supervision in line with policy





		9.2

		Staffing levels

· Review dependency tool, ensuring safe level of staffing.  Include call bell response times if applicable.

























Action plan

		Ref

		Issue

		Action

		Who

		Planned Completion

		Actual Completion
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Quality Assurance Quarterly Review Template



	

		Quarter to review

		E.g. April – June 2024



		Date:	

		



		Time:	

		



		Location:

		



		Present:

		



		Apologies:

		







	

· This quarterly QA meeting is used to analyse trends.

· Ensure individual audits and analysis (e.g. complaints, safeguarding, falls) are completed before the meeting for discussion.

· Record findings below (amending as appropriate for your service).

· Note actions for each topic as they arise, then summarise in the action plan at the end.





		1

		Review of last quarter’s action plan

· All actions completed?

· Any incomplete actions roll over to this meeting and action plan





		2

		Complaints 

· Review trends over the previous quarter

· Record actions to address any systemic issues

· Check policy is up to date, including contact details for NCC, CQC and LGO





		3

		Safeguarding

· [bookmark: _Hlk175056835]Review trends over the previous quarter

· Could include focus on falls, pressure area care, medication as required

· Record actions to address any systemic issues

· Check for updates to local multi-agency policies and procedures

· [bookmark: _Hlk175057205]Check own policy is up to date, including contact details for NCC and CQC





		4

		Incidents

· Review trends in build up to incidents (e.g. time of day, staff availability, during handover, support tasks attempted)

· Record actions to address any systemic issues

· Highlight any improvements made to SU’s quality of life as a result of incident analysis and actions taken





		5

		Medication errors

· Review trends (staff, time of day, particular medicine, misreading MAR, wrong codes etc.)

· Record actions to address any issues





		6

		Medication audits

Good governance of medicines - Care Quality Commission (cqc.org.uk)

· Review common themes emerging from the last quarter’s medication audits

· Record actions to address any issues

· Review policy and procedure, ensuring it covers covert administration, homely remedies, and clear accountability for providing support.





		7

		Surveys & feedback

· Has a staff survey been completed within the last year?

· Has the survey been analysed with actions?

· Have the results of the survey been fed back to staff?

· Review the action plan



· Has a SU survey been completed within the last year?

· Has the survey been analysed with actions?

· Have the results of the survey been fed back to SUs?

· Review the action plan

· Has a family/relatives survey been completed within the last year?

· Has the survey been analysed with actions?

· Have the results of the survey been fed back to respondents?

· Review the action plan



· Review feedback from Residents’ Committee, Resident Representative, other professionals, and/or any other feedback systems.  Include actions as appropriate.



		8

		H&S, Environment, Facilities & Maintenance

· Maintenance log is up to date and shows progress

· Environmental audit completed

· Health and safety concerns addressed





		9

		Staff

· Have all staff had an appraisal in the last year?

· Do all staff have a learning and development plan (as part of their appraisal or otherwise)?

· Are mid-year reviews carried out to check progress through the L&D plan?



· Review planned absence, are staff taking enough holiday, is it spread evenly throughout the year?

· Review unplanned absence, are Return to Work interviews completed for every sickness absence?

· Are there any trends in unplanned absence, e.g. before A/L, school holidays

· What is the impact on staffing, what actions are required?

















Action plan

		Ref

		Issue

		Action

		Who

		Planned Completion

		Actual Completion
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Staff Survey Analysis

June 2024



Our annual staff survey was sent to all 35 staff via Survey Monkey in June 2024.  This analysis was completed 13/09/2024.



We received 12 responses, a response rate of 34%.  Staff were encouraged to complete the survey, able to do so anonymously, and were incentivised with the opportunity to win a £50 gift voucher.





Q1 – How long have you worked at the home?



[image: A graph with colorful squares

Description automatically generated with medium confidence]



There was a broad range of experience reflected in the survey, with 50% of respondents having worked at the home for over 2 years.  This would indicate a stable staff team.





Q2 – I am happy at work



[image: A green bar graph with numbers

Description automatically generated]

92% of respondents were happy in their work at the home, down from 100% last year.  One respondent answered that they were not, but did not indicate why.  We will continue to offer feedback channels such as supervision, team meetings, the suggestion box, and an open-door policy, to encourage staff to raise any concerns or suggestions they may have.





Q3 – I feel trusted at work				Q4 – I feel valued at work

[image: A graph with different colored bars

Description automatically generated][image: A graph with different colored squares

Description automatically generated]

Whilst 83% of respondents agreed or strongly agreed that they felt trusted at work, this is down from 100% last year.  Similarly, 58% of respondents agreed or strongly agreed that they felt valued at work, a decrease from 92% last year.



Our aim is for all staff to feel trusted and valued at work.  We will continue to seek feedback from staff as outlined in Q2 above.



We will also evaluate ways to delegate responsibility to staff, and to value their work.  This will include:

· New “champions” roles in topics such as dignity, infection control, mental capacity, and care planning

· Employee of the month, with a suitable reward

· Employee representative(s), with responsibility to collect and deliver feedback from peers

· Delegated tasks outside of the usual role, to develop individual’s skills (e.g. audits, shift lead).





Q5 – I am clear what is expected of me



[image: A green bar graph with numbers

Description automatically generated]

We are pleased to have maintained last year’s standard of all staff being clear what is expected of them in their roles.



Q6 – I am able to access learning and development opportunities at work



[image: A green bar graph with numbers

Description automatically generated]



All respondents felt able to access learning and development opportunities at work, maintaining last year’s standard.





Q7 – Is there any more training we can offer? (free text response)



Respondents suggested the following training.  We will review these, seeking input from staff about how they could be improved. 



1. Dementia

2. Stoma

3. Catheter

4. Workplace communication and teamwork

5. Dementia Bus experience







Q8 – Do you feel the owners of the home appreciate you as an employee?



[image: A bar graph with different colored squares

Description automatically generated]



This is a new question for this year, introduced following the sale of the home to new owners in April 2022.  It is reassuring that 82% of staff agree or strongly agree that the new owners appreciate them as employees; indicating they are a visible and positive presence.  It is our aim that with their continued work around the home, the remaining staff will feel able to agree with this statement.





Q9 – Do you feel the manager appreciates you as an employee?



[image: A graph with text and numbers

Description automatically generated with medium confidence]



Another new question for 2024, this was introduced to complement Q8.  Responses were very positive, with 67% of staff strongly agreeing, and 33% agreeing.





Q10 – My manager recognises when I have done a good job



[image: A graph with different colored bars

Description automatically generated]

Whilst a positive result, the percentage of people agreeing/strongly agreeing with this statement has fallen from last year, resulting in the increased “somewhat agree” category.  We hope that with the actions highlighted in questions 2,3, and 4 we will be able to reverse this trend.





Q11 – Do you feel supported by the senior team?



[image: A bar graph with different colored squares

Description automatically generated]



This is a new question as we further explore the level of support offered to staff.  82% of respondents agreed or strongly agreed that the senior team are supportive, with none actively disagreeing.  We will use the methods of feedback described earlier in this analysis to allow staff to feedback any concerns or suggestions.





Q12 – I have the opportunity to contribute my views and ideas



[image: A green bar graph with numbers

Description automatically generated]

All respondents felt able to contribute views and ideas, maintaining last year’s standard.











Q13 – I would recommend our care home as a place to work	Q17 – Out of 10, how do you rate us as your employer?



[image: ]

9.2 / 10



















Responses to these questions were very positive, with all respondents saying they would recommend us as a place to work.  Respondents rated us 9.2/10 on average, an improvement on last year’s score.





Q14 – I feel that the care home is sufficiently staffed



[image: A graph with different colored squares

Description automatically generated]

This is a new question for this year, as we seek to ensure and evidence safe staffing at the home.  73% of respondents agreed or strongly agreed that the home was sufficiently staffed.  Whilst the remainder did not actively disagree, we will seek to understand any concerns they may have via team meetings and supervisions.

















Q15 – Are you able to provide care for service users’ needs in a timely manner?



[image: A graph with numbers and a bar
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This is another new question, introduced to help us understand our staffing requirements.  It is reassuring that all staff felt able to meet service users’ needs in a timely manner.





Q16 – Do you feel communication is of a good standard?
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This is a new question for this year.  83% of respondents agreed or strongly agreed that communication was of a good standard.  That left one respondent who did not agree or disagree, and one who felt that communication was not good enough.



Our aim is for all staff to feel that communication at the home is good.  We will continue with team meetings, supervisions, the open-door policy and suggestion box.  We will introduce a staff newsletter with regular updates about the home, development opportunities and upcoming events they may wish to participate in.  We will also introduce “drop in sessions” where managers set time aside for informal discussions with any staff who wish to speak with them.





Q18 – Out of 10, how likely are you to recommend us as a care home?



9.3 / 10



This question indicated that respondents would recommend the home to friends and family, which we would consider an endorsement of the care provided.





Q19 – Suggestions and ideas

Better communication and respect between staff.

New meals, maybe some pasta and sauce.

Develop residents’ sense of self and their part in the surrounding world.

We have a lot of new residents recently. Maybe a residents’ meeting to ask them what they would like.

Team building exercises after work, maybe yoga or something like that to relax?

More mental and physical exercises to support communication and mobility.

It would be really nice to see the residents getting involved in making the garden look nice.

More trips.

A fish tank would be nice.

A better garden.

It would be nice for residents to plant their own vegetables and fruit to pick and eat.

Activities in the evening like film nights.





Staff Survey Action Plan 2024



		Ref

		Issue

		Planned Action



		Person responsible

		Planned 

completion 

Date

		Actual completion Date



		1

		Not all staff reported feeling trusted and valued at work.

		New “champions” roles in topics such as dignity, infection control, mental capacity, and care planning.

		Manager

		31/01/2025

		



		

		

		Employee of the month, with a suitable reward.

		Manager

		01/11/2024

		



		

		

		Employee representative(s), with responsibility to collect and deliver feedback from peers.

		Manager

		01/11/2024

		



		

		

		Delegated tasks outside of the usual role, to develop individual’s skills (e.g. audits, shift lead).

		Manager

		31/01/2025

		



		2

		Respondents requested more training in:

Dementia, stoma care, catheter care, workplace communication and teamwork.

		Investigate and provide suitable training in all topics.

		Manager & Deputy Manager

		31/01/2025

		



		

		

		Consider additional workplace activities to support teamwork – film nights and yoga suggested in survey comments.

		Activities Coordinator

		31/12/2024

		



		3

		Some respondents did not agree (or disagree) that there were enough staff at the home.

		Direct request for staff feedback on this issue at the next staff meeting.

		Manager

		31/10/2024

		



		

		

		Direct request for staff feedback on this issue during all staff supervision meetings.

		Manager

		31/12/2024

		



		4

		Not all respondents felt communication was of a good standard.

		Introduce a staff newsletter

		Deputy Manager

		01/11/2024

		



		

		

		Introduce scheduled drop-in sessions for staff to raise any issues with the manager.

		Manager

		01/11/2024

		









We did

I would like NVQ Level 2, and in the future NVQ Level 3 qualifications

You said





















We offer all staff qualifications relevant to their role, with some already enrolled on level 2 and level 3 courses.























I think we would benefit from further MCA training and mental health wellbeing for staff



Wellbeing training on 29/10/24 via Norfolk Care Careers was offered to all staff.



















Flyers and pamphlets in the local area and website updates to promote the home.

Recruitment advertising could also improve, with flyers and website updates.









We are updating our website which is due to go live in early 2025.

We are placing recruitment adverts on the new Norfolk Care Careers website, and are working on a social media recruitment strategy to be implemented in early 2025.

























We have introduced a higher overtime rate for any hours over your contracted hours.

Incentives for picking up overtime would help to cover shifts and reduce agency spend.
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Stakeholder Survey Analysis Example.docx
Stakeholder Survey Analysis

June 2024



Our annual survey was available to all stakeholders digitally via Survey Monkey.  Invitations to complete the survey were sent to 27 people.  This analysis was completed 09/09/2024.





Response Rate & Source (Q1)



We received 13 responses, which is a response rate of 48%.  This is down from 25 responses last year.  



92% of responses were from family members, the remaining response was from a friend of a resident.



No residents or healthcare professionals completed a survey this year, whereas these made up 36% and 8% of responses in 2023.  To encourage a larger response to the next survey we will consider the following:



· Making the survey available in other formats (paper, easy read)

· Continuing with a convenient digital option, such as Survey Monkey

· Producing a survey tailored to residents’ ability to respond

· Offering support to residents to complete the survey

· Creating an additional survey for visiting professionals to capture their specific feedback





Q2 – How long have you had a connection with the care home?



[image: ]



77% of respondents have been connected with the home for over 1 year.  As respondents were all relatives and friends of residents, this indicates a stable occupancy.  





Q3 – Overall Standard of the Care Home
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The majority of repondents (54%) rated the home as excellent, with 23% rating it as good.



However, both of these figures are lower than last year (56% excellent and 40% good), with the percentage of respondents finding the service satisfactory rising from 4% to 23%.  Whilst it is reassuring that no respondents found the home poor or very poor, we will use the detail of this survey (and our newly-introduced quality assurance system) to improve people’s experience of the home and push for more “good” and excellent” ratings.





Q4 & 5 – Quality of Care and Support provided to Residents, Family and Friends

[image: ]

[image: ]



























The majority of respondents found the quality of care provided to both residents and family/ friends to be excellent.  At 62%, this represents a small improvement over last year.  However, compared to 2023 both questions 4 and 5 had more “satisfactory” responses, at the expense of “good”.  As with question 3, we will use the detail of this survey and other tools available to us to achieve a goal of 100% “good” or “excellent” in these questions.







Q6 – Residents are treated with dignity and respect



[image: ]



Responses were positive for this question, with 92% of respondents agreeing or strongly agreeing that residents are treated with dignity and respect at the home.  We are pleased with this as we feel it reflects the ethos of the home and the efforts made by all staff.  However, the combined figure is slightly less than last year’s 96%, and we will continue to strive for 100% in this area by acting on individual feedback.





Q7 – Staff are Professional and Approachable



[image: ]



All respondents found staff to be professional and approachable, with the vast majority (85%) strongly agreeing with this statement.  This is an improvement on last year, when 72% of people strongly agreed.  We will continue to promote an open and honest culture within the home, leading by example, setting standards and recognising best practice.







Q8 – The Care Home is Well Run by the Management Team
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The percentage of respondents strongly agreeing with this statement has increased this year, from 72% to 77%.  This is a positive result, however one respondent did not feel able to agree or disagree.



The management team has a renewed focus on their own development, which will result in improvements in the running of the home.  These include participation in the joint NCC/Skills for Care RM12 programme for registered managers, NCC IQS’s Provider Mentor pilot project,  NorCA’s peer support project; and the Deputy Manager completing a Lead Practitioner in Adult Care level 4 qualification.





Q9 – Quality and Facilities of our Residents’ Rooms



[image: ]

69% of respondents found residents’ rooms to be of high or very high quality, with none expressing direct concerns.  However, this combined figure is down from last year’s 76%, with an increase in people with no opinion either way.



No specific feedback was given during the survey, we will investigate this further via relatives’ meetings.





Q10 – Cleanliness of the Care Home



[image: ]

Responses to this question were proportionally in line with last year, with the majority of responses “excellent”.  However, we continue to strive for responses of at least “good”, so have recruited to core cleaning posts, and introduced new guidance on how cleaning tasks are to be completed and what products to use.  Guidance and cleaning records are reviewed with the cleaning team at a monthly meeting.





Q11 – Quality of the Food and Drink



[image: ]

All respondents found food and drink to be either “good” or “excellent”.  Whilst the proportion who considered it excellent has reduced from last year, it is encouraging that there were no “satisfactory”, “poor”, or “very poor” responses.  This is an improvement on the 2023 survey where one person found the food to be poor.



We are working with our supplier on seasonal menus, training for staff in texture and presentation, and an improved allergy notification system.





Q12 – Quality of the Activities Programme



[image: ]

In last year’s survey one respondent found the activities to be “poor” – we are pleased that this is not the case this year.  



64% of people rated activities as “good” or “excellent”.  However, a significantly higher proportion of respondents rated activities as “satisfactory” this year compared to 2023.  There was no specific feedback about activities in free text responses, we will investigate this further via relatives’ meetings.





Q13 – Safety and Security of the Home



[image: ]

All respondents were happy with safety and security at the home, with 75% rating this as “excellent”.  This is an improvement on 2023’s figure of 68%.





Q14 – Is the service provided by the home value for money?
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We are pleased that no respondents disagreed that the home represented value for money, maintaining last year’s standard.  25% of respondents had no opinion on this.  Individual responses did not raise any concerns about the cost of care, so this may be due to the mix of local authority, health, and privately funded residents.







Q15 – Do you feel that the care home staff have good communication?



[image: ]

This is a new question for the 2024 survey as we seek to expand the range of feedback received.  



It is positive that 75% of respondents agreed/strongly agreed that communication at the home was good.  However, we will take action to ensure the remaining 25% also rate communication as good, continuing with relatives’ meetings, and family involvement in key worker meetings and care plan reviews.  We will introduce a regular newsletter with updates about the home, activities, and dates for the diary.





Q16 – Do you feel the home has sufficient staffing levels?
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This is a new question for the 2024 survey as we seek to expand the range of feedback received.  



This was the question with the highest levels of “no opinion” or dissatisfaction.  As a management team we are confident that our existing dependency tool, rostering system and call-bell analysis combine to ensure safe and effective levels of staffing at the home.  However, we need to understand some stakeholders’ perception that there are not enough staff and take action to address this.  No specific concerns were raised in individual responses, so we will investigate this further at relatives’ meetings.





Q17 – Do you feel that staff are adequately trained?



[image: ]

This is a new question for the 2024 survey as we seek to expand the range of feedback received.  



The majority of respondents (55%) strongly agreed that staff at the home were trained to complete their role, with a further 36% agreeing.  One person was not confident in the level of training provided to all staff.  Whilst no additional feedback was given, we will continue to ensure that staff complete their core training, that updates are completed on time, that additional training is offered, and staff are able to request training as part of their personal development plan/appraisal (and at any other time).  Residents, families and any other stakeholders are encouraged to feedback any specific concerns to the senior team.





Q18 – Out of 10, how likely are you to recommend us as a care home?





8.73 / 10



The average response to this simple “friends and family test” question was 8.73/10, which is a very positive result.  We will use our new quality assurance systems, results from this survey, and all other feedback to continue to push for improvements.





General comments and suggestions:



Our relative has always been treated with the upmost respect and we feel welcome at the home at any time.



Just a couple of times when visiting (SU), he has been sat in heavily soiled pad.

















My relative has severe Alzheimer's and is cared for with kindness and compassion by all the staff, he is always clean and tidy, and I am lucky that he is safe in the home.  All his needs are catered for.





Cleanliness of the home does not seem to be as good as in the past.















The staff are brilliant and really do care about the residents.

I know that the residents are safe and well cared for and I would highly recommend this home to anyone.



A regular Chiropodist visit would be appreciated.



















QMO Provider Mentor Pilot Stakeholder Survey Analysis v0.1, 09/09/20024

Stakeholder Survey Action Plan 2024



		Ref

		Issue

		Planned Action



		Person responsible

		Planned 

completion 

Date

		Actual completion Date



		1

		Low response rate compared to last year,

		Making the survey available in other formats (paper, easy read).

		Manager

		23/05/2025

		



		

		

		Continuing with a convenient digital option, such as Survey Monkey

		Deputy Manager

		June 2025

		



		

		

		Producing a survey tailored to residents’ ability to respond

		Senior team

		23/05/2025

		



		

		

		Offering support to residents to complete the survey

		All staff

		June 2025

		



		

		

		Creating an additional survey for visiting professionals to capture their specific feedback

		Senior team

		June 2025

		



		2

		Some respondents found the overall quality of the home, support to residents, and support to families to be “satisfactory”.  Our aim is for this to be at least “good” in all cases. 

		Introduce new Quality Assurance system of monthly and quarterly trend analysis, including complaints & lessons learned.

		Manager

		30/09/2024

		



		3

		One respondent did not feel able to agree (or disagree) that the home was well led by the management team.

		Continued engagement with Norfolk County Council IQS Provider Mentor pilot.

		Manager, Deputy Manager

		Dec 2024

		



		

		

		Participation in the NCC/Skills for Care RM 12 programme.

		Manager

		Aug 2025

		



		

		

		Participation in NorCA’s Peer Support offer. 

		Manager

		Oct 2024

		



		4

		More information is required about respondents’ concerns about rooms and facilities, cleanliness, activities, staffing and training.

		These to be included as agenda items in forthcoming relatives’ meetings, inviting further detailed feedback.  Actions to be taken accordingly.

		Manager

		Oct 2024

		



		5

		It was suggested a visiting chiropodist would be beneficial.

		A new chiropodist has been arranged since the survey was completed.

		Manager

		July 2024

		17/07/2024



		6

		25% of people found communication to be “satisfactory” – we aim for this to be at least “good”.

		Newsletter to be introduced alongside existing meetings and reviews. 

		Manager

		30/09/2024

		







A new chiropodist was introduced to the home after our previous one was no longer able to visit.

A visiting chiropodist would be useful.

We did

Cleanliness of the home does not seem to be as good as in the past.

We introduced new cleaning guidelines clearly showing how to clean with which product.  

Cleaning standards and records are reviewed monthly with the team.

Core cleaning vacancies have been filled.

Communication to families could improve.

We introduced relatives meetings to update you about the home, and to listen to your feedback.

We introduced “resident of the day” care plan reviews, actively seeking input from families.

We refined the key worker system for a regular point of contact.

I dislike the practice of residents regularly eating meals on paper plates.

Meals are served on plates appropriate to both the resident and the meal or event.

You said
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Monthly falls analysis.xlsx
Example

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs		2

				Lounge downstairs

				Lounge upstairs		1

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs		1

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59		1

				09:00 - 11:59		2

				12:00 - 14:59

				15:00 - 17:59		1

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		2

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	2	1	1	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	1	2	1	



Service User



Service User	

x	x	x	2	2	1	



Findings this month- 

X had a fall this month in her bedroom, she stated she was getting out of bed to use the bathroom and didnt want to bother staff. Manager reminded X that staff are happy to assist her out of bed. This is X first fall in the last 6 months.

X had a fall in the lounge after attempting to mobilise independently, staff were alerted as sensor mat went off. This is X 3rd fall in 6 months. Referral sent to the falls team, safeguarding and cqc notification complete. 

X was found on the floor in thier bedroom, i-stumble protcol followed and X complaining of pain so 999 called and conveyed to hospital with suspected broken hip. This is X first fall in 6 months. Safeguarding and cqc notification complete. 






Jan24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








Feb24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








March24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








April24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








May24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








June24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








July24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








Aug24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








Sep24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








Oct24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








Nov24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 








Dec24

				Feb-24				Monthly Falls Analysis 



				Where did the fall occur		Location

				Bedroom upstairs

				Lounge downstairs

				Lounge upstairs

				Dining room downstairs

				Dining room upstairs 

				Corridor downstairs

				Corridor upstairs

				Bedroom Downstairs

				Bathroom usptairs

				Toilet downstairs

				Toilet upstairs





				Time of the fall		Time

				00.00 - 02:59

				03:00 - 05:59

				06:00 - 08:59

				09:00 - 11:59

				12:00 - 14:59

				15:00 - 17:59

				18:00 - 20:59

				21:00 - 23:59



				Name of service user		No. of falls

				x		2

				x		3

				x		1



















Location	Bedroom upstairs	Lounge downstairs	Lounge upstairs	Dining room downstairs	Dining room upstairs 	Corridor downstairs	Corridor upstairs	Bedroom Downstairs	Bathroom usptairs	Toilet downstairs	Toilet upstairs	



Time	

00.00 - 02:59	03:00 - 05:59	06:00 - 08:59	09:00 - 11:59	12:00 - 14:59	15:00 - 17:59	18:00 - 20:59	21:00 - 23:59	



Service User



Service User	

x	x	x	2	3	1	



Findings this month- 









image24.emf
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Falls Log template.docx
Falls log template



		Name

		Date & Time

		Location of fall

		Witnessed/ un-witnessed

		Description of fall

· How & why did the fall occur?

· Injuries sustained

· Hospital admission required?

		Immediate actions, e.g. first aid, emergency services called

		Follow-up actions, including any changes to the care plan

		All actions completed?

		No. of falls in the last 6 months

		Reportable under Norfolk Safeguarding Adults Board guidance?



		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		







IQS Provider Mentor Falls Log Template v0.1, 02/05/2025
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Trend analysis v0.2.docx
Trend Analysis	Comment by Paul Jones: Complete with the senior team every 3-6 months to review trends.  NB this is not to focus on individual issues, but to look at any common themes - for example were 70% of complaints about food, did most falls occur at 4pm etc.



		Review of:	Comment by Paul Jones: Pick one topic to review per form/meeting.
Topics might include:
Accidents/Incidents
Call bells
Care plan audits
Complaints
Daily record audits
Falls
Food & Fluid chart audits
Home Care punctuality and duration
IPaC audits
Maintenance issues
Medication errors
Meds audits
Safeguarding
Walkarounds/Observations

		



		Today’s Date:

		



		Dates included in this review:

(recommend 3 months)

		









		Check the previous analysis of this issue – are all actions completed?



		









		[bookmark: _Hlk196471039]How many issues have there been over the last 3 months?



		



		



		Were all of these investigated and acted upon individually?	Comment by Paul Jones: Check that all records of individual instances are completed and up to date.



		



		



		Have all appropriate notifications been made (CQC, NCC, RIDDOR etc.)	Comment by Paul Jones: Appropriate to the type of events being analysed, e.g. safeguarding concerns notified to CQC & NCC, work-related accident resulting in 8 day absence reported to RIDDOR...



		



		



		How many issues are ongoing/unresolved, and why?



		



		



		What common issues or trends are there?



		



		



		What can we change to reduce the chances of these issues recurring?



		









Action Plan



		Ref

		Issue

		Action

		Who

		Planned Completion

		Actual Completion



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		







IQS Provider Mentor Pilot Trend Analysis v0.2, 25/04/2025
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Lessons Learned Template for General Use.docx
Lessons Learned Template



		1. Introduction:

· Brief overview of the issue or situation



		







		2. [bookmark: _Hlk198202433]Summary of Events:

· Description of what happened

· Timeline of key events



		







		3. Key Lessons Learned:

· What worked well

· What didn't work well

· Unexpected challenges and how they were addressed



		







		4. Recommendations & Impact Assessment

· Suggestions for future improvements

· Best practices to continue

· Any changes in policies or procedures as a result



		







		5. [bookmark: _Hlk198202177]Stakeholder Feedback:

· Any input from staff, service users, and other stakeholders



		







		6. Conclusion:

· Final thoughts and reflections



		









Action Plan



		Ref

		Issue

		Action

		Who

		Planned Completion

		Actual Completion



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		







IQS Provider Mentor Pilot Lessons Learned Template v0.1, 15/05/2025
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Complaint Record Example.docx
Example Complaint Record

To be used for each complaint with any supporting documents attached.

[bookmark: _Int_aOv0DmIG]Please feel free to use and adapt this guide to suit your needs.  The intention is to assist you in supporting the complainant, and in learning from complaints to improve the service.  This document should not replace any internal policy or procedure, nor any legal or regulatory requirements.

Useful links:

Regulation 16: Receiving and acting on complaints - Care Quality Commission (cqc.org.uk)

Home - Local Government and Social Care Ombudsman

		Our reference

		(for Complaints Log)



		Date Received

		



		Category of complaint

		(What is the complaint about?  Choose from a set list of categories that will allow you to report on complaint trends monthly/quarterly/annually)







		Service User

		



		SU Address

		(or room number/identifier relevant to service)



		SU phone/email

		







		Complainant (if not SU)

		



		Relationship to SU

		



		Complainant Phone

		



		Complainant Email

		



		Is SU aware of complaint?

		(consider capacity & consent to share info)







		Date acknowledged

		(ensure within own policy timescale)



		Method acknowledged

		(email/phone/letter etc.)



		Full response due by

		(date, ensure within own policy timescale)



		Named person investigating

		



		Position

		(or Role/Designation/Job Title)







		Summary of complaint

Attach any correspondence

Break down into individual elements if applicable



		







		Severity

		[bookmark: _Int_FOwJWRb3](Low/Medium/High, concern/complaint – define and use as required.  This may be useful to establish level of investigation and any immediate action required)



		Other parties notified

		(e.g. CQC, NCC – this could be included on your complaints log – avoid duplication.)







		Investigation and outcome

Break down into individual elements if applicable



		







		Final report or summary shared with complainant

		(date & method)



		Feedback received from complainant

		(date & method)



		Summary of feedback with any additional or outstanding concerns

		



		Does the complainant consider this resolved?

		







		Confirmed resolved by: 

		(name)



		Role

		



		Signature

		



		Date

		









		[bookmark: _Int_RgtnCMND]What improvements were made as a result of this complaint?

Include how these were shared with appropriate people, e.g. “agenda item at team meeting of dd/mm/yy”



		







QMO Provider Mentor Pilot Complaint Record v0.2, 09/08/2024
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Complaints Log Example.xlsx
Complaints Log

		Ref		Date Received		Quarter

tc={1D1EC01B-94C7-49D9-AA16-BE9768FC34A4}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Useful for sorting/filtering		Service User Initials		Category

tc={31B211CE-E370-4128-A44D-04D52EF2A779}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    These will be used for trend analysis.  Make these as broad or as specific as you like to facilitate this.		Severity

tc={5AA0A36D-CD44-4545-A0AD-30C5E5A56B38}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Use your own criteria here for trend analysis		Lead investigator		Date Acknowledged		Days to acknowledgement (target 3 days)

tc={4A39A479-1C71-4642-BD5D-C4EC30F73855}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Target from policy		Date  of Full Response		Days to full response
(target 28 days)

tc={D19E9C26-D1A2-412C-9ABC-2CF21D22086E}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Target from policy		Other parties notified, e.g. CQC, NCC

tc={AEC8800D-1D52-427F-AB8B-71ED125FB931}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Any escalation or notifications, may not be necessary		Date resolved		Quarterly analysis and lessons learned

		1		4/4/24		Q1		AB		Laundry		Complaint		PJ		4/5/24		1		4/20/24		16		n/a		4/20/24		Q1 analysis completed 15/7/24

		2		4/12/24		Q1		CD		Staff		Concern		PJ		4/14/24		2		4/30/24		18		n/a		4/30/24		Q1 analysis completed 15/7/24

		3		4/13/24		Q1		EF		Medication		Complaint		SL		4/14/24		1		5/5/24		22		CQC, NCC		5/6/24		Q1 analysis completed 15/7/24

		4		4/20/24		Q1		GH		Staff		Concern		TB		4/25/24		5		5/6/24		16		n/a		5/7/24		Q1 analysis completed 15/7/24

		5		5/3/24		Q1		AB		Laundry		Complaint		TB		5/6/24		3		5/30/24		27		n/a		6/3/24		Q1 analysis completed 15/7/24

		6		5/27/24		Q1		AB		Activities		Complaint		SL		5/27/24		0		7/8/24		42		n/a				Q1 analysis completed 15/7/24

		7		5/28/24		Q1		AB		Activities		Complaint		PJ		5/29/24		1		6/30/24		33		n/a		6/30/24		Q1 analysis completed 15/7/24

		8		6/1/24		Q1		GH		Food		Concern		PJ		6/2/24		1		6/10/24		9		n/a		6/11/24		Q1 analysis completed 15/7/24

		9		6/5/24		Q1		CD		Food		Concern		TB		6/5/24		0		6/10/24		5		n/a		6/11/24		Q1 analysis completed 15/7/24

		10		6/10/24		Q1		CD		Food		Concern		PJ		6/10/24		0		6/15/24		5		n/a		6/17/24		Q1 analysis completed 15/7/24

		11		6/21/24		Q1		EF		Food		Concern		PJ		6/21/24		0		7/15/24		24		n/a		7/17/24		Q1 analysis completed 15/7/24

		12		7/3/24		Q2		CD		Personal Care		Complaint		SL		7/4/24		1		7/20/24		17		n/a

		13		7/12/24		Q2		AB		Personal Care		Concern		PJ		7/12/24		0		8/5/24		24		n/a		8/6/24

		14		7/5/24		Q2		AB		Food		Concern		PJ		7/8/24		3		8/8/24		34		n/a		8/8/24

		15		7/15/24		Q2		CD		Laundry		Complaint		PJ		7/16/24		1		8/9/24		25		n/a

Useful for sorting/filtering



These will be used for trend analysis.  Make these as broad or as specific as you like to facilitate this.



Use your own criteria here for trend analysis



Target from policy



Target from policy



Any escalation or notifications, may not be necessary
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QMO Provider Mentor Pilot v0.1, 09/08/2024




Q1 Info and charts for analysis

		Categories

tc={522587FF-14B3-43C8-87C8-E6ED7DF6B323}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Manual count of the number of complaints in each category, filtering the log to the relevant quarter (column C) will help						Severity

tc={C5B58836-5BF2-4994-82B4-D16DFE18E85B}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Manual count						Days to acknowledge

tc={B0220D24-5156-43E1-9A8A-B90D22792DC5}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Pasted as Values from Complaints Log, sorted low - high		Days to full response

tc={4FCD540D-73E4-40F3-A58D-A6131ADA7650}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Pasted as Values from Complaints Log, sorted low - high

		Activities		2				Concern		6				0		5

		Food		4				Complaint		5				0		5

		Laundry		2										0		9

		Medication		1										0		16

		Staff		2										1		16

														1		18

														1		22

														1		24

														2		27

														3		33

														5		42

												Avg		1.3		19.7

												Late		1		2

































Manual count of the number of complaints in each category, filtering the log to the relevant quarter (column C) will help



Manual count



Pasted as Values from Complaints Log, sorted low - high



Pasted as Values from Complaints Log, sorted low - high





Complaint categories Q1 2024





Activities	Food	Laundry	Medication	Staff	2	4	2	1	2	



Complaint severity Q1 2024





Concern	Complaint	6	5	






A03 20250709 Mental Capacity Act Assessment Resource.docx
Capacity Assessment Form



Resident Name:    XXX



Date of Birth:	17/05/1995



Name of Person Assessing Capacity

		Name:  Molly Smith

		Designation:  Nurse 







Details of Others Consulted in the Capacity Assessment Process 

		Name: 

		Designation /relationship to person:

		Contact details:



		XX

		Colleague

		12345678



		Lily the cat 

		Cat / daughter

		12345678



		Milly the ginger cat 

		Cat / daughter

		12345678







Decision to be made: Note how the decision is phrased is important in maintaining a focus on the decision to be made and the extent of the boundaries of the assessment of capacity.

If X requires the support of staff with her continence and personal care.



Diagnostic Test: Detail the nature of the impairment of, or disturbance in, the functioning of the persons mind or brain? For example: dementia, brain injury, forms of mental illness, significant learning difficulty, delirium, stroke, head injury, confusion, drowsiness or loss of consciousness, alcohol or drug intoxication.

If none can be detailed the person has capacity. Discontinue the assessment.

X was diagnosed with dementia in 2020.



Functional Test: Please complete a four-part test, describing the practical and appropriate supports provided. Before embarking on the assessment, it is useful to note the key factors for each section that the person would need to demonstrate in the assessment thereby creating a person specific benchmark against which to measure capacity.



		1. Does the person understand the information relevant to the decision to be made?

		No

On the morning of the assessment, X had not undertaken any personal care or had any provided. X and I sat in her bedroom with the door closed so the room we were undisturbed. I asked X how she was, she responded “I’m fine”, I picked up a bottle of shower gel and stated that it smelled lovely, I asked if X had used it this morning “yes, I use it every morning”. X was wearing her nightdress so I asked her if she would like to get dressed, she responded “I am dressed thank you very much!” I then asked X if she didn’t wish to get dressed, could I help her with her continence aid, X looked puzzled, I indicated to a clean continence aid and she responded, “I don’t wear nappies!”. We talked about whether she would like carers to come and offer her support in the mornings, X stated “I have been washing myself for years, why would I?”





		2. Is the person able to retain the information / explanation long enough to make a decision?



		No

I picked up the bottle of shower gel again, I asked where X had got it from, she stated “I don’t know, I have never seen it before in my life”. I asked her once again if she was sure that she didn’t want assistance in the morning? X responded, “oh yes, that’s a good idea, I wish you had offered that this morning, I am still in my nightie!”





		3. Is the person able to weigh up the information in the decision-making process?



		No, 

When talking to X about whether she likes to wash her hair in the shower or if she struggles to change her continence aid, X responded, “well, yes I get stiff but if I don’t have a wash, it doesn’t matter, we only used to have one bath a week in the war, “and as for those nappies! I don’t need them I’m not a baby”. I explained that if she got “caught short” and wasn’t wearing an incontinence aid, she could end up with sore skin and damp clothes, X responded, “well that doesn’t matter really”





		4. Is the person able to communicate the decision by using any means?



		Yes

I asked X whether she would like support with her personal care or continence aids, she responded “if I want help, I will ask for it!”









If you assessed the person as NOT being able to demonstrate ability in any one of the four areas above, the person would be deemed as lacking the capacity to consent or to refuse the decision/treatment in question.



		



Outcome of the Assessment: does the impairment or disturbance mean that the person is unable to make the specific decision detailed above at the time of this assessment?



		YesX







		                               No





		Detail the reason for your decision





		X was not able to demonstrate that she fully understood what the impact of neglecting her hygiene or refusing continence aid support. When asked about her shower gel, she could not recall the information given, she had also forgotten that she had not had a wash or got dressed when first spoken with.











If Yes to the above outcome:

Is there an advance decision to Refuse Treatment; Registered Lasting Power of Attorney or Court Appointed Deputy for welfare that has powers to make the decision?

No

If yes, this decision must be respected

If No: is it likely that the person will regain capacity in the future?

No

If Yes: can the decision be postponed? If No detail reasons why the decision can not be postponed

If X were to be left to be independent with personal and continence care, there is a risk that she could develop problems with her skin. She would be at risk of losing her dignity.





Based on the information above the person lacks capacity and a decision will be required in their best interest?

Yes

If appropriate to the decision, have you referred the person to the Independent Mental Capacity Advocate (IMCA) service?

No



If Yes: Please give details of the date referral was made, rational for deciding an IMCA is required, and details of information sent to the IMCA service.



		I have provided all practical /appropriate support in assessing capacity in compliance with the Mental Capacity Act 2005 

		Person completing assessment: 

Molly Smith 

		Designation: 

Nurse

		Date: 

17/05/2023









Best Interest Decision Form

This form is only to be completed if the person lacks capacity for the specific decision to be made and full capacity assessment has been documented.

The named decision maker should consider all relevant circumstances of which they are aware, and which it is reasonable to regard as relevant in the making of the decision on behalf of a person who is lacking capacity. This should include medical, social, welfare, emotional and ethical matters. Under no circumstances must a best interest decision be made by the desire to bring about a persons death.



Details of Decision Maker

		Name: Molly Smith 

		Designation: Nurse









Details of others consulted in the best interest process:

		Name:

		Designation / relationship to person: 

		Contact details: 



		

		colleague 

		



		Lilly the cat 

		Cat / daughter

		



		Milly the ginger cat 

		Cat / daughter

		







Decision to be made: Note how the decision is phrased is important in maintaining a focus on the decision to be made and the extent of the boundaries of the assessment of the best interests’ process (should be the same wording as decision on the capacity assessment).





If X requires the support of staff with her continence and personal care.



Consultation with others:

What are the views of family, friends, anyone engaged in caring for the person, anyone interested in the person’s welfare, anyone named by the person to be consulted? Please give detail of each person consulted and their views. Identify and maintain a copy of any additional information given:

I spoke with Xs daughters Milly and Lily and they felt that X was no longer able to support herself with her personal /continence care and would require the support of staff to ensure she was clean and the risk of developing sores due to poor hygiene was reduced.



Assessment.

		1. Has the person been permitted and encouraged to participate as fully as possible in the decision-making process?

       e.g. by simplifying information, using pictorial aids, having trusted                              

       family / friends involved to assist with communication. Please state what                

       has been done to aid participation.



		X was spoken with regarding her personal care and support with her continence in her bedroom, she appeared comfortable and happy to engage with the conversation 





		2. Have you considered the person’s past and present wishes, feelings, beliefs and values that would have been likely to influence their decision if they held capacity?  Include any relevant written statements made when competent or consider any religious, cultural, moral or political beliefs and values. Please state any that are relevant to the decision to be made:  



		Xs family report that she never held any specific religious or cultural views. Her daughter explained that during a period where X stayed in hospital and there were no concerns around her capacity, she was happy to receive care from both male and female carers.





		

3. Have you identified the relevant circumstances that they would take into account if they were making the decision themselves? Please detail which factors or circumstances would be important to the person e.g. a life- long gardener would want that to be taken into account when choosing accommodation 



		

Xs family state that she has always been someone who took pride in her appearance, she would bath each night and would always wear clean clothes. By supporting X with her personal care moving forward, we feel that we would be adhering to what we believe she would want .





		

4. What are the options for the decisions to be made? List all options, including those which may not be available:



		

1) X to remain supporting herself with personal care/continence

2) Staff to support X





		5. What are the identified risks of the options identified?

       Please list the risks identified for each available option: 



		1) If X were to manage her own needs, this would pose a risk to her skin health and dignity.

2) There may be a risk that X may feel like she has lost her independence.





		6. What are the identified benefits of each of the options identified?

Please list the benefits for each available option:



		1) X would feel fully independent 

2) Staff would be able to monitor Xs skin integrity and offer support if issues occur, X would be able to present in a way that was always her preference and independence would also be promoted during care interventions





















Outcome of Best interests Assessment: Please give details and reasoning for the decisions made including why the chosen option is in the persons best interests and the least restrictive option.

Note: This section should demonstrate the weighting of information; reasons for discounting a particular persons view point or manner in which the weight has been applied to certain factors or certain people’s views. It should demonstrate your analysis and findings as the named decision maker.

Following consultation with X, her family and professionals involved in her care, it has been decided it would be in her best interests for continence /personal care to be provided by the service.

Staff will encourage X to maintain her skills and independence during interventions, but will offer to support her where she is less able.
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Complaints Analysis Example QA.docx
Example Complaints Analysis Q1 2024

15/07/2024



Summary

· How many complaints received this quarter compared to last?

· E.g. In April, May and June 2024  we received 11 complaints, a decrease of 3 from the previous quarter.



· Were lessons learned recorded, communicated and implemented from each individual complaint?

· Simple check to ensure each complaint was reviewed and learned from.

· Give examples of updated practice as a result (can be brief – refer to individual complaints record for fuller commentary).



· How many complaints in this quarter were unresolved, and why?

· E.g. 1 complaint remains unresolved at the time of the quarterly review.  This was about activities, and required complex risk assessments and escalation to the Regional Manager for authorisation.  Complainant has been kept informed throughout.



· Were all complaints acknowledged in the required timeframe?

· E.g. 10 of the 11 complaints were acknowledged within 3 working days.  One was outside of this because the manager was on holiday.

· Action Point: Senior staff to be trained in complaint acknowledgement.



· Were all complaints fully responded to in the required timeframe?

· E.g. 9 of the 11 complaints were investigated and responded to within 28 days, One complaint is ongoing (activities, as above).  The other complaint had been fully investigated, but there was a delay in sharing the report with the complainant due to staff sickness creating additional work pressure.

· Action Point: Unresolved complaints to be reviewed at weekly senior staff meeting.







· Were there any trends in category?

· E.g. Most complaints were about food.  These all occurred in June when the Chef was on holiday.  Agency staff were used to cover this absence.  These staff were not familiar with SU’s preferences.

· Action point: Create an induction specific to kitchen staff (whether agency or core), including SU need and preferences.







· Were there any trends in severity?

· E.g. Most were less formal “concerns”, rather than formal complaints.  This shows that SUs and their representatives feel comfortable raising smaller issues with us to improve their time with the service.



· Review SMART actions from the previous quarter’s analysis.

· What SMART actions were taken as a result of this analysis?

		Ref

		Issue

		Action	Comment by Paul Jones: From earlier in report

		Who

		Planned Completion

		Actual Completion



		Q1-1

		Late acknowledgement: outside required timeframe of 3 days.

		Senior staff to be trained in complaint acknowledgement.

		PJ

		31/07/2024

		30/07/2024



		Q1-2

		Late response: outside required timeframe of 28 days.

		Unresolved complaints to be reviewed at weekly senior staff meeting.

		PJ

		22/07/2024

		29/07/2024



		Q1-3

		Increase in complaints about food during Chef’s absence.

		Create an induction specific to kitchen staff (whether agency or core), including SU need and preferences.

		PJ, Chef

		30/08/2024

		







End of year analysis

A more in-depth analysis may be possible at the end of Q4, comparing this year to last, noting any progress and actions.





Complaint categories Q1 2024





Activities	Food	Laundry	Medication	Staff	2	4	2	1	2	



Complaint severity Q1 2024





Concern	Complaint	6	5	



QMO Provider Mentor Pilot complaints analysis v0.2, 09/08/2024
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20250318 Staff Team Meeting Template.docx
Staff Team Meeting Template - Residential



	

		Date:	

		



		Time:	

		



		Location:

		



		Present:

		



		Apologies:

		



		Absent:

		







	

· Plan meetings in advance, informing staff when they will be

· Encourage staff to add to the agenda in advance

· Support as many staff to attend as possible, consider multiple meetings on different dates/times, hybrid or MS Teams/Zoom meetings

· Distribute minutes after the meeting





		1

		Review of last month’s action plan

All actions completed?  Any incomplete actions roll over to this meeting and action plan.







		2

		Residents

Any issues.  May include incidents, accidents, falls, safeguarding concerns, moving & handling issues, continence, food & drink, mental capacity, key worker updates







		3

		Medication







		4

		Maintenance/health & safety/infection control concerns







		5

		Rotas and working patterns







		6

		Information sharing

Handovers, communication books, record keeping etc.







		7

		Operational updates







		8

		Learning & development 

Could focus on one topic/policy for group discussion







		9

		Lessons learned

Focus on a previous incident/issue, constructively discussing how practice has improved as a result.







		10

		Any other business

Encourage staff to raise any issues for discussion at the meeting







		11

		Date of next meeting(s)















Action plan

		Ref

		Issue

		Action

		Who

		Planned Completion

		Actual Completion



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		







IQS Provider Mentor Pilot Team Meeting Template v0.1, 18/3/2025
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DoLS Log Template v0.3.xlsx
Sheet1

		Ref		Name		Local Authority		Type requested
(urgent or standard)		Date applied		Date chased
(if applicable)		Authorised?		Date authorised		Date CQC notified		CQC notification reference		Conditions		Expiry date		Date renewal requested



&"+,Bold"&12DoLS Log Template	


IQS Provider Mentor Pilot v0.3, 21/11/2024
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Monthly managers overview

		Date

		

		Audit completed by

		



		Service name

		

		Job title 

		



		Audit reviewed by 

		

		Date reviewed

		









		Actions

		This Audit Tool should be completed monthly by the manager 



		

		



		

		In the event of non-compliance, action plans should be produced and reviewed regularly



		

		Completed audit tools should be kept locally for good practice assurance and as evidence for CQC inspections















		Environment 



		Internal and external

		Yes

		No

		N/A

		Comments



		Does the home look welcoming?

		

		

		

		



		Is the home’s sign visible from the road?

		

		

		

		



		External areas are clean, tidy and in a good state of repair

		

		

		

		



		Visitors signing in book is available to use

		

		

		

		



		Smoking areas are clean and tidy

		

		

		

		



		All posters/signs displayed in and around the home are in date

		

		

		

		



		Notice boards have relevant information on them and are clear

		

		

		

		



		Ground floor communal corridors are clean, tidy in a good state of repair and free from malodours

		

		

		

		



		1st floor communal corridors are clean, tidy in a good state of repair and free from malodours

		

		

		

		



		Communal lounges are clean, tidy, in a good state of repair and free from malodours

		

		

		

		



		Communal furniture is clean in a good state of repair and malodour free

		

		

		

		



		Clocks are appropriately place and in good working order

		

		

		

		



		Customer rooms are person centred, clean, tidy, in a good state of repair and free from malodours 

		

		

		

		



		IPC handwashing facilities are in place for staff in each bedroom with sufficient PPE available

		

		

		

		



		Donning & doffing stations are clean, tidy and well organised

		

		

		

		



		Communal bath/shower rooms are clean, tidy in a good state of repair and free from malodour

		

		

		

		



		Communal toilets are clean, tidy, in a good state of repair and free from malodour

		

		

		

		



		Equipment is stored in accordance with the homes policy

		

		

		

		



		Unoccupied rooms are clean, tidy, in a good state of repair and ready to view

		

		

		

		



		Customer bedding is clean, in a good state of repair, stain and malodour free

		

		

		

		



		Linen cupboards are clean and tidy

		

		

		

		



		Laundry room is clean, tidy, and in a good state of repair

		

		

		

		



		Sluice room is clean, tidy, in a good state of repair and free from malodour

		

		

		

		



		Rooms have the correct signage which is accessible to residents 

		

		

		

		



		Communal dining areas are clean, tidy, in a good state of repair and free from malodours

		

		

		

		



		The daily menu is displayed and correct for that day

		

		

		

		



		Allergens are displayed in accordance with the daily menu

		

		

		

		



		Customers appear to be well presented in accordance to their choices and decisions

		

		

		

		



		Health and safety/maintenance 



		Sub title 

		Yes

		No

		N/A

		Comments



		Emergency call bells in communal lounges are in good working order and accessible 

		

		

		

		



		Emergency call bells in communal bath/shower rooms are in good working order and accessible

		

		

		

		



		Emergency call bells in communal toilets are in good working order and accessible

		

		

		

		



		Emergency call bells in bedrooms are in good working order and accessible

		

		

		

		



		Corridors on the ground floor are free of obstruction

		

		

		

		



		Corridors on the 1st floor are free of obstruction

		

		

		

		



		Fire exits on the ground floor are clear, in a good state of repair and tested weekly

		

		

		

		



		Fire exits on the 1st floor are clear, in a good state of repair and tested weekly

		

		

		

		



		Emergency lighting is in good working order and checked weekly

		

		

		

		



		Weekly Fire log is up to date and issues addressed

		

		

		

		



		Fire safety equipment is in good state of repair, working order and checked minimum monthly 

		

		

		

		



		Fire Risk assessment is in place, up to date and reviewed annually

		

		

		

		



		Issues identified within the fire risk assessment are addressed in a timely manner

		

		

		

		



		Maintenance log is up to date and actions are being addressed

		

		

		

		



		Date of last recorded fire drill and issues identified

		

		

		

		



		Last recorded fire evacuation and issues identified

		

		

		

		



		Weekly water temperature log for communal taps is up to date and issues addressed

		

		

		

		



		Weekly water temperature log for bedroom taps is up to date and issues addressed

		

		

		

		



		Empty room taps are ran for at least 5 mins per week 

		

		

		

		



		Legionella risk assessment is in place, up to date and reviewed monthly

		

		

		

		



		The lift is working, in a good state of repair and serviced at least 6 monthly

		

		

		

		



		Moving & Handling equipment is in a good state of repair and checked weekly

		

		

		

		



		Electrical Installation Wiring certificate is in date and renewed every 5 years

		

		

		

		



		Nurse call system to be checked annually 

		

		

		

		



		All electrical items have an up to date PAT within 12 months of previous

		

		

		

		



		The fire alarm system is in a good state of repair and checked at least 6 monthly

		

		

		

		



		Fire extinguisher are checked annually and in a good state of repair

		

		

		

		



		Legionella checks are annual and issues identified actioned

		

		

		

		



		Mobile hoists are annually LOLER checked, in date and in a good state of repair

		

		

		

		



		Bath hoists are annually LOLER checked, in date and in a good state of repair

		

		

		

		



		Customer slings are annually LOLER checked, in date and in a good state of repair

		

		

		

		



		Slide sheets are in a good state of repair and checked monthly

		

		

		

		



		Pressure mattresses are at the correct air flow, in a good state of repair and checked weekly

		

		

		

		



		Pressure cushions are in a good state of repair and checked weekly

		

		

		

		



		Lift and stair lifts are in a good state of repair and checked at least 6 monthly

		

		

		

		



		Gas safety certificate is up to date and checked annually

		

		

		

		



		

		

		

		

		



		Medication 



		The medication room is clean, tidy and in a good state of repair

		

		

		

		



		MAR folders are in a good state of repair and well organised

		

		

		

		



		Administration signature sheet is up to date and signed by all relevant staff

		

		

		

		



		Monthly medication has been signed in as per policy

		

		

		

		



		Controlled drugs have been audited weekly and documented in the register

		

		

		

		



		All medication has a MAR chart that is legible, with clear directives that match the item

		

		

		

		



		Medication room temperatures are recorded daily and addressed when above 25°

		

		

		

		



		Medication fridge temperature are recorded twice daily and address when outside of 

		

		

		

		



		Medication that requires refrigeration is stored correctly, in date and have date opened labels

		

		

		

		



		A minimum of 10% of MAR charts should be audited a month (alongside the weekly audits)



				

Areas to consider 



Please circle correct answer 



		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Comments



		Resident has a one page profile at the front that has a photograph with 12 months, GP and allergy details recorded 

		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		All medication is signed in/carried over correctly as per policy

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

PRN medication is accounted for and has a legible MAR/TMAR chart as per policy



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

There are no gaps on the MAR/TMAR charts



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

Correct codes are used with additional information documented on the back of the MAR/TMAR where applicable



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

Stock balance is correct for all items



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

Opened date sticker are visible and clear where applicable



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

Medication that has been refused regularly has been referred to the relevant professionals for review



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

Customer has had a full meds review at least annually



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

Time specific medication is evidenced on the back of the MAR and other supplementary documentation where applicable (eg. Lansoprazole)



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

Patch application records are accurately recorded and in accordance with the safe application sites



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

Fullers tools are completed and in date for customers who self-medicate



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

PRN Protocols are in place, legible, accurate for all PRN medication and reviewed monthly



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		

Residents who are prescribed medication for complex and challenging behaviours have a protocol in place that evidences the least restrictive practice in accordance with the MCA



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		









		Staff files 



		A minimum of 10% staff files should be audited a month



				

Areas to consider 



Please circle correct answer 



		Staff initials

		Staff initials

		Staff initials

		Staff initials

		Staff initials

		Comments



		

Is there an application form completed

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		



Yes



No



N/A



		



		Are there any gaps in employment and have they been discussed

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Has a medical questionnaire been completed?

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Evidence of DBS checks in file

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Has the right to work checklist been completed?



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		ID checked and confirmed

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

References received and checked as per policy



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Contract of employment signed and job description given 

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		A copy of interview questions and responses is on file

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

A letter of appointment and acceptance is on file

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Risk assessments on file where risk is identified through DBS

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Induction completed and signed off

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Confirmation of successful probation on file

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Supervisions on file and taking place as per policy 



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

		

		

		

		

		

		









		Care plans 



		A minimum of 10% care plans should be audited a month



				

Areas to consider 



Please circle correct answer 



		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Comments



		Is there an index and is it in correct order?



		

Yes



No



N/A



		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		



		Has a pre-assessment completed

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Medical information including current conditions are completed, up to date and reviewed monthly

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Is the care plan complete, up to date and evidence customers involvement

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Consent form is completed, accurate and reviewed monthly 

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Mental Capacity assessments are fully completed and up to date for customers who require assessments  

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Best interest decisions are in place, evidenced and promote least restrictive person centred approaches



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Risk assessments are in place, robust, reflect current customer assessed needs and are reviewed monthly 

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		A moving & handling risk assessment is in place where required and is reviewed monthly  

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

There is a log of all equipment issued to customer that includes serial number and sizing that is reviewed monthly 



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Customer has a PEEP in place and is reviewed monthly

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		There is a falls log that is up to date and reviewed monthly for trends

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

There is a MUST in place, up to date and reviewed monthly for significant changes  



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

There is a waterlow chart in place that identifies customer skin integrity and is reviewed monthly for significant changes 



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Daily notes evidence person centred approach, are dignified and legible



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Residents personal care logs are completed and reflect individual choices and decisions related to care



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Residents are offered a shower/bath daily even if they chose not to and this is evidenced



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

There is an end of life plan that has been completed in full with residents and relatives which is reviewed monthly



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Referrals have been made to the relevant agencies in a timely manner and followed up (define what)



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Residents have had a full review within the last 12 months



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Resident personal allowances have been audited weekly and are correct



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Personal allowances are being used appropriately to meet the needs and preferences of the residents



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Residents are encouraged to take part in activities in accordance with their choices and decisions



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

Resident activity logs are up to date and reflect individual preferences



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		

		

		

		

		

		

		



























		Nutrition and hydration 



		Scores on the door is visible on the entrance of the building

		

		

		

		



		The kitchen is clean, tidy and in a good state of repair

		

		

		

		



		Food storage areas are clean, tidy and in a good state of repair

		

		

		

		



		Fresh food has been stored correctly and has date opened/used by labels

		

		

		

		



		Dry foods is in date and stored correctly

		

		

		

		



		Fresh food that has been frozen is labelled with date of freezing and used within 3 months

		

		

		

		



		Fridge and freezers are clean, tidy and in a good state of repair

		

		

		

		



		Fridge and freezer logs are up to date with no gaps identified

		

		

		

		



		Food and fridge temperature logs are up to date with no gaps identified. Fridge Water is changed weekly

		

		

		

		



		Daily menu options are completed with any relevant dietary requirements

		

		

		

		



		All staff are aware of customer special dietary requirements and are compliant with this?

		

		

		

		



		Weekly menus are available and visible for the customers

		

		

		

		



		Daily, weekly and monthly cleaning schedules are in place, completed and issues addressed

		

		

		

		



		Temperature probes are calibrated and recorded monthly as per SFBB

		

		

		

		



		All food stock items is rotated a minimum of monthly and recorded in the SFBB?

		

		

		

		



		All utensils are in a good state of repair and meet the current standards/regulations?

		

		

		

		



		All crockery is in free of cracks/chips and in a good state of repair

		

		

		

		



		Allergens notifications are visibly displayed and up to date

		

		

		

		



		All staff are aware of customer allergies

(ask 2 and document initials)?



		

		

		

		



		All staff are aware of customer special dietary requirements (Fortified, textured ,diabetic etc)

(ask 2 and document initials)?

		

		

		

		



		

		

		

		

		



		Training 



		Please edit to suit service mandatory training 

		Yes

		No

		N/A

		Comments



		All staff are in date with SOVA training

		

		

		

		



		All staff are in date with Moving & Handling training

		

		

		

		



		All staff are in date with Infection Prevention Control training

		

		

		

		



		All staff are in date with Health & Safety training

		

		

		

		



		All staff are in date with food hygiene training

		

		

		

		



		All staff are in date with MCA training

		

		

		

		



		All staff are in date with First Aid training

		

		

		

		



		All staff are in date with Medication training

		

		

		

		



		All staff are in date with GDPR training

		

		

		

		



		All staff are in date with Fire training

		

		

		

		



		All staff are in date with Equality & Diversity Training

		

		

		

		



		All staff are in date with Dementia training

		

		

		

		



		All staff are in date with nursing requirements training

		

		

		

		



		All staff trained to administer medication have received an observational practice minimum annually

		

		

		

		



		All staff trained in Moving & Handling have received observational practice minimum 6 monthly

		

		

		

		



		All staff that undertake observations as part of competency checks are adequately trained to do so

		

		

		

		



		Staff are aware of the company “whistle blow” policy

		

		

		

		



		Shift handovers are in place and informative with no missing information

		

		

		

		



		

		

		

		

		



		Quality assurance

		

		

		

		



		Have the weekly medication audits been completed and issues actioned?

		

		

		

		



		Has the monthly bed rail audit been completed and issues actioned?

		

		

		

		



		Has the monthly infection control audit been completed and issues actioned?

		

		

		

		



		Has the safer food better business documentation been completed?

		

		

		

		



		Have the weekly fire safety audits been completed and issues actioned?

		

		

		

		



		Has the monthly falls analysis been completed?

If yes, any actions identified to be added to the ongoing improvement plan

If no, document the reason for this having not been completed 

		

		

		

		



		Has the months MUST tracker been completed and issues actioned?

		

		

		

		



		How many compliments/complaints have been received this month?

		

		

		

		



		Have any complaints been actioned in line with the complaints policy, with lessons learned?

		

		

		

		



		Have any compliments been shared with the team?

		

		

		

		



		Have safeguarding referrals been sent in a timely manner and logged?

		

		

		

		



		Have CQC notification been sent in a timely manner and logged?

		

		

		

		



		Leadership and management  



		CQC Registration certificate is displayed and visible

		

		

		

		



		CQC rating is visibly displayed and a report summary made available

		

		

		

		



		Liability Insurance Certificate is in date and visibly displayed

		

		

		

		



		Noticeboards display relevant information throughout the home

		

		

		

		



		Speak up information is displayed and available throughout the home

		

		

		

		



		There is a training schedule in place for the relevant year

		

		

		

		



		There is a training matrix in place that is current and includes all staff and training courses available

		

		

		

		



		The training matrix is up to date and reviewed monthly

		

		

		

		



		All staff are up to date with mandatory training in accordance with legislation or policy

		

		

		

		



		All staff are trained in accordance to their designation and responsibilities and refreshed in accordance with legislation or policy

		

		

		

		



		DoLS tracker is up to date

		

		

		

		



		DBS tracker is up to date and reviewed as per policy

		

		

		

		



		There is evidence of annual disclosure conversations documented as part of appraisals

		

		

		

		



		There is a supervision schedule that is up to date

		

		

		

		



		There is an appraisal schedule that is up to date

		

		

		

		



		There is an emergency protocol in place that staff are aware of, understand and adhere to

		

		

		

		



		There is rota that is reflective of current customer needs and accounts for skill mixes

		

		

		

		



		There is evidence of staff meetings that are open and transparent

		

		

		

		



		There is a staff meeting planner in accordance with policy for the 12 month period

		

		

		

		



		There is a customer/relative meeting planner in accordance with policy for the 12 month period

		

		

		

		



		There is a policy folder that is up to date and actively used

		

		

		

		



		There is a read, understand file for staff to evidence policy adherence

		

		

		

		



		All residents records/documents are kept securely as per GDPR policy

		

		

		

		



		

		

		

		

		



		Title 

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		Title 



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		Title 



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		











Continuous improvement plan 

		Identified area of concern

		RAG Rating

Red = within 7 days Amber = within 21 days 

Green = within 28 days

		Improvements required



 

		Responsible Person/s

		Initial Completion Date

		Ongoing Actions



		



		

		

		

		

		



		



		

		

		

		

		



		



		

		

		

		

		



		



		

		

		

		

		



		



		

		

		

		

		



		



		

		

		

		

		



		

		

		

		

		

		





		

		

		

		

		

		





		

		

		

		

		

		





		

		

		

		

		

		





		

		

		

		

		

		





		

		

		

		

		

		




















































image33.emf
Safeguarding Log -  Basic Word doc.docx


Safeguarding Log - Basic Word doc.docx
Safeguarding Log

		Our Ref

		Date of incident

		SU

		Category/type of alleged abuse

		Date reported to CQC

		CQC Notification Reference 

		Date Reported to NCC

		S42 enquiry?

		Finding

		Date Closed

		Lessons learned/incident review completed?
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Trend analysis v0.2.docx
Trend Analysis	Comment by Paul Jones: Complete with the senior team every 3-6 months to review trends.  NB this is not to focus on individual issues, but to look at any common themes - for example were 70% of complaints about food, did most falls occur at 4pm etc.



		Review of:	Comment by Paul Jones: Pick one topic to review per form/meeting.
Topics might include:
Accidents/Incidents
Call bells
Care plan audits
Complaints
Daily record audits
Falls
Food & Fluid chart audits
Home Care punctuality and duration
IPaC audits
Maintenance issues
Medication errors
Meds audits
Safeguarding
Walkarounds/Observations

		



		Today’s Date:

		



		Dates included in this review:

(recommend 3 months)

		









		Check the previous analysis of this issue – are all actions completed?



		









		[bookmark: _Hlk196471039]How many issues have there been over the last 3 months?



		



		



		Were all of these investigated and acted upon individually?	Comment by Paul Jones: Check that all records of individual instances are completed and up to date.



		



		



		Have all appropriate notifications been made (CQC, NCC, RIDDOR etc.)	Comment by Paul Jones: Appropriate to the type of events being analysed, e.g. safeguarding concerns notified to CQC & NCC, work-related accident resulting in 8 day absence reported to RIDDOR...



		



		



		How many issues are ongoing/unresolved, and why?



		



		



		What common issues or trends are there?



		



		



		What can we change to reduce the chances of these issues recurring?



		









Action Plan



		Ref

		Issue

		Action

		Who

		Planned Completion

		Actual Completion
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20250404 Signing involvement in care plans guidance.docx
Signing involvement in care plans



Scenarios:



1. SU has capacity to make the decision to accept care

2. SU lacks capacity to make this decision, but has a lasting power of attorney for health and welfare

3. SU lacks capacity to make this decision, and does not have LPA for health and welfare







SU has capacity to make the decision to accept care



· SU signs consent to receive care.

· SU signs to say they were involved in the creation of the care plan (i.e. it was discussed with them how care and support would be provided).





SU lacks capacity to make this decision, but has a lasting power of attorney for health and welfare



· LPA for health and welfare can only act on SU’s behalf if they do not have capacity to make the decision in question, so MCA completed (for the decision to accept care according to the care plan).

· MCA finds SU does not have capacity.  

· LPA signs consent for SU to receive care

· Provider keeps a copy of the power of attorney documentation, which has been registered with the Office of the Public Guardian

· SU can sign their involvement in creating the care plan, but not consent.  Wording on forms to be clear

· Family/representatives can sign their involvement in the care plan, but not consent (unless LPA!)





SU lacks capacity to make this decision, and does not have LPA for health and welfare



· Mental capacity assessment completed – for the decision to accept care from the provider according to the care plan.

· MCA finds SU does not have capacity.  Best interests decision recorded, including pros and cons of alternative options and why receiving care as planned is the least restrictive option.

· No one signs consent to receive care.

· Family can sign their involvement in creating the care plan, but not consent.  Wording on forms to be clear.





NB – staff should never sign consent on behalf of SUs.



Some digital care planning software states that that staff have signed consent on behalf of SUs.  Providers should make it clear that additional documents exist that accurately reflect consent in line with the above.
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Key Worker Agreement example.docx
Key Worker Agreement





		Resident name:

		

		Sign:

		



		Key worker name:

		

		Sign:

		



		Additional key worker:

		

		Sign:

		



		Date:

		









                            [Insert key worker 1 photo here – 

Go to the Insert tab, click on Pictures, and select the photo you want to add]

[Insert key worker 2 photo here]





                                        Key worker name

Key worker name







Key worker duties:



· To promote (SU name)’s independence and wellbeing 

· To meet with them weekly to discuss items on the Key Worker Meeting Agenda

· To record this meeting and update care plans, risk assessments, staff and other professionals accordingly

· To ensure Key Worker action plans are completed as required

· To have input into care plan reviews

· To participate in reviews conducted by other professionals

· To facilitate contact with family and friends, both in person and by phone/video call

· To support them to personalise their room

· To support social and recreational activities

· To support working towards goals

· To support planning outings and holidays

· To ensure they have all shopping/toiletries they need





QMO Provider Mentor Pilot KW Agreement v0.1, 12/11/2024
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Key Worker Meeting template v0.2.docx
Key Worker Meeting Record





		Resident name:

		



		Key worker name:

		



		Others present – Name:

		

		Relationship:

		



		Date:

		

		Time:

		



		Location:

		









1. How are you?







2. What did you enjoy over the last week?







3. What didn’t you enjoy/what could be improved?







4. What was your favourite meal?







5. Is there any food you would like to request?







6. Have you spoken with family/friends?







7. Can we support with this?







8. Did you enjoy the activities in the last week?







9. Are there any visits, activities or hobbies you would like to do?







10. Are there any improvements we could make to your room?







11. How are you getting on with other residents?







12. How are you getting on with staff?







13. Do you have everything you need? (Shopping, toiletries etc.)







14. Anything else you would like to discuss?







		Discuss the resident’s Goals Care Plan, updating milestones achieved and recording any new goals.



		











		Record any additional information that comes out of the conversation, for example any new information about the resident’s life history.  Transfer to the relevant care plan.



		











Action plan



Review the action plan from the last key worker meeting.  Any outstanding actions carried over to the plan below.



		Issue

		Action

		Person responsible

		Planned Completion

		Actual Completion



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		







This record completed by:



Sign & date:

QMO Provider Mentor Pilot KW Meeting v0.2, 05/11/2024
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Bed rail audit.docx
Bed rails audit

		Date

		

		Audit completed by

		



		Service name

		

		Job title 

		



		Audit reviewed by 

		

		Date reviewed

		









		Actions

		This Audit Tool should be completed monthly by a competent person and reviewed by the manager



		

		In the event of non-compliance, action plans should be produced and reviewed regularly



		

		Re-assess the bedrails for each resident to ensure they continue to be appropriate and safe for use



		

		If the answer to the following questions is ‘No’, then identify the action to be taken



		

		Completed audit tools should be kept locally for good practice assurance and as evidence for CQC inspections













		

Areas to consider 



Please circle correct answer 



		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Resident initials

		Comments



		

Does this resident still meet the criteria for the safe use of 

bed rails?

		

Yes



No



N/A



		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		

Yes



No



N/A

		



		

Does the resident have capacity to agree to the use of bed rails? If no, is there a Mental Capacity assessment in place with a best interest decision confirming bed rails as the least restrictive option?



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		Has an appropriate risk assessment been completed for the use of bed rails in the last 12 months?

		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		

Yes



No



N/A



		



		Are the bedrails still suitable for the provision of care and 

equipment used?

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Are there any potential injury sites on the bedrails for either 

resident or staff member?

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Do the bedrails continue to be fitted correctly, that is, are 

they secure, rigid and close to the mattress?

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Are the bumpers in use the correct ones for the type of bed 

rails and are they fitted correctly?



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Are the spaces between bedrail, bed frame and mattress 

appropriate to preventing entrapment?

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Does the bedrail provide sufficient height protection when 

used with a pressure-relieving mattress?

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Are the bedrails in good working order that is, going up and 

down easily and are fixed securely in the upright position?



		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		



		Are maintenance procedures for safe use of bed rails in place and routinely inspected?

		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		

Yes



No



N/A





		







		Additional 



		

		Yes

		No

		N/A

		Comments



		Has the bed rail reduction strategy been considered?

If yes, how many bed rails have been removed in the last month?

		

		

		

		



		Have all unused bed rails been removed from the home?

		

		

		

		



		Are bed rail bumpers air permeable and deep cleaned regularly?

		

		

		

		









		Staff knowledge 



		Initials of staff asked 

		Yes

		No

		N/A

		Comments



		Are staff able to clearly demonstrate correct use of bedrails? (ask staff to demonstrate)

		

		

		

		



		Are staff able to clearly state the risks involved with use of bedrails? (ask staff)

		

		

		

		



		Have staff been provided with suitable information, instruction, training and supervision for the type/s of bed rails in use and available in the care home?



		

		

		

		















Continuous improvement plan 

		Identified area of concern

		RAG Rating

Red = within 7 days Amber = within 21 days 

Green = within 28 days

		Improvements required



 

		Responsible Person/s

		Initial Completion Date

		Ongoing Actions
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PEEP example.docx
		My Personal Emergency Evacuation Plan (PEEP)







A PEEP must consider all buildings/areas the employee and/or customer commonly works in, visits or uses. It may be necessary to complete a separate PEEP for each area. Please note: alternative means to record PEEP information are provided within Respite Care as agreed with Norfolk Fire and Rescue Service.



Only complete the areas of the PEEP that are relevant.	

		PEEP for:

		XXX



		Contact Details:

		



		Locations this PEEP applies to (building, floor and rooms).

		







[bookmark: Check3]|_| I do not need assistance to evacuate the above locations (please go to point 5. and continue to complete your PEEP from there)



1. Awareness of procedure

The evacuation procedure has been provided to me in the following format:

*Braille, electronic format, tape, large print, explained in BSL, shown the routes, other (please detail below):

		XXX was shown the evacuation procedure and has an understanding of this, she has a copy on the back of her bedroom door. 







2. I am informed of the emergency by:

*Existing alarm, pager device, visual alarm system, the following people in the following areas (please provide names and areas of building below):

		A fire alarm will sound and XXX is aware to stay where she is until a staff member attends to support her to evacuate







Please detail any other arrangements below:

		





3. Getting Out

		I require 



		Locations

		Nature of assistance

		Contact details



		All locations

		Verbal Guidance/ 1 care worker to ensure she has her crutch and is not panicked.

		



		

		

		



		

		

		






4. The specialist equipment to assist my escape is:

		If safe to do so, please ensure XXX has her crutch or in the absence of this a wheelchair. If on the 1st or second floor ( bedroom 7 located on 1st floor) XXX will require the assistance of a ski mat to decend the stairs.







5. My escape plan is

		Detail the evacuation procedure including safe routes to be taken, beginning from when the alarm first sounds:



		During the day 



On hearing the alarm, Staff are to tell XXX that she needs to leave the building. She will follow staff by walking if she is on the ground floor, or may take an arm for support if safe to do so please get her crutch or if needed a wheelchair can be used (communal wheelchairs located under the stairs to rear of building)



She will need to be supported to leave the building via the nearest emergency exit with a staff member. 



 She will then go to the emergency assembly point which is located in the car park. Due to poor mobility, XXX may struggle to stand for long periods, once the service is evacuated, a chair or something to sit on should be acquired. 



XXX will wait there until it is safe to go back into the house. If it is unsafe to go back in, staff are to support her to the church at the end of Example Road and then staff are to follow the contingency plan which is in the fire grab bag. 



Night time



XXX takes zopiclone at night. In the event that she requires evacuation, this may mean she is difficult to rouse and disorientated. XXX resides on the 1st floor of the building. If compliant, XXX should be assisted to the ground floor using the ski mat located at the top of the rear stairwell. She will require 2 staff to safely support her with this. 

Until support is available to evacuate, XXX is positioned behind a fire door that will offer 30minutes protection from fire.

It is likely that XXX would need the support of a wheelchair during a nighttime evacuation as she becomes nervous in the dark and may be impacted by her nighttime medication. If safe to do so, a wheelchair is located in the downstairs stairwell and should be offered.

Once outside of the building, it is important that XXX is given a silver blanket a nd any available clothes or coats for warmth and dignity as she sleeps in a vest. Offering XXX a torch, glowstick or Phone with a light may reduce her anxiety. XXX may become very anxious about her belongings and try to return to the service to get these, therefore it is important that staff observe XXX to ensure she does not attempt this and reassurance is offered around her belongings.







Please note you are not expected to participate in planned evacuations if this would cause unnecessary injury and/or distress.  Please work with your Premises Manager to arrange how you will be notified of planned evacuations in advance.



[bookmark: Check2]I am able to participate in planned evacuations Yes ☐ *                    No |_| (see below)



If you do not participate in planned evacuations, you must run through your evacuation plan at least once to demonstrate it works. Please insert the date this was completed: 





6. My practice arrangements are:

		XXX participates in a planned evacuation at least once a year which is due April 2023.

Or…….



XXX experienced distress at an evacuation held 01/11/22. Following this, in agreement with her, a discussion around the procedure will be held in future and documented as completed. 







		Relevant party

		Name

		Signature

		Date



		PEEP owner 

(the individual):

		

		

		



		PEEP assessor:

		

		

		



		Review date(s):
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Emollient Fire Risk Letter to Care Homes - Feb 23.pdf
Norfolk Fire and Rescue Service

ORFO Fire Headquarters
T~ Room 8.2.6 OCC
Jubilee House
Falconers Chase
; Wymondham
NR18 OWW

Website: www.norfolk.gov.uk/fire

Email: FireBusSupAdmin@norfolk.gov.uk
Telephone: 0300 123 1669
Date: 26" February 2023

Dear Care Home Manager / Head of Service,

Sadly, we are contacting you following two recent fatal fires in Norfolk where the use of
emollients may have been a contributing factor. We are seeking your help to ensure those
in your care are safe from fire by reviewing your person-centred risk assessment / care plan
considering the information below.

What is the issue?

We know emollients are widely used and are important for the treatment of skin conditions
such as eczema, psoriasis and bed sores - and we support their continued use.

However, scientific testing by Anglia Ruskin University has shown that fabric - such as clothing,
towelling, bandages or bedding - contaminated with emollients containing paraffin,and also emollients
which contain no paraffin, such as those made with natural oils, burn quicker and hotter than fabric
which has not been contaminated. The tests showed the average time to ignition is approximately 6
seconds. Testing also demonstrated regular washing of fabrics does not totally remove the risk.

In December 2018, the Medicines and Healthcare products Regulatory Agency (MHRA) recommended
labelling and product information for emollients should include a warning about the fire risk, so it's
worth always checking labelling whenever you replenish productsas information may have been
updated.

Since 2010, there have been 56 confirmed fire fatalities in the UK where emollients are thought to
have been involved in the rapid development of the fire. All the people who died were older, many had
restricted mobility and a number had care plans in place. In 79% of these fatalities, smoking materials
such as matches, lighters and cigarettes were found to bethe ignition source of the fire.

What this means for you as a care home provider?

We recommend you keep your staff informed and regularly updated about the potential fire risks of
emollients, especially when used by smokers, so they can monitor and review individual risk
assessments effectively and report issues as appropriate.

Due to the potential fire risk outlined above we also advise you should, as part of the individual person-
centred risk assessments you carry out, reduce or mitigate the risks of afire arising and assess the risk
of harm to that person if a fire occurred.

County Council

www.norfolk.gov.uk



http://www.norfolk.gov.uk/fire

mailto:FireBusSupAdmin@norfolk.gov.uk



You can do this by:
Identifying and evaluating the hazard

1. Isthe person wearing clothing or bandages which may be contaminated with emollient?
a. Do they smoke whilst wearing contaminated clothing?
b. Do they cook whilst wearing contaminated clothing?
c. Do they sit close to a fire or heat source whilst wearing contaminated clothing?

2. Could the person’s bedding (including fire-retardant bedding) be contaminated withemollient?
a. Do they smoke in bed?

3. Could the person’s soft furnishings (upholstered chairs, cushions, fire-retardant throws) be
contaminated with emollient?
a. Do they smoke whilst sitting in the chair?

4. Would they be less able to react if they accidentally set themselves alight?

Any risks identified and measures put in place must be recorded in the significant findings ofthe fire risk
assessment and regularly reviewed in light of any decline in mobility, fine motor skills or cognitive
ability.

Eliminating the hazard

Ensure the person is aware of the risk. People should be advised not to smoke, cook using agas or
electric hob, sit close to or go near to any heat source such as open, gas or electric fire or halogen
heater, if there is any chance that their clothing, towelling, bedding or bandages are contaminated with
emollients. Where individuals chose to continue to smoke or use open heat sources, ensure you seek
advice from their GP to consider if a change in prescribed creams/emollient products can be enabled.

Reducing the hazard

Encourage the person to quit smoking by offering them information on smoking cessation services.
Avoid dressing the person in their day or night clothes until any emollient which has been applied to
their skin has completely dried in. Consider whether the person is able to smoke in a ‘safer’ way i.e.
smoke outside whilst wearing an uncontaminated outer covering, only using a safety lighter or a
supervised smoking arrangement. (Please be reminded that smoking outside whilst wearing
contaminated clothing without any of the additional control measures doesn’t reduce the risk). Ensure
their furniture is placed at a safe distance from any fire or heat source. Consider recommending ready-
cooked meals which can be microwaved.

Isolating the hazard

In extreme circumstances where actions to eliminate or reduce the hazard will not be taken by the
person, consider contacting your local fire and rescue service so that a home fire safety visit can be
carried out and/or a relevant health professional for further guidance andadvice.

Controlling the hazard

Continue to remind and prompt people about the fire safety issues and any unsafe behaviours they are
displaying. Ask the person to share any information you have given them with their family members. It
should be noted that regular washing of items such as clothing and towelling at very high temperatures
may reduce the risk but will not remove it completely.

Fire safety equipment

In addition to the above, you may wish to suggest that interventions, appropriate to the risk, are
acquired from the person’s personal budget. These may include linked additional smoke detection or

www.norfolk.gov.uk Y Cou ﬂt}’ Councll





telecare detection systems, fire retardant throws, bedding and smoking aprons,safety or deep ashtrays.

Fire Safety Audits

When the Fire Protection team from Norfolk Fire and Rescue Service (NFRS) carry out future fire safety
audits at your premise, particular attention will be paid to your emollient management processes.

NFRS Fire Protection staff are available to give you guidance and assistance if necessary. However, we
cannot write fire risk assessments or evacuation strategies for you.

Yours faithfully

Jonathan Wilby
Group Manager — Community Fire Protection

www.norfolk.gov.uk ’ Cou ﬂt}’ Councll






image8.emf
Emollient Cream  Fire Risk letter to Domiciliary Care Providers - Feb 23.pdf


Emollient Cream Fire Risk letter to Domiciliary Care Providers - Feb 23.pdf
Norfolk Fire and Rescue Service
Fire Headquarters

Room 8.2.6 OCC

Jubilee House

Falconers Chase

Wymondham

NR18 OWW

Website: www.norfolk.gov.uk/fire

Email: FireBusSupAdmin@norfolk.gov.uk
Telephone: 0300 123 1669
Date: 26" February 2023

Dear Domiciliary Care Provider Director / Head of Service,

Sadly, we are contacting you following two recent fatal fires in Norfolk where the use of
emollients may have been a contributing factor. We are seeking your help to ensure those
in your care are safe from fire by reviewing your person-centred risk assessment / care plan
considering the information below.

What is the issue?

We know emollients are widely used and are important for the treatment of skin conditions
such as eczema, psoriasis and bed sores - and we support their continued use.

However, scientific testing by Anglia Ruskin University has shown that fabric - such as
clothing, towelling, bandages or bedding - contaminated with emollients containing
paraffin,and also emollients which contain no paraffin, such as those made with natural
oils, burn quicker and hotter than fabric which has not been contaminated. The tests
showed the average time to ignition is approximately 6 seconds. Testing also
demonstrated regular washing of fabrics does not totally remove the risk.

In December 2018, the Medicines and Healthcare products Regulatory Agency (MHRA)
recommended labelling and product information for emollients should include a warning
about the fire risk, so it’s worth always checking labelling whenever you replenish
productsas information may have been updated.

Since 2010, there have been 56 confirmed fire fatalities in the UK where emollients are
thought to have been involved in the rapid development of the fire. All the people who died
were older, many had restricted mobility and a number had care plans in place. In 79% of
these fatalities, smoking materials such as matches, lighters and cigarettes were found to
bethe ignition source of the fire.

What this means for you as a domiciliary care provider?

We recommend you keep your staff informed and regularly updated about the potential
fire risks of emollients, especially when used by smokers, so they can monitor and review
individual risk assessments effectively and report issues as appropriate.

Due to the potential fire risk outlined above we also advise you should, as part of the
individual person-centred risk assessments you carry out, reduce or mitigate the risks of
afire arising and assess the risk of harm to that person if a fire occurred.

‘- County Council
»

www.norfolk.gov.uk
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You can do this by:
Identifying and evaluating the hazard

1. Isthe person wearing clothing or bandages which may be contaminated with
emollient?
a. Do they smoke whilst wearing contaminated clothing?
b. Do they cook whilst wearing contaminated clothing?
c. Do they sit close to a fire or heat source whilst wearing contaminated
clothing?
2. Could the person’s bedding (including fire-retardant bedding) be contaminated with
emollient?
a. Do they smoke in bed?
3. Could the person’s soft furnishings (upholstered chairs, cushions, fire-retardant
throws) be contaminated with emollient?
a. Do they smoke whilst sitting in the chair?
4. Would they be less able to react if they accidentally set themselves alight?

Any risks identified and measures put in place must be recorded in the significant findings of
the fire risk assessment and regularly reviewed in light of any decline in mobility, fine motor
skills or cognitive ability.

Eliminating the hazard

Ensure the person is aware of the risk. People should be advised not to smoke, cook using a
gas or electric hob, sit close to or go near to any heat source such as open, gas or electric
fire or halogen heater, if there is any chance that their clothing, towelling, bedding or
bandages are contaminated with emollients. Where individuals chose to continue to smoke
or use open heat sources, ensure you seek advice from their GP to consider if a change in
prescribed creams/emollient products can be enabled.

Reducing the hazard

Encourage the person to quit smoking by offering them information on smoking cessation
services. Avoid dressing the person in their day or night clothes until any emollient which has
been applied to their skin has completely dried in. Consider whether the person is able to
smoke in a ‘safer’ way i.e. smoke outside whilst wearing an uncontaminated outer covering,
only using a safety lighter or a supervised smoking arrangement. (Please be reminded that
smoking outside whilst wearing contaminated clothing without any of the additional control
measures doesn’t reduce the risk). Ensure their furniture is placed at a safe distance from
any fire or heat source. Consider recommending ready- cooked meals which can be
microwaved.

Isolating the hazard

In extreme circumstances where actions to eliminate or reduce the hazard will not be taken
by the person, consider contacting us so that a home fire safety visit can be carried out
and/or contact a relevant health professional for further guidance and advice.

Controlling the hazard

Continue to remind and prompt people about the fire safety issues and any unsafe
behaviours they are displaying. Ask the person to share any information you have given
them with their family members. It should be noted that regular washing of items such as
clothing and towelling at very high temperatures may reduce the risk but will not remove
it completely.

County Councll

www.norfolk.gov.uk





Fire safety equipment

In addition to the above, you may wish to suggest that interventions, appropriate to the risk,
are acquired from the person’s personal budget. These may include linked additional smoke
detection or telecare detection systems, fire retardant throws, bedding and smoking aprons,
safety or deep ashtrays. Please note that where a telecare system / community alarm is in
place, we recommend that linked smoke detection is installed in to this system to ensure the
fire and rescue service is called as soon as smoke is detected.

Please note we can only accept requests for home fire safety visits where consent is gained, this
can be done via our online request form found on our website home page —
www.norfolk.gov.uk/fire

You can also use our online home fire safety checker to help manage fire risks and to help
improve the fire risk awareness of your service users, this can be access via this QR code:

[=] 35 [s]

[(=]xFt=a

If you wish to contact us for any other advice, please use the email or phone number above.

Yours faithfully

s

Terry Pinto
Group Manager — Fire Prevention Lead

County Councll

www.norfolk.gov.uk
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Care Plan Review Record template v0.2.docx




Care Plan Review Record



		Service User name:

		



		Date of review:

		



		Service User DOB:

		

		Service User start date:

		



		Lead reviewer:

		

		Job Role:

		



		Others involved:	Comment by Paul Jones: Include any family, friends, care staff or professionals you have consulted as part of the review.

		

		Relationship to SU/

Job Role:

		



		Others involved:

		

		Relationship to SU/

Job Role:

		









		

		

		Yes / No

		Notes:



		Have you read the care plan in its entirety?

		

		



		Was information consistent  throughout care plans and risk assessments?

		

		



		Were all contact details fully completed?

E.g. family, GP, social worker

		

		



		Were all needs and health conditions covered appropriately in care plans and risk assessments? E.g. diabetes, epilepsy, food allergies

		

		



		Were all timed tasks recorded in care notes as required?

E.g. repositioning every 2 hours, welfare check every 30 mins

		

		



		Was the care plan personalised to the service user (relates to their specific situation and needs), including how they would like things done?

		

		



		Was the “about me” care plan fully completed with information about their personal history, likes, and dislikes?

		

		



		Did the care plan include their hobbies and interests?

		

		



		Did the care plan include goals, and how to achieve them?

		

		



		Was the care plan focussed on the service user’s abilities, what they can do?  Does it include how support might be different on a good day to a bad day?

		

		



		Were all risks identified and managed?

Common risk assessments:

· Environmental

· Moving & Handling

· Equipment Safety

· Bed Rails

· Medication

· Challenging Behaviour

· Infection Prevention and Control

		

		



		Were all risk assessments signed and dated?

		

		



		Were risk assessments reviewed in line with policy/stated aims?

		

		



		



		

		



		Mental Capacity (further guidance available)

		Yes / No

		Notes:



		Were Mental Capacity Assessments present if indicated elsewhere in the care plan

		

		



		Were MCAs personalised and decision-specific?

		

		



		If capacity was found to be lacking, were multiple best-interests options investigated and the least-restrictive option evidenced?

		

		



		

		

		



		Consent & Involvement (further guidance available)

		Yes / No

		Notes:



		Had the service user signed consent to receive care?

		

		



		Had the service user signed consent to receive support with medication?

		

		



		Were all consent forms in line with mental capacity assessments? 

(NB – only assess capacity to make a specific decision if there is reason to doubt someone’s ability to make it.  Otherwise, assume they have capacity to make the decision).

		

		



		Had anyone signed on the service user’s behalf?  If so, be clear why.

(No one else can sign consent if the service user has capacity to make the decision.  If family are signing their involvement in creating the care plan, make this clear (i.e. they are not signing consent on their relative’s behalf).

		

		



		Has the service user/representative signed receipt of their care plan? 

		

		



		Has the service user/representative signed receipt of the Service User Guide?

		

		



		

		

		



		Food & Drink

		Yes / No

		Notes:



		Did the care plan record likes, dislikes, and any restrictions (cultural/allergies)?

		

		



		Was there a good record of food and drink consumed?

E.g. what was offered, amount offered and consumed.

		

		



		Were any modified diets are clear, with reference to IDDSI in the care plan and risk assessments?

		

		



		Was there a copy of the SaLT (or any other relevant) assessment on file?

		

		



		



		

		



		Medication

		Yes / No

		Notes:



		Did the care plan include how and where the service user likes to take medication?

		

		



		If the service user manages their own medication, was there a risk assessment for this?

		

		



		Were GP and pharmacy details correct?

		

		



		Were medication lists in care plans and MARs consistent and correct?

		

		



		Were PRN protocols completed where required, in line with guidance?

When required medicines in adult social care - Care Quality Commission

		

		



		



		

		



		Professional guidance

		Yes / No

		Notes:



		Were any assessments from other professionals available with the care plan

E.g. SaLT, Dietetic, Diabetes, Epilepsy

		

		



		Was the care plan updated to reflect the latest professional guidance?

		

		



		



		

		



		Were all documents fully completed, dated and signed as appropriate?

		

		









		Notes:



		







Action Plan from this review



		Ref

		Issue

		Action

		Person Responsible

		Planned Completion

		Actual Completion



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		









Review & actions signed off as complete (or carried over to next review)



Signed:			___________________________________



Name & Role:		___________________________________



Date:			___________________________________



IQS Provider Mentor Pilot – Care Plan Review v0.2, 05/01/2026
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Monthly MUST tracker

		Date

		

		Audit completed by

		



		Service name

		

		Job title 

		



		Audit reviewed by 

		

		Date reviewed

		









		Actions

		This Audit Tool should be completed monthly by a competent person and reviewed by the manager 



		

		In the event of non-compliance, action plans should be produced and reviewed regularly



		

		Completed audit tools should be kept locally for good practice assurance and as evidence for CQC inspections











		Room

		Resident name

		Most recent weight

		Date of last weight

		Weight difference

		Weight loss 

(% 6 months)

		Supplements prescribed

		Professional input

		MUST risk & score

		Comments/actions required



		1

		

		

		

		

		

		

		

		

		



		2

		

		

		

		

		

		

		

		

		



		3

		

		

		

		

		

		

		

		

		



		4

		

		

		

		

		

		

		

		

		



		5

		

		

		

		

		

		

		

		

		



		6

		

		

		

		

		

		

		

		

		



		7

		

		

		

		

		

		

		

		

		



		8

		

		

		

		

		

		

		

		

		



		9

		

		

		

		

		

		

		

		

		



		10

		

		

		

		

		

		

		

		

		



		11

		

		

		

		

		

		

		

		

		



		12

		

		

		

		

		

		

		

		

		



		13

		

		

		

		

		

		

		

		

		



		14

		

		

		

		

		

		

		

		

		



		15

		

		

		

		

		

		

		

		

		



		16

		

		

		

		

		

		

		

		

		



		17

		

		

		

		

		

		

		

		

		



		18

		

		

		

		

		

		

		

		

		



		19

		

		

		

		

		

		

		

		

		



		20

		

		

		

		

		

		

		

		

		



		21

		

		

		

		

		

		

		

		

		



		22
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Recruitment Checklist for Care Staff.docx
Recommended Recruitment Checklist for Care Staff

Application form containing:

· Name

· Address

· Full employment history, inc. start and end dates with month & year

· Reasons for wanting the job

· Qualifications and experience

· Declaration that info is true; signed & dated

· Declaration of criminal convictions; signed & dated

· Example wording – Do you have any convictions or cautions which would not be filtered by the DBS?	Comment by Paul Jones: Practical guidance - Wording questions that ask about criminal records - RecruitRecruit (unlock.org.uk)

Separate, detachable Equalities Monitoring Form, be able to evidence that this is for monitoring purposes and is not included in any recruitment decision.



Interview Record – Ideally including values-based recruitment questions to investigate the applicant’s motivation for working in care, and responses to stressful situations.  Look for actual examples from the candidate’s past rather than hypothetical situations.

If using a scoring system, have a “pass mark” – required score for job offer.

If a scoring system is present, use it!  If not using it, remove from the records.  Be able to evidence how you arrived at a fair and legal recruitment decision.

Consider involving SUs in the selection process if appropriate.



Employment history – Identify, document and investigate any gaps in employment, as per guidance on p28 of this toolkit.



Right to Work in the UK – Evidence of the applicant’s right to work in the UK as detailed here.



Conditional Offer letter – Conditional on receipt of satisfactory pre-employment checks.



References

· At least 2 on file, both employment references (not character references from family or friends)

· Two most recent employers

· Additional references from any previous care roles

· Referees are from appropriate person in a professional capacity – i.e. Registered Manager/HR dept. at company email address (or on headed paper)

· Check dates match those on application form and any other employment history info

· Evidence of verbal check by phone to verify:

· Name, position, company of referee

· That they provided the reference

· Confirm dates of employment

· Request any further info on content of reference, if required – investigate any discrepancies

· Anything else to add

If any of the above are not practical, reasons are documented and appropriate alternative action taken (e.g. risk assessments for missing docs, character references may be acceptable if employment references are not an option).



Health Declaration

· Requested and completed after offer letter

· Elite Careplus Limited recruitment investigation | EHRC (equalityhumanrights.com)

· Evidence of follow-up action if required



Enhanced DBS for working with adults

· Received before start date

· If using update service, evidence level of check (enhanced) and sector (adults)

· Appropriate risk assessment if any information on disclosure

· Guidance on storage and access here.



Photo ID – likely taken for DBS & Right to Work checks

Working Time Directive/Regulations information and optional opt-out

Contract – Written statement of employment particulars to be given to employee on or before their first day of work.

Job description signed & dated by employee

Key policies and procedures signed and dated by employee as understood (may be part of contract, staff handbook etc).



QMO Provider Mentor Pilot Recruitment Checklist v0.3, 18/11/2024


