
Section One – Introduction and Key Principles

Introduction – Salford Health and Social Care Strategic Context

Integrated Health and Social Care – A modern and transformational system  

Salford is at the forefront of health and social care integration.

Over many years strong foundations of trust and understanding have been built between Salford City 
Council, local NHS organisations and service providers. This shared history means that a culture of joint 
working from our political leaders to our front-line workers has developed. 

Our objectives are to:

 deliver better outcomes for residents through strengths and place based approaches
 improve their experience and satisfaction with the support offer (which can help people increase and 

maintain their independence); and 
 ensuring an efficient use of health and social care resources

Salford was one of the first areas of England to create an Integrated Care Organisation (ICO) for adults 
across Health and Social Care (2016), with Salford Royal NHS Foundation Trust (SRFT) as both the prime 
provider of health and social care in Salford, and the supply chain manager for a range of health and social 
care contracts with third party service providers.  

This integration has seen a transfer of the majority of Salford City Council’s Adult Social Care service to 
SRFT-ICO, resulting in a shift in emphasis from treatment in hospital, to prevention, reduction and delay of 
health and social care needs. More will be done in local communities to help people keep well with 
recognition that when they do need care and support, the experience will be as seamless, efficient and 
effective as possible, helping the individual to remain independent and self-managing as much as they can. 

Social Value in Salford

Salford City Council is continuing to make a difference for Salford and its people. It aims to achieve the 
most social, environmental and economic value when council funds are spent to make the city a better 
place in which to live and work.  To make Salford a Social Value City, Salford City Council and its partners 
aim to maximise the benefit from all money invested in Salford. All organisations should look for 
opportunities to increase social value – whether it’s core (direct wellbeing impacts of a service or a contract, 
e.g. apprenticeship schemes) or added (the value over and above the goods and services) such as social 
development, local employment, ethical purchasing, low energy use, low waste and emissions. Extra care 
providers are expected to demonstrate strong social value approaches in their work. 

Adult Social Care in Salford

Adult Social Care encourages and supports citizens to work through what is important to them to develop 
solutions that can prevent and/or support with challenges people are facing. Adult Social Care supports 
older people, adults with physical and sensory disabilities, adults with mental health problems, adults with 
dementia, adults with learning disabilities and carers, who have a need for care and support. 

Adult Social Care is an integral and vital part of the health and social care system, which seeks to put the 
person in control “Starting with the needs of the person themselves is the only way to put together 
help and support that will address their particular needs and identified outcomes.”
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Most people with care and support needs are well supported in communities by their informal carers, 
families, neighbours and a range of universal support. 

In some circumstances particularly where people with care and support needs become isolated, their needs 
can increase and additional support may be required. This can often be provided by making better use of 
universal or targeted support such as the voluntary sector, housing, neighbourhood management teams 
and health improvement teams.

Where the individual’s care and support needs remain unresolved additional support might be required. In 
these circumstances it might be necessary to seek advice and/or assessment from a Social Care 
Practitioner which will determine, through a person centered, strengths based assessment, the needs of an 
individual against nationally prescribed eligibility criteria (Care Act 2014). 

Social care assessment establishes eligibility for support and works with people to identify their strengths 
and needs, and to see how those needs can be best met by the individual, their carers and relatives, from 
within the community, or from support organised under Adult Social Care.

Adult Social Care has focused resources on person centred, asset and outcome based assessment 
methodology as part of our three key social care strategies:

 Building on community capacity and resilience - providing communities and individuals with 
support to live independently, using their personal and community assets 

 Getting a Life, Not a Service - supporting people to take control over their own lives and raising 
aspirations to self-determination and independence 

 Just Enough Support - caring for people with the right amount of support, at the right time and as 
close to their home as possible. 

Adult Social Care works closely with key partners including consulting with all adults and their carers across 
Salford. Partnership working ensures that Adult Social Care meet the needs of the local population. This 
has resulted in innovative assessment, support and care delivery services being developed to meet the 
challenges of a changing city.

"Improving the life chances of Salford citizens by promoting the independence of individuals and 
communities in Salford".

Adult Social Care is committed to enabling Service User choice and control through the use of Direct 
Payments and Self-directed Support in order to support people to live inclusive and valued lifestyles, 
according to their personal choice.

The context of the Extra Care Homecare and Enablement service 

Salford has a population of 249,000 (2016) with 36,000 people aged over 65, 2260 people over 65 living 
with dementia, 900 people with a moderate or severe learning disability (18-65 years), 36,357 people living 
with a mild to moderate common mental health problem, and 2,649 people living with a serious mental 
illness (SMI) and 3000 with a serious physical disability (18-65 years). Salford covers just over 8 square 
miles and is bounded by the local authority areas of Manchester, Bury, Bolton, Wigan, Warrington and 
Trafford.

With a growing older population and increases in the number of people with health problems, we will see an 
increase in levels of assessed care and support needs amongst our more vulnerable population groups and 
as a consequence changes in demand for services that support people to remain independent in their own 
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homes. Early intervention and the promotion of prevention and wellbeing can delay and in some cases 
prevent the need for formal care and support later down the line. 

Extra care housing enables people to continue to self-care and enjoy their independence – it offers 
solutions that help people to avoid the need for unplanned health and social care support.  Extra care offers 
people the opportunity to continue to live independently and have the same privacy they would have in any 
other kind of housing, but with access to onsite services and facilities that can help them to retain their 
independence.  Much depends on individual preferences and extra care is one of the choices available to 
people.  It is often a preferable choice to residential care and should be seen as a choice for life.

Extra care may also be an option to people who need support in an appropriate living environment to 
enable rehabilitation following a stay in hospital or period of ill health. Similarly it may be appropriate to 
consider extra care housing for a short respite break instead of residential or nursing care.

In short, living in an extra care environment supports people to take care of themselves for longer. Medical 
care and community nursing is available when required as it would be in ordinary housing.

Nationally, the ‘homecare’ market is recognised as being under significant pressure across England, largely 
as a result of increases in demands that have accelerated due to an ageing population which has led to 
increased complexity of care needs for people living in the community. Additionally, the health and social 
care system has undergone and is continuing to undergo significant changes as it adapts to meet the 
challenges of developing acuity amongst people with Care Act eligible care and support needs.

Over recent years there have been a number of reports published that highlight a range of common 
challenges in the homecare system, including finance, workforce, procurement, outcomes, delivery models, 
measurement and operational scrutiny (including review and supervision of care). These reports include:

 ‘Not Just A Number‘ Care Quality Commissioning report on Homecare
 Key to Care: Report of the Burstow Commission on the Future of the Homecare Workforce
 UNISON – Ethical Care Charter
 Centre for Research on Socio-Cultural Change – why we need social innovation in homecare for 

older people 

It is evident from national and local review that the homecare system needs to adapt to the changes around 
it in order for it to deliver the service response required, to meet the escalating needs of people in Salford 
who require support to live at home. This service specification sets out Salford’s visions, aspirations, 
service objectives and expectations for a new Extra Care Homecare and Enablement Service for the 
people of Salford. 

Salford’s ambition for Extra Care Homecare and Enablement

Salford Council and its partners have a strong and clear ambition to enable people to remain independent,  
living in their own home for as long as possible. This will be achieved by a coordinated effort to understand 
the health and social care needs of people and then by providing coordinated supports that can effectively 
meet that need. Our vision for the service is:

The Extra Care Homecare and Enablement service will ensure that people in Salford have timely 
access to a high quality homecare and enablement which is person centered to the assessed needs 
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of the individual, is responsive to changing needs and enables the person to maximize their 
independence and quality of life in their Extra Care home and in the community.

Our approach is to ensure the people of Salford are placed at the centre of decision making about them 
and services will be coordinated and collaborate around the individual to meet their assessed need.  
Services will be outcome focussed, deliver best practice interventions and make efficient use of available 
resources, including technology and innovation, in the provision of care and support in the person’s own 
home.

Salford’s Extra Care - Care Model

Extra Care Housing (Schemes) provides self-contained effective accommodation solutions with access to 
24/7 on-site homecare, support and on-site landlord services. Enabling residents to access Care Quality 
Commission (CQC) regulated homecare providing residents with independence needs as stated in the 
Care Act a ‘home for life’. The combination of ‘Housing’ and ‘Homecare’ solutions means people who live in 
Extra Care can benefit from a managed community of care, with effective accommodation, on-site activities 
and homecare services that focus on the maintenance and improvement of daily  living skills, also known 
as ‘enablement’. 

Figure 1 – Extra Care on the continuum of care

Extra Care sits on a nationally recognised care pathway. People who benefit from Extra Care can be adults 
of any age with a range of care and support needs including mental health, dementia, learning disabilities, 
autistic spectrum condition and physical/sensory disability. Although adults (18+) of any age, with 
independence needs can benefit from living in Extra Care people who reside in the schemes are 
predominantly aged over 55. Salford has an ambition to diversify the schemes by opening it up to people 
18 and over who will benefit from an Extra Care tenancy.

Extra Care schemes can accommodate a wide range of needs and most schemes operate to the nationally 
suggested model of 1/3 High, 1/3 Medium and 1/3 Low need. This model means people are able to support 
and sustain a vibrant, cooperative culture within the schemes that draws upon the assets of everyone living 
in the community.

Best practice schemes have communal areas for socialising, wellbeing activities, dining and often include 
accommodation for health related activity, for example, space for therapy or room for clinic appointments. 
Schemes also provide accommodation for on-site staff. Extra Care schemes may be based on community 
hub models, where members of the local community can also access services or activities. Crucially 
schemes are designed to enable adults with assessed care and support needs to live in the least restrictive 
environment as a tenant in their own home, avoiding the need to move into a more restrictive residential 
care setting. 
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Extra Care delivers a number of benefits to tenants including:

 Improving/maintaining quality of life – the communal nature of the schemes mean people socialise 
and make friends. Schemes have on-site facilities for social activities where Landlords and care 
providers work together to run and support a range of groups, activities and events for people. 
Communal dining and seating areas within the schemes create further opportunities for socialising 
by allowing people to spend time with each other.

 Maintaining/improving health and wellbeing – schemes enable people to be active and to maintain a 
good diet. They are able to offer on-site clinic space for health practitioners. Schemes have both 
internal and external space, circulation space as well as rest areas - which means people are 
encourage to move about.

 The service is tailored ideally for adults with long term conditions where needs for increased care in 
the longer term can be predicted therefore, enabling people to remain  living independently in their 
own home for longer.

 Enabling the continued involvement of family carers – Extra Care schemes are designed to be part 
of and add value to the communities they are built in. On average people who move into Extra Care 
lived less than 4 miles from the scheme (Salford data). This means schemes are often close to 
family and friends. They are generally built on or near to transport routes and have on-site car 
parking. Family and friends can visit the scheme whenever they like during the day (and at night 
with arrangement). Visitors can spend time in the scheme apartments, in the communal areas or 
take trips out.

 The scheme allows for a swifter response to changes in need and if required rapid access to 
emergency support.

 Improved prevention in relation to reducing the need for hospital admissions and enabling speedier 
hospital discharge because of the flexible nature of the care provision. The care provision on site 
can be readily adjusted up and down as required, if this was elsewhere in the community a new 
package of care may need to be commissioned delaying discharge.

 An environment that encourages the use of innovative technology enabled solutions to meet the 
assessed needs of residents by promoting independence and wellbeing.      
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Salford Extra Care Homecare Strategic Components



Purpose – What we want to achieve

To support the people of Salford to be independent

Goal – To fulfill our purpose

To secure effective home based care that meets need

Stakeholders – Who we will support

People who have been assessed as needing additional support services to help them live in their 
own home

Values – How we do things

Caring; Compassionate; Person Centered; Responsive; Productive; Effective; Collaborative; 
Reliable. Promotes Choice and Control; 

Objectives – Logistics

Leadership
Our homecare service will be well-led by an effective manager working for a high quality 
organisation

Staffing
People working in homecare will be valued, skilled, supported, equipped and developed to do their 
job effectively

Home Based – Extra Care
The service will work with people in their own homes and communities to maximise independence 
through effective interventions

Locality
The service will operate within a neighbourhood model developing knowledge of the local 
community and its assets

Administration
The service will deliver effective internal processes that support service and contract functions

Resources
The service will equip itself with the necessary equipment and facilities in order deliver effective 
services

Objectives – Functions

Planning
The service will deliver effective support plans that are current and meet the assessed need

Coordinate
The service will proactively work with others to deliver effective and efficient care services 

Co-design and Co-produce
The service will plan and deliver the service through effective collaboration with people

Reliability
The service will work to agreed times and days with regular staff
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Safety/Risk
The service will be safe and have a positive approach to managing risk in the delivery of care 

Relationships
The service will develop and sustain effective relationships with people and support social 
connections

Technology and Innovation
The service will promote technology and embrace innovation in the delivery of care

Promoting
The service will promote its service and the purpose and values of homecare 

Objectives – Principles

Wellbeing
The service will promote and maximise the wellbeing of people, recognising the aspirations and 
potential of people 

Quality
The service will work to quality principles, being self-reflective and self-improving

Choice & Control
The service will support and facilitate personalisation by placing people at the centre of decision 
making about them

Standards (see local co-design standards below)
The service will work to national and local standards and within legal frameworks

Partnership
The service will have effective and productive operational relationships with internal and external 
service partners

Enabling
The service will support and challenge people to build and sustain their own potential for 
independence and wellbeing

Adaptable
The service will be adaptable to changing circumstances and take a lead role in responding to 
changing need

Evidence
The service will base its approach on the best care evidence and on evidence presented through 
assessment and care planning

Service User Groups 

The Provider shall deliver Services for the following user groups which may overlap in the presentation and 
needs of individual Service Users:
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Primary (most common) client group

 Older People
 Dementia Care
 Physical Disability
 Learning Disability non-complex and non-challenging care
 Autistic Spectrum Condition, including Asperger's non-complex and non-challenging care
 People with Mental Health - mild to moderate and SMI
 People with alcoholic issues where this is unlikely to adversely impinge on other tenants

Secondary (less common) client group

 Palliative and End of Life
 People with behaviour that challenges
 Supporting Carers and family members involved in the service users care
 People transitioning into Adult Social Care Services

The Provider will recognise and respond to the needs of people who are less able to access and engage 
with services; including those with protected characteristic under the Equalities Act 2010, taking steps to 
ensure services are delivered and needs are met through personalised approaches.

Designing what matters to Salford people – experience based co-design

The service specification and service model has been developed through a process of experience based 
co-design that brought together a range of people who had experience of the current homecare services, 
which included people who use services, the professionals across health and social care, the housing 
providers and care providers. A number of important themes were evident from the co-design process.

Enablement

It is important to provide a service that empowers Service Users by giving them the opportunity and 
confidence to maintain, relearn and regain skills that keep them as independent as possible. This will 
ensure that people stay in their own home for as long as possible. 

Relationships

The value of good relationships between Service Users, carers, housing providers and staff was a 
consistent theme. Building and maintaining relationships was seen as the cornerstone to the provision of a 
good service. The development of rapport with a regular member of staff brought about benefits for users 
and staff alike.

Activities

Activities are an important part of an Extra Care scheme as they support people to maintain and improve 
people’s health and wellbeing, as well as their quality of life. Extra Care schemes should be a hub within a 
community that enables people living in the scheme and in the community to access activities. The 
schemes should also be available as an asset that can be utilised by community groups e.g. allowing an 
external group to meet in an Extra Care scheme. Care staff should utilise good relationships with the 
tenants to encourage and support tenants increased involvement in a variety of activities this includes 
encouraging them to input into the development of new activities. 
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Staffing: continuity, quality and consistency

Service Users want to be confident in the skills, experience and competency of the staff that come into their 
homes. Skills in responding to safeguarding issues, medication management and diet/nutrition where 
highlighted as important areas that had a significant impact on the safety and quality of care. 

Staff with the right skills, were needed to ensure continuity, reliability and a high quality service.

Timings

It is important for the Service Users and care staff that visits are not rushed and that adequate time is 
allocated to meet the needs of the tenants, this includes providing companionship and support. The 
planned and actual length of time for visits are important components of the delivery of a high quality 
service and had implications for managing medication, quality of life and delivering person centered care.

Information and Communication

Service Users wanted clear and consistent communication from both the care provider and landlord. The 
care provider and landlord should work together to develop joint methods of communication that meets the 
needs of the tenants and best practice standards, such as the Accessible Information Standard 2015.It is 
important that tenants and carers are able to understand the roles and responsibilities of all the staff 
working in the Extra Care scheme. 

It is important that Service Users are aware of and have access to policies and procedures this includes, 
but is not limited to the provider’s complaints procedure. 

Choice and control

People talked about the need for the service user to be ‘in control’ and to be able to be a genuine part of 
developing a care plan that was realistic, centered on their needs and for it to be delivered. This is at the 
time an assessment is made under the Care Act by Adult Social Care and when care providers are 
planning with people to meet their needs and deliver the Homecare service.

Service leadership from Care Providers

Service Users receiving homecare services recognised the need for good leadership to be displayed by 
care providers, from the co-ordinators, to the provider’s office, to systems and processes that support the 
service delivery. 

Service Users wanted to be confident that they would be listened to and their concerns addressed, 
increasing their control or influence on the system or in the relationship with the organisation providing 
care. 

The culture of the organisation should be person-centered to support care delivery and set the right ethos 
for care staff visiting people in their own homes.
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Record Keeping

To ensure the changing needs of service users are recognised and acted upon, staff awareness and use of 
care plans and recording of care and events is an important part of the service. The quality of record 
keeping is essential to safety and quality 

Standards for care at home

The following ‘I’ and ‘my’ statement have been developed through the experience based co-design 
process.

 I should be put at the centre
 My needs should be understood
 I want to have meaningful and positive relationships
 I should know my carers
 My carers are listening, empathetic and caring
 My service should be value based
 I should be supported to do the things I can do for myself
 I want barriers removing so I can love my life
 I want to be able to choose how I live my life
 I want to live a dignified, safe and independent life
 I want to be connected to my family, friends and community
 I want comfort and security
 My service should be efficient and well led
 My service should use technology and better logistics (scheduling)
 My service should be effectively monitored and reviewed (proactive and reactive)
 My service should Interact and work with other services, family and the community to deliver my 

care plan and high standards

Core elements

In additional to the ‘I’ statement the co-design process identified a number of core elements for a 
commissioned care at home service. 

Extra Care Homecare staff that:

 Have a standard uniform
 Are treated like professionals and are confident when they present themselves
 Feel valued in their work, satisfied and rewarded 
 Have listening skills
 Have rapport with clients
 Are proud of the service they deliver
 Have terms and conditions that provide security, fair pay and working hours and encourage 

retention and career progression

Training for staff that:

 Is appropriate to the tasks of their job 
 Is holistic and develops skills and competencies
 Has consistent standards
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 Has an induction programme
 Enables staff to identify changing needs, nutrition and medication needs
 Enables staff to listen to service users and build good communication and rapport
 Supports staff to promote independence and enablement rather than dependency whenever 

possible

An integrated service that:

 Works well across agencies and care  providers 
 Has shared records, standardised paperwork, consistent information
 Has integrated and effective information technology systems with a single entry point
 Participates in multidisciplinary meeting to effectively coordinate care
 Supports key working where a named member of staff is responsible for care coordination and 

communication
 Is equipped and supported to manage medication and changes to prescribing
 Uses technology, equipment and communicates effectively using various methods
 Is co-located with other services that support people in their own homes

People focussed principles

The Service will be delivered in accordance with the following people focused principles:

Respect for capacity

The Service User shall be treated as able to make his/her own decisions. A Service User's capacity to 
make a decision will be established at the time that a decision needs to be made in line with the definition 
of capacity set out in the Mental Capacity Act 2005. Where it is felt a person would benefit from Advocacy 
they should be supported to access this service.  

Equality of opportunity: 

The Service shall be organised and provided in a way which does not discriminate against the Service User 
and Staff in respect of race, colour, nationality, ethnic origins, gender, gender reassignment, marital status, 
sexual orientations, disability, age, religion or belief, social or economic status or political beliefs.

The Provider shall ensure that the Service is at all times delivered in a safe non-discriminatory and non-
judgemental manner and that equality and diversity is always promoted.

The Provider shall report upon their compliance and workforce profile on demand to the Authority.

Individuality
The Service User shall be recognised and respected as an individual person.

Human Rights
The Provider shall protect and maintain all entitlements associated with UK citizenship (subject to any 
authorised “Deprivation of Liberty Safeguards 2008 and Mental Health Act 1983”).
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The Provider shall promote and protect service users’ human rights and act as though it is a ‘public 
authority’ in relation to human rights obligations.

Choice & Control:

Fulfilment
The realisation of reasonable personal aspirations and abilities in all aspects of daily life;

Dignity
Recognition of the intrinsic value of the Service User, regardless of circumstances, by recognising their 
uniqueness and their personal needs and treating them with respect, 

Confidentiality
The sharing of any and all kinds of information concerning a Service User shall always be consistent with 
the principles of consent and data protection as well as choice and privacy;

Protection
The Provider shall have zero tolerance of all forms of abuse and Service User shall be protected from risk 
of harm that arises from abuse or neglect;

Service User engagement
The Provider shall actively engage with the Service User so that they are consistently contributing - where 
possible and where considered important by the Service User - to the structuring and delivery of their care;

The Provider shall seek family and/or carer engagement in the outcome based care planning process 
where appropriate including by way of example setting up a carer group.

Person centered care
The Service User’s goals, targets and objectives shall remain the focus of care at all times.

Cultural awareness
The Provider shall ensure that the religious, cultural and spiritual needs and wishes of the Service User are 
identified, respected and wherever possible met.

Care Principles

Personalisation

Personalisation is founded on person centered thinking and outcome based care and support planning, 
viewing people as persons in their own right,  understanding that they need and have a right to live a life 
that has meaning to them. 

Care plans are developed to be meaningful to the individual by identifying and building upon theirs existing 
strengths and can improve outcomes. Planning care should fully involve the person seeing them as equal 
partners in their health and well- being, not passive recipients of care. This is the process of personalised, 
asset and outcome based care planning and about supporting people to take responsibility for their own 
health wellbeing and providing them with the right information to assist that process.

The Provider shall ensure that the culture of the Service is a positive one, promoting an ethos of care, and 
placing the Service User at the heart of all processes (a person centered culture). 
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Holistic approach to supporting service users to maintain their health

The Provider shall ensure that:

 Staff work in partnership with the schemes Landlord to deliver effective onsite care and support 
services.

 Staff work where appropriately in partnership with health partners in Salford to ensure that the 
health of Service Users is supported and maintained;

 Good pathways for care are maintained between the Provider and Social Care for hospital 
admissions and transfers of care back into Extra Care; and

 There is a suitable, consistent and timely transfer of Personal Information and Personalised 
Information regarding Service Users between organisations.

In the context of provision for this service the guiding principles are:

 Ensuring people have support wherever possible in ways and at times of their choosing;
 Treating people with dignity and respect at all times;
 Supporting people to keep control of their lives, and to exercise that choice;
 Supporting people to lead independent healthy lives;
 Promoting Social Inclusion.

In the context of both the Authority and the Provider as a whole:

 Creating a person centered culture within the organisation;
 Reviewing and improving services through feedback and a developmental approach to 

personalisation;
 Having the appropriate business systems that are based on placing the Service User first, and 

having principles of transparency;
 Using a supported-choice approach to risk management.

Relevant legislation and guidance

The Provider shall maintain any other national quality requirements that may from time to time be specified 
and shall comply with all relevant legislation, national policy and national guidance including those detailed 
within the following non-exhaustive list as may exist or come into effect from time to time:

Legislation

 Care Act 2014
 Mental Capacity Act (2005) and the associated Deprivation of Liberty Safeguards
 Mental Health Act 1983 as amended in 2007
 Health and Social Care Act 2012
 General Data Protection Regulation (2018) 
 Care Standards Act 2000
 Autism Act 2009
 Local Authority Social Services Act 1970
 Human Rights Act 1998
 National Health Service Act 2006 and subsequent National Health Service (Consequential 

Provisions) Act 2006  
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 Equality Act 2010
 Police & Criminal Evidence Act (1984)
 Housing and Regeneration Act (2008)
 Housing Act 2004 (Housing Acts of 1985, 1988 and 1996 are still in force, however parts of the 

earlier Acts are repealed by later Acts) 
 Housing Grants and Regeneration act 1996
 Regulatory Reform (National Health Service Charitable and Non-Charitable Trust Accounts and 

Audit) Order 2005
 Public Services (Social Value) Act 2012

National Policy and Strategy

 The Five Year Forward View for Mental Health (2016)
 NHS Operating Framework
 Best Practice in Managing Risk (DH, 2007) – archived
 Delivering better Mental Health outcomes for people of all ages (DH 2011)
 Valuing People Now (2009)
 Improving the Life Chances of Disabled People (2005)
 Think Local Act Personal (2011)
 The Care and Support Statutory Guidance (2017)
 Making Safeguarding Personal (2014)
 Information Authority’s Office Data Sharing Code of Practice (2011)
 Dementia: support in health and social care NICE quality standard [QS1] (2010)
 NICE quality standard QS24 - Nutrition support in adults (2012)
 Homes not hospitals for people with learning disabilities, 30 October 2015
 Prioritising need in the context of Putting People first: A whole system approach to eligibility for 

social care – Guidance on Eligibility Criteria for Adult Social Care, England 2010 (Archived)
 Adult Social Care Outcomes Framework Lesbian, Gay, Bisexual and Trans Companion Document 

(2014)
 Essential Standards of Quality and Safety 2010
 Essence of Care (2010) - archived
 The Health and Social Care Act 2008 Code of Practice on the prevention and control of infections 

and related guidance (2015)
 Care Quality Commission (Registration) Regulations 2009
 National Framework for NHS Continuing Healthcare and NHS Funded Nursing Care – July 2012 

(revised).
 The NHS Constitution
 NICE guideline [NG31] Care of dying adults in the last days of life
 Gold Standard Framework
 Care Closer to Home (2006)
 NHS Five Year Forward View 2014
 The NHS Long Term Plan (2019) 
 NHS Operational Planning and Contracting Guidance 2017-2019
 The Code for nurses and midwives
 Social Care Institute for Excellence – Guide 49 Maximising the potential of reablement (2013)
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Salford Policy & Strategy 

 Salford Mental Health Commissioning Strategy 2018 - 2023
 Salford Carers Strategy 2019 - 2024
 Salford Personalisation Strategy 2011(refreshed in the Market Position Statement 2015)
 Greater Manchester Learning Disability Strategy 2018
 Making Greater Manchester Autism Friendly 2019-2022 (version 10) FINAL
 Salford Market Position Statement 
 Service & Financial Plan
 Salford Vulnerable Persons Protocol 2012 onwards (reviewed annually)
 Shaping Housing in Salford 2020 – a Housing Strategy for Salford
 Salford City Council Older Persons Housing Strategy 2008 – 2018
 Social Value and Sustainability Policy

Ethical Extra Care Homecare – Service in Salford

Ethical provision

 The starting point for commissioning of visits will be service user need as determined through the 
Independence Led Assessment. The time allocated to visits will match the needs of service users. 

 Visits will be scheduled so that homecare workers have sufficient time with service users.
 Service users will be allocated the same homecare worker(s) wherever possible
 Providers will have a clear and accountable procedure for following up staff concerns about their 

service users’ wellbeing

Ethical employment 

 Zero hour contracts will not be used in place of permanent contracts, where employees request a 
fixed hours employment 

 Homecare workers will be paid for their induction period, and other necessary expenses 
 All homecare workers will be regularly trained to the necessary standard to provide a good service 

(at no cost to themselves and in work time)
 Homecare workers will be given the opportunity to regularly meet co-workers to share best practice 
 Those homecare workers who are eligible must be paid statutory sick pay

Extra Care Homecare Services and Integration – 
Landlord/Neighbourhood/Locality Service Partnership

The Extra Care homecare provider will develop and maintain an effective working relationship with the 
Extra Care Scheme Landlord. A Partnership agreement will be signed between the Extra Care homecare 
provider and landlord that will include the following principles:

 Occupancy/finance
 Cooperation
 Roles and responsibilities
 Service Quality – including safeguarding
 Information sharing – including data protection and confidentiality
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 Health and Safety 
 Grievances and Disputes
 Equality
 Continuous improvement

The partnership agreement will ensure an effective working relationship between the homecare provider 
and Landlord for the benefit of tenants (service users).

Homecare providers will work collaboratively with health, social care, VCSE and community service 
providers in the delivery of coordinated services around the needs of individuals. Providers will ensure 
continuity of care and support services through effective resource deployment and partnership working 
within a locality service model.

Providers will work with and respond to the requirements of emerging health and social care 
neighbourhood service models in the delivery of commissioned homecare services. 
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Section Two  – Service Specification 

For the avoidance of doubt, all references to “the Provider”, “the Care Provider”, “the Service Provider” 
within the Service Specification (Schedule 5 of the Contract) means the supplier named on the first page of 
the form of Contract. 

1. Service Description
1.1. The service shall meet the care and support needs of people who choose to live in Extra Care, and 

meet the Authority’s Extra Care assessment criteria.
1.2. A service user’s care and support needs will be assessed and identified by an Adult Social Care 

(ASC) Practitioner (Social Worker) through a person centred strengths based ASC Assessment and 
ASC support plan. The provider will use the ASC support plan to develop a Provider Support Plan 
that is co-produced with the Service User and where appropriate their carers.

1.3. The Provider shall deliver Services that provide:
1.3.1. Appropriate assistance to ensure that the assessed social, personal, cultural, spiritual and 

healthcare needs of each Service User are identified supported and met within the Service User's 
home, as detailed within an agreed Support Plan;

1.3.2. Enablement focused on goal setting and delivering outcomes that are personalised to the assessed 
needs of the Service User, underpinning daily practices;

1.3.3. An effective and supportive environment that allows Service Users to confidently challenge 
themselves in the process of maintaining, learning or re-learning skills;

1.3.4. Support to maximise Service User’s self-care abilities, thus encouraging and prompting 
independence; 

1.3.5.  Security and support to each Service User in their home such that it is a place where they feel able 
to live with dignity and respect;

1.3.6. Flexible Services to enable a timely response to any changes to Service User's needs, wishes and 
support networks;

1.3.7. A range of options for the support services available to the Service User and provide each Service 
User with full and accessible information about the services and choices on offer to them;

1.3.8. A place where all Service User’s personal preferences are recognised and their ability to 
exercise choice and achieve personal fulfilment is maximised;

1.3.9. Understanding that Service Users and Carers have the right to take risks in their life and enjoy 
their preferred lifestyle, and make ‘ ; 

1.3.10. Confidentiality, respect, dignity and privacy and does not erode a Service User's capacity for self-
care, or the positive contributions made by family carers;

1.3.11. Opportunities for each Service User, and where appropriate their Carers to be involved in the 
planning and delivery of the services they receive. Ensuring their views are incorporated into 
outcome based support planning, and that they have access to an advocate, where  
appropriate to assist them in expressing their wishes;

1.3.12. Accessibility for every Service User ensuring Services are delivered in a sensitive way which 
takes into account individual needs in respect of age, gender, race, language, culture, 
religion, sexuality and disability;

1.3.13. A place where organisations work in partnership to meet the individual needs of the Service 
Users;
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1.3.14. Staff who act professionally at all times; 
1.3.15. The highest standards and quality possible; 
1.3.16. Opportunities for each Service User and/or their Carers to make complaints without fear of 

retribution;
1.3.17. Equality of care across all Service Users regardless of their Care Provider, financial status and 

length of stay;
1.3.18. Appropriate assistance to Service Users to enable them to access other services as required, 

including those from other Providers;
1.3.19. Where appropriate and in accordance with the agreed end of life care plan, the Service User to die 

with dignity in a manner that supports their wishes along with their cultural and spiritual beliefs.
1.3.20. Support that maximises each Service User’s abilities, to include cognitive, behavioural, 

psychological, emotional, mobility and communicative needs;
1.3.21. Dignity and respect for each Service User; and
1.3.22. Satisfaction with the Services provided and a belief that each Service User's quality of life is 

enhanced as a result.
1.4. Short & Long Term Care - The Services shall include care packages for long term care and short 

term interventions and will be tailored to meet individual need.
1.5. Medicines - The Provider shall have policies, procedures and training in place to ensure the 

effective management of medicines in line with the needs of the person and the support plan agreed 
for each individual. Please refer to Schedule Four of the Specification for further detail. 

1.6. Exclusion Criteria - The Service specified within this Agreement is not intended to provide for any 
person:

 Under the age of 18;

 Detained under the Mental Health Act (1983);

 Not referred via Adult Social Care; 

 For which there is no care and support package agreement; 

 Adults whose behaviour in a communal setting could put other tenants in serious risk 
e.g. Someone with a history of setting fires where there is nothing in place to suggest 
this is going to stop

 Adults that reside outside of Salford at point of referral.

2. Extra Care Homecare Pathway 

Extra Care Referral Pathway / Criteria

2.1 Only those individuals referred into Extra Care via the Authority will be eligible for an Extra Care 
tenancy.

2.2 The Authority will use a strengths based approach to screen and assess prospective Extra Care 
Service Users to ensure they are eligible for Extra Care. Only those individuals whose ASC 
assessment identifies a qualifying level of care and support needs as stated in the Care Act (2008) 
will be eligible for the care and support services within the extra care scheme.

Comment [LF1]:  Insert pathway once 
finalised
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2.2.1 Service Users eligible for an Extra Care tenancy will have Low, Medium or High care and support 
needs, which will be identified by and ASC Practitioner during an ASC Assessment. Service Users 
with Medium and High care and support needs will typically be eligible to access the onsite 
regulated care

2.2.1.1 Service Users with Low care and support needs typically do not qualify for regulated care and 
support and would therefore not require regular support from the Care and Support provider.  …….  

People with Low care needs are characteristically:

 Individuals who require support with increasing their levels of independence on a 
short term basis, individuals who benefit from having background support;

 Being vulnerable to social isolation or having experienced emotional and 
psychological distress and

 Will benefit from the availability of social contact and a supportive environment which 
provides security and reassurance.

2.2.1.2 Service Users with Medium Care and Support needs typically qualify for regulated care and 
support. People with Medium care needs are characteristically individuals who tend to require 
ongoing assistance, monitoring or prompts in some areas of their life.

2.2.1.3 Service Users with High Care and Support needs typically qualify for regulated care and support. 
People with High Care needs are characteristically individuals who require a lot of assistance in 
most areas of their life.

2.1.3 Service Users assessed as eligible for Extra Care will be able to choose their Care and Support 
Provider. In some cases this might mean that they do not go with the onsite Care and Support 
Provider. It is expected that where necessary the onsite Care and Support Provider will work with 
the chosen Care and Support Provider. 

2.1.4 The Authority will manage the extra care allocation process through an allocations panel. The Care 
and Support Provider will be required to participate in the allocation panel chaired by the Authority.

2.1.5 The Care and Support Provider is expected to participate in the establishment of the extra care 
tenancy, the development of the initial support plan and any subsequent care and support plan. This 
pathway will be timely to ensure that urgent tenancies can be established following the identification 
of need and suitability for extra care.

2.1.6 The allocation process will need be reviewed regularly and will need to reflect the void turnaround 
target’s which the Landlord is required to aim towards.

3.       Independence-led, Asset based Assessment and Planning

3.1 The level and nature of care and support a person requires will be determined through the 
Authority’s personalised, independence-led, asset based assessment, care planning and care co-
ordination procedures.

3.2 The Authority will ensure that service users who have qualifying care and support needs receive an 
independence-led, asset and outcome based assessment by an ASC Practitioner.  This assessment 

Comment [L2]:  Need to consider if 
people a low band should pay a 
‘wellbeing charge’ for overnight 
support / response to a pull cord. Or 
will the cost of this be covered by the 
Care Organisation? 
Potential issue that people with 
regulated Care Needs are paying for 
service but people without could 
access this if needed. Possible benefit 
in covering charge as links with 
prevention and people staying well for 
longer. 
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will be developed and shared with the service user and a care and support plan will be completed 
following negotiation with all parties identifying how the person’s needs are to be met.  An ASC 
Practitioner will be appointed by the Authority to monitor and review this care and support plan with 
the Care and Support Provider. This will take place via a 6 week review of the initial plan and an 
ongoing 6 monthly review and/or if there have been any changes.

3.3 Any request for specialist assessments must follow the Authority’s referral process.

3.4 The Care and Support Provider will co-operate with the Care Manager/Coordinator in assessing the 
needs of service users and planning for change to services. This will incorporate person-centred 
planning and ‘total communication’.

3.5 The Care and Support Provider is required to ensure that they have a copy of a written and current 
care and support plan for each service user.

3.6 Care and support plans will vary according to the complexity of each service user’s needs.

3.7 The Care and Support Provider must ensure that all support workers are given proper and adequate 
training to meet the needs of service users as identified in the care and support plan.

4. Changes to Care and Support Packages
4.1 The Care and Support Provider will be expected to work flexibly to meet short term and long term 

changes to Service Users care and support needs.

4.2 Service Users will be reviewed every 6 months by an ASC Practitioner to ensure that the care and 
support provided meets the Service User’s needs. This review may result in a decrease or increase 
of care and support required depending on the individuals assessed need. This will be developed, 
discussed and agreed with the Service User, and reflected in their care and support plan.

4.3 If the care and support needs of the Service User changes before their 6 monthly review the Care 
and Support Provider must contact the ASC Practitioner to arrange a review as soon as possible. 

5. Range of Personal Care Tasks
5.1 The provider of Care and Support is expected to deliver aspects of personal care to individuals as 

dictated by the Authority’s care and support plan within the required care and support level.
5.2 Individual care and support should be offered in a personalised, enabling and empowering way in 

order to achieve greater independence where possible, or to sustain an individual’s capacity to live 
independently and prevent moves to residential care and hospital care. The level of input should 
follow ‘just enough support’ principles.

5.3 Some examples have been provided below, but it is recognised that this list of tasks is not 
exhaustive and not every example will be applicable for every service user:
Individual Support

 Aspects of personal care and support (including medication management), as 
detailed in the individual’s care and support plan.

 Daily call checks.
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 Healthy diet advice, guidance, support etc.
 Support with meals/support to and from the dining room.
 Support to make medical (or other) appointments, arranging transport, fostering good 

relationships with GP and other health and social care professionals.
 Domestic tasks, by exception – as described in the individual’s support and care plan 

– including shopping/cleaning/laundry.
 Maintenance and development of relationships (friendships and family) to maintain or 

develop social connectedness
 Early identification of changes to the health or social care needs of the service user 

and timely referral to relevant agencies.
 Emotional support including support for faith based, worship or cultural activities
 Signposting to other services/activities.
 Encouragement to be involved in service development.
 Responding to emergency alarm calls
 Supporting service users to access activities within the scheme
 Enabling timely hospital discharge when a service user is ready to return home

Group Session
 Encouraging individuals to attend and support to attend any of the group activities on 

scheme or in the wider community.

 Encouragement to be involved in service development.

5.4 The level of care a Service User requires is determined through a person centered, 
strengths based Social Care Assessment carried out by a Social Care Practitioner. Table 1 
shows a breakdown of personal care tasks depending on the level of assessed need. For 
illustrative purposes this has been split regulated care tasks for people with medium and 
high requirements.

5.5 In the three older schemes (Astley Court, Monica Court and Mount Carmel) the Care 
provider will be required to order, prepare, serve and clear communal meals at lunch and 
dinner time. For more information about what is required please see schedule six. 



Table 1: Breakdown of regulated care tasks

Individuals who tend to require ongoing assistance, monitoring or prompts in some areas of their life.
Bathing: May require supervision, monitoring and/or prompting.
Washing and dressing: Relatively independent, but may require occasional prompting and supervision to dress 
appropriately.
Mobility: May use equipment to mobilise and require some monitoring of safety.
Toileting: May need encouragement/prompting to establish a routine.
Continence: May have issues with incontinence, but able to manage with minimal assistance.
Night-time attention: May need some assistance during periods of illness or an emergency.
Eating & drinking: Relatively independent though may need some supervision and encouragement  and 
monitoring of diet at mealtimes
Cooking: May need some supervision for meal preparation/ cooking and using appliances.
Communication: Able to communicate needs.
Memory / orientation: Occasionally forgetful.  May require prompting.
Mood / Agitation: Occasional concerns.  Minimal Support needed.
Maintaining a safe environment: Able to understand risk and own limitations but occasionally needing support.
Health appointments: May require occasional support to complete medical appointments. This may include 
timetabling, reminding, re-arranging, arranging support to assist attending.
Medication: May require occasional support to maintain their required medication routine. Reference should be 
made to medication guidance in the care and support plan or with the service user’s GP or pharmacist.
Skin care: May require occasional support to manage skin health. Reference should be made to the care and 
support plan and/or guidance from the service user’s medical practitioner.
Nursing input: May need occasional input from district nurses / CPN etc to assess, monitor and treat on short or 
long term basis.
Practical domestic tasks: May need regular assistance or supervision of shopping, cleaning, pension collection 
and laundry.

Medium Care & 
Support Needs
People who are 

best described as:

Activities: May require occasional support and motivation to take part in activities in the scheme and community. 
Including the development and maintenance of relationships with family and friends.
Individuals who require a lot of assistance in most areas of their life.High Care & 

Support Needs Bathing: May need assistance to get in and out of bath and some help with personal care. May need frequent 
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supervision and some practical help throughout process or require full assistance and may have equipment in 
situ.
Washing: Can wash hands and face but may require some assistance with other areas of the body or may need 
full assistance with all aspects of washing.
Dressing: Will require some assistance or frequent prompts or full assistance to dress appropriately.
Finances: May require ongoing support to manage. Refer to the care and support plan for guidance.
Mobility: May need reminding to use appropriate equipment and assistance / supervision and encouragement to 
mobilise. May not be able to independently mobilise for longer distances. May require assistance to transfer and 
use of equipment such as a hoist.
Toileting: May need prompting and assistance to go to the toilet. 
Continence: May have issues with continence, and may require full assistance with a toileting regime and or 
assistance with to use appropriate continence aids / equipment or catheter care.
Night-time attention: May require occasional assistance. Individual may require assistance / monitoring during 
the night; monitoring to manage falls risks, continence, response to Telecare equipment.
Eating & drinking: May require some assistance, e.g. cutting up food. Individual may require prompts and 
encouragement with eating and drinking; may require food and fluid intake to be monitored.
Communication: May need some support or assistance to communicate needs. Individual may require support 
with using appropriate communication aids, i.e., hearing aids.
Cooking: Likely to need full assistance to plan and prepare meals or meal to be prepared for them.
Memory / orientation: May have moderate cognitive impairment. May be forgetful (e.g. people, places, time) and 
require prompting. Individuals may be disorientated to place and time and require daily support to maintain 
safety. Monitoring of Telecare equipment may be required.
Mood / agitation: Relatively stable, but may need periodic support associated with behavioural issues and require 
appropriate care plan / risk assessment in place.
Maintaining a safe environment: May have difficulties in understanding risks but able be to comply with 
instructions to minimise risk and monitoring of Telecare equipment.

People whose 
needs are best 
described as:

Health appointments: May require regular support to complete medical appointments. This may include 
timetabling, reminding, re-arranging, arranging support to assist attending.
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Medication: May require ongoing support to maintain their required medication routine. Reference should be made to 
medication guidance in the care and support plan or with the service user’s GP or pharmacist
Skin care: May require specific, ongoing support to manage skin health. Reference should be made to the care and 
support plan and/or guidance from the service user’s medical practitioner
Nursing input: May need regular input from district nurses or other health professionals to assess, monitor and 
treat health problems.
Practical domestic tasks: Needs full assistance or supervision with shopping, cleaning, pension collection and 
laundry.

Activities: May require ongoing support and motivation to take part in activities in the scheme and community 
including the development and maintenance of relationships with family and friends.

 



6. Assistive Technology
The Care and Support Provider must identify, promote and maximise the use of Telecare and other 
such devices to enhance a service user’s independence. This includes:

 The identification and use of innovative technology enabled care solutions;

 Manage the equipment;

 Monitor the use of devices;

 Report faults/concerns;

 Support a service user to manage devices that have been put in place to promote 
their independence, health and well-being.

7  Service Availability
7.1 The service will operate 365 days per year (366 if a leap year), including bank holidays and will be 

24 hours a day, 7 days per week.
7.1.1 The Care and Support Provider shall be available to contact and be capable of accepting 

Allocations between 08:30 and 17:00 each Weekday via a designated and Staffed telephone 
number, secure e-mail address and fax number. During the course of the contract these days and 
hours may be extended as models of care develop within Salford.

7.1.2 The Care and Support Provider shall maintain robust contingency plans at all times to ensure that 
there is appropriate staff presence in the office to cover the absence of office 
managers/coordinators. The designated staff covering such absence must be sufficiently competent 
and authorised to respond in a timely fashion to queries from the Authority’s representatives and to 
deliver all aspects of the Contract. 

7.1.3 The Care and Support Provider shall provide an Emergency Call number that is available for the 
Authority, Service Users and their representatives at any time and a person shall be available 
through this number who has the authority and resources to deal with an emergency situation and 
arrange care. For the avoidance of doubt Providers shall not use an answering machine to provide 
this function.

7.2 Day Time Hours
7.2.1 Staffing levels will reflect the needs of the Extra Care scheme with a minimum of two members of 

staff on duty at all times.  It is expected that the Care and Support Provider will allocate staffing 
resource to meet the needs of the Service Users in the scheme, and will do so flexibly to meet 
changing needs as they arise.

7.2.2 Staffing levels are likely to fluctuate according to the collective needs of Service Users. In order to 
effectively administer the service, the Care and Support Provider must ensure that these 
fluctuations are managed by ‘banking’ hours which are not required by temporary reductions in need 
or by temporary absences (e.g. hospitalisation, holidays etc), which can then be used at other times 
to meet additional temporary requirement (e.g. illness, temporary deterioration).

7.3 Waking Nights 
7.3.1 An allowance of hours to cover double waking nights will be provided each night. This will be 

provided to meet the needs of the Service Users, and will flex in capacity to meet changes in 
demand.  The waking night will be in operation from 11pm until 7am.  

7.3.2 The Authority requires the Care and Support Provider to utilise waking night hours to contribute to 
the effective running of the services e.g. carrying out laundry tasks at night.

8 Unplanned Care and Emergency Care for an Existing Service User
8.1 Unplanned Care and Emergency Care is defined as an unplanned care need that is not part of a 

Service User’s care and support plan.



 

28

8.2 An example of an Unplanned Care call could be where support has been required to support a 
Service User after a fall. 

8.3 Each of the flats in the Extra Care Schemes has a pull cord alarm system and some of the tenants 
may also have a pendant alarm system in place. When an alarm is activated the onsite care staff 
will be notified. If the on-site care staff does not respond to the alarm within the allotted time period 
the call will be forwarded to an off-site call center. 

8.4 As part of care and support, the Care and Support Provider will deliver care in response to an 
emergency incident of care situation, e.g. a fall at night.

8.5 The care response to an emergency incident will be available to all service users within the 
schemes, irrespective of who delivers their care on a day-to-day basis.

8.6 The Provider will have a response to an emergency incident protocol and will respond to an 
emergency situation in an effective manner that is the least traumatic for Service Users as possible.  

8.6.1 The Provider must be able to identify if a service user is having a medical emergency. Examples of 
medical emergencies include (but are not limited to):

 chest pain
 difficulty in breathing
 unconsciousness
 severe loss of blood
 severe burns or scalds
 choking 
 fitting or concussion
 drowning
 severe allergic reactions

8.6.2 If it is not a life-threatening emergency and immediate medical attention is not required, other options 
should be considered before dialling 999, including:

 Providing help and reassurance to the service user.
 Use of any appropriate onsite lifting equipment, for example a Manger Lifting 

Cushion
 Talking to a local pharmacist
 Contacting the service user’s GP
 Calling Intermediate Care
 Calling NHS 111
 Visiting the NHS Choices website
 Making arrangements to attend the local A&E department, walk-in centre, minor 

injuries unit or urgent care centre. 
8.6.3 The Provider will maintain a register of care responses to emergency incidents. In this register, the 

Provider will record details of the emergency incident, including the condition of the Service User, 
the nature of the incident (what happened) and the response to the incident by the Provider.  
Following every emergency incident, the Provider will carry out a review within 24 hours and identify 
any lessons to be learned and actions to address any issues.

8.7  In the event of an emergency occurring, the Provider will meet the care needs of the Service User. 
If a Service User uses a different care provider, the Provider will support the Service User until the 
service users’ care provider is available.  If it is an external provider, the Provider must liaise with 
them to arrange a handover of care and discuss the ongoing care needs, ensuring good 
communication throughout.  
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9. Unplanned Admission
9.1 If a Service User is admitted to hospital, the Care and Support Provider shall inform the ASC 

Practitioner and vice versa. The provider shall also inform close family and friends as identified by 
the Service User in the Support Plan.

9.2 When a Service User is ready for discharge from hospital the Care and Support Provider will work 
with relevant organisations to ensure that they are able to support the Service User to settle back 
into their home (7days per week).  

9.3 The Care and Support Provider must reassess a Service User within 24 hours of discharge from 
hospital, and update their Care and Support Plan to reflect any changes in their care and support 
needs. 

10. Continuity of Care
10.1 The Provider recognises that continuity of support staff is a significant contribution in maintaining 

and improving the independence of each Service User and maximising their privacy, dignity and 
respect.

10.2 The Provider shall use their best endeavours to organise the rota for Service Visits in such a way as 
to maximise the regular use of specific Staff for each Service User.

11 Handling of Service Users' Money
11.1 The Provider shall have a fully documented clear and auditable system to handle Service Users’ 

monies.
11.2 When handling Service Users’ monies the Provider shall maintain comprehensive records for each 

Service User of all payments made by the Service User to Staff to pay for by way of example but not 
limited to shopping, transport and prescription fees.

11.3 In each and every case:
11.3.1 The records shall show the transaction date, the member of Staff carrying out the transaction, the 

money taken, the money spent, any change handed back to the Service User and the signatures of 
all Staff involved in this process; and

11.3.2 A fully itemised and dated listing of all such the money spent with a cross-reference to valid receipts 
from the vendor.

11.3.3 Staff shall promptly and without delay provide the Service User with the valid receipt from the 
vendor which shall be itemised for each and every payment or purchase and the Provider shall 
regularly review the records and receipts with the Service User

11.4 The Provider shall ensure the Registered Manager reviews and signs off the records as set out in 
11.3 above at least once each and every month.

11.5 The Provider shall maintain adequate insurance to the Authority's reasonable satisfaction such that 
all property and monies belonging to any Service User (including any Service User Contributions 
collected by the Provider or its Staff) are fully insured against loss or damage whilst in the 
possession of the Provider or Staff.

11.6 The Provider shall notwithstanding any outstanding consequential insurance claim by the Provider 
immediately reimburse any Service User in respect of the loss of cash or loss/damage of property 
belonging to any Service User whilst in the possession of the Provider or Staff.

11.7 Where the Authority is acting as an Appointee for the Service User in regard to their finances the 
Provider may be required by the Authority to arrange for the collection of cash to pay for essential 



 

30

items which shall be in the Support Plan and all such transactions shall be documented as above.

12 Access to and the Security of Service Users’ Extra Care Apartment/Flat
12.1 When making arrangements for and gaining access to the Service Users’ Apartment/Flat, the 

Provider shall:
12.1.1 Ensure that only Staff specifically authorised to do so enter each and every Service Users' 

Apartment/Flat, and knock before entering unless there is a prior agreement in place to ensure and 
maintain a Service User’s privacy and dignity;

12.1.2 Ensure that Staff do not enter a Service User’s Apartment/Flat when the Service User is absent 
unless by prior written arrangement with the Service User;

12.1.3 Have in place clear written protocols for Staff in relation to their access to and entry into Service 
Users’ Apartment/Flat;

12.1.4 Have and maintain a clear policy and procedure for the security and control of any keys it holds for 
accessing the property of Service Users;

12.1.5 Have and maintain a clear policy and procedure for the security and control of any Key Safe Access 
Codes as set out below.

12.2 Where a Key Safe is provided to manage access to a Service User's Apartment/Flat then:
12.2.1 The Key Safe Access Code shall be held securely by the Provider and only made available to those 

Staff delivering Services to that Service User;
12.2.2 The Key Safe Access Code shall be held by Staff in such a way that the Service User or Service 

User's Apartment/Flat cannot be directly identified;
12.2.3 Should there be a breach or potential breach of security in respect of Key Safe Access Codes, or 

concerns arising in respect of such security (for example but not limited to Staff leaving the 
employment of the Provider), then the Provider shall use their best endeavours to ensure the safety 
and security of Service Users without delay including by way of example but not limited to changing 
one or more Key Safe Access Codes;

12.2.4 A change to a Key Safe Access Code shall be communicated immediately to the Care manager;
12.2.5 A breach or potential breach of security of Key Safe Access Codes shall be communicated without 

delay to the Authority, the Safeguarding Team (or EDT) and where appropriate to the Police.
12.2.6  The Key Safe Access Code shall not be made available to any other individual or company.

13 Managing Behaviour that Challenges Service Delivery
13.1 Providers shall demonstrate an understanding and appreciation about the nature of the difficulties 

some Service Users are facing, which might result in behaviours that are or could be perceived as 
challenging. Providers shall respond reasonably and appropriately by managing these challenges 
through a proactive and supportive approach.

13.2 Staff shall be trained and mentored in managing behaviour that challenges.
13.3 Should the behaviour of a Service User become more than the Provider is able to reasonably 

manage or such behaviours are significantly recurring or likely to endanger the Service User or 
others, the Provider shall make a written Referral to the ASC Practitioner or Authority.

13.4 The relatives and friends of Service Users may also at times be considered to be overly aggressive 
or challenging in voicing their concerns in relation to delivery of Services. Providers shall 
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demonstrate an understanding and appreciation of the nature of the difficulties facing Carers and 
shall take all reasonable steps to manage such situations. If the Provider reasonably considers that 
this behaviour is recurrent and is significantly impacting on Service delivery, the Support Plan or 
significantly upon the health and safety of the Service User or Staff then the Provider shall make a 
written Referral to the ASC Practitioner or Authority.

14 Complaints
14.1 The Provider shall maintain a clear and accessible complaints policy and procedure, which must be 

provided to all Service Users when they enter the extra care scheme. The complaints policy and 
procedure must also be provided to the Authority and any other individual upon request and which is 
readily available to Staff and Service Users and in one or more formats that can be understood by 
them.

14.2 The Provider shall take and evidence action to address any complaints and such incidence shall be 
monitored to identify trends. The Provider shall maintain a summary digest of complaints and 
compliments and make this available to the Authority.

14.3 The Provider’s Complaints policy and procedure shall be consistent with the requirements of Health 
and Social Care Act 2008 and the NHS and Community Act 1990, and shall encourage the early 
discussion and resolution of any problems identified by the Providers Staff or Service Users and the 
Provider shall take all reasonable measures to achieve a resolution that is satisfactory to the 
complainant.

15 Contract Performance and Quality Monitoring
15.1 The Authority shall utilise a range of methods and tools to monitor quality as set out in Schedule 

One, Two and Four of the specification. 
15.2 The Provider shall have a service monitoring system, policies, processes and procedures to 

appropriately and effectively support performance monitoring and management of Services.
15.3 The Authority may at their sole discretion share information with Service Users or prospective 

Service Users and their families about the Provider in so far as it related to the provision of services 
in order to assist them to make an informed choice about who will provide their Support Package.

15.4 The Provider shall produce on request by the Authority the evidence that supports the Provider’s 
self-assessment of compliance with the CQC regulations. The Provider shall have available at any 
time for review the appropriate evidence that demonstrates that all of the standards and outcomes 
required are being met to the satisfaction of the Authority.

16 Recruitment, Supervision and Appraisal
16.1 The Provider shall have and maintain suitable policies in respect of Recruitment, Induction, 

Supervision, Appraisal and Personal Development. Providers should demonstrate effective 
approaches to values based recruitment and retention, for example, following the guidance issued 
by Skills for Care “Recruiting for values and behaviours in social care”

16.2 The Provider shall consider where appropriate include service users in the recruitment process. 
16.3 The Provider shall have and follow safe recruitment and employment practices including but not 

limited to ensuring Staff have appropriate DBS, I.D., Right To Work and reference checks (which 
might include a school or college reference Pre-employment. Checks should comply with Schedule 
3 of the Health and Social Care Act 2008 (Regulated Activities Regulations 2014).

16.4 The Provider shall ensure:

Comment [LF3]:  Check location when 
complete

Comment [LF4]:  ICO to check and 
confirm
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16.4.1 Upon appointment staff should also have evidenced that they possess the Skills For Care Core 
Skills:

16.4.1.1 English Skills 
16.4.1.2 Digital Skills,
16.4.1.3 Number Skills  
16.4.1.4 Employability Skills
16.4.2 All staff receives induction training.
16.4.3 All Staff including Managers receive regular supervision and appraisals of their competence and 

performance at work. This shall include a regular appraisal of Staff training needs, which will be 
recorded accurately and timely. 

16.4.4 The effective day to day management of Staff to enable reasonable discussion in respect of 
operational issues, Service developments and/or Service changes, which shall include regular and 
recorded Staff meetings

16.4.5 Access to management support is available to all Staff at all times.
16.4.6 Each member of Staff is briefed on each and every Service User as to their Assessed Needs and 

Personalised Outcomes before that member of Staff begins delivery of Services with that Service 
User.

17 Workforce, Learning Development and Training
17.1 The Provider should refer to workforce guidance issued by Skills for Care. The Provider shall ensure 

that:
17.1.1 Staff have the required knowledge, skills, competencies, attitudes and behaviours to deliver 

Services that can meet and exceed the Assessed Needs, Personalised Goals and Outcomes of 
Service Users whilst safeguarding their health, safety and welfare;

17.1.2 Take appropriate steps including additional staff competencies where required to ensure that at all 
times there are sufficient numbers of suitably qualified, skilled and experienced Staff to deliver the 
Services;

17.1.3 Accurate and up to date records of staff training and attendance for training are maintained;
17.1.4 All new Staff complete induction training and assessment in line with the standards outlined in the 

Care Certificate framework within 20 (twenty) weeks of a start date;
17.1.5 Staff who have satisfactorily completed the Care Certificate Framework shall have access to 

ongoing training and assessment in line with national occupational standards;
17.1.6 The provider must refer to the Skills for Care guidance document ‘Ongoing learning and 

Development in Adult Social Care’ in support of continual professional development
17.1.7 Further ongoing learning and development training is refreshed and maintained in respect of the 

following by way of example but not limited to:
17.1.7.1 Gold Standard Framework for End of Life Care;
17.1.7.2 An introduction to the principles, nature and quality standards of the Services;
17.1.7.3 An introduction to the policies, procedures and codes of practice of the Provider;
17.1.7.4 Tissue viability.
17.1.7.5 Safe use of equipment and moving and handling techniques quality
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17.1.7.6 General care of the elderly, health impact of growing old 
17.1.7.7 Management and Leadership training
17.1.7.8 Managing Behaviour that Challenges/Challenging Behaviour
17.1.7.9 Confidentiality and information governance 
17.1.7.10 Enablement
17.1.7.11 Community assets – local knowledge of groups, activities, places of interest or where to 

signpost too
17.1.8 Training is provided to all Staff required to operate equipment and/or carry out medication tasks as 

set out in any Support Plan.
17.1.9 A workforce development plan is in place and maintained to support the continuous development 

of Staff.
17.1.10 The Provider will be compliant with the requirements of and contribute to the National Minimum 

Data Set for Social Care (NMDS-SC).

18 Other Important Information
18.1 The Provider will notify the Authority and where appropriate close family and friends as identified by 

the Service User and/or the Council’s Emergency Duty Team and/or the out of hours GP service 
and/or the out of hours District Nursing service and/or any other statutory services involved with the 
person’s care and support without delay when the Provider or Staff become aware of:

18.1.1 The death of a Service User;
18.1.2 The unexplained absence of the Service User from their Extra Care Apartment/Flat. The Provider 

should also consider contacting the Police as a missing person;
18.1.3 Emergencies in the Service User’s Extra Care Apartment/Flat where the emergency services have 

been summoned;
18.1.4 Any significant deterioration in the Service User’s health or condition;
18.1.5 Any significant improvement in a Service User’s health or condition;
18.1.6 Any circumstances where the Provider is refused access to a Service User’s Extra Care 

Apartment/Flat or where the Service User refuses provision of the services.

19 Provider Records and Confidentiality
19.1 The Provider shall maintain and keep safe and secure a Personal File/all personal information for 

each Service User in line with information governance standards. The Personal File will include the 
provider support plan, risk assessments, medication paperwork, a record of care and support 
provided, and advance care plan (if appropriate), a profile of any care worker involved, information 
on the provider including how to contact them and how to make a complaint.

19.2 The Personal File shall be located at each Service User’s home in a place that is agreed by and 
accessible to the Service Users, Service User representatives and the care workers; the Service 
User shall be made aware of the Personal File and its contents and their consent to this record shall 
be obtained, recorded and shared.

19.3 The Provider shall take all reasonable measures ensure that access to the Personal File is 
restricted to the Service User, their appointed representative, those Staff with responsibility for the 
delivery of Services, to the Service User, to relevant service delivery partner organisations and the 
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Authority.
19.4 The Personal File shall include but not be limited to:
19.4.1 The Care Plan and personal information provided by the Authority which shall not be removed 

without the written agreement of the Service User and Authority;
19.4.2 The Support Plan;
19.4.3 All activities that relate to the Service User’s Support Plan;
19.4.4 Notes on tasks carried out during each Service Visit which shall include the date, the Start Time, 

departure time and the signature of each member of Staff present.
19.4.5 A timetable showing details of when the Service User’s Service Visits will take place with Start 

Times and Duration of Service Visits clearly stated and regularly maintained;
19.4.6 Emergency arrangements and on-call contact numbers which Service Users may use in the event of 

an emergency, late or missed calls; and
19.4.7 A Service User guide in respect of the Provider, including the name of the care co-ordinator.



Schedule One of the Specification  - Standards

A. Purpose

A1 This Annex details the range of standards to which the Provider shall necessarily comply with in the 
delivery of the Services. For ease of understanding and to standardise and maximise efficiency for 
providers, they have been arranged into the broad headings referenced in the CQC Fundamental 
Standards of Quality and Safety but should be read in conjunction with but separate to those regulatory 
requirements:

 Safe - that people are protected from abuse and avoidable harm;

 Effective - that people’s care, treatment and support achieves good outcomes, promotes a good 
quality of life and is evidence-based where possible;

 Caring - that Staff involve and treat people with compassion, kindness, dignity and respect;

 Responsive - that services are organised so that they meet people’s needs;

 Well-led - that the leadership, management and governance of the organisation assures the 
delivery of high-quality person-centred care, supports learning and innovation, and promotes an 
open and fair culture.

A2 The inclusion or exclusion within this Annex of any standards already referred to elsewhere within 
this Agreement shall not be interpreted as a diminishing of their importance.

A3 The Provider shall operate systems and processes that evaluate, monitor and seek continual 
improvements to the values and standards of care provided to the Service User through the delivery of the 
Services.

A4 The Provider shall evidence that Service User’s wishes regarding their personal care are respected, 
and risks relating to the provision of care shall be managed subject to the consent of the Service User, 
where possible in regard to the Mental Capacity Act 2005 and Deprivation of Liberty Safeguards.

A5 Where the term ‘Service User’ is referred to throughout this Agreement, this shall also refer to the 
Service User’s representative and/or family members as appropriate having regard to the Service User’s 
preferences, consent and capacity.

A6 Where the Service User is determined not to have Capacity to manage one or more aspects of their 
life the Provider shall make all appropriate arrangements to ensure that the Responsible Person or other 
nominated individual(s) is involved in such decisions on behalf of the Service User.

B. Performance

B1 In defining these standards, a measure of the quality of the Services to be delivered is agreed 
between the parties providing a clear focus for reviewing the performance of the Provider.

B2 The Provider shall meet the standards set out in this Agreement and the Commissioner shall at all 
times reserve the right to exercise its powers within this Agreement in the event of the Provider breaching 
such standards.

B3 Quality assurance – The Provider shall maintain a robust quality system to assure the satisfactory 
quality of the Services.
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B4 Quality audits – The Provider shall maintain a regular and consistent audit of the quality of care 
provided through the delivery of the Services (including for example, admission to hospital, falls, accidents, 
incidents, medicine administration, compliance with regulatory requirements, Support Plans, etc.).

B5 Enforcement proceedings – whether instigated by the Regulator or any public sector 
Commissioning Authority, the Provider shall supply a copy of the proceedings to the Commissioner within 5 
(five) working days including an action plan to detail remedial actions and associated timescales.

B6 Providers shall deliver:

a) The best support service possible.
b) Support that improves the lives of Service Users’.
c) Services that ensure Service Users can make their own choices about their support.
d) Services that ensure that Service Users are listened to.
e) Support that allows a Service User to die in a setting of their choosing.

B7 Following their Assessment, Service Users shall be supported to make their own choices to receive 
support in a way and at a time of their choosing and to achieve agreed outcomes. Providers shall work with 
Service Users and the Commissioners to deliver Support Plans that are:

a) Personalised
b) Asset based
c) Clear
d) Set goals
e) Enabling
f) Outcome focused
g) Measurable
h) Service User driven
i) Flexible
j) Timely
k) Achievable

B8 Staff shall:

a) Respect the Service User's Extra Care home environment;
b) Not consume alcohol prior to or during the delivery of Services;
c) Not smoke (including using e-cigarettes) on the premises of a Service User;



C. Standards and Outcomes

Safe

By safe, we mean that people are protected from abuse and avoidable harm. 

In community care this means that people are supported to make choices and take risks and are 
protected from physical, psychological and emotional harm, abuse, discrimination and neglect.

S1 I am protected from bullying, harassment, avoidable harm and abuse that may breach my 
human rights

Prompts Potential Sources of Evidence
People are protected from abuse 
and avoidable harm, including 
breaches of their dignity and 
respect, which can result in 
psychological harm.

People are protected from 
discrimination, which might 
amount to discriminatory abuse or 
cause psychological harm. This 
includes discrimination on the 
grounds of age, disability, gender, 
gender identity, race, religion, 
belief or sexual orientation.

People are supported to 
understand what keeping safe 
means, and how are they 
encouraged to raise any concerns 
they may have about this.

Planning: Review the details of statutory notifications for safeguarding, 
incidents and concerns/complaints. 

Gathering feedback: From Healthwatch, nursing staff, social workers or 
the local safeguarding team. 

Talking to people: Ask if they feel safe and if they feel they are 
discriminated against. Explore whether they know what keeping safe 
means and whether they are encouraged to raise concerns. 

Observation: During home visits, if possible and appropriate, observe how 
staff interact with people, including using non-verbal feedback. Consider 
overt discrimination and people’s dignity, identity etc. and how this may be 
compromised. How do staff support people whose behaviour challenges, 
for example, people living with dementia? This could be staff not taking a 
person-centred approach to people’s individual behaviour pattern to them 
demonstrating and putting into practice positive actions when dealing with 
difficult situations that could potentially cause harm or compromise people’s 
safety.

Talking to staff: Ask how they keep people safe and avoid discrimination. 
Find out whether they have had training on equality and diversity, and if 
they understood it and know how to put it into practice. Do they understand 
and use policies and procedures or professional guidance? Talking to staff 
can also help to provide evidence about safeguarding and discrimination. 

Reviewing records: To support your evidence, you can look at people’s 
risk assessments and individual care records, including safeguarding 
records, accident and incident reports, staff handover records, quality 
assurance audits for safety and, where appropriate, any regional or national 
risk management reports and action plans. If you need to corroborate your 
evidence further, you could review a range of policies and procedures.



S2 How are risks to individuals and the service managed so that people are protected and their freedom 
is supported and respected? 

Prompts Potential Sources of Evidence
What arrangements are there for 
managing risk appropriately, and 
to make sure that people are 
involved in decisions about any 
risks they may take? 

Are risk management policies and 
procedures followed to minimise 
restrictions on people’s freedom, 
choice and control? 

Are formal and informal methods 
used to share information on risks 
to people’s care, treatment and 
support? 

Are there plans for responding to 
any emergencies or untoward 
events, and are these understood 
by all staff? 

How are risks at service level 
identified and managed? And, 
where appropriate, how are risks 
to the structure of a service 
regional and national level 
anticipated? 

Are investigations into 
whistleblowing or staff concerns, 
safeguarding, and accidents or 
incidents thorough, questioning 
and objective? Are action plans 
developed, and are they 
monitored to make sure they are 
delivered? 

What arrangements are there for 
continually reviewing 
safeguarding concerns, accidents, 
incidents and pressure ulcers, to 
make sure that themes are 
identified and any necessary 
action taken? 

Where the service is responsible, 
how is equipment managed to 
keep people safe? 

What arrangements are there to 
assess and manage risks 
associated with the environment? 

Planning: Review the details of accidents and incidents, statutory 
notifications and, if appropriate, any concerns or complaints. 

Gathering feedback: District nurses, specialist learning disability teams, 
community psychiatric nurses, social workers and falls prevention teams 
may be able to provide evidence. 

Talking to people: People feel that the risks associated with their care and 
support are managed positively and appropriately and they can make 
choices and feel in control. We should also explore whether they feel their 
freedom is unnecessarily restricted and whether they have the freedom to 
make mistakes, based on informed choice. This may also include talking to 
their relatives, friends or advocates. Ask people their views about their 
security, safety of possessions and any equipment in relation to safety. 
Relatives and friends may also provide evidence. 

Observation: Through spending time with people in their own homes, you 
may be able to observe evidence during your discussions with people on 
how well risks are managed. Look around for hazard prevention and 
security, taking into account the specialist needs of the person living there. 
Is all the equipment suitable for its purpose? Also, where possible, observe 
the way staff work with people, for example, when moving them with the aid 
of a hoist. 

Talking to staff: Ask staff about their understanding of risk management, 
how they identify hazards and deal with emergencies, including how they 
support people to stay safe in their own homes, while minimising 
restrictions on their freedom. What do they understand about people being 
able to make decisions in some areas of their lives but not others, and what 
is their approach to assuming people have the ability to retain control of 
their lives. Also, ask staff how they communicate and manage risks to 
enable people to be involved safely in the local community and whether 
they have had training in the use of equipment and risk assessment 
systems. 

Where appropriate, you can discuss any investigations following 
whistleblowing or when staff have raised concerns. Also discuss how the 
service learns from accidents and incidents etc. and how they monitor 
these on an ongoing basis and use the data to inform practice. 

Reviewing records: To support your evidence you may look at people’s 
risk assessments/individual care files, accident and incident reports, 
including ongoing monitoring and records of investigations into 
safeguarding or accidents and incidents. Quality assurance audits, 
environmental risk assessments and where appropriate any regional or 
national risk management reports and action plans may also be of value. If 
you wish to corroborate your evidence further, you could review any 
maintenance certificates for equipment the service is responsible for and a 
range of policies and procedures. 
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S3 How does the service make sure that there are sufficient numbers of suitable staff to keep people 
safe and meet their needs? 

Prompts Potential Sources of Evidence
How are staffing levels assessed 
and monitored to make sure they 
are flexible and sufficient to meet 
people’s individual needs and to 
keep them safe? 

What arrangements are there for 
making sure that staff have the 
right mix of skills, competencies, 
qualifications, experience and 
knowledge, to meet people’s 
individual needs? 

How does the service make sure 
safe recruitment practices are 
followed? 

Does the service follow clear staff 
disciplinary procedures when it 
identifies that staff are responsible 
for unsafe practice? 

How does the service make sure 
that there are enough staff 
working in the right place, at the 
right time? 

Planning: Review the details of enquiries, including compliments, concerns 
and complaints, and if available, share your experience forms. 

Gathering feedback: From any visiting nursing staff, doctors, social 
workers, the local safeguarding team, commissioners, Healthwatch or 
people and their relatives or friends who have already commented. 

Talking to people: Ask how staffing affects their day-to-day lives – for 
example, their safety and care management in both a positive or negative 
way, including late and missed calls. This may also include talking to their 
relatives and/or friends, advocates and any visiting professionals on the 
day of the home visit. 

Talking to staff: Talk to a range of staff to hear their views on the staffing 
at the service, including how shifts are covered, particularly at weekends 
and night time. How are staffing levels maintained or increased at busy 
times, covering sickness, different areas of the service and the different 
needs of the people they care and support? How are agencies used? What 
recruitment processes were followed? 

Reviewing records: To support the evidence, if you have concerns that 
there may be breach of regulations, you may also wish to look at people’s 
risk assessments/individual care files, staffing level assessment systems, 
staff rotas over time, agency records, minutes of meetings, internal quality 
assurance feedback, quality assurance records on patterns/timings of late 
and missed calls. Staff files for recruitment and staff disciplinary procedures 
and should you need to corroborate evidence, policies and procedures.



 

40

S4 My medicines are managed so that I receive them safely 
Prompts Potential Sources of Evidence
current and relevant professional 
guidance about the management 
and review of medicines is 
followed

people receive their medicines as 
prescribed (including controlled 
drugs)

medicines are stored, given to 
people and disposed of safely, in 
line with current and relevant 
regulations and guidance 

there are clear procedures for 
giving medicines, in line with the 
Mental Capacity Act 2005 

service make sure that people’s 
behaviour is not controlled by 
excessive or inappropriate use of 
medicines

people are supported to take their 
own medicines safely 

guidance is given to staff about 
unlicensed medicines that people 
may choose to use 

Planning: Review the details of statutory notifications of incidents, 
concerns and complaints. Share your experience forms may also provide 
evidence. 

Gathering feedback: Community nursing staff may be able to provide 
evidence on how well services manage medicines. 

Talking to people: Where the service supports them, ask people if they 
are satisfied that their medicines are managed correctly. Do they get them 
on time, understand what they are for and have access to pain relieving 
medicines when needed? Where possible, talk to people about taking their 
own medicines. 

Observation: During home visits, where possible, check to see people 
receive their medicines safely and at the time they should. Are they able to 
take them easily, and are they supported appropriately? Where the service 
is responsible, also look proportionately whether medicines are stored, 
administered and disposed of safely and, if there are concerns of a breach 
of regulations, you may wish to explore this further. 

Talking to staff: Ask staff what they understand about the safe storage, 
administration and management of medicines, and their side effects. 
Discuss their training/competencies and the use of their own policies and 
procedures. Discuss individuals’ needs with regard to medicines, self-
medication, risk and how they address people’s complex needs.

Reviewing records: To support the evidence you may also wish to look at 
people’s risk assessments/support plans, medication reviews/records, best 
interest decisions and staff competency records. Quality audits of 
medication and checks both internal and external, and action plans can 
also be of value. 

If you need to corroborate your evidence further, you could review a range 
of policies and procedures, including administration of specialist medicines, 
covert medicines and homely remedies. 
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S5 I am protected through the prevention and control of infection 
Prompts Potential Sources of Evidence
arrangements are in place for 
making sure that people are 
protected from acquired infections

staff understand their roles and 
responsibilities in relation to 
infection control and hygiene

the service maintains and follows 
policies and procedures in line 
with current relevant national 
guidance

where it is part of their role, the 
service makes sure they alert the 
right external agencies to 
concerns that affect people’s 
health and wellbeing

Planning: Review the details of statutory notifications of incidents and any 
concerns and complaints. 

Gathering feedback: Community infection control nurses may provide 
evidence of good practice and appropriate contact from the service. 

Talking to people: Where appropriate, ask people if staff support them 
properly and as they wish with hygiene and cleanliness, and find out 
whether staff use the right protective clothing. Also ask relatives and friends 
who may have views. 

Talking to staff: What do they understand about their role in relation to the 
prevention and control of infection and the use of associated policies and 
procedures. Discuss communication between staff on infection risks.

Reviewing records: To support the evidence, if you have concerns that 
there is a breach of the regulations, you may also wish to look at people’s 
risk assessments/care plans and any quality assurance audits/action plans 
in place. To corroborate your evidence you may wish to review policies and 
procedures. 
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Effective

By effective, we mean that people’s care, treatment and support achieve good outcomes, promote a good 
quality of life and are evidence-based where possible 

In community care, this means that people are supported to live their lives in the way that they choose 
and experience the best possible health and quality of life outcomes. 

E1 I receive effective care, which is based on best practice, from staff who have the 
knowledge and skills they need to carry out their roles and responsibilities

Prompts Potential Sources of Evidence
people are supported to have 
their assessed needs, 
preferences and choices met by 
staff with the right skills and 
knowledge

the service makes sure that 
people are well matched with 
staff, to make sure they are 
compatible

staff have effective support, 
induction, supervision, appraisal 
and training

the service has links with 
organisations that provide sector-
specific guidance and training 
linked to best practice in 
leadership and the delivery of 
care

staff have the skills to 
communicate effectively so that 
they can carry out their roles and 
responsibilities

there are up-to-date plans to 
develop staff knowledge and skills

Planning: If available, review the details of any share your experience 
forms, compliments and complaints. Review the statement of purpose to 
see if specialist training for staff is needed. 

Gathering feedback: From visiting healthcare professionals, including 
nurses, doctors and dieticians, commissioning bodies, training 
consortiums and organisations such as Healthwatch. 

Talking to people: Ask people and/or their relatives about their 
experiences and views on whether staff are sufficiently skilled and 
experienced to care and support them to have a good quality of life. Also 
discuss whether people feel that they are well matched with the staff that 
care for them. 

Observation: Where possible on home visits, look for practice that 
indicates staff have the skills to meet people’s individual needs, or any 
areas for improvement/staff development. 

Talking to staff: Discuss their induction, support and training and 
whether they feel this enabled them to care and support people effectively 
when they started work and on an ongoing basis. Discuss any links they 
have with other providers or organisations to learn about and implement 
current best practice. 

Explore with staff how they are supported to receive additional training to 
meet the specific needs of people they care for, such as those living with 
dementia, Parkinson’s disease or diabetes. Also speak to volunteers 
where appropriate. 

Reviewing records: To support your evidence, you may wish to review 
staff training and development plans, induction and training 
records/certificates and staff files. 
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E2 My consent to care and treatment is always sought in line with legislation and guidance
Prompts Potential Sources of Evidence
staff understand the relevant 
requirements of the Mental Capacity 
Act 2005

staff understand how and when a 
person’s mental capacity to consent 
to care or treatment is assessed and, 
where appropriate, recorded

When people lack the mental 
capacity to make decisions, staff 
make best interest decisions in line 
with legislation

Planning: Review the details of statutory notifications for safeguarding, 
deprivation of liberty and incidents of restraint and concerns/complaints. 

Gathering feedback: From Court of Protection, specialist nursing staff 
or the local safeguarding team. 

Talking to people: Ask people how and when the staff seek their 
consent and involve them in decisions about their mental capacity. Do 
people understand why decisions have been made and that they should 
be involved, as far as they are able? For example, find out about any 
decisions about how any behaviour that challenges is managed and the 
use of restraint. 

Observation: If possible, see how people are supported to make 
decisions (e.g., through picture cards or easy read information). Spend 
time observing how staff interact with people, and take account of their 
mental capacity and 

their ability to consent. This could cover placing restrictions on people 
(for example people living with dementia), to staff dealing positively with 
people when dealing with difficult situations that could potentially cause 
harm. You may need to explore behaviours or interactions you observe 
(such as staff supporting people whose behaviour challenges) in order to 
understand them and make a decision about whether they are 
appropriate. 

Talking to staff: About whether they have had training on the Mental 
Capacity Act 2005 and associated codes of practice and the safe use of 
restraint. Ask if they can give examples of putting this into practice and 
whether they understand what appropriate methods of restraint are and 
if they use policies and procedures or professional guidance. Explore 
with staff how they help people make decisions before they lose 
capacity, for example if they are living with dementia. When discussing 
the use of restraint, remember that it does not only relate to people with 
a learning disability. 

Reviewing records: To support your evidence, you can look at people’s 
risk assessments and individual care records, including safeguarding 
records, assessments of behaviour, accident and incident reports and 
the management of ‘Do not attempt resuscitation’ orders. Care 
management audits and, where appropriate, any regional or national 
reports and action plans may also be of value. If you need to corroborate 
your evidence further you could review a range of policies and 
procedures.
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E3 I am supported to eat and drink enough and maintain a balanced diet 
Prompts Potential Sources of Evidence
people supported to have enough 
to eat and drink

meals are appropriately spaced 
and flexible to meet people’s 
needs

people are supported to have a 
balanced diet that promotes 
healthy eating

people are involved in decisions 
about what they eat and drink

the service identifies risks to 
people with complex needs in 
relation to their eating and 
drinking

people’s nutritional needs, 
including those relating to culture 
and religion are identified, 
monitored and managed

arrangements are in place for 
people to have access to dietary 
and nutritional specialists to help 
meet their assessed needs

food is served at the correct 
temperature and do people enjoy 
mealtimes and not feel rushed 

Planning: Review the details of any share your experience forms, 
compliments and concerns or complaints. 

Gathering feedback: From community dieticians and nursing staff, GPs, 
commissioning bodies and organisations such as Healthwatch. 

Talking to people: Where appropriate, ask people and/or their relatives 
and friends for their views and experiences of the food and mealtimes. This 
should include whether the staff support them effectively, and whether their 
needs and preferences are met throughout the day and night. 

Talking to staff: Ask them about their understanding of the care and 
support people need in their own homes, to make sure they have enough to 
eat and drink. Discuss specialist diets and people at risk, including those 
living with dementia, and how risks are communicated. 

Reviewing records: To support your evidence, you may wish to review 
people’s individual care records, food and fluid intake charts, nutrition, 
hydration and swallowing assessments, risk assessments and, where 
appropriate, weight management records.
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E4 I am supported to maintain good health, have access to healthcare services and receive 
ongoing healthcare support 

Prompts Potential Sources of Evidence
people’s day-to-day health needs 
are met

the service makes sure that 
people have information and 
explanations that they understand 
about their healthcare and 
treatment options and their likely 
outcomes

people are involved in regularly 
monitoring their health. Any 
changes that may require 
additional support or intervention 
are discussed with them?

referrals are made quickly to 
relevant health services when 
people’s needs change 

Planning: Review the details of any share your experience forms and 
compliments and concerns or complaints. 

Gathering feedback: From community/specialist-nursing, including tissue 
viability nurses, and healthcare staff, GPs, commissioning bodies and 
organisations such as Healthwatch. 

Talking to people: Ask people and/or their relatives their views and 
experiences about how well staff support them with any healthcare support 
they need. This should include whether they get to see the nurse, doctor or 
other healthcare professional quickly, if the service is involved. 

Talking to staff: What do they understand about the individual care and 
support people living at home need in relation to their health. Discuss their 
observations and understanding on how changes in behaviour may indicate 
changes in people’s health and wellbeing. Discuss, where appropriate, how 
often people get urinary tract infections, how pressure ulcers are prevented 
and how wounds are managed. Also, find out how any concerns about 
people’s health are communicated to other professionals. 

Reviewing records: To support your evidence, review people’s individual 
care records, including, health appointments, related staff handover 
records, and where appropriate, tissue viability/wound management plans, 
health action plans and look at any information available to people on 
matters affecting their health.
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Caring 

By caring, we mean that staff involve and treat people with compassion, kindness, dignity and respect. 

In community care, this means that people, their families and carers experience care that is empowering 
and provided by staff who treat people with dignity, respect and compassion. 

C1 I have positive caring relationships with services 
Prompts Potential Sources of Evidence
people are treated with kindness 
and compassion in their day-to-
day care

people’s needs in respect of their 
age, disability, gender, gender 
identity, race, religion or belief 
and sexual orientation are 
understood by the staff and met in 
a caring way

the service makes sure that 
people feel they matter, and that 
staff listen to them and talk to 
them appropriately and in a way 
they can understand

staff know the people they are 
caring for and supporting, 
including their preferences and 
personal histories

staff show concern for people’s 
wellbeing in a caring and 
meaningful way, and do they 
respond to their needs quickly 
enough

practical action is taken to relieve 
people’s distress or discomfort 

Planning: Review the details of any share your experience forms and 
compliments and concerns or complaints. 

Gathering feedback: From relatives and any visiting professionals, 
including Healthwatch and commissioners. 

Talking to people: Ask people and their relatives how they feel about the 
caring approach of staff. This should include whether people’s diversity, 
staff’s speed of response, staffing availability or consistency of staff affects 
this. 

Observation: Where possible, spend time to see and hear how people and 
staff interact with each other and whether this is meaningful or just task-led. 

Talking to staff: Discuss how well they know the people they support to 
see whether they have a caring, person-centred approach, or one that is 
primarily task-led. 

Reviewing records: To support the evidence, you may wish to look at 
people’s individual care files to see if the approach is caring and person-
centred and how staff deal with the things that matter to people, however 
small.
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C2 I am supported to express my views and I am actively involved in making decisions about 
my care, treatment and support 

Prompts Potential Sources of Evidence
arrangements are in place to 
make sure that, where they are 
able to, people are involved in 
making decisions and planning 
their own care, that they feel 
listened to, respected and have 
their views are acted upon 

people are given information and 
explanations they need, at the 
time they need them

people told about advocacy 
services that are able to speak up 
on their behalf and are supported 
to access these services 

Planning: Review the details of any share your experience forms, 
compliments and concerns or complaints. 

Gathering feedback: Advocacy staff and relatives may provide a valuable 
insight. 

Talking to people: Ask people and/or their relatives and friends for their 
views and experience on how they have been involved and supported in 
planning and making decisions about their care and treatment. Find out 
whether they are given explanations when they need them and in a way 
that they understand. Ask people and/or their relatives for their views and 
experience of communication from the service. This should include 
specialist methods of communication, for example, for people with a 
learning disability, a sensory impairment or dementia. 

Observation: Where possible, observe how staff and people interact with 
each other, and listen to the decision-making process to see if people are 
actively involved and given choice and independence. This can be simple 
day-to-day decisions, like when a person may wish to go to the toilet, or 
how, where appropriate, they are involved in day-to-day chores. 

Talking to staff: To determine whether they understand and put into 
practice effective ways of supporting people to exercise choice, 
independence and control, wherever possible. 

Reviewing records: To support your evidence, you may wish to review 
people’s individual care files, including records of advocacy visits and 
quality assurance feedback results. Review the use of communication 
passports, PECs (Picture exchange communication systems), objects of 
reference, talking mats, pictures, and electronic communicators. 
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C3 My privacy and dignity is respected and promoted 
Prompts Potential Sources of Evidence
people are assured that 
information about them is treated 
confidentially and respected by 
staff

people have the privacy they 
need

people are treated with dignity 
and respect at all times

people can be as independent as 
they want to be

staff understand and promote 
respectful and compassionate 
behaviour within the staff team

people’s relatives and friends able 
to visit without being 
unnecessarily restricted

the service makes sure that staff 
understand how to respect 
people’s privacy, dignity and 
human rights

arrangements are in place for 
making sure that the body of a 
person who has died is cared for 
in a culturally sensitive and 
dignified way

Planning: Review the details of any share your experience forms, 
compliments and concerns or complaints. 

Gathering feedback: From relatives, commissioners and Healthwatch. 

Talking to people: Ask people and/or their relatives for their views and 
experiences on how privacy and dignity is maintained and how their 
possessions are kept secure when being supported by the service. Also 
ask them how they are supported to stay independent. 

Observation: Observe, where appropriate, to see if staff offer people 
privacy, maintain their dignity and promote independence. 

Talking to staff: Discuss how they support people with their privacy, 
dignity and confidentiality. Also explore examples of how they promote 
people’s independence. 

Reviewing records: To support the evidence, you may wish to review 
people’s individual care files and training records/training content. If you 
need to corroborate your evidence further you can review a range of 
associated policies and procedures and check data management. 



 

49

C4 I am supported at the end of my life to have a comfortable, dignified and pain free death 

Prompts Potential Sources of Evidence
people’s preferences and choices 
for their end of life care are clearly 
recorded, communicated, kept 
under review and acted on

people, and those that matter to 
them, are involved in the 
planning, decision making and 
management of their end of life 
care

people are supported to make 
advance decisions to refuse 
treatment or appoint someone 
with lasting powers of attorney, if 
they wish to do so

the service makes sure that 
people who have living wills, or 
advanced directives, have these 
taken into account by staff. 

people are supported to access 
specialist palliative care 
professionals

the service makes sure that staff 
know how to manage, respect 
and follow people’s choices and 
wishes for their end of life care as 
their needs change

people have the equipment they 
need to meet their end of life care 
needs 

Planning: Review the details of any share your experience forms and 
compliments and concerns or concerns or complaints. 

Gathering feedback: From visiting professional such as GPs, end of life 
nurse specialists, LD teams, mental health teams, district nurses, relatives 
and friends, commissioners and Healthwatch. 

Talking to people: Ask people and/or their relatives and friends for their 
views and experience of end of life care. This should include good practice, 
decision making, choice and control, access to specialist support and 
where appropriate, equipment and symptom management. 

Talking to staff: To find out their approach to end of life care, their 
understanding of people’s individual needs at this time and any training 
they have attended and how they put this into practice. Where the service 
is responsible, discuss resources and the supply of any specialist 
equipment and the arrangements for reviewing and communicating 
people’s, often rapidly, changing care needs. 

Reviewing records: To support the evidence, review people’s individual 
care files, including any advanced care plans or directives and training 
records/training content. Also, look at any accreditation schemes that the 
service takes part in and how these are put into practice at the service. 

Should you need to corroborate your evidence, if you have concerns, you 
can review a range of associated policies and procedures.
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Responsive

By responsive, we mean that services are organised so that they meet people’s needs. 

In community care this means that people get the care they need, are listened to and have their rights and 
diverse circumstances respected. 

R1 I receive personalised care that is responsive to me needs? 
Prompts Potential Sources of Evidence
people or, where appropriate, 
those acting on their behalf, 
contribute to the assessment and 
planning of their care, as much as 
they are able to

the service makes sure people’s 
views about their strengths and 
levels of independence and health 
and what their quality of life 
should be, are taken into account

people are supported to have 
care plans that reflects how they 
would like to receive their care, 
treatment and support? These 
should include their personal 
history, individual preferences, 
interests and aspirations, and 
should make sure they have as 
much choice and control as 
possible

people are supported to follow 
their interests and take part in 
social activities and, where 
appropriate, education and work 
opportunities? 

people are encouraged and 
supported to develop and 
maintain relationships with people 
that matter to them and avoid 
social isolation 

arrangements are in place for 
people to have their individual 
needs regularly assessed, 
recorded and reviewed

people are given the care and 
support they need, in terms of 
their age, disability, gender, 
gender identity, race, religion, 
belief or sexual orientation

Planning: Review the details of any share your experience forms and 
compliments and concerns or complaints. 

Gathering feedback: From visiting professionals, including specialist 
learning disability teams, mental health teams or social care, 
commissioners, Healthwatch, staff, relatives and friends. 

Talking to people: Ask people and/or their relatives for their views and 
experiences of person-centred care including the choice, with regard to 
gender, of who provides their personal care. This should include how much 
they are asked for their views, given choice and control, get the right care, 
treatment and support when they need it, have their diversity and/or 
disabilities taken into account and have access to information. 

Observation: Where possible, on home visits, see how people are 
provided with person-centred care – whether the routine is person-centred 
or task-led, whether their diversity is understood and managed to suit 
people’s needs and if they get the individual care, treatment and support 
they need when they need it. 

Talking to staff: Find out what they understand about person-centred care 
and how this is put into practice. Discuss person-centred routines and 
social isolation. You should discuss what arrangements there are to meet 
people’s spiritual, religious or ethical requirements. Discuss whether rotas 
are flexible enough to provide person-centred care.

Reviewing records: To support the evidence, review people’s individual 
care files/activity records in detail as this can give evidence across a range 
of KLOEs. Where appropriate, include specialist care and support 
assessments; for example, for people living with dementia or a learning 
disability. Look at any accreditation schemes that the service takes part in 
and how these are actively put into practice. 
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the service makes sure that 
people with mental health 
conditions and physical, sensory 
or learning disabilities have 
reasonable adjustments made, 
following the requirements of 
relevant legislation, to make sure 
they receive the support they 
need to stay independent

people’s care plans are used to 
make sure that they receive care 
that is centred on them as an 
individual, and is the planned care 
provided to them when and where 
they need it

the service makes sure that 
people have the time they need to 
receive their care in a person-
centred way? 
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R2 My experiences, concerns and complaints are routinely listened to and learned from
Prompts Potential Sources of Evidence
people’s concerns and complaints 
are encouraged, explored and 
responded to in good time

people know how to share their 
experiences or raise a concern or 
complaint, and feel comfortable 
doing so

arrangements are in place to 
encourage relatives and friends to 
provide feedback

arrangements are in place to 
make sure that information and 
concerns received about the 
quality of care are investigated 
thoroughly and recorded. The 
service will show the difference 
this has made to how care, 
treatment and support is delivered

concerns and complaints are 
used as an opportunity for 
learning or improvement

Planning: Review the details of any share your experience forms, and 
compliments and concerns or complaints. 

Gathering feedback: From people or relatives and friends who have raised 
concerns, commissioners, and Healthwatch. 

Talking to people: Ask people and/or their relatives and friends their views 
and experiences on how any concerns and complaints have been 
managed. You should explore whether people feel that they were 
responded to properly and whether anything has changed in light of the 
matter raised. You should check whether people know how to raise a 
concern or complaint and whether they feel comfortable doing this. 

Talking to staff: To determine how they view and manage concerns and 
complaints. Explore with them how improvements have been made or 
changes to practice implemented as a result of complaints or concerns. 

Reviewing records: To support the evidence, you may wish to review 
concerns/complaints management systems, records of investigations and 
the response provided and associated action plans, minutes of meetings or 
associated quality assurance data. Should you need to corroborate your 
evidence, you could review the complaints procedure and its accessibility.
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R3 I will receive consistent coordinated, person-centred care when I use, or move between, 
different services? 

Prompts Potential Sources of Evidence
people’s needs, wishes and 
choices are recognised, 
respected and shared when they 
move between services

people receive consistent, 
planned, coordinated care and 
support when they use or move 
between different services making 
sure that their individual 
preferences and needs continue 
to be met

arrangements are in place for 
making sure that when people 
move between services, or 
receive services from more than 
one provider, they understand 
who to contact about each aspect 
of their care

Planning: Review the details of any share your experience forms, 
compliments and concerns or complaints. 

Gathering feedback: From relatives, friends, visiting professionals and 
commissioners. 

Talking to people: Ask people and/or their relatives and friends their views 
and experiences on how well their care and support is managed, if the 
service is responsible, when they access other services, such as attending 
hospital. This should include choice and control and the consistency of their 
care. Where appropriate, speak to people who have moved from children’s 
into adult services. 

Talking to staff: To understand how they plan and manage the transition 
between services, for example hospital admissions, appointments and 
permanent moves from the service. 

Reviewing records: To support your evidence, you may wish to review 
people’s individual care files and transfer information, especially for people 
with a sensory impairment, learning disability or dementia.
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Well-led

By well-led, we mean that the leadership, management and governance of the organisation assure the 
delivery of high-quality, person-centred care, supports learning and innovation, and promotes an open and 
fair culture. 

In community care, this means that management and leadership encourage and deliver an open, fair, 
transparent, supporting and challenging culture at all levels. 

W1 I will experience a positive culture that is person-centred, open, inclusive and empowering 
from my service

Prompts Potential Sources of Evidence
people and staff are actively 
involved in developing the service

there is an emphasis on support, 
fairness, transparency and an 
open culture

there are strong links with the 
local community

staff are supported to question 
practice

people who raise concerns, 
including whistle-blowers, are 
protected

the service has a clear and up-to-
date vision and a set of values 
that includes involvement, 
compassion, dignity, 
independence, respect, equality 
and safety. And that these are 
understood and promoted by all 
staff

managers are aware of, and keep 
under review, the day-to-day 
culture in the service, including 
the attitudes, values and 
behaviour of staff 

the service enables and 
encourages open communication 
with people who use the service, 
those that matter to them and 
staff

there are accessible, tailored and 
inclusive ways of communicating 
with people, staff and other key 

Planning: Review the details of any share your experience forms, 
compliments and concerns or complaints. Reviewing evidence from other 
KLOEs may provide supporting evidence about the culture of the service. 

Gathering feedback: From relatives, commissioners, Healthwatch, other 
professionals and staff. 

Talking to people: Ask people and/or their relatives and friends for their 
views and experiences on the culture and communication from the service. 
Discuss involvement, openness and transparency. If they have raised 
safeguarding concerns or have been involved in an accident relating to 
care and support from the service, seek their views on how these matters 
were managed and how involved they were in the investigation. 

Observation: Where possible, spend time to see how people are referred 
to by staff and whether it is appropriate. Observe how staff interact with 
each other, and also how they speak to and involve people. 

Talking to staff: To determine their understanding of the vision and values 
of the service and how these are developed, discussed and put into 
practice. You should also discuss the culture of the service and find out 
whether staff understand how to raise concerns or whistle blow, and feel 
able to do so. 

Include the approach taken to achieve this and explore openness, 
transparency, and any examples given. Explore how communication works 
in the service; whether it is open and transparent and whether feedback is 
constructive and motivating. 

Reviewing records: To support your evidence, you may wish to review the 
current vision and values of the service, if the service has them recorded, 
and minutes of meetings. You may also wish to review people’s individual 
care files and staff supervision records, spot checks and appraisal records. 
Should you need to corroborate your evidence, you could review 
associated policies and procedures. 
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stakeholders

there is honesty and 
transparency, from all levels of 
staff and management, when 
mistakes occur

staff receive feedback from 
managers in a constructive and 
motivating way that means they 
know what action they need to 
take
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W2 My service will be well-led and managed 
Prompts Potential Sources of Evidence
leadership is visible at all levels 
and inspires staff to provide a 
quality service

where required, there is a 
registered manager in post

the registered manager 
understands their responsibilities, 
and are supported, where 
appropriate, by the provider to 
deliver what is required

CQC registration requirements, 
including the submission of 
notifications and any other legal 
obligations, are met

all other conditions of registration 
are met

managers and staff have a shared 
understanding of the key 
challenges, achievements, 
concerns and risks

resources and support are 
available to develop the team and 
drive improvement

he service makes sure that staff 
are supported, have their rights 
and wellbeing protected and are 
motivated, caring and open

the service makes sure that 
responsibility and accountability is 
understood at all levels

staff know and understand what is 
expected of them

there are clear and transparent 
processes in place for staff to 
account for their decisions, 
actions, behaviours and 
performance

where appropriate to the type of 
organisation, the board and 
managers know about, and take 
responsibility for, things that 
happen in the service 

Planning: Review the details of any share your experience forms, 
compliments and concerns or complaints. Check any registration 
requirements and notifications of accidents/incidents and any associated 
enquires. Review safeguarding enquiries and any action plans held on 
CRM and review whether statutory notifications are being submitted in 
the appropriate way for the type of service you are inspecting. 

Gathering feedback: From relatives, commissioners, Healthwatch and 
visiting professionals. 

Talking to people: Ask people and/or their relatives and friends for their 
views and experiences about the way the service is managed, whether 
they think sufficient resources are available to help drive improvement, 
and how well staff understand and carry out their responsibilities.

Talking to staff: Ask care staff and managers for their views on the 
management and leadership at the service. This should include key 
challenges, achievements, concerns and risks and the resources 
available to drive improvement. Explore their understanding of their 
individual roles and responsibilities. This should include accountability 
and the processes in place to manage this. With senior staff, discuss 
responsibility and accountability within the service and the systems used 
to manage decision making, behaviours and performance. Where 
required, if there is no registered manager in post, discuss with the 
provider what action has been taken to resolve this. Ask staff whether 
they feel supported in the absence of the registered manager. 

Reviewing records: To support the evidence, you may wish to review 
minutes of meetings, statutory notification systems, staff supervision, 
disciplinary and appraisal records, and where appropriate, board 
meeting minutes and business plans. Also look at any accreditation 
schemes that the service takes part in and find out how these are put 
into practice. To corroborate your evidence, you may wish to look at 
associated policies and procedures, the vision and values of the service, 
and if appropriate, the staff handbook and job descriptions.
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W3 My service will deliver high quality care 
Prompts Potential Sources of Evidence
the service makes sure that their 
approach to quality is integral and 
all staff are aware of potential 
risks that may compromise quality

quality assurance and (where 
appropriate) governance and 
clinical governance systems are 
effective, and are used to drive 
continuous improvement

the service makes sure they have 
robust records and data 
management systems

innovation is recognised, 
encouraged and implemented in 
order to drive a high quality 
service

information from investigations 
and compliments is used to drive 
quality across the service

the service measures and reviews 
the delivery of care, treatment and 
support against current guidance

Planning: Review the details of any share your experience forms, 
compliments and concerns or complaints. 

Gathering feedback: From relatives, commissioners, Healthwatch and 
other professionals. 

Talking to people: Ask people and/or their relatives and friends what 
involvement they have had in quality assurance feedback and whether 
or not this was used to improve practice and the overall service 
provided. 

Talking to staff: Explore with staff their understanding of how to provide 
a quality service, and how quality assurance helps drive improvement. 
You should also discuss how innovation is encouraged, recognised and 
put into practice. 

Reviewing records: To support the evidence, you may wish to review 
quality assurance systems/audits and any associated action plans, 
minutes of meetings and compliments. Explore any quality based 
accreditation schemes that the service takes part in and how these are 
actively put into practice. Should you need to corroborate your evidence, 
you could review associated policies and procedures and staff reward 
schemes. 
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W4 My service works in partnership with other agencies in pursuit of excellence
Prompts Potential Sources of Evidence
the service works in partnership 
with key organisations, including 
the integrated care organisation, 
local authority, safeguarding team 
and the clinical commissioning 
group, to support care provision, 
service development and joined-
up care

Planning: In CRM review the details of concerns or complaints to 
see whether they indicate a breakdown in working relationships. 

Gathering feedback: From commissioners, Healthwatch, training 
consortiums/organisations and other health and social professionals. 

Talking to staff: Explore examples of how they work in partnership 
with other organisations. 

Reviewing records: To support your evidence, you may also wish to 
look at any relevant schemes that the service takes part in and how 
these are actively put into practice. 

Shared Lives: Check how the service and individual Shared Lives 
carers link in and engage with other similar schemes or networks.
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Schedule Two of the Specification - Service monitoring and reports Comment [LS5]:  Section needs to be 
worked through by ICO
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Schedule Three of the Specification  - Quality Monitoring

 

Comment [LF6]:  ICO to review 
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Schedule Four of the Specification - Medication Management Standards

Medicines Management Standards

The provider must have medication policies and procedures in place which adhere to the principles outlined 
by the Salford good practice guidance: The Safe Handling of Medicines in Extra Care, and those that are 
detailed in:

 NICE NG67: Managing medicines for adults receiving social care in the community 
 Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.

Providers should also be aware to act in accordance with the following guidance and legislation listed 
below:

 Medicines Act 1968
 Misuse of Drugs Act 1971
 Nursing and Midwifery Council Guidelines for the Administration of Medicines
 Mental Capacity Act 2006 and Code of Practice
 Royal Pharmaceutical Society : The Handling of Medicines in Social Care 2007
 The Human Medicines Regulations 2012
 The Controlled Waste (England and Wales) Regulations 2012

Medication Training

Any member of staff administering medication to service users must be deemed competent to do so by 
means of a comprehensive training programme and an annual competency assessment which meets 
standards defined by Salford guidance.

Line managers or authorised trainers must ensure that staff are assessed by direct observation before they 
can administer medication unsupervised.

Training and assessments should be repeated annually or more frequently if any training needs are 
identified or medication – related incidents occur.

The trainer conducting medication training and assessments must show documented evidence that their 
knowledge and expertise in the handling of medication is maintained and up-to-date through annual review.

Medication administration

Wherever possible, the provider is to support the service user in maintaining control over their medication 
and encouraging independence.

If medication issues are identified, appropriate support should be requested from the relevant agencies and 
healthcare professionals (e.g. pharmacist) to ensure that all opportunities are explored for maintaining 
independence.

Multi-compartmental compliance aids (i.e. blister packs, dosette boxes) should not be routinely used and 
should only be initiated following a multidisciplinary review and if it is likely to benefit the service user and 
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improve their outcomes. As part of medication handling training, staff must be competent in administering 
medications from the original containers that they have been supplied in from the pharmacy. 

Incident reporting

Allowing staff and service users to raise any concerns about medicines and managing any medicines-
related problems effectively will contribute to having a safer system in Salford. 

Providers must ensure that a robust incident reporting system that meets the requirements of Salford 
guidance is in place to record medication discrepancies, errors and incidents and are encouraged to 
increase reporting in this area.

Incidents reported should be analysed to identify trends and minimise re-occurrence. Evidence to show that 
appropriate action has been taken must be documented. This system should be reported as part of the 
service KPIs. 



Schedule Five of the Specification – Extra Care Schemes

Scheme No. 
Units

Scheme 
Type Landlord About Level of 

Need
Desired 
Activity Neighbourhood

High 28

Medium 20Amblecote 
Gardens 66 Purpose 

built City West

1 and 2 bedroom flats are 
available.

Communal meals are 
provided by the landlord and 

are a condition of the tenancy. Low 18

Walkden & Little 
Hulton

High 22
Medium 17Astley 

Court 57
Converted 
Sheltered 
Housing

City West 1 and 2 bedroom flats are 
available. Low 17

Eccles & Irlam

High 20

Medium 18Bourke 
Gardens 56 Purpose 

built City West

1 and 2 bedroom flats are 
available.

Communal meals are 
provided by the landlord and 
are a condition of the tenancy

Low 18

Walkden &Little 
Hulton

High 19
Medium 14Monica 

Court 47
Converted 
Sheltered 
Housing

City West

1 and 2 bedroom flats are 
available.

Low 14
Eccles & Irlam

High 20
Medium 15Moores 

House 50 Purpose 
built Retail Trust

1 and 2 bedroom flats are 
available.

Communal meals are 
provided by the landlord and 
are a condition of the tenancy

Low 15

Ordsall & 
Claremont

High 15
Medium 12Mount 

Carmel 
Court

38
Converted 
Sheltered 
Housing

Mosscare St 
Vincent’s

1 and 2 bedroom flats are 
available.

Low 11

Ordsall & 
Claremont
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Schedule Six of the Specification – Meal Provision

Meal Provision

The provision of communal meals is an important part of an Extra Care Scheme. The three older converted 
Sheltered Housing Extra Care Schemes, Astley Court, Monica Court and Mount Carmel Court facilities only 
allow for pre-cooked meals to be heated in bulk and served to tenants. The current care and support 
provider is responsible for meal provision in the older schemes. In the three newer schemes, Amblecote 
Gardens, Bourke Gardens and Moores House there are is a purpose built kitchen and the Landlord is 
responsible for meal provision. 

The meals are currently provided by Appetito. Tenants are able to purchase lunch and dinner and this is 
usually agreed before the tenant moves in. This enables the care provider to set up payment details and 
order meals when the tenant has moved in. Tenants choose their meals a weekly for the following week 
and the care staff will manage these orders. Tenants are unable to order meals on a pay as you go basis.

Tasks Associated with Meal Provision and time allocated 

Tasks Time 
Allocated/taken

Number of 
staff 

allocated
Setting tenants up on the meal ordering & payment system
Facilitating and supporting tenants to complete their weekly meal 
choices for the following weekAdmin

Ordering meals

Unknown Unknown

Setting up the dining room
Heating the meals (15 minutes)
Serving meals in the dining room

Meal 
Service 

and prep Clean dining room after meals 

1 hour 2 staff

Accepting delivery of meals and storing meals UnknownOther Deliver meals to tenants flats Unknown Other staff

Meal costs

Tenants pay £3.75 (per meal) for lunch and £3.25 (per meal) for dinner this covers the cost of the meals 
only. 


