
    State of Care Report Celebrates the 
Hard Work of Organisations
The publication of the CQCs State of Care Report is a barometer of how social care has been 
fairing over the previous year. The recent report highlighted improvements that you should 
be proud of, considering the current precarious state of social care, with Brexit looming and 
reductions in the amount of Council funding from central government. We highlight some of 
these improvements and identify areas that you can focus on over the coming year.  

In 2017/18, the number of care homes and home care agencies with Outstanding ratings was 
3%, and this has increased for home care to 4%, with care homes retaining the 3% level. Home 
care agencies have retained their 82% Good ratings and care homes have improved this from 
77% also to 82%. This means that the number of organisations with Requires Improvement rat-
ings has reduced from 15% in 2017/18 to 13% in 2018/19. The number of Inadequate care homes 
and home care agencies has also reduced to 1% in both cases.   

Recognise Your Legal Duty 
to Gain the Consent of 
Service Users

Dear Reader,

Regulation 11 (Need for Consent) of the Health 
and Social Care Act 2008 (Regulated Activities) 
Regulations 2014 makes it clear that you must gain 
the consent of the service user before providing 
care. This becomes di�fi cult when a person doesn't 
have the capacity to understand, but consent is still 
required in some form.  

You have a responsibility to ensure sta�f under-
stand how to recognise when someone doesn’ t 
have the ability to consent, and know what to do 
about it. This will require you to look at another law 
for assistance, the Mental Capacity Act 2005. So, 
whilst consent can sound a simple task, it has the 
ability to quickly become more complex.

In this issue, we provide advice and guidance on 
how to: reinforce the importance of gaining lawful 
consent, obtain consent correctly and lawfully, 
monitor sta�f to confi rm they gain consent prior to 
care and the steps to adjust care when members of 
sta�f fail to gain consent.

Yours Sincerely,

Kim Grove
Editor-in-Chief, Care Consultant
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A strength-based approach to care uses holistic assessment, multidisciplinary working, inte-
grated care and co-production. This collaboration helps to maintain the focus on the person's 
abilities and strengths, with a view to enabling the person to take risks to improve, rather than 
seeing the person's constraints as a hindrance. This means working with the service user to look at 
what they can do, for example: the type of life they currently lead, whether this matches up with 
how they would like to lead their life, the barriers to achieving this and their current strengths, 
abilities and resources they have access to.

Introducing a Strength-based 
Approach to Social Care  
Some new buzz-words have appeared over the last couple of months – this includes having a 
‘strength-based approach’ to care. This kind of approach focusses on people’ s strengths and 
builds upon what they can do, rather than focussing on what they can’ t do. We look at how you 
can implement such an approach.   

Ask the Experts Email Helpdesk

Get free personal, 1:1 advice from our team of 
experts, we specialise in care quality, health 
& safety, HR and payroll. Just email your 
query to cqm@agorabusiness.co.uk and you 
will receive an answer within 48 hours. 

Online Resource Centre 

Access hundreds of actionable solutions by way of legally-compliant tools, including checklists,  
policies, procedures and care assessment forms, covering the core areas of elderly care. New resources, 
written by our experts, are added each month and are all ready to be customised to your organisation’ s needs. 
Go to: www.care-quality.co.uk/resources and enter the password below.
Password: Regulation  Valid until: 14.2.20  

Matters

Care Issue 3 February 2020

Quality



2 www.care-quality.co.uk/resources  •  Password: Regulation (valid until 14.2.20)

NEWS 

Continued from page 1: State of Care Report Celebrates the Hard Work of Organisations 

Continued from page 1: Introducing a Strength-based Approach to Social Care

Integrated Working Checklist

Steps to Take: Done

Step 1 – Develop a culture of integration by training 
sta�f and always looking for opportunities of working 
with others. ■

Step 2 – Ensure you develop structures to support 
integrated working, such as arranging and hosting 
meetings and ensuring people know the importance of 
attending these. ■

Step 3 – Put integrated working into practice by 
enabling people to work together, even remotely, and 
making sure all participants to the process are included 
and have their voice. ■

Step 4 – Review your integrated activities so you can 
improve these for next time. ■

Step 5 – Celebrate your successes by publicising these 
to show how e�fective integrated working can be for 
sta�f and service users. ■
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The report does, however, highlight a couple of concerns, fi rstly re-
garding the falling number of care home beds, although a rise in the 
number of new home care organisations is o�fsetting this fall.  

Secondly, it emphasises the continual problems of recruitment and 
the high turnover rate of care sta�f, which at 40%, compares unfavour-
ably with the current national average of 15%.

Areas where the CQC would Like to See Improvement 
Apart from the obvious funding pressures that everyone in social care 
is waiting for the Government to resolve, and the workforce challeng-
es, which we can assume links to the funding crisis, there is a need for 
better access to services. This is mainly due to the services being in the 
wrong place, or having to wait a long time for the service to become 
available. Home care organisations should contact their local Councils 
to fi nd out where the need is and how easy it is to get onto their current 
Frameworks prior to setting up services.  

In addition to access, there is also a need to use more Technology Ena-
bled Care (TEC) but one of the concerns with this is funding, although 
some Councils are putting resources into TEC, as a means of making 
their money go further, so check with them what might be available 
for you. Another concern is that this will replace personal support. 
However, as there's already a big problem with sta�f recruitment, TEC 
may be a way of freeing up sta�f to provide other forms of care so it is 
defi nitely something to consider. 

The CQC also wants to see more integrated working, which can make 
services more cost e�fective. Use our Integrated Working Checklist 
to help you improve this in your organisation. You can download this 
from www.care-quality.co.uk/resources

Once you've accessed what they can do and what they want to achieve, 
you need to match this with a plan that can help them to get to the 
type of life they would want to lead. 

As you can see, this is a more positive approach to care rather than the 
old model of looking at what the person can't do, and focusing on try-
ing to improve that. 

As an analogy, if you were to break your leg, and had a special fam-
ily event to attend, rather than focussing on the fact that you couldn’ t 
walk or get around easily, you would look at ways you could get there. 
As you can see, this is a more positive approach, and will help you to 
fi nd innovative ways of getting to the event. Strength-based care uses 
this approach.  

Strength-based assessment is key to achieving this and may take place 
over the course of several weeks, with di�ferent members of the multi-
disciplinary team, as well as the service user and their family. 

Use our Strength-based Approach Checklist when carrying out your 
assessment. This will help you to maintain a strength–based focus. 
You can download this from www.care-quality.co.uk/resources  

Strength-based Approach Checklist           

Actions to Take: Yes No

Have you ensured the person understands what 
you are talking about when carrying out their 
assessment and care planning with them, using 
clear communication?

Have you focussed on the person’ s strengths, wishes 
and priorities during assessment e.g. where they 
are now and where they want to be in 6 months?

Do you know what the person’ s abilities are 
currently, and their understanding of the situation, 
their condition and its limitations?

Have you ensured the assessment is person-centred 
and gives the service user choice and control? 

Have you assessed risk by focussing on what people 
can do, rather than what people can’ t do? 

Do you include the service user’ s family as part of 
their strengths (if they are happy with this)?

Have you thought about all the possible resources 
available to assist the person to get to where they 
want to be?

Do you involve the community and its strengths and 
resources as well, when assessing and care planning?

TIP
Your sta�f know your service users best, so you need to empower 
and support them to identify the best way to enhance the skills 
the service user already has. Then they can help the person to 
achieve what they want to achieve in the best way for him or her. 
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Explain the Importance of Good Hand Hygiene to Sta�f 
During Supervision or Training  
According to the World Health Organisation (WHO), transmission 
of infection through contaminated workers’ hands is the most com-
mon reason for the spread of infection in most settings. The WHO 
goes on to say that, good hand hygiene is the single most e�fective 
measure in preventing the spread of infection, but concedes that care 
sta�f seem to fi nd it di�fi cult to comply with this simple task. 

There are other benefi ts to washing the hands too as it reduces the 
amount of bacteria on the hands. Bacteria can linger on the hands 
and under the nails for days, meaning that we can then pass this on to 
everything we touch, including our mobile phones, money and credit 
cards. Regular hand washing helps to reduce this, creating a safer 
working environment for your sta�f and service users, and keeping 
the workplace free from harmful bacteria.  

Reduce Infections through Good Hand Hygiene  
It’ s that time of year when coughs, colds and �lu are more prevalent. When someone has a cold, this can spread quickly amongst sta�f and 
service users. There is one small action that sta�f can take to reduce these infections from spreading and that is good hand hygiene. This is 
an area where sta�f can o�ten falter so, we o�fer a reminder of the importance of this. 
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DOWNLOAD
You can also follow our Handwashing Technique to help with this. 
You can download the diagram le�t and the written instructions 
from: www.care-quality.co.uk/resources

Ensure Sta�f know How to Wash their Hands Properly

Sta�f should follow the simple diagram below to ensure they wash 
their hands correctly:

TIP
Handwashing is not an onerous chore. NHS England suggests 
that ‘Washing your hands properly should take about as long as singing 
‘Happy Birthday’ twice (around 20 seconds).’ Make sure you tell your 
sta�f this during your supervision or training sessions. 

Do Sta�f Know when to Wash their Hands?
In addition to knowing how to wash their hands correctly, sta�f should 
also know when to wash their hands. You need to explain that sta�f 
should wash their hands on the following occasions:

● When they arrive at a service user’ s home, or arrive at a new ser-
vice user to give care.

● In between di�ferent care tasks.

● A�ter using the toilet, coughing, sneezing, blowing the nose or 
fi ddling with hair.

● A�ter carrying out any cleaning activity, including any contact 
with blood and body �luids.

● A�ter touching animals around the home.

● Before, during or a�ter preparing food and in between preparing 
raw and cooked food.

● A�ter putting rubbish in the bin.

● Before putting on PPE and a�ter removing and disposing of this. 

● Once the sta�f member has fi nished the care activity and / or is 
leaving the home. 

● When the hands look or feel dirty.

Outline Your Requirements for Handwashing when 
using PPE 

You must remind your sta�f that PPE is only the last resort and that 
wearing gloves is not a replacement for good hand hygiene. There 
are several reasons for this:

● Gloves can spread infection too. 

● The sta�f member may be wearing the gloves incorrectly, and 
therefore this may not protect or prevent the sta�f member from 
spreading bacteria. 

● The gloves may tear which will allow contact with infection. 

● Sta�f can feel the gloves protect them from infections and thereby 
forget to wash their hands.

● Gloves are a costly measure compared to handwashing, so encour-
aging handwashing can actually save you money.  



Give Sta�f Clear Explanations of what Obtaining 
Consent Demands
First of all, we need to be clear about what consent actually is. This 
might help sta�f to recognise its importance. Regulation 11 (Need for 
consent) of the Health and Social Care Act 2008 (Regulated Activi-
ties) Regulations 2014 expects sta�f to: 

‘Make sure that all people using the service, and those lawfully acting on 
their behalf, have given consent before any care or treatment is provided. 
Providers must make sure that they obtain the consent lawfully and that 
the person who obtains the consent has the necessary knowledge and un-
derstanding of the care and/or treatment that they are asking consent for.’

This means that consent should be sought BEFORE the care is given, 
and not as an a�terthought.

It expects you to make sure that sta�f gain that consent lawfully i.e. 
before care is given, and without coercion. It also means that sta�f 
should know exactly what they are asking the service user to consent 
to, so that they can be explicit in their explanations to them. 

As required by the Accessible Information Standard, just asking the 
service user is not enough. If sta�f haven’ t given the  service user (or 
their family or advocate) ALL the information available, or they have 
withheld some of it, or you have given this in a way the person cannot 
understand, this stops them from making an informed decision. This 
means the consent won’ t be valid, even written consent. 

However, if you have given the service user all the information needed 

to make a decision, this isn’ t enough. The person still needs the ca-
pacity to retain this information long enough to understand the im-
plications of the decision, and be able to communicate their decision 
to others. If they cannot do this, or lack the capacity to do this, you 
will need to make a best interest decision. See page 5 for how to go 
about this.

Recognise the Di�ferent Types of Consent Available and 
Know when to Use these

There are four types of consent available to sta�f. The Consent Types 
Table below will help your sta�f understand the di�ferences and know 
when to use each of them. You can download this from: www.care-
quality.co.uk/resources

Of course, consent can be written (e.g. a signature on a consent form) 
or verbal (just saying ‘yes’ can o�ten be good enough as long as this is 
recorded contemporaneously – as soon as possible a�ter the event – 
see page 5). Alternatively, a service user can imply their consent – as 
described in the table below, for example by putting out the hand to 
accept medication, or putting out your arm when a GP asks to do a 
blood pressure check.

Consent Types Table 

Type and Defi nition Example When Required

Informed Consent
Consent given a�ter the service user (family or 
advocate) has received all of the relevant facts and 
information, understands the implications of the 
decision and has made a decision to consent as a 
result of this information.

The service user agrees to take 
the medication o�fered as they 
know and understand the 
consequences of not doing so. 
This can be written or verbal.

Every time you want the person’ s consent. 
Consent will not be valid if they have not 
received all facts and information by which they 
can make an informed decision. 

Implied Consent
Consent is given by the service user as a result of 
their actions. 

The service user fetches a 
glass of water when the sta�f 
member explains that it is 
time to take their medication.

During any sort of non-invasive care activity 
e.g. bathing, eating and drinking or taking 
medications.

Expressed Consent 
This is when a person clearly states their 
willingness to consent, either written, verbally or 
non-verbally (through non-verbal clues such as 
nodding, touch or through gestures).

Signing a consent form 
agreeing to receive the care 
identifi ed within the care 
plan.

When agreeing to their care or a specifi c 
element of treatment such as the use of a TENS 
(Transcutaneous Electrical Nerve Stimulation) 
machine. 

Unanimous Consent
Consent given by all parties following discussion 
about a specifi c aspect of care. 

When making a best interest 
decision to give medication 
covertly. 

When needing to make best interest decisions 
with a group of interested parties e.g. 
professional sta�f, family, friends or advocates.
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Reinforce the Importance of Gaining Lawful Consent
Gaining consent from service users before providing care is a legal requirement. If you don't gain their consent, the person or their family 
could view this as an assault, with all the consequences this could bring. It is therefore vital that sta�f gain consent before giving care. We 
reinforce the importance of this below and look at the di�ferent types of consent available.  

DOWNLOAD
Use our Consent Form whenever you need to gain written consent 
from a service user. You can download this from: 
www.care-quality.co.uk/resources
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Know when to Ask the Service User for their Consent
There are 3 main times when you need to gain the consent of the 
service user:  

1. Following the assessment and care planning process. You need 
to get the service user’ s (or their advocate’ s) agreement about the 
care required and the equipment needed to help sta�f give that 
care. Ideally, you should get this in writing e.g. the service user 
signs to say they agree with their assessment and care plan. 

2. During each care visit/episode. The service user will need to con-
sent to receiving the planned care at that particular time. For ex-
ample, if the service user is feeling poorly, they might not want 
the care at that specifi c time, and the sta�f member should respect 
this decision. Sta�f should record the consent (or lack of it) in their 
daily diary/care record. If the person withdraws their consent, sta�f 
should inform their manager, if this is not you.

3. For each individual care element. The service user will need to 
give their consent to each element of care required, before they 
carry this out. For example, the person might want to get up in the 
morning, but might not want to take their medication. Sta�f should 
make sure the service user understands the pros and cons of not 
receiving the care element. Sta�f should record this withdrawal and 
should make their manager aware of this (if this is not you), so they 
can inform a clinician if needed e.g. a GP in the case of medication.  
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Helping Service Users to Consent to Care
There may be times when you need to help a service user to give their 
consent, such as when they have communication problems. You will 
need some knowledge about the di�ferent ways in which you can help 
them overcome these problems. There are several things you can do 
to help people who have di�fi culty communicating. 

This might be as simple as ensuring they have spectacles and hearing 
aids in place, or having their electronic communication aids to hand 
to help them articulate their decision.

Act Appropriately when Someone cannot Give their Consent
There will be times when a person is not able to give their consent 
and you will need to fi nd another way to gain this. This includes doing 
the following: 

1. Asking the person’ s Lasting Power of Attorney (LPA) to give the 
consent. There are two types of Lasting Power of Attorney: Person-
al Welfare LPA – If a person has this, they can act on behalf of the 
person regarding their health issues, as long as the person cannot 
make this decision themselves; and Property and A�fairs LPA (or 
Enduring Power of Attorney if before 1/10/07). If a person has this, 
they can act on behalf of the person to look a�ter their fi nancial 
and property a�fairs. A person can have the same or di�ferent peo-
ple acting as LPAs. 

2. Making a best interest decision on behalf of the service user. This 
requires you to follow the correct procedure. Use our 5 steps below, 
to ensure you get this process right. 

DOWNLOAD
Use our Consent: Helping People to Communicate their Decisions 
Checklist whenever you need help to gain consent from service 
users who have communication di�fi culties. You can download this 
from www.care-quality.co.uk/resources

5 Steps to Best Interest Decisions 

1
● Contact social services to arrange and host a best 

interest meeting or do this yourself.
● Make sure you invite key representatives to this 

meeting. 

2 ● Encourage the service user to participate in the 
decision making process where possible.

3

● Find out what the service user might have done 
had they been able to make the decision for 
themselves. 

● Take account of past actions and consult others 
who know the service user well.

4
● Make a decision about what care is in the service 

user’ s best interest, which replaces consent.
● This must be the least restrictive option.  

5
● Keep accurate records about the decision.
● Ensure you record who was involved and how you 

came to the outcome.

5
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Obtain Consent Correctly so that Sta�f Stay within 
the Law
Now that sta�f understand the importance of consent, they must make sure they actually gain the person’ s consent correctly and record 
this accurately. If sta�f don’ t do this, there will be no evidence that they received the service user’ s consent. They must also ensure that 
they follow the correct processes if the person is unable to give their consent. We look at how to achieve this and stay within the law.  

TIP
When gaining the service user’ s consent, it is important that the 
service user does this of their own free will and without coercion, 
threat or pressure from sta�f, the GP, or their family and friends. If 
the service user hasn’ t given this consent freely, it is invalid and in a 
worst case scenario, could lead to court proceedings.

TIP
A capacity assessment from your local Council might take some 
time to arrange, so don’ t wait for this and leave your service user 
without vital care. Make an interim best interest decision on behalf 
of the service user. Gain the views of others e.g. family and friends, 
and make sure the decision is the least restrictive option available.  



CHECK 
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Monitor Sta�f to Confi rm they Gain Consent 
Prior to Care  
You will need to check that your sta�f are gaining consent and are recording this correctly should you ever need to provide evidence that 
sta�f did seek the service user’ s consent. You can do this using your quality monitoring systems. We look at how you can achieve this and 
provide the tools to ensure you correctly record and monitor consent.   

DOWNLOAD
Use our Consent Monitoring Checklist to help you ensure sta�f are 
asking and recording consent. Any ‘no’ s’ will need amendments to 
consent processes. You can download this from: www.care-quality.
co.uk/resources

Consent Record Keeping Requirements

What needs to be documented Where to document this Who can document this

Agreement with any assessments carried out and 
care plans you subsequently develop. 

Formal consent form (use our 
Consent Form for this) or at the 
bottom of the assessment and care 
plan forms.  

Registered manager or assessor.

The ways in which your service user communicates 
their consent needs and wishes to others (and vice 
versa) e.g. via Makaton or Talking Mat.

Assessment and care plan. Registered manager or assessor.

The mental capacity status of the person a�fecting 
their ability to consent.

Assessment and care plan. Registered manager or assessor.

The service user’ s LPA who can give their consent. Service user records.
Assessment and care plan.

Registered manager or assessor.

Consent to use specialist equipment such as hoists 
(for domiciliary care this will include agreement 
for the equipment to be brought into the home).

Formal consent form (use our 
Consent Form for this).

Registered manager or other 
multidisciplinary sta�f such as occupational 
therapist, district nurse or physiotherapist.

Consent for the use of restrictive equipment such 
as bed guards.

Formal consent form (use our 
Consent Form for this).
N.B. Don't forget this will also need a 
DoLS assessment and approval. 

Registered manager or other 
multidisciplinary sta�f such as occupational 
therapist, district nurse or physiotherapist.

Specialist/invasive treatment, which will require 
formal consent such as intravenous infusions, 
syringe drivers, PEG feeding systems.

Formal consent form (use our 
Consent Form for this).

Registered manager or other 
multidisciplinary sta�f such as GP or district 
nurse.

Consent for the disposal of medication including 
controlled medication (home care).

Formal consent form (use our 
Consent Form for this).

Manager or sta�f member.

Consent to participate in social activities and 
outings.

Formal consent form (use our 
Consent Form for this).

Manager.

Consent for planned care delivery. Verbal consent recorded in daily 
record/care diary.

Sta�f member.

Individual care duties such as medication 
administration.

Verbal consent recorded in daily 
record/care diary.

Sta�f member.

Keep Accurate Records about Consent so You Have Evidence 
of Service User Agreement
If you have records that show your sta�f asked the service user about 
consent, you will stay within the law, and will meet one of the CQC’ s 
Key Lines of Enquiry (KLoEs) – E�fective 7 (Is consent to care and treat-
ment always sought in line with legislation and guidance?). CQC In-
spectors will use this information when determining whether you 
meet this KLoE, which will have a bearing on your rating. 

To help you with this, we have prepared the Consent Record Keeping 
Requirements below so you can see what consent is required, where 
your sta�f need to record consent and who requests it. You can down-
load this from: www.care-quality.co.uk/resources 

Monitor Your Consent Records to Ensure Full Compliance 
You will need to make sure your managers are gaining the service us-
ers’ consent to their care plan, and that sta�f are asking those people 
about consent before giving care and for each element of care. You 
can monitor this through an audit of your records or by observing 
sta�f during your spot checks to see if they are asking service users 
whether they consent to receive their care. 



ACT
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Take Steps to Adjust Care when Sta�f Fail 
to Gain Consent  
If your quality monitoring identifi es a lack of consent, you will need to take steps to improve the situation and prevent accusations of 
abuse. Follow our tips below to help you make improvements to sta�f practice and make it easy for them to gain the consent of the people 
in your care.   

Review Your Consent Policy to Make this Clearer for Sta�f 
If you fi nd a lack of consent, either recorded consent or a lack of the 
sta�f member asking for consent to the service user’ s care, you will 
need to make some improvements.

Your fi rst step will be to review your Consent Policy to see whether 
this is clear enough for sta�f to understand.

Train Sta�f so that they Understand Why Consent 
is so Important 
Another area you will need to pay attention to is your sta�f training. 
Some sta�f will fi nd it di�fi cult asking service users if they consent to 
their care, so you will need to give them some tips to help them. 

You have a number of training options open to you. You can either 
fi nd an external training provider to train your sta�f (it’ s always worth 
checking what training your local Council o�fers, as their training ses-
sions are o�ten provided free of charge). Alternatively, you can carry 
out your training in house, if you have a person who is competent to 
train and competent in the topic in which they are training.

Consent Training Checklist 

Does the training contain the following elements: Yes No

The legislation and its requirements.

What your policy and procedures require of sta�f.

The di�ferent types of consent and when sta�f 
should use each of these. 

The implications of not gaining consent.

How to identify someone who might lack the 
capacity to consent (this may be included in a 
separate training session).

How to gain consent if the person lacks capacity (this 
may be included in a separate training session).

How to help people to make an informed decision 
and what this might include.

How to ensure people give consent voluntarily.

What to ask service users about consent and when 
to do it. 

How to record consent.

Your consent training should include the elements listed in the 
Consent Training Checklist. Use this to help you identify any gaps 
in the training given by your provider. You can download this from: 
www.care-quality.co.uk/resources

Make Improvements When Sta�f Fail to Gain 
Consent Correctly
If your consent monitoring shows you need to make some improve-
ments, follow the Plan, Do Check, Act (PDCA) approach to help you 
make these improvements. Use the PDCA to Implement Change 
table below to make your improvements. You can download this 
from: www.care-quality.co.uk/resources

PDCA to Implement Change 

Plan Identify the problem that needs amendment 
e.g. recording consent.

Do Decide what actions you need to apply to resolve 
the problem and implement these. For example, 
amend the consent policy and train sta�f on your 
consent recording expectations. 

Check Review whether the changes required are now in 
place and the problem is resolved. For example, 
are your sta�f now recording consent in care 
diaries/daily records?

Act Make sure sta�f are maintaining the 
improvements, by carrying out regular record 
audits and observations. 

Put the changes you need to make into an action plan as this outlines 
the steps you need to take to make the change and provides evidence 
that you have made improvements to your care. 

This will enable CQC inspectors to see that you are making improve-
ments over time and is an essential element if you want to achieve an 
Outstanding rating, as Inspectors will want to see you improving your 
care over a period of time. 

An action plan helps you to identify the problem to solve and the im-
provement you want to see. Then plan the steps required to rectify 
the problem. If you make a specifi c person responsible for this, and 
give a time frame within which to make the changes, you can then 
measure this to see whether you have solved the problem. 

DOWNLOAD
Use our Consent Policy to help you identify any areas you can 
improve upon to make your policy clearer. You can download this 
from: www.care-quality.co.uk/resources

DOWNLOAD
Use our Gaining Consent Action Plan Example to identify what 
you need to do to gain consent. You can download this, along with 
a blank action plan, from: www.care-quality.co.uk/resources



Note: Use your usual quality monitoring and improvement processes for this.

PRACTICAL TOOL 
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How to Develop Your Own Policies and Procedures 
from Scratch 
There are templates and dra�t policies on the Internet that you can use when developing your own policies and procedures. However, 
when you need to dra�t a brand-new policy on a specifi c topic, where do you start? We show you the steps to take that will enable you to 
dra�t your own bespoke policies, for any topic you require.    

In our Online Resource Centre, you’ ll fi nd many policies and proce-
dures on a variety of topics, so before you start to develop your own, 
have a look there. You can download, customise and immediately use 
anything that’ s suitable.  

Policy Development Flow Chart

However, in the cases that require you to develop a policy from 
scratch, use our Policy Development Flowchart below to guide you 
through the process. You can download this from: www.care-quality.
co.uk/resources   

Note: This might be to introduce a new law, a new system of working, a new 
type of service  provision or a new piece of equipment.

Note: You may be able to fi nd information in many places, so check fi rst to see 
whether they have introduced guidance on the topic:
●  CQC 
●  NICE 
●  Relevant laws 
●  SCIE 
●  Government Guidance.

Note: Co-produce your policy wherever possible.

Note: To enable your policy to be e�fective, you should use stakeholders (and 
service users) to help dra�t the policy. This way it will be co-produced and you 
will have sign-up from everyone when it comes to implementing the policy. 
Use the following personnel to co-produce your policy:
●  Sta�f
●  Managers
●  Owners
●  Multidisciplinary team 
●  Service users, family and friends.

Note: This may be easier if you have co-produced your policy with your key 
stakeholders, as they will already be aware of the policy and how you plan to 
implement it. However, you still need to make sure all your sta�f are aware 
about this. You can do this through:
●  Sta�f training 
●  Supervision and appraisal 
●  Post on notice boards and your website 
●  Inform service users and families.

Decide on your policy topic.

Research the policy topic to ensure it 
contains up-to-date practice. 

Dra�t the policy using our Developing 
Your Own Policy Template, which you 
can download from: www.care-quality.
co.uk/resources

Dra�t/check the policy with key 
stakeholders.

Finalise and sign-o�f the policy.

Communicate your fi nal policy. 

Monitor your policy.

Review your policy. 
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Understanding the Link Between Pain and 
Non-Verbal Communication 
Mrs Moss, a 91-year-old lady with a diagnosis of vascular dementia has lived at our care home for 2 years. During this time, her condition 
gradually declined, and she was spending most of her time in bed, o�fered little verbal communication and had become increasingly 
withdrawn. Although she had always previously been accepting of care, a number of sta�f noticed that Mrs Moss began to show signs of 
agitation, resist their attempts to help her change position or provide personal care and even shout or lash out at times. At fi rst, some 
sta�f took this behaviour to be an inevitable part of the progress of her dementia but as it was so out of character for her, we decided to 
look further for possible causes

Looking at the Past
During her 2 years at the home, Mrs Moss had always been content, 
accepting the support from others and having good relationships 
with sta�f. She had no previous history of aggressive or unsettled be-
haviour so this change in her personality was very much unexpected. 
Her family could suggest no cause and were shocked at the change in 
her previously calm behaviour.

Apart from having a diagnosis of vascular dementia, Mrs Moss’ s phy-
sical health had remained relatively good for her age, only taking re-
gular medication for high blood pressure and, as required, analgesia 
for arthritis in her spine. Nothing from her previous medical history 
immediately suggested a reason for this change in behaviour.

Monitoring Behaviour
In order to see whether or not there was a pattern to Mrs Moss’  s beha-
viour, we took the decision to commence a behaviour chart to record 
all episodes of agitation and aggression. This was kept at her bedsi-
de and sta�f were asked to record details of her mood and behaviour 
each time they attended, as well as a description of any care interven-
tions they carried out.

Within a few days, the entries on the behaviour chart began to show 
that Mrs Moss was usually settled at night and slept well but the majo-
rity of episodes of aggression took place during the day when hands-on 
care was more frequent. Furthermore, it was clear that most incidents 
could be linked to care interventions that involved repositioning Mrs 
Moss, sometimes even before any moving or handling began. 

Discussing Our Findings
A�ter 3 days of monitoring, led by Mrs Moss’ s key worker, several of 
the carers who were most involved in her care reviewed the behaviour 
charts. Their conclusion was quick and unanimous; Mrs Moss’ s agita-
tion and aggression was almost certainly linked to pain and discom-
fort experienced during positional changes.

What’ s more, not only was Mrs Moss in pain during positional chan-
ges, but her agitation and aggression was sometimes in anticipation 

of the care about to be delivered which explained why it o�ten began 
before sta�f had even touched her. The carers also noted that agita-
tion could continue for some time a�ter she had been repositioned, 
suggesting it took some time for her to become comfortable again 
a�ter each positional change.

Communication had Declined
What we had failed to realise was that as Mrs Moss’ s ability to com-
municate had declined, our approach to managing the pain caused 
by her arthritis had become ine�fective. She had previously been able 
to tell us verbally if she was in pain or respond to our questions about 
whether or not she needed analgesia but as she was no longer able 
to ask for pain relief, we had simply stopped o�fering it and wrongly 
assumed she was pain-free.

CASE STUDY

Dementia: Care & Support

 Each month we will bring you a success story from one of our readers. We aim to share examples of good practice and/or 
how taking a different or new approach helped to resolve a problem. We hope you enjoy reading other people’s experiences 
and discovering what has worked in practice for fellow care professionals. If you have a story you would like to share, then please 
contact us at: cqm@agorabusiness.co.uk

TIP: 
Understanding Pain in Dementia
For most carers, identifying pain is taken for granted, as service 
users without dementia or other cognitive impairment are able 
to verbalise their discomfort, describe the nature of the pain they 
are experiencing and, sometimes, even share their preferred 
method of managing it such as a favoured analgesic. 

However, when caring for people with dementia, some of whom 
may be unable to communicate, detecting pain can be far more 
of a challenge. In these cases, your knowledge of the person and 
your ability to assess any discomfort is key to managing their pain 
and improving their level of comfort.

An E�fective Approach to Managing Pain
Equipped with the knowledge that Mrs Moss had a longstanding 
history of spinal arthritis which was likely to be the cause of the pain 
she experienced during positional changes, we immediately recom-
menced her ‘as required’ analgesia and requested a GP review the fol-
lowing day to establish whether more regular analgesia was needed.



CASE STUDY 
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In response to Mrs Moss’ s pain, her GP prescribed analgesia to be given 
regularly, 4 times daily as well as a non-steroidal anti-in�lammatory 
(NSAI) gel to be applied to her spine. As with any new medication, it 
was important for us to measure its e�fectiveness, but this was compli-
cated by Mrs Moss’ s lack of verbal communication. 

In order to monitor her pain, we chose to adopt the Abbey Pain Scale 
as a tool to measure non-verbal indicators of pain. You can download 
this at www.care-quality.co.uk/resources. Specifi cally designed for 
people in late-stage dementia, the tool is simple to use and lists 6 
possible signs of pain in a person with dementia: 

1. Vocalisations (or making sounds): whimpering, groaning, crying.

2. Facial expressions e.g. looking tense, frowning, grimacing or 
looking frightened.

3. Changes in body language e.g.  fi dgeting, rocking, guarding part 
of body, withdrawal.

4. Behavioural changes: increased confusion, refusing to eat, altera-
tion in usual patterns. 

5. Physiological changes e.g. raised temperature, pulse rate or blood 
pressure, perspiring, �lushing or looking very pale. 

6. Physical changes e.g. skin tears, pressure areas, arthritis, contrac-
tures, previous injuries.

By providing a score, based on the observations of sta�f caring for Mrs 
Moss, we were able to confi rm that her pain was signifi cantly better 
controlled and her behaviour during episodes of care re�lected this, 
with her being noticeably more relaxed and co-operative. 

TIP
Even in cases when a person living with dementia is able 
to communicate verbally, they may have some di�fi culty in 
expressing their pain in words. Observe for any signs of distress 
or altered behaviour and try to use simple terms when asking 
questions about their discomfort e.g. rather than ask, ‘Would you 
like any Paracetamol?’ ask ‘Are you in pain?’ or ‘Does that hurt?’. 

ensure the analgesia prescribed remained e�fective. Initially, the tool 
was used during every episode of care and, again, an hour later to mo-
nitor whether and discomfort had eased. 

Once it became clear than Mrs Moss’ s pain was better controlled, the 
frequency was reduced but could be increased again at any time she 
appeared to be in frequent distress. 

The pain plan also provided guidance on positioning and support so 
that all sta�f were aware of how to make Mrs Moss as comfortable as 
possible. It became clear that Mrs Moss was most comfortable when 
lying on her back, supported by a V-pillow so this was included in her 
pain plan and an alternating pressure air mattress was provided to 
allow her to remain in this position for longer without the risk of skin 
damage or pressure ulcer development.

A Successful Outcome
Our approach to Mrs Moss’ s care showed us the importance of trying 
to understand the meaning behind her behaviour. Rather than dis-
miss her aggression and agitation as part of her condition, we were 
able to recognise that is was a sign of distress and an attempt by her 
to communicate her needs to us non-verbally.

Too o�ten, sedation is used in these situations, treating the symp-
toms rather than the root cause and leaving the person still in pain 
but even less capable of communicating their distress to those res-
ponsible for their care. Use of sedation can also lead to reduced food 
and drink intake, increased falls risk and a higher rate of urinary and 
chest infections, all of which can exacerbate pain further, leading to a 
vicious cycle of decline.

In Mrs Moss’ s case, treating her pain meant that her overall quality 
of life improved too. Able to sit in an upright position for longer, her 
food and �luid intake increased, and she actually gained weight a�ter 
a period when her weight had been in steady decline. 

Providing personal care became less of a problem as well, with Mrs 
Moss being more co-operative and seeming to enjoy the attention 
she received rather than ‘fi ghting’  against the carers who bathed and 
changed her. On days when Mrs Moss was more alert, it was even pos-
sible to hoist her into a chair by the window to enjoy the view of the 
garden, a pleasure that we, and her family, thought had been lost.
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Developing a Pain Plan
In the knowledge that Mrs Moss’ s pain was one of the most signifi -
cant factors a�fecting her quality of life, her key worker developed a 
pain plan to ensure her comfort could be maximised. 

The plan included instructions for the use of the Abbey Pain Scale in 
order that her pain scores could be monitored over a period of time to 

TIP
If a person with dementia continues to experience pain, despite 
your usual interventions, always seek medical advice. A more 
severe or di�ferent type of pain could indicate a change in the 
person’ s condition or be a symptom of an acute condition which 
requires urgent assessment. 
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Typical Behaviour Displayed
Below are some examples of the di�ferent types of behaviour you 
may come across in your service on a daily basis:

What Do We Mean by Challenging Behaviour?
Di�fi cult or challenging behaviour in people living with dementia is generally recognised as any behaviour perceived as disruptive or stress-
ful by those around them and such behaviours can be as varied as the people who display them.  It is therefore important that the way you 
and your sta�f perceive di�ferent types of behaviour allows you to understand the possible causes and how to handle it – we look at how you 
can do this. 

As trying as this behaviour can be for you as a carer, it’  s vital for you 
to change the way you view it. People living with dementia do not 
act this way intentionally and it might, for instance, be due to feeling 
overwhelmed, frustrated or in pain. Therefore, it is important that you 
see this behaviour not as disruptive and disorderly, but as a means of 
communicating some form of distress. It is this shi�t in perspective 
that will give you more tools with which to handle the situation. 

Your Daily Challenge: Con�licting Perceptions 
People in the advanced stages of dementia o�ten see themselves as 
young and capable. Their actual need for help is only apparent to 
others. The table to the right illustrates this discrepancy in perception 
and the possible outcomes. 

Recognise Your Di�ferences
In order for you to better understand people living with dementia, it’ s 
important for you to clearly see the perceptual di�ferences between 
both yourself, as a carer, and the service user. People with dementia 
o�ten think they are still in the period of their lives in which they’ re 
active, for example, in their professional or family life. That’ s the rea-
son they may wish to go out to buy a morning paper, or pick up their 
children from school. A confrontation with reality can come as a seve-
re shock and is something they cannot grasp, whereas as a carer you 
can see reality and the help that the person needs. It’ s this discrepan-
cy in perception alone that can be the source of much con�lict in your 
daily dealings with service users. 

People with dementia also misconstrue the behaviour of those who 
are caring for them. For example, they have trouble understanding 
what you and your team actually want from them. O�ten, they will re-
fuse all assistance because they feel they can do everything perfectly 
well on their own. 

The only way to overcome this barrier is to use one of the many oppor-
tunities that present themselves to gain access to the inner life of the 
person in your care. 

Con�licting Perceptions in Day-to-day Care

Care sta�f:
● Understanding that your own 

perception and understanding 
is di�ferent to that of the person 
with dementia.

● Able to move from reality to 
the world of the person with 
dementia.

● Able to adapt and show empathy. 

Person with dementia:
● Reacting in response 

to perceptions and 
feelings.

● Living entirely in 
their own world.

● Adaptation is no 
longer possible.

Problems due to di�fering perceptions:
● Increased likelihood of disagreements or clashes.
● No longer able to rationally negotiate.
● Processing time may be noticeably slower in the person 

with dementia.
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● Loss of previous social skills 
● Frequent pacing or walking without purpose
● Constant questioning
● Throwing objects 
● Behaving in a threatening manner 
● Berating others
● Undressing in public 
● Being withdrawn and apathetic
● Urinating inappropriately
● Handling faeces
● False accusations and mistrust 
● Sexual disinhibition.

● Fail to provide adequate stimulation.
● Infantilise the person in your care.
● Overestimate the person’ s capabilities. 
● Expect the person’ s behaviour to be rational.
● Fail to incorporate personal history and past experiences.
● Fail to adapt to the person’ s expectations or cultural norms. 
● Do not provide clear and concise instructions and information. 
● Neglect non-verbal communication.

4 Types of Challenging Behaviour
Experts distinguish between 4 kinds of ‘challenging’ behaviour on the 
part of people with dementia:

● Physically aggressive behaviour: hitting, scratching, biting, spit-
ting, self-harm, or sexual aggression. 

● Non-aggressive physical behaviour: walking without purpose, 
searching, hyperactivity, urinating in inappropriate places, hiding 
objects, delusions (e.g. ‘something was stolen from me’ ), sleep dis-
turbances, reversal of the day/night cycle or disinhibition. 

● Verbal aggression: shouting or calling out. 

● Non-aggressive verbal agitation: grumbling, whining, groaning, 
constant repetition of sentences and/or questions. 

Although every person with dementia reacts di�ferently, we’ ve com-
piled a list of 15 potential triggers below. However, it is important to 
notes that based on the variety of possible triggers it becomes clear 
that the observation of individual behaviour as well as an investiga-
tion into its underlying causes is vital. 

Situations can become problematic if you:
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Challenging Behaviour: 15 Typical Triggers 

1.  Con�licts in perception e.g. 
of time, place or people

9.  Sensory impairment

2.  Anxiety 10. New surroundings/change 
of environment

3.  Misjudgement of abilities 11.  A change of sta�f/
unfamiliar carers

4.  Hallucinations 12.  Drug interactions

5.  Shame/embarrassment 13.  An overstimulating 
environment

6.  Sense of fear/threat 14.  Misunderstandings

7.  Stress and physical/mental 
overload 15. Con�licting information

8.  Pain
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Of course, the list of triggers could go on. For instance, a person with 
dementia who is withdrawn can also pose a challenge for carers – a 
person who constantly sits on their chair out of apathy makes it hard 
for you to engage with them. In some ways this can be even more 
problematic than dealing with an agitated individual, since it requires 
a great deal of creativity and e�fort to reach the person. 

How to Understand Di�ferent Kinds of Behaviour 
You and your team may fi nd that the types of behaviour associated with aggression are your greatest challenge, particularly service users 
who shout, become physically violent or behave in an intimidating manner. So, as an organisation, how should you and your sta�f be 
dealing with this kind of behaviour?

An e�fective approach to deal with challenging behaviour involves 
trying to understand the hidden needs of your service user, since un-
fulfi lled needs can o�ten be the source. Given that every type of beha-
viour has its reason, seeking the possible triggers or factors under-
lying these behaviours is of the utmost importance. A practical aid 
in this task is the ‘need-driven, dementia-compromised, behaviour 
model’ (or NDB model) developed by Kolanowski. 

Factors In�luencing Behaviour 
To understand the behaviour of people with dementia, two di�fering 
kinds of factors must be considered: underlying factors and imme-
diate factors.  

Underlying factors frame the person’ s usual baseline. They defi ne 
the neurological status (faculty of speech, memory and ability to 
think, motor and sensory skills), the general health and the funda-
mental personality traits of the person. These underlying factors can 
be altered very little, if at all. In order to assess the stage of the illness 
and establish the existing impairments, as well as the remaining re-
sources, it is the underlying factors that you will have to investigate. 
The knowledge you gain during this process will allow you to better 
explain the person’ s behaviour and determine the risks involved. 

Immediate factors indicate the current and temporary situations the 
person with dementia fi nds themselves in. They include: 

● Internal factors like physical states and needs (e.g. fatigue, hunger, 
excretion, thirst, pain), psycho-social needs (emotions, the need for 
companionship) and the person’ s current physical abilities. 

● External factors, like the atmosphere (e.g. calm or quiet), trusted 
persons (how many there are) and the physical surroundings (e.g. 
how the environment is laid out, the lighting, temperature, noise). 

All of these immediate factors can be in�luenced. This aspect will 
not only o�fer you additional insight into the person with dementia's 
behaviour but allow you to enhance their wellbeing. Behaviour seen 
as challenging can also be seen as an attempt on the part of the per-
son to adapt to the demands of the outside world, or to communicate 
using the means that are still available to them. Changes are not easy 
for people living with dementia to deal with as situations that are 
unfamiliar or not understood can cause fear and readily overwhelm 
someone with this condition. 

Taking the immediate factors into account can allow you to respond 
directly to your service user’ s behaviour. However, you must remem-
ber that there is a reason for every type of behaviour which gives 
meaning to each person’ s actions. Therefore, you should try to assess 
that behaviour by studying the factors responsible for it and taking 
action accordingly.

Challenging Behaviour: Factors that In�luence  

Immediate Factors – Internal:
● Physical: hunger, thirst, 

pain, medication.
● Psycho-social: emotions, a 

need for closeness.
● Current performance 

capability.

Immediate Factors – External:
● Physical surroundings: 

temperature of the room, 
lighting, objects.

● Social surroundings: 
people present, 
atmosphere, demands 
made on the service user.

Underlying Factors:
● Neurological situation: faculty of speech, memory, 

reasoning ability, memory, motor and sensory skills. 
● General health status.
● Fundamental, unalterable personality traits.
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You and your sta�f may fi nd it di�fi cult to engage those who are withdrawn 
and will have to use creativity to encourage interest.


