
Give a Sincere Apology to Prevent 
Escalating Complaints
At the end of last year, the Local Government Ombudsman (LGO) circulated some guidance, 
which picks up on something I have been saying for years.  Many people who complain, just 
want someone to acknowledge their concern and say sorry. This may be all that is needed 
to prevent a person from escalating the complaint further. We look at the 4 steps to give a 

Coronavirus Highlights 
the Importance of Basic 
Hand Hygiene 

Dear Reader,

Whilst UK Chief Medical O�fi cers have raised 
the risk to the public of catching coronavirus 
from low to moderate,  the risk to individuals 
remains low. However, retracing one man's 
footsteps shows just how easy it is to spread 
infection. He contracted the virus in Singapore 
and subsequently passed it on to others whilst on 
holiday in the French Alps. Each of those people 
spread it further and before you know it, the 
infection is spread throughout the world. The 
man was diagnosed on his return to the UK. 

The advice on preventing the spread of any 
infection is simple – regular handwashing. Good 
hand hygiene will prevent the passing of the virus 
onto door handles for others to pick up. Ensure 
hands are washed a�ter coughing or sneezing 
into tissues and that they are put in the bin 
immediately. Avoid close contact with people who 
are unwell and encourage the regular washing of 
hands with soap and water. Taking these simple 
measures will help reduce the spread of infection 
in your service.

 

 Kim Grove
Editor-in-Chief, Care Consultant
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The survey also identifi ed that 21% of care homes didn’ t permit any alcohol on the premises, and 
18% where residents were only able to drink one unit per night. Around 16% of sta�f said there was 

Help Care Home Residents Enjoy a 
Tipple without Travelling Far  
At the beginning of 2020, the press reported on a survey carried out by Carehome.co.uk. This 
asked care homes about residents’  alcohol consumption on the premises. 44% of the care 
homes surveyed said that they had an area where residents could gather together to have an 
alcoholic drink. Some of the care homes within the survey, even had a pool table, darts board 
and poker area, which probably caters more for male residents than female, but at a time when 
activities for male residents can be limited, this is a great idea. I remember visiting an Out-
standing care home that had a small ‘pub’ on its premises, along with a piano to encourage a 
singalong style atmosphere that was used extensively.  Some experts say that this encourages 
social interaction and can reduce loneliness, and would like to see more care homes follow this 
example.  We look at how you can do this in your service.

sincere  apology.  
   

Many organisations may be reluctant to say sorry for fear that they will be subject to legal action 
or that this might invalidate their insurance. This might be the case in a few instances but the 
LGO says that, in the vast majority of cases, an apology resolves the problem much earlier than 
any other action you could possibly take. This is, therefore, worthy of consideration. 

Ask the Experts Email Helpdesk

Get 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. 

Your 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: Management  Valid until: 17.4.20  
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Yours Sincerely,



SCENARIO
For the third time this week, Mrs Brown has not received her visit 
(scheduled for 8:00–8:30am) until 9:30am, meaning she has missed 
her required dose of medication, and has also missed the transport to 
the day centre twice. 
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However, if you are going to apologise, this should be sincere. Put 
yourself in the other person's shoes and try to see the complaint from 
their point of view. How would you feel in their situation? Luckily, the 
LGO has some advice on how to give an e�fective apology.

The LGO recommends the Scottish Public Services Ombudsman’ s 
guidance on How to Make a Good Apology which follows 4 steps, or the 
4Rs of Apology. These are:

1. Regret – expressing regret to the person for having to make the com-
plaint, with a focus on the situation they are complaining about. 

2. Responsibility – taking responsibility for the issue e.g. we didn’ t 
do this, we should have done that. 

3. Reason – outline why it is that you need to apologise.

4. Remedy – what steps you are taking to remedy the situation now, 
and in the future, to prevent it from arising again.

In addition, the apology should be brief and sincere. Using the sce-
nario below, the Saying Sorry E�fectively table to the right shows you 
how to write an apology based on the 4Rs. The principle will be the 
same for a verbal apology. 

Do you have a spare room or corner of a lounge or dining room that 
you could convert into a bar area? You could visit a few of your local 
care homes with bars, or public houses, to get a feel for how you could 
decorate this space – or why not get your residents involved with how 
they would like it to look and help decorate it. 

If you are worried about whether your residents might drink too 
much you could keep an eye on their consumption using the Alco-
hol Consumption Assessment Checklist below so that you can help 
them to make more informed choices about how much to drink. You 
can download this from: www.care-quality.co.uk/resources

no limit on residents’  alcohol intake, 5% said residents can consume 
between 2 and 5 units nightly, while less than 1% said the limit was 6 
to 10 units a night. 

Whilst this has implications for the alcohol guidance issued by NHS 
England, this also needs to be balanced with the wishes of the service 
user who, if they have full capacity, can decide for themselves how 
much alcohol they consume. 

Of course, prolonged alcohol use can result in the following conditions:
● Cancers of the mouth, throat and breast.
● Heart disease or strokes.
● Liver disease.
● Brain damage.
● Damage to the nervous system.

Previous guidance suggested that a small amount of alcohol con-
sumption was good for the health, but NHS England have now re-
vised its guidance. It now suggests that males and females should 
have no more than 14 units of alcohol a week, as it classes this as ‘low 
risk’, although it concedes that the only ‘safe’ alcohol level is not to 
drink it at all. 

However, as loneliness has been classed as having the same detri-
mental health e�fects as smoking 15 cigarettes a day, having a tipple 
with a few friends from the home may be a better alternative.

Saying Sorry E�fectively          

4Rs How to React to the Scenario

1. Regret Dear Mrs Brown, I am sorry, that sta�f have 
not visited you at your scheduled time 
during the last week, and that this has 
caused you to miss your medication and 
your day centre transport. 

2. Responsibility We have clearly had a problem with the 
scheduling of your visits, …

3. Reason … which has largely been caused by sta�f 
sickness. 

We should have informed you about the 
di�fi culties we were having so that we could 
discuss how to manage this temporary 
situation and enable you to receive your 
medication and attend the 
day centre as normal. 

4. Remedy Whilst the sickness still continues, I have 
reorganised the current rota, so that you 
will receive your visits at the time we have 
scheduled. 

I apologise for the inconvenience and 
concern this has caused and hope the 
matter is resolved now, but please let me 
know if this is not the case. 

Alcohol Consumption Assessment Checklist

Questions Yes No

Does the person drink less than 14 units of 
alcohol a week? ■ ■

Does the person have several drink-free days 
a week? ■ ■

Does the person spread their alcohol units 
evenly across the week? ■ ■

Does the person only drink a couple of units on 
the days they do drink alcohol? ■ ■
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Identify and Overcome Barriers to E�fective Communication
Whilst sta�f may think they go out of their way to communicate fully 
with the service user (and their family), there are sometimes barriers 
that can prevent two-way communication from taking place. Iden-
tifying what these barriers are can help to overcome them, making 
communication more e�fective. 

Use the Barriers to E�fective Communication table below to identify 
some of these and gather some tips on how to overcome them. One of 
the barriers to e�fective communication is the need to give bad news 
to a service user (or their family), which o�ten happens when caring 

Help Your Care Sta�f Develop their Communication 
Skills with Service Users    
Communication is an important skill your sta�f will need to master when caring for service users. If sta�f don’ t communicate well this can 
leave the service user frustrated, isolated, lonely and more likely to make a complaint about sta�f not listening to them. We o�fer some 
advice and guidance to help sta�f communicate better with the people they are caring for.    
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Barriers to E�fective Communication         

Barrier How to Overcome the Barrier

Medical conditions (e.g. 
dementia, stroke, brain 
tumours, neurological 
conditions, sensory 
impairments).

● Don’ t assume the person cannot communicate.
● Gain the attention of the person before trying to communicate with them.
● Get help from someone with experience of communicating with the person.
● Look directly at the person and speak slowly and clearly.
● Don't give the person too many choices.
● Use positive body language and tone of voice when communicating.
● Allow the person time to respond without butting in or making choices for them.
● Seek the help of a Speech and Language Therapist to aid communication.

Di�ferent languages, 
accents and cultures.

● Become familiar with the culture of the service user and the di�ferent communication methods used 
within this culture.

● Use interpreting and translation services if necessary (beware of using family members for this when 
sensitive discussion takes place).

Environmental barriers 
(such as noise, dimly lit 
rooms, distractions).

● Reduce noise levels and distractions by turning down radios and TVs, and asking others to stay quiet or 
vacate the room whilst communication takes place. 

● Turn on the lights in dim rooms when communicating. 
● Identify a private room for communications to take place in, if need be.

Sensory impairments. ● Ensure hearing aids, glasses, dentures and other communication aids are in place before communicating. 
● Find alternative ways to communicate, if necessary e.g. using photographs, pictures, Makaton, Braille, 

British Sign Language, Talking Mat®, etc.

Emotions (such as anger, 
denial, fear and anxiety).

● Be aware of these barriers.
● Wait for these emotions to reduce before giving vital information.

Giving inaccurate or 
misleading information.

● Check the information is correct and complete prior to communicating with the service user (and their family).
● Enlist the help of other professionals when giving important information.

Inadequate sta�fi ng 
levels (such as with sta�f 
shortages, sickness or 
lone workers).

● Ensure enough sta�f are available to care for the person in an unrushed manner (check dependency tools 
to ensure this happens).

● Allow enough time for communication to take place.
● Ensure sta�f know how to communicate e�fectively with the person through the provision of training and 

e�fective assessment and care planning.  

Sta�f attitudes and 
behaviours.

● Sta�f should be aware of how their own attitudes, behaviours and values might a�fect communication, and 
should guard against this.

● Sta�f should not express aggressive, manipulative or domineering behaviours when communicating.
● If sta�f are concerned about what they are to communicate, they should talk to you or their manager (if 

this is not you) beforehand.

DOWNLOAD
Use our Communicating Bad News resource to help you in this 
situation.  You can download this from: www.care-quality.co.uk/
resources

for someone at the end of life.  This is a daunting prospect as sta�f fear 
they may say something wrong. However, if you are honest and speak 
with an element of empathy for the person, this won’ t be the case. If 
you imagine being on the receiving end of such news, give the infor-
mation in the way you would like to receive it yourself.



Understand the Terms Used in End of Life Care
There are, of course, a number of conditions that can limit a service 
user’ s life, although, when they receive palliative care, this can prolong 
this phase. It is useful to understand the terms used in this respect.

Life-limiting illness: This is an illness or condition that will shorten 
the person’ s life, although he or she can still be active and function 
normally for some years. For example, cardiovascular disease, respir-
atory disease, neurological disease and dementia.

Palliative care: Is care that helps to improve the quality and length 
of life and reduce symptoms of a person with a life-limiting condi-
tion. This can include medication, surgery or other treatments, ongo-
ing monitoring, physical support or counselling. A person can receive 
palliative care for many years before entering a terminal phase.

Terminal illness/end of life phase: A person with a life-limiting ill-
ness that is entering a phase that they won’ t recover from, and will 
deteriorate over time. The timings for this are unknown, but it is o�ten 
seen as the last 12 months of life (depending on the course of the ill-
ness or condition).

End of life care: This is the support people receive who have entered 
the terminal phase of their condition. This can become more extensive 
as the person nears the time of death, with the ultimate goal of some-
one dying in the way he or she wishes (e.g. at home) and with dignity. 

How to Recognise when a Life-Limiting Condition 
becomes Terminal
The National Institute for Health and Care Excellence (NICE) has a 
Guideline [NG142]: End of life care for adults: service delivery that looks at 
how to recognise when someone is entering the terminal phase. 

It suggests the use of a tool to assist with this, such as one of the following:

● The Gold Standards Framework® that provides a ‘practical sys-
tematic, evidence-based approach to optimising care for all peo-
ple nearing the end of life’ .

● The AMBER care bundle although this is best suited for hospital 
service users.

● Supportive and Palliative Care Indicators Tool (SPICT™) which 
has been developed to ‘Help identify people whose health is de-
teriorating. Assess them for unmet supportive and palliative care 
needs and plan their care’.

However, hospital doctors, general practitioners (GPs) and District 
Nurses (DNs), will be at the forefront of providing a person with 
their care and treatment at the end of life. It is likely that many clini-
cal practitioners will use the Gold Standards Framework® as this has 
been around for some time. 

One of the simplest questions this gets you to ask is ‘Would you be 
surprised if this patient were to die within the next 6–12 months?’  
If the answer is Yes, the person is probably stable and not at the ter-
minal/end of life phase. If the answer is No, the person has probably 
entered the end of life phase. You can use the same question with dif-
ferent months (e.g. 3–6 months or 1–3 months) to give you a better 
idea of how close to the end of life the person might be. 
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How to Recognise when a Service User Enters the 
Dying Phase of Life
Whilst some of your service users might die unexpectedly, there will be others that have life-limiting conditions that means they will 
deteriorate over time and ultimately enter a dying phase. This will enable your sta�f to prepare for the death in collaboration with the 
service user and their family. We look at how you can recognise when the person enters this phase, so you can speed up your preparations.  
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TIP
Why not contact your GP or DN to fi nd out what tool they use 
and ask them to keep you informed if they identify any of your 
service users entering the end of life/terminal phase.

Use Terminal Phase Recognition Checklist below to assist you. The 
more yeses you tick, the more likely they are entering this phase. You 
can download this from: www.care-quality.co.uk/resources

Of course, these indicators may not necessarily mean the person is 
deteriorating, they might just be poorly, but using this form com-
bined with the Gold Standards Question above, may give you an 
indication that the person is deteriorating. To confi rm this, you 
should discuss this with the GP and DN. 

Terminal Phase Recognition Checklist  

Indications Yes No
Has the person visited hospital unexpectedly recently? ■ ■

Is the person deteriorating physically? ■ ■

Does the person want to spend more time in bed? ■ ■

Is the person deteriorating mentally? ■ ■

Has the treatment stopped working? ■ ■

Has pain increased? ■ ■

Have symptoms become worse? ■ ■

Is the person’ s appetite reducing? ■ ■

Is the person having di�fi culty swallowing? ■ ■

Is the person losing weight? ■ ■

Is the person needing more help with daily activities? ■ ■

Is the person becoming incontinent? ■ ■

Is the person having more di�fi culty moving around? ■ ■

Has the person developed pressure sores 
unexpectedly? ■ ■

Is the person having falls? ■ ■

Is the person having di�fi culty communicating? ■ ■

Is the person having breathing di�fi culties? ■ ■



How to Start End of Life Discussions with a Service User
Before you can start to make plans with the service user for their end 
of life, you will need to make sure the person is aware of their reduced 
life expectancy. This can be a di�fi cult subject to broach, as the service 
user may not know anything about this. 

Use the Communicating Bad News download mentioned on page 3 
to help with this. 

Help the Service User to Understand Advance 
Decision Making 
Once you are able to have conversations about dying with the service 
user, you can begin to make plans for their impending death. This will 
start with any advanced decisions they might wish to make in an Ad-
vance Care Plan. 

Use our Advance Care Plan Decision Making Guide below to help the 
service user decide whether they wish to make an Advice Care Plan. 

To be e�fective, people need to know about any advance decision. If 
people don’ t know about an advance decision, they cannot act upon it. 

Therefore, you should talk to the service user about sharing any docu-
mentation outlining advance decisions to people who will need to act 
upon this. This will mean taking this to hospital or GP appointments, 
telling wider members of the multidisciplinary team and, of course, 
any sta�f caring for the service user. Usually, a provider or clinician will 
take a copy of any documentation to keep in their records.  
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Produce an End of Life Care Plan in Collaboration with the 
Service User
Once a service user has made any advance decisions they require, you 
will need to carry out a holistic assessment. This will identify their 
physical, psychological, emotional, social and spiritual care needs 
and will help you to develop a care plan to meet these needs. This 
is much like any other assessment and care plan you complete but 
this will focus on the life-limiting condition, any further treatment, 
the symptoms and how you plan to control these to keep the person 
comfortable and pain-free. 

DOWNLOAD
Use our Holistic Assessment Checklist and End of Life Care 
Assessment and Care Plan Template to ensure you cover all the 
necessary areas within the assessment and care plan. You can 
download this from: www.care-quality.co.uk/resources

Advance Care Plan Decision Making Guide 

Type of Advance Decision Legal Status Who Can Write These
Advance Care Plan – This outlines 
a person’ s care wishes and 
preferences if they should lose 
mental capacity.

This is not a legally 
binding document, 
but you should use this 
when making ‘best 
interest’  decisions for 
the service user.

● The service user can write this, or ask sta�f or a family member to write 
this for them, provided the person has the capacity to make the decision.

● You can use our Preferred Priorities of Care Template to record these 
decisions. You can download this from www.care-quality.co.uk/resources

● Alternatively, your care sta�f can enlist the help of the district nursing 
team. 

Advance Decisions to Refuse 
Treatment – This outlines a 
person’ s decision to refuse certain 
treatments a�ter the person loses 
the capacity to make these choices. 
However, they cannot be used to 
refuse basic nursing care.

Legally binding 
provided the person 
had the capacity to 
make this decision 
and it was completed 
correctly.

● The service user can write these, ideally with the support of a clinician 
(although this is not essential). 

● To refuse life sustaining treatment, it must be written, signed and 
witnessed and contain a statement that it applies even if the person’ s 
life is at risk.

● Care sta�f should enlist the help of the district nursing team or GP if the 
service user needs help with this.

Do Not Attempt CardioPulmonary 
Resuscitation (DNACPR) Orders 
– An order that CPR should not be 
carried out or is being refused.

Legally binding 
provided it was 
correctly completed.

● A clinician with responsibility for the person should complete this form 
in conjunction with the service user’ s wishes. 

● Care sta�f should refer requests for DNACPR orders to the GP.
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Deliver High-Quality End of Life Care to Ensure a 
Dignifi ed Death 
Once you know a person is entering the terminal phase, you need to develop plans with them so that they can have a comfortable death. 
If you don't do this, the person may su�fer physically and psychologically at a time when they should be at peace. We o�fer some sugges-
tions of the type of care you can provide to help the service user have a dignifi ed death. 

Part of the care plan will be to provide practical or emotional support 
to the service user’ s family, friends or carers at this di�fi cult time. This 
might include helping the family decide whether to keep someone at 
home to die, or helping them understand the potential symptoms or 
trajectory of an illness. 

There is a lot of information on the Internet about various cond-
itions and the path these might take. Most conditions these days 
have an interest group or website set up to give  additional informa-
tion, so look at those fi rst.   



CHECK 
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Amend Care as the Person Reaches the Last 
Few Days of Life  
When the person enters the last few days of life, the care will change rapidly and your sta�f must keep up with this. Regular review is vital 
if you don't want to make the service user uncomfortable during their last few days and hours. Read on for advice and guidance on how to 
review care for a service user that is deteriorating at a rapid rate.  

Identifying the Last Few Days of Life Checklist   

Symptoms Yes No

Are the person’ s fi ngers, toes, nose or lips cold and 
/or blue? ■ ■

Is the person weak? ■ ■

Is the person asleep for most of the time? ■ ■

Is the person confi ned to bed? ■ ■

Is the person sensitive to being moved? ■ ■

Does the person have mottled skin? ■ ■

Is the person looking grey/translucent? ■ ■

Is the person’ s breathing becoming slower? ■ ■

Is the breathing irregular? ■ ■

Is the person’ s breathing noisy and/or does 
it rattle? ■ ■

Does the person cough? ■ ■

Does the person have a fast heartbeat and 
breathing rate? ■ ■

Does the person have a temperature? ■ ■

Is the person sweaty? ■ ■

Is the person experiencing pain more o�ten? ■ ■

Has the person stopped passing urine? ■ ■

Has the person become incontinent? ■ ■

Does the person have di�fi culty swallowing food 
and/or drink? ■ ■

Is the person delirious? ■ ■

Does the person’ s body twitch or jerk? ■ ■

Does the person shout out occasionally? ■ ■

Is the person sensitive to noise and/or light? ■ ■

Has the person haemorrhaged? ■ ■

How to Recognise when a Service User Enters the Last Few 
Days of Life
A person may move quickly or slowly through the terminal or end of 
life phase. But there will come a time when this decline becomes no-
ticeably quicker and the person enters the last few days of life. Whilst 
no one can predict when death might occur, this phase lasts approxi-
mately 5 days before death fi nally does occur. Of course, this may 
be shorter or considerably longer. Sometimes a person’ s condition 
may improve to the point that the ‘last few days of life’ phase is no 
longer relevant. Identifying when a service user enters this phase has 
several benefi ts:

1. Enables you to alert the GP/district nursing service that more reg-
ular and intense assessment and care planning might be required.

2. It ensures that you can arrange for the GP and Pharmacist to pre-
scribe and dispense treatment to ensure the person dies a com-
fortable and dignifi ed death.  

3. Allows you to alert family and friends that death is imminent. 

Use the Identifying the Last Few Days of Life Checklist right to help 
sta�f identify when the person enters this phase. They won’ t experi-
ence all these symptoms, but having 5 or more may give an indication 
that they are entering this fi nal phase of life. You can download this 
checklist from: www.care-quality.co.uk/resources

Review Care more Regularly as the Condition Deteriorates
Your care plan will identify how o�ten you should review each ele-
ment of care. This is to ensure that the service user experiences high-
quality care and treatment at this time. The review period will in-
crease in regularity the nearer the person comes to their death. When 
they enter the last few days or hours of life, the review might even be 
as regularly as 2-hourly (sometimes more). The reason for this is to 
ensure the person remains comfortable during their last few days 
and to pre-empt or control any symptoms or discomfort the person 
may experience at the earliest opportunity. 

Look Out for Symptoms that May Require Prompt Action
There are a number of symptoms that might require prompt action 
and these include the following: 

● Pain – This will require regular pain assessment. Use the 
SOCRATES Pain Assessment Tool available to download from 
www.care-quality.co.uk/resources to identify the frequency and 
severity of the pain. Ask the GP to prescribe increased pain relief, if 
you think the person may deteriorate over a weekend.

● Reduced tissue viability – As a person becomes frail, they are less 
able to move themselves and skin will become thinner and more 
friable. You will therefore need to assess pressure points regularly 
and change the person's position more frequently. 

● Loss of appetite – A person can lose their appetite at the end of 
life. Don't worry about this, but try to get them to drink a little, if 
able, to keep their mouth moist and free from cracks and sores. If 
they want something to eat, give them what they want as long as 
they can swallow this without choking. 

● Incontinence – A person may lose control of their bladder and 
bowels at this time. Make sure you check for incontinence regu-
larly and keep the person clean and dry to enable them to die in 
comfort and with dignity.



ACT
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Provide Support to Family and Friends at this 
Di�fi cult Time  
Family and friends will also need support during this di�fi cult time which may, of course, be the same for your sta�f if they have cared for 
the person for a long time. Anticipatory grief can start before the person dies, and can lead to some di�fi cult behaviours that your sta�f 
will need to manage. We explain some of the steps you can take to provide support to the family so they feel confi dent that their loved 
one will die with dignity.     

Be Aware of the Di�ferent Emotions Service Users and 
Family Members might Exhibit 
When a service user enters the end of life phase, that person and their 
family will go through a range of emotions about the impending 
death and the loss of a loved one. These might include: 

Sta�f will need to be able to recognise these emotions and help the 
person to overcome these. Use our Dealing with Di�fi cult Behaviours 
and Emotions table below, which gives some tips on how to help the 
person overcome these. High-quality end of life care training can help 
sta�f to understand what you expect of them when caring for someo-
ne at the end of life. As a fi rst step, why not contact your local Council 
as they o�ten put on training sessions such as these, free of charge.

DOWNLOAD
You can also use our End of Life Training Presentation to assist 
with some of the important aspects of this and as a refresher. You 
can download this from: www.care-quality.co.uk/resources

● False hope – hope where none exists.
● Fear and anxiety – about the death itself and how everyone will 

cope a�ter the death.
● Anger – at the situation the service user is in. 
● Denial – that the person is dying. 
● Grief and loss – before the death actually occurs.
● Coercion – where the service user or family wants to elicit the 

help of sta�f to keep secrets. 

DOWNLOAD
You can use our Religious and Cultural Needs Table to identify 
some of the customs or rituals you may need to provide 
assistance with. You can download this from: www.care-quality.
co.uk/resources

Dealing with Di�fi cult Behaviours and Emotions 

Behaviour or 
Emotion

Tips to Deal with Di�fi cult Behaviours and Emotions

False hope
.

● Allow the service user and their family to express their hopes and wishes.
● Sta�f should not give false hope where none exists. 

Fear and anxiety ● Talk to the person about their fear and anxieties to fi nd out what these relate to.
● Find practical solutions to these problems, which might include referring them for help to overcome this.

Anger ● Sta�f should not take the anger personally or retaliate, but remove themselves from the situation if in danger.
● Sta�f should listen to the person, as they may be able to o�fer practical help.
● Sta�f should recognise the anger and allow the person to exhibit these feelings.
● Sta�f can explain that they are available to talk whenever the person feels able.

Denial ● If the person is not unduly worried or distressed by this, then sta�f should accept the denial. 
● If the person is distressed, sta�f should refer them to someone with experience in dealing with denial e.g. the 

GP or DN.

Grief and loss ● Sta�f should accept these emotions as normal.
● Sta�f should be available for the service user and their family to talk to if needed.
● Sta�f can identify and signpost the person toward any help they might have with any practical concerns raised. 
● Be aware of when the person might need additional help and support from the GP, such as with depression.   

Coercion 
(especially by a 
family member 
and especially if 
the service user 
has capacity)

● Sta�f should not collude with family members.
● Sta�f loyalties must lie with the service user, particularly if they have the capacity to make their own decisions.
● Sta�f should try to understand why the family wants to coerce them into doing something against the service 

user's wishes, there may be a practical reason for this that sta�f can assist with. 
● Sta�f should explain that they can’ t be untruthful to the service user, or go against their wishes (if they have 

capacity). 

Provide Spiritual and Cultural Support
In your original assessment, you will have identifi ed the spiritual, reli-
gious and cultural beliefs of the service user and any care they require 
in this respect will be included within the care plan. 

However, as people move closer to the end of life, these needs may 
become more important. Family members will let you know if there 
are any religious or cultural customs or rituals for the person who is 
dying. If not, contact the person's religious leader for advice.
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5 Steps to Robust Medication Administration 
Record Keeping
Poor medication record keeping is an area that CQC inspectors o�ten pick up on. This is di�fi cult to manage as sta�f following the poor 
recording don't know whether the service user has actually received their medication or whether this has been omitted. This can put the 
service user at risk of having their condition worsen and you at the end of a poor inspection report and rating. Follow our 5 steps to ensure 
sta�f develop robust record keeping practices. You can download this checklist from: www.care-quality.co.uk/resources   

Medication Record Keeping Practices                                                                                                                     

Steps Requirements Done

Step 1. Policy and/or 
procedure development.

● If your sta�f administer medication, you will have a medication policy in place. Make sure this 
policy contains a Medication Record Keeping procedure as part of this. 

● If you don’ t have a record keeping procedure, you can download our Medication 
Administration Record Keeping Procedure from www.care-quality.co.uk/resources to help 
you develop your own, or why not check you current policy against ours.

■

■

Step 2. Training and 
competency testing.

● When you have a medication record keeping procedure in place, ensure your sta�f know 
what this contains. You can do this through training, by adding in the key elements of your 
procedure into your training programme. If you use an external company to train your sta�f, 
you should ensure this includes the elements of the record keeping your company requires. 

● When you carry out your medication competency tests, ensure this contains some practical 
and theoretical record keeping elements so you can identify whether sta�f understand what 
your record keeping requirements include. 

■

■

Step 3. Provide good-quality 
record keeping.

Outline the elements in detail that you require of your sta�f. This will include the following:
● Make sure the service user’ s care plan describes their needs, wishes and preferences with 

their medication e.g. do they prefer to take all of their tablets in one go or one at a time?
● Make sure your sta�f understand their role in helping the service user achieve this, by adding 

the care required to the care plan.
● Develop a safe system for writing the MAR (Medication Administration Record). This might 

mean getting the Pharmacist to write this or a senior care worker or supervisor.
● If your MAR is hand-written, it must be legible. Use capital letters to ensure clarity.
● Develop a system of checking the accuracy of hand-written MARs. This might be two people 

writing and checking the MAR or one person rechecking the MAR at the next contact.
● Don’ t use dispensing labels to stick onto MARs, as these don’  t form a permanent record (and 

they may lose their stickiness and fall o�f).
● Make sure the MAR is easy for your sta�f to understand and follow.
● Complete all relevant sections in full when writing the MAR.
● If your sta�f give Over the Counter medication (OTC), they must check with the GP whether it 

is safe to administer such OTC meds, and you should add these to the MAR.
● If you use codes, make sure they are easily identifi able (i.e. at the bottom of the MAR) and 

ensure your sta�f know how and when to use these. 
● Prescriptions are rarely dispensed with specifi c times on the labels, so you should discuss 

ideal administration times with your service users, adding these to your care plan e.g. a�ter 
breakfast, rather than completing all MARs with a catch-all time, for example, 8.00am.

■

■

■
■

■

■
■
■

■

■

■

Step 4.  Monitor record 
keeping practices.

● Monitor your medication record keeping on a regular basis to ensure sta�f are adhering to the 
above recommendations. Some organisations I know have a checking procedure a�ter each 
round of administration, others do this once a week or once a month. 

● If you don’ t have your own medication record keeping monitoring tool, download our 
Medication Record Review Checklist to help you from: www.care-quality.co.uk/resources 

■

■

Step 5. Practice 
improvement techniques.

● Carry out regular update training (2-yearly at least) and carry out regular competency testing 
(at least every 3 months) to ensure sta�f know what you require of them.

● Carry out observations, spot checks, 1:1 discussions, group supervision or role play to keep 
sta�f alert to your medication record keeping requirements.

● Retrain any sta�f who don’ t adhere to your requirements.

■

■
■
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How We Tackled Chronic Dehydration with a 
Fluid-Rich Diet 
Throughout her stay at our care home, Mrs Lewis, an 89-year old with Alzheimer's type dementia, had always been reluctant to drink. 
Despite otherwise having a good appetite, she would rarely have more than a few sips of �luid and simply closed her mouth and pursed 
her lips if a member of sta�f tried to assist her. Mrs Lewis’ poor comprehension and communication made it hard to reason with her and, 
as a result, she became chronically dehydrated and prone to urinary tract infections and constipation. As her �luid intake declined, we 
became more concerned about her wellbeing and decided to look into how we could improve her hydration.

Involving the Whole Team
Mrs Lewis had no immediate family with whom the problem of her �lu-
id intake could be discussed but during her 3 years at our care home, 
sta�f had come to know her well and knew of her likes and dislikes. In 
order to make sure we made the best possible use of this knowledge; 
we invited all sta�f to share their ideas for how we could improve Mrs 
Lewis’ s intake.

Individuals living with dementia can o�ten experience a diminished 
sense of taste so many of the initial suggestions involved trying to pro-
vide stronger or sweeter �lavours by increasing the concentration of 
fruit cordials or adding sugar to warm drinks. None of these approa-
ches were e�fective and despite trying a range of new hot and cold 
drinks, Mrs Lewis continued to take only a few sips before losing inte-
rest. On some days Mrs Lewis’ s �luid intake could be as little as 500ml, 
although her appetite at mealtimes remained healthy.

Taking a Di�ferent Approach
A�ter re�lecting on our lack of success in encouraging Mrs Lewis to 
drink, one member of sta�f raised the question of whether we could 
take advantage of her appetite by increasing the amount of �luid taken 
via her diet. Foods such as soup, sauces, fruit and jelly are all naturally 
high in water content and by o�fering these, Mrs Lewis’ s �luid intake 
could be supplemented without the need to focus on encouraging ad-
ditional drinks.

Planning a Fluid-Rich Diet
Almost all foods contain some moisture but by replacing dryer items, 
such as biscuits or crackers, with �luid-rich alternatives, the amount 
of �luid in Mrs Lewis’ s diet was increased drastically. Rather than ha-
ving toast for breakfast, sta�f learned to o�fer porridge or cereal with 
a generous helping of milk. Each bowl added around 150ml of �luid to 
Mrs Lewis’ s intake and, with encouragement, she would sometimes 
have a second bowl. This simple change, could ensure that she o�ten 
started the day with up to 400ml of �luid when her tea or orange juice 
intake was added.

From mid-morning onwards and throughout the day, sta�f began to 
o�fer Mrs Lewis small platters of fruit at regular intervals as a snack, 
instead of just cake or biscuits. Grapes, strawberries and melon slices 
proved to be particularly popular and, as they all contain in excess of 
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80% �luid, these increased her intake further and helped to address 
the problem of dehydration.The table below shows how much �luid 
can be found in everyday fruit and vegetables:

At lunch and supper, our approach to encouraging a high-�luid diet 
continued. O�fering a bowl of soup before lunch added a further 
150ml of �luid to Mrs Lewis’ s diet and by encouraging choices such as 
salads or additional vegetables with her main course and either ice 
cream, fruit salad, jelly (with cream!) or hot puddings with additional 
custard, her intake was boosted further.

Measuring the Di�ference
Calculating the exact amount of �luid taken by Mrs Lewis over a 24-
hour period was a challenge and we accepted that it would never be 
possible to produce an exact fi gure when so much of her �luid intake 
came from food. However, adding the total volume of drinks taken to 
our estimate of the amount taken via food suggested that her typical 
daily intake had increased to around 1800ml. 

Clinical signs, such as so�ter and more frequent stools and lighter, less 
concentrated urine suggested that our new approach was paying divi-
dends. Over a 6-month period, we also noted that the frequency of Mrs 
Lewis’ s urinary tract infections had decreased and that her recovery 
from them was much quicker than in the past.

Benefi ts of a Team Approach
Our experience of trying to resolve this problem showed us the impor-
tance of taking a team approach to problems and not being afraid to 
try di�ferent approaches. Innovation, creative thinking and the ability 
to problem solve are essential when caring for people living with de-
mentia and, on this occasion, our slightly unorthodox approach made 
a big di�ference to the health and quality of life of a person in our care.

Food Fluid content Food Fluid content
Cucumber 96% Oranges 86%
Tomatoes 95% Apples 85%
Spinach 93% Blueberries 84%
Strawberries 92% Cherries 81%
Melon 91% Grapes 81%
Broccoli 90% Bananas 74%
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Sexual Activity: A Taboo Subject
Sexual activity in care homes remains little discussed and is o�ten re-
garded as a taboo subject. You may yourself, have encountered sta�f 
working in dementia care who wrongly assume that older people 
living with dementia will have no interest in sexual activity, an atti-
tude than can lead to those living in care homes having little oppor-
tunity to form relationships or express their sexuality. 

In some cases, well-meaning care sta�f have been known to intervene 
to prevent what they perceive to be ‘inappropriate’ situations arising, 
depriving service users of friendship, a�fection and physical contact.

Take a Holistic Approach
Providing genuinely person-centred care requires you to adopt a ho-
listic approach which considers all aspects of a person’ s life. This me-
ans that, as di�fi cult as it may seem, there’ s no avoiding the complex 
subject of sexuality. 

From the pre-admission assessment onwards, as well as gathering 
information about health and social needs, it’ s important that you 
consider factors such as your service users’ relationship history, se-
xual orientation and ability to relate to others. 

If they’ ve been in a care setting previously, it’ s also helpful to record 
any relevant information about sexual behaviour requiring support 
or intervention such as undressing in public, inappropriate mastur-
bation or unwanted approaches towards sta�f or other service users.

Capacity and Consent
Without doubt, the single biggest area of concern for most care sta�f 
in relation to sexuality and relationships among people living with 
dementia is consent. 

It can be all too easy to take the ‘safe’ option and intervene or sepa-
rate two service users who begin to form an attachment, particularly 
if their family members object to a budding relationship. However, 
people with dementia still have the same basic human rights as an-
yone else and can o�ten benefi t from forming close friendships or 
relationships with others.

Principle 1 of the Mental Capacity Act 2005 requires you to work on 
the basis that a person in your care ‘must be assumed to have capaci-
ty unless it is established otherwise.’ 

A diagnosis of dementia could certainly bring into question a per-
son’ s capacity, but it doesn’ t automatically mean that a person is 
unable to make decisions about relationships. For this reason, it’ s 
therefore essential that before you take any action, you should step 
back and consider whether there’ s actually a need for you to get in-
volved at all.

How to Monitor and Assess Sex and Intimacy in 
Dementia Care
In a report from the Alzheimer’ s Society, Dr James Pickett, the charity’ s head of research said ‘Sex and intimacy in the context of a care home 
raises countless questions that many people don’ t know how to answer or don’ t even want to think about. It can be a really taboo topic’. 
However, the charity believes that the sta�f working most closely with people living with dementia are best placed to tackle this challenge 
and make a real di�ference to the quality of life of people living with dementia. We look at how you can adopt a holistic approach and monitor 
and assess any developing relationships between service users.

Monitor, Assess and Respond
In order to ensure that any interaction between two service users re-
mains safe, your role is to monitor and assess the situation and only 
if appropriate, respond. What starts out as simple hand holding or 
cuddling that requires only casual observation may quickly develop 
into something more intimate which could potentially raise more se-
rious concerns. 

If both parties understand their actions and can consent, your role 
may be one of supporting this development by enabling privacy and 
avoiding situations that could be upsetting to others if they were to 
take place in public settings. 

However, you should remember that capacity is decision-specifi c so 
consent to hand holding or kissing does not necessarily indicate con-
sent to more intimate acts. If you have any concerns about the capaci-
ty of either party, you will need to act.

Family Involvement 
In cases where family members are involved and you have consent 
to share information with them, discuss any potential relationships 
at an early stage to prevent shocks or upsets further down the line. 

If a person with dementia still has a partner, it can be particularly dif-
fi cult for them to watch new attachments develop but regular com-
munication gives you the opportunity to discuss potential benefi ts or 
problems that may arise.

As a person’ s dementia progresses, they may misidentify another ser-
vice user, believing them to be a loved one or partner. As uncomfor-
table as these situations can be, the service user may actually benefi t 
from the companionship and comfort this brings, if the situation is 
well handled. 

Remember that your responsibility is always to place the needs of 
your service user fi rst so, if family members express objections, ensu-
re that you take the time to talk the situation through, outlining the 
potential benefi ts to their loved one and providing them with sup-
port and guidance.

When Concerns Arise
Even with e�fective risk assessment and family involvement, there 
may be situations where you have doubts or concerns about the na-
ture of a relationship and in these circumstances, you should always 
seek expert advice. 

Your local authority safeguarding team will be able to provide sup-
port and involve specialist professionals with experience of dealing 
with complex issues of consent to help you safeguard any individuals 
in your care.
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Find Out Why Medication is Refused
You’ ve probably already experienced situations where a person with 
dementia simply refuses to take their prescribed medicine and such 
situations demand your utmost professionalism as a carer. If your ser-
vice user resists your attempts to administer medicine, your fi rst task 
is to ask yourself why. 

3 Reasons for Medication Refusal 
Possible reasons for refusal include: 
1. The administration might be unexpected, particularly if the person 

does not remember that they need to take medication.

What to Do When Your Service Users with Dementia 
Refuse to Take Medication 
In the case of most of your service users with dementia, you’  ll be used to administering medication on their behalf if they’ re no longer able to 
manage their own medication safely or reliably. Although this approach generally works, some people with dementia do not readily accept 
medication given to them by others and this can cause serious problems if doses are missed. In order to avoid such problems, we look at why 
medication may be refused and the measures you can take to address this.
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2. If you’ re new and your service user doesn’ t know you well enough, 
they may not trust you yet.

3. You may be able to fi nd a clue to the refusal by delving into the 
person’ s history, or by asking family members. It could be a fun-
damental part of their personality or their attitude towards drugs 
and may date back to before they came into your care.

Once you’ ve established the reason, you should plan accordingly. In 
the table below, we’ ve outlined frequent causes for this behaviour and 
possible measures you can take. 

Measures to Adopt when Medication is Refused

Reasons for Refusal Proposed Measures 

You’ re administering 
medication to a new 
service user who 
doesn’ t know you yet. 

● Build trust with the person and proceed gradually with the fi rst administration. 

● Calmly explain who you are and what your role is. 

● If the person has taken medication before, fi nd out about any specifi c ritual they might be accustomed to 
and keep to it. 

Your service user 
closes their mouth or 
spits the medicine out. 

● Adopt a calm, friendly approach, talking to the person in order to build trust.

● If the person’ s level of comprehension allows, explain why the medicine is necessary, using terms they will 
understand.

Your service user turns 
their head away. 

● Make sure to address the person at eye level e.g. avoid standing over or speaking down to them. 

● When administering the medicine, use gentle and slow movements. Sudden and quick movements, like 
reaching out your hand towards the patient’ s face, can be misconstrued and lead to a defensive gesture.

● Find out if there’ s an alternative form of administration that might be e�fective, for example, liquid rather 
than capsules. Liquid medication may be more readily accepted and more easily administered. Ask the 
person’ s GP if this is an option.

Your service user 
tells you directly that 
they will not take the 
medicine under any 
circumstances. 

● Should your service user refuse to take the medicine, you do not have any right to force them.

● Calmly explain that you fully understand the service user’ s position. 

● Using appropriate language, explain the benefi ts of the medication. This may help the service user 
understand the reason it’ s been prescribed 

● If the service user is adamant that they do not wish to take the medication, inform the GP so that a 
discussion can take place about whether the medication is essential and, if so, whether it could be given 
covertly following a best interests protocol.
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How to Prevent Sensory Overload when Service Users 
Watch Television 
In some care homes it would not be unusual to fi nd the television on at most times of the day, and for many people living with dementia, 
watching television is part and parcel of their daily routine. Indeed, for some people with dementia watching television remains a 
relaxing, pleasurable and familiar ritual, just as it used to be earlier on in their lives. What you need to keep in mind, however, is that a 
person with dementia is more vulnerable to over-stimulation, which means that they may end up being exposed to more stimuli than 
they can process. This type of sensory overload frequently manifests itself in the form of mental and/or physical restlessness. However, by 
selecting television programmes wisely or choosing fi lms suitable for those with dementia, you can still provide your service users with 
plenty of viewing pleasure. 

Watching Television will Become Increasingly Di�fi cult

For most people with dementia, sitting still and concentrating on the 
television will become harder as their condition progresses. It’ s like-
ly they‘ll begin to chat during the programme, ask questions, or will 
loudly complain about how ‘stupid’ it is. Others may simply become 
restless, anxious, or distracted. In the advanced stages of dementia, 
the person may hear the voices coming from the television and think 
that the characters are actually in the room. As a result, they may 
begin to address the television, feel threatened by the events on the 
screen and, if they’ re watching a nature programme, may even think 
that the animals being shown are real, and begin to panic. 

The Biggest Problems and What You Can Do 
Television as a medium is neither good nor bad in itself, rather, it’ s a 
question of quality, quantity, and the person’ s level of perception and 
cognitive performance. As long as the programmes and the level of 
consumption are reasonable, then the activity can be very benefi cial. 
Having said that, you cannot legally impose any viewing conditions 
on your service user. What they watch and for how long is up to them, 
regardless of whether or not they have dementia. And although this 
frequently gives rise to problems, there are ways to solve them. 

Concentration span: Research has shown that people with advan-
ced dementia have a maximum concentration span of around 10–15 
minutes. Therefore, when selecting your programmes, you should 
avoid those that exceed that range. By the same token, programmes 
that feature fast dialogue or complicated plots will be asking too 
much of your service user. 

Lack of interest: Take your service user's personal history into 
account and choose programmes that they have already seen or 
enjoyed watching in the past. These will be readily recognisable and 
provide a sense of wellbeing. Programmes that deal with historical 
events can also be benefi cial, whereas you should avoid those that 
focus too much on current a�fairs, like complex politically-oriented 
programmes. 

Over-stimulation: Rapid scene sequences, rushed dialogue, or intri-
cate plots can o�ten pose problems for people living with dementia. 
As a result, they will sometimes become restless and �lee from a situ-
ation which puts them ill at ease. By means of a targeted selection of 
programmes, you can make viewing more enjoyable. 

Logical thinking required: In some television programmes (such as 
quiz shows), knowledge is just as necessary as the ability to reason lo-
gically or to draw conclusions. It‘s better to choose programmes that 
don‘t require too much logical thought, are easy to understand, and 
do not highlight your service user's cognitive limitations.

Avoid sensory overload: choose programmes that are suitable and enjoyable 
for your service users.

5 Considerations when Choosing Television Programmes 

1. People living with dementia o�ten have trouble 
distinguishing between appearance and reality. It can be 
helpful to watch programmes with your service user and, 
if necessary, discuss them a�terwards. 

2. Programmes that are musical or humorous, have brightly 
coloured landscapes, or convey distinct emotions, can be 
more readily processed by the person with dementia and 
provide relaxation. Also, fi lms which evoke memories 
can be very benefi cial as the fi lm stars of the past will be 
familiar to many older people.  

3. It can be benefi cial for service users to watch television 
together, as this promotes social cohesion, healthy 
interaction and helps to build friendships. Trying to 
organise evening fi lms on a big screen, for instance, can 
create an enjoyable viewing atmosphere and make the 
event more special.

4. Make a note of how your service users react to the 
programmes you choose. This will help you to determine 
which are more popular and bring the most viewing 
pleasure. Once you’ ve gleaned your service users’ 
preferences in your daily interaction with them, you can 
then make your selections accordingly. As a result of their 
cognitive impairments, some people with dementia won’ t 
object to watching the same programme more than once. 

5. Avoid fi lms depicting war, violence, or forced 
displacement, as well as channels that have lots of adverts 
or quiz shows. All of these can easily overwhelm a person 
with dementia.


