
Prepare for Changes to the National 
Minimum Wage in April    

Poor Covert Medication 
Planning Leads to 
Inadequate Rating 

Dear Reader,

The CQC has recently rated a care home in the 
Wirral as Inadequate. Part of the reason for this 
was a lack of information to help sta�f give covert 
medication.

The CQC said that this lack of information made 
the practice unsafe. 

When giving covert medication we take away the 
person's knowledge that he or she is taking the 
medication. We also remove their freedom to 
decide whether to take it or not. 

So covert administration needs extra care to make 
sure the procedure is in the person's best interest 
and is safe. 

Our guidance in this issue will help to ensure that 
the CQC does not penalise you for unsafe practice 
and that the decisions you make about covert 
administration are in the person's best interests.

 Yours Sincerely,

Kim Grove
Editor-in-Chief, Care Consultant
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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 your personal password. Or, if you have not yet created a 
password, simply follow the instructions on screen to do so.
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Take the Lead in Tackling COVID-
Related Loneliness    
The government acknowledges that the COVID lockdowns have heightened loneliness.  
Loneliness can be detrimental to a person’ s health and wellbeing. According to the Campaign 
to End Loneliness, this can be as damaging as smoking 15 cigarettes a day. It can also increase 
the risk of death by 26%, raises blood pressure which can lead to heart disease and stroke and 
it can even increase the likelihood of developing dementia.

In response, the government has announced an extra £7.5 million to tackle loneliness. You may 
have been able to apply for some of this funding but some of the measures you can take to 
reduce loneliness don’ t cost very much. We explore the steps you can take to tackle loneliness 
within your service.

It might seem strange, but even people who live in a care home, surrounded by sta�f and other 

The National Minimum Wage (NMW) will rise in April, as it usually does. But there is also a 
major change to the National Living Wage that you will need to address. The top band is now 
available to those aged 23 and over, rather than 25. So you need to make sure you act on this 
to stay within the NMW law.

There is another consideration to think about. A�ter a pause in 2018, the government is again 
publishing the list of companies who have not paid the correct NMW.

The government published the latest list in December 2020, which highlighted 139 companies 
who underpaid their sta�f by £6.7 million. Whilst the list consisted of some big names such as 
Tesco, Superdrug and Pizza Hut, it also included two care companies. 
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residents can feel lonely. Each care home resident (and home care cli-
ent) may only see a sta�f member for about 2–3 hours out of 24. Dur-
ing the rest of that time, they may not see anyone else.

Your sta�f will need to look out for people that they think might be 
lonely. You can then take action to try to reduce this. 

The signs and symptoms to look out for include:

● The person doesn’ t seem to be able to concentrate on anything or 
can’ t be bothered with anything.

● The person has trouble getting to sleep or staying asleep during 
the night. 

● He or she isn’ t eating or says they don’ t have an appetite.

● The person complains of aches and pains more than usual.

● He or she expresses feelings of hopelessness or worthlessness.

● The person binge-watches TV.

● The person appears depressed or expresses a wish to die.

Sta�f should follow our Reducing Loneliness Checklist below to rec-
ognise lonely people, they can then take action to reduce loneliness. 
You can download this from www.care-quality.co.uk/resources

Reducing Loneliness  

Suggested Actions Done

Look out for symptoms of loneliness and report these 
to your manager if you recognise these amongst your 
service users. ■

Help the person to follow a routine each day. ■

Maintain a positive outlook on life to help the service 
user to stay positive too. ■

Help the person to do some deep breathing or 
meditation each day. ■

Help the person to come up with a plan that brings 
them into contact with others throughout the day. ■

Encourage the person to do some exercise, even if this 
is only a walk along the corridor or around the garden. ■

Plan a programme of meaningful activities throughout 
the week to keep people occupied. ■

Take time to sit and talk to the person about their life. ■

TIP
Check the person’ s life history to fi nd out what they are most 
interested in and organise meaningful activities around those.

The two care companies underpaid 462 sta�f to the value of £71,474.

The punishment for this is harsh so you must avoid this at all costs.

These two companies will have to pay their sta�f arrears at the cur-
rent NMW rates. And this rate could be higher than at the time they 
�louted the law. 

They also face he�ty fi nancial penalties of up to 200% of the arrears. 

The government cap the penalties at £10,000 per worker. But this 
could mean that these companies may have to pay an extra £142,948 
in fi nes. So a total of £214,422, rather than the original underpayment 
of £71,474.

That’ s a lot of money to fi nd. Do you think your company would sur-
vive having to pay out that sort of fi ne?

Use the National Minimum Wage Rates table to fi nd out the rates 
you need to pay from this month. You can download this from www.
care-quality.co.uk/resources 

There are certain types of pay that you should not consider when cal-
culating the NMW rates so make sure you don’ t get these wrong.

TIP
Make sure you act on the NMW changes this month so that you 
don’ t get caught out paying the wrong rates. 

National Minimum Wage Rates           

Age Rate from 
1st April 2021

Previous rate 
(From 1st April 
2020)

23 or over (this was 25 and over 
before these changes).

£8.91 per hour £8.72 per hour

People aged 21 to 22. £8.36 per hour £8.20 per hour

People aged 18 to 20. £6.56 per hour £6.45 per hour

People under 18 (above school- 
age and not an apprentice).

£4.62 per hour £4.55 per hour

Apprentice rate (under 19 or in 
the fi rst year of apprenticeship)

£4.30 per hour £4.15 per hour

The accommodation o�fset (the 
largest amount an employer 
can consider when calculating 
the NMW).

£8.36 per day £8.20 per day

DOWNLOAD
Use our Pay that is Not Eligible for Inclusion in NMW 
Calculations table. This will help you to understand what you 
should exclude from your calculations. You can download this 
from www.care-quality.co.uk/members  
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Develop a Strong Whistleblowing Strategy that Can 
Help to Prevent Abuse   
You have a duty to keep your service users safe. But there will be times when a sta�f member says or does something that compromises 
this safety. This might be shouting at the person or physically abusing them. When this happens, you hope that another sta�f member has 
seen the incident and that they feel confi dent enough to tell you about it. We show you how a robust whistleblowing strategy can stop the 
unsafe practice from escalating.           
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5 Steps to Blowing the Whistle

Steps Action Done

1. Challenge any unsafe practice you witness on 
the spot. (Sometimes that will be all it takes to 
improve the situation).

■

2. If the practice continues or you don’ t feel 
confi dent to challenge this, talk to your line 
manager or someone senior about your 
concerns. ■

3. If you don’ t feel confi dent to raise the concerns 
with your manager (or the incident is with your 
manager), follow your whistleblowing policy.

■

4. Follow up on the outcome of your disclosure 
with your manager once you have raised your 
concern. ■

5. If you do not get a suitable response to your 
concerns, you should raise this with the CQC as 
a public interest disclosure. ■

There are many times when a sta�f member may blow the whistle. 
This might include:

● If they witness unsafe care.

● If they recognise abuse or other safeguarding issues such as refus-
ing the service user food or drink.

● If they see or hear about any medication errors, omissions or with-
holding of pain relief. 

● If they observe other sta�f who are not competent to care.

● Unsafe working conditions and health and safety breaches such as 
lone working issues.

● If they feel that policies, procedures and working practices are un-
clear or missing. 

● If they observe bullying, harassment or discrimination of others. 

● If they see that another sta�f member is unwell, unfi t to work or 
over-stressed.  

Sta�f may feel uncomfortable about blowing the whistle on a col-
league. They may fear losing their job as a result of this. But the Pub-
lic Interest Disclosure Act (1998) protects them. 

TIP
Make sure that sta�f know that the law will cover them if their 
disclosure is in the public interest and is not malicious. This me-
ans that the whistleblowing issue falls into one of these groups:
● It is a criminal o�fence (it’ s discriminatory, abusive, fraudulent). 
● It breaks the law e.g. it could breach one of the Health and 

Social Care Regulations such as a lack of consent. 
● There has been a miscarriage of justice. For example, you fi nd 

out that the company sacked the wrong person for abusing a 
service user. 

● There is a breach of health and safety.
● There is damage to the environment e.g. a person has been 

disposing of medication into the sewage system.
● There is a cover-up for wrongdoing in any of these categories. 

5 Steps when Blowing the Whistle
If sta�f feel they have seen an incident that falls into one of the above 
categories, they should blow the whistle. They can do this by follow-
ing the 5 Steps to Blowing the Whistle Checklist below. Download 
this from www.care-quality.co.uk/resources 

Protect Any Sta�f Members Who Blow the Whistle
Rather than being an inconvenience to you, people who blow the 
whistle are doing you a great service. They could be protecting your 
organisation from an accusation of a crime. They could be preventing 
a serious safeguarding referral. Or they could be stopping the death 
of a service user. 

So if a sta�f member blows the whistle you must investigate the dis-
closure and make rapid improvements. Your action planning pro-
cess will be vital in this instance. 

You must protect whistleblowers from any recrimination. Especially 
as the Public Interest Disclosure Act requires this.  

You can do this by keeping the disclosure confi dential whilst you car-
ry out your investigation. 

If others do victimise the whistleblower, put a stop to this by taking 
disciplinary action against them. If you don’ t protect the whistleblow-
er, they have the right to bring the case to an employment tribunal.  

DOWNLOAD
As you can see, you must have a whistleblowing policy in place. If 
you don’ t already have one, use our Whistleblowing Policy and 
Procedures to help you develop your own. You can download this 
from www.care-quality.co.uk/resources   
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Types of Consent            

Defi nition When Required Example

Informed Consent
Consent given a�ter 
the service user (or 
advocate) has received 
all of the information 
needed to understand 
the implications of 
the decision and has 
decided to consent.

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

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

Implied Consent
The service user’ s 
actions show they 
have given their 
consent.

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

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

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

When agreeing 
to their care or a 
specifi c element 
of treatment i.e. 
Transcutaneous 
Electrical Nerve 
Stimulation 
(TENS) machine.

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

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

When needing 
to make best 
interest decisions 
with a group 
of interested 
parties e.g. 
professional sta�f, 
family, friends, 
advocates, etc.  

When making 
a best interest 
decision to give 
medication 
covertly.

Understand the Importance of Gaining Consent
Before discussing covert medication administration, we need to talk 
about consent.

There is a regulation you need to consider. This is Regulation 11 (Need 
for consent) of the  Health and Social Care Act 2008 (Regulated Ac-
tivities) Regulations 2014. This expects you to make sure that service 
users consent to care before sta�f give this. 

There are several ways in which a person can show he or she consents. 
The Types of Consent table below explains this in more detail. You 
can download this from www.care-quality.co.uk/resources 

Recognise the Implications for Giving 
Covert Medication      
Giving covert medication means you are either ignoring consent, going against the person’ s wishes or restricting their actions. This is not 
acceptable, yet there may be times when giving covert medication is in the best interest of the person. We explain the implications of 
giving medication in this way. This will help you to understand why it is important to make the right decision.    

Mental Capacity Checklist    

Questions Yes No
1. Does the service user understand the decision 

you have asked him or her to make? ■ ■

2. Does the service user understand why you have 
asked him or her to make the decision? ■ ■

3. Does the service user understand what will 
happen to him or her whether they make the 
decision or not? ■ ■

4. Can the service user keep the information you 
have given them in mind long enough to make 
the decision? ■ ■

5. Is the service user able to articulate their 
decision? This might be either verbally, non-
verbally or through the help of another person 
or equipment. ■ ■

Covert administration is hiding medication in a person’ s food or 
drink and giving this to them without their knowledge or consent.  

According to the Mental Capacity Act (2005), you must fi rst assume 
a person has the capacity to make choices. As such, they can decide 
whether to take medication or not. For example, if you have a head-
ache, you can choose to take a pain-killer for this or wait and see if it 
goes by itself. 

When you give covert medication you are taking that choice away 
from the person. You might have a good reason for this. The usual 
reasons are:

● The person cannot make decisions for himself or herself. 

● The medication is essential for his or her health and wellbeing.  

● The person receives a section under the Mental Health Act 1983.

Covert medication administration comes with caveats. It means that 
before you can give covert medication, you must assess the person to 
see whether they lack the capacity to make decisions. You also need 
to separate individual decisions. They may be able to make some 
choices but not others. It won’ t usually be you who assesses the per-
son’ s capacity (unless you are trained and competent to do this). Your 
local council will have sta�f that will do this for you.

What you will need to do is to recognise when someone needs that 
assessment. Use our Mental Capacity Checklist below to help you 
make that decision. If the answers is ‘no’ to any of these questions, 
you should discuss this with the mental capacity assessor. Download 
this from www.care-quality.co.uk/resources 
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DOWNLOAD
Use our Covert Medication Procedure Example to help you review 
or write your own. You can download this from www.care-quality.
co.uk/resources

Give Covert Medication Correctly and Safely       
If giving covert medication is in the service user’  s best interest, you must do this in a way that is the least restrictive. You must also be work-
ing in partnership with others to decide what and how this will take place. Not doing so could leave you open to accusations of abuse. We 
o�fer a formal process for you to follow that will keep you within the law.            

To help sta�f understand covert medication administration, your 
medication policy should contain a procedure about this. Therefore, 
you should take the time to review your current policy and update 
where necessary.

5 Steps to Give Covert Medication Safely
You need to make decisions about covert administration that are in 
the person’ s best interests. We o�fer 5 Steps to Safe Covert Administ-
ration below that you can follow to help with this. You can download 
this from www.care-quality.co.uk/resources 

Step 1. Hold a ‘best interest’ meeting – Your best interest decisions 
will need to be specifi c. In this case, it will be to decide on covert me-
dication administration.

Follow our guide to Best Interest Meetings in the checklist to help 
you with this. You can download this from www.care-quality.co.uk/
resources

Step 2. Involve others in your decision making – You must make sure 
you involve the service user in the decision-making as much as possi-
ble. You should use any means open to you to involve them in making 
choices. This might be to:

● Use equipment to help communicate with the person.

● To review previous decisions they have made.   

  Best Interest Meetings  

Actions Done

● Encourage the service user to participate as much as 
possible. ■

● Separate the decision the service user cannot make 
(i.e. taking medication) from decisions they can make. ■

● Find out what the service user might have done had 
they been able to make their own choices e.g. by 
reviewing their life histories, past actions, wishes, 
behaviours and habits. ■

● Take into account any cultural, religious, social or 
political beliefs and values. ■

● Avoid discrimination. ■

● Delay making ‘best interest’ decisions, if the lack 
of capacity is temporary e.g. they are undergoing 
surgery. ■

● Consult those who may be able to tell you about the 
person’ s past wishes, values and beliefs. For example, 
relatives, friends, carers, advocates, etc. ■

● Make a decision about the person’ s best interest that 
is the least restrictive. ■

● Find out whether the person has a valid advance 
decision to refuse treatment in place. If this is about 
the medication in question, the ‘best interest’ panel 
cannot overturn this. ■

● To look at their life history for examples of what decision they 
might have made if they were able to give consent.

● To take account of their cultural or religious beliefs.

Step 3. Develop a clear plan – Once you have decided on how to ad-
minister covert medication you need to make this clear to sta�f.  You 
can do this within the care plan. Your care plan should say exactly 
how sta�f should give the covert medication without the person kno-
wing or without it harming others. 

Step 4. Be specifi c about the medication – If you didn’ t have a clinici-
an at your meeting, you must discuss with him or her how to give the 
covert medication safely. You may need a specifi c prescription for this 
(see page 6).

Covert administration may involve opening capsules or crushing tab-
lets. So you may need to train sta�f before they give this medication 
so they know the right way to do this.

Step 5. Keep accurate records – You must keep accurate records of 
your best interest meetings.  This should include who was at the meet-
ing and how and why you came to your decision. 

5 Steps to Safe Covert Administration  

Step 1       Hold a ‘best interest’ meeting. 

Step 2      Involve others in the decision making.

Step 3      Develop a clear plan.

Step 4      Be specifi c about the medication.

Step 5      Keep accurate records.
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Identify Problems with Covert Medication 
Administration Early          
You may think that your covert administration is working well. But sometimes things will go wrong, for example, your service user may 
have discovered the medication and may not be taking it. So you need to monitor the covert administration. This will help you identify 
any problems before they become bigger and di�fi cult to resolve. Follow our guidance to help you recognise what you need to look out for.           

Work in Partnership with Clinicians when Giving 
Unlicensed Medication 

Covert administration sometimes requires sta�f to give the medica-
tion in an unlicensed form. 

Each medication is licensed to work in the way it is formed. If you have 
to open a capsule or crush a tablet, you may be changing the way it 
was licensed to work. For example, if you crush a tablet designed as a 
slow-release medication this might result in an overdose. 

However, a doctor is able to prescribe an unlicensed medication. So 
you must work with the pharmacist and GP to make sure you do this 
in a way that keeps you within the law. This is a benefi t of having one 
of these people at the best interest meeting. 

TIP
As it is illegal to give an unlicensed medicine unless a doctor 
approves this, you need to make sure you have permission from the 
prescriber to give medication in the way recommended at the best 
interest meeting. 

The prescription must clarify how you should administer the 
medication. This will ensure the covert medication administration 
remains safe and e�fective.

Problems Associated with Covert Medication 

Covert medication can cause many problems and this might include 
the following:

● The service user fi nding the covert medication and not taking this. 
This could also lead to aggression. 

● Another service user consuming the food or drink containing the 
hidden medication. This could make the service user and the per-
son receiving the medication ill. 

● The service user’ s mental capacity improves and they choose not 
to take the medication. 

● The service user’ s condition changes so sta�f are not able to give 
the covert medication in the way you planned this.

You won’ t know that any of the remaining problems exist without 
monitoring covert administration. Use our Monitoring Covert Medi-
cation Administration Checklist to help you with this. You can down-
load this in full from www.care-quality.co.uk/resources 

If you fi nd areas that you need to address, prepare an action plan to 
help you fi nd solutions to the problems. Then make the improve-
ments required (see page 7). 

Monitoring Covert Medication Administration 

Review  method Examples of monitoring activity Yes No

Carry out 
observations 
and spot 
checks. 

● Do sta�f check to make sure 
the service user is eating and 
drinking the entire product 
containing the medication?

● Does the service user eat and 
drink everything in which you 
have hidden the medication?

● Does the service user appear 
angry about the food or drink?

● Does the service user refuse 
food or drink containing the 
medication?

● Are there other service users 
in the area that look as though 
they might consume the 
service  user’ s food or drink?

● Is the service user able to take 
the covert medication?

● Does the service user look as 
though they have capacity?

■

■

■

■

■

■

■

■

■

■

■

■

■

■

Review your 
records.

● Are care plans clear about how 
sta�f should give the covert 
medication?

● Do accident and incident 
reports identify any themes 
around covert medication?

● Do daily diaries report any 
problems with the covert 
administration? 

■

■

■

■

■

■

Review your 
complaints.

● Have you identifi ed any 
complaints about the covert 
administration?

● Did you complete these to the 
satisfaction of the complainant?

● Did the complainant take the 
complaint further?  

■

■

■

■

■

■

Ask others 
about the 
covert 
administration.

● Have you talked to sta�f and 
clinicians to check how the 
covert administration is going? 

● Have you followed up any 
issues raised?

■

■

■

■

Talk to sta�f 
during 
appraisal and 
supervision 
sessions.

● Have you raised covert 
medication with sta�f during 
supervision sessions? 

● Do sta�f feel confi dent to give 
the covert medication? 

■

■

■

■
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Find Solutions to Problems when Giving 
Covert Medication           
If you identify a problem with the covert administration, you need to fi nd a quick solution to this. If you don’  t, your service user may not be 
getting the medication they need to keep them healthy. We explain how you can solve some of the problems you have identifi ed. This will 
ensure the service user continues to get the vital medication they need.       

Medication Incidents   

Actions Done

Give the person any fi rst aid he or she might need. ■

Contact the prescriber for advice. ■

Follow the advice the prescriber gives. ■

Contact the local safeguarding team and make a referral. ■

If harm has occurred to the service user, notify the CQC . ■

If a Notifi able Safety Incident occurs, follow Regulation 
20 (Duty of Candour) of the Health and Social Care 
Act 2008 (Regulated Activities) Regulations 2014 and 
notify the service user’ s key contact. ■

Complete your internal accident and incident report. ■

Complete an action plan to identify the actions you 
need to take to make improvements and prevent the 
incident from occurring again. ■

Decide whether you need to retrain sta�f. ■

Decide whether you need to discipline sta�f and make 
sure  that you do this within the law. ■

Deal with any complaints that come in about the 
incident within the time limits you have set. ■

Reassess Covert Administration Whenever Needed

There may be times when you need to reassess covert administration. 
If the service user fi nds the medication in their food or drink, you will 
need to fi nd another method for giving this. 

If you have always hidden it in food, you might try their drink instead. 
Why not discuss this with the prescriber. You could see whether there 
is a liquid or dissolvable form of the medication that you could try.  

If the service user’  s condition changes and they are no longer able 
to eat or drink, you will need to fi nd an alternative route. This might 
be through a naso-gastric tube or PEG (percutaneous endoscopic 
gastrostomy). 

If this is the case, you will need to discuss with the prescriber, a form 
of medication that you can administer in this way. 

Handle Aggressive Behaviour to Keep Others Safe
If the service user has found the medication you have hidden, this 
may have consequences. One of these is that they may become ag-
gressive. This might include, for example:

● Yelling at people, interrupting them or refusing to follow instruc-
tions.

● Injuring themselves e.g. banging their head on a wall, scratching 
themselves.

● Destroying things  e.g. throwing food or objects, knocking over 
glasses, vases, etc.

● Other types of behaviour e.g. clenching their fi sts, tightening their 
jaw, pacing, fi dgeting, running away.

If the person does become aggressive, you will need to understand 
why this is and take steps to overcome this. In the meantime, you will 
need to manage this until you can resolve the problems and get the 
person to take their medication again. Follow our Managing Aggres-
sive Behaviour Checklist right to help control this so that your sta�f 
and others are not hurt. You can download this in full from www.
care-quality.co.uk/resources 

Take Rapid Action if You Identify Medication Errors
Medication errors can consist of any of the following: giving the 
wrong medication to the person, omitting to give medication, giving 
medication at the wrong time, giving the medication to the wrong 
person or giving the wrong dose of medication.

If any of these occur, you will need to take appropriate action imme-
diately. Use our  Medication Incidents Checklist to help you deal with 
such issues e�fectively. You can download this in full from www.care-
quality.co.uk/resources 

Reassess Mental Capacity to Avoid Claims of Abuse

If you think the person’ s mental capacity has improved so that they 
can make their own choices, you will need to reconvene your best in-
terest meeting. Giving medication without his or her consent could 
lead to allegations of abuse. Contact the council’ s mental capacity 
assessor, unless you or someone else in the company is competent to 
do this. If you fi nd the person is now mentally capable of refusing to 
take the medication, you should respect this. 

Managing Aggressive Behaviour  

Suggestions Done
Speak to the person with a calm voice. ■

Listen to what the person is saying and be patient. ■

Make sure your body language shows you’ re in control. ■

Provide reassurance to the person. ■

Try to distract the person if necessary. ■

Reduce competing noises e.g. turn the TV down / o�f. ■

Don’ t make sudden or unexpected movements. ■

Remove the cause of the behaviour, if possible. ■

Get help quickly for any injured people. 
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Only Shortlist Candidates that Will Suit Your Service      
Social care is well-known for its lack of sta�f. Recruitment seems to be a never-ending cycle of advertising, shortlisting, interviewing and 
recruiting sta�f. There isn’ t a problem with this as long as it’ s proactive. Your businesses goal should be to recruit the best sta�f team. The 
problem comes when you shortlist sta�f who are not good for the business just so that you have enough people on duty each shi�t. This will 
never help you to reach your goal. We show you how to shortlist candidates that will suit your service best.   

TIP
You should have these goals in mind when you come to advertise 
and shortlist for your position. 

Using the above aims, the person you are looking for will be able 
to be trained, understand and implement the training, to provide 
the best quality of care. Or, they have already received that level 
of training.  

Develop Your Person Specifi cation from Your Goals
Another tool you need to have in place is your person specifi cation. 
This will help you identify all the elements you need to consider to 
meet your recruitment goals. For example:

● Do you need specifi c qualifi cations in anything? If so what?

● Do you need them to have specifi c skills e.g. good communication, 
good writing, able to work as part of a team?

● Do you need them to have any experience e.g. previous working 
with people who have dementia, working in home care?

Be Clear about Your Recruitment Goals

Before shortlisting, you need to have a clear strategy about what 
your organisation wants to achieve. For example, this might be to:

● Deliver the best quality of care.

● Provide training so that sta�f can give the best quality of care.

When you carry out your recruitment, you need to have these in mind. 
You should then only recruit people who will be able to meet the level 
of care you need.

This means they should either be able to aspire to give the best qual-
ity care with training (i.e. they are trainable). Or they are already 
trained and able to give that level of care. 

Stand Out from the Crowd when Advertising the Position 
Your advert will need to compete with others, so try thinking about 
your job from a di�ferent perspective i.e. what‘s in it for prospective 
employees?  

Why should they choose your organisation over the one down the 
road? What can you o�fer that they don‘t?

Select Only the Most Suitable Person for Interview
You need to use your person specifi cation to develop some selection 
criteria. Then develop a selection form from this. Below is an examp-
le of a selection form (developed from the downloadable person spe-
cifi cation). 

DOWNLOAD
Use our Person Specifi cation Example if you don’ t already have 
one to help you to develop your own. You can download this from 
www.care-quality.co.uk/resources  

TIP
Money is NOT the only consideration. People will work for 50p 
less an hour if they think you can o�fer more benefi ts (and these 
don't have to be monetary). E.g. an advert that started with: 

‘Come and work for an organisation that cares about its sta�f. We’ ll pick 
you up for your shi�t and take you home a�terwards’ is likely to demolish 
all other care providers’ o�fers! 

What could you o�fer that is outside the norm?

You should score each criterion (columns 2–5 above) against the evi-
dence submitted on the application form. Use a scoring code like the 
one on the above example. This will give you a fair and consistent 
approach when deciding whom to interview. 

You will need to be strict on who you invite for an interview. You can 
see from the example above that we have only invited those with 
scores of more than 10. 

Develop your scoring system by counting up the number of criteria 
(say this is 10). The top score of 4 would give you 40, the next best 
score would give you 30. If you want to be strict, you could invite only 
those who score 31–40 for an interview or even 35–40. 

Anonymise the applications when coding them by giving each can-
didate a number. This will help to prevent selection bias, which can 
leave you open to claims of unfairness and costly court cases.

DOWNLOAD
Use our Shortlisting Form Template to help you develop your 
own selection criteria based on your person specifi cation. You can 
download this from www.care-quality.co.uk/resources  

Shortlisting Form            

No. Level 2 Comm Team Write Score Interview

1 4 4 4 3 15 ✔

2 1 2 4 3 10 ✗

3 3 3 3 3 12 ✔

4 1 1 3 1 6 ✗

Code: 1 = No evidence;  2 = Little evidence;  3 = Su�fi cient 
Evidence;  4 = Exceeds evidence 
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How We Meet Our Service User’ s Needs without the 
Need to Lie
We o�ten fi nd ourselves in the commonly occurring scenario where a service user with dementia tells a member of sta�f that they want to 
go home to their mother or father, or expresses their anxiety about not being home in time to care for their children when they get home 
from school. 

They believe their parents are still alive, or their adult children are still in childhood, even though the reality of the situation is very di�ferent. 
It’ s very common for people living with dementia to believe in a di�ferent reality to those around them and, in the situation described 
above, you’ re fully aware that their parents are deceased and their children are now adults  – just like the person whom you’ re caring fi rmly 
believes that they’ re still alive. Our service user, Mrs Young, o�ten talks about how she needs to care for her children and believes herself 
to be a young, independent woman who doesn’ t need any assistance from our sta�f. We share our experience of how to meet service user 
needs without the need to lie, and how we approached the situation with Mrs Young.

Reality is Not Always Obvious
We all view the past from our own distinct perspectives and we are 
all convinced that ‘that’ s just how it was’ . This comes across when 
we talk about our past experiences with friends and family members. 
However, everyone involved in that same shared experience will pro-
bably tell the story somewhat di�ferently and from their own view-
point. 

For this reason, it’ s important not to consider someone to be ‘wrong’  
in this way. We all create our own unique memories and, in retros-
pect, it’ s almost always impossible to determine which version of 
events is actually correct. Nonetheless, it’ s highly likely that when 
the discussion is over, you’ ll still be convinced that your memories are 
those that best represent reality, and since hardly anyone can change 
a memory that’ s been permanently stored in their brain, you’ ll per-
sist with your own version of the facts.

Their Reality is Di�ferent from Yours
Therefore, it is important that your team don’ t have unrealistic ex-
pectations of people with dementia to re-think what they believe to 
be real. This is something we discussed a lot as a team. We ensure 
we never challenge their reality in an attempt to persuade them to 
abandon their version of the facts and to accept what sta�f consider 
to be reality.

As you can imagine, this is clearly not likely to be easy, so we focussed 
on looking at how someone with dementia – who has lost most of 
their cognitive abilities – should be expected to accomplish this. 
People with dementia can do this because they have a special abi-
lity – they can o�ten accept, far better than we can, discrepancies 
between di�ferent realities. They frequently live at the same time in 
multiple realities, for example, those of their childhood, adulthood, 
and old age, and they accept this without question and without be-
coming irritated – unless the relatives or the caregivers start a dis-
cussion about what is ‘correct and incorrect’ , thus challenging their 
comfortable reality.

CASE STUDY

 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

Understand the Perspective of the Person in Your Care
If you put yourself in Mrs Young’ s position, you may be able to imagi-
ne how she feels when, unexpectedly, a strange woman wants to un-
dress her. Her anxiety may be due to her perception of this behaviour 
as odd or even threatening.  However, if the caregiver understands 
Mrs Young’ s point of view, they’ ll recognise that what they are trying 
to do is fairly pointless and they’ ll probably very quickly come to the 
conclusion that it makes no sense to try to convince Mrs Young that 
her incontinence pad has to be changed. Therefore, in order for us to 
be able to perform our care duties appropriately, it’ s important that 
we understand and accept Mrs Young’ s reality and deal with the situ-
ation from her perspective.

Try to Bridge the Gap Between the Di�ferent Realities
Your perspective and that of the person in your care are clearly very 
di�ferent but their dementia prevents them from accepting your 
version of the facts. And likewise, you won’ t be able to consider their 
perspective as being factually correct, if it’ s obviously wrong. Des-
pite this, there are a range of di�ferent techniques that you can use, 
depending upon the situation, to reconcile these contradictory per-
spectives. As a team, we looked at the di�ferent techniques we can 

CASE STUDY: MRS YOUNG
Mrs Young knows that she has two grandchildren. At the same 
time, she feels like a mother in her mid-thirties who e�fectively 
undertakes all of her duties as a housewife and takes care of her 
three children.

But on the other hand, the carer knows that they are dealing with a 
90-year-old woman who is incontinent and in need of care – which 
she constantly refuses. These two versions of reality clash when the 
caregiver wants to help Mrs Young to change her clothes and their 
e�forts to do so are vehemently resisted as Mrs Young believes 
herself to be a young, independent woman with no need for the 
assistance of others.
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spective of the person in your care as seriously as you do your own, 
and for your behaviour and attitude towards them to demonstrate 
this in a way which reassures them of your good intentions.

Despite their dementia, many people will be innately suspicious of 
your behaviour towards them if your actions and body language 
do not support what you are saying, so it is important to work in a 
way that demonstrates that you accept and believe their version of 
events, even when the opposite is true. Any aspect of your behaviour 
that betrays this is likely to undermine the e�fectiveness of your att-
empt to build an understanding with the person in your care.

5 Techniques to Reach Agreement on Reality 

Technique Explanation Example

Keyword 
Method

Try to discover words and phrases that the person in your 
care is familiar with and that trigger fond memories. Always 
use these phrases when you want to create common ground 
so that they’ ll better understand what you’ re trying to 
communicate.

In her youth, Mrs Young never used to say, ‘I’ m going to the 
toilet.’  Rather, she belongs to a generation in which women 
said, ‘I’ m going to powder my nose.’  The caregiver should 
try to use this term as well when they accompany Mrs 
Young to the toilet as it is more familiar to her.

Memory 
Work

This involves gathering biographical information about the 
person with dementia. It’ s important that you fi nd out which 
achievements they’ re proud of, what values are particularly 
meaningful to them and which situations brought them the 
most satisfaction. Talk specifi cally about these with them 
again and again. By doing so, you’ ll demonstrate to them that 
their personality is important to you and that you take a real 
interest in them as an individual. And you can distract them 
in a con�lict situation by drawing their attention to their fond 
memories.

The caregiver speaks brie�ly but repeatedly with Mrs 
Young’ s daughters in order to learn more about her past 
life. He or she asks, for example, when their mother was 
particularly happy, or what they always admired in her. If 
Mrs Young resists when the caregiver wants to undress her 
in the evening, they can interrupt their care activity, initiate 
a discussion on the subject of Mrs Young having sewed a lot 
previously and ask her about how to sew a zip onto a skirt. 
They can then open the zip of Mrs Young’ s skirt and undress 
her, without resistance, during the discussion.

Validation By using this method, you’ ll avoid discussion about what is 
‘correct’  and ‘incorrect.’  You’ ll acknowledge that the reality of 
the person you’ re caring for is valid for them. Speak to their 
feelings in order to achieve common ground with them – if 
you do, they’ ll recognise that you understand them and their 
trust in you will increase. Slowly but surely, you’ ll become 
successful in getting through to them – even in di�fi cult 
situations.

In the morning, Mrs Young is waiting for you in her room, 
already dressed and ready. She has apparently not washed 
or combed her hair. But she declares, ‘I’ ve already washed 
from head to toe.’  The caregiver recognises the pride in Mrs 
Young’ s voice and replies, ‘You’ ve certainly made a good 
start this morning.’  Mrs Young confi rms this with a nod. 
Only a�ter breakfast does the caregiver try to convince Mrs 
Young to agree to an abbreviated personal hygiene session.

Playing 
Along

You accept the reality of the person in your care and you play 
along. Please note: This tactic is widely used but playing 
along always means that you’ re pretending in a reality that 
you cannot be familiar with and the truth of which you’ re not 
convinced by. In other words, you’ re consciously lying to them 
– and you shouldn’ t forget that someone with dementia will 
be sensitive to this. 

The caregiver asks the seemingly exhausted Mrs Young 
if she would like to take her a�ternoon nap. Mrs Young 
answers, ‘No way – my parents are coming to visit.’  The 
carer knows from experience that, in this situation, it’ s 
helpful if she plays along. She replies, ‘You must be happy 
about that. Are they coming for co�fee? Then you still have 
a bit of time to rest.’ 

Singing In order to avoid resistance on the part of those in your 
care, fi nd out what their favourite songs are and sing along 
with them. In this way, you’ ll spare them your irritating – 
from their perspective – attempts to convince them of the 
necessity of certain care activities.

Whenever the caregiver washes Mrs Young’ s hair, they 
sing the song ‘I’ m going to wash that man right out of my 
hair’  together, and this leads to a relaxed atmosphere. Mrs 
Young sings enthusiastically and almost forgets that she 
doesn’ t like having her hair washed.

use to reach an agreement on reality, and have outlined the most im-
portant of these in the table on the next page. You can download the 
5 Techniques to Reach Agreement on Reality Table from www.care-
quality.co.uk/resources

Conclusion
In caring for people with dementia, it’ s important to know and un-
derstand the person’ s history and background well enough to enable 
you to use a method that’ s appropriate for that person, for you, and 
for the given circumstances. Additionally, what’ s even more critical 
than employing the correct technique, is for you to accept the per-
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Did You Know?
Our sense of hearing undergoes considerable deterioration in the 
course of our life. Age-related hearing loss (Presbycusis) is caused, 
in part, by simple wear and tear: It begins in the inner ear, where fi ne 
hair cells turn acoustic input into electrical signals. With age these 
hair cells can atrophy which, in turn, disrupts the signal transmission. 

The development of a hearing impairment is generally a very gradu-
al process. There are also some triggers, such as acoustic shock or cer-
tain medicines, which can cause a sudden and temporary hearing de-
fi ciency. Medicines which may cause hearing impairment: extremely 
high doses of aspirin, chemotherapy drugs and certain antibiotics.

The loss of hearing also has profound consequences for a person with 
dementia, as there is an established link between a person’  s sense of 
hearing and their cognitive performance. Studies have shown that 
an untreated hearing defi ciency can increase the risk of dementia 
fi vefold. 

Consequences of a hearing impairment for your service user with de-
mentia include:

● The sound of your voice ‘fades away’  when you’  re speaking quickly.

● Your service user’ s response time to your words may be delayed. 

● Background noise can make it di�fi cult to register your words. 

● There is a risk of increased sensitivity to noise. 

● The person may hear a ringing in their ears, even in quiet surroun-
dings.

Use our Hearing Defi ciency Signs Checklist to help identify any hea-
ring defi ciencies in your service users. You can download this at www.
care-quality.co.uk/resources

Assessment: If you’ ve ticked ‘yes’  once, or more, you should consider 
involving the person’ s GP to fi nd out what the underlying cause is. 

For people living with dementia, the situation is particularly di�fi cult 
because they o�ten cannot communicate the fact that their hearing 
is impaired. Moreover, a hearing defi ciency is frequently not recog-
nised as such, but is attributed exclusively to a cognitive impairment 
(see checklist opposite). 

As a professional carer, you should consider the possibility that your 
service user’ s challenging behaviour may be linked to a hearing 
impairment, since a defi ciency in this particular sensory faculty can 
lead to further deterioration of their sensory perception as a whole: 

Caring for Service Users with Dementia and a 
Hearing Impairment
Around 40% of people over the age of 65 have a hearing impairment – most people with dementia are over 65 and, therefore, fall into this 
category. Of these, men are more likely to be a�fected and, what’ s more, communicating with people living with dementia may be all the 
more di�fi cult when hearing loss is compounded by the cognitive impairment which inevitably accompanies the condition. You should never 
confuse a service user who can’ t understand you due to a cognitive impairment with one who actually has a hearing impairment, although 
in some cases both may be present in the same person. We’ ll discuss ways of dealing with this challenge and how to spot the di�ference. 

Hearing Defi ciency Signs                                                                                      

Signs to look out for: Yes N/A

Their TV’ s volume is turned up excessively high. ■ ■

They frequently misunderstand what you’ re saying, 
leading them to ask for repeated clarifi cations. ■ ■

They o�ten automatically reply to your questions 
with a ‘yes’, or fail to reply at all. ■ ■

They frequently only respond to eye contact or to 
physical contact on your part. ■ ■

They tend to avoid social situations. ■ ■

They stimulate themselves acoustically by calling 
out or humming. ■ ■

a vicious circle. The longer this downward spiral goes unchecked (see 
below), the more pernicious the consequences are for your service 
user. This is because our brain requires a constant �low of sensory 
impressions, failing which our brain attempts to compensate for the 
lack through self-stimulation, potentially leading to hallucinations, 
fears, abnormal motor behaviour and confusion. 

Steps You Can Take
As a carer, your task is to stimulate, engage and communicate with 
your service user in a variety of ways as a means of prevention. If you 
do suspect a hearing impairment, you should seeks specialist advice 
and a visit to the audiologist may be necessary. 

You may also need to consider how willing you think your service user 
will be to wear a hearing aid, as it is recognised that people living 
with dementia need more time to get used to such a device. 

Overview: Recognising and Breaking a Vicious Cycle
1. Due the person’ s withdrawal from social situations, they will be 

exposed to fewer stimuli, which will further degrade their cogniti-
ve faculties.

2. Both the dementia and the untreated hearing defi ciency will ham-
per communication even more. As a result, words can be misun-
derstood or not understood at all, leading to increased confusion.

3. The person senses the problem, feels ashamed, reacts with anger 
or depression, and withdraws even further.

4. The person becomes increasingly inactive, cuts themselves o�f 
from activities (especially those involving a group), and lapses into 
a despondent silence.
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Remote Care
Social distancing: There’ s hardly a more emblematic word for the 
current pandemic. But although this crisis has coined new terms and 
created new challenges, it has also made organisational and emoti-
onal demands on us which many care givers will already be familiar 
with. ‘Remote care’ is one approach that, until recently, has gained 
little attention from the scientifi c community. There are two parallel 
trends that are noteworthy: Parents and their children live longer, but 
spend less time living under one roof. 

This means that, huge numbers of people change their place of re-
sidence every year, in some cases moving to di�ferent cities or even 
regions. The reasons for this are plentiful, but what is clear is that this 
has a direct impact on family care arrangements. Almost half of all 
adults do not live in the vicinity of parents who require care. And yet, 
15%–25% of these adults care remotely for their parents. 

But What Does Care Really Mean in this Context?
Remote care doesn’ t only mean switching between locations, but 
also between con�licting demands and lifestyles. O�ten, adults don’ t 
just live far from their parents, but are also deeply involved in the par-
ticular circumstances and demands that constitute their own family 
and professional life. Therefore, they can only occasionally be physi-
cally present and o�fer direct care to their parents. Having said that, 
they can still provide valuable assistance in the form of household 
chores at the weekend, administrative tasks and, not least, moral and 
emotional support. And this organisational aspect of remote care can 
be both time-consuming and emotionally taxing in and of itself. Ul-
timately it makes little di�ference whether someone cares for a parent 
on a regular or intermittent basis, since they’ re invariably thinking of 
their welfare and o�ten feels a sense of guilt about spending free time 
on their own projects instead of caring for the elderly parent. 

You Are Counted on for Clear and Reliable Information
By defi nition, relatives who engage in remote care are cut o�f to a 
certain extent from the everyday concerns of those requiring care. 
This makes it di�fi cult for them to evaluate their parent’ s situation 
directly, making them that much more dependent on caregivers. In 
order to provide the best possible care in this situation, it’ s essen-
tial to have a well-functioning network, reliable information, and 
clear agreements with regard to the caregivers and their organisa-
tions. This not only makes considerable organisational demands on 
the family members, but requires the utmost tact and sensitivity 
on your part as a care provider. Remote care ultimately requires the 
close coordination and communication between di�ferent parties 
and professional groups. 

How to Reconcile E�fective Health Care and Distance 
The requirements of a successful care arrangement are numerous. 
It calls for commitment and clear agreements; it forces all parties 
to come up with creative solutions, such as technological support 

How to Involve Family Members Who Don’ t Live Near 
Enough to Visit Regularly
More and more, we see people with dementia whose relatives live far away and cannot personally care for them or visit as o�ten as they’ d 
like. The following is a guest feature by Sonja Bergenthal, a B.A. in Social Science, an M.A. in Gender Studies, a client-oriented consultant 
and a Dementia Care Mapping (DCM) advocate. She currently works as an advisor at the regional bureau for Care, Dementia, and the 
Elderly in Ostwestfalen-Lippe in Germany.

systems or video calls. Caregivers can help family members assess 
the health status of their relative and any changes that might be 
required. Caregivers, for their part, must come to grips with a com-
plex system in which the family members are the ‘invisible partners’ . 
Obviously, it isn’ t only the service user themselves who is concerned 
with receiving e�fective, customised care, but the family members 
too, particularly since they can’ t be present to ensure it. This can trig-
ger feelings of guilt in them, which is why they should be involved as 
much as possible, despite their distance. 

One thing remains clear: Even when we do fi nally overcome the Coro-
navirus pandemic, the constant �lux and mobility we see in society is 
not likely to change at all. Remote care is something that families and 
caregivers will see much more of in the future. All the more reason 
to prepare for that eventuality now and be in a position to o�fer your 
service users with dementia a timely alternative! 

5 Steps for Involving Families who Live Far Away

1. Take seriously the 
family’ s role as 
remote caregivers. 

Take note of the particular instances of 
stress and strain that arise out of the 
remote care situation. Many remote 
caregivers don’ t defi ne their activity as 
care per se, which is why the associated 
stress tends to be downplayed. On 
the contrary, you should make the 
family aware that they are legitimate 
caregivers and should look a�ter their 
own health accordingly. 

2. Establish a 
monthly call with 
the family. 

A regular phone appointment will give 
you the chance to answer any questions 
thoroughly and without rushing. 

3. Assist your 
service user in 
participating in 
the video call. 

A video call allows the family members 
to see each other, therefore you should 
try to arrange access to a tablet or a 
smartphone for the occasion. 

4. If necessary, inform 
the family about 
the compatibility 
of their care 
activities and their 
professional life, 
or direct them to 
an appropriate 
counselling service.

Remote caregivers are also entitled to 
care services for their own benefi t, be 
it for purposes of organisation or self-
support. 

5. Assist in setting up 
a network.

Think about who else you could include 
in the network (neighbours, friends, 
church members, societies, clubs, etc.) 


