Bendigo Nursing Home
22 Arundel Road, Eastbourne, East Sussex, BN21 2EL, UK
Tel: +44 (0) 1323 64 25 99; Fax: +44 (0) 1323 431 080
E-mail: bnh@kindcare.co.uk; www.bendigonursinghome.co.uk

Dear Residents, Families and Friends,

This Handbook was put together to provide you with information:
that you may find helpful and
refer to this Handbook from time to time
on how we care and support you
to put you mind at rest
how we enable you to live the life you want as much as practicable
on what we do and why we do it
on what laws and rules we obey by
on moral and ethical issues we adhere to
on how to let us know when you are not happy
on what other help is available
The information in this handbook is in alphabetical order.
We make every effort to be honest, open and transparent.
This information is also available on our website at:
www.bendigonursinghome.co.uk
WE ARE HERE TO LISTEN, RESPECT YOUR WISHES AND SUPPORT YOU
THE WAY YOU WANT:

The manager’s door is always open and the manager is always available to
listen to your wishes, concerns, complains and anything you wish to share,
no matter how small it might be. And even if the manager is not on the
premises, the deputy manager, who is very experienced and has been working
in this home for a number of years, will listen and act on any concerns you
may have. The manager is never really away, using the latest technology the
manager receives updates (such as e-mails and if necessary phone calls), on
everything that is happening in the home even when away on holiday.
Should you require more detailed information, please do not hesitate to ask.
Mariana
Registered Manager
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Access to your Records

In this organisation staff and management believe that access to information, security and privacy of data
is an absolute right of every resident, and that residents are entitled to see a copy of all personal information
held about them, with the opportunity to correct any error or omission therein. Therefore, in this home:
Residents have access to their records and information about
them held by the home, as well as opportunities to help
maintain their personal records.
Individual records needed for the provision of care, treatment
and support of residents is at all times, kept in a secure
fashion and is constructed, maintained and used in
accordance with all current statutory requirements.
Any resident requiring access to their files should contact the
manager, deputy manager or the nurse in charge to request
viewing of their records.
Residents with sensory or other disabilities are given
appropriate help and support.
The viewing of certain records may only be refused in the following circumstances:
Where disclosing the personal data would reveal information that relates to and identifies another
person, unless that person has consented to the disclosure.
Where permitting access to the data would be likely to cause serious harm to the physical or mental
health or condition of the resident or any other person
Where the request for access is made by another on behalf of the data subject, access can be refused
if the resident had either provided the information in the expectation it would not be disclosed to the
applicant or had indicated it should not be so disclosed, or if the data was obtained as a result of any
examination or investigation to which the resident consented on the basis that information would
not be so disclosed.

Accessible Information Standard
In this home we comply with The Equality Act 2010 and we take steps to avoid putting anyone at a
disadvantage. This includes the provision of Information and Advice which must be “accessible to, and
proportionate to the needs of those whom it is provided.”
Specifically, we comply with The Accessible Information Standard which relates to adults with a
Learning Disability, Visual Impairment, Hearing Impairment, and those identified as Deaf Blind.
The Accessible Information Standard (AIS) 2016 defines a consistent approach to 5 key areas that need
to be considered in order to comply with the standard. These are:
1. IDENTIFY: we ask you if you have any information or
communication needs and find out how to meet them.
2. RECORD: we record those needs in a clear way and that is
highly visible.
3. FLAG: we use alerts or flags to make it clear in your care
plan what your needs are and prompt action to meet those
needs.
4. SHARE: we share information about your need with other
NHS and adult social care providers.
5. ACT: we make sure that you get your information in an
accessible way and have the communication support you
need.

For example, to support people who are blind ‘Alexa’ have been
purchased for the residents’ use. The cloud-based voice service
will enable the residents to have access to i.e. news, favourite
song, information, weather, book reading, as well as asking Alexa
to make a phone call to emergency services or social services
much easier than using a tablet or laptop (possibilities are endless
and seems a fun).

Accessible Information and Communication
Staff and management in this home are committed to ensuring
that our person-centred approach will meet the communication
needs of our residents who have any sensory or other
impairment.
Our aim is to “improve the quality and safety of care received by
individuals with information and communication needs relating to
a disability impairment or sensory loss, aphasia or a mental health
condition which affects their ability to communicate”.
Improving the accessibility of information is a good start to
removing jargon, keeping language simple, developing Easy Read
etc.
All staff are made aware that some people may have
communication difficulties and are provided with relevant training.

Accidents, Incidents and Emergencies
This home has a responsibility to ensure that all reasonable
precautions are taken to provide conditions which are safe,
healthy and compliant with all statutory requirements and codes
of practice.
However, even in the safest of environments, accidents from time
to time inevitable, despite the best efforts of staff, residents,
relatives and other professionals to prevent them. Such
occurrences are handled by the staff so as to minimise threat and
injury to all, including residents, relatives and the general public.
They must also be recorded and reported, and these reports acted
upon by the staff and management so that accidents can be
minimised in the future and the staff can learn from their
experiences.
The organisation understands “accidents and emergencies” to
cover an accident or injury to a member of staff or a resident or
relative, including health and safety accidents such as trips, falls
and cuts.
In the event of a minor injury (small bruise, skin tear, etc.) or
health related incident the nurse in charge will treat the injury.
In the event of an injury where medical attention is necessary, the
resident’s GP or an ambulance are called as appropriate. If there
is any doubt about the need for medical attention, an ambulance
is called immediately.

Activities
In this home we recognise that activities are essential human
existence, health and wellbeing. Our individual personality, life
interest, history, values and beliefs all contribute to, and influence
our choice of activities. There is mutual understanding, awareness
and acceptance between all staff and residents about the
importance of activities and the underlying principle that activity
provision is vital to our resident’s health and wellbeing.
Activity needs are integral to care and not viewed as an optional
extra. Activities take many forms and are not simply recreation or
leisure based. Activities are about the ways in which we support
our residents to do a variety of things throughout the day, not just
structured groups in traditional activity programmes. It needs to
meet the individual’s activity needs in a range of areas, e.g.,
physical, intellectual, sensory, spiritual, social, emotional etc.
Individual residents’ interests are recorded in their Needs
Assessment being encouraged to complete or are involved in the
writing of “Nothing about me without me” and ‘Supporting
socialising, quality of life, emotional and spiritual needs’, and
they are given opportunities for stimulation through a variety of
recreational and daily living activities that suit their needs,
preferences and capacities.
Our Activity organiser, our administrative assistant, works closely
with our residents, attends residents’ meetings, talks to relevant
persons to ensure full and varied group and individual activities.
We are registered with the “National Association of Providers of
Activities for Older People (NAPA)”.
The activity co-ordinator also prepares in advance on a monthly
basis the Activities Programme which is then distributed to all our
residents enabling them to make choices which activity they wish
to participate to.

Admission
Choosing a suitable care home can be a difficult decision. When
considering at Bendigo Nursing Home, we encourage people to
visit the home at any time; this enables the home to be viewed at
first hand and allows us to answer any questions. Our service user
guide and brochure gives information on all the facilities on offer
and other facets of the home in order to assist people with their
choices.
1. Policy and Procedure
a) Before we can admit someone to the home our deputy
manager or members of the qualified nursing staff who are
trained for the task, completes an assessment of needs. The
assessment considers whether we are able to offer the level
of support, care and treatment the individual will need.
b) The assessment takes place in the person's home or in
hospital, at a mutually convenient time. All relevant
information is gathered from the individual, the family or
carer and the multi-disciplinary team. Following this
assessment, we make a decision based on:

✓
✓
✓
✓
✓
✓

The person's past, present and future needs
The person's mental capacity (in line with the Mental Capacity Act)
The physical accommodation needed
Staff implications
Current resident population
Registration considerations.
c) The assessment is an open document and can be read by the person in question as well as their next of
kin or LPA (Lasting Power of Attorney). Each person is asked to complete or become involved in
“Nothing about me without me”, and families are invited to contribute where appropriate.
d) Admission
i. The prospective service user’s needs are discussed with
the manager
ii. Once we have agreed that the person’s needs can be met,
we invite them to be part of the home. The first month’s
stay is classified as a trial period. A care plan is written to
cover this month’s trail.
iii. At the end of this first month, we conduct a review to
ensure that all parties are satisfied that support, treatment
and care should continue. If everyone is satisfied then we
invite the individual to stay and a contract is drawn up. We
respect the individual’s right to change their mind at any
time.

✓ If the individual does not wish to stay during or after the trial period then we request and co-ordinate
✓
✓
✓
✓

with the LA (Local Authorities) to provide assistance and support to them and their family in
finding a more appropriate placement.
A permanent individual care plan is made with each resident and the person’s RGN Key Worker
and is reviewed on a monthly basis unless circumstances and changes in care dictate that evaluation
should take place more regularly.
A member of staff such as the HCA Key Worker (HCA KW) will assist the individual to unpack
and help them to settle in.
The HCA KW and the homes administrative assistant will document items of clothing brought into
the care home and take photographs.
An inventory of any personal belongings and furniture will be made and signed by the resident and
the admin staff member.

2. Emergency Admission
a) An emergency admission can be accepted, provided the person or agency referring the resident is
able to provide sufficient information for the person in charge to determine that the prospective
resident has needs within the services and facilities offered by the home. The emergency agreement
will state that the admission is short term and that the placement could only become long term after
a full assessment and review is carried out.
b) An RGN will come and discuss any concerns the prospective resident may have. The resident’s
medicines will be collected at this time and safely stored; these will be given out by a member of
staff when they are due. We encourage residents to bring in personal items for their room; items of
furniture will be considered and discussed fully with residents and their family depending on size
and suitability in view of Health and Safety and mobility needs.
c) Upon admission a member of staff will show the new resident (and their family, if relevant) around
the home and introduce them to other residents, staff etc. Each resident is allocated two key
workers, one RGN and one HCA to support them to settle in, especially over the first few days.
d) Our services are carried out in a way that ensures that the security, privacy, respect and dignity of
our residents is maintained to the fullest extent possible.

Advance Care Planning and the Right to Refuse Treatment
What are advance decisions?
An advance decision, also sometimes called an advance directive
or a ‘living will’, is a decision made by a person about their future
healthcare treatment in case there comes a time when they no
longer have the capacity to make such a decision. In such cases
the advance decision, where properly made and valid, should be
acted upon by doctors, nurses and families and carers.
Advance decisions typically involve a decision about whether or
not to continue accepting certain treatments. In these cases they
are sometimes referred to as advance decisions to refuse
treatment.
Why might an advance decision be necessary? A person who
is nearing the end of life, or who has a terminal or serious illness,
may be aware that there might come a time when they will no
longer be able to make a decision for themselves. This may be due
to illness, or treatment, or conditions such as dementia. In other
cases it may be merely because death is near. In such cases it is
possible for that person to make a decision in advance that will be
binding in the future even if they lose their mental faculties. It may
bring them considerable peace of mind to know that their wishes
will be respected.
What is an Advance Care Planning? An advance decision
enables a mentally competent adult to make advance care and
treatment decisions in the event of their losing their capacity or
being unable to communicate at some time in the future.
Many advance decisions involve a decision not to have a particular
type of treatment. If an advance decision involves refusing ‘lifesustaining’ treatment then it should be put in writing and
witnessed. Otherwise, advance decisions can be verbal if there is
sufficient evidence that they are valid. However, in general it is
always best for a person wishing to make an advance decision to
do so in writing and to have the decision communicated to their
families, carers, care teams and to their GP. A written decision
helps to avoid any doubt and makes things clear.
Advance decisions are more common than they once were due to
the fact that advance care planning is now more common and may
involve a person making specific requests about their end of life
care, for example requesting that no attempt is made to resuscitate
them.
Individuals are entitled to decide whether they want to refuse
treatment in advance but there is no obligation for them to do so
and no pressure should be brought on them to complete one. Some
people choose to make advance decisions while they are still
healthy, even if they are not ill. Others may think of an advance
decision as part of their preparations for growing older (similar to
making a will) or they might make an advance decision after they
have been told they have a specific terminal disease or condition.
However, many people will prefer not to make an advance
decision and instead will prefer to leave care professionals and
doctors to make decisions for them in their best interests at the
time a decision needs to be made.
Others choose to make a lasting power of attorney arrangement

THE DIFFERENCE BETWEEN GENERAL CARE PLANNING AND DECISIONS MADE IN ADVANCE

Advocacy
This organisation believes that residents should be enabled to
express their views as clearly and candidly as they wish.
Recognising that some residents may not be able to communicate
easily, this organisation encourages representatives to speak on
their behalf where this is appropriate.
This organisation believes that representation of this sort may be
required:
In the course of the initial needs assessment
During any subsequent assessment of needs
In the drawing-up or review of the resident plan of care
In the process of assisting a resident to participate in the dayto-day delivery of their service
In making risk assessments relating to a resident’s activities
When helping a resident to represent their views to an outside
organisation
When a resident wishes to express a concern or complaint
In instances where a resident may have been subject to abuse
When a resident wishes to submit their views on the
organisation as part of our quality assurance programme
In helping a resident to have an input to the drawing up or
review of our policies and procedures
In situations where the resident must take important
decisions, e.g. about having surgery, but might lack the
mental capacity to take the necessary decision on their own.
From the 1st of April 2015 independent advocacy became part of
the Care Act 2014. This places a duty on local authorities to
arrange an independent advocate for all adults as part of their
own assessment and care planning process. This applies to both
service users and their carers. There is also a separate duty to
arrange an independent advocate for adults who are subject to a
safeguarding enquiry or Safeguarding Adults Review (SAR).
(Care and Support Statutory Guidance updated on 9th May 2016
under the Care Act 2014 is available from Department of
Health. Advocacy is chapter 7.)
“Advocacy is taking action to help people say what they want,
secure their rights, represent their interests and obtain the
service they need. Advocates and advocacy schemes work in
partnership with the people they support and take their side.
Advocacy promotes social inclusion, equality and social
justice.”

Assessment of Needs and Eligibility
With the introduction of the Care Act 2014 came a big change in the assessment of needs and new
eligibility criteria the intention of which is to provide a national framework throughout England, where
all service users will have the same eligible needs criteria, enabling them to access care no matter where
they live
Care Act 2014
The importance of the assessment process cannot be overstated within the care and support system.
Person – centred throughout, the process must support the person to have choice and control and involve
them at all levels, from discussions to decision.
This approach which Local Authorities (LA), have implemented from April 2015 impacts on our current
L.A funded service users and on new L.A funded service users as our Local Authority Commission
partners start to implement these government changes.

As a home which implements good practice, we have developed
a model of assessment where appropriate and proportionate to do
so.
The purpose of the assessment is:
To identify the persons needs
To assess how they impact on their wellbeing
To identify the outcomes that the person wants to achieve in
their day to day life
Local authorities will use the assessment to support the
determination of whether needs are eligible for funded care and
support by the local authority or a provider such as us, who are
contracted to deliver services on behalf of the local authority.
The Eligibility Regulations set out a range of outcomes. Local
authorities must consider more of these outcomes when making
the eligibility determination:
i. Managing and maintaining nutrition.
ii. Maintaining personal hygiene.
iii. Managing toilet needs.
iv. Being appropriately clothed.
v. Being able to make use of the home safely.
vi. Maintaining a habitable home environment.
vii. Developing and maintaining family or other personal
relationships.
viii. Making use of any necessary facilities or services in the local
community including public transport and recreational
facilities or services.
Wellbeing: As a consequence, there is, or there is likely to be, a
significant impact or the adult´s wellbeing.
The Key Elements of Wellbeing are:
Personal dignity
Physical and mental health and emotional wellbeing
Protection from abuse and neglect
Control by the individual over day-to-day life (including
over care and support and the way it is provided.)
Participation in work, education, training or recreation
Social and economic wellbeing
Domestic, family and personal
Suitability of living accommodation
Needs assessments are only carried out by competent members
of staff who have been appropriately trained and who are
specifically authorised for this task. Throughout the care needs
assessment process, the staff member carrying out the
assessment should communicate with and actively involve the
prospective service user and their representative. It is
particularly important to find out the service user’s wishes and
feelings, and to take them into account; to provide the service
user with full information and suitable choices; and to enable
and encourage service users to make decisions about their own
care. We will comply with any special local arrangement for selfassessment by service users.

Audit
This organisation has in place a range of Policies and Procedures
which are annually reviewed and updated. These provide the core
operational standards set by the business, and reflect the regulatory
requirements set by the Care Quality Commission (CQC) in the
New Fundamental Standards Regulations 2014, The audit
processes set out below ensure that day to day service delivery
provision meets the required standards and provides a tool which
can identify any shortfalls in the assessment and monitoring of the
quality of our service provision.
The audit function in this home is a planned and systematic
process of evaluating and validating the monitoring mechanisms
set out in the company policies and procedures. It ensures that
the monitoring role within the business is in place, timely, fit for
purpose, proportionate to the service and enables the
implementation of any actions required from the cycle of
improvement. Therefore, although two different functions, they
are inextricably linked and one often follows the other.
“Monitor” means to check, observe, identified tasks or
performance.
“Audit” means to evaluate, examine, critically analyse,
conformance to set standards by reviewing the objective evidence
from statements, records, files and any formal monitoring systems
in place.
Data Interrogation
a) The audit itself is the start of the process but to complete the
cycle from the data of the audit the record must be scrutinised,
findings reported and actions implemented to remedy any
identified non-conformance with the standards.
b) The registered manager has the responsibility for the
scrutinising of all such data, including the written report and
lead the implementation of any action planning and delivery.
c) The audit forms a part of the Quality Assurance process
undertaken by the manager annually, together with various
other data collected, such as residents’, families, visitors and
staff feedback, incidents / accidents reports, safeguarding
cases, etc.

Autonomy and Independence
We support people to remain as independent as possible. The
Core Principles, which were developed by Skills for Care and
Skills for Health, are as follows:
a) Ensure that individuals are able to make informed choices
to manage their own care needs.
b) Communicate effectively to enable individuals to assess
their needs, and develop and gain confidence in self-care.
c) Support and enable individuals to access appropriate
information to manage their self-care needs.
d) Support and enable individuals to develop skills in self-care.
e) Support and enable individuals to use technology to support
self-care.
f) Advise individuals how to access support networks and
participate in the planning, development and evaluation of
services.
a)

b) Support and enable risk management and risk taking to
maximise independence and choice.
In this home staff and management positively promote the
autonomy and independence of our residents. We recognise that
the capacity for independent action of our residents has often been
undermined by illness, disability and failing mental capacity and
that insensitive action by workers can reinforce dependence. We
therefore, strive to help residents make their own decisions and to
support them in controlling their own lives. We aim always to
balance the protection of residents from unnecessary risks with the
promotion of independence and choice, in accordance with
Department of Health guidance: ‘Independence, Choice and Risk:
a guide to best practice in supported decision making.’
a) The workers providing care and support on a day-to-day
basis aim to carry out their tasks in co-operation with
residents in ways that do not deny the possibility for the
resident to exercise their own discretion, initiative and
control.
b) We realise that this principle is particularly difficult to
uphold where residents have disabilities or lack of capacity is
an issue.
c) We value risks as an essential part of a fulfilling lifestyle.
Workers support residents in taking reasonable risks,
without obviously endangering their health or safety, and
subject to a thorough risk assessment recorded in the Care
Plan.
d) We know how disempowering it can be for residents not to
understand fully what is going on. Wherever possible,
workers communicate with residents in their first or preferred
language.
e) Although we try to respect the lifestyle choices of residents,
in exceptional circumstances we may be obliged to intervene
to prevent a resident from harming themselves or becoming a
danger to someone else. On these rare occasions, our workers
will act with respect for human rights, within our legal
responsibilities and this organisation’s policy on restraint and
in the best interests of the resident and others closely
involved.
f) Residents who Lack Mental Capacity
i. We continue to respect the rights of residents who have
been assessed as lacking capacity to make certain
decisions, or, who are thought to lack that capacity, by
considering their best interests at all times.
ii. We do this by ensuring that we implement fully the
Mental Capacity Act 2005 Code of Practice.
iii. In relation to maintaining resident’s autonomy and
independence. This entails involving them as fully as
possible in every decision concerning their care and the
services this organisation provides.
g) We try to relate to residents’ relatives and carers where this is
appropriate, treating them as partners in providing care. To
ensure that such relationships do not undermine the
autonomy of the resident, however, we insist on having the
resident’s permission before dealing with anyone on their
behalf or releasing confidential information to others.

B

Best Interest Decision
This sets out the principles of conduct when staff provide care,
support and treatment to people who may appear to lack capacity.
There are two main principles that should be followed in
practice:
A. To establish if the person who receives care, treatment and
support lacks capacity and more specifically if the person is
unable to make decisions and
B. If the person who receives care, treatment and support lacks
capacity, a decision to be made in that persdon’s best
interest.
1. Everyone, aged 16+, is presumed to have capacity to
make their own decisions known as ‘presumption of
capacity’. This is one of the five key principles set out in
Section 1 of the Mental Capacity Act. A person can
however be considered to lack capacity if he or she is
unable to make a particular decision at a particular point
in time. This inability must be caused by an impairment or
disturbance of the mind or brain, whether temporary or
permanent.
2. In order to be considered as lacking in capacity to make a
decision, the person must be unable to:
Absorb basic information about the pros and cons of
an issue,
Retain the information for long enough to process it,
Weigh up the pros and cons against their own value
system and arrive at a decision,
Communicate that decision
3. For everyday decisions about care, there is no requirement
to conduct a formal assessment of capacity as the Act
empowers health and social care staff to make decisions
on behalf of a person who lacks capacity, so long as that
decision is in the person’s best interests. The Act does
however introduce a functional test for the assessment of
capacity in certain situations.
C. MENTAL INCAPACITY IS TIME AND DECISION-SPECIFIC

Two-stage mental capacity assessment: Decisions cannot be
made for a person with dementia unless there is evidence that they
cannot make the decision themselves. The Mental Capacity Act
sets out two things that have to be checked before it can be decided
that a person cannot make a decision for themselves:
 There is some reason why the person's ability to make
decisions is affected. If the person has a diagnosis of
dementia, this would be true. Other examples are the effects
of a stroke, some mental health problems or having a learning
disability.
 The person is unable to make the specific decision under
consideration. The person would need to be unable to
understand, remember or weigh up relevant information. This
would also be the case if they could not communicate the
decision because of lack of control over their body.

Who decides whether a person can make their own decision?
Here are some examples:
 Care workers may need to decide if the person is able to
choose whether they have a bath or not, or what food they
have, or if they can take a photograph, or if they can open
their post.
 Family members may need to decide if the person is able to
choose to go out with them.
 Doctors will need to decide if the person can make their own
treatment decisions.
 A social worker may need to decide if the person can make a
decision about staying at home or moving to a care home.
What is expected of care staff? Care workers do not have to be
experts in working out whether a person with dementia can make
a particular decision. It is OK to have a 'reasonable belief'.
a) But how do you establish what is a reasonable belief? If you
know a person has dementia, you need to think about whether
they can understand what the risks are. For example, if the
person wants to leave the home, can they understand the risks
of traffic? Or if a person wants to make a cup of tea, are they
able to understand the risk of getting burnt?
b) If there is no or little risk for example, deciding between tea
and coffee or what music to listen to, or open their
correspondence, then the person should be able to make their
own decision.
c) If you think a person with dementia is unable to make a
particular decision, you should be able to give reasons for
this. It is good practice to write these in their care plan. Here
are some examples to show what this would look like:
➢ Mrs Smith is unable to make decisions about having a
wash. This is because her dementia means she does not
understand the risks of not washing when doubly
incontinent.
➢ Mr Block has dementia and diabetes. He is unable to
make decisions about what he eats. This is because he
does not understand the risks of poor sugar control.
The law says that it is important that every reasonable effort has
been made to try to support people to make their own decisions.
If a person is unable to make a particular decision and has not
made plans about this in advance then someone else, such as care
staff or other professional, will have to decide what should happen.
In these circumstances the person should still be involved in
the decision-making process as much as possible and all
actions and decisions must be taken in their best interests and
recorded.

Bribery and Corruption
Definition(s) of Bribery
i. “Giving someone a financial or other advantage to
encourage that person to perform their functions or activities
improperly or to reward that person for having already done
so.”
ii. “A form of corruption, an act of implying money or gift given
that alters the behaviour of the recipient.”

iii. “The offering, giving, receiving or soliciting of any item of
value to influence the action of an official or other person in
charge of a public or legal duty”
iv. The “bribe” is the gift bestowed to influence the recipients
conduct. It may be any money, goods, property, preferment,
privilege, emolument, object of value, advantage or merely a
promise or undertaking to induce or influence the action,
vote or influence of a person in an official or public capacity.
INTRODUCTION: Bribery is a criminal offence. The
home prohibits any form of bribery. We require
compliance, from everyone connected with our business,
with the highest ethical standards and anti-bribery laws
applicable. Integrity and transparency are of utmost
importance to us and we have a zero-tolerance attitude
towards corrupt activities of any kind, whether committed
by employees or by third parties acting for or on behalf of
the home.
POLICY: It is prohibited, directly or indirectly, for any
employee or person working on our behalf to offer, give,
request or accept any bribe i.e. gift, loan, payment, reward
or advantage, either in cash or any other form of
inducement, to or from any person or company in order to
gain commercial, contractual or regulatory advantage for
the home, or in order to gain any personal advantage for an
individual or anyone connected with the individual in a
way that is unethical.
SUSPICION: If we suspect that you have committed an act
of bribery or attempted bribery, an investigation will be
carried out and, in line with our disciplinary procedure
where appropriate, action may be taken against you which
may result in your dismissal, or the cessation of our business
arrangement with you.
REPORTING: If you, as an employee or person working on
our behalf, suspect that an act of bribery or attempted bribery
has taken place, even if you are not personally involved, you
are expected to report this to the Registered Manager. You
may be asked to give a written account of events. Staff are
reminded of the home’s Whistleblowing Policy.
GIFTS AND HOSPITALITY: No gift or offer of hospitality
should be accepted by an employee or anyone working on
our behalf.

Business Contingency and Emergency Planning
This organisation is aware of its responsibilities in respect of
delivery of services. The home has contingency arrangements that
can be initiated when an unplanned event arises that is either
critical, or of an emergency nature or force majeure situation.
The contingency and emergency plan enables service delivery to
take place even in unplanned situations. Working with multiagency partners, this home ensures that measures are in place to
minimise any disruption to planned services and to co-operate in
any way possible to assist in any force majeure situation which
may arise.

Planning for and Dealing with Emergencies
a) Scope: the contingency plan describes specific
responsibilities in planning how to deal with emergencies and
actions to be taken in emergencies.
b) Principles:
The safety of Residents, Visitors and Staff is of
paramount importance.
No one should put themselves or others at additional risk
when responding to an emergency situation.
The successful handling of emergencies is related to the
meticulous emergency planning and the practice of using
the plan

C

Care and Support Planning
We are acutely aware of the importance of care and support
planning and of the impact it can have when it is not undertaken
in a planned and systematic way. The individual, their needs and
preferences are at the core of the process. Information giving and
sharing, with the individuals needs preferences and choices being
heard and listened to and their role influencing and controlling
the shaping of their care and support plan is fundamental in
ensuring person-centred care.
Before we enter into an agreement to provide a service, we
ensure that a thorough assessment of a prospective resident’s
needs has been undertaken.
This home’s process of planning resident care is based upon the
following principles:
PLANNING CARE IS PERSON-CENTRED. A plan of care
will never be made without the active participation of the
person to whom they relate, or, where necessary, this
person’s representative;
PLANNING CARE INVOLVES OTHERS WHO ARE
RELEVANT TO THE RESIDENT. Many residents want their

carers or relatives to be involved in planning their care. We
will ensure this happens, provided that it does not prejudice
the principle that the resident must always remain central;
PLANNING CARE OFTEN NEEDS TO BE
MULTIDISCIPLINARY. Most residents have needs that span

social care and health. We will ensure that the views and
contributions of all relevant agencies and professions are
collated into a single plan;
THE PLAN OF CARE HAS TO BE BASED ON EVIDENCE.

The plan of care for each resident will be based on a formal
assessment of their care needs;
THE PLAN OF CARE SETS OBJECTIVES. As a plan of care
is intended to bring about some sort of desired change, we
work with the resident to set objectives and to give thought
as to how those aims are to be achieved;
THE CARE PLANNED MUST BE REALISTIC. The plans
of care we prepare are not merely expressions of
aspirations; instead, they are based on realistic judgements

about what can be achieved, including honest estimates of
the resources involved.
PLANS HAVE TO BE REVIEWED. A plan of care is not a
static document; plans must be capable of being adapted if
new evidence becomes available or if circumstances
change. Every plan will be regularly reviewed and revised
on a monthly basis or sooner if needed.
PLANS HAVE TO BE ACTED ON. The planning of care is
not a mere paper exercise. We are sincerely committed to
putting every plan of care into action, and therefore set out
defined responsibilities and a clear process for monitoring
progress.
The following people are involved in planning the care:
THE RESIDENT. The resident is always central. We
emphatically do not plan for people; we plan with them.
If a resident is not able to participate meaningfully in the
care planning, we will always seek an appropriate
representative or advocate who can faithfully put forward
what they believe the resident would have contributed.
RELATIVES, FRIENDS AND CARERS. Subject to the
resident’s agreement, we would wish to involve other
people in the resident’s circle who are likely to be involved
in implementing the agreed resident plan. We recognise
that carers and others sometimes have needs and interests
of their own; we will take these into account but will insist
always that the needs and preferences of the resident
remain most important.
STAFF OF THIS ORGANISATION. In planning and
reviewing the care we provide, we try to involve all of the
people who know the resident well. This is likely to mean
the RGN who carried out the care needs assessment, or
who dealt with the social services referral; the care staff
who are providing the day-to-day service; and the person
who supervises the workers.
OTHER AGENCIES AND PROFESSIONALS. As health and
social care needs and services are closely related, it is
likely that our residents will have been in touch with other
agencies. Where appropriate, and with the resident’s
agreement, we will involve representatives of these bodies
in planning care to ensure that the services we provide are
as well co-ordinated as possible.
IN ALL OF THESE DISCUSSIONS, THE USER’S VIEWS WILL BE
CENTRAL.

Risks
Any plan is likely to include some risks for the resident.
This does not mean that no action should be taken, however,
since reasonable and responsible risks are inherent to
quality of life.
For any situation that entails risk which is identified during
the creation of the plan, a formal risk assessment will be
undertaken. This will list and weigh up the positive benefits
against the possible adverse effects of the proposed action;
the precautions that should be taken; and the arrangements
for reconsidering the matter, when appropriate.
These factors and the measured conclusion of the risk
assessment will be recorded as part of the care plan.

CCTV: Code of Conduct
In this home the need for cameras, hidden / covert or otherwise, is
redundant as we, staff and management are people of integrity:
DOING THE RIGHT THING EVEN WHEN NOONE IS
WATCHING

However, on occasion or two a baby monitor was used to ensure
the safety of a resident. A best interest decision was reached
involving family and staff. The monitor is switched off when
privacy was required and the monitor is kept in the nurses’ office
and only the nurse in charge is able to look at the monitor.
This organisation is aware of its responsibilities in the use of
CCTV equipment and of the need to ensure it is fully compliant
with relevant legislative requirements. This policy sets out the use
and the safeguards in place of any type of CCTV or surveillance
equipment on any premises owned or leased by the company.
Within the Health and Social Care Sector, the case of surveillance
equipment has risen markedly in the last 5 years. There have also
been case law judgements, in particular relation to privacy issues,
which has led to the new Code of Practice from the Information
Commissioners’ Office (ICO) issued in June 2015.
Principles
Careful consideration needs to be given as to the reasoning
behind the introduction of any type of surveillance system.
The general public need to be aware of any covert usage.
Staff, where possible, should be included in discussions
about the use of such systems.
Individual service users or residents must be fully involved in
decisions regarding the usage of such equipment. Where they
lack capacity, as defined by the M.C.A. 2005, a best interest
decision will be taken, following the guidance in the Act.
ALL STAFF WORKING AT THIS HOME (WHILST ON SHIFT,
ATTENDING TRAINING, STAFF MEETING OR JUST
VISITING) MUST PLACE AND LOCK THEIR SMART PHONE
IN THEIR LOCKERS AT ALL TIMES.
ALL STAFF MUST NOT TAKE ANY VIDEO RECORDINGS OF
EVEN PHOTOGRAPHS OF THE HOME INCLUDING
PREMISES, GARDEN, OTHER STAFF, RESIDENTS,
VISITORS, ETC!!

Staff operating surveillance camera system should adopt the
following 12 guiding principles:
1. Use of a surveillance camera system must always be for a
specified purpose which is in pursuit of a legitimate aim and
necessary to meet an identified pressing need.
2. The use of a surveillance camera system must take into
account its effect on individuals and their privacy, with
regular reviews to ensure its use remains justified.
3. There must be as much transparency in the use of a
surveillance camera system as possible, including a
published contact point for access to information and
complaints.
4. There must be clear responsibility and accountability for all
surveillance camera system activities including images and
information collected, held and used.

5.

Clear rules, policies and procedures must be in place before a surveillance camera system is used,
and these must be communicated to all who need to comply with them.
6. No more images and information should be stored than that which is strictly required for the stated
purpose of a surveillance camera system, and such images and information should be deleted once
their purposes have been discharged.
7. Access to retained images and information should be restricted and there must be clearly defined
rules on who can gain access and for what purpose such access is granted; the disclosure of
images and information should only take place when it is necessary for such a purpose or for law
enforcement purposes.
8. Surveillance camera system operators should consider any approved operational, technical and
competency standards relevant to a system and its purpose and work to meet and maintain those
standards.
9. Surveillance camera system images and information should be subject to appropriate security
measures to safeguard against unauthorised access and use.
10. There should be effective review and audit mechanisms to ensure legal requirements, policies and
standards are complied with in practice, and regular reports should be published.
11. When the use of a surveillance camera system is in pursuit of a legitimate aim, and there is a
pressing need for its use, it should then be used in the most effective way to support public safety
and law enforcement with the aim of processing images and information of evidential value.
12. Any information used to support a surveillance camera system which compares against a reference
database for matching purposes should be accurate and kept up to date.

Chapter of Rights: Your Rights
It is the policy of Bendigo Nursing Home to enable the people who
use services to lead as independent and fulfilling a life as possible
and practicable by respecting their rights. In this respect the
following Chapter of Service User’s Rights are observed by all
staff and be readily available to be viewed by our residents and
representatives and anybody involved in their care.
This service and all staff involved in the care, treatment and
support of our residents promotes and adhere to the following:
a) Recognise the diversity, values and human rights of people
who use services by:
 Discussing information about choices in a way they can
understand.
 Providing information about what their rights are.
 Having staff who are aware of, understand and
recognise the person’s social and cultural diversity,
values and beliefs that may influence their decisions
and how they want to receive care, treatment and
support.
b) Uphold and maintain the privacy, dignity, choices and
independence of people who use services by:
 Involving them, as far as is possible, in their needs
assessment, planning and setting care, treatment and
support goals.
 Respecting their choice to care for themselves or manage
their own treatment, wherever they can.
 Enabling people who use services, or others acting on
their behalf, to make informed choices even where there
are risks involved with the decision they make.
a) Put people who use services at the centre of their care,
treatment and support by enabling them to make decisions.

c) Provide information that supports people who use services, or others acting on their behalf, to make
decisions about their care, treatment and support by being:
 Given the information they need to make choices.
 Able to discuss the options available to them with a person who:
➢ understands their individual needs, choices and preferences
➢ knows what the aims and limitations of the service are
➢ understands the various choices that the person who uses the service could make
➢ is aware of the consequences of the various choices that the person who uses the service could
make
➢ Is able to present the risks and benefits of the options based on evidence, research or experience.
➢ Given the time they need to make their decision, taking account of the urgency of the situation.
➢ Given relevant information to encourage them to change lifestyle behaviours that are placing
their health at risk, so they can make informed choices about whether they wish to lead a
healthier life.
d) Support people who use services, or others acting on their behalf, to understand the care, treatment and
support provided by encouraging them and giving them opportunities to:
 Describe their holistic needs and to discuss the impact of their care, treatment and support on the
person who uses the service.
 Raise specific needs or to express concerns relating to equality, diversity and human rights.
e) Enable people who use services to care for themselves where this is possible.
f) Encourage and enable people who use services to be involved in how the service is run by being given
information on:
 The aims, objectives and purpose of the service.
 The facilities that are available for their care, treatment and support.
 How their care, treatment and support is reviewed.
 The cost of the services, where charges are applied.
 How to raise a concern or complaint about the service, and how it will be dealt with.
Enabling the access to:
 Local advocacy services to represent the Service User’s interests.
 A representative user group made up of people who are using, or have used, the service or similar
services.
 The cooperation with local involvement networks, where they have the right to enter and view
the service. The cooperation with any other relevant user forums.
And giving opportunities for:
 General discussions with the provider, on an informal basis, as the person who uses services
wishes.
 Periodic surveys or gathering of their views.
g) Encourage and enable people who use services to be an active part of their community in appropriate
settings by ensuring they can practice the:
 The right to vote
 The right to worship in the chosen faith
 The right to express sexuality and develop and maintain sexual and personal relationship
h) Advice: a service user requiring advice on sexual matters or personal relationships can raise the matter
with any member of the care staff or management with whom they feel comfortable or make a direct
approach to any of the following:
➢ The service user’s own GP, contact details can be found in their individual care plan
➢ Marriage Care – Telephone: 0845 660 6000 or www.marriagecare.org.uk
➢ Sexual Health Direct: 0845 122 8690
➢ Lesbian and Gay Switchboard: 0207 837 7324
➢ Relate – 22 Church Street, Eastbourne: 01323 410001

Code of Conduct of our Staff
All Care and Support staff are issued with a copy of the “Skills for
Care Code of Conduct”.
All nurses registered with the Nurses and Midwifery Council
(NMC) are issued with The NMC Code of Conduct
a) Be accountable by making sure you can answer for your
actions or omissions.
b) Promote and uphold the privacy, dignity, rights, health and
wellbeing of people who use health and care services and
their carers at all times.
c) Work in collaboration with your colleagues to ensure the
delivery of high quality, safe and compassionate
healthcare, care and support.
d) Communicate in an open, and effective way to promote the
health, safety and wellbeing of people who use health and
care services and their carers.
e) Respect a person’s right to confidentiality.
f) Strive to improve the quality of healthcare, care and
support through continuing professional development.
g) Uphold and promote equality, diversity and inclusion.
Personal Relationships
Staff will, at all times, maintain a proper, professional
relationship with the resident, avoiding emotional and physical
familiarity;
Staff who find themselves becoming personally involved with
a resident must notify the manager or deputy manager
immediately so that appropriate action can be taken after
discussion with the resident, their representatives and the
worker.

Complaints
We aim to ensure that the complaints procedure is properly and
effectively implemented, and that residents feel confident that
their complaints and worries are listened to and acted upon
promptly and fairly.
Specifically, we aim to ensure that:
Residents, carers and their representatives are aware of how
to complain and that the company provides easy to use
opportunities for them to register their complaints
A named person will be responsible for the administration of
the procedure, usually the manager
Every written complaint is acknowledged within 7 working
days
All complaints are investigated within 14 days of being made
All complaints are responded to in writing within 28 days of
being made
Complaints are dealt with promptly, fairly and sensitively,
with due regard to the upset and worry that they can cause to
both residents and staff.

COMPLAINTS
DIAGRAMATIC PRESENTATION OF COMPLAINTS POLICY AND PROCEDURE

(Also a copy of the full complaints policy and procedure is available in the reception area and in the residents’ rooms)
Management and staff endeavor to provide the best quality of care, treatment and support available. Management also accepts that from time to time people, residents
and / or their representatives may not be satisfied or fully satisfied with all or part of the care, treatment and support provided. Management and staff will take any
reasonable steps to resolve the situation. Any complaints, issues and / or concerns raised are welcomed because they enable staff and management to learn valuable lessons.
This home makes every effort to be open and transparent. It is our belief that it is far better to deal with a complaint early, openly and honestly, for everyone’s benefit.
People complaining will not be discriminated against or victimized. WE AIM TO ENSURE THAT YOU HAVE A POSITIVE EXPERIENCE AND AN OUTCOME THAT
WORKS FOR YOU. If you have a complaint, a concern, an issue or anything at all, no matter how small it may seem, you may follow one of the following routes to raise a
complaint:
ADVOCATE

MANAGER’S DOOR
IS ALWAYS OPEN:

VERBAL COMPLAINT TO ANY
OF THE STAFF ON SHIFT:

WRITTEN COMPLAINT:

IF YOU ARE STILL NOT SATISFIED:

(will write back to you within 28 days)
Write
to:
The Manager
If you are not satisfied with the outcome of the
Any complaints, issues or
Manager is always available
Bendigo Nursing Home
investigation and action proposed, you may then write to:
to discuss with you or with a concern may be raised with any
Z. Karmali, Company Secretary, Kindcare (UK) Ltd, Ashley
22
Arundel
Road,
Eastbourne,
of
the
representative acting on
Gardens,
Willoughby Crescent, Eastbourne, East Sussex, BN22
East Sussex, BN21 2EL
staff members on shift and if
your behalf any complaint,
8RA,
Or e-mail to: zulee@zuleekarmali.co.uk
Or e-mail: mariana@kindcare.co.uk
cannot be resolved immediately
issue or concern, or
anything, no matter how
The staff member will inform a) You will receive acknowledgement letter of
small, as soon as it is raised
If not satisfied, then you may contact:
your written complaint within 7 days
the nurse in charge of the
Care Quality Commission (CQC)
b) A thorough and proportionate investigation
issue(s) raised
South East Region, Citygate, Gallowgate,
will be undertaken
Newcastle upon Tyne, NE1 4PA
c) Information will be kept in the strictest
The manager is never really
Tel.: 03000 61 61 61
If the nurse in charge is
confidence
away and always reachable
Fax: 03000 61 61 71
unable to resolve the
d) If you require assistance, an advocate
via a telephone
E-mail: enquiries@cqc.org.uk
concern(s) immediately, then,
OR
will be sought on your behalf
(00777 333 6281), or e-mail
Adult Social Care Direct
you may discuss any issue(s) e) The complaint will be investigated within 14
(mariana@kindcare.co.uk),
Tel.: 0345 60 80 191
with the manager
days
Minicom: 01323 4666 30
anywhere in the world
f) You will be informed in writing within 28
Fax: 01323 466 567
days of the outcome of the investigation and if
E-mail: socialcaredirect@eastsussex.gov.uk
After discussing the
the complaint is upheld, then
Text: 07797 878 11
concern(s), with you and / or
g) We will apologise
If you prefer, in the absence your representative, a desired h) WE WILL DISCUSS WHAT IS YOUR DESIRED
If you fund your care you can contact:
OR
of the manager at the
outcome will be discussed and
OUTCOME, WHAT WORKS FOR YOU.
Local Government Ombudsman (LGO)
premises, you may discuss
course of action agreed. If
PO Box 4771, Coventry, CV4 0EH
i) We will discuss with you an action to resolve
any complaint, issue or
unsatisfied with the course of
LGO Advice Team: 0300 061 0614
the issue(s) raised, to improve working
concern with the deputy
action, you may put your
Making a complaint:
practices and learn from any mistakes, errors
manager
complaint in writing
www.lgo.org.uk/making-a-complaint/
or incidents

Compliance Principles
As an organisation we are committed to fulfilling its obligations to provide safe and effective care in
accordance with the Health & Social Care Act 2008, the Fundamental Standards 2014 and the 5 key
domains, ‘Key Lines of Enquiry’ (KLOEs) of: is the service Safe, Effective, Caring, Responsive and
Well-led?
a) IS THE SERVICE SAFE?
We will ensure our service is Safe by ensuring our systems and processes are continually monitored
and evaluated to promote a culture of continuous improvement. Our management team will follow
safer recruitment principles to ensure we employ the very best people who possess the skills,
experience and competence necessary to deliver safe and person-centred care. People will be kept
safe because staff will be trained to the highest standards and will be managed and supported to
deliver safe care through robust safeguarding and whistle blowing procedures. We will provide a safe
and comfortable environment for people to live, supported by stringent health and safety and
environmental management.
b) IS THE SERVICE EFFECTIVE?
We will ensure our service is Effective because people will be in control of their care and support.
We are a listening organisation, so care and support plans will be tailored to the needs and
aspirations of each individual by working to realistic and attainable outcomes. We will continuously
check that outcomes are being met though our quality monitoring systems and will use the evidence
gathered to ensure our service is fit for purpose and meeting people’s needs.
c) IS THE SERVICE CARING
Our staff are selected and trained to the highest standards to
ensure they possess all the personal and professional qualities
needed to deliver a service that is Caring. To ensure these
standards are maintained our staff are encouraged to embark
on a career based on the principles of continuous professional
development and sharing best practice. We will provide an
environment where staff and customers feel cared for and
where this is not the case swift corrective action is taken.
d) IS THE SERVICE RESPONSIVE?
Our infrastructure is well established and through robust management systems, care-planning tools,
professional well-trained staff and effective operating procedures the service is Responsive to peoples
changing needs. We constantly engage, observe and listen to ensure that the service constantly
evolves with the people that use it. We ensure that our customers have a platform to raise any issues
with us without fear of recrimination or bias and will always act swiftly to rectify any problems.
e) IS THE SERVICE WELL-LED?
Our management team is committed to maintaining the highest level of governance. We will always
operate in an open and transparent manner and will ensure we support our managers and staff to
deliver the very best standards of care possible. We will never compromise on quality and encourage
a culture of learning and self-improvement to ensure that our service is outstanding and our
organisation is Well-Led
Health and Safety Executive (HSE)
National regulator for health and safety in the workplace. Works in partnership with co-regulators in
local authorities to inspect, investigate and when necessary take enforcement action.
HSE homepage: www.hse.gov.uk
Care Quality Commission (CQC), our regulator:
National regulator of health and social care. Includes care provided by the NHS, local authorities,
independent providers and voluntary or charitable organisations in registered settings. They
register and license care services and inspects and take enforcement action where necessary.
CQC homepage: www.cqc.org.uk

Monitor
National regulator for the health sector. Protects and promotes the interests of people who use health
services. Licenses providers of health, regulates prices, enables integrated care and supports service
continuity.
Monitor homepage: www.monitor-nhsft.gov.uk
Medicines and Health Care Product Regulatory Agency (MHRA)
Government agency responsible for are ensuring that medicines and medical devises work and are
acceptably safe. It is an executive agency in the Department of Health. It regulates medicines, medical
devises and equipment within the NHS or used in healthcare settings. It looks after blood and blood
products. It issues Medical Devices alerts.
MHRA homepage: http://www.mhra.gov.uk
National Institute for Health and Care Excellence (NICE)
NICE is responsible for social care guidelines and quality standards in identifying good practice.
As an organisation we reflect these guidelines and statements in many of our policies, to improve the
quality of health and care services that we deliver and to support the national aims of NICE.
https://www.nice.org.uk/guidance/published?type=sc
Fire and Rescue Authority
Is the organisation that also has inspectors who audit various services and buildings if they are
compliant with the Regulatory Reform (Fire Safety) Order 2005 and Fire and Rescue Services Act 2004
Inspectors have powers to enter premises for the purposes of undertaking routine fire safety inspections.
They can also close (prohibit) or restrict the use of unsafe buildings, issue other legal notices which
enforce compliance with current fire safety legislation. Failure to comply with a notice is an ordinarily
a criminal offence.
East Sussex Fire and Rescue Service: www.esfrs.org, non-emergency telephone No: 0303 999 1000
Quality Monitoring and Audits
In order to foster an ethos of continuous improvement in this organisation’s compliance plan, monitoring
and auditing take place regularly; this organisation monitors performance and audits conformance. Both
monitoring and auditing are set within the compliance regulatory framework and provide evidence to
inspectors and other regulators or quality assessors, of our ability to meet compliance.
Professional Bodies
These are the regulatory bodies whose aim is to ensure that proper standards are maintained by health and
social care professionals in their day-to-day work, and to act when they are not. In order to practice in the
UK, professionals are required to register with the relevant body such as NMC. All bodies fulfil similar
functions for different professions across the UK.
Codes of Conduct
The Code of Conduct issued by Skills for Health and Skills for Care, for health and social care workers.
This organisation promotes this Code of Conduct at recruitment and throughout the career of the staff
member.
Relevant links: http://www.skillsforcare.org.uk/www.skillsforhealth.org.uk
Health and Care Professions Council (HCPC)
The HCPC regulates health care professionals. This organisation, as part of its safeguarding procedures,
checks any private health care professional it contracts against their register, and encourages its service
users to do so if employing them independently
HCPC homepage: www.hcpc.org.uk.

Confidentiality
POLICY STATEMENT

It is the policy of this home that:
 we will protect information on the basis of:
➢ confidentiality (ensuring that information is accessible only to authorised individuals)
➢ integrity (safeguarding the accuracy and completeness of information)
➢ availability (ensuring that authorised users have access to relevant information when
required; ‘on need to know basis’)
➢ relevance (only keeping what we need for as long as it is needed)
 we will meet all regulatory and legislative information management requirements
 we will maintain business continuity plans (in cases of accidents, ‘acts of god’, etc.)
 we will deliver appropriate information security training to all staff
 we will make available appropriate and secure tools to all staff
 we will report and follow-up all breaches of information security, actual or suspected
LEGAL BASIS

The home must comply with all relevant UK and European
Union legislation, including:
 Human Rights Act 1998
 Freedom of Information Act2000
 Access to Health Records Act 1990
 Computer Misuse Act 1990
 Health and Social Care Act 2008
 Common Law Duty of Confidence
All staff members, whether permanent, temporary or contracted in (either as an individual or through a
third party supplier such as agency) adhere to the following:
 Information sharing is a vital component in any employer-employee relationship and is a vital
component of the service we provide to our service users. The company aims to promote openness
and transparency, both within our organisation, and to our service users and their families. It is
important to recognise the need to disclose information legitimately and to ensure the data transfer is
done securely.
 It is a criminal offence under the Data Protection knowingly or recklessly, without the consent of the
organisation, to obtain or disclose personal data or the information contained in personal data, or
obtain the disclosure to another person of the information contained in personal data.
 In the course of their employment with our company, staff members have the authority to obtain and
disclose personal data, but they will commit a criminal offence if they use this position to obtain,
disclose, or obtain disclosure of personal data for their own purposes.
 Discrimination means treating people differently without an objective or reasonable justification for
the difference in treatment. All staff members are expected to treat information provided in
confidence by individuals confidentially; irrespective of their race, disability, gender, age, sexual
orientation, religion or belief, or socio-economic status. Discrimination by staff members is
unacceptable behaviour and will not be tolerated by the home.
 Individuals have the right to object to the use and disclosure of confidential information which
identifies them. Special attention should be paid to the issues around consent. The Data Protection
requires an organisation to obtain consent from an individual to process their personal data. The Act
does not define what type of consent must be sought, and consent can be implied as long as the
individual is informed. However, when processing sensitive personal data explicit consent should be
sought.

 Information should be accessed by staff only ‘on need to know basis’. Staff members are not permitted
to gain access or attempt to gain access to information they do not need to see to carry out their work.
This includes viewing the personal data (or sensitive personal data) of family members, colleagues,
celebrities, friends or neighbours.
 The home Terms and Conditions of Employment stipulate the Confidentiality clause staff members
are bound to comply with and are required to sign a confidentiality agreement prior to commencing
employment.
 A number of staff members will also be duty-bound by the professional codes of conduct of their
respective professions, which contain confidentiality principles such as Registered Nurses.
 Staff members are responsible for the data they disclose and this is a huge personal responsibility
because of the legislation that governs the processing of data. If staff members are in any doubt as to
whether they can legally disclose the information that has been requested from them, they should
always seek advice from a senior member of staff.
 Staff members who breach the confidentiality of another person during the course of their
employment, by recklessly disclosing the personal data or sensitive personal data relating to that
person or another person who can be identified from that data may be disciplined using the
Disciplinary Policy and Procedure This will ensure that all disciplinary matters are dealt with in a fair,
reasonable and consistent manner.
Freedom of Information Act 2000
The Freedom of Information Act 2000 came into force fully in
January 2005 and deals with access to official information. It
grants a right of access to information held by public authorities
and is intended to improve democratic processes by giving the
public greater access to information about the workings of
Government. It gives individuals or organisations the right to
request any recorded information held by a public authority.
Information such as staff e-mails, minutes of meetings, research
papers, reports etc can be requested. Certain information can be
exempted from release.
PRINCIPLE 1

Personal data shall be processed fairly and lawfully

PRINCIPLE 2

Be held for specified and lawful purposes. Personal data shall be obtained only for
one or more specified and lawful purposes, and shall not be further processed in any
manner incompatible with that purpose or those purposes.

PRINCIPLE 3

Personal data shall be adequate, relevant and not excessive in relation to the
purpose or purposes for which they are processed.

PRINCIPLE 4

Personal data shall be accurate and, where necessary, kept up to date.

PRINCIPLE 5

Personal data processed for any purpose or purposes shall not be kept for longer
than is necessary for that purpose or those purposes

PRINCIPLE 6

Personal data shall be processed in accordance with the rights of data subjects under
this Act.

PRINCIPLE 7

Appropriate technical and organisational measures shall be taken against
unauthorised or unlawful processing of personal data and against accidental
loss or destruction of, or damage to, personal data.

PRINCIPLE 8

Personal data shall not be transferred to a country or territory outside the
European Economic Area unless that country or territory ensures an adequate
level of protection for the rights and freedoms of data subjects in relation to the
processing of personal data.

The Caldicott Function
In December 1997 the Caldicott Committee chaired by Dame Fiona Caldicott issued a report on the
‘Review of Service User-Identifiable Information’. This was commissioned by the Chief Medical Officer
of England who asked the committee to review the transfer of service user-identifiable information from
NHS organisations to other NHS and non - NHS organisations which is applicable to all staff in this
home.
The committee made 16 recommendations and proposed 6 principles to be applied when processing
service user-identifiable information. These 6 principles are known today as the Caldicott Principles.
In the table below are the general principles taken from that report:

Justify the purpose(s)
PRINCIPLE
1

PRINCIPLE
2

Every proposed use or transfer of service user-identifiable information within or from an
organisation should be clearly defined and scrutinised, with continuing uses regularly
reviewed, by an appropriate guardian.

Do not use service user-identifiable information unless it is absolutely
necessary
Service user-identifiable information items should not be included unless it is essential
for the specified purpose(s) of that flow. The need for service users to be identified should
be considered at each stage of satisfying the purpose(s).

Use the minimum necessary service user-identifiable information.
PRINCIPLE
3

Where use of service user-identifiable information is considered to be essential, the
inclusion of each individual item of information should be considered and justified so that
the minimum amount of identifiable information is transferred or accessible as is necessary
for a given function to be carried out.

Access to service user-identifiable information should be on a strict needto know basis
PRINCIPLE
4

PRINCIPLE
5

Only those individuals who need access to service user-identifiable information should
have access to it, and they should only have access to the information items that they need
to see. This may mean introducing access controls or splitting information flows where
one information flow is used for several purposes. For example: a different of pass word
for an access of a company computer.

Everyone with access to service user-identifiable information should be
aware of their responsibilities
Action should be taken to ensure that those handling service user-identifiable information:
both clinical and non-clinical staff, are made fully aware of their responsibilities and
obligations to respect service user confidentiality.

Understand and comply with the law
PRINCIPLE
6

Every use of service user-identifiable information must be lawful. Someone in each
organisation handling service user information should be responsible for ensuring that
the organisation complies with legal requirements.

How to ensure information remains Confidential
a) The home receives many requests to disclose information. These could be Subject Access Requests
(gives an individual the right under the Data Protection Act 1998 to find out if and what personal data the
home has on an individual. On payment of a fee to the home, the individual will be provided with a copy of that
data once reasonable checks have been made to establish the identity of the requestor and their rights to that
information.) for personal data made under Data Protection legislation or requests for company data

b)

made under Freedom of Information legislation. There are also other legal entities that have the right
of access to our data, where we are obliged under another Act of Parliament to disclose this data
without breaching the confidentiality or gaining the consent of the individual concerned. We also have
to disclose information if required to do so by a Court Order.
Only certain staff members have the authority, which is dictated by their role, to disclose confidential
data.

Consent to disclose information
a) Individuals must be effectively informed about ways the information they have provided may be used,
to enable them to give their consent (explicit / express or implied) for the disclosure and use of their
personal information.
b) Explicit, or express, consent means articulated agreement. These terms are interchangeable and relate
to a clear and voluntary indication of preference or choice, usually given orally or in writing and
freely given in circumstances where the available options and the consequences have been made clear.
c) Implied consent means agreement that has been signalled by the behaviour of an informed person.
d) An informed person should be provided with:

 a basic explanation of what, why and when information is recorded and what further uses may be
made of it;

 a description of the benefits from the proposed use or disclosure of information;
 an understanding of how the information will be protected, how it is likely to be retained and under
what circumstances it will be destroyed;

 a knowledge of any outcomes, implications or risks if consent is withheld;
 an explanation that any consent given can also be withdrawn in the future.
e) People have the right to object to information they provide in confidence being disclosed to a third
party in a form that identifies them. Decisions to disclose without consent and the justification for
disclosing should be noted in the person’s records.
f) Staff members should always seek explicit consent from the caller before sending records to the
Out-of-Hours providers.
g) There are situations where consent cannot be obtained directly from an individual due to their lack
of capacity at that time. In these circumstances it may be possible to seek consent on behalf of the
individual from someone else, for example, a family member or other representative. Any decision to
breach confidentiality must be made in the best interests of the person unable to provide consent.
h) There are circumstances in which disclosure of information or requests for further information without
the individual’s consent may be professionally appropriate due to the potential risks involved. If the
individual is deemed to have capacity to withhold consent then staff may need to seek advice from
Mental Health Professional prior to proceeding without informed consent.
i) Seeking consent may be difficult if an individual’s disability has prevented them from being informed
about the likely uses of their information. All individuals must be treated in a fair and equitable manner
and reasonable adjustments can be made to ensure information is provided in a suitable format, for
example, sign language, interpreter provision.
Residents’ Records
The home is required to keep residents’ records such as care plans for 3 years after the date of last
entry. After that records are safely disposed of.

Consent to Care, Treatment and Support
OUR AIM
The aim of this home is to ensure that all service users are asked for their consent whenever care or
treatment services are proposed or changed and that there are effective procedures in place to ensure
that they can give or withhold such consent. Furthermore, this policy is to provide an overview and
understanding of consent, the process of gaining consent and, in relation to the Mental Capacity Act
2005, the importance of capacity in relation to agreed consent. All staff within this home will be kept
updated of any changes via legislation or guidance.
Background
Management and staff of this home understand the term ‘consent’ in the context of health and social
care refers to the moral and ethical duty on a service provider to obtain prior agreement from a person
before any care or treatment or procedure is performed upon them or before a service is provided. The
home understands this to be a fundamental human right. Furthermore, it understands ‘informed
consent’ to refer to the need to ensure that the person giving their consent has a clear appreciation of
and understanding of the facts, and the implications and consequences of their actions.
What is Informed Consent?
“The process of agreeing to care, treatment or support based
on access to all relevant and easily digestible information
regarding their care, treatment or support needs”.
The above definition is straightforward and sets out the
importance of the information which individuals should receive
before consent is agreed, to ensure that the consent is valid.
UK case law on consent has established 3 requirements that
need to be satisfied before a individual can give informed
consent:
✓ Consent should be given by someone with the mental
capacity to do so
✓ Sufficient information should be given to the individual
✓ Consent must be freely given
If any of these requirements are lacking, then the consent is
invalid.
For truly informed consent, the individual must understand the following;
The purpose of the care, treatment or support
Who is involved in the delivery of the service
The practicalities and processes involved
The benefits and risks
Data Protection and storage
The purpose of the consent form
How information will be provided and updated
The notice periods which apply
Contact details should they have any further questions
Full details of fees and the process of collection
In addition:
a) a care plan should be prepared which uses language appropriate to the individual and avoids the
use of technical language or jargon.
b) It is also important to remember that written information is only one method of sharing, and the
use of diagrams, pictures, tables and flow charts could make a contribution to understanding the
information.
c) There may be circumstances where video pens, podcasts, recordings or other means of sharing
information may be more appropriate.
All the above contribute to an informed consent decision.

Consulting with Residents
OUR AIM
Talking to our service users, finding out what they think of services and how they would like
services to improve, is imperative to all the staff and management of this home and is our main aim
in our everyday working practices.
1. Management and all staff ensure that service users can express their views, so far as they are
able to do so, and are involved in making decisions about their care, treatment and support.
2.

Service users, or those acting on their behalf, should be:
 listened to
 involved in assessing, planning and carrying out their
care, treatment and support
 consulted about the things that are important to them in
relation to their care, treatment and support
 confident that staff will be respectful of their decisions
and opinions.

1. Service users should, where able, give valid consent to care or treatment and should be confident that
their human rights are respected and taken into account.
2. Any plans of care should be developed with service users, and / or those acting on their behalf, and
that they should be fully involved in identifying their care, treatment and support options.
3. Management should seek information about the quality of experiences of service users, or others
acting on their behalf, to understand where improvements are needed.
When the guidance refers to ‘involving’ people who use services, they generally mean enabling people
to get involved in the planning and delivery of their own care, treatment and support. This includes
people acting on their behalf and groups of people who use services being involved together, for
example through local involvement networks or a user forum.

Continuity of Care
In order to comply fully with the New Fundamental Standard
Regulations this organisation must organise staff and staff duties
in order that sufficient numbers of experienced, skilled and
competent staff are on duty at all times.
The Registered Manager has to take sufficient steps to
ensure that at all times there are sufficient numbers of
suitably qualified skilled and experienced staff for the
purposes of carrying out the regulated activity.
This means that staff sickness, absence and holiday cover
must be planned and managed in order that the ‘resident’
delivery of service is not compromised.
It also means taking into account the needs and
preferences of our resident´s in order to ensure that
services delivered meet their needs.
This includes, when necessary, ensuring taking account of
any fluctuating needs.
General Rules for Replacing Staff Members
The registered manager, deputy manager or the nurse in charge
needs to look to the rota and call on any of the full, part time or
bank staff to check their availability and the possibility of longerterm cover, when appropriate.
This home does not use agency staff!!

Specific Reasons for Making a Change
Staff member is unavailable at short notice: Most sickness absence is unpredictable, so quick action
is likely to be needed to fill the gap created by the non-availability of a staff member. An attempt
should be made to determine how long the absence is likely to be and to plan cover for the entire
duration rather than on a day-to-day basis. An absence arising from special or compassionate leave
should be similarly handled. Staff must always as reasonably possible call as early as possible the
person in charge of the home and inform of sickness or any satisfactorily good reason that they
cannot come to work as per the ‘off duty’ rota!! And if possible inform of the length of absence.
Staff member on holiday or training: It should usually be possible to anticipate absences (staff
development planning and notice period), resulting from holidays or training and to make careful
replacement plans.
Staff member leaves the organisation: It should usually be possible to anticipate (staff development
planning and notice period), absences resulting from a staff member leaving the company and to make
careful replacement plans.

Co-operating with other Service Providers
This organisation is committed to a service that prioritises the resident. As a private provider there are
some business activities which, from a commercial perspective, cannot be shared. In the interests of
openness and clarity we detail our co-operative working practices and when we would share and exchange
information.
The aim of this policy is to ensure that where there is more than one provider of care and support, all
multi-agency partners are aware of our commitment to our residents and to assist where possible in a
smooth transfer of information between multi-agency partners and other providers.
Occasionally situations occur where it is important to share information so that we play our part
contributing to a seamless (smooth, all-in-one) service for the resident. Appropriate information should be
copied and then collated into a file, which is then passed to the appropriate personnel. In order that care
planning information is shared in relation to the admission, transfer or discharge of residents, and to
facilitate any emergency procedures co-ordination with the minimum of distress and anxiety, we will cooperate fully with our multi-agency partners in the exchange of information.
We will ensure that any exchange of information will adhere to the Data Protection requirements and
will include the following as a minimum:
Name
Gender
Date of birth
Address
Unique identification number or reference number
Emergency contact details
Any person who acts as representative, advocate, or who holds
an LPA or equivalent, with contact details where available
Records of care, treatment and support provided up to the date
of transfer
Assessed needs
Known preferences and any relevant diverse needs
Previous medical history that is relevant to the resident’s
present needs and any relevant GP contact details
Any infection that needs to be managed
Any medicines that need to be taken
Any allergies the resident has
Reason for transferring to the new service
Any advanced decision and any assessed risk of suicide or
homicide or harm to self and others.
The above information should ensure that there are no
interruptions to the continuity of care, treatment and support
for the resident.

Emergency Admission to Hospital Procedure
Where possible a member of staff should accompany the resident and take with them the information
detailed above. If it is not possible for a member of staff to accompany the resident then the
information should be passed to the paramedic or GP. Since time is of the essence in an emergency it
may only be possible to send the minimum, which should include the medical history and list of
medications;
As soon as possible the family, LPA or representative should be informed and given details of the
hospital where the resident is being admitted;
Any CQC notifications should be completed and sent online to CQC;
Any RIDDOR notifications must be made, if relevant;
Any accident forms should be completed and signed, if relevant
This information should be securely transferred as soon as possible in the event of it not being sent
along with the medical staff or paramedics owing to the speed of the admission;
It is essential for the nurse in charge to keep in touch with the hospital during the time the resident is
in hospital and with family or LPA as appropriate;
Multi-Agency Working
Where multi-agency working is involved the organisation will ascertain the lead person responsible
for the co-ordination of the care. We have emergency and contingency plans in place pertinent to the
Civil Contingencies Act 2004.
This organisation is conscious of the Data Protection Act 1998; our confidentiality policies and
procedures include sharing on a "need to know" basis. The shared information will be appropriate,
measured, transferred securely, up to date and relevant.
Information is reviewed and updated using the review system.
If information relates to a safeguarding allegation, or disclosure is in the public interest, senior
management advice is sought before any information is released to ensure the release is in
accordance with relevant legislation and guidance. All staff are made aware of acceptable methods
of transferring information, and how important it is that the information is relevant, factually correct
and omits subjective opinions, and can be shared online with the Data Protection Act 1998 and any
other relevant guidance.
Consent
On admission consent form for sharing information with other service providers is signed either by the
resident or their representative, as appropriate. In an emergency if for whatever reason consent cannot be
obtained it is clearly recorded, including the reasons and the necessity of sharing the information. Where
possible residents are aware of the information that is being transferred and are provided with a copy
when requested.

Corporate Social Responsibility
This organisation is committed to good practice and ethical
behaviour, and we recognise that we have responsibilities to all
stakeholders. We regularly review our employee, ethical and
environmental policies and improve them where appropriate.
Corporate Social Responsibility for this organisation is about how
we align our activities with the expectations of our stakeholders in
relation to our economic, social and environmental impacts. Our
stakeholders include local authorities and private residents, as well
as our employees, suppliers, communities and society.
Business Ethics
This organisation works to ensure standards are met, and where
possible, exceeds all relevant legal requirements.
This organisation endeavours to behave with honesty, integrity
and acts fairly and ethically in its relationships and dealings with
its suppliers, customers and other stakeholders and extends its own
values to relationships with these parties, working only with
companies that uphold high standards of ethical conduct and fair
practices.

Cyber Security
The purpose of Cyber Security is to protect, to consistently high standards, all information assets
including service users, residents, staff, records written or electronic and all other corporate
information, from all potentially damaging threats, internal or external, deliberate or accidental,
imagined or real.
Mass cyber attacks are almost always via Internet providers data systems which are hacked and often the
data is leaked into the mainstream media outlets. Governments now issue lots of guidance regarding cyber
breaches of data protection laws and this policy reflects much of the guidance.
Information security is primarily about people, but is facilitated by
the appropriate use of technology, which is evermore
sophisticated and evolving in its nature. This policy applies to all
aspects of information handling, including, but not limited to:
structured record systems: paper and electronic
information recording and processing systems: paper,
electronic, video, photographic and audio recordings
information transformation systems such as fax, email,
portable media, post and telephone
The purpose of the policy is to achieve a consistent approach
to the security management of information throughout the
organisation, in order to enable continual business capability
and to minimise the likelihood of occurrence and the impact of
any information security incident or breach
Process Requirements: Information security is paramount in maintaining and protecting the
confidentiality, integrity and availability, where appropriate, to the organisations information or data.
There are 3 elements to the process:
maintain the confidentiality of personal information including customers and staff by protecting it
in accordance with all legal and regulatory framework criteria
ensure the integrity of the organisations information by developing, monitoring and maintaining it
to a satisfactory level of quality for use within the relevant activity area
review and implement the necessary measures to maintain availability of the organisations
information systems and services, including putting in place contingency measures which ensures
the minimum of disruption, should an incident or breach occur
Physical Security: The physical security of information is the responsibility of everyone who is
involved in the handling, maintaining, storage, retrieval, including any information which is shared,
transmitted electronically or transported by external suppliers e.g. courier services and postal
deliveries. Staff at all levels throughout the organisation must take all necessary precautions to avoid
loss, theft, damage or misappropriation of information.

D
Data Protection: General Data Protection Regulations (GDPR)
On the 25th May 2018 the new Data Protection Act 2018, which
is based on the General Data Protection Regulations (GDPR)
replaces the Data Protection Act 1998 in its entirety. It replaces
the existing Data Protection Laws to make them fit for the
digital age in which ever increasing personal data is being
processed. The Act sets new standards for protecting personal
data. Gives people more control over the use of their data and
assists in the preparation for a future outside of the EU. There
are 4 main matters provided for in the Regulations and these
are:

General Data Processing
Law Enforcement Data processing
Data Processing for National Security Purposes
Enforcement
All of the above need to be set in the context of international, national and local data processing systems
which are increasingly dependent upon internet usage for exchange and transit of data.
Definitions
The GDPR applies to “Controllers”, “Processors” and “Data Protection Officer” and to certain types of
information, specifically, “Personal Data” and “Sensitive Personal Data” referred to in the Act as Special
Categories of Personal Data”.
a) “Controllers”: This role determines, on behalf of the organisation, the purposes and means of
processing personal data.
b) “Processors”: This role is responsible for processing personal data on behalf of a controller. The Act
places specific legal obligations and requirements to keep and maintain records of personal data and
processing activities. This role has legal liabilities if responsible for any breach.
c) Data Protection Officer: This role is a must only in certain circumstances if you are:
i) A public authority (except for courts)
ii) Carry out large scale systematic monitoring of individuals e.g. online behaviour tracking, or
iii) Carry out large scale processing of special categories of data, or data relating to criminal
convictions and offences e.g. Police, DBS Bodies, Prison Service etc.
d) “Personal Data”: This means any information relating to an identifiable person who can be directly
or indirectly identified in particular by reference to an identifier. So, this would include name,
reference or identification number, location data or online identifier. This reflects changes in
technology which incorporates a wide range of different identifiers. Personal Data applies to both
automated and manual filing systems. It can also apply to pseudonymised e.g. key-coded can fall
within the GDPR dependent on how difficult it is to attribute the pseudonym to a particular individual.
Race, ethnic origin, politics, religion, trade union membership, sex life or sexual orientation.
e) “Special Categories of personal Data”: This category of data is more sensitive and much more
protected. Sensitive personal data specifically includes genetic data, biometric data, health, race,
ethnic origin, politics, religion, trade union membership, sexual orientation Safeguards apply to other
type of data e.g. criminal convictions and offences; intelligence data etc.
f) “Criminal offence data”: is data which relates to an individual’s criminal convictions and offences.
g) “Data processing”: is any operation or set of operations which is performed on personal data or on
sets of personal data, whether or not by automated means, such as collection, recording, organisation,
structuring, storage, adaptation or alteration, retrieval, consultation, use, disclosure by transmission,
dissemination or otherwise making available, alignment or combination, restriction, erasure or
destruction.
Data Protection Principles
The GDPR sets out the following principles for which organisations are responsible and must meet. These
require that personal data shall be:
a) Processed lawfully, fairly and in a transparent manner in relation to individuals;
b) Be collected for specified, explicit and legitimate purposes, and not further processed in a
manner that is incompatible with purposes, further processing for archiving purposes in the
public interest, scientific or historical research purposes, or statistical purposes shall not be
considered to be incompatible with the initial purposes;
c) Adequate, relevant and limited to what is necessary in relation to the purposes for which they
are processed.
d) Accurate and where necessary, kept up to date, every reasonable step must be taken that
personal data that is inaccurate, having regard to the purposes for which they are processed, are
erased or rectified without delay;

e) Kept in a form which permits identification of data subjects for no longer than is necessary for
the purposes for which the personal data are processed; personal data may be stored for longer
purposes in so far as the personal data will be processed solely for archiving purposes in the
public interest, scientific or historical research purposes or statistical purposes subject to the
appropriate technical and organisational measures required by the GDPR (the safeguards) in
order to safeguard the rights and freedoms of individuals; and
f) Processed in a manner that ensures appropriate security of the personal data. Including
protection against unauthorised or unlawful processing and against accidental loss. Destruction
or damage, using appropriate technical or organisational measures.
g) “The controller shall be responsible for, and be able to demonstrate, compliance with the
principles” Article 5 (2) GDPR
“Lawful bases” for processing: There are 6 lawful bases for processing data. These are:
Consent: the individual has given clear consent for us to process their personal data for a specific
purpose.
Contract: the processing is necessary for a contract you have with the individual, or because they
have asked us to take specific steps before entering into a contract.
Legal Obligation: the processing is necessary for us to comply with the law (not including
contractual obligations).
Vital Interests: the processing is necessary to protect someone’s life.
Public Task: the processing is necessary for us to perform a task in the public interest, or for official
functions and the task or function has a clear basis in law.
Legitimate interests: the processing is necessary for our legitimate interests or the legitimate
interests of a third party unless there is a good reason to protect the individual’s personal data which
overrides those legitimate interests. (Does not apply if a public authority is processing data to
perform its official tasks).
Individual Rights: The GDPR provides the following rights for individuals:
a) Right to be informed
b) Right of access
c) Right to rectification
d) Right to erasure
e) Right to restrict processing
f) Right to data portability
g) Right to object
h) Rights in relation to automated decision making and profiling
“Special categories of personal data” includes information relating to:
race
ethnic origin
politics
religion
genetics
biometrics (where used for ID purposes)
health
sex life or
sexual orientation

Privacy Notice for Service Users
Kindcare (UK) Ltd, trading as Bendigo Nursing Home, in accordance with the General Data Protection
regulation (GDPR) we have implemented this Privacy Notice to inform you, our residents, of the types of
data we hold on you and process. This Privacy Notice also explains how we use any personal
information we collect about you, during the information gathering process known as an Assessment of
Need. Topics covered are:
What information do we collect about you?
How do we use such information?
Access to your information and correction

1.

What information do we collect about you, the lawful basis of the information gathered, who
provided the data and retention period?: The nature of our service means that very personal and
sensitive information is discussed, in order to ensure we can meet your health and social care needs
in ways that are unique to your individual circumstances. The specific type of information is
required in order for us to meet our legal and regulatory obligations as a registered provider. The
Lawful Bases which we use are contained within the Data Protection Act 2018 and are:

Data / Information we hold on You

Lawful Basis

Name, Date of Birth Legal Obligation
Next of Kin / Relevant, Involved Family Legal obligation
Members, LPA (Lasting Power of Attorney) / (involvement and
POA) contact details decision-making)

Who Provided the
Information / Data

Retention
Period

You or your LPA / POA
/ NOK, or Local
Authority
You or your LPA / POA
/ NOK, or Local
Authority

Records and contact details on relevant
You or your LPA / POA
Legal Obligation
professionals involved in your care, treatment
/ NOK, or Local
(co-ordinated
and support such as GP, Social Worker,
Authority or requested
care)
Community Dietician, Optician, etc.
by the home
Medical History
Health and Monitoring Records (including
past and current weight, blood pressure,
nutrition, hydration, BMI, vision, hearing,
etc.)
Medicines
Well-being (including mental, social and
spiritual needs, life history and family tree,
your preferences and wishes as well as end of
life care wishes)

Legal Obligation

Your GP

Legal Obligation
(in meeting
needs)

Your GP or as per our
assessment

Legal Obligation

Your GP

Legal Obligation
You, your family /
(in meeting needs
representative,
in a personpsychiatrist / GP, our
centred way)
assessment

Legal obligation
(to ensure
Special Categories Data (race, ethnic origin,
equality and
religion, disability, sex, sexual orientation)
necessary
adjustment)
Letters and documents such as hospital
appointments, funeral arrangements, advance
decisions, correspondence with your
representative, copies of LPA / POA, signed
Terms of Business and Contract, NHS letter
related to Nursing needs and contribution)
Photographs (such as your photograph,
photographs of any pressure wounds or skin
damage)

You / your
representative

Legal Obligation
(co-ordinated
You, your family /
care) as well as
representative, LPA /
Contractual
POA, GP, hospital, NHS
(payments)
Legal Obligation
(i.e. the right
medication is
administered to
the right person)

Our staff

Accidents / incidents reports Legal Obligation
Our staff
Complaints, issues raised and investigations Legal Obligation You / other complainant,
manager, deputy
manager
Care Planning (current and archived) Legal Obligation
You and our staff
Risks and needs assessments Legal Obligation
Our staff

Records are
archived and
kept for 3
years after the
date of last
entry, after
which hard /
paper copies
are cross
shredded and
digital copies
are deleted

Notifications to CQC (Care Quality Legal Obligation
Commission) and other regulatory
organisations
Feedback of our service Legal Obligation
Financial records (such as invoices and
payments made by you / your representative /
Local Authority (LA) / NHS) as well as any
additional expenses

Our staff

You

For about 12
months
6 years

Legal Obligation
Our accounts
(HMRC) as well department, you / LPA /
as Performance
POA, LA, NHS
of a Contractual
(payments)
2. How information about you will be used: We may share information regarding your care with those
who have a need to know, namely Health Professionals, such as GP’s, Ambulance Paramedics,
Hospitals etc., Local Authorities, include departments such as Social Services, etc. and any relevant
person identified by you, such as an L.P.A., and our staff. We will not share your information with
anyone except those indicated above, unless required by law. Personal information supplied to us is
used in a number of ways, for example.
To agree a Care Plan
To review your care needs
To monitor your medication
Share information about you with relevant professionals involved in your care, treatment and
support such as GP, Hospital, Dietician, Optician, etc. in order to provide well-managed and coordinated care, treatment and support. For this purpose, the lawful basis are legal obligation,
however, in cases where there is a lack of capacity the lawful basis changes to vital interests.
To help us improve our services
Photographs are:
i. Used for your MAR sheets where medicines administration is recorded. We are required to
administer the right medicine to the right person and having a photograph available ensure
that there are no errors, and hence this is a legal obligation.
ii. Also used to display on your room door for identification purposes and this is our legitimate
interests
iii. Used for display around the home, our TV monitors and brochure as part of you daily
activities in which case we ask for your consent

3. How will we use this information?: Upon completion of your Assessment of Need, we compile a
Care Plan with your involvement and the involvement of people you have chosen, which sets out
tasks, aspirations and outcomes in order to meet all your identified needs and this is regularly
reviewed and updated. This includes liaison with all those involved in your care such as family,
your representative relevant health and social care colleagues and other professionals.
4. Access to your information and corrections: All files held in your name are available for your
perusal and you can ask us to remove or amend information which is inaccurate.
5. Protecting your Data: We are aware of the requirement to ensure your data is protected against
accidental loss or inappropriate disclosure, destruction and abuse. We have implemented processes
to guard against such.
6. Your Rights: You have the following rights in relation to the personal data we hold on you:
a) the right to be informed about the data we hold on you and what we do with it;
b) the right of access to the data we hold on you.
c) the right for any inaccuracies in the data we hold on you, however they come to light, to be
corrected.
d) the right to have data deleted in certain circumstances. This is also known as ‘erasure’;, however,
that may mean that we are unable to ensure appropriate care, treatment and support
e) the right to restrict the processing of the data;
f) the right to transfer the data we hold on you to another party. This is also known as ‘portability’;
g) the right to object to the inclusion of any information;

h) the right to regulate any automated decision-making and profiling of personal data.
7. Consent: Where you have provided consent to our use of your data, you also have the right to withdraw
that consent at any time. This means that we will stop processing your data.
8. Making a Complaint: If you think your data rights have been breached, you are able to raise a
complaint with the Information Commissioner (ICO). You can contact the ICO at Information
Commissioner's Office, Wycliffe House, Water Lane, Wilmslow, Cheshire SK9 5AF or by telephone
on 0303 123 1113 (local rate) or 01625 545 745.
9. Data Protection Compliance: alternatively, you can inform the manager either verbally or in writing
to Mariana, Bendigo Nursing Home, 22 Arundel Road, Eastbourne, BN21 2EL;
mariana@kindcare.co.uk

Privacy Notice for Service Users’ Relevant Persons Involved (LPA /
POA, NOK, Family Members)
Kindcare (UK) Ltd, trading as Bendigo Nursing Home, in accordance with the General Data Protection
regulation (GDPR) we have implemented this Privacy Notice to inform you, our residents’
representatives, of the types of data we hold on you and process. This Privacy Notice also explains how
we use any personal information we hold on you.
What information do we hold on you?
How do we use such information?
Access to your information and correction
1. What information do we collect about you, the lawful basis of the information gathered, who
provided the data and retention period?: The Lawful Bases which we use are contained within the
Data Protection Act 2018 and are:
Data / Information we hold
on You

Lawful Basis

Who Provided the
Information / Data

Contact Details (full name,
address, telephone number(s), email address, business / law firm
name, fax number)

Legal Obligation
(involve representatives
in the residents’ care,
treatment and support
under the Health and
Social Care Act)

You

Performance of a
contract

You

Legal Obligation

You

Legal Obligation

You

Letters and correspondence (hard /
paper copies and e-mails), copies
of LPA / POA, signed Terms of
Business and Contract on behalf
of the resident
Care Planning (involvement,
including Best Interest Decision
records, DNACPR)
Records of verbal communication
(either in person or on the phone)

Complaints, issues raised and
Legal Obligation
investigations
Feedback of our service Legal Obligation
Financial records (such as
Legal obligation
invoices and payments as well as
(HMRC)
any additional expenses)

You / other relevant
complainant(s),
manager, deputy
manager
You
You and our accounts
department

Retention Period

Records are archived
and kept safe for 3
years after the date of
last entry, after
which hard / paper
copies are cross
shredded and digital
copies are deleted

For about 12 months
6 years

2. Access to your information and corrections: Any information held on you is available to you and
you can ask us to remove or amend information which is inaccurate.

3. How information about you will be used: We will only share your contact details that you have
provided willingly with Health Professionals, such as GP’s, Hospitals, other professionals involved
such as optician, etc., Local Authorities, include departments such as Social Services, our staff to keep
you informed of the condition of the person whose care, treatment and support you are involved in, as
well as our accounts department. We will not share your information with anyone except those
indicated above, unless required by law.
4. Protecting your Data: We are aware of the requirement to ensure your data is protected against
accidental loss or inappropriate disclosure, destruction and abuse. We have implemented processes to
guard against such.
5. Your Rights: You have the following rights in relation to the personal data we hold on you:
a) the right to be informed about the data we hold on you and what we do with it;
b) the right of access to the data we hold on you.
c) the right for any inaccuracies in the data we hold on you, however they come to light, to be
corrected.
d) the right to have data deleted in certain circumstances. This is also known as ‘erasure’, however,
that may mean that we are unable to ensure appropriate care, treatment and support
e) the right to restrict the processing of the data;
f) the right to transfer the data we hold on you to another party. This is also known as ‘portability’;
g) the right to object to the inclusion of any information;
h) the right to regulate any automated decision-making and profiling of personal data.
6. Consent: Where you have provided consent to our use of your data, you also have the right to
withdraw that consent at any time. This means that we will stop processing your data.
7. Making a Complaint: If you think your data rights have been breached, you are able to raise a
complaint with the Information Commissioner (ICO). You can contact the ICO at Information
Commissioner's Office, Wycliffe House, Water Lane, Wilmslow, Cheshire SK9 5AF or by telephone
on 0303 123 1113 (local rate) or 01625 545 745.
8. Data Protection Compliance: alternatively, you can inform the manager either verbally or in
writing to Mariana, Bendigo Nursing Home, 22 Arundel Road, Eastbourne, BN21 2EL;
mariana@kindcare.co.uk

Dementia Care
This home believes that people with dementia should not be
excluded from any services because of their diagnosis, and that
our staff treat people with dementia and their carers with respect
at all times.
At the assessment of need and in the care plan we identify and
address the specific needs and, wherever possible, the preferences
of people with dementia and their carers:
Care plans are based on an assessment of the person with
dementia’s life history, social and family circumstance, and
preferences, as well as their physical and mental health needs
and current level of functioning and abilities
There is a coordinated delivery of health and social care
services. This involves: a combined care plan agreed by
health and social services that takes into account the
changing needs of the person with dementia; wherever
possible, a named member of staff devise and review the care
plan. There a collaboration between staff, the resident and
their family to develop the care plan, with formal reviews at a
frequency agreed between all those involved at this stage

Specific needs might include ill health, physical disability, sensory impairment, communication
difficulties, problems with nutrition, poor oral health and learning disabilities
Diversity might include issues of gender, ethnicity, age (young or old), religion and personal care.
Wherever possible, we aim to accommodate the diverse preferences of people with dementia,
including regarding issues of diet, sexuality and religion.
We ensure that our residents and their representatives have the support they require to access
information on their right to receive direct payments, individual budgets (where available), and the
difference between NHS care and care provided by local authority social services (adult services) so
that they can make informed decisions about their eligibility for NHS Continuing Care
We provide any support required for the individual to access advocates to speak on their behalf.
Valid consent from people with dementia should always be sought; this entails informing the person of
options, checking that they understand, ensuring that there is no coercion and that the person continues to
consent over time. If the person lacks the capacity to make a decision then the provisions of the Mental
Capacity Act 2005 are followed.
People with dementia are given equal opportunity to convey information to our staff and other care
professionals involved in their care in a confidential manner.
Impact of Dementia on Personal Relationships: The impact of dementia on relationships, including
sexual relationships, should be assessed in a sensitive manner. When indicated, people with dementia
and/or their partner and/or carers will be supported to maintain their relationships and given information
about local support services.
Adult Safeguarding: Because people with dementia are vulnerable to abuse and neglect, all our staff
receive information and training, and they abide by local multi-agency protocol. All staff are aware of
the need to be vigilant and report to their manager any actual, alleged or suspected abuse.
Training and Development of Health and Social Care Staff: We ensure all our staff have access to
dementia-care training (skill development) that is consistent with their roles and responsibilities and meets
the changing needs of the person with dementia. We liaise with outside professionals to provide specialist
training and support, for example the local Mental Capacity Team or Alzheimer’s Society.
Promoting and Maintaining Independence: Through our care planning we aim to promote the
independence, including mobility, of people with dementia. Care plans address activities of daily living
that maximise independent activity, enhance function, adapt and develop skills, and minimise the need for
support. When writing care plans, the varying needs of people with different types of dementia are
addressed using support from outside dementia specialists.

Deprivation of Liberty Safeguards (DoLS)
The Supreme Court judgment of 19 March 2014 in the case
of Cheshire West clarified an “acid test” for what
constitutes a “deprivation of liberty”. and states that an
individual is deprived of their liberty for the purposes of
Article 5 of the European Convention on Human Rights if they:
Lack the capacity to consent to their care/ treatment
arrangements
Are under continuous supervision and control –
Are not free to leave.

The Supreme Court Judge also said: “A gilded cage is still a cage” and that “we should err on the side
of caution in deciding what constitutes a deprivation of liberty.”
It is now clear that if a person lacking capacity to consent to the arrangements is subject both to
continuous supervision and control and not free to leave, they are deprived of their liberty.
It may not be a deprivation of liberty, although the person is not free to leave, if the person is not supervised
or monitored all the time and is able to make decisions about what to do and when, that are not subject to
agreement by others.
Who is affected?: The safeguards apply to vulnerable people aged 18 or over who have a mental
health condition (this includes dementia), who are in hospitals and care homes, and who do not have
the mental capacity (ability) to make decisions about their care or treatment.
The Mental Capacity Act says that someone who lacks mental capacity cannot do one or more of the
following four things:
understand information given to them
retain that information long enough to be able to make a decision
weigh up the information available and understand the consequences of the decision
communicate their decision – this could be by any possible means, such as talking, using sign
language or even simple muscle movements like blinking an eye or squeezing a hand.
A deprivation of liberty authorisation cannot be used if a person has the mental capacity to make
decisions, so the person's capacity will be assessed as part of the process.
What are the safeguards?: Those planning care should always consider all options, which may
or may not involve restricting the person's freedom, and should provide care in the least restrictive way
possible. However, if all alternatives have been explored and the hospital or care home believes it is
necessary to deprive a person of their liberty in order to care for them safely, then they must get permission
to do this by following strict processes. These processes are the Deprivation of Liberty Safeguards, and
they have been designed to ensure that a person's loss of liberty is lawful and that they are protected.
The key elements of the safeguards are:
to provide the person with a representative
to give the person (or their representative) the right to challenge a deprivation of liberty through the
Court of Protection
to provide a mechanism for deprivation of liberty to be reviewed and monitored regularly.
There have been several test cases in the European Court of Human Rights and in the UK that have
clarified which situations may constitute a deprivation of liberty:
a patient being restrained in order to admit them to hospital
medication being given against a person's will
staff having complete control over a patient's care or movements for a long period
staff making all decisions about a patient, including choices about assessments, treatment and
visitors
staff deciding whether a patient can be released into the care of others or to live elsewhere
staff refusing to discharge a person into the care of others
staff restricting a person's access to their friends or family.
Authorisation for deprivation of liberty: Staff in the home always try to care for a person in a
way that does not deprive them of their liberty. If they are unable to do this, the registered manager (the
managing authority) is responsible for applying for an authorisation for the deprivation of liberty. The
managing authority should do this either when someone is about to be admitted, or when they are already
in the care home. It is unlawful to carry out an action that will deprive someone of their liberty, without
an authorisation for this action being in place.
Once it receives an application for a standard authorisation, the supervisory body (Local Authority /
Adult Social Care) must arrange for an assessment to take place within 21 days, to establish whether the
qualifying requirements for an authorisation are met for that particular person.
Who can speak for a person being deprived of their liberty?: Everyone who is subject to an
authorised deprivation of liberty must have a 'relevant person's representative'. The representative is
appointed by the supervisory body authorising the deprivation. Often it will be a family member or friend,
or other carer, and they would normally have been involved in the assessment. The representative can gain
access to documents about the decision and ask for a review of the decision, and should be informed if
anything changes. The assessment on which the authorisation is based can remain valid for max 12 months.

Diabetes
Diabetes mellitus is a chronic disabling disorder which is
increasing in prevalence. To enhance diabetes care for its service
users, this organisation acknowledges the importance of its staff
co-operating with the health professionals delivering the diabetic
service.
The wellbeing and quality of life sustained by the service user will
be enhanced by well-planned, comprehensive care and support of
staff. Some of our service users have lived with diabetes for many
years and it is important that their views and the way they manage
their diabetes is incorporated, wherever possible into their diabetic
care plan.
Regular liaising with multi-disciplinary team such as the
community diabetes team is important for staff to ensure they are
up to date with the treatment being given, the assessed risk of
hypoglycaemia and other complications for each service user.
The Diabetes specialist nurse can provide advice and support, to
both the service user and staff.
Other community-based healthcare professionals, e.g. dietician,
podiatrist, and pharmacist, can provide important contributions to
optimising diabetes care.
Prevention: We encourage and support out residents to have
regular check-ups with their GP or attend outpatient
appointments and follow the advice given to them in relation to
healthy living including tailored physical activity, weight
management and dietary advice to help in preventing the onset of
diabetes, in people who are at high risk.
We assess all new residents on admission for the risk of diabetes
and review monthly thereafter. Blood sugar levels are checked
by the nursing staff. Our diabetes management plan is
comprehensive and represented in the diagram.
Care and Support plan: Within their main care or support plan
each service user will have an individualised diabetes care or
support plan.
The agreed objectives summarised in the diabetes care plan will
include; diet, foot care, eye care, wellbeing review arrangements,
medication and the need for regular medication review. The
service user is encouraged to be fully involved in this care plan.
For those service users assessed as lacking the capacity to make a
decision a best interest decision will be made concerning the
management of medication and the diabetes following the Mental
Capacity Act 2005 Code of practice
Diet and Nutrition: Diet plays an important part in controlling
diabetes. All service users will have a menu and diet plan in place
from the diabetic nurse. Staff involved in preparing food will work
with the service user and follow this plan. The service user’s choice
and preferences will always be taken into consideration in the
preparation of agreed diets. If the service user continually refuses
and chooses other foods the worker must record and report
immediately to their supervisor or manager who may need to
contact other professionals for guidance.

Dignity, Respect and Privacy
One of our main aims is to ensure that every individual living in our home and uses
our services is able to do so with dignity, respect and in privacy.
This organisation is committed to the delivery of a quality service that maintains the privacy, dignity and
respect of residents at all times. As some tasks that are undertaken by the staff are of a very personal
and sensitive nature, it is imperative that boundaries are in place to protect the privacy, dignity and
respect of the resident in these circumstances.

This home believes that the ability to live with dignity and respect is a basic human right and one
that should be available to every service user living in a residential care.
Dignity can be defined as being able to live your life in such a way as to be worthy of esteem and
respect and self-respect.
Privacy can be defined as the right to be alone or undisturbed and to be free from unwarranted
intrusion or public attention.
The privacy, dignity, independence and human rights of people
who use our services will be supported by ensuring that:
the environment supports their privacy and dignity,
particularly in the way their intimate care, treatment and
support needs are met
clear procedures are in place which are followed in practice,
monitored and reviewed, that ensure staff understand the
concepts of privacy, dignity, independence and human rights
and how they should be applied to the people who use the
service
the confidentiality of service users is respected and protected at all times
staff actively listen to service users, their families and representatives, involving them and including
them in decision-making wherever possible
staff actively listen to service users, their families and representatives, involving them and including
them in decision-making wherever possible
staff cooperate with independent advocacy services wherever a person who uses our services uses one

The Dignity Do’s
High quality services that respect people’s dignity do:
1
2
3
4

Have a zero tolerance of all forms of abuse
Support people with the same respect you would want for
yourself or your family
Treat each person as an individual by offering a
personalised service.
Enable people to maintain the maximum level of
independence, choice and control.

5

Listen and support people to express their needs and wants

6

Respect people’s right to privacy.

7

Ensure people feel able to complain without fear of
retribution.

8

Engage with family members and carers as care partners

9

Assist people to maintain confidence and a positive selfesteem

10

Act to alleviate people’s loneliness and isolation.

staff recognise, respect and value the diversity and human rights of people who use our services,
including the person’s social and cultural diversity, values and beliefs that may influence their decisions
and how they want to receive care, treatment and support
staff have access to appropriate training.
Staff in this home have a duty to:
Involve service users in their own care wherever possible, consulting them, providing adequate
information to enable them to make informed decisions and respecting their decisions wherever
appropriate.
Respect service users’ privacy and dignity at all times, especially when performing personal care tasks,
and treat service users with sensitivity, respect and thoughtfulness.
Knock before entering a service user's room and always address service users by the title or name that
they prefer.
Keep information about service users confidential and never discuss private or personal issues with a
service user in public or gossip about service users.
Rights of Service Users
a) The Home understands that it is the legal and moral responsibility of anybody working in the home
to respect the rights of individual service users at all times.
b) The home understands that all service users at the home have, among others, the following rights.
 Right to dignity and respect.
 Protection from abuse or maltreatment.
 Right to choose how they want to be addressed.
 To be treated as an individual.
 To have access to a range of statutory and specialist services.
 To choose what they want to eat or drink and where they want to eat or drink it.
 To have access to an advocate if they are unable to express themselves.
 To privacy in their own room.
 To have any changes in their living arrangements discussed with them and agreed first.
 To be able to suggest improvements / changes within reason
 To have visitors of their own choice.
 To have a clear and fair residency agreement.
 To register and vote in elections.
 To manage their own money.
 To mix with the local community.
 To choose their own GP and dentist.
 To be independent without unnecessary or unjust restriction on movement.
 To choose to take risks that they consider acceptable provided that appropriate and adequate
information has been provided
 To have their cultural and religious views, beliefs and needs respected.
Autonomy
The Home believes that every resident has the right to freedom and choice over how they wish to live their
lives and, furthermore, believes that they should be enabled to live with as much independence as is
possible.
The home understands autonomy to be the freedom to choose and the right to live an independent life. It
understands autonomy to cover basic choices such as the following:
 Choice of how a resident wishes to be addressed.
 Choice of times of going to bed and getting up.
 Choice of menu.
 Choice of use of time (i.e. of recreational activities).
 Choice in relation to furnishing a bedroom.
 Choice of who to associate with.
 Freedom to manage their own finances.
 Freedom to keep their own keys to their room.
 Freedom to self-administer their own medication.

No

Research indicates that there are eight main factors that promote dignity in
care. Each of these Dignity Factors contributes to a person's sense of self
respect, and they should all be present in care.
1

2

Choice and Enabling people to make choices about the way they
control live and the care they receive.

Speaking to people respectfully and listening to

Communication what they have to say; ensuring clear dialogue

between workers and services.
3

Eating and Providing a choice of nutritious, appetising meals,
nutritional care that meet the needs and choices of individuals, and

support with eating where needed.

4

Ensuring that people living with pain have the right

Pain management help and medication to reduce suffering and

improve their quality of life.
5

6

7

Personal hygiene Enabling people to maintain their usual standards

of personal hygiene.

Practical Enabling people to maintain their independence by
assistance providing ‘that little bit of help’.

Respecting people’s personal space, privacy in

Privacy personal care and confidentiality of personal

information.
8

Social inclusion Supporting people to keep in contact with family

and friends, and to participate in social activities.

Disability Discrimination
The aim of this home is to promote equal treatment for all
employees and residents irrespective of race, sexual orientation,
nationality, ethnic origin, religion, belief, disability, age, gender
reassignment or marital status. This is managed in compliance
with equal opportunities legislation and accepted codes of good
practice. We aim to ensure that no job applicant, staff member,
volunteer, organisation or individual we provide services to will
be discriminated against by us.
This organisation fully complies with the Disability
Discrimination Act 1995 and understands disability discrimination
to refer to the treatment of one person more or less favourably
than another on the grounds of disability. The organisation
understands that such discrimination may be direct or indirect.
Direct discrimination is deliberate. Discrimination is indirect,
brought about when an unnecessary condition or requirement is
imposed, whether intentionally or inadvertently.

In this home:
Discrimination on the grounds of disability will be neither
practised nor tolerated
All employees, of whatever grade or role, are expected to
abide by and adhere to the general principle of equal
opportunities, and to respect the culture, religion, privacy and
dignity of others at all times
The organisation is committed to challenging any form of
disability discrimination it encounters
Employees or residents with questions or concerns about any
type of discrimination in the organisation are encouraged to
bring these issues to the attention of the registered person of
the organisation
Any breach of this policy should be reported to the registered
person, to a line manager or to a senior responsible member
of organisation staff; breaches will be dealt with through the
organisation’s disciplinary procedures.

DNACPR (Do Not Attempt Cardiopulmonary Resuscitation)
DNACPR is implemented in the contexts of the care of terminally
ill people, their palliative care, symptom and pain control, and
in cases of sudden collapse and medical emergencies.
As a home, we confirm with our residents and / or their
responsible person that they are aware that a DNACPR is in
place and have had opportunity to discuss their views. This is an
integral part of respecting an individual’s dignity.
This home works on the basis that everyone has the right to
make choices and decisions about their treatment in the event of
their needing to be resuscitated, and that these wishes should be
respected if the situation arises.
As far as possible people’s wishes should be ascertained and
recorded as ‘advance decisions’ (a term used in relation to the
Mental Capacity Act 2005) on their service plan, taking into
account that this process will require sensitive and careful
handling.
The person’s capacity to take an advanced decision for her or
himself regarding their possible resuscitation also requires
consideration. For example, if there is any doubt about the validity
of an advanced decision then it would be incumbent to attempt
resuscitation or to seek medical help to do so.
This organisation attempts to elicit from all of its residents, in
relation to its contractual obligations to them and their care
planning, whether:
a) They have made an advance decision regarding their
treatment, and if so whether this decision has been lodged
with their medical practitioner
b) They might wish to make such a decision.
An ‘advance decision communicates the sort of treatment a person
wants for different levels of illness, such as a critical or terminal
illness, permanent unconsciousness or dementia in the event of
their losing the capacity to communicate their wishes at the time.
As a document an advance decision might include a number of
specific advance decisions, of which being either for or against
resuscitation might be included.

Duty of Candour
Candour is defined by Robert Francis as: 'The volunteering of all
relevant information to persons who have or may have been
harmed by the provision of services, whether or not the
information has been requested and whether or not a complaint or
a report about that provision has been made’.
Candour means the quality of being open and honest. Candour
can only work when it is part of a wider commitment to safety,
listening and learning, with an organisational commitment to
continual improvement. Care and treatment is not risk free and
evidence heard at the Dalton review confirmed what was already
known.
When things go wrong in health or care settings, families want
to know three things:
To be told honestly what happened;
What can be done to deal with any harm caused;
To know what will be done to prevent a recurrence to
someone else.
The objectives of Duty of Candour is to evidence that a robust risk management system is in place which
reflects the following:
A resident has a right to expect openness from their healthcare provider.
The home will learn from mistakes with full transparency and openness.
A proactive approach to resident safety with the onus on risk management systems and processes
identifying incidents which require review and learning.
Working in partnership with all stakeholders
Staff do not intend to cause harm but unfortunately incidents do occur. When mistakes happen,
residents / relatives / others involved, as appropriate, should receive an apology and explanation as
soon as possible. Saying sorry is not an admission of liability and staff should feel able to apologise
at the earliest opportunity.
The home’s incident and accident reporting procedure is followed to ensure that appropriate support
is offered to the resident / families / others involved, as appropriate, where a resident safety incident
has occurred.
The obligations and challenges of candour serve to remind us that for all its technological and forensic
advances health and social care are still a deeply human activity.
The commitment to candour is about values, rooted in the genuine engagement of staff, building
on their own professional duties and personal commitment to residents.
Apology: a meaningful and sincere expression of sorrow or regret for any suspected harm caused.
The guidance on making an apology sets out that saying sorry is not an admission of liability.
Brief Summary of the Stages in the Duty of Candour Process
Requirement under Duty of Candour

Responsible Person

Timeframe

For incidents where moderate or serious harm or death has
occurred, the relevant person must be informed.
As soon as possible
Initial notification of incident must be verbal (face-to-face, where
possible) unless the relevant person declines notification or cannot The registered manager / after the incident
deputy manager
has been detected
be contacted in person. Sincere expression of regret or sorrow must
and reported but
be provided verbally. This must be recorded in the notes.
always within 10
Step-by-step explanation of the known facts must be offered to the
working days of the
relevant person.
incident
Written notification to the relevant person. The written notification All letters are approved
should outline the facts discussed at the notification meeting and
by the Registered
include a sincere expression of regret or sorrow.
Manager

All follow-up letters to
Maintain full written documentation of any meetings. If meetings residents/ relatives to be
are offered but declined this must be recorded approved for release by
the Registered Manager

Share incident investigation report
(including action plans) with an accompanying letter.

E

As soon as reasonably
practicable but always
Investigating person.
within 25 working
Letter approved by
days of report being
Registered Manager
signed off as
complete.

End of Life Care (EoLC)
As a home we seek to adhere to the following statements, and
through assessment and planning provide effective and caring end
of life care for our residents. We work closely with outside
professionals such as cancer care nurses, Macmillan nurses, and
the GP to ensure the best possible outcome for the individual.
The following list of statements reflects the 5 Priorities of care as
per the NICE (National Institute for Health and Care Excellence)
guidelines:

Statement 1: People approaching the end of life are identified in a timely way.
Statement 2: People approaching the end of life, and their families and carers, are communicated with,
and offered information, in an accessible and sensitive way in response to their needs and
preferences.
Statement 3: People approaching the end of life are offered comprehensive holistic assessments in
response to their changing needs and preferences, with the opportunity to discuss, develop
and review a personalised care plan for current and future support and treatment.
Statement 4: People approaching the end of life have their physical and specific psychological needs
safely, effectively and appropriately met at any time of day or night, including access to
medicines and equipment.
Statement 5: People approaching the end of life are offered timely personalised support for their social,
practical and emotional needs, which is appropriate to their preferences and maximises
independence and social participation for as long as possible.
Statement 6: People approaching the end of life are offered spiritual and religious support appropriate to
their needs and preferences.
Statement 7: Families and carers of people approaching the end of life are offered comprehensive holistic
assessments in response to their changing needs and preferences, and holistic support
appropriate to their current needs and preferences.
Statement 8: People approaching the end of life receive consistent care that is coordinated effectively
across all relevant settings and services at any time of day or night, and delivered by
practitioners who are aware of the person's current medical condition, care plan and
preferences.
Statement 9: People approaching the end of life who experience a crisis at any time of day or night
receive prompt, safe and effective urgent care appropriate to their needs and preferences.
Statement 10: People approaching the end of life who may benefit from specialist palliative care are
offered this care in a timely way appropriate to their needs and preferences, at any time of
day or night.
Statement 11: People in the last days of life are identified in a timely way and have their care coordinated
and delivered in accordance with their personalised care plan, including rapid access to
holistic support, equipment and administration of medication.

Statement 12: The body of a person who has died is cared for in a culturally sensitive and dignified
manner.
Statement 13: Families and carers of people who have died receive timely verification and certification
of the death.
Statement 14: People closely affected by a death are communicated with in a sensitive way and are
offered immediate and ongoing bereavement, emotional and spiritual support appropriate
to their needs and preferences.
Statement 15: Health and social care workers have the knowledge, skills and attitudes necessary to be
competent to provide high-quality care and support for people approaching the end of life
and for their families and carers.
Statement 16: Generalist and specialist services providing care for people approaching the end of life
and their families and carers have a multidisciplinary workforce sufficient in both number
and in the mix of skills to provide high-quality care and support.

Equal Opportunities
This home is committed to achieving environment that provides
equality of opportunity and freedom from discrimination on the
grounds of race, religion and belief, sex, sexual orientation, age,
disability, marriage and civil partnership, pregnancy and
maternity, gender reassignment. The organisation is also
committed to building a workforce that is diverse and reflects the
community around us.
The aim of the home is to create a culture of inclusion and to
ensure that our residents live in an environment where the
diversity of people is celebrated and respected and where they
are free from discrimination and prejudice
The service promotes equal treatment for all employees and service users irrespective of race, colour,
sexual orientation, nationality, ethnic origin, religion, political belief, disability, age, gender, or
marital status, and that this is managed in compliance with equal opportunities legislation and
accepted codes of a good home. We aim to ensure that no job applicant, staff member, volunteer,
organisation or individual we provide services to will be discriminated by us. The home is an equal
opportunities employer both: by intend and by practice.
In this respect care home service users have the right to expect that staff in the home will treat them fairly,
equally, with respect and as an individual regardless of race, ethnic background, language, culture, faith,
gender, age, sexual orientation or disability, and that they will be free from discrimination and harassment
at all times. Prospective service users also need to be reassured that a home will not discriminate against
them, for example refusing them a place in the home because of their race.
At the same time all staff must be also treated fairly and equally by residents and visitors regardless
of colour, ethnic origin, age, gender, etc..
This home believes that failing to treat people equally can result in loss of dignity, respect, self-esteem and
self-worth and ability to make choices, and can lead to the establishment of a culture where prejudice,
discrimination, harassment, favouritism, bigotry and abuse can flourish and be excused. The home makes
it clear that it finds entirely unacceptable any form of racist or similar discriminatory behaviour from any
source and will take a zero-tolerance approach to any such behaviour on the part of its staff or volunteers
or other users of the home.
Discrimination usually takes the form of exclusion of some form or another and this home believes, quite
simply, that it is wrong for people to be singled out for different treatment, merely because of their personal
characteristics or beliefs.
We understand discrimination to mean the protected characteristics defined within The Equality Act 2010
these are:
Protected Characteristics

Age
Disability
Progressive conditions considered to be a disability
Gender Reassignment
Marriage and Civil Partnership
Pregnancy and Maternity
Race
Religion and Belief
Sex (formerly gender)
Sexual Orientation
Staff in this home have a duty to:
Treat all residents fairly, equally and to a high standard.
Relate to all residents, and to one another, on the basis of equality and respect for diversity and for
individual differences.
Develop an attitude of self-awareness to ensure any form of discriminatory behaviour, such as
inappropriate jokes or offensive or abusive language, does not occur.

Equality and Diversity
The Equality Act 2010 provides Britain with a new discrimination
law, which protects individual from unfair treatment and
promotes a fair and equal society.
Types of Discrimination
1. Direct Discrimination: Direct discrimination occurs when
someone is treated less favourably than another person because
of a “Protected Characteristic”.
2. Discrimination by Association: Already applies to age, race,
religion or belief and sexual orientation, now extended to
cover disability, gender reassignment and sex. This is direct
discrimination against an individual
3. Perception Discrimination: Already applies to age, race, religion or belief and sexual orientation,
now extended to cover disability, gender reassignment and sex. This is direct discrimination
4. Indirect Discrimination: Already applies to age, race, religion or belief, sex, sexual orientation and
civil partnership, now extended to cover disability and gender reassignment. Indirect discrimination
can occur when you have a condition, rule, policy or even a practice in your organisation that applies
to everyone but particularly disadvantages people who share a “Protected Characteristic”.
5. Harassment: Harassment is “unwanted conduct related to a relevant “Protected Characteristic”, which
has the purpose or effect of violating an individual’s dignity or creating an intimidating, hostile,
degrading, humiliating or offensive environment for that individual.” Harassment applies to all
“Protected Characteristics” except for pregnancy and maternity, and marriage and civil partnership.
6. Third Party Harassment Already applies to gender, now extended to cover age, disability, gender
reassignment, race, religion or belief and sexual orientation. The Equality Act makes you potentially
liable for harassment of your employees by people (third parties) who are not employees of your
organisation, such as customers or clients.
7. Victimisation: Victimisation occurs when an employee is treated badly because they have made or
supported a complaint; or raised a grievance under the Equality Act; or because they are suspected or
doing so.
8. Pregnancy and Maternity: The “Protected Characteristics” are the same as under the old Sex
Discrimination Act 1975. Women who are pregnant are protected against unfair workplace practices
because of their pregnancy.
In this home staff and management have zero tolerance to discrimination and unfair treatment.

F

Falls Prevention
The human body is essentially unstable; a vertical column on a
narrow base. To be able to remain standing upright involves a
complex neuromuscular mechanism involving the eyes, the
balance centres in the brain, the associated balance mechanism in
the inner ear and the sensory receptors in the soles of our feet.
These all send signals to the brain from where return signals are
sent to the muscles and the joints to make the necessary
adjustments required for balance. Adjustments are being
continually made by the brain to maintain the body’s balance. Any
interruption in this process for whatever reason or cause may
result in the body losing its vertical capability and falling.
This home has identified the importance of staff being aware of
the varying causes of falls and supporting residents by giving
information, carrying out risk assessments and working with
outside professionals to reduce the number of falls. This reflects
the NICE (National Institute for Health and Care Excellence)
guidelines.

At assessment, planning, reviews and in the day to day work with our residents we monitor the following
aspects of the individuals care and support which may lead to them tripping or falling
The number of falls that they have had since the last assessment or in the last month
Uneven floor or ground surface.
Inappropriate footwear: Footwear that is borrowed, the wrong size (too big too small), too tight/loose,
the heels being too high making the wearer unsteady.
Visual impairment: This can be as a result of poor or failing eye-sight, insufficient or inadequate
lighting or the presence of smoke.
Medical conditions. Individuals suffering from conditions that;
Affect balance, such as Parkinson’s disease, arthritis, multiple sclerosis and stroke.
Cause sudden drops in blood pressure, like postural hypotension. Cause insomnia or incontinence
which means you are frequently getting in and out of bed at night thus increasing the risk of falling.
Cause confusion and other physical disabilities such as Alzheimer’s disease or other forms of
dementia
Non-ambulant people or those with little mobility. Joints and muscles become stiff and this makes
standing and walking difficult and painful
Mental illness: For example, individuals suffering from psychiatric or physical conditions which
cause delusions or the presence of the visual cliff effect. Depression has also been identified as being
a cause of people falling.
Mobility aids: These can cause people to fall if they are not the correct type or height and if used
inappropriately can be a hazard.
Poly pharmacy: Older adults are often prescribed many different drugs for different medical
conditions. However sometimes this mix of medication can cause an older person to become confused,
depressed, and drowsy or at times giddy leading to an increased risk of falls. Medications such as
laxatives, diuretics, anti-depressants or sedatives, can contribute to falls.
Hazards. This can include obstacles left in walkways, rugs, ill-fitting carpets, trailing wires, wet or
slippery surfaces, uneven surfaces, unfamiliar environments,
Poor lighting prevents obstacles being seen and creates shadows.

Falls and Injury Prevention strategies
If the care or support needs assessment identifies that the individual is at any risk of falling a falls risk
assessment will be carried out immediately prior to or when the service commences. The appropriate
professional will also be contacted e.g. falls risk advisor, occupational therapist if there are changes in the
resident’s health or they begin to fall a falls risk assessment will then be carried out.
From the assessment and the outside professional advice any or all the following may be put in place:
Shock absorbent pads
Adjustable beds / recliner chairs / appropriate seating
Exercise and activity
Calcium and vitamin D supplements
Changing the medication regime
Improved Vision
Footwear
Foot care
Walking Aids
The Environment. The resident should be encouraged to keep their room free from potentially
unsafe conditions. Good housekeeping is essential and staff must be vigilant and put equipment
away so as not to create a hazard.
Physical Intervention. For example, cot sides must be fully risk assessed and discussed with the
relevant professional before being used or implemented.
People who lack capacity will need a plan that is clear to staff in how they support them and prevent
falls but does not deprive them of their liberties. A DoLS (Deprivation of Liberty Safeguards)
authorisation should be obtained if necessary.
Effective staff training is important
Incontinence management. People often fall when rushing to the toilet for fear of incontinence.
Postural Hypertension management. Postural hypotension is a medical condition where blood
pressure falls rapidly after the body changes position most commonly occurring after standing up after
sitting for long periods of time.
Personal items should be kept in easy reach or accessible to the individual such as glasses, call bell
A multi-disciplinary team approach is required for an effective outcome to all the above.
Falls from height, for example window. All windows in the home are fitted with restrictors to
prevent falls
Our staff are trained in falls prevention and are regularly updated on new guidance

Fire Emergency and Fire Safety Management
The aim of this home is to ensure the safety of service users, staff,
visitors and other users of the premises by ensuring that effective
fire safety policies and procedures are in place, including policies
and procedures covering the safe evacuation of the premises,
whereby all efforts and equipment are concentrated on prevention.
The home understands the relevant law in this area to include the
Health & Safety at Work Act 1974 and the Regulatory Reform
(Fire Safety) Order 2005 which places a statutory duty on the
owners of premises to:
 carry out a fire risk assessment of the home
 identify the significant findings of the risk assessment and
the details of anyone who might be especially at risk in case
of fire, and ensure where practicable those risks are reduced
and if possible eliminates
 provide and maintain such fire precautions as are necessary
to safeguard those who are at the home
 provide information, instruction and training to employees
about the fire precautions in the workplace.

Staff are trained to prevent or limit the risk of fire, recognise
and neutralise potential fire hazards, and know how to respond
to an emergency individually and collectively by actions and
communications.
The home has a good management of fire safety to ensure that fires
are unlikely to occur; that if they do occur they are likely to be
controlled or contained quickly, effectively and safely; or that, if
a fire does occur and grow, staff are able to ensure that everyone
in the premises is able to escape to safety easily and quickly, or
remain in safety.
In this home a lot of effort and money were invested in fire outbreak prevention and limitation. A few
of the measures taken are: A new latest technology wireless fire alarm system was purchased and
commissioned. The new fire alarm system is ‘addressable’ and can identify the exact location of smoke
and make it possible staff to put out the smoke before it escalates into fire in a couple of minutes. The
new fire alarm system is connected to a local call monitoring centre which means that in case of smoke,
fire or even fault the system automatically dials to the local call centre who will call the fire services,
and therefore staff does not necessarily need to call the 999. New fire-resistant doors have been
purchased that can hold fire at least 60 minutes, fitted with intumescent strips to prevent smoke coming
through the doors; the doors were also fitted with fire resistant stainless-steel hinges and door handles;
door closures were replaced as per latest guidance; new firefighting equipment was purchased and old
one replaced. The Fire Alarm System is regularly checked and serviced.
This home has robust, well-kept and regularly reviewed procedures to avoid fires occurring, to maintain
the fire safety systems installed in the premises, to keep escape routes usable, to keep staff up to date and
well trained, and have emergency plans in place so that everyone (and in particular the staff, since they
will have a critical role) know how to respond to a fire in the home.
A risk assessment has been carried out to ensure that fire safety procedures, fire prevention measures, and
fire precautions (plans, systems and equipment) are all in place and working properly, and any issues
identified in the risk assessment have been addressed.
Some residents in care homes may be confined to bed and subject to a range of procedures e.g. they may
be catheterised, they may be receiving oxygen therapy, or they may be in receipt of automatic dosed
medication. In such circumstances the attachment to medical equipment means that rapid evacuation may
not be achieved within the required timescales. In such circumstances their bedroom is likely to be the
most appropriate place of safety as part of delayed evacuation strategy.
In this home the evacuation strategy is a combination of single stage, phased horizontal and delayed
evacuation. Individual service users are assessed and based on their medical condition, physical and
mental abilities, a specific strategy is assigned. These are reviewed at least on a monthly basis.
All staff are familiar with the building plans of the home, as well as the position of the fire-fighting
equipment, fire alarm call points and evacuation equipment such as evacuation chairs and sledges. All
doors, not just the doors to the protected / secure areas, in the home have been replaced with fire resistant
doors that will hold the fire for at least 60 minutes. Building plans in hard copies are also available in
the foyer area, corridors and residents' rooms (on the back of the door). All regular visitors should
make themselves familiar with the building plans and rutes of escape.






UNDER NO CIRCUMSTANCES USE THE LIFT OR STAIR LIFT
UNDER NO CIRCUMSTANCES STOP TO COLLECT OR ALLOW ANYBODY ELSE TO STOP TO COLLECT
PERSONAL BELONGINGS
UNDER NO CIRCUMSTANCE ANY PERSON SHOULD RE – ENTER THE BUILDING IN CASE OF FIRE UNLESS
DEEMED SAFE BY THE FIRE OFFICER
UNDER NO CIRCUMSTANCES PUT YOURSELF OR ANYBODY ELSE IN DANGER

Food Safety and Hygiene

This home believes that, where care provided to residents includes
the cooking, storing, preparing or serving food, then all staff has
a duty to ensure that all residents are protected from food-related
illness through the adoption of high standards of food hygiene and
preparation.
The home has had the highest rating of five stars (5*****) in
Food Hygiene and Safety for a number of years.
This home believes that the effective management of food safety
relies heavily on having effective operational policies for the
safe preparation, storage and handling of food. This home has
not had outbreak due to unsafe handling of food for over 10
years.
Therefore, all residents and visitors must wash their hands after
using toilet facilities.
When visitors bring food and / or drink to the home for their
loved one, they must ensure that they:
Inform the nurse in charge who will assess how the food
should be stored safely (for example if the food requires
to be kept in a fridge). And take an appropriate action.
Ensure that the residents are at no risk of harm by eating
out of date or inappropriately stored food
Do not just leave any food in the resident’s room without
informing anybody

G

Gifts and Legacies
This home has a set of values, principles and policies
underpinning this home’s approach to the giving of gifts to staff
by residents or their relatives. It also aims to set out the
organisation’s policy on legacies.
It is not uncommon for residents who have developed, sometimes
long and close, relationships to individual staff to offer gifts or
gratuities, or to seek to include a member of staff in their will.
Such activities can, however, lead to accusations of coercion,
exploitation and fraud. It is vitally important to this organisation
that its staff, at all times, uphold the highest standards, always
acting in an honest manner and keeping in mind the best interests
of residents. Therefore, in this home:
Residents and / or their families should never attempt to give
personal gifts to a member of staff
Staff should never, under any circumstances, accept
valuables belonging to a resident, or monetary gifts
Residents and / or their families must first discuss any intend
to give a personal gift to a member of staff with the manager
or deputy manager

Residents and / or their families must not ask a member of
staff to become involved with the making of residents’ wills
or with soliciting any form of bequest or legacy from a
resident; they should never agree to act as a witness or
executor of a resident’s will or become involved in any way
with any other legal document. If a resident does need help
with making a will, or requests help from staff, then the
resident will be referred to an impartial or independent source
of legal advice, such as the local citizens advice bureau or
local law society which will hold lists of local solicitors
Failure by staff to declare a gift, involvement in a will or
attempts to solicit money or items through a resident’s will or
legacy will be considered a disciplinary offence

H

Handling of Residents’ Money
This home has a set of values, principles and policies
underpinning this home’s approach to residents who require help
with the use of their money or finances as part of their care. Any
help provided in respect of residents’ money is based on a sound,
open, honest and transparent basis, with the highest standards of
probity followed at all times.
The home follows the general rule that residents with capacity
should retain control over their money; the organisation views
this as a right of residents, and a means for them to retain their
independence and the ability to choose how they live their lives.
The organisation also accepts that some of its residents might ask
staff from time to time to handle money on their behalf, for
example in buying an item from a shop. It also accepts that some
residents might lack the mental capacity to manage their own
money and require some help from staff with their financial
arrangements. These situations could place residents at risk from
abuse and exploitation from dishonest employees. They also make
honest staff vulnerable to misunderstandings and allegations of
misuse, which can threaten their sense of probity and integrity.

All residents have available to them a lockable safe in their rooms, where they can keep any form of money
such as cash, credit cards, cheque books, etc. save.
Residents are encouraged to keep their money in a safe in their room for security where they can
access it at any time
Staff does not accept any money for purchases on behalf of the resident!!
When purchases are made for the resident, staff will obtain money from the home’s petty cash
and the receipt must be kept, the resident will be invoiced later on to compensate the money
for the company
Staff employed by this home inevitably work with vulnerable people where trust is fundamental to the
relationship. Any potential breach of that trust is considered a very serious matter and any allegations or
complaints relating to financial irregularities, the mishandling of residents’ money or financial affairs,
dishonesty, theft or fraud are investigated thoroughly.
All substantiated cases of dishonesty, theft or fraud are treated as gross misconduct and the staff members
involved will be subject to summary dismissal and possibly criminal proceedings.

Handling of money for Residents’ who Lack Capacity
This home has considered the implications of the Mental Capacity
Act 2005 in respect of any of its residents who might lack
capacity to take decisions over their financial transactions and
affairs. Some residents might already have handed over powers of
attorney to others to act on their behalf and to manage their
financial affairs. Other residents whose capacity can be
questioned might still retain control over their financial
transactions. They might then seek to involve their care and
support staff in the taking of the decisions as well. It is this
second group who present particular issues for the home and its
staff. Other people such as family members may or may not be
involved in the decision taking, so care staff will have to
determine their position in relation to them as well.
There are occasions when a resident, whose capacity is in doubt, involves a member of staff and others
in a financial decision. For example, the person might ask the worker to help withdraw a large amount
of money from their account and to spend it on some item that seems to be unsuitable. Workers must be
very careful how they respond. They should always report the issue and seek management advice on how
to proceed.
The home ensures that any person lacking capacity to take the decision has a plan to secure their best
interests in these matters. The plan should offer as much independence and choice as the person is able to
make. The home will follow the agreed decision-maker’s instructions and discharge any agreed plan to the
best of its ability as long as the decision is in the person’s best interests.
In taking these actions the home tries to act fully in accordance with the Mental Capacity Act 2005 which
states that individuals must be regarded as capable to take a decision unless it is proved otherwise.
This organisation ensures that it keeps secure written records of all financial transactions in which
staff have some part to play. Even if the worker is only indirectly involved, e.g. in acting as an escort,
it insists that the situation is fully recorded. It also ensures that appropriate records and receipts are
kept whenever staff spend any money on behalf of residents who lack capacity. The service supports
and helps residents who have difficulties dealing with their finances or with money, regardless of
whether they have capacity or not, to manage their finances as effectively as possible and in their best
interests.

Handover (continuing of care)
The purpose of a shift handover is to ensure the continuity of
care people receive by the passing on of essential information
and the professional transfer of responsibility and accountability
at the changeover of support or care workers from one shift to
the next. People receiving support are vulnerable to gaps in care
that result from a breakdown in communication and failures in
the transfer of accountability between workers. Shift handover is
an important process carried out within safeguarding and
person-centred planning frameworks to ensure the safety and
wellbeing of residents, workers and others. Shift handover
reduces the chance of adverse events, reportable incidents, and
legal claims of negligence.

Health and Safety (H & S)
This home is engaged in the provision of quality care and support
to individuals, and recognises its responsibility to ensure that all
reasonable precautions are taken to provide and maintain safe
environment, and is compliant with all statutory requirements and
Codes of Practice.
In this home so far as is reasonably practicable, the following
apply:
Risk assessments are carried out as part of Residents’
Assessment of Need, Care Plan and then reviewed regularly.
Implement reasonable and appropriate risk management measures to reduce any identified risks or
hazards to an acceptable level
Communicate agreed risk management measures to all necessary persons and staff involved and
ensure regular monitoring of risk levels
Provide and maintain equipment such that it is safe and appropriate to use
Provide any relevant and appropriate protective equipment or clothing required by staff to perform
their role safely
Arrange for the safe and healthy use, handling, storage and transport of articles and substances
Provide the information, instruction, training and supervision required to ensure the health and safety
of all involved
Provide a safe means of access to and exit from the home
Maintain a working environment that is safe, healthy and equipped with adequate facilities and
arrangements for welfare
Conduct, record and implement the findings from regular risk assessments performed in accordance
with regulation
In the event of any accident or incident (such as a near miss) involving injury to anybody, make a full
investigation and to comply with statutory requirements relating to the reporting of such incidents
Has an appointed Facilities and Emergency Manager.

I
Ill Treatment and Wilful Neglect
The definition of ‘wilful’ amounts to intentional, reckless or
reflects a ‘couldn’t care less attitude’; Ill treatment or wilful
neglect are the conscious or intentional failure to perform a duty
of care due to negligence.
A man “wilfully” fails to provide an adequate care, treatment and
support, deliberately does so, knowing that there is some risk that
the person’s health may suffer unless he receives such attention
or does so because he does not care.
There is no liability if a person who has genuinely failed to
appreciate that, for example, the other person needed medical
care, through for example personal inadequacy, is not guilty of the
offence of wilful ill-treatment/neglect. The offence of wilful
neglect is a conduct offence and the health care worker can be
found guilty even if the intentional negligence did not cause any
harm.

As part of the Criminal Justice and Courts Act 2015, two new criminal offences have been introduced into
the Health and Social Care legislative framework. These offences cover both staff and the organisation
itself, with senior managers being made accountable in a way not seen before in the adult sector.
Please note: A higher standard of proof is required in criminal proceedings (“beyond reasonable doubt”)
than in disciplinary or regulatory proceedings (where the test is the balance of probabilities) and so early
contact with the police may assist in obtaining and securing evidence, witness statements, and assist with
ensuring forensic evidence is not lost or contaminated.

Independence, Choice and Positive Approach to Risk
supporting, respecting and involving service users through decision – making process
for delivering person – centred outcomes by positive approach to risk
“The governing principle behind good approaches to risk is that
people have the right to live their lives to the full as long as that
does not stop others from doing the same.” (Independence,
choice and risk: a guide to best practice in supported decision
making – DH, May 2007.)
This home strives to improve the life choices and quality of life of
all adults to whom it provides support and services. It recognises
that, for the majority of people, people make decisions affecting
their lives on a daily basis. It is important that individuals are
supported in making their own decisions and deciding for
themselves how support and services should be organised to meet
their needs. It is also crucial that those people lacking the capacity
are supported as reasonably as possible to make certain decisions
for themselves and receive adequate support when decisions are
made in their best interests.
An informed choice means that a person has the information and support to think the choice through and to
understand what the reasonably expected consequences may be of making that choice.

Enabling people to make informed choices does not mean the staff of this home should abdicate its
responsibility to ensure people have a good quality of life. For example, if a person „chooses‟ to stay in
bed all day, every day, the staff have a responsibility to explore what is happening and respond to this
appropriately, working to ensure that the individual fully understands the consequences of their decision.
It is not acceptable to simply accept such a decision at face value if this would put the individual at
significant risk (i.e. develop pressure ulcers), as acts of omission can be considered to be abusive.
Staff duty of care requires everyone to „take reasonable care to avoid acts or omissions which you can
reasonably foresee would be likely to injure your neighbour‟. Within this duty there is a responsibility
to enable people to make informed choices and decisions as well as to take steps to minimise foreseeable
risks, in liaison with the person and others who know and care about them. Where the person supported
can make a decision with or without support, the process of risk assessing is advisory in nature
rather than something which the individual is required to adhere to.
It is important to involve people in decisions even when they do not use speech as their main means of
communication. Person centred planning techniques point us towards many ways of listening to people in
different ways other than relying on what they actually say, using tools such as pictures, Macaton, body
language and supported decision-making agreements, and these should all be utilised if we are to
demonstrate that we have truly attempted to communicate effectively with an individual.
Staff also ensure that the views of others who know and care about the person are invited and taken into
account in any decision-making process, without these taking precedence over the individual’s views and
wishes. Where we are supporting people who have complex communication needs, person centred
approaches are essential to ensure people’s involvement in decisions which affect their lives.
In relation to risk, as with any other decision making, if the person has capacity and has been supported to
consider the potential consequences, both positive and negative, arising from the proposed course of action
and has decided to take the risk, then that is their informed decision.

It is arguable that if the home withdraw services on the basis of
disagreeing with that decision could potentially be seen as acting
abusively. The home taking such action could be subject to severe
scrutiny if the home withdrew or withheld services on the basis
that they disagreed with the person’s informed choice.
An example of this would be if the home unnecessarily and
unreasonably denied a person’s wish to be assisted manually, and
insisted instead on hoisting which was detrimental to a person’s
independence and mobility.
However, the home can reasonably state that it cannot provide service which puts the physical welfare of
carers and / or the person themselves at undue and unacceptable risk. In this instance, it should instead
offer a reasonable alternative.
The key in all of these cases is to work in partnership with the individual to explore all possible
mechanisms for managing the situation and to strive to arrive at a solution which is acceptable to both
parties.
Where an individual’s informed choice may put them at risk of abuse or neglect by another person or
persons, this potential should be discussed with them, and these discussions must be clearly recorded. If
there is a failure to reach an agreed course of action which both parties are happy with, then it may, if
appropriate, action be taken under the safeguarding adults procedures.
A service-led approach to risk management can compromise individual’s rights to make choices and
take risks. Often concerns about minimising and attempting to eliminate risks are in the interests of the
home, but not necessarily in the interests of the person they are attempting to support. The home’s
framework is designed to change the focus of risk management to one where the person is at the centre
of all discussions, is enabled more fully to self-direct their support where able, and is supported in ways
which are clearly in their best interests where they are unable to do so for themselves.

Infection Prevention and Control (IPC)
The aim of the home is to maintain the highest standards of
infection control at all times and ensure that, as far as is
reasonably practicable, our service users live in a clean and
hygienic environment where they are protected, where possible,
from the spread of infection.
Infection Prevention and Control (IPC) is very complex and
some of the issues it covers are:
a) Roles and Responsibilities, IPC Lead (Infection Prevention and Control Lead)
b) Compliance with the Code of Practice on IPC and its 10 Criterions as detailed in the Health and
Social Care Act 2008
c) Monitoring of Infectious Diseases
d) Risk Assessment, Risk Factors and Training and Occupational Health
e) Cleaning and Cleaning Schedules
f) Hand Hygiene
g) PPE (Personal Protective Equipment)
h) Safe Handling and Disposal of Sharps
i) Waste (general, soiled, medical, hazardous), Decontamination, Water, Decontamination, Pests, Pets,
Food Hygiene, Safety and Storage, COSHH
j) Individual and Environments Risk Assessment
k) Visitors and educating them
l) Management of a Resident in Isolation
m) Management of Outbreak and List of Contact Details
n) Procedure in Case of an Outbreak of MRSA
o) Procedure in Case of an Outbreak of Clostridium Difficile (‘C diff’)
p) Procedure for the Management and Dealing with Service Users with AIDS, HIV+ and Hepatitis B
q) Procedure for the Management of Scabies
r) Work Restriction for Staff with Infectious Conditions

PREVENTING INFECTION
There are numerous numbers of infectious diceases, some of which are bacterias that are resistant to treatment by antibiotics
such as MRSA (Meticillin-Resistant Staphylococcus Aureus), C. Deficile (Clostridium difficile) and others. It is our intend to
ensure that residents and staff are protected from various infectious diceases and therefore:
a) Our staff are trained in, and adhere to the Health and Social Care Act 2008, Code of practice on the prevention and
control of infections and releated guidance. However, the prevention of infections require the involvement of all parties
b) Our staff support residents in a few simple preventative procedures
c) We encourage all our residents and visitors to follow few simple preventative steps

1

Use the alchoholic gel available in our
entrance, all residents’ rooms,
bathrooms and lavatories

However, alchoholic
gel is not sufficient in
case of MRSA,

Wash your hand with warm / hot
water and soap

Washing the hands with
hot water and soap is
the best way to prevent
infections, even in the
case of MRSA

2
Before

eating

3
After

4

using the lavatory

Cover your mouth when snizzing or
coughting with a hand, a tissue or a
handcachief

To prevent spreading
germs onto other
people
And after

Visitors should refrain from visiting
the home if have symptoms of cold, flu,
5 diarrhoea or vomiting and delay their
visit until all symptoms are clear

wash your hands
To protect people
who are more
susceptible to illness
and infection

Infection control is a critical element in the running and
management of any residential or nursing care home. Infectious
diseases that can be spread if inadequate controls are in place
include serious infections which, in certain circumstances, can
cause debilitating illness, severe ill health and even death.
Not only do high standards of infection control mean that service
users will be protected from the spread of such infectious diseases
and illnesses but staff will also be protected, thus leading to lower
sickness rates and better continuity of care for service users.
This home complies fully with the Department of Health
‘Essential Steps’ infection control guidance and with The Health
and Social Care Act 2008: Code Of Practice for health And adult
social care on the prevention and control of infections and
related guidance, which applies to adult social care providers

Internet and E-mail (Wi-Fi)

Email and internet usage are an important part of effective communication and information gathering
within the workplace. They can be a fast and reliable method of communicating both internally and with
outside bodies such as family members, suppliers etc., therefore can have obvious significant advantages
to our organisation.
The purpose of the Internet and E-mail policy is to provide a framework to ensure that there is continuity
of procedures in the usage of Internet and E-mail within the home. The Internet and E-mail system have
established themselves as an important communications facility within the organisation and have provided
us with contact with professional and academic sources throughout the world. Therefore, to ensure that
we are able to utilise the system to its optimum we have devised a policy that provides maximum use of the
facility whilst ensuring compliance with the legislation throughout.
The home has strict rules for staff to ensure data security and to protect the confidentiality of our
residents, staff and all people involved.
The organisation will not tolerate the use of the Internet system for inappropriate purposes, including:
i) Accessing websites which put our internet at risk of (including but not limited to) viruses,
compromising our copyright or intellectual property rights;
ii) Non-compliance of our social networking policy; inappropriate or damaging disclosure on social
media
iii) connecting, posting or downloading any information and in particular pornographic, child
pornography or other offensive material;
iv) Engaging in computer hacking and other related activities, or attempting to disable or compromise
security of information contained on the home’s computers.
You are reminded that such activities (iii. and iv.) may constitute a criminal offence

We like to help our residents stay in touch with your loved ones,
especially if they live abroad or in another town. We can provide
you with a laptop and set it up for you to speak and see your
loved ones in the privacy of your own room, at any time. All you
have to do is ask any member of the staff. That is done via skype.
Skype is like a free video telephone. You can see the person you
are talking to.
Internet is the ‘world wide web’. The internet can enable you to
access a variety of information, just like a library and is a tool of
communication, even if you wish to complain, or for shop. Our
staff can help you access this vast place of information in the
comfort and privacy of your own room.

K

Kindcare Aims and Objectives
1. To ensure that the people who use the service, their families
and those acting on their behalf, are involved and are enabled,
supported and their wishes respected in the decision-making
process of their care planning, delivery of care and treatment.
2. To ensure that the people who use the service and those acting
on their behalf, are supported to make informed decisions
about their care and treatment and staff obtain and act in
accordance with their consent and respect their wishes even
when care and/or treatment is refused explaining the risks and
benefit and alternative options.

3. To ensure effective, safe and appropriate, personalised care, treatment and support through coordinated
assessment, planning and delivery. To ensure the people who use the service are involved in the care
planning and their wishes respected and their individual needs met. To review the care planning with
the service users and those acting on their behalf to ensure quality standards are met and that the
people who use the service are satisfied with the standards of care they receive. The service users are
confident in the care and treatment they receive as the service act in their best interest in cooperation
and in consultation with other health and social care services.
4. To provide choice of food and drink for people who use the service to meet their diverse, personal,
cultural and religious needs and preferences, making sure that the food and drink provided is
nutritionally balanced, in sufficient quantities to meet their needs and sustain their health. To ensure
that the service users are enabled to make choices about the food and drink they have, the time and the
place. Staff to ensure that any specific needs and risks such as malnutrition, allergies, diabetes,
swallowing difficulties are identified on admission and expert consultation is sought if necessary.

5. To ensure that the service users are safeguarded against the risk of any form of abuse and neglect and
their human rights are respected. The service users are confident that the service does not tolerate
abuse and feel free to raise and report any concerns. To ensure that staff have training and understand
the signs of abuse and raise this with the right person if necessary. Service users are confident that the
service has in place and staff follow safety policies and procedures in terms of infection control,
medication administration and risks are managed and that the environment they live in and equipment
are clean, safe, secure and well maintained.
6. To ensure that care, treatment and support are provided by staff with the right qualifications, skills,
knowledge and experience. People using the service are confident that staff are only employed if
satisfactory CRB and ISA Adult First have been obtained, and their qualifications and experience
verified and robust recruitment procedures are followed. People using the service are confident that the
right staff, the right number of staff with the right training and supervision will deliver their care and
treatment with respect and dignity. Management to ensure that staff are supported to acquire new skills
and knowledge relevant to their work.
7. To ensure that people who use the service and those acting on their behalf are confident that their
comments and complaints are listened to and acted upon effectively without any risks that they will be
discriminated against for making the complaint. The service users are confident because they know
that the service have a system in place for comments and complaints and that they are provided with
information about that system. To ensure that the service users and those acting on their behalf are
confident that the service have an efficient management in place, that lead and monitor the quality of
service effectively, identify and manage risks and improves the quality of service and outcomes for
service users by gathering information from a variety of sources such as feedback from the service
users and their families, residents meetings, comments and complaints, professionals, observations,
latest best knowledge and practice, etc.
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Locking Doors in the Home

External and Internal Doors: a form of restraint
Management and staff of the home respect the right of the
individual service user to live the lifestyle of his / her choosing,
subject to an appropriate Health & Safety Risk Assessment of the
individual. Specifically, with respect to human rights, particularly
the right to privacy, and safety considerations regarding the
locking of internal and external doors and windows within the
home.
INTERNAL DOORS:

The Policy of the home is that internal doors should, as a general rule, remain unlocked. This is because:
a) It can be construed as an infringement of the service user's right of access throughout the home;
b) It could prove hazardous in the event of a fire. Some residents who have wished to have locks on their
doors, are combination locks that in case of emergency staff can have an access.
The following are exceptions to this Policy, which are made with due regard to Health & Safety (H & S),
elements. Therefore, unless access is required by a staff member, the following doors will remain locked
to all except authorised staff:
a) Storerooms containing cleaning, laundry and other hazardous materials (H & S considerations).
b) Outside sheds, stores or out - houses containing garden pesticides, fertilisers and other potentially
hazardous materials (H & S considerations)
c) Nurses’ office / medication room and other storage areas containing drugs, oxygen cylinders and
disposable medical equipment such as syringes, etc. (H & S considerations).
Service users' rooms are not locked unless a service user requests this for any particular reason. In this
event, risk assessment will be undertaken and this will be discussed with the manager or deputy
manager. This will be recorded in care plans accordingly.

EXTERNAL DOORS and WINDOWS:

With due regard to service users who may wander, and to the overall security of the home and staff /
service users, the following security measures have been adopted:
All external doors have been wired to activate an alarm in the event of a door opening. This alarm is
both audible and also visible through warning lights on an integral control panel.
The front door will remain locked at all times, i.e. the home is not accessible from the outside without
first ringing the front door bell. The front door is a deterrent for people of suspicious nature (i.e. thieves,
etc.), just like any person will keep their front door locked for safety.
Staff constantly monitor open back and side doors and windows and ensure that they are closed and
locked as necessary as night falls, this is recorded daily.
All windows are fitted with restrictors to prevent people from falls as required by the Health and Safety
Executive (HSE)
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Medication
This is one of the most complex areas within the health and social
care sector; this organisation is aware of the need for clear and
practical guidance for staff involved in this area of work.
This policy follows the NICE (The National Institute for Health
and Care Excellence) Guidelines 2014 and Quality Standards
2015 and the legal requirements from the following legislative
framework:
NICE guidelines (NG5) Published March 2015 Medicines
optimisation: the safe and effective use of medicines to
enable the best possible outcomes.
NICE guidance on the administering medicines covertly
This guideline offers best practice advice on the care of all
people who are using medicines and also, those who are
receiving suboptimal benefit from medicines. As an
organisation we work closely with our health partners in
relation to resident’s medication reviews and the monitoring
of its effectiveness.

We work closely with our GP’s or other visiting medical professionals to ensure that all medication
instructions are clear. This is particularly the case with variable dose or 'when required' medicines
(when a clear indication of the circumstances to administer the medicine is needed).
If a resident's capacity changes, nursing staff may need to start administering the person's medicine
for them, and will need clear instructions. These changes and instructions are recorded in the
Medication Plan of Care and on the MAR for all staff to follow.
Staff will not administer medications if there is any discrepancies in the name, strength, dose or
timing of their medication. Clear instruction will be sought from the GP
Where residents are capable of giving or withholding consent to medication or treatment then
neither should be administered without their agreement
Any staff member or health professional who fails to respect the views of a resident with the
mental capacity to consent to or refuse medication may be guilty of a criminal offence
including, breaching human rights
When a resident is suspected of being or assessed to be incapable of making an informed
decision it is the responsibility of the manager or deputy manager to seek guidance and advice
from the GP and put in place a Best Interest decision
The relevant person is involved in these Best Interest discussions
All referrals, discussions and decisions are clearly dated, documented, signed by the relevant
people and the relevant health professionals and filed in the personal notes for the resident

It is the deputy manager’s and qualified nursing staff responsibility to complete a resident risk
assessment and care plan for each resident
The method of administering medicines is agreed with the GP and pharmacist and then
documented in the resident’s notes; all staff are then be made aware of the process
When required regular support is offered to encourage the resident to take their medication by
giving regular information, explanation and encouragement
Promoting self-medication has the aim of achieving the following principles:
To promote independence and the right of choice on the part of the resident, monitoring their ability
to take medicines regularly and accurately.
Medicines are taken regularly and accurately in order to achieve good pain or symptom control and
to ensure that the correct medication regime is in place
To promote autonomy and self-confidence in the resident
To assure the nursing and medical staff that the resident is capable and has understanding of
administering their own prescribed medication.
This organisation believes that every resident has the right to manage and administer their own
medication if they wish:
unless a risk assessment has indicated otherwise
In cases where there is evidence that a self-medicating resident is failing to comply with their
prescription, or is taking the wrong amounts of a medicine, then the case should be referred to the
resident’s GP and / or to the resident’s nurse key worker or deputy manager to review their
medication risk assessment
Any subsequent request for support from staff should also be risk assessed before being implemented;
this is to ensure that the role being requested is appropriate and can be performed safely and
competently by staff
No member of staff should proceed with any support involving the administration of medication
(tablets, liquids or creams) or support of self-medication unless these changes are recorded in the
Medication Care Plan and MAR
All self-medicating residents are offered help and assistance to maintain their self-medicating status
whenever possible and wherever an assessment indicates that this is possible or appropriate
In such cases the following forms of support should be considered:
the use of compliance aids, such as monitored dosage systems (where daily medication is set out
by a pharmacist into compartmentalised containers)
additional support by staff, such as reminders and regular checks
Assisting for example with eye drops but the resident is able to self-administer tablets.
This organisation understands ‘non-self-administering residents’ to refer to residents who require help
from staff in the collecting, storing and / or taking of their medication.
a) Such help can range from helping a resident to take their medication out of a bottle, packet or
monitored dosage system to administering the correct amounts and helping the resident to take it.
b) All such help should be entered into the care plan and agreed with the managers or deputy manager
prior to the help being given.
c) Where residents are helped with or have medication administered by nurses, those nurses should
encourage compliance by ensuring that residents take their medication at the time that it is given
Staff directly observe the taking of medication and medicines should never be left to ‘be taken
later unless clearly identified in the care plan
Staff only sign a resident’s medication chart after the direct observation that medicines have
been taken
This home complies with all relevant legislation, guidance and best practice on the safe administration,
storage and disposal of medicines and controlled drugs

Meeting Residents’ Needs
Meeting the residents’ needs is the most important to our
residents. It is core to the delivery of quality care services. Any
survey of residents’ priorities of quality care places the
consistency and reliability of worker(s) as their first priority. We
deliver good quality services that meet the needs of our residents
by:
It is a responsibility of management to ensure that this
organisation employs staff in sufficient numbers and with
appropriate skills to respond effectively to the needs of the
residents for whom we provide services. The registered manager
therefore should keep under review the size and composition of
this organisation’s workforce and correlate this with the profile of
needs presented by current and predicted residents; if there is a
poor match, necessary action on recruitment or training, or in
other personnel areas, should be initiated.
The organisation wishes to provide as wide a range of skills as possible to meet the needs and preferences
of residents. The objective should be to add to the workers’ skills and experience through balanced and
varied workloads incorporating new skills, if possible and through appropriate training and supervision,
so that they are able to make as broad a contribution to the work of the organisation as possible.
The process of matching the worker(s) to the specific needs and preferences of a resident becomes even
more important where a resident has specific needs arising from dementia, mental health problems, sensory
impairment, physical disabilities, learning disabilities or substance misuse problems, or where our service
is for intermediate care or respite care.
Similar care must be taken in selecting the worker(s) to take on the care of a new resident from an ethnic,
social, cultural or religious minority. The organisation cannot and would not wish to guarantee that a
resident would invariably be assisted by workers from the same background, but use should be made of
the personal knowledge gained from a worker’s membership of a minority group where appropriate; a
worker’s ability to understand the language of choice of a resident may be particularly helpful. Where a
worker is to become responsible for the care of a member of a minority with which they have had limited
experience, they are carefully briefed so as to be able to provide appropriate services with tact. Some areas,
such as diets, toileting procedures and religious observance may be of particular sensitivity.
The organisation has a responsibility, at all times, to ascertain and take into account the wishes and feelings
of residents. If workers garner any views about the service from a resident with whom they are working
they should pass these on to their supervisor, who should consider the implications both for that particular
resident and the service in general. All staff should encourage and help residents to make decisions about
their care. The organisation will comply with any special local arrangements for self-assessment by
residents.
The organisation has a responsibility to provide residents with full information about services and
offer choice wherever possible. If a resident expresses a wish for a change of worker, this should be
similarly reported and explored by the supervisor.
If the organisation appears unable to meet the needs or preferences of a newly-referred resident
because they have more complex or diverse needs than originally assessed, the manager should give
consideration to advising on an alternative source of service; this might be either by referring the
resident to the social services department or by directly suggesting another organisation.
If the service we provide is likely to be varied to any significant degree for a resident whose fees are
being paid by a social services department, the manager should take steps to consult and obtain
authorisation from the responsible social services care manager before implementing any change.
All staff take steps to ensure that the provision of our service does not undermine a resident’s capacity to
take decisions about their own care. Every opportunity is taken by staff to stress to residents with whom
they work that they retain the right to organise their own lives and that our task is to meet their requirements
as best as possible. Supervisors take a similar stance when carrying out resident’s reviews.

Mental Capacity Act (MCA) 2005
The Mental Capacity Act 2005, or MCA as it is often referred to,
was introduced into England and Wales in April 2007 and fully
implemented in October 2007.
The Act was introduced to provide a statutory framework to
protect those who lack the mental capacity to make their own
decisions, such as those with severe dementia or any other
significant brain dysfunction / cognitive impairment, and those
who are dying and no longer capable of making decisions for
themselves.
Most importantly the Act sets out:
who can take decisions for people who lack capacity
in which situations this can be done
how they should go about this.
Certain groups of people are legally required to have regard to the Act and its associated Code of
Practice when making decisions on behalf of people who lack mental capacity. This includes doctors,
nurses, health and social care staff and care home managers and care home staff.
The MCA was deemed necessary as a measure to protect vulnerable adults and people who are in a
vulnerable position, such as those who are nearing the end of their life.
In the past, many believe that people with dementia, learning disabilities and severe mental illness have
often not been listened to and their rights to make decisions have not been recognised or sufficiently
respected. Decisions have been made for them, not always in their best interests, including decisions
around the time of their death such as whether or not to accept a certain treatment.
The Act makes it clear who can take decisions, in which situations, and how they should go about this. It
also enables people nearing the end of life to plan ahead for a time when they may lose or lack capacity,
safe in the knowledge that their wishes will be recorded and respected.
The Act is underpinned by five key principles set out in Section 1 of the Act:
1. A presumption of capacity – every adult has the right to make his or her own decisions and must be
assumed to have capacity to do so unless it is proved otherwise.
2. The right for individuals to be supported to make their own decisions – people must be given all
appropriate help to enable them to make their own decisions before anyone concludes that they cannot
do so.
3. Individuals must retain the right to make what might be seen as eccentric or unwise decisions – it is
human nature that people sometimes make poor decisions but that does not mean that they should be
judged as unable to take those decisions.
4. The principle of ‘best interests’ decision – anything done for or on behalf of people without capacity
must be in their best interests.
5. The least restrictive intervention principle – anything done for or on behalf of people without capacity
should be the least restrictive of their basic rights and freedoms.
According to these principles, which are legally enforceable in law, all staff involved in the care and
treatment of a person who may lack capacity must show that they understand the rights of the person
under the law and that they have assessed the person’s capacity appropriately. It is particularly
important that they understand that a person’s capacity may change over time depending on the decision
to be made and the individual circumstances.
Any competent person who is aware of the requirements of the MCA can apply this test; they do not
have to be a doctor or a nurse. The test is ‘decision-specific’ which means that it must be applied for
each specific decision. It should never be decided that someone lacks capacity as a result of a
particular medical condition or diagnosis and therefore need never be asked.
Section 2 of the Act makes it clear that a lack of capacity cannot be established merely by reference to
age, appearance, or any condition or aspect of a person’s behaviour which might lead others to make
unjustified assumptions about capacity.

Mental Health Act (MHA) 1983
Bendigo Nursing Home does not provide service to people who
have some form of mental disorder, except for people who have
non-aggressive form of Dementia. However, there are older
people in the community who have some form of Dementia as a
result of which, these people are unable to take care of
themselves, most commonly known as self-neglect. Examples of
that include when people with Dementia forget to eat, drink,
wash, and history of falls or are unable to walk. In these instances,
people may be placed at our home to ensure that they are not at
risk of malnutrition, dehydration and their personal needs are met.
It is also possible that a service user in our home is for example depressed and refuses to eat and drink. In
this instance the service user’s GP must be contacted and it is possible then that the GP and a social worker
may decide to have the service user ‘Detained under the Mental Health Act 1983’ to a hospital where the
individual will be provided, usually against the persons will / wish, with fluids and nutrition intravenously
and admitted to a ward that provides treatment to people with mental disorders. After the hospital it is
possible that the individual requires ‘after care’ and be placed in our home.
The Mental Health Act (MHA) is designed to protect the rights of people in England and Wales who are
assessed as having a 'mental disorder'. This is a general term used in the act to describe any disorder or
disability of the mind, including dementia or suicidal tendencies.

Missing Persons from the Home
This home frequently provides care for residents who are frail,
infirm or limited in their mobility; some may also be confused or
easily disoriented and therefore become easily lost. For these
reasons, a resident may go “missing” from the home; this would
cause concern for the resident’s safety, and should be considered
as a potential emergency situation.
Staff from this home always remain vigilant, and is aware of
exactly where residents are at any given time. Residents who are
prone to wandering, or who may be at risk of getting lost due to
their mental state, have this identified during risk assessment and
a suitable entry made in their plan of care. Such residents are kept
under observation as appropriate to the level of risk identified.
If a resident cannot be found during the initial search, then the member of staff will immediately raise the
alarm by informing the RGN in charge, who must inform the manager and / or deputy. They will pass on
all relevant information, such as the full details of the resident (it is vital to correctly identify the resident)
and the incident; this should include when and where the resident was last seen, by whom, and what the
resident was wearing. If necessary, emergency services will be called such as police.
Upon conclusion of a missing person’s incident the home will:
i.
update the residents risk assessments and care/support plan as required
ii.
undertake a full enquiry and investigate the incident thoroughly, investigations should be led by the
organisation’s registered owner, who will also be responsible for implementing any improvements
that are indicated
iii.
it is important that staff learn from the investigation and implement the findings to improve the
service.
iv.
regulation 20 Duty of Candour requires that a CQC notification should be completed and submitted
online, and, if a breach of the harm threshold has occurred due process must be followed.

Modern Slavery
Modern slavery is an international crime affecting an estimated
40.3 million slaves around the world. This growing global issue
transcends age, gender and ethnicities. It includes victims
trafficked from overseas and vulnerable people in the UK who
are forced illegally to work against their will across many
different sectors such as agriculture, hospitality, construction,
retail and manufacturing.
Modern Slavery is a crime which results in an abhorrent abuse
of human rights. The Modern Slavery Act 2015 referred to as the
“Act” created offences of slavery, servitude and financial or
compulsory labour
An offence of human trafficking requires that a person arranges or facilitates the travel of another person
with a view to that person being exploited. The offence can be committed even where the victim consents
to travel. This reflects the fact that a victim may be deceived by the promise of a better life or job, or may
be a child who is influenced to travel by an adult. In addition, the exploitation of potential victim does not
need to have taken place for the offence to be committed. It means that the arranging or facilitating of the
movement of the individual was with a view of exploiting them for sexual exploitation or non- sexual
exploitation.
This is defined by the ILO as children under 12 years working in any economic activity, those aged 12-14
engaged in more than light work and all children engaged in the worst forms of child labour. This policy
is for adult providers only.
Modern Slavery Statement
We are a small Limited Company trading as Bendigo Nursing Home. We provide 24 / 7 personal and
nursing care to people aged over 65 where management and staff awareness is the key to ensuring
standards and ethical considerations are applied to our supply chain. We have in place:
collaborative relationships with our suppliers and clients based on integrity, trust and transparency
due diligence checks to identify and assess potential risk areas such as employees
the monitoring of potential risks in our supply chains by checking as reasonably as possible, our
supplier’s commitment to Modern Slavery prevention
a robust recruitment and selection process to mitigate the risks of Modern Slavery entering our
workforce
relevant policies and procedures preventing any type of modern slavery
whistleblowing policy and procedure enabling anyone who have concerns to raise them
Reporting
When a person believes there is a possibility of a Modern Slavery situation, they must in the first instance
report it to their manager who will then take it forward by reporting it to the
helpline 08000121700 or report it online on the Modern Slavery helpline website.
https://www.modernslaveryhelpline.org/report

Moving and Handling People
The Manual Handling Operations Regulations 1992 are firmly
based on a “minimal handling” approach to manual handling.
Under the Regulations, employers must avoid the need for
employees to undertake any manual handling operations that
involve a risk of their being injured, and, where such activities
cannot be immediately eliminated, a “suitable and sufficient
assessment” of all such operations is mandatory. This being
done, employers must take appropriate steps to reduce the risk of
injury to the lowest level reasonably practicable.
Moving and handling is a key part of the working day for most
employees; from moving equipment, laundry, catering, supplies
or waste to assisting service users in moving. Poor moving and
handling practice can lead to:

back pain and musculoskeletal disorders, which can lead to inability to work
moving and handling accidents – which can injure both the person being moved and the employee
discomfort and a lack of dignity for the person being moved
Management of the home reduce the risk of injury to staff and people using care services by:
avoiding those manual handling tasks that could result in injury, where reasonably practicable
assessing the risks from moving and handling that cannot be avoided
putting measures in place to reduce the risk, where reasonably practicable
Employees:
follow appropriate systems of work and use the equipment provided
co-operate with their employer and let them know of any problems
take reasonable care to ensure that their actions do not put themselves or others at risk
Risk assessments
This organisation balances the safety of employees with the needs, safety and rights of the people using
care services.
Policies and practice do not place unreasonable restrictions on service users rights to autonomy, privacy
or dignity.
Risk assessment is part of a wider needs assessment process to achieve the best outcome.
Health and safety issues are identified and built into the complete care package.
This home works closely if necessary with the Occupational Therapist and / or other outside professionals,
when assessing moving and handling risk for individuals. The assessment is person-centred and, where
possible, involves the service user or their family in decisions about how their needs are met. This can
reassure them about the safety and comfort of the equipment, and how it and the methods used will ensure
their safety and the safety of staff. Risk assessments are recorded in the care plan. Include detail on the
individual’s moving and handling needs, day and night, specifying:
what the resident is able / unable to do independently
the extent of the individual’s ability to support their own weight and any other relevant factors, for
example pain, disability, spasm, fatigue, tissue viability or tendency to fall
the extent to which the individual can participate in/co-operate with transfers
whether the individual needs assistance to reposition themselves/sit up when in their bed/chair and
how this will be achieved, e.g. provision of an electric profiling bed
the specific equipment needed including bariatric where necessary and, if applicable, type of bed, bath
and chair, as well as specific handling equipment, type of hoist and sling; sling size and attachments
the assistance needed for different types of transfer, including the number of staff needed although
hoists can be operated by one person, hoisting tasks often require two staff to ensure safe transfer.
The number of people required will be documented in the care plan.
the arrangements for reducing the risk and for dealing with falls, if the individual is at risk
An individual’s needs and abilities can change over the course of a day. Staff understand the impact this
may have on moving and handling practices. Individuals may become upset or agitated when being
moved. Others, though willing to assist at the start of a manoeuvre, may find themselves unable to
continue. A natural reaction, while helping with walking, for example, is to try to prevent a fall. Injuries
have occurred to both staff and the service user in such circumstances. Properly positioned, as trained the
care worker may prevent a fall or allow a controlled slide. Having made the individual comfortable, they
can determine how to move them safely – often with a mechanical aid.
Using hoists safely: All staff have appropriate training and follows safe working procedures during
hoisting to avoid accidents that can result in serious or fatal injuries.
Maintenance of lifting equipment: all lifting equipment such as hoist are regularly serviced.
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Notifications
Notifications are the notices about changes, events or incidents
that must be notified to the our Regulator, the Care Quality
Commission (CQC). There are several different types. The
purpose of these Notifications is to ensure that we are fully
compliant and up to date with all Statutory requirements and
guidance. It is the registered manager’s responsibility to ensure
that Statutory Notifications have been sent to CQC within the
required time scale.
The home is required to complete the following Notifications as
and when appropriate:
Other changes for Provider
Notification of a change to your provider name
Notification of a change to your provider contact details
Notification of the appointment of a nominated individual
Notification of changes to your statement of purpose

Your details (i.e. when married)
Notification of a change to your name
Regulated activities
Notification of a provider stopping regulated activities
Registered managers
Notification of a change to your registered managers
Notifications of events and incidents
Notification of the death of a person who uses the service
Notification of deprivation of liberty application (after the SB has made a decision)
Notification of events that stop the service running safely and properly
Notification of a serious injury to a person who uses the service
Notification of abuse or allegations of abuse concerning a person using the service
Notification of an incident reported to the police

Nutrition and Hydration Needs
This home believes that the provision of a healthy, nutritious and
balanced diet for its residents is of vital importance. It is also
important that food provided within the service or brought into
the service, there is a duty to ensure that all staff and residents
should be kept as safe as possible from food poisoning, and foodrelated illness, by the adoption of high standards of food hygiene
and food preparation:
Ensure that residents benefit from receiving food that is high
quality, well-presented and prepared, and nutritionally solid
Ensure that those with special dietary needs are supported
Protect staff and residents from food-related illnesses
Follow the NICE Infection prevention and control standard
This home believes that every resident has the right to a varied
and nutritious diet that provides for all of their dietary needs, and
also offers health, choice and pleasure. To accomplish this, each
resident will be asked for their individual food preferences as
well as their cultural, religious or health needs, and residents or
their family will always be involved when planning menus and
meal alternatives with them or their family.

Nutritional Screening
Nutritional and hydration screening is undertaken for all
residents, to identify those at risk of malnutrition and to
identify obesity; it is undertaken by a staff member trained to
understand the process, and who liaises closely with other
healthcare professionals such as dieticians, speech and
language therapists, or the healthy living nurse.
The five-step Malnutrition Universal Screening Tool
(MUST) is used.
Records are kept in the resident’s plan of care.
In this home in addition to validated screening tools such as
MUST, in consideration are also the following factors:
A person’s physical abilities (i.e. dexterity, strength to
hold utensils, cups, etc.)
Mental abilities such as if a person can realise the need
for nutrition
Mental state, such as depression, suicidal tendencies, etc.
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Oral Health
In this home we recognise the importance of good oral health
including dental health and daily mouth care. Our aim is to
maintain and improve the oral health of our residents and ensure
timely access to dental treatment. Self-care can deteriorate before
a person moves into a care home, so they may be admitted with
poor oral health. In this home mouth care needs are assessed as
soon as possible when someone moves into a care home, so that
tailored care can start straight away.
Good oral health is important to maintain self-esteem, dignity
and quality of life. Adults with poor oral health often have
problems with eating, speaking and socialising. We ensure care
staff provide residents with daily support to meet their mouth
care needs and preferences, as set out in their care plan. This
includes encouraging and supporting residents to:
brush their natural teeth at least twice a day with fluoride
toothpaste
providing daily oral care for full or partial dentures (such as
brushing, removing food debris and removing dentures
overnight)
use their choice of cleaning products for dentures if possible
using their choice of toothbrush, either manual or electric /
battery powered
daily use of mouth care products prescribed by dental
clinicians (for example, this may include a high fluoride
toothpaste or a prescribed mouth rinse as per their MAR
daily use of any over-the-counter products preferred by
residents if possible, such as particular mouth rinses or
toothpastes
Observing and reporting any soreness, bleeding, pain or
marks while carrying out oral hygiene
Care plans are reviewed regularly and oral care updated as
required

Overseas Workers
The home understands that all foreign nationals, other than
European Union (EU) citizens and citizens of certain
Commonwealth countries, are subject to immigration control in
the UK and will normally require a Sponsorship Licence some
may also need an entry visa.
This home also understands that employing foreign nationals who
are not permitted to work in the UK is a criminal offence under
s.8 of the Asylum and Immigration Act 1996 and can lead to a fine
of up to £20 000 per person illegally employed.
However, due to great shortage of qualified nurses and health
care assistants, majority of staff are not local.
This home is committed to equality of opportunity in its
recruitment, selection and employment practices. To prevent
discrimination the home treats all applicants in the same way and
verifies the eligibility of all new staff to work in the UK in
accordance with its recruitment policy and apply for the necessary
licence if appropriate.
We expect the same from our residents and all people involved:
their commitment to equality and zero tolerance to discrimination
regardless of staff ethnic origin. All staff must be treated equally
and fairly.

P
Person-Centred Care Planning
Person centred planning is the cornerstone of the home’s drive
to ensure that people keep as much control as possible over their
lives whilst receiving care and support.
We place emphasis on wellbeing, self-care and needs and
preferences., the full involvement of the person in all discussions
decisions and how services should be delivered must fully reflect
their needs and preferred way of meeting those needs.
As an organisation we promote person centred values:
Seeing people as individuals
Supporting people to have their care and support needs met
Supporting people to access and implement their rights and
understand any responsibilities
Supporting people to maintain as much independence as
possible and where possible improve their degree of
independence
Treating people with dignity and respect and ensuring that
they have their choices and preference listened to.
Working in partnership with the individual so that they can
maintain control of their lives
This enables the Person-Centred Plan to be:
Directed by the person it is about
Written in a language everyone is able to understand
Focused on a person’s strength
Meeting their care and support needs

Assessment of Needs
Discuss who the person would like to be involved in the process. Allow them the opportunity to
consider family and or friends and give consent for those people they want involved in the decision
making.
Frequently check that the individual understands what is happening and they feel their preference are
being incorporated into the assessment plan. Consider other methods of communication and whether
the person needs further support from interpreters, translator or signers to enable their views to be put
across.
Capacity must be assessed using the organisation Mental Capacity Act Assessment Form, and
consider things that may need putting in place to support the individual to make decision.
To build up a complete picture it is often necessary to use information from other professionals who
have worked with the person. This needs to be arranged beforehand, so that the person is aware and
can give consent as necessary.
We ensure that we are aware of the range of options available for the person. They may have a
preconceived idea of what is available and it is important that they understand the flexibility of
services that can be delivered in the community and opportunities available.
It is important that the individual’s family and friends not only feel free to contribute to the assessment
but also to give feedback on the whole process, both positive and negative. We support them in this
so that they can present their views to the appropriate people.
When working with an advocate who is acting on behalf of the individual or if we need to engage an
independent advocate in order that the individual’s wishes can be given and understood at the meeting,
we ensure that we have consent in place before we share information.
We ensure that the person carrying out the assessment is trained in and has a good understanding of
the Mental Capacity Act.
If the assessment of need is not carried out in the resident own home we aim to make the environment
as comfortable and friendly as possible.
However good the assessment process is we recognise that it is still possible to miss “what is important
to the individual.” This may be because people sometimes say what they think you want them to say
or they don’t like to presume or do not realise the opportunities available. To help overcome this we

ask the individual, family or advocate to write a profile. For example: a “NOTHING

ABOUT ME WITHOUT ME”
What I like to be called
What is important to me
What I like to do
What particular hobbies I have
What I don’t like
What I need
What makes me happy
Life story
Family tree, etc.
Risk assessments: Risk assessments are an important part of person centred planning. It is acknowledged
that everyone is entitled to take risks and we continually assess and plan to ensure that concerns about
risks are not getting in the way of people living their lives how they want to. However, we continually
review risk assessments, talk to our resident and seek advice from other professionals to keep the resident
safe and free from harm.
Challenging and complaining: We see that an important part of exercising rights is being able to
challenge or complain. If the resident sees the service provided as inadequate, we have a clear complaints
procedure which supports the resident to verbalised or write down their complaint. Complaints are
monitored and an important part of the organisation’s quality assurance process. Staff are encouraged to
respond positively and quickly to any hint of complaint.

Personal Emergency Evacuation Plan (PEEP)
The health, safety and welfare of our residents are taken
seriously from their arrived. As part of their care plan, a personal
evacuation plan is agreed, individually, with all residents. This
ensures that:
Residents are aware (whenever possible) of what will
happen should they need to be evacuated from the premises
The evacuation plan reduces anxiety issues are known to
staff and that where extra assistance is required to mitigate
identified risks, this is recorded in the plan.
Residents with capacity or mobility issues are known to
staff and that where extra assistance is required to mitigate
identified risks, this is recorded in the plan.
Usually, fire safety is the reason for the majority of premises
evacuations. However, it is important that other types of incidents
are taken into consideration when drawing up the plan. These are:
Usually classed as civil emergencies which are regularly reviewed
by central and local government, such as pandemic, flooding,
terrorist attack, etc.
All residents’ individual needs are assessed, including mental and
physical, in case of emergency and PEEP is developed in case of
emergency. This is recorded in the residents’ care plans. A copy
of all the individual residents’ plans is accessible to reference in
any emergency situation (summary available at the back of the
visitors’ log book in the entrance). All staff, particularly night
staff, are fully briefed and updated on their content. As most of
the home’s residents have mental or mobility issues, in small
emergency is considered that only people in immediate danger
will be evacuated to a safe place within the same floor. The home
has the latest technology fire alarm system and any fire should be
put out within a couple of minutes.

Personal Safety
This home believes that its staff should be safe at work and should
not be exposed to undue or unreasonable risk. In particular, the
home is committed to implementing measures that increase the
personal safety and security of staff wherever possible, along with
safety of their personal property, and which ensure an effective
response to personal safety and security incidents. The home also
seeks to encourage residents, staff and others to have care and
concern for the safekeeping of equipment and property, and for
the personal safety of all.
The home believes that personal security is also the responsibility
of every member of staff. It expects every member of staff to
accept that responsibility and therefore to:
Behave in a way that ensures their own safety and security at
all times
Behave in a way that ensures the safety and security of
residents and property in the areas in which they are working
Report all personal safety and security incidents, including
violence or threats of violence to themselves, and suspicious
activities or incidents.
The home’s Facilities and Emergency Manager conducts regular
risk assessment checks around the home that are specifically
designed to pick up on security issues. Checks are carried out on
a regular basis and include:
alarms
security lights
window and door locks.
Note: This organisation pursues a zero-tolerance towards

aggression and violence directed against staff.

Pets
Discussion with the Resident, their Family or Representative
include:
Understanding and agreement that the pet may be removed
from the home if it negatively impacts on other residents or
staff
Acknowledgement that the manager has the final say
regarding the accommodation of the pet
That the owner of the pet either subscribes to an insurance
scheme, which ensures payment of veterinary fees, or pays
personally for all costs associated with the care of the pet
Any cost incurred by the home as a result of damage caused
by the pet should be met by the resident, or by their family or
representative
Provision of food and other items such as lead, bedding, litter
tray and regular supply of litter, or sanded sheets for caged
birds etc.
Ideally, dogs or cats should be neutered before coming into
the home
Agreement from other residents
All cost implications of maintaining the pet, and that
these must be met by the resident or their family or
representative

All transport to and from the vet for treatment will be
undertaken by the resident’s family or representative etc.
Circumstances where the resident is unable to fully
understand this agreement, in which case the family or
representative must agree to take full responsibility in abiding
by this agreement and acting on their behalf.
If appropriate, the Facilities and Emergency Manager ensure
that all pets are:
Fully vaccinated; veterinary certificates regarding appropriate
vaccinations are kept in a safe place within the home
Treated with a broad-spectrum helminthicide (i.e. wormed)
every 3 months, where applicable
In a ‘healthy’ condition: if pets become ill (e.g. with
diarrhoea) they must be excluded from resident contact and
the advice of a vet sought
Regularly groomed and checked for signs of infection (e.g.
fleas and other ectoparasites): if fleas are found the pet is to
be treated with an appropriate insecticide
Feed using designated stainless steel or earthenware bowls,
and in designated areas only. After feeding, bowls should be
removed, washed and stored dry.
Not allowed into food preparation or consumption areas,
clinical rooms (e.g. treatments room, sluice room) or the
laundry room.
Prevented from visiting residents who are ill with diarrhoea
and vomiting.
The housekeeper is responsible for ensuring that animal
excreta are removed from cat litter trays on a daily basis, if
relevant.
The contact details of the local veterinary practice are
available to staff as required.
Animal Visitors to the Home
Animal visits to the home, whether initiated by visitors or
residents themselves, must be by prior arrangement with the
person in charge of the home. The potential visit should be
discussed and assessed by the person in charge. In addition,
visiting animals must be in a ‘healthy’ condition and free from
illness. Visiting dogs must be brought to the home on a lead.
Cats must be brought to the home in a cat box.

Position of Trust
Broadly speaking, a relationship built on trust can be described as
one in which one party is in a position of power or influence over
the other by the virtue of their work or the nature of their activity.
It is vital that those in positions of trust understand the power this
can give them over those they care for and the responsibility they
must exercise as a consequence of their relationship.
“The act of using one’s position of power in an abusive way. It
can take many forms” “Improper use of authority by someone
who has that authority because he or she hold a public office”

Staff recognise that power is an important factor in working professional relationships and that such
power must be balanced in order that it does not become abusive. The Sexual Offences Act 2000 prohibits
a person in a position of trust from having sexual acts with someone who cannot consent which include
minors and “very vulnerable people”.

Positive Behavioural Support
People who are able to develop and maintain positive behaviour
patterns are more likely to lead happy and fulfilling lives and
maintain positive relationships to be active participants in the
community.
What is Positive Behavioural Support? Over the last three
decades, Positive Behavioural Support (PBS) has increasingly
become the model of choice in supporting people whose
behaviour poses challenges to services.
Understanding Behaviour that may challenge
Human behaviour is a complex and often fascinating subject. Some people display challenging behaviour
as a response to certain triggers or events that occur and due to a person’s condition such as Dementia that
may cause them distress resulting in behaviour that challenges.
In attempting to modify behaviour, it is important to examine the motives for the behaviour and identify
the need for which the behaviour is meeting. To achieve this there needs to be a thorough functional
analysis so that avoidance strategies can be implemented to avoid future episodes. Effective strategies
include:
Identifying the behaviour to be addressed
Appropriate interventions
Clear objectives for outcomes
Consistent application
Constant review and evaluation
Accurate records of events and actions employed
Creating the right environment: It is vital to create a positive environment where people feel safe and
supported. People need to feel good about themselves through actions, words and attitudes and staff are
trained to ensure this philosophy is adopted at all times. Staff should follow the following principles:
Be positive: negative behaviour is easily transmitted to others.
Be consistent: do not send mixed messages or contradict prior discussions or decisions
Stay calm: do not become part of the problem always maintain control and be rational
Be aware: what caused the problem? What worked in calming the situation and what didn’t?
Team work: a cohesive team approach is essential
Seek advice if needed: if a situation occurs that falls outside of your experience or expertise then
seek advice
Always maintain professional boundaries: do not get emotionally involved
Respect the persons feelings and maintain confidentiality at all times
Recognise and reward success no matter how small
Supportive and positive environments: The influence of the environment must not be under estimated
in terms of its effect on a person’s behaviour. Therefore, the environment needs to be calm but supportive
but also functional in meeting people’s needs. A positive environment will include:
A friendly and calm atmosphere
Happy and engaged staff
A caring attitude
Responsive to people needs
Well led by the management team
Clear expectations of behaviour
Open channels of communication

Premises Access for Visitors
This home takes all reasonable measures to maintain the security
and safety of all residents, staff, visitors and contractors who are
on our premises. This policy applies to all staff and contractors
and other visitors who must comply with the instructions issued to
visitors below.
All individuals using the organisation’s premises must take
responsibility for promoting access to them by ensuring that
security and safety are maintained via adherence to the principles
within this policy and any supporting instructions. Failure to
abide by the policy may lead to disciplinary or criminal
proceedings being taken against the individual.
‘Visitors’ refers to any non-professional colleagues, e.g. relatives, friends, entertainment bookings,
community volunteers, ex-employees. All visitors must:
Report to reception and complete and sign the visitors book on arrival.
Have a general responsibility to look after the organisation’s property whilst on site and to give due
consideration to security issues
Follow security procedures designed to protect the organisation’s property, wear their visitor pass
(where issued) at all times
Follow any given instructions by any member of staff who is carrying out procedures in an
emergency situation. They should acquaint themselves with the premises’ floor plan and emergency
exits
Respect the privacy of others by keeping their personal and/or medical information (verbal, written,
or any other form) private and confidential.
All interactions with service users, staff, other visitors, must be conducted with respect. The
organisation takes a zero-tolerance attitude to abusive behaviour towards or harassment of staff or
colleagues.
Visitors will be welcome where the residents initiate the visit
If the organization is experiencing isolated cases of infections such as gastrointestinal or respiratory
infections, all visitors will practice infection prevention and control measures as advised by
management or nursing staff , but it is best to avoid coming in
All visitors will wash their hands (using alcohol rub provided) upon entering and leaving the
premises
In the event of an outbreak, visits to the home may be restricted in the interest of health and safety
and infection control
Visitors who are ill (i.e. with cold or flu) should call and speak to the manager before visiting
Visitors will identify themselves to staff and clarify with them appropriate aspects of care pertaining
to the resident they are visiting (i.e. food, drink, or hands-on involvement)
Visiting hours are deemed to be the normal office hours. Evening and weekend visits are encouraged
and usually take place before 8pm. Main meal times are to be avoided as people with dementia may
become distracted and stop eating, unless family members wish to assist with eating.
Children accompanying visitors must be supervised by an adult at all times!!
Pets accompanying visitors must be leashed and under control
All organizational premises is a non-smoking environment for visitors, and there are designated
smoking areas outside.
Any injury, hazard, or problem, no matter how minor, must be reported to staff immediately to be
recorded in the accident or incident report book
Visitors are encouraged to share their concerns, comments, complaints and also their compliments
with staff and the manager. A copy of the policy on complaints or comments must be available for
them to see
Visitors who fail to follow these policies may be asked to leave the premises
The organisation cannot be held responsible for injuries visitors suffer as a result of violating these
rules.

Suspicious Behaviour
If staff notice any suspicious behaviour or criminal activity they must inform the RGN in charge or the
manager or deputy. Where appropriate, the RGN in charge will question the individual(s) in a customerfriendly and positive manner. They will either direct a security response to the area as a matter of urgency,
or ensure the Police are contacted, if appropriate.
If a member of staff comes across a person in the building that they do not recognise they must challenge
the person to identify themselves. If they cannot identify themselves they must be asked to leave and the
incident reported at once. If the person does not leave the police must be contacted to safeguard the staff
and service users

Prevention of Pressure Ulcers
Residents generally are becoming more frail or they are admitted
in long term residential care later on in life. Multi-agency working
is becoming more and more part of day-to-day working. The
management of pressure sores should be viewed as a multi-agency
approach where early intervention is paramount for the health and
wellbeing of our residents.
Pressure ulcer, sometimes known as “bed sores” or “pressure
sores” are an injury that breaks down the skin and underlying
tissue. They are caused when an area of skin is placed under
pressure. They can range in severity from patches of discoloured
skin to open wounds that expose underlying bone or muscles. As
an organisation we work closely with health professionals and our
residents to prevent the development of pressure sores. Pressure
sores are graded according to their severity and have been
classified.
Many residents will be somewhat “at risk” from developing
pressure sores, especially those unable to get out of bed, those
with little mobilisation or those in wheelchairs. Therefore, it is
inevitable that the use of a recognised assessment tool is
incorporated into the initial and subsequent care planning process.
If resident has a pressure ulcer on admission record of its size and
position is made (a photograph is taken if appropriate) and the
health professional informed.
Predisposing Factors to Pressure Sore Formation: The following may be contributory factors to
pressure ulcer formation:
a) Undue or prolonged pressure (a person is not mobile and requires assistance to move in bed, chair)
b) Friction
c) Shearing forces, e.g. ill-fitting shoes
d) Repeated forces
e) Incontinence
f) Poor nourishment or dehydration
g) Chronic illness, e.g. vascular disease and diabetes
h) Simple moving and/or washing
i) Rubbing together of skin surfaces
j) Immobility/reduced mobility
k) Impaired circulation, e.g. related to smoking or blood disorders (i.e. anaemia)
l) Shock
m) Age
n) Decreased consciousness/mental awareness
o) Reduced sensation, e.g. multiple sclerosis
p) Medications, e.g. steroids sedatives
q) Pain

Planning for the Prevention of and / or Care of Pressure Sores:
a) Assessment: As discussed previously, skin inspection and documentation using a recognised scoring
system is vital. Record the presence of or potential for a pressure sore in the care plan and report to
the RGN in charge who will refer to a Tissue Viability Nurse (TVN). Tissue Viability Nurse will
advise how the following will be carried out in relation to individual residents.
b) Diet: Nutrition is an essential factor in the prevention and treatment of pressure sores. The following
aspects will need consideration:
i.
A good fluid intake, unless otherwise indicated
ii.
Sufficient calories to meet energy requirements: increased when wounds present
iii.
Sufficient protein intake; additional vitamins and extra fibre can be useful
iv.
Food supplements/fortification of food should be used for residents whose appetite is poor.
Consultation with the GP and family may be useful in this instance.
c) Movement: Movement is the body’s natural defence against pressure. Repositioning may be
required more frequently depending on the condition of the resident. This applies to all residents
who spend much of their time in bed or in their chair unable to move themselves.
d) Care of the Skin: Skin integrity should be maintained where possible. The skin only needs careful
washing absolutely necessary. Frequent washing will remove the skin’s natural oils, which form a
barrier to infection. A mild soap can used to minimise the change of pH in the skin. The skin must
be dried by patting. Only specific, prescribed emollients and creams may be used. These should
only be used where necessary, and sparingly, as they can interfere with the effectiveness of
incontinence products. All creams and emollients must be documented on the resident’s MAR.
e) Continence Planning: It is essential that thorough assessment is undertaken by qualified
professionals for any resident who is incontinent; this is to ensure that a comprehensive programme
is formulated for keeping pressure ulcer formation to a minimum, and maintaining skin integrity.
f) Aids: These will be recommended by the TVN or Occupational Therapist (OT). Pressure relief aids
should:
i.
Provide a surface that conforms to body weight
ii.
Reduce frictional sores.
g) Evaluation: This must be according to criteria identified within the Care Plan, and incorporating the
same assessment tool used in the initial assessment. The Tissue Viability Nurse / OT should be
involved at all stages, and a GP as required.
All staff are given appropriate training in relation to the prevention of pressure ulcer, and associated
subjects such as nutrition, and moving and handling.

Professional Boundaries
This home believes that staff need to observe professional
boundaries in their relationships with residents and their
relatives, friends, visitors and representatives, and that behaviour
outside those boundaries should be regarded as abusive and a
reason for disciplinary action. We recognise that it is often
difficult to draw precise lines defining appropriate behaviour, so
we encourage staff to be transparent in their dealings with
residents and others, and to discuss with managers any
ambiguities which arise. The starting point is that the needs of
residents should be at the centre of our care practice; any
relationship that might jeopardise that objective should be
questioned.
Professional relationships must be distinguished from personal
relationships. Although we believe that staff can, quite properly,
gain satisfaction from developing and sustaining relationships
with residents, the key consideration should always be the needs
of the resident, as opposed to the personal or mutual satisfactions
that characterise personal relationships.

Staff must therefore on occasions refrain from allowing a relationship to develop to the extent that they
would find personally satisfying or to include a dimension that they would find personally satisfying in
order to ensure that the needs of the resident remain paramount. Any member of staff who feels that a
relationship is developing that might be judged as inappropriate should discuss the situation with their
manager. The action to be taken may include varying the staff member’s duties in order to limit contact
with that person; discussing the situation frankly with the person in order to re-establish appropriate
boundaries; or, in extreme circumstances, controlling an individual’s contacts with the organisation.

Promoting Continence
This organisation seeks to promote the independence of
Residents. It recognises the importance of Residents being in
control of their life. Residents feel more comfortable, safe and
reassured when they can do things for themselves and this also
helps to uphold their self-esteem. This organisation will ensure
that the Resident is involved in discussions, decision making and
planning and review of their continence needs. Outside
professionals such as the Continence Nurse and physiotherapist
will be involved in any decision making along with any
representative that the Resident chooses. Where the Resident is
assessed not to have the capacity to make these decisions a best
interest decision will be made by the GP.
This organisation recognises the importance of respecting the
person’s culture and preferences. In all decisions concerning
personal care this organisation respects people for who they are
and gives equal opportunities of access in order to promote and
retain independence and cultural preferences.
When a person’s continence needs have been assessed by a continence nurse or advisor or other
professional, a support/care plan will follow. The Resident will be actively involved in the plan; relatives,
advocates and other professionals may also contribute. The support/care plan will be a detailed written
document that gives guidance to staff on how to support an individual with their continence needs. The
plan will give information about the person’s abilities relating to daily living tasks such as promoting
continence, managing hygiene, toileting, mobility and diet. These are all important aspects of supporting
the resident to maintain continence or manage incontinence. The plan will promote active participation of
the person to promote independence. It is important that staff are very clear about what they need to do in
order to support the person. By following the plan staff will support the Resident and promote dignity and
respect in these personal tasks. The plan will be reviewed monthly or as the Residents continence needs
change
Staff will receive training to help support people with dementia or other mental health problems when
promoting and managing continence.
When individuals require or have in place specific appliances such as catheters or stomas, staff will be
trained in the use, maintenance and care of the appliance by the appropriate professional before they are
allocated to work with that Resident. Where ever possible the role of the care or support worker will be to
enable the Resident to manage the appliance themselves with support from the worker.

Q

Quality Assurance
We place a strong emphasis on providing the highest quality
service possible for all of its residents. It works on the basis that,
no matter how good its present services, there is always room for
improvement. We are committed to continues improvement and
have established a quality management system which provides
and framework for measuring and improving our performance.
We have the following system and procedures in place to support
us in our aim of resident satisfaction and continual improvement
throughout our organisation:
Regular gathering and monitoring of resident, family or
relevant person feedback
A complaints procedure
Selection and performance monitoring of supplier against set
criteria
Robust and value based recruitment, selection and retention
process
Training development for employees
Regular monitoring and observation of stall
Regular audit of internal processes
Measurable quality objectives which reflect organisational
aims
Management reviews and audit results, feedback and
complaints
We believe that having the highest quality care is the absolute
right of all of our residents. The continuing aim of the
organisation is to provide a professional and efficient service to
meet all of the requirements of its residents, and the long-term
goal is to obtain the highest possible level of satisfaction from
residents and relatives. Residents’ views will be sought, collated
and used to inform the services we provide.

All Residents Should
Receive the highest quality care and support possible;
Have a say in the running of the organisation through routine evaluations information is gathered and
a larger survey of resident opinion carried out on an annual basis. Although confidential, the results
of this survey are published and distributed to all residents and purchasers. Comments and feedback
are also sought from residents’ relatives, carers, friends, advocates and other stakeholders;
Be free to complain about any aspect of the running of the services provided, and to have their
complaints welcomed and acted upon promptly. To this end the organisation operates a robust
complaints procedure.
All staff, including the managers and the deputy, are expected to demonstrate their commitment,
understanding and adherence to delivering the highest standards of quality care services to all of our
residents, in all aspects of their day-to-day roles, and to discharge their responsibilities accordingly.
In particular:
The registered manager bears the responsibility for establishing, maintaining and implementing a
quality management system. This system helps to set standards and to make changes to achieve
improved standards, the process is reviewed regularly;
Every employee is responsible for the quality of their work, and is trained to perform their duties to
the required legal and organisational standard.
Contractors employed for specific functions must meet specified standards;

The organisation has an annual development plan for quality improvement drawn up as part of its
business plan and which is based upon feedback from residents, staff and relatives. The plan is costed,
focusing upon specific measurable standards and includes named staff as responsible for each aspect;
The organisation listens constantly to its residents and stakeholders, and conducts annual user
satisfaction and feedback surveys via a standardised questionnaire and follow-up interviews with a
random sample of its residents, representatives and stakeholders. The findings are analysed and
incorporated into its development plan;
Manager closely monitor the quality of work by regular supervision, which includes direct observation
of people’s care practice and, unannounced visits to residents’ homes when staff are expected to be
there;
The organisation has a timetable for regularly self-assessing its activities information from which
informs its improvement and annual development plans.

R

Record Keeping
This organisation believes that all records required for the
protection of residents, and for the effective and efficient
running of the organisation, should be maintained accurately
and be up to date; that residents should have access to their
records and information about them; and that all individual
records and organisation records should be kept in a
confidential and secure fashion.

With the residents’ consent, records should include:
Assistance with medication including time and dosage
Financial transactions undertaken on behalf of the resident
Details of any changes in the resident’s or carer’s circumstances, health, physical condition or
care needs
Any accident, however minor, to the resident and/or care or support worker
Any other untoward incidents
Any other information that would assist the next health or social care worker to ensure
consistency in the provision of care.
All records required for the protection of residents and for the effective and efficient running of the
organisation should be maintained in an up-to-date and accurate fashion by all staff.
Residents have access to their records and information about them held by the organisation; they are
also given opportunities to help maintain their personal records at initial assessment, reviews and
other occasions.
Individual records and organisation records are kept in a secure fashion; are up to date and in good
order; and are constructed, maintained and used in accordance with the Data Protection Act 1998 and
other statutory requirements.
Ensure that all files or written information of a confidential nature are stored in a secure manner in a
locked filing cabinet and are only accessed by staff who have a need and a right to access them
Ensure that all files or written information of a confidential nature are not left in a place where they
can be read by unauthorised staff or others
The organisation believes that access to information, and security and privacy of data, is an absolute right
of every resident; furthermore, it believes that residents are entitled to see a copy of all personal
information held about them, and to correct any error or omission therein.

Social care records for adults (i.e. care plans), are kept and disposed of in
accordance with the Data Protection Act 1998 three years after the date of last entry.

Recruitment and Selection
This home’s recruitment and selection procedure aims to ensure
that the most suitable candidate is chosen for the job, and that all
applicants receive fair and equitable treatment both during the
recruitment and selection processes. These processes will adhere
to relevant employment law practice, guidance issued by the Care
Quality Commission (CQC) and Department of Health (DoH). We
are also mindful of the changes within the Equality Act 2010 and
of the guidance issued by Government Equalities Office with
respect to health questionnaires and health questions allowed
during the interview process. Safe recruitment and selection is
acknowledged as our first line of defence in the safeguarding our
resident.
The home has a robust recruitment practice. Prospective staff
members have the following checks:
A minimum of 2 references (where a reference does not give
sufficient information as requested we will seek a third
referee), one of which must be from their current or last
previous employer;
Where verbal references are sought these will be recorded and
held on file until receipt of written references; any
discrepancies will be investigated and recorded;
Documentary evidence of relevant qualifications, full employment history and satisfactory
information about their ability to work within a Regulated Activity;
Gaps in employment history are checked
A “Right to work! Check.
A DBS at enhanced level, which must include all original identification documentation as set out on
the form;
Any immigration documentation, if appropriate, where a residency or sponsorship licence is in place
or required;
Verification of reason for leaving previous employment;
Identity documents verified
Residents opinion is sought
This organisation not only acknowledges the importance of safe recruitment but recognise the importance
of retention. To support this, we use a value-based recruitment tool as part of the recruitment selection
process. This home has a very good staff retention and majority staff members have been employed by the
company from 5 to 15 years.

Relatives, Friends and Carers
This organisation is committed to involving relatives, friends and
representatives as part of the partnership working that inevitably
results from formulating a package of care; however, no
assumption should be made regarding the sharing of information
with or the involvement of relatives, friends and representatives in
the care planning process. Consent to share any written or verbal
information must be expressly provided by the resident, with any
deviance from this being recorded in the care plan, assessment of
need or pre-admission assessment. This ensures that staff know
exactly who can be involved in the sensitive discussions around
the resident and their needs.

Staff of the organisation will only communicate with relatives, friends and representatives of a resident
with the resident’s express permission. We will always respect the resident’s right to privacy in their
affairs, particularly in relation to information about them that is held by or known to the organisation.
Subject to those limitations, we will attempt to involve named relatives, friends and representatives in
all appropriate areas of a resident’s assessment and care
Before providing services to a resident we will offer both comprehensive information on the
organisation’s services and facilities as well as the contract of service to any relative, friend or
representative whom the prospective resident identifies to us
In carrying out the needs assessment or pre-admission assessment of a prospective resident we will
consult any appropriate relative, friend or representative, and will fully take into account any
information they supply about the resident and about their relationship to the resident, whilst respecting
their privacy and other rights. We will be especially sensitive in situations where our staff visit a
prospective resident in a property where a relative, friend or representative also resides
We will be responsive to information provided by relatives, friends and representatives during any
further assessment or re-assessment of a resident’s situation carried out during their period of their
receiving services
We will be particularly responsive to the need to involve and cooperate with relatives, friends and
representatives at times of the increasing infirmity, terminal illness or death of a resident; will show
sensitivity to any special requests made to us regarding rituals, cultural practices or required methods
of care associated with dying and death; and will try to respond to the needs of relatives, friends and
representatives before and after the death of a loved one. Family, friends or representatives are welcome
to sit with their loved ones throughout the night.
If it is apparent or suspected that a resident is suffering any form of abuse from a relative, friend or
representative, we will take all necessary steps to protect the resident, including reporting this to the
relevant authorities and collaborating in any further investigation and action
Where family members are giving conflicting instructions or where there are family disputes. The
home will communicate, relate and co – ordinate information concerning health, personal and social
care only with the service user’s representative such as Next of Kin, Person who has Lasting Power
of Attorney with authority to make decisions related to health; IMCA. The role of the staff at the
home is not to resolve family disputes; and / or
When there is systematically inappropriate behaviour during visits such as being under the influence of
alcohol; inappropriate talk / comments when addressing the staff (i.e. sexual); verbal and or other form
of abuse aimed at the staff; and / or
When staff is systematically treated inappropriately and in breach of the home’s equality policy and
procedure by service user and / or his or her family, friends and / or representatives; and / or
When the wishes of the service user and their representative are consistently in conflict, for example if
the service user wishes to spend more time in the communal lounge with the other residents and the
NOK insists that the service user should spend their time in their own room; or if the service user wishes
to have a glass of sherry or wine with their lunch or supper (provided it is not jeopardising a treatment),
and their representative maintains that that the service user should not have any alcohol. In this home,
the wishes of the service user are always respected and his or her wishes are always considered first
before the wishes of any other person involved.

Religion and Believes
Everyone has a very different value and belief system, which is
almost invariably informed by religion. This home believes in the
individual’s right to their own values, faith, religion and beliefs,
no matter what form these may take. This is a particularly sensitive
area for residents and staff. It is core to the delivery of the service
that every resident must be free to choose and to follow wherever
their values, faith, religion or beliefs leads them. This home
believes that every resident has the right to freedom of religion and
belief. We will do everything possible to ensure that the way in
which our service is delivered does not compromise this right.

Restraint of a Resident
This home takes seriously the safeguarding of its residents and
those related specifically to older people and people with
dementia: rights risks and responsibilities. Our staff :
Understand what restraint is
Provide person-centred care that minimises the need for
restraint
Understand the legal and ethical frameworks relevant to
restraint
Know what to do if they suspect inappropriate or abusive use
of restraint
Understand the circumstances in which restraint may be
legally or ethically appropriate
Understand how to minimise the risks if restraint is used.
Whilst a basic definition of restraint might be ‘restricting movement’ or ‘restricting liberty’, many
interventions may restrict unintended movement, for example, plaster casts to stop a service user
accidentally displacing a fracture, or may unintentionally restrict movement, or for example, a nursing
home locked at night to protect residents and staff from intruders.
According to established international definitions, restraint is defined as ‘the intentional restriction of a
person’s voluntary movement or behaviour.’ In this context, ‘behaviour’ means planned or purposeful
actions, rather than unconscious, accidental or reflex actions. An alternative plain English definition
is ‘stopping a person doing something they appear to want to do.’
The most relevant legal definition of restraint for care homes in England is that found in the Mental
Capacity Act (2005) and its amendments:
use force – or threaten to use force to make someone do something that they are resisting, or
restrict a person’s freedom of movement, whether they are resisting or not.” (14 Section 10.4)
It is legal to use restraint only if certain conditions are satisfied:
In an emergency: if a person who lacks capacity to consent has challenging behaviour, or is in the acute
stages of illness causing them to act in way which may cause harm to others, staff may, under the
common law, take appropriate and necessary action to restrain or remove the person, in order to prevent
harm, both to the person concerned and to anyone else.
Any action intended to restrain a person can be legal if the person consents (as long as there has
been no coercion), but restraint of a person who lacks capacity to consent has to meet two
conditions:
the person taking action must reasonably believe that restraint is necessary to prevent harm to the
person who lacks capacity, and
the amount or type of restraint used and the amount of time it lasts must be a proportionate response
to the likelihood and seriousness of harm.
Types of restraint
PHYSICAL RESTRAINT involves one or more members of staff holding the person, moving the
person, or blocking their movement to stop them leaving.
MECHANICAL RESTRAINT involves the use of equipment. Examples include specially designed
mittens in intensive care settings; everyday equipment, such as using a heavy table or belt to stop the
person getting out of their chair; or using bedrails to stop an older person from getting out of bed.
Controls on freedom of movement – such as keys, baffle locks and keypads – can also be a form of
mechanical restraint.
TECHNOLOGICAL SURVEILLANCE such as tagging, pressure pads, infrared sensors, closed circuit
television, or door alarms is often used to alert staff that the person is trying to leave or to monitor
their movement.
CHEMICAL RESTRAINT involves using medication to restrain. This could be regularly prescribed
medication, including that to be used as required, over-the-counter medication, or illegal drugs.

PSYCHOLOGICAL RESTRAINT can include constantly telling the person not to do something, or that

doing what they want to do is not allowed, or is too dangerous. It may include depriving a person of
lifestyle choices by, for example, telling them what time to go to bed or get up. Psychological restraint
might also include depriving individuals of equipment or possessions they consider necessary to do
what they want to do, for example taking away walking aids, glasses, outdoor clothing or keeping the
person in nightwear with the intention of stopping them from leaving.
When might restraint be used?
Adults who may be at risk can be justifiably restrained in some cases, in the following circumstances:
Displaying behaviour that is putting themselves at risk of harm
Displaying behaviour that is putting others at risk of harm
Requiring treatment by a legal order, for example, under the Mental Health Act 2007
Requiring urgent life-saving treatment
Needing to be maintained in secure settings
Restraint as a last resort
In most circumstances restraint can be avoided by positive changes to the provision of care and support
for the older person. It should be noted that a person with capacity to consent might request items, such
as lap belts or bedrails, to enhance their feeling of safety and/or security. Whilst this may not be according
to a recommendation, an individual’s choice should be acknowledged and included in a care plan and risk
assessment. When a service user cannot give informed consent, staff should always explain what they are
doing, seeking their understanding and agreement. A study suggests that even service users who were
delirious when restrained, later remembered and valued staff’ explanations of what was happening to
them, particularly reassurances that staff were trying to keep them safe.
Staff have obligations to all those in their care and, if allowing one person freedom of action causes harm
to others, decision-makers need to strike a balance between the consequences of applying or not applying
restraint. The use of restraint as a first line response is not conducive / favourable to a positive social
environment. If people feel enabled to do things, rather than prevented from following their desires, they
are more likely to be in a better state of emotional well-being over time. Making decisions about the best
course of action can be difficult. As part of their training and continuing professional development, staff
discuss real and theoretical dilemmas. Except in emergencies, individual decisions about restraint and
policies or guidance should be discussed within multi-disciplinary teams, with the involvement of the older
person and their carers, as far as possible.

Risk Assessment of the Home’s Environment
This home ensures that all reasonable precautions are taken to
provide and maintain working conditions that are safe, healthy
and compliant with all statutory requirements and codes of
organisation, including the statutory duty for employers to
conduct regular health and safety risk assessments. This
organisation is committed to ensuring the health, safety and
welfare of its staff, so far as is reasonably practicable, and of all
other persons who may be affected by our activities including
residents, their relatives and visitors.
This organisation is committed to incorporating Positive Risktaking into its assessments and plans of care. We recognise that
residents have a right to take decisions about their lives and
there is a balance to be found between participation in everyday
activities, the duty of care to both workers and residents and our
legal responsibilities.

A risk assessment is undertaken, by a trained and qualified person, of the potential risks to residents
and staff associated with delivering any agreed package of care before the staff member commences
work; where appropriate, this includes risks associated with assisting with medication and other healthrelated activities, and it is updated annually or more frequently, if necessary;
The risk assessment also determines the risks entailed by residents maintaining their independence and
daily living within the home;
The manner in which the risk assessment is undertaken is appropriate to the needs of the individual
resident; their views, and those of their relatives or advocates, is also taken into account;
A separate moving and handling risk assessment is undertaken, by a member of staff who is trained for
the purpose.
The home recognises that risk assessments are a legal requirement. The home believes that risk
assessments should identify hazards and resulting risks to employees and other persons who may be
affected by work activities. The home understands a hazard to be the potential for harm, with risk being
the likelihood of that harm actually occurring and the severity of the harm (e.g. slight injury, major injury,
death).
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Safeguarding Adults
Adult safeguarding, what it is and why it
matters:
It is a means of protecting an adult’s safety, free from abuse
and neglect. It means people and organisations working
together to prevent and stop such abuse and neglect, whilst
making sure that the adult’s wellbeing is promoted, including,
where appropriate, due regard to their views, wishes, feelings
and beliefs in deciding on any action. This must recognise that
adults sometimes have complex interpersonal relationships and
may be ambivalent, unclear or unrealistic about their personal
circumstances.
Organisations should always promote the adult’s wellbeing in
their safeguarding arrangements. People have complex lives
and being safe is only one of the things they want for
themselves. Professionals should work with the adult to
establish what being safe means to then and how that can best
be achieved. Professionals should not be advocating “safety”
measures which do not take account of individual wellbeing.

Aims of adult safeguarding
The Act sets out the following which apply to all local authorities and their relevant partners, that include
NHS, Police, Ambulance Service, regulated or unregulated providers and all parties involved in the
enquiry:
Stop abuse or neglect wherever possible
Prevent harm and reduce the risk of abuse or neglect to adults with care and support needs
Safeguard adults in a way that supports them in making choices and having control about how they want
to live;
Promote an approach that concentrates on improving life for the adults concerned;
Raise public awareness so that communities as a whole, alongside professionals, play their part in
preventing, identifying and responding to abuse and neglect;
Provide information and support in accessible ways to help people understand the different types of
abuse, how to stay safe and what to do to raise a concern about the safety or well-being of an adult; and
Address what has caused the abuse or neglect.

SAFEGUARDING FROM A B U S E
WHAT TO DO IF YOU OR SOMEONE YOU KNOW MAY BE BEING ABUSED OR NEGLECTED
WHAT IS
ABUSE?

WHO MAY BE
AT RISK OF
ABUSE?

Abuse is when someone causes us harm or distress. Abuse can take many forms ranging from disrespect to causing someone physical or mental
pain. Sometimes abuse may not be intentional, but happens because someone doesn’t have the skills or support needed to care for someone. This
does not make the impact of it any less, but it can help to understand how it happened. Some people may not be able to tell anyone that they are
being abused or neglected. Abuse is never acceptable and you do not have to put up with it. There is help available to keep you safe and decide
what action to take.
While any of us could experience abuse, certain people are • older people
more at risk. Those are people who are 18 years or over, • unpaid carers;
who have care and support needs because of their age,
• homeless;
physical or learning disability, mental-health needs, or
• experiencing domestic violence;
other illness are, or may be, unable to protect themselves
from abuse or neglect because of their care and support • addicted to drugs or alcohol;
needs. Adults who may be at risk of abuse include people • badly treated and forced to work for little or no pay; or
• forced to marry.
who are:

Anywhere, for example:
WHERE CAN • at home;
ABUSE • in a care home, hospital or day service;
HAPPEN? • at work or at school or college; or
• in a public place or in the community

ABUSE CAN
TAKE MANY

•
ABUSE CAN
BE CAUSED
BY:

•
•
•

a partner, carer, relative, child, neighbour or
friend;
a health, social-care or other worker,
whether they are paid or a volunteer;
a stranger; or
another person with care and support needs

PHYSICAL ABUSE

includes being pushed, shaken, pinched, hit, held down, locked in a room, restrained inappropriately, or knowingly giving a person
too much or not enough medication

PSYCHOLOGICAL
OR EMOTIONAL
ABUSE

includes a person being shouted at, ridiculed or bullied, threatened, humiliated, blamed for something they haven’t done, or
controlled by intimidation or fear. It includes harassment, verbal abuse, cyber-bullying (bullying which takes place online or through
a mobile phone) and isolation.

SEXUAL ABUSE

FORMS:
FINANCIAL ABUSE

NEGLECT

involves a person being made to take part in sexual activity when they do not, or cannot, agree to this. It includes rape, indecent
exposure, inappropriate looking or touching, or sexual activity where the other person is in a position of power or authority
includes misusing or stealing a person’s money or belongings, fraud, postal or internet scams tricking people out of money, or
pressuring a person into making decisions about their financial affairs, including decisions involving wills and property
involves not meeting a person’s physical, medical or emotional needs, either deliberately, or by failing to understand these. It
includes ignoring a person’s needs, or not providing the person with essential things to meet their needs, such as medication, food,
water, shelter and warmth.

SELF – NEGLECT
DISCRIMINATORY
ABUSE
ABUSE CAN
TAKE MANY
FORMS

DOMESTIC
VIOLENCE

(cont.):

involves a person being unable, or unwilling, to care for their own essential needs, including their health or surroundings (for
example, their home may be infested by rats or very unclean, or there may be a fire risk due to their obsessive hoarding)
includes forms of harassment, ill-treatment, threats or insults because of a person’s race, age, culture, gender, gender identity,
religion, sexuality, physical or learning disability, or mental-health needs. Discriminatory abuse can also be called ‘hate crime’
includes psychological, physical, sexual, financial or emotional abuse by someone who is a family member or is, or has been, in a
close relationship with the person being abused. This may be a one-off incident or a pattern of incidents or threats, violence or
controlling behaviour. It also includes being forced to marry or undergo genital mutilation.

MODERN SALVERY

includes slavery, a person being forced to work for little or no pay (including in the sex trade), being held against their will, tortured,
abused or treated badly by others

ORGANISATIONAL
ABUSE

includes neglect and providing poor care in a care setting such as a hospital or care home, or in a person’s own home. This may be a
one-off incident, repeated incidents or on-going ill-treatment. It could be due to neglect or poor care because of the arrangements,
processes and practices in an organisation

If you, or the person you are
concerned about, are injured, call an
ambulance or a doctor.
If you think a crime has been
committed, contact the police.
If you are concerned about someone
you know, try to speak to them

WHAT CAN
YOU DO

and get them involved, if it is
safe to do this. Tell them why
you are concerned and ask
them what they want you to do
about it and what they want to
happen. Always try to get them to

NO-ONE SHOULD HAVE
TO LIVE WITH ABUSE
OR NEGLECT
CALL EAST SUSSEX
ADULT SOCIAL CARE

DIRECT ON:
agree to get help.
Contact Adults’ Services or one of the
independent agencies for advice. You 0345 60 80 191
can do this without giving your name.
or e-mail:
Make a note of your concerns, what
socialcaredirect@
has happened and anything you have
eastsussex.gov.uk
done about it.

Sensory Impairment
‘Sensory impairment’ is a general term that encompasses people
with deaf or blind impairment or loss and includes dual sensory
impairment or loss. Sensory services are specialist, but it is vital
that such services should be integrated into the broader health
and social care structures, including community care services.
Local authorities should identify, make contact with, and keep a
record of people with hearing impairment, visual impairment and
dual sensory impairment or loss, and keep a record of sensory
impaired people in their area. This is to encourage specialist
services at the appropriate level, with the required skills and
knowledge in order to promote the following:
Assessments to be carried out by trained and competent staff.
Services to be provided that are appropriate to meet the
identified needs of deaf, visually impaired and dual sensory
impaired users.
Involvement of the individual in the planning of services.
Principles
Dignity: people should be given the care and support they
need in a way that supports their independence and dignity.
Privacy: people should be supported to have choice and
control over their lives.
Choice: care should be based on the identified needs and
wishes of the individual.
Safety: people should be supported to feel safe and secure,
without being overprotected.
Realising potential: people should have the opportunity to
achieve all they can and to make full use of available
resources.
Equality and diversity: people should have equal access to
information assessment and services, and all such services
should work to redress inequalities and, where appropriate,
challenge such discrimination.

Service Improvement Plan
As part of our Good Governance Framework, we have plan of
improvement to our service is how it is achieved by the adoption
of robust monitoring and audit systems. It is important for the
home and service that a continual improvement cycle is in place
which identifies any deficits so that improvement plans can be
implemented.
Planning for improvement
In order to improve, we must first identify the areas for
improvement by obtaining feedback from all stakeholders
involved in the service. A stakeholder could be:
The Resident
Family member or Advocate
Healthcare Practitioner
Social Worker
Local Authority Care Manager
Care & Support Staff
Care & Support Management Team
Care & Support volunteers

The Service Improvement Plan: is relevant as the feedback / data upon which it is based. It is therefore
important to be “H.O.T.” Honest, Open and Transparent. Data and statistics can be skewed to give the best
picture, it is important to see the service as it is, not how you think it is.
People Development: People are the building blocks of any quality management process. The only point
where true responsibility for quality lies is with the person doing the job or carrying out the administrative
process, people are engage with continuous improvement activities. This includes senior management,
who must be committed to a culture of continuous improvement and an effective mechanism of
recognising individual contributions. A simple thank you goes a long way.
Ownership: Everyone in the organisation needs to “own” a shared understanding of what continuous
improvement means. This is why it is important within Health and Social Care, that evidence is collected
in respect of the effectiveness of the service delivery and most important of all, its contribution to the
Regulator’s rating of the service.

Sexuality
The confidential and sensitive nature of information regarding a
resident’s sexuality or sexual activities means that only those with
a specific need to know should be able to access it; the
information should be recorded separately and held in a file that
is accessible only to those who need to know.
This home believes that residents have the right, which is often
denied to older people and to people with disabilities, to develop
and maintain intimate personal and sexual relationships; to engage
in sexual activity that is lawful and does not cause significant
offence to others; and to enjoy pleasurable experiences and take
appropriate decisions for themselves in this area of their lives. We
believe that our care practice should support the operation of
rights associated with sexuality, and that, where appropriate, we
should help to provide the information and guidance that helps
residents remain safe and healthy.
Care Practice
For a resident who has a marital, civil or sexual partner who
resides with them or visits them, our service is provided in
ways that respect their wish to be together in private.
Residents are able to decide whom they see and do not see,
and, if necessary and requested to do so, our staff provide
support in these decisions and protection from any personal
contacts that are unwelcome or abusive
When intimate care is given, residents’ wishes as regards the gender of the worker are respected
where possible
We assist residents who require access to advice or guidance to ensure that any sexual activity they
engage in is safe and pleasurable
The sexual orientation and preferences of residents are treated with respect
Homosexual relationships and activities are accorded the same respect as those that are heterosexual
If residents engage in any sexual activity or display that is offensive to a staff member, or if they
make a sexual approach to a staff member, the matter is reported to their supervisor; they will take
prompt and appropriate steps to discuss the matter with the person concerned and to help them contain
their behaviour within reasonable limits
If residents continue to engage in inappropriate sexual activity or display in the presence of a staff
member then the service may be terminated
All possible efforts are made to protect residents from any forms of sexual abuse
Any resident who due to disability requires assistance in fulfilling their sexual aspirations has the
opportunity to discuss their needs with staff; they will, where possible as part of our care service,
arrange for the appropriate help to be provided

Information about residents’ personal and sexual relationships and activities is treated confidentially
and sensitively, passed only to those with a specific need to know
The opportunity is provided for residents to discuss matters relating to their sexual relationships and
activities within the care-planning process if they wish to, always with due regard to the need to treat
these issues with confidentiality and sensitivity
Particular care and sensitivity are exercised if it becomes necessary to pass information between staff
or to make a written record relating to any matter concerning a resident’s intimate relationships or
sexual activity
The relatives, friends and representatives of a resident are fully informed about the contents of this
policy and are provided with appropriate support and guidance if they seek it
A resident requiring advice on sexual matters or personal relationships can raise the matter with any
member of the care staff or management with whom they feel comfortable
Sexual relationships between staff and residents are not allowed!!

Smoking or Vaping
This organisation complies with the Health Act 2006, which bans
smoking in all enclosed public places. The law requires enclosed
public places (including workplaces) to be smoke-free. Outdoor
areas are not covered by the legislation. The legislation affects
most public premises, with only a few exemptions. These include
designated arears or rooms in adult resident care homes. Any
smoking by service users should not present a hazard.
Residents are allowed to smoke only in designated areas,
such as the terrace and in the garden, or if they wish and
make informed decision in their own rooms
A risk assessment is undertaken should a resident wishes to
smoke and if deemed necessary a supervision will be
provided by a volunteer member of staff who is a smoker too.
Additionally, to ensure the safety of all people on the
premises such as residents, staff and visitors it may be
necessary that a resident’s cigarettes and lighter / match box
are kept in the nurses office and given to the supervising
member of staff to keep safe whilst the resident is smoking
No resident will be allowed to keep a lighter or a match
box in their room or on them at any time
Support to Stop Smoking: Residents who wish to stop smoking
can be referred to their GP or put in touch with the local NHS
smoking cessation service. Staff wishing to give up smoking
should discuss the matter with their supervisor or care home
manager who may be able to refer the staff member to an
occupational health support or smoking cessation service.
Vaping: Use of Electronic Cigarettes (‘e-cigarettes’ or ‘ecigs’): The use of e-cigarettes has been rapid and taken the NHS

by surprise. E-cigarettes are licensed and regulated as a medicine
from 2016, in order that the government can be sure if they are
effective and safe for use. However, ‘the jury is still out’ as to
how safe vaping is.
It is not clear whether e-cigarettes are safe until they have been
thoroughly assessed and monitored in a large population over
time. Foremost, e-cigarettes do not contain any tobacco, only
nicotine; though highly addictive, nicotine is much less dangerous.
For this reason, smoking e-cigarettes (known as ‘vaping’) is
generally regarded a safer alternative to smoking for those unable
or unwilling to stop using nicotine.

Social Inclusion
Social inclusion promotes the involvement and participation in
everyday activities that are often taken for granted in our day-today lives. Ill health, old age and disability are often
accompanied by isolation, and therefore it is important that links
to friendships, familial relationships and community-based
groups are encouraged and pro-actively managed so they can be
maintained and enjoyed.
This organisation aims to ensure that, through a comprehensive
and robust assessment and care-planning system, residents are
enabled to participate and contribute to their fullest potential in
any activity that helps to maintain their links to the community in
which they live.
Resident Choice
No individual can be coerced into being a participating member
of society, but often it is the obstacles they have to overcome
(e.g. transport, access, escort) that are the reasons for exclusion,
not their willingness to participate.
A full and comprehensive assessment of need is the first step in identifying the person’s social and
emotional well-being and how these can be met. Respecting their right to not be included through their
own choice is also important, but should be set in the context of everyone being able to change their mind.
Timing is crucial; it would be natural to withdraw from activities and regular contracts during the first
stages of bereavement, for instance, but it should always be possible to review choices at a later date.
Engagement can happen in different ways, and this too is available as a method of slow inclusion into a
social circle; e.g. pets can be a means of opening up communication. There is no “one size fits all”, rather
a slow and gradual accumulation of trust, which allows participation and inclusion to become part of the
relationship, at a pace chosen by the individual. It is important that equal access is afforded to everyone
and that appropriate communication and assistance is available, particularly to those who may lack
capacity.
All activities are available and reviewed regularly as part of the care plan, and individual choice is
paramount in the maintenance of those activities. On occasion there will be residents who do not wish to
participate, and their views must be respected, recorded and revisited.
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Temperature Control
Older people are at higher risk than the general population for
temperature-related health issues. The body's reduced ability to
regulate temperature, medical problems, medications and the
environment are all factors affecting the ability of individuals to
maintain a healthy body temperature. Dangerous body
temperatures are below 35°C or above 40°C for the general
population. Individuals have a narrower range of safe
temperatures, varying by approximately 2 degrees on either end
of the scale.
Hypothermia: Hypothermia results when an individual's core
body temperature drops below 35°C (95 degrees Fahrenheit).

While vasoconstriction and shivering in healthy young adults act
to increase the body temperature and prevent damage, older people
do not respond with these autonomic reactions until their
temperature is significantly lower. Furthermore, the geriatric
population has a prolonged reaction to hypothermia, taking longer
to respond to interventions to help them warm up and return to a
healthy temperature.
Hyperthermia is the result of the body overheating. Older people
are at higher risk of hyperthermia because of the normal aging
process of decreased autonomic responses for cooling, chronic
medical conditions and certain medications. When the ambient
temperature is higher than skin temperature, the only effective heat
loss mechanism is sweating. Therefore, any factor that reduces the
effectiveness of sweating such as dehydration, lack of breeze,
tightfitting clothes or certain medications can cause the body to
overheat. Additionally, thermoregulation, which is controlled by
the hypothalamus, can be impaired in older people and the
chronically ill, and potentially in those taking certain medications,
rendering the body more vulnerable to overheating. Older women
appear to be more vulnerable to the effects of heat than older men,
possibly due to having fewer sweat glands and being more likely
to live on their own.
Preparations for heatwave: This organisation draws up a
checklist based on the actions below, to complete by the end of
May each year. For the building and surroundings:
Check that windows can be shaded, preferably by curtains
with pale, reflective linings rather than by metal venetian
blinds and curtains with dark linings (which can make
conditions worse). If these are fitted, check that they can be
raised
Check that there are no problems opening windows while
acknowledging security considerations
Increase outside shading in the form of shutters, shades, trees
or leafy plants. Reflective paint can also assist in keeping the
building cool. Increase outside greenery, especially in
concreted areas, as it increases moisture content and aids
cooling as a natural air conditioner
During Very Cold weather: How do cold temperatures affect health? A lowering of temperature by 1°C
can result in a rise in blood pressure of 1.3 mm Hg. Higher blood pressure, coupled with increased blood
viscosity (which is caused by mild skin surface cooling), increases the risk of strokes and heart attacks.
Cold air also affects the normal protective function of the respiratory tract; this leads to increased bronchoconstriction and mucus production, and reduced mucus clearance.
The temperature of the rooms are kept at 21°C to 24oC The heating is thermostatically controlled and
cannot be turned off accidentally. Room temperatures are checked daily and any concerns reported
immediately to the maintenance personnel and the person in charge. Extra knee rugs are available for
residents and staff monitor the very frail and those unable to communicate easily.

Termination of Care Services
In the rare event of the organisation terminating care services to
a resident, a fair and transparent process must be followed.
As a general rule, the grounds for termination of the service
applies to both resident and to the provider. Where the resident
lacks capacity the organisation must take steps to ensure that the
residents family, representative, or relevant person where a best
interest decision is required must be fully engaged in the
discussions and decision-making process.
Reasons for Termination: These include:
A voluntary decision by the resident
The organisation can no longer meet their assessed needs
A hospital or hospice admission or similar health setting
A move to different care environment
Death of the resident
A breach of contract, including non-payment of fees
Conflicting requests by family members, particularly
contradicting to resident’s wishes and inability to meet
family’s needs etc.
Detrimental behaviour would be considered on an individual basis
and would involve a multi-agency approach in order to achieve
the best outcome for the resident and in recognition of the
importance of the right setting when the resident can no longer be
maintained at the nursing home.
Termination Notice Periods
Termination of the service is always, after discussion and
agreement, recorded in writing and the notice period starts from
the date of receipt of written notice. Our notice period is 28
calendar days. It is important to work collaboratively in order to
minimise any distress to the resident, where a change of
accommodation or provider is the reason for termination.
This information should be read in conjunction with the Terms of
Business, Residents Contract and Resident Guide.
Please note: when the resident lacks capacity, the Mental
Capacity Act 2005, in conjunction with multi-agency partners,
family, representatives and any relevant persons, will be followed
and adhered to during the process.

Training, Development and Qualifications of Staff
In a home such as ours it is important to recognise and value our
workforce. In order for us to maintain the required standard of
care delivery a planned and systematic approach to workforce
training and development needs to be in place.
Training:
The process of learning a skill
Development: The process by which someone or something
grows or changes and becomes more advanced.
Both processes are inherent to the care sector and both contribute
to the ability of our organisation to continually improve for the
benefit of our staff and in meeting all regulatory requirements.

Training and development of staff is a priority in this home in
achieving excellence in the service provision. All our staff
members:
employed for the provision of a regulated activity receive
appropriate support training, professional development,
supervision and appraisal as is necessary to enable them to
carry out the duties they are employed to perform, and
are enabled, where appropriate to obtain further
qualifications, appropriate to the work they perform.
In April 2015, the Care Certificate became the new ground
training for new staff without experience. “The Care Certificate is
the start of the career journey for Health Care Assistants and is
only one element of the training and education that will make
them ready to practice within their specific sector. Although the
Care Certificate is designed for new staff that are new to care and
offers this group of staff their first step on their career ladder, it
also offers opportunities for existing staff to refresh or improve
their knowledge.
The Care Certificate Standards includes training on:
1. Understand your role
2. Your personal development
3. Duty of Care
4. Equality and Diversity
5. Work in a Person-Centred Way
6. Communication
7. Privacy and Dignity
8. Fluids and Nutrition
9. Dementia and Cognitive Issues
10. Safeguarding Adults
11. Safeguarding
12. Basic Life Support
13. Health and Safety
14. Handling Information
15. Infection Prevention and Control
a)

b)
c)

MANDATORY TRAINING: is all training that is considered the very basic to enable staff to

carry out their duties appropriately and knowledgably. Mandatory training is provided by inhouse training, e-learning and some with courses provided by the local authorities (LA).
ADDITIONAL TRAINING: is the training that will make staff have a greater understanding of
their duties, which is provided by in-house training and some by LA.
SPECIALISED TRAINING: is the training provided mainly for the RGN staff such as
Venepuncture, Syringe driver, etc., booked by the manager with various organisations such as
Brighton University, St. Wilfred’s hospice, etc.

Code of Conduct for Care Staff
The Code of Conduct is made available for all staff. It is seen as an essential tool in the induction and
informing of staff into our organisation and will be used as required at supervision, appraisal and
disciplinary
Nursing staff
All qualified nursing staff are required to produce evidence of updating their nursing registration each
year and also complete their own training development programme including regular clinical and
medication administration updates. A revised Code of Practice issued by the NMC (Nursing and
Midwifery Council) in March 2015 which all qualified nurses follow.

Vaccinations and Occupational Health
All our residents who are more susceptible and staff who might
contract an infectious illness through the course of their work,
which is preventable through immunisation are advised to have
vaccinations.
The aims of vaccinations (such as Flu Vaccine) are:
To protect our residents and staff, their families and friends,
from infections
To protect the people receiving the services from contracting
infections from the company’s staff, particularly those who
do not respond well to their own immunisations
To protect other staff who are in contact with infected staff
To help the company to deliver its services without
disruption.
Except for staff and residents who have allergies to vaccines
Consent
The home asks that residents and staff give their consent to
vaccination voluntarily and freely.

Vision and Values

OUR VISION
To care about you, the people in a person centered way that enables you to live as you
choose, feeling in control, in a home where
relationships are based on values
and trust

OUR VALUES
To ensure your (the residents’):
INVOLVEMENT
EMPOWERMENT
INDEPENDENCE
FULFILMENT
SAFETY
RIGHTS
EQUALITY
CHOICE
FREEDOM

With:
DIGNITY
RESPECT
CARE
COMPASSION

In:
A PERSON – CENTRED WAY

W

Well-Being Profile
We all have fluctuations in mood as we go through life. There are
bad times and good times, ups and downs. Well-being is an estimate
of how a person experiences life overall, taking into account the ups
and downs. It is a judgment of how a person is evolving, given all
that is happening to them and how they feel about it.
We can influence well-being by looking at a person’s profile of
ups and downs and talking to people and thinking about their
needs and how they can be met. We cannot move mountains, but
little things can make a difference. Care planning can consider
how to:
Support situations that lead to positive behaviour
Promote situations that might generate positive behaviour
Respond to negative behavioural signs (e.g. pain, distress,
boredom) in a comforting way;
Avoid situations that generate negative behaviour
Minimise the effects of factors that put well-being at risk.
Principles of person-centred care which promotes wellbeing:

1. Value people and take their experiences seriously, regardless
of age and when they have cognitive impairment.
2. Treat people as individuals, appreciating how their personality,
life history, health status and social environment along with
cognitive impairment shape their experience
3. Recognise that each person’s experience has its own
psychological validity, and make efforts to understand their
perspective.
4. Recognise that relationships are important to people, and
understand that they need for a supportive social environment
which fosters well-being.

Whistleblowing
Whistleblowing is the term used when a member fs staff raises a
concern about malpractice, risk (for example about patient
safety), wrongdoing or possible illegality, which harms, or creates
a risk of harm, to people who use the service, colleagues or the
wider public. Ideally, such concerns should be dealt with by the
employer.
If a member of staff is concerned that vulnerable adults using a
service are not being cared for in a way that keeps them safe, they
can also raise their concern with the local authority (local council,
‘Social Care Direct on Tel.: 0345 60 80 191 during office hours;
Tel.: 01323 636 399 out of office hours), under their safeguarding
procedures. They can do this as well as whistleblowing to CQC
(Care Quality Commission) or another body such as the police.
Whistleblowing encourages and enables employees to raise
serious concerns within the home rather than overlooking a
problem or 'blowing the whistle' outside. Employees are often the
first to realise that there is something seriously wrong with the
home.

Whistleblowing is different from a complaint or a grievance and
usually refers to situations where a worker raises a concern about
something they have witnessed at their workplace. People who use
services, their relatives or representatives, or others, can make
complaints about a service using the service's complaints
procedure. This is not whistleblowing.

The End

