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Introduction 

The Government has laid out a clear set of quality and safety criteria for care services[footnoteRef:0][1],[footnoteRef:1][2]. The Equality and Human Rights Commission has reinforced the message that the commissioning of health and social care requires a more balanced approach to ‘quality’ and ‘price’.  Commissioning must also include closer monitoring of service provision that incorporates human rights at all levels in order to avoid repeating past mistakes which, in the worst cases, lead to institutional abuse and neglect. Discussions amongst key stakeholders in Northumberland, service commissioners, providers, service users and their families and friends have confirmed we are united in an expectation that the true test of a quality of service is in the outcomes it produces for those individuals in receipt of that service. Whilst recognising the importance of processes and procedures, we agree our focus must be on maintaining and promoting independence and responding to the views and perceptions of customers. [0:  Care Quality Commission (2010) Essential Standards of Quality and Safety.
2 Department of Health (2012) Transparency in Outcomes: a framework for quality in adult social care – The 2012/13 Adult Social Care Outcomes Framework]  [1: ] 


Within this context of legislation, guidelines and our own ambitions for services within Northumberland, this Framework was developed with the help of an expert group, including people who use services and family carers. The quality monitoring process is based on the premise that as commissioners and providers we have a joint responsibility to work together to place people’s human rights at the heart of commissioning and service delivery, and achieve the best standards of care and support possible. Whilst the ambitions stated reflect our local priorities, they have parallels in the expectations of the Care Quality Commission and compliance with the regulatory process will be enhanced through completion of the tool.

This monitoring tool has been produced to help all those involved in supporting ill and disabled people understand and evidence what needs to happen to make safe, person-centred support a reality for everyone who uses their services.  It starts from the point of view and perspective of someone who is ill or disabled and considers the range and nature of things that need to be in place. The first person statements are designed to consider the question ‘what helps me to achieve this outcome?’ with clear links to people’s real experiences of systems, services and interactions with staff. Ultimately, the aims of the tool are to help providers reach agreed quality standards and demonstrate these achievements to commissioners. Where standards fall short, this tool provides a clear framework to plan changes in order to improve standards and outcomes.

The tool provides information about what quality standards mean for individuals and the people supporting them. It offers suggestions of what, as a minimum, needs to be in place to make things work well, indicates good practice, and offers the scope for service providers to demonstrate their strengths and unique contributions to helping people meet their needs and fulfil their goals and aspirations. It is intended to help everyone involved look across the system to recognise all the things that need to fit well together for a personalised approach that gives value for money. Our hope is that providers who have found ways to support people in the best possible way will be keen to share these approaches to contribute to quality care delivery across the whole County to all adults.




The Monitoring Process

Completion of the evidence gathering relies fundamentally on consultation between service providers and service users and providers being clear themselves and able to articulate how their judgements have been reached. Where the tool asks people to rate their own performance, this is expected to be an opportunity to agree best practice and priority areas for attention rather than identifying pass or fail. In order to be most effective, completion needs to take place against a backdrop of trust and desire for continuous improvement in the best interests of service users.

The process will require providers, using this tool, to undertake an annual assessment of their services against the agreed standards. Evidence will draw heavily on the customer experience, involvement and outcomes.  Whilst continual self monitoring will be expected all year round, the formal monitoring period will run from December 2013 to February 2014. Completed documentation must be submitted 2 weeks prior to the visit date, resulting in monitoring and validation by Commissioners in the months of December, January & February. The validation process will involve a visit to services by commissioners to hear providers’ views and to view evidence of how well they meet the ambitions of their service user customers. Commissioners may talk to service users and carers and will bring the knowledge and experiences of care managers and any other feedback received in the review period. It is not envisaged that the validation process will scrutinise all itemised evidence, rather will look at a selection to confirm the view of the provider, therefore the key issue will be for providers to be clear about how evidence supports their views. 

Service providers are asked to identify best practice that they will be happy to share to contribute to wider learning, and it is hoped to share these examples amongst providers to encourage wider networking. They will also be responsible for producing short action plans as a result of the monitoring framework tool, found at the end of the document, to be reviewed in the following year’s process. 

The tool/process will be reviewed prior to the next round of monitoring, making use of learning from the previous year.  Brief guidance on its completion can be found on page 4 and if you require further advice and support, please contact –

Carole Hadland: (Email: Carole.Hadland@northumberlandt.gov.uk Tel: 01670 622432)

Nicola Boughen: (Email: Nicola.Boughen@northumberland.gov.uk  Tel: 01670 622446)

Maureen Thompson (Email: Maureen.Thompson01@northumberland.gov.uk Tel: 01670 622444)

Sue Ward (Email: Sue.Ward@northumberland.gov.uk Tel: 01670 622440)

Alyson Forster (Email: Alyson.Forster@northumberland.gov.uk Tel: 01670 620266)

Marshall Sisterson, Operations Manager (Email Marshall.Sisterson@northumberland.gov.uk Tel: 01670 622443)

Les Pickering, Senior Manager (Email: Les.Pickering@northumberland.gov.uk  Tel: 01670 622441) 
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Guidance on completing this document
Rate each section by placing ‘X’ under Substantial, Some or Limited Evidence, depending on the degree to which the service meets the quality standards and supports the person-centred outcomes. There are 8 overarching standards with corresponding outcomes.  These have been identified locally by service users, carers and other stakeholders as being the most important in providing high quality support in a social care setting. They have also been drawn from recent legislation, best practice and CQC guidance. 
Evidence/examples
For each section, supporting evidence must be identified, referenced and accompanied by appropriate examples. It is also essential to identify the methods used to collect the evidence, and where the information can be found. You need only complete in detail sections that are relevant to in-service provision. However, you will need to demonstrate how people who use your service are enabled to access other help. If not applicable, include evidence as to why any section does not apply to your service.
Intentions for the next 12 months
Providers should indicate any actions they intend to take to ensure standards remain high or where they have rated Some or Substantial Evidence, the action they will take to improve outcomes.

Key for ratings
	Substanial Evidence
	Fully compliant. The service is managed in such a way that it consistently meets the quality standard and can demonstrate that the identified outcome is achieved for all people who use the service. Responses must include, but are not restricted to, the minimum requirements outlined for each standard/outcome.

	Some Evidence
	Mostly compliant. The service is well on its way to achieving the quality standard and identified outcome for people who use the service. However, it is unable to demonstrate that it consistently meets all the minimum requirements for all service users all of the time.

	Limited Evidence
	Non compliant. There is limited evidence to demonstrate that the service is meeting the quality standard and identified outcome for the majority of the people who use the service.








	1.
	Standard 1: Getting my support right 
‘I get the best support possible, which helps me take control and fulfil my personal goals and dreams; I am listened to with respect and involved in my care and treatment.’
	Overall rating

	
	

	Substantial Evidence
	Some Evidence
	Limited Evidence

	
	

	
     

	
     
	
     



	No.
	Outcomes
	Minimum requirements 
	Suggested sources
of evidence
	Rating

	
	
	
	



	Substantial Evidence
	Some Evidence
	Limited Evidence

	1.1
	Finding help

‘I have a good experience when I first seek information, help or support.’

‘There is continuity in the contact I have with professionals and I don’t have to keep explaining things over and over again.’



	Minimum requirements are not restricted to but must include:

· Good information and access (including self-referral if possible) for all people who are eligible for the service, including under-represented groups.
· Clarity for staff and service users about access criteria, staff roles, service limitations and the procedure for terminating the service. 
· Support that is flexible and convenient with regard to timing, location, choice and accessibility of service provision.
· Effective verbal and written communication systems to share relevant information among team members. 













	· Feedback from referrers/people who use the service.
· Service information, service user guide/welcome pack, publicity materials, which can be print, easy read, pictorial, electronic or media format. 
· Systems to record and monitor referrals and service usage by people from disadvantaged/ minority groups.
· Statement of purpose, referral protocols, referral/pre-admission information, assessment documentation, staff training and knowledge of procedures. 

	
     
	
     
	
     

	1.1 Response to last year’s action plan / intentions for last 12 months

	
     










	1.1   Evidence / examples (including methods and location of evidence)

	
     









	Intentions for the next 12 months

	
     













	No.
	Outcomes
	Minimum requirements 
	Suggested sources 
 of evidence 
	Rating

	
	
	
	



	Substantial Evidence
	Some Evidence
	Limited Evidence

	1.2
	Assessing my needs and supporting me well

‘My personal needs have been assessed to make sure I get care that is safe, well-organised and flexible, supports my rights and preferences and leads to the right outcomes for me, even if I live in a rural area and no matter how complex my needs and situation are.’ 

‘My cultural background and communication needs are taken into account. I can explain my needs properly, or a family member or advocate can explain them on my behalf.’

‘There is recognition that my needs are subject to change and the overall aim of assessment and support is to help me achieve maximum independence, for as long as possible’

‘The decisions about whether I am able to use a service have been open and fair, with no barriers to access and quality of the services I am offered.’
	· Person-centred assessment (self-assessment if possible) and family/ advocate involvement as necessary, to identify and meet health, social, personal and emotional needs, outcomes and preferences, including end of life support where appropriate. 
· Up-to-date support/risk management plans, linked clearly to accurate assessment, for all service users, including those with complex needs.
· Promotion of independence balanced with effective risk management; move on/ resettlement needs addressed from the start; assessments, support plans/ risk management plans reviewed at least annually.
· Compliance with the Equality Act 2010 and reasonable adjustments (e.g. for sensory, physical, mental health needs or autism spectrum disorder).
· Openness and sensitivity to the needs of men, women, people from black and ethnic minorities, lesbian, gay, bisexual and trans-gendered people, and those with different beliefs/ religions.
· Joint working, signposting and support to access treatment/ care not provided within the service.
	· Evaluation, satisfaction surveys, audits, feedback reports.
· Documented examples of outcomes e.g. move on plans; recording of signposting/ referring on e.g. to nursing.
· Needs assessment, risk management and person centred plans owned by and developed with the individual, in a format that suits them, involving others as appropriate.
· Staff induction/ training, policies and procedures; checks on quality/ storage/ review of paperwork.
· Publicity material (print/easy read or other media) about assessment/ support planning; staff handbook; charter/ standards on display; statement of purpose.
· Reasonable adjustments and consideration of equality issues; checks on communication aids.
	
     
	
     
	
     

	1.2 Response to last year’s action plan / intentions for last 12 months

	
     








	1.2   Evidence / examples (including methods and location of evidence)

	
     






	Intentions for the next 12 months

	
     

     









	No.
	Outcomes
	Minimum requirements 
	Suggested sources 
 of evidence 
	Rating

	
	
	
	



	Substantial Evidence
	Some Evidence
	Limited Evidence

	1.3



























	Reviewing my support

‘I understand the process of reviews or meetings in which I am involved; they are as accessible and user friendly as is practical. 

‘I understand the remit of my reviews and what decisions can be influenced by my views.’

‘I am given time and support before my review meeting to be clear about what I want to say should happen next for me at my review.’

	· Regular and systematic reviews
· Help for people to prepare for reviews, adopting person-centred review principles.
· Proactive involvement of service users and their family/ friend/ advocate in reviews. 
· Individual support/ risk management plans revised in response to reviews.
· Review dates recorded in support plans, complementing the reviews provided by other agencies, and people informed of their right to request a review at any time.












	· Confirmation from service users/ family/ friends/ advocates that they understand, are actively involved and satisfied with the review process and the verbal/ written information provided.
· Information and support given to service users about reviews and meetings they attend. 
· Examples of how reviews have been made as accessible/ culturally appropriate as possible.
· Service users’ files showing that all needs have been reviewed with appropriate frequency and at least annually. 
· Policy and procedures for reviewing and updating information in support/ risk management plans.
	
     
	
     
	
     

	1.3 Response to last year’s action plan / intentions for last 12 months

	
     








	1.3   Evidence / examples (including methods and location of evidence)

	
     






	Intentions for the next 12 months

	
     














	No.
	Outcomes
	Minimum requirements 
	Suggested sources 
 of evidence 
	Rating

	
	
	
	



	Substantial Evidence
	Some Evidence
	Limited Evidence

	1.4
	Respecting and listening to me

‘I am treated as an individual with dignity and respect.’

‘I receive planned support to go where I want to go and do what I want to do, not what the person who supports me wants me to do.’

‘I find it easy to complain if things are not working well; 
I get clear feedback on the outcome of my complaint, and services improve as a result.’

‘I am asked for my views to help make services better.’

	· Clear evidence/examples of how people’s privacy and dignity are maintained at all times, including at the end of their life.
· Service design/delivery around individual needs, choices and person centred approaches, and not for the convenience of the organisation or staff.
· A clear complaints procedure (including appeals process) in accessible formats that is openly displayed, reviewed regularly, and which staff, service users, family members and third parties understand and feel confident in.
· Clear recording of complaints and feedback on actions taken.
· Effective means of involvement in order to obtain views from service users and improve services.
· Feedback mechanisms and opportunities for people who use the service to participate in service improvement/ development plans.


	· Feedback, survey/consultation reports, action plans, committee/ board meetings.
· Person centred plans/ reviews and examples of involvement (e.g. suggestions box, discussions, resident/ house meetings, questionnaires, staff recruitment, service aims).
· Examples of recent improvements made as a result of service user/ relative/ friend/ advocate feedback or complaints.  
· Complaints procedure/record book; information on complaints in welcome packs, handbooks, notice boards.
· Staff training and supervision; whistle blowing policy/ procedures.
· Protocols, policy, guidance, publicity, charter/standards and evidence that they have been discussed with and understood by services users and their relative, friend or advocate.


	
     
	
     
	
     

	1.4 Response to last year’s action plan / intentions for last 12 months

	
     








	1.4    Evidence / examples (including methods / location of evidence)

	
     








	Intentions for the next 12 months

	
     
















	2.
	Standard 2: Having the right people to work with me 
‘I have a good and positive experience of people involved in my treatment and support.’	
	Overall rating

	
	

	Substantial Evidence
	Some Evidence
	Limited Evidence

	
	

	
     

	
     
	
     



	No.
	Outcomes
	Minimum requirements 
	Suggested sources
of evidence
	Rating

	
	

	
	

	Substantial Evidence
	Some Evidence
	Limited Evidence

	2.1
	How staff help me

‘People I rely on and respect for their specialist knowledge, skills and expertise are there for me when I need them, and refer on to appropriate services as necessary. They are consistent and I trust them to make good decisions.’

‘Staff work together to help me make positive changes in my life, and I am given opportunities, encouragement, and support to promote my independence and social inclusion.’

‘There are people around who really want to help me fulfil my dreams and potential; if possible I choose who supports me so that I get good support.’



	· Staff promote people’s independence and can describe outcomes that the service can help people achieve. 
· Staff fully understand person-centred approaches and engage and communicate effectively with people who need the service.
· Staff understand the importance of relationships, goals and aspirations and are sensitive to diverse needs.
· Staff are skilled and experienced in meeting needs in culturally appropriate ways.
· Staff are competent in risk management and health and safety procedures.
· Staff are knowledgeable about the range of services and support provided by their own organisation and other organisations.

	· Feedback and surveys from service users and their relatives, friends or advocates on how they view staff. 
· Examples of outcomes in response to service users, relatives/friends/advocates’ concerns raised about staff.
· Quality checks on needs/ risk assessment and support plans, reviews, activity files and key worker systems.
· Written evidence of how training links into policy and procedural guidance and directly impacts on support given to individuals.
	
     
	
     
	
     

	2.1 Response to last year’s action plan / intentions for last 12 months

	
     









	2.1   Evidence / examples (including methods / location of evidence)

	
     





	Intentions for the next 12 months

	
     














	No.
	Outcomes
	Minimum requirements 
	Suggested sources
of evidence
	Rating

	
	
	
	



	Substantial Evidence
	Some Evidence
	Limited Evidence

	2.2
	How staff are supported to help me

‘My needs are met by staff who are well managed, properly qualified and who develop and improve their skills through training and supervision.’ 

‘There are always enough members of staff available to keep me safe and meet my health and social needs.’

	· Staff training targeted to meet the needs of the people who use the service (See 3.1 ‘Safe services’); and other relevant training such as training in person centred approaches.
· Additional training in autism awareness, mental health awareness and other specialist training, as appropriate.
· Clear links between training, policy, procedural guidance and practice. 
· Supervision for all staff (at least 6 times per year) and yearly appraisal.
· Involvement of service users and carers in recruitment and training of staff, and updated CRB/DBS checks for all staff. 
· Staffing levels sufficient to deliver safe person-centred support and to cover periods of sickness and annual leave, without affecting levels of support to each individual.
· Minimum staff turnover and minimum use of agency staff.
· Staff are committed to and supported in training, supervision, appraisal and continuing professional development.
	· Feedback from staff, service users, relatives/ friends/ advocates; independent surveys and audits that influence staffing systems, team meetings and training.
· Information about how staff are supported e.g. team meetings, supervisor’s open door policy, one-to-one sessions, as well as regular supervision and appraisal. 
· Examples of pathways, multi-agency working, communication and inter-organisational protocols. 
· Information on qualifications, skill mix, staff rotas, staffing, sickness levels, use of agency staff and turnover. 
· Tools and systems used to determine sufficient and appropriately qualified staffing levels, plus evidence of their use and ongoing review.
· Staff Code of Conduct, staff induction, supervision, training and appraisal records.

	
     
	
     
	
     

	2.2 Response to last year’s action plan / intentions for last 12 months

	
     






	2.2   Evidence / examples (including methods / location of evidence)

	
     





	Intentions for the next 12 months

	
     











	3.
	Standard 3: Helping me to feel safe and take responsibility
‘I feel safe and an equal citizen with the same rights and responsibilities as other people, and get the right support to enable me to take part in my community, as much as is possible.’
	Overall rating

	
	

	Substantial Evidence
	Some Evidence
	Limited Evidence

	
	

	
     

	
     
	
     



	No.
	Outcomes
	Minimum requirements 
	Suggested sources
of evidence
	Rating

	
	
	
	



	Substantial Evidence
	Some Evidence
	Limited Evidence

	3.1
	Safe Services

‘I am protected from harm (including abuse) or the risk of harm and staff respect my human rights.’ 

‘Should any serious incidents occur, relevant authorities are notified and safeguarding procedures are in place, so the organisation that provides my support responds to and learns from them’.

‘I get safe and coordinated care, even where more than one care provider is involved or if I move between services.’ 

	· Systematic arrangements and competent staff to ensure the psychological and physical safety of people who use the service (inc. valid CRB/DBS checks for all staff & appropriate liaison/reporting to NCT/reg.bodies).
· Accessible information, processes and support for service users making complaints and raising safeguarding issues.
· Clear, well-publicised policies, procedures and staff training.*
· Accurate risk assessment/ management plans and care/support plans, which are securely stored and accessible to relevant staff and service users, as appropriate.
· Positive risk taking and safe promotion of choice, empowerment and independence.

	· Feedback from service users/ relatives/ friends/ advocates; evidence of outcomes resulting from concerns raised. Feedback from staff about how they are supported to identify areas of risk and report concerns.
· Training records and signed evidence of staff understanding policies/ procedures e.g incident reporting, information sharing, Whistle Blowing and Disclousure and Barring Service referrals.
· Records, audits, reports on e.g. risk management, medication administration, CRB/DBS checks.
· Accessible information on safety, dignity, privacy and rights, and guidance for raising safeguarding issues/making complaints.
· Audit trails and examples of how people are enabled to take positive risks towards independence and social inclusion (e.g. in statement of purpose, support plans, ‘This is Me’, health passports, independent advocacy involvement).
	
     
	
     
	
     

	[bookmark: 2s8eyo1]*Training to include: Health and Safety inc Moving & Handling; Safeguarding Adults/Children; Mental Capacity Act (MCA)2005; Deprivation of Liberty Safeguards (DoLS); Equality and Diversity; Infection Control; Medication management; Data Protection/confidentiality; Whistle Blowing; inter-agency information sharing. Note: Some training may be for designated staff, but all relevant staff should have an awareness of policies/ procedures and codes of conduct.

	3.1 Response to last year’s action plan / intentions for last 12 months

	
     







	3.1   Evidence / examples (including methods / location of evidence)

	
     







	Intentions for the next 12 months

	
     













	No.
	Outcomes
	Minimum requirements 
	Suggested sources
of evidence
	Rating

	
	
	
	

· 
· 
	Substantial Evidence
	Some Evidence
	Limited Evidence

	3.2
	Safe Environment

‘I am cared for in a clean environment that protects me from the risk of infection.’

‘I live in a place that is clean, regularly decorated in a style I like and furnished and equipped with well maintained goods.’

‘I feel safe when getting out and about and when travelling in public and private transport.’

	· People living/ receiving support in an accessible, comfortable and well maintained environment, which is clean and free from unpleasant odours. 
· Resources and equipment that are kept in good working order.
· Individuals having their own toiletries and personal items, and choice over the style of decoration and furnishings where possible.
· Provision/ opportunity for private discussions with staff and others, such as family members or an advocate.
· Procedures and support to ensure people’s safety whilst away from the usual environment, for instance when travelling on public transport.











	· Surveys and feedback from people who use the service and their relatives/friends/advocates. 
· Maintenance checks and reports.
· Staff training records, procedures policies and publicity material on health and safety, best interest assessments and dealing with restrictions under the Mental Health Act 2007.
· Person centred plans, risk assessment/management plans and recording of how people are helped to feel safe within the service, in external venues and when travelling alone in public or private transport.
	
     
	
     
	
     

	3.2 Response to last year’s action plan / intentions for last 12 months

	
     






	3.2   Evidence / examples (including methods / location of evidence)

	
     







	Intentions for the next 12 months

	
     














	No.
	Outcomes
	Minimum requirements 
	Suggested sources
of evidence
	Rating

	
	
	
	



	Substantial Evidence
	Some Evidence
	Limited Evidence

	3.3
	Being part of my community

‘I have my own home:  good quality housing which is safe and secure with security of tenure.’

‘I choose how to take part in my community and the place I live will be in the heart of, or support me to get to, a busy and active community’

‘I am supported and encouraged to prepare for employment, find work and stay employed.’

‘I can gain the qualifications, skills and training I need to improve my ability to work and help me progress in my career.’

‘I have the opportunity and support to develop my interests, learning and participation in cultural, creative, sports, leisure and community activity.’



	· Empowering and supporting people with their individual strengths, engagement in the wider community and development of social networks.
· Independence promoted through confidence building, appropriate skills training, equipment, adaptations and services relevant to individual needs.
· Goals for housing, employment, training, education, social, leisure, sports, arts and community activities included in assessment/ support plans. 
· Planning and support to achieve outcomes, including exit and move on from the service as appropriate.
	· Examples from service users of specific initiatives that have expanded their skills, confidence and self-esteem; general feedback from service users/ relatives/friends/advocates.
· Promotion of independence and positive risk taking in staff induction, training programmes, management practices, strategies, service information, person centred plans; organisational policies/ procedures and evidence of compliance. 
· Availability and accessibility of information on services, activities and opportunities for leisure, arts, sports, training, education and employment appropriate to individual needs.
· Tenancy agreements.
· Service user employment/ activity/move on outcome data.  
	
     
	
     
	
     

	3.3 Response to last year’s action plan / intentions for last 12 months

	
     









	3.3   Evidence / examples (including methods / location of evidence)

	
     






	Intentions for the next 12 months

	
     













	No.
	Outcomes
	Minimum requirements 
	Suggested sources
of evidence
	Rating

	
	
	
	



	Substantial Evidence
	Some Evidence
	Limited Evidence

	3.4
	My rights and responsibilities

‘I know my rights and how to find out more about what responsibilities I can take.’ 

‘I have the same rights and responsibilities as other citizens.’ 

‘I am treated equally and fairly, regardless of my age, race, gender, beliefs, sexual orientation or disability.’

‘I get help/signposting to access financial and legal advice as needed, support to manage my finances, and use the money allocated to me in new creative ways.’

	· A statement of rights and responsibilities within the service (e.g. rights to information, consultation, review and to complain).
· Support to help people understand and exercise their rights and responsibilities in society e.g. to vote in local and national elections, and to access services and facilities they need.
· Protection of human rights, including rights for safety and privacy, and to be free from discrimination, harassment and abuse, including that related to age, disability, race, gender, beliefs or sexual orientation.
	· Rights/responsibilities explained within the service description, handbook, customer charter etc. 
· Staff training, policies and procedures on equality, diversity and safeguarding.
· Evidence from reviews/records of how service users have been supported with their rights and responsibilities within the service and the wider society.
· Feedback and confirmation from people who use the service and their relatives/ friends/ advocates that their views have been listened to and taken into account, and that information and support is made available to meet their cultural, religious and/or lifestyle needs.
· Examples of how equality issues have been considered when producing/ reviewing any major policy, procedure, function, service or strategy, as appropriate.






	
     
	
     
	
     

	[bookmark: 26in1rg]3.4 Response to last year’s action plan / intentions for last 12 months

	
     







	3.4   Evidence / examples (including methods / location of evidence)

	
     






	Intentions for the next 12 months

	
     













	4.
	Standard 4: Helping me to keep healthy and feel good 
‘I choose how to be healthy; I have the information and advice I need to feel empowered and make the right choices for me.’ 
	Overall Rating

	
	

	Substantial Evidence
	Some Evidence
	Limited Evidence

	
	

	
     


	
     
	
     



	No.
	Outcomes
	Minimum requirements 
	Suggested sources
of evidence
	Rating

	
	
	
	



	Substantial Evidence
	Some Evidence
	Limited Evidence

	4.1
	Meeting my health needs

‘I am able to get my physical and dietary needs met appropriately. I get the medicines I need, in a safe way and when I need them.’

‘I get the treatment, care and support that my health or social care professional and I agree will make a difference to my health and wellbeing.’

‘I get support to effectively access health services as necessary; I expect my doctors, dentists and other health professionals to communicate well with me and can be supported to communicate with them as needed.’

‘I, or someone on my behalf, can challenge decisions made by health professionals, multidisciplinary teams and senior management teams.’
	· Provision/access to food, drink and snacks with appropriate nutritional value, at times that meet individual needs, preferences and any cultural/ religious requirements. 
· Safe access to medication, treatment and appropriate monitoring services required.
· Support for emotional/psychological needs and appropriate referral for those who have identified mental health needs.
· Staff able to talk to people about health issues and clear about what they can and can’t do to help. 
· Appropriate referral and support for people to access and understand the range of health services available (e.g. GPs, emergency care, dentists, pharmacies, opticians, chiropody, and health screening); ensuring reasonable adjustments have been made where required, and people can make a complaint or give feedback about their experience of health services. 
	· Feedback from service users/ relatives/ friends/ advocates and evidence of physical/ emotional/ psychological needs being met within the service e.g. in support plans, records, menus, activity plans, medication audits.
· Percentage of service users who have had an annual health check and a health action plan.
· Evidence of referral to appropriate services for health problems; confirmation that reasonable adjustments are made as required.
· Accessible self-help resources; information on health services, staff roles, choices and what to expect. 
· Systems, staff training, appraisal and supervision for ensuring service users’ health needs are met and that they attend regular appointments.
· Focus group/forum discussions on health service experiences, and evidence this is fedback appropriately.
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	Substantial Evidence
	Some Evidence
	Limited Evidence

	4.2
	Maintaining a healthy lifestyle

‘I get the right information, education and support to help me make healthy choices and deal with the consequences of unhealthy choices.’

‘I get guidance on a healthy diet, and support to buy, prepare and cook food at a time that I choose.’ 

‘I get help to do exercise and to access local facilities such as sports centres; this includes help to use transport when needed, and being able to use disabled facilities when necessary.’

‘I have enough money to eat a healthy diet and to do physical exercise.’
	· Systematic promotion of healthy lifestyle choices for all people who use the service.
· Information, discussion and access to help/ advice for the following:
· smoking cessation
· healthy eating, exercise and   weight management
· alcohol and substance misuse
· long term health needs
· mental health and emotional well-     being
· sexual and reproductive health
· other health concerns e.g. sleep

	· Feedback and evidence of health promotion initiatives e.g. in care plans, and support to maintain healthy lifestyles, e.g. through diet plans/ menus, shopping, budgeting for a healthy diet and exercise.
· Publicity material and events on key health promotion messages; availability of accessible health information.
· Percentage of service users who have had an annual health check and a health action plan.
· Written evidence of regular appointments attended for GP, dentists, opticians, chiropody; and referral to specialist health promotion/ health services where appropriate.
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	5.
	Standard 5: Helping me to make choices    
‘I get help to make my own decisions about how I live my life and how I am supported. 
If that is not possible, decisions are made with the help of my carer and/or an advocate.’
	Overall rating
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	Outcomes
	Minimum requirements 
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of evidence
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	Substantial Evidence
	Some Evidence
	Limited Evidence

	5.1
	My views are important and I can get help to make decisions.

‘I get good advice and information to speak out for myself and make real choices about the decisions that impact upon my life. I can have an advocate if I need one.’

‘I am always involved in discussions about my care and treatment. I receive meaningful information so that I can choose to receive or reject any type of examination, treatment, care or support.’ 

‘If I am unable to make certain choices due to my illness or disability, my family member, friend, or advocate receives appropriate information in decisions about my care, treatment and support.’

‘Where necessary, decisions are made on my behalf within the legal framework provided by the Mental Capacity Act (2005) and Deprivation of Liberty safeguards.’
	· Routine discussion of choices about how people want to be supported, including at the end of their life.
· Advice and help for people to know their rights and make safe informed choices about how they live their life, meet their needs and achieve their personal goals, hopes, dreams and aspirations; involvement of relevant people (e.g. family member, advocate, or specialist) in assessment, treatment and care decisions as appropriate.
· Clear information and procedures on informed consent, assessed lack of mental capacity and independent advocacy.
· Staff training and competency in Mental Capacity, Deprivation of Liberty safeguards, and the use of independent advocacy.

	· Feedback and examples of how the service seeks views of service users and/ or their relatives/ friends/ advocates, and how these lead to improved outcomes; audits/ survey reports. 
· Choices, interests, aspirations and appropriate use of advocacy documented e.g. in pre-admission/ admission records, assessment, person-centred plans and reviews. 
· Service information and materials about support available to make decisions, informed consent, advocacy, and what happens when a person lacks capacity.
· Policies, procedures, staff supervision, training and appraisal records; written evidence of how people give consent e.g. Mental Capacity Assessments, Best Interest assessments and advocacy involvement.
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	Substantial Evidence
	Some Evidence
	Limited Evidence

	5.2
	Choices that matter the most to me

‘I choose who I live with and where I live; I choose my friends and relationships.’ 

‘I can make positive choices about how I spend my time and money within the overall context of being healthy and safe; that includes working, and doing things that interest me.’

‘I understand that everyone can make mistakes and I can change my mind about the choices I’ve made.’

‘I make choices about the staff that support me. Where I share my support with other people, service managers listen to and act on any concerns I have about the staff who support me.’

‘I am able to choose which GP I see, and other health and social care professionals where possible.’

‘If my placement becomes untenable, systems are in place to resolve or help me move on.’
	· Discussions with people about what matters most to them, reflected in their assessments, support plans and daily choices. 
· Support for people to have their own home and, if the service is delivered in a shared setting, the opportunity to meet other residents prior to admission.
· People being empowered to make informed and safe choices about friendships and intimate relationships.
· Help and advice for individuals to choose how to use their money, within the context of keeping healthy and safe.
· Accessible information and support to help people make choices about health and social care services they need.
· Service user involvement in staff recruitment; systems to find out and act on how people feel about the staff that support them.

	· Feedback from service users and their relatives/friends/advocates; surveys and reviews.
· Evidence in person centred plans of the implementation of choice, and sound reasons where choice has not been possible in certain situations.
· Evidence of changes in routine, and service response to changes in choice, needs and circumstances e.g. in service information, activity files and support plans.
· Menu plans and file/records, which detail likes/dislikes and special dietary needs.
· Accessible information on health and social care services and the range of activities and choices within the community.
· Service user involvement in staff recruitment.
· Staff supervision and appraisal; systems to capture and respond to information on choices/ concerns about staff. 
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	6.
	Standard 6: Involving and caring about relatives and friends who       support me  ‘The role of any family member or friend providing unpaid care and support 
to me is promoted, valued and recognised.’
	Overall rating
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	Outcomes
	Minimum requirements 
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of evidence
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	Substantial Evidence
	Some Evidence
	Limited Evidence

	6.1
	Involving my relative or friend in my care and planning future services

‘Staff understand the importance of my relationships with my family and friends; they support me when there are problems with my relationships, or when those close to me are ill or die’.

‘If I don’t have close relatives or friends, general advocacy or Independent Mental Capacity Advocacy is explained and offered to me where appropriate’.

‘With my agreement, my relative, friend, or advocate receives clear and accurate information and is involved in decisions about my care, treatment and support, in a way that is respectful and helpful. 

‘They are given the opportunity to be involved in the planning, development and evaluation of services and planning for my future when they may no longer be able to support me.’
	· Support and encouragement for people to maintain contact with relatives and friends.
· Support for people who use the service to address relationship issues, bereavement, and planning for the future (referring to specialist help if needed).
· Appropriate involvement of relevant family members/friends in the care and support of people who use the service. 
· Acceptance of service users’ refusal of consent to family/friend involvement, unless there is serious risk to a service user’s welfare; then supporting relatives or friends in other ways (e.g. signposting to carers’ assessment/ support, general information and advice).
· Routine consultation with relatives and friends in relation to current services, new developments and satisfaction surveys.
	· Feedback from service users and their relatives/friends about how well they are involved.
· Written evidence that service users’ relatives/friends are appropriately involved in assessments, support plans and reviews throughout the duration of the service, and receive information about the service, how to complain and relevant policies/ procedures.
· Mechanisms and evidence of capacity assessments, consent, best interest decisions and advocacy involvement. 
· Evidence of how relatives/friends have been involved in surveys, consultations, service development plans, recruitment and training. 
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	6.2
	Recognising and responding to the needs of my relative or friend who supports me. 


‘My relative/friend is valued by all staff involved and this is reflected in my care plan, as well as their own support plan if they have one.’

‘My caring relative/friend is aware they may have a right to a Carer’s Assessment under the Carers and Disabled Children Act 2000 and The Carers Equal Opportunities Act 2004.’

‘My relative or friend who supports me is protected from inappropriate caring, financial hardship, and pressure to take on caring roles so that they can stay well and have a life of their own.’









	· Demonstrating to relatives and friends of people who use the service that they are valued and their views are respected. 
· Responding to relative/friends’ needs for information, advice, and involvement, as appropriate and with consent from the service user as necessary (e.g. when discussing information about the service users’ support, rather than general information/advice or signposting).
· Where necessary, signposting relatives or friends providing unpaid care to a relevant organisation for carer’s assessment and support, as appropriate.









`
	· Feedback from relatives or friends (and service users) that they feel respected and valued by staff; examples of support, advice, signposting as appropriate. 
· Where appropriate, written evidence e.g. in client records that relatives or friends providing unpaid care and support have been signposted to an organisation that can offer carer assessments and support plans.
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	7.
	Standard 7: Information about me and my support  
‘I receive and understand information about my care and support. I know that it is kept confidential, and used to get my support right and to do the best for me.’ 
	Overall rating

	
	

	Substantial Evidence
	Some Evidence
	Limited Evidence

	
	

	
     

	
     
	
     



	No.
	Outcomes
	Minimum requirements 
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of evidence
	Rating

	
	

	
	

	Substantial Evidence
	Some Evidence
	Limited Evidence

	7.1
	Understanding information about my care and support
 
‘I know what is in my paperwork and what it says about me, my expectations, goals and responsibilities.’

‘I am given accessible information about my care and support in a way that suits me (e.g. easy read/audio).’

‘My paperwork is understood and signed by both staff and me; I get support for this to happen.’

	· Information about the service and individual support that can be easily understood by people with learning disabilities, including those with physical disabilities and sensory impairment (in accordance with the Equality Act 2010). 
· Systems in place to ensure information about the service is accurate, reviewed regularly and updated.
· Quality monitoring of needs/risk assessments and support plans/risk management plans to ensure they are accurate, accessible and reviewed regularly.
· Service user and stakeholder feedback and involvement in producing and improving information provided by the service.
	· Person centred plans, client records, feedback from people who use the service, relatives, friends, advocates and referrers. (e.g. compliments/complaints/ suggestions/surveys).
· Information leaflets/publicity materials in different accessible media, appropriate content, style and availability.
· Examples of service user involvement in the development of information and publicity materials.
· Staff trained in Equality and Diversity, use of interpreting services, person centred approaches.
· Quality checks on assessment, risk assessment/ management, and support planning documentation.
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	7.1  Evidence / examples (including methods / location of evidence)

	
     






	Intentions for the next 12 months

	
     












	No.
	Outcomes
	Minimum requirements 
	Suggested sources
of evidence
	Rating

	
	
	
	



	Substantial Evidence
	Some Evidence
	Limited Evidence

	7.2
	Knowing how information about me is used and shared 

‘My paperwork includes contact details of named staff who support me, information about medication and any extra help I need such as specialist people and equipment.’

‘I am given information about the outcomes of reviews or meetings in a manner that is meaningful to me.’ 

‘Information about me is kept confidential, and only shared with my consent and when there is a genuine need to do so.’

	· Signed person-centred plans, which include details of named staff, medication and specialist equipment.
· Clarity for people who use the service as to who else has access to information about them.
· Clear verbal and written information about the circumstances under which information may be disclosed or shared, including reference to safeguarding and child protection legislation.
· Compliance with the Data Protection Act (1998) and policy, procedures, staff training and competence in data protection/ confidentiality, safeguarding and child protection.
· Appropriate involvement of relatives, friends or advocates whilst respecting the confidentiality of the service user.



	· Feedback from people who use the services and their relatives/ friends/ advocates; audits/reviews and reports.
· Staff training records; written policies and information sharing protocols/guidelines (in line with Equalities Act, Data Protection, Safeguarding children and adults). 
· Information displayed and leaflets/ publicity materials (in different accessible media).
· Examples where people who use services have contributed to the development of information and publicity materials.
· Quality checks on assessment, risk assessment/management and support planning documentation.
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	8.
	Standard 8: Managing and paying for my support   		 
‘I choose how I am supported, and all the things are in place that can help me manage my support, in a way that suits me; I am charged a reasonable cost and only for services that I need.’
	Overall rating

	
	

	Substantial Evidence
	Some Evidence
	Limited Evidence
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	Substantial Evidence
	Some Evidence
	Limited Evidence

	8.1
	Managing and paying for my support

‘A fair and open assessment of my financial circumstances, including my income, capital and savings has been undertaken prior to the service commencing; I am protected from the risk of very high care costs and losing assets.’

‘I have received advice to ensure that I am getting all the income, including pensions and benefits to which I am entitled, and which may help with my support charge.’

‘Providers have been clear with me, or others paying for my support, about how charges for my care are made up. The costs reflect the quality of the service I receive.’

‘There is a planned and balanced approach to crisis and risk that does not take away my sense of being in control of my life; I have opportunities and the resources for self-help, such as clear information about personal budgets and how to use them.’
	· Peoples’ views and preferences incorporated into the way support is planned, organised and paid for, and balanced with effective risk management.
· Systems in place to address any disagreements about the way support is organised or paid for, and to ensure people understand the process of Financial Assessment and their right to appeal.
· Clear information and advice about entitlements, charges, how to make payments and a breakdown of service costs.
· Support available for people to manage their own support and finances where possible (e.g. through direct payments, personal budgets, self-directed support or private arrangements). 
· Written and publicised emergency call-out and out-of-hours support arrangements, which are understood by staff, service users and relatives/ friends/ advocates.
	· Evidence in person-centred plans and client records of how people have been helped with support planning, positive risk taking and money management; capacity assessments and signposting where required.
· Information, policies and procedures for staff, service users and their relatives/ friends/ advocates about the way support is organised, including emergency and out of hours arrangements; evidence of referral to specialist support as required.
· Accessible information about financial assessments, charges, and paying for care, including breakdown of costs – for service users and their relatives, or others paying for their care. 
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	9.1  Give a brief description of one area of your service that functions the most effectively to achieve person centred outcomes and give evidence of this achievement.

	
     










	9.2   What are your priority actions as a result of this self-assessment and when will they be achieved?


	
     









Please confirm that a copy of the Learning Disability Customer Charter ‘How it should be’ is displayed within your service and/or given to and understood by individuals who use your service, and their family, advocates and important friends:  Yes/No
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