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Forewords

Winnie Cooke
As an older person myself, and someone who has experience of caring for my late
husband at home, I was delighted to be involved in the development of Progress
for Providers: Checking your progress in delivering personalised support for
people living at home.
I am pleased to have been part of developing this comprehensive workbook. I
think it is not only a way to find out how services are doing, but it also points to
what the very best services could look like.
At a time when a person may feel they are losing control of their life due to ill
health or aging, this self-assessment tool helps to ensure that the person remains
at the heart of their support and will give confidence to anyone in the position of
looking for a homecare provider. If I ever find myself needing a homecare service
I will certainly be using the workbook to measure how person-centred they are
before choosing my provider. I recommend it to all carers, and people looking
for homecare. There are good questions in this workbook to help you find good
homecare.
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Dr Andrew Newens
Managing Director, Mears Care Limited
Personalisation has been around for quite a number of years and yet it
sometimes feels as if little has changed about the way that homecare services
are commissioned or delivered. Mears Care has therefore been a keen sponsor of
this piece of work on Progress for Providers for homecare, as we believe strongly
in providing high quality homecare services in a way which makes sense for
individual people. Homecare is growing as more and more people are choosing
to stay in their own homes and want to remain as independent as possible. Mears
Care actively supports this because we see on a daily basis what this means for
the people we support. However, for many years the way homecare has been
arranged has been through a relationship between the council and the provider,
bought on mass through macro commissioning. Whilst this could be seen as an
efficient way of delivering services to a lot of people, it hasn’t been as personcentred as it should have been.
We know at Mears Care our customers want a much more flexible and responsive
service to their individual needs. At Mears Care we have a good reputation for
delivering high quality services and we want this to continue, but we need to
rise to the challenge of delivering what people want and when they want it. This
means we need to have a wide variety of services available that appeal to our
customers, in a way that makes sense for them. The Progress for Providers self
assessment tool can help homecare providers to benchmark how well they are
doing in relation to delivering flexible, person-centred services and shows clearly
what steps can be taken to improve on the delivery of personalised homecare.
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Colin Angel
Policy Director, United Kingdom Homecare Association
It is a pleasure to commend Progress for Providers to the owners and managers
of homecare services. This helpful publication offers providers a short, concise
tool which organisations can use to reflect on the extent to which their services
already achieve fully-personalised support.
For many providers this self-assessment tool will provide evidence that is cause
for celebration. For others, using Progress for Providers can provide a useful step
forward in identifying opportunities to plan for improvement and implement new
ways of working.
The overriding goal of Progress for Providers is to improve the experience of
people who use care services and help them remain at home. It also offers the
additional benefits of supporting family and other informal carers and developing
the homecare workforce. Use of this self-audit tool is an opportunity for
homecare providers to provide their regulator and local commissioners with
evidence that the organisation is reflecting on the effectiveness and quality of its
service.
The self-assessment process described in this publication is extremely convenient,
and takes around 40 minutes to complete. The tool can therefore be used on an
on-going basis to track achievement over time and to identify the next steps in
achieving truly personalised care.
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Richard Jones
Executive Director, Adult and Community Services
Kim Haworth
Area Commissining Manager, Central Lancashire
We are very glad to welcome this latest in the excellent Progress for Providers
series and to have taken part in the project developing both this tool and its
companion paper on individual service funds for homecare. In Lancashire we
have fully embraced the Think Local Act Personal Making it Real markers of
personalisation progress. For them to become a reality on the ground for people
however, we need to take practical steps to review and then improve all that we
do and in very difficult financial times. Personalising homecare presents a range
of challenges for both commissioners and providers. This self-assessment tool
for providers offers a very useful way to check progress, consider what might
be done to make progress and then to plan action for improvement. We will be
recommending it to the providers we work with and hope that you too find it
useful.
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Introduction
This publication is a self-assessment tool for managers to use with their staff to
check how they are doing in delivering personalised support for people living at
home. ‘Personalised support’ is a key aim of national policy and means tailoring
support to the individual, and enabling them to have as much choice and control
over their service and life as possible, rather than supporting everyone in the
same way. This means learning what matters to the person and ensuring that any
support wanted and needed is shaped by this. Using person-centred thinking tools
and approaches helps staff to provide the best support that they can in ways that
reflect what is important to the person. Working in this way is not about doing
more, but about doing things differently.

Progress for Providers: Checking your progress for people living at home
(Homecare managers) reflects the Department of Health’s; Guidance Personalisation
Through Person-centred Planning (2010) and contributes to achieving the Making
it Real Markers of Progress developed by the national Think Local Act Personal
Partnership.
This publication is primarily for managers of domiciliary homecare services that
support people in their own homes. It may also interest families who are looking
for a homecare provider or who want to know how person-centred a service is.
We know that to achieve 4s and 5s in the workbook requires significant partnership
working between commissioners and providers of homecare, however, we believe
that innovative providers can still make significant strides in this direction.
Many people are using either their personal budgets or their own money (self
funding) to purchase homecare. This is sometimes this is called an individual
service fund. In the back of the workbook you will find the key features of best
practice in relation to individual service funds and how these are addressed
throughout the Progress for Providers’ headings.
The tool was developed by providers and commissioners who have experience in
homecare and representatives of Wirral’s Older People’s Parliament.
The group consulted widely with providers, commissioners, practitioners and
families during the drafting process.
It is part of the series of Progress for Providers that can be found on www.
progressforproviders.org

How to use the tool
The self-assessment tool asks you to look at the practices, policies, knowledge
and skills of you and your staff team and at the experience of the person receiving
homecare and their family. It takes about 40 minutes to complete the self-assessment.
Each topic enables you to score yourself on a scale of 1 to 5:
If you tick boxes 1 or 2 you are starting to look at and act on the topic.
Tick box 3 if you are making some progress in that area.
Tick box 4 if you are making good progress in delivering person-centred
support in that area.
Tick 5 if you are delivering truly personalised services and using personcentred practices in that area (including individualised funding).
Progress for Providers Homecare
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Once you have scored yourself on these criteria, you can transfer the scores to the
summary sheet on pages 26 and 27 which then provides an overview of how you
are doing.
You can use this assessment tool:
• By yourself, for individual self-reflection.
• With your manager, to agree goals.
• With your team to agree team and individual goals.
• With other managers, for example as a practice group, or as part of an
organisational development programme.
We mention specific person-centred thinking tools and approaches in Progress
for Providers which are highlighted in bold type. These are recommended in the
Department of Health Guidance (2010) on using person-centred practices to
deliver ‘Putting People First.’ At the end of the book we provide a description of
each of these.

What next? Actions and resources
Once you have assessed your practice you can use this information to develop an
action plan. The action plan should describe how you are going to develop and
change and move towards statement 5 (excellent practice) for each topic. There is
a blank action summary on pages 26 and 27.
You can check on your progress by doing the assessment on a regular basis
and tracking your scores over time. This will give you an overview of where you
have improved and where you need to progress further. Even if progress is slow
it’s important for you and the whole staff team to record and celebrate your
achievements.
At the end there is a list of resources that could help inform your actions. We
have mapped this document against the Care Quality Commission registration
standards, the Adult Social Care Outcomes Framework (ASCOF) domains and the
Think Local, Act Personal (TLAP) Making it Real markers for progress.
You can record your scores electronically, to create a visual summary and to
compare your scores over time. We can send you a free format to use on
Excel so that you can create pivot tables from your scores. Please email Kerry@
helensandersonassociates.co.uk if you are interested in this.
Finally, if you would like help in either completing the self-assessment or moving
ahead with actions, we can provide a range of support from workshops and
webinars to individual coaching for managers and organisational development
programmes. Contact Kerry@helensandersonassociates.co.uk for more
information.
We hope you find this Progress for Providers useful as a way of thinking about the
progress you are making and how to move towards delivering truly personalised
support for people receiving homecare support.
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Section 1
The person

Tick one box

1 We see and treat the person as an individual, with dignity and respect
									
1 We have only very basic information about the person and their needs.
Staff struggle to describe the person in a positive way.

2
3
4

5

We see the person as an individual as much as possible, but we only have
information about their care needs. Most of the time people are referred
to respectfully.
We see the person as an individual with strengths and qualities. People
are consistently described and treated with dignity and respect.
Staff describe people positively. We have recorded information about
the qualities and strengths of each person we support. We don’t just
record this, we try to use it in our day-to-day support and in our
conversations with them. Dignity is seen as everyone’s business and
every staff member sees themselves as a ‘Dignity Champion’.
We know and have a record of each person’s gifts and qualities. We use
a variety of ways to communicate how we value each person. We use
the information about what we value about them in their day-to-day
support. They are described and treated respectfully and positively, as
individuals, by all staff. Staff feel comfortable expressing positive feelings
to people. We exceed dignity in care standards.

2 We understand and respect the person’s life history

1

The only information that we have about the person is in the care/
support plan. Any record of their life history is likely to be in the context
of negative experiences or behaviour.

2

We know it is important to know about the person’s life history but we
don’t have time to do this.

3

We are committed to finding out about each person’s life history and have
started to work with a few people to write their histories when we have time.

4

We have recorded histories for most of the people we support. We have
different ways to record and share people’s history, according to what the
person wants. We are starting to use this information in our conversations
with people. We have a plan to complete histories for everyone for whom
this is relevant.

5

We know and have an appropriate record of each person’s history. This is
recorded in a way that works for them and is proportionate, (for example
on a history map, life story book, timeline, scrapbook, memory box or
DVD). We use this information in our day-to-day conversations and
support. We share ourselves through our own life stories.
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3 We know and act on what matters to the person

Tick one box

1

We focus on performing the tasks described in the care/support plan. We
do not know what matters to each person.

2

We know we need to recognise what is important to people, but we
don’t have the time to do this. We make sure that staff use the person’s
preferred name.

3

We have started to find out about and record with the person what is
important to them, and we are using person-centred thinking tools to
help us do this (for example good days and bad days, relationship maps,
learning about people’s routines). This information is starting to change
how we support people.

4

Most people have a record of what matters to them (for example a onepage profile). Staff use this information in conversations and how they
support people. New staff use this to get to know the person quickly.

5

We know what is important to each person we support. This is clearly
recorded where relevant and includes specific detailed information.
This could include relationships, sexuality, routines, interests and ways
of participating. Every person has a one-page profile. Staff intentionally
work to make sure that what is important to the person is happening
purposefully in their day-to-day life. Where there are obstacles to
achieving this, these are shared with the managers, who help to find ways
around this. The person is able to use their budget/hours flexibly and
everyone is aware of what this is and how it is being used.

4 We know and act on what the person wants in the future (outcomes)

1

Our job means focusing on the here and now.

2

We think it would be good to plan for the future but we are not sure if it
is our role and we don’t have the time to do this.

3

We are trying to help some people think about their future and what we
may need to do to help with this.

4

We help everyone think about their future; what they may like to try or
do. We have a record of this and actions that we are working on. This
may include advanced decision-making agreements.

5

We know what people want in the future; their dreams, hopes and
aspirations. We have gathered this information from the person
and those who know, love and care about them. There are specific,
measureable, achievable and timely actions for us, to help people to
achieve their wishes (outcomes). We are clear about our role in this and
how to support the person to make changes themselves. We review
progress with the person and check out whether the person’s budget
or hours need to be used differently. We are aware of any advanced
decision making arrangements.
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Tick one box
5 We know and respond to how the person communicates

1
2

We support people by following our policies and procedures; we do not
specifically record how people communicate.
We realise that we need to understand more about how people
communicate and what they are trying to tell us. We recognise that
everyone is able to communicate.

3

We have started to introduce communication charts as a first step. Staff
are now beginning to understand that all behaviour is communication
and are developing their skills in observing, recording and communicating
with people.

4

We use communication charts with the majority of the people for whom
this is appropriate. Staff understand their own role in effective listening
and communication and know how to respond to people.

5

We know and respond to how the person communicates. This is clearly
recorded (for example using communication charts) and staff know
what a person means when they behave in certain ways and how to
respond. Information about the person’s communication is up to date
and used consistently by all staff.

6 The person is supported to make choices and decisions every day

1

The people we support are not consistently involved in decisions about
their life.

2

We realise that people should be involved and included in any decisions
about their life, however, we do not know how to do this yet. We also
recognise that this could help people feel more in control.

3

We have started to develop decision-making agreements with people
and tried out different approaches to help people to make decisions. We
are using different ways of engaging families to assist in the process.

4

The use of decision-making agreements is common and we have many
examples of people making decisions about what is important to them.
We are struggling to ensure that this includes people with capacity or
communication issues. Staff support people to record their decisions. We
use advocacy from others where necessary.

5

Staff know the decisions that are important to the person, how to
provide support with these decisions and how the final decision is made.
This is recorded (for example in a decision-making agreement) and
includes decisions about how the person’s budget or support hours are
to be used. We have supported some people to make decisions that we
don’t agree with and manage the tension in this. We support people to
extend the range and importance of the decisions that they make, to
have more control over their life, through advocates if necessary.
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Tick one box
7 We know exactly how the person wants to be supported and how to support
them to be fully part of everyday life

1

We have established policies and procedures for how we support people
and we support everyone in the same way.

2

We know that to support people effectively, we need to find out how
they would like to be supported. We are unsure how to do this and
record the information. Currently our approach is not flexible enough
to allow this to happen. We are task orientated rather than people
orientated but we want to change this.

3

We acknowledge the importance of finding out from people what good
support looks like for them individually and we have begun to explore
this with them. We have developed a plan to gather this information for
everyone, using person-centred thinking tools.

4

Everyone in the team is clear about what good support looks like for
each person they support. We have started to record this (for example, in
one-page profiles). Staff understand what this means for their practice
on a day-to-day basis and are using this information to inform how they
support people.

5

We know and act on how the person wants to be supported. This is
clearly recorded, is detailed, is specific to them and staff use this to
deliver individual support. The information includes the support people
want in their routines, in relationships and interests, and how to help
them to be independent, healthy, safe and participating fully in every day
life. This may include support specific to the person’s culture, gender,
race, religion, belief and sexuality. We review staff performance on
their ability to provide support in the way that someone wants. We use
technology and assistive technology to get our support right for the
person. People are as active in their own care and support as possible.

8 We know what is working and not working for the person, and we are 		
changing what is not working

1

We do not know what is working or not working for the people we
support.

2

We want to learn what people think is working and not working in their
lives. We are not sure how to do this and are fearful that we will not be
able to respond and make the changes they want.

3

We have started to routinely ask people what is working and not working
from their perspective about their life and the service they receive (for
example, as part of a person-centred review).

4

Staff are confident in supporting people to tell us what is working and
not working. This happens for everyone at least once a year. There is an
action plan developed from this.
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Tick one box

5

We have a process to learn what is working and not working for the
person, from their perspective. We have actions (with a date and a
named person responsible) to change what is not working. The actions
are regularly reviewed with all key people, including the person. We have
created a system that will gather this information from people so that we
can plan strategically what needs to happen in the service.

9 We support people to initiate and maintain friendships and relationships and
to be part of their community and civic life
For family relationships see Section 2, page 16

1

The only people in the person’s life are family and paid staff. We don’t
see it as our responsibility to support people’s other relationships.

2

We realise that people might want to meet and make more friends in
the community but can’t see how we can do this within our current
resources. We are not sure how we would begin to find out who is (or
could be) important in the person’s life.

3

We have started to work out how we can support people to build and
maintain relationships as well as being part of their community and civic
life. We have started to understand what is in the local community and
we are developing relationship maps. Staff are putting a greater focus on
people’s interests and friendships.

4

We have tried a number of approaches to support some people to
maintain and build their friendships, relationships and community and
civic life. We know who is already important in the person’s life (for
example, by using a relationship map). As a result more people have
increased opportunities to actively take part in community life.

5

We support people to maintain relationships that are important to them
(including sexual relationships) and to make new relationships with their
wider community and civic life. We use community maps that show
the places and people that are important to the person. We actively
support people to be a contributing member of their community in any
way that works for them and record this (for example recording gifts or
using presence to contribution). We explore ways to get the most out of
community resources. We have a culture that creates positive, mutual,
valued relationships between staff and people being supported.
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Tick one box
10 We support individuals to be in the best possible physical health and to
remain as independent as possible

1

We focus on the tasks recorded in the care/support plan and maintaining
the person’s health and general wellbeing.

2

We focus on improving the person’s wellbeing. We have systems in place
that monitor progress.

3

We are committed to supporting people to live safely in their own home.
We signpost them to any services they might need that ensures they
remain independent, and encourage them to have regular health checks.

4

Everyone we support has a Support Plan which includes outcomes to
enhance their independence and wellbeing. Staff are clear what just
enough support for the person is and regularly review whether the
person is being over supported (for example using the working not
working tool).

5

We pride ourselves that people are in the best possible physical health
and are being supported to remain as independent as possible. We know
and have a record of the best ways to support each person to be healthy.
We regularly review people’s progress with them (for example using the
person-centred review process), looking at what’s working and what’s
not working and we agree with them how our input needs to adapt to
their changing needs. We explore with them how their independence
can be promoted further and how our support could reduce as their
independence and natural support networks increase.
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Section 2
The family

Tick one box

1 Family members have good information

1

We do not see our role as providing information for families. We answer
questions that families have, when we have time.

2
3

We try and help families as much as we can when they ask questions.

4

We proactively make sure that families have good information
about what is happening in their family member’s life and about our
organisation.

5

Family members have all the information they need and feel that
information sharing is a two way process, when they want it, in everyday
language. This is through a range of sources, such as newsletters, social
media and one-to-one sharing. Family members know what is happening
generally, as well as in the life of their family member.

We have leaflets and information within the person’s home and tell
families about these if they have any questions. We also point them to
other sources of information such as our website.

2 Families contribute their knowledge and expertise

1
2

We get our information about the people we support from the files.

3

We make sure that we talk to the family and get all the information they
have for our records.

4

We work with the family to learn about the person’s past as well as who
they are today. We record this information in a person-centred way. We
invite the family to reviews.

5

We acknowledge the expertise of families as those who know and care
most about the person. Families contribute to our understanding of the
person, for example their history, how they prefer to be communicated
with, knowing what matters to the them, their aspirations for the future,
how they are best supported and their connection to the community.
We proactively work with families to enable them to contribute to
person-centred reviews (for example, by arranging them at times that
suit the family).

We know that families have information about the person and we try and
get this when we can.
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Tick one box
3 We support family relationships to continue and develop

1

It is not our role to get involved in relationships between the family and
the person.

2

We try and help to maintain relationships within the family, but we have
limited time for this.

3

We do what we can to help families stay connected and maintain
relationships and support them in their caring role (where appropriate).

4

We proactively support people to maintain positive relationships with
their family. Staff see this as an integral role and spend time exploring
ways to achieve this and how the person can stay in contact with their
family and what we can do to help, for example, making sure that the
person is supported to send birthday and celebration cards.

5

We support people to remain an active part of their family, continuing
with relationships and family celebrations that are important to them. We
support families as circumstances and relationships develop and change.
We actively work with families to share their perspective through personcentred reviews and learning what is working and not working from
different perspectives.
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Section 3
The staff and manager

Tick one box

1 We have knowledge, skills and understanding of person-centred practices

1

None of the staff has any understanding or experience of using specific
person-centred thinking tools or practices.

2

We know that we need to develop our skills, knowledge and
understanding of person-centred thinking tools but have not developed
any plans to do this and are not sure how to begin.

3

We have a plan to develop our understanding of person-centred thinking
and some of the team have begun to use person-centred thinking tools
and approaches. We have started to look at some of the information
available on person-centred thinking (for example, the short films on
person-centred thinking on YouTube).

4

I am using person-centred thinking tools and approaches myself, and
all the team know and are successfully using several of the tools. I have
a one-page profile and so do each of the team, and we are using this in
our work together.

5

We all have our own one-page profile and we use this to inform our
practice. We are all confident and competent in using person-centred
thinking tools,using them consistently in all areas of our work to enable
people to have as much choice and control as possible in their lives.
Everyone can describe the person-centred thinking tools (why and how
you can use them and the benefits to the person) and talk about their
experience of using them, and the outcomes achieved.

2 Staff are supported individually to develop their skills in using person-		
centred practices

1
2
3
4

No one in the team has a personal development plan and we are not using
any process to reflect on how we work and how to develop our skills.
I recognise that all staff need ongoing support and opportunities for
development, to build their skills and knowledge, and a way for their
progress to be monitored. I am not sure how to go about this.
I have started to talk to each team member about how they are doing in
using person-centred thinking tools and approaches in their work. This is
on an ad hoc basis.
I talk to each team member on a regular planned basis about how
they are developing their skills in using person-centred thinking and
approaches, and how I can support them in this. I have a record of the
progress that team members are making (for example, using the personcentred thinking rating scale).
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Tick one box

5

Each staff member has a regularly reviewed individual development
plan that includes how they are developing their competence in using
person-centred practices. This includes celebrating successes and solving
difficulties. I ensure that staff members reflect on their own practice
and are accountable for this. We use a range of ways to ensure each
staff member has individual support in using person-centred thinking
tools and approaches (for example, peer support, mentoring and
person-centred thinking as a standard agenda item for supervision). We
have a mechanism for recording and sharing best practice across the
organisation.

3 Our team has a clear purpose

1

We have an organisational mission statement created by the senior
manager/management team/owner. This complies with requirements. We
have not considered how this should be reflected in the way we work.

2

We think it would be helpful for the team to think about our purpose as a
team but I am not sure how to go about this.

3

We have begun to talk with staff about what our purpose is and to think
about how we can record this.

4

We are clear about our team’s purpose and how this fits with the
organisation’s mission statement. We have developed this together as a
team and with people using the service.

5

The organisation’s mission statement informs the team’s purpose.
Everyone understands the connection between the mission and their
individual purpose and role. The team knows what their team purpose
is and what we are trying to achieve together. All team members know
their purpose in relation to the people they support, their team and the
rest of the organisation. This is recorded (for example in a purpose poster
or team purpose statement). The team’s purpose informs the work of the
team and there is evidence of this in practice.

4 We have an agreed way of working that reflects our values and there is a
person-centred culture of respect and warmth

1

Staff are focused on getting the daily tasks done.We don’t really think
about values; we just get on with the job.

2

Staff know the importance of treating people with respect. We realise
that we need to explore our values and beliefs as a team and how this
can inform our practice.

3

Staff know the importance of developing good relationships with people.
We have started to think together about our team values and how we
work together. We know what is working and what needs to change.
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Tick one box

4

We have agreed our values and team principles and this is reflected in
the quality of the relationships that we develop with people we support.
and developed an action plan that addresses what needs to change, in
partnership with people we support.

5

Staff have a clear, recorded set of values that underpin their work and
agreed ways of working in respectful, warm and positive ways. Staff
are comfortable in sharing information about themselves to develop
warm and trusting relationships with people they support. Staff are clear
that their role is not task focused but relationship focused and is about
valuing people The team principles and ways of working are clearly
documented (for example, ground rules, team charter, person-centred
team plan, team procedure file). The team regularly evaluates how they
are doing against these agreed ways of working (for example, by using
what is working and not working from different perspectives).

5 Staff know what is important to each other and how to support each other

1

My team members do not know each other very well.

2

I have started to work on ways that I can help the team know more
about each other; what matters to them as people and how they can
support each other at work (for example, starting with one-page profiles
for everyone).

3

I am learning what is important to my team and how best to support them.
We are all aware of how to support each other and what is important to
each other and we are working at putting this into practice.

4

My team and I have all documented how best to support each other and
what is important to each of us. We know how we make decisions as a
team and the best ways to communicate together.

5

As a team we know and act on what ‘good support’ means to each
person. This information is recorded (for example, in a person-centred
team plan). We regularly reflect on what is working and not working for
us as a team, and what we can do about this. We have a culture where
we appreciate each other’s gifts and strengths and use these in our work
wherever we can.

6 Staff know what is expected of them

1

I think each team member has a general sense of what is expected of them.

2

All staff have a generic job description and work to organisational
policies and procedures.

3

I know that staff need to be clearer about what their important or core
responsibilities are and where they can try out ideas and use their own
judgement. We have started to have discussions in the team about this.
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Tick one box

4

Some staff are clear about what is expected of them and where they
can make decisions themselves. There are still some grey areas that we
need to explore more. We are using person-centred thinking tools (for
example, the doughnut) in clarifying expectations and decision making.

5

Staff know what is expected of them – they are clear about their core
responsibilities and where they can try new ideas in their day-to-day
work. Staff are clear about their role in people’s lives and know what they
must do in relation to the people they support and team, administrative
or finance responsibilities. Staff know how to use person-centred
practices to deliver their core responsibilities. Staff know where they can
use their own judgement and try new ideas or approaches, and record
what they are learning about what works and does not work when they
use their own judgement. Roles and responsibilities are clearly recorded
(for example, in a doughnut) and this is reflected in job descriptions.
Where people’s funding is individualised, staff are clear about what the
budget or hours are funding and their responsibilities in relation to the
person’s outcomes.

7 Staff feel that their opinions matter

1

I make all decisions; I don’t involve my team. I chair team meetings and
set the agenda. I set the agenda for supervision and appraisal.

2

I recognise the need to find a way to listen to my staff team, value their
opinions and engage them in decision making. I am trying to improve
how I do this.

3

My team have some involvement in setting team meeting agendas. I still
make most of the decisions.

4

I regularly meet with my team and discuss issues that they raise (in team
meetings and other day-to-day opportunities). They contribute to team
meeting agendas and make suggestions for supervision discussions.
Some staff make suggestions for new ideas or changes. We are starting
to use person-centred thinking tools to listen to each other.

5

All staff feel that their opinions are listened to. Team members are
asked for their opinions and consulted on issues that affect them. Team
members feel confident in suggesting new ideas or changes to me. We
regularly use person-centred thinking tools in the team to listen to each
other’s views and experiences (for example, 4 plus 1 questions).

8 Staff are thoughtfully matched to people and rotas are personalised to
people who are supported

1

I write staff rotas based upon staff availability. The rota meets the
requirements of the service. There is a system for staff and people who
use the service to make requests.
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Tick one box

2

I have identified the preferences of people who are supported and the
staff (for example, using the matching tool and one-page profile). I write
the rotas and take these preferences into consideration where possible.

3

Sometimes people who are supported are matched to staff with similar
interests but service needs still takes priority.

4

My team and I know what individuals’ preferences are, how they like
to be supported and what is important to them. These preferences are
acknowledged in the way that the rota is developed, so that we get a
good match between the person and the staff who support them. Rotas
are developed around people using the service, based on the support
they want and the activities they want to do, and who they want to
support them.

5

Decisions about who works with whom are based on what the person
supported wants. Where the senior staff make this decision, it is based
on which staff get on best with different individuals, taking into account
what people and individual staff members have in common (for example,
a shared love of gardening) as well as personality characteristics (for
example, gregarious people and quieter people), necessary skills and
experience. People can choose different staff for support with hobbies
and interests, and personal care.

9 Recruitment and selection is person-centred

1

Staff are recruited to the team based on formal job descriptions that
have been developed by the organisation.

2

I know I should involve the people who receive a service in recruitment
but I am not sure how to go about this.

3

I have started to look at ‘good practice’ examples of ways to involve
people in recruiting their support staff.

4

We have worked with people and identified ways for them and their
families to be involved in recruitment and selection of their staff. This
happens some of the time.

5

Our recruitment and selection process demonstrates a person-centred
approach. We recruit from a local pool of people who can deliver our
purpose by selecting people for their values, beliefs and characteristics;
not just their experience and knowledge. We use the matching tool
in our recruitment processes. People can choose their preferred care
workers and feel able to express when they wish to change their care
worker.
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Tick one box
10 We have a positive, enabling approach to risk

1

I encourage my team to make sure people are safe and do not take risks.
We adhere to all required legislation.

2

I am aware that I need to encourage my team to become less risk averse.
I am not sure how to do this.

3

I am working with the team to help them take a responsive and personcentred approach to risk. We are starting to use this in some situations.

4

We use a person-centred approach to risk most of the time. We involve
the people, family and others in thinking this through. I ensure everything
is documented and adheres to the relevant legislation.

5

We ensure that risks are thought through in a person-centred way that
reflects what is important to the person and decisions are clearly recorded.
The person and their family are centrally involved in the way that we do
this. We support people to take the risks that they want to take.

11 Training and development is matched to staff

1
2

All training is based on statutory requirements. I make sure that we meet
minimum legal and statutory requirements including the organisation’s
inductions standards
I recognise that I need to find a way for training and development
opportunities to reflect the needs of the service we provide to people,
and motivate the staff.

3

I have started to think about how I can introduce learning and
development opportunities to staff that will reflect the needs of
people who receive a service and also encourage and develop the
team member. I have begun to look at what is working and what is not
working for individuals and also researching what is available.

4

We have identified all training needs, learning and development
opportunities and have a plan in place. Training and development
opportunities reflect the needs and wishes of people who receive a
service and have been agreed with team members. Person-centred
thinking and approaches are central to our approaches to training. We
comply with all legal and statutory requirements.
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Tick one box

5

We provide development and training opportunities to all staff, including
volunteers, which focus on increasing choice and control for people we
support and delivering an individual, person-centred service. Within a
few months of starting with the organisation, new staff have induction
training that includes using person-centred thinking and approaches to
deliver our purpose. Our training enables staff to be up to date with best
practice in delivering choice and control for people. We know that the
senior staff are key to delivering a person-centred service and we have
specific training and support to enable them to use this approach in all
aspects of their role, and to be able to coach their staff in using personcentred thinking skills.

12 Supervision is person-centred

1

I set the agenda and make the arrangements for staff supervision. I meet
the minimum requirement.

2

I am aware that staff support and supervision practice needs to be
reviewed. I am not sure how I can change the current arrangements.

3

I have started to think about involving people who receive a service in
staff supervision. I have talked to people and staff about how we might
go about this. Most members of staff have supervision meetings.

4

All staff (including the manager) are supervised and people who staff
support usually contribute through sharing their views with me before
the supervision session. Supervision results in actions and the meetings
are documented. I have started to use person-centred thinking tools in
supervision sessions.

5

Each staff member and the manager has regular, planned, individual
supervision. Supervision includes giving staff individual feedback on what
they do well and an opportunity to reflect on their practice. Staff are
coached to develop their skills in working in a person-centred way. There
is a clear link between training and supervision and what people do when
they are at work (for example, when people attend training, managers
expect to see a difference in their work, and this is discussed in their
individual supervision). The views of people supported and their families
are very important in the supervision process and people are asked their
views before supervision.

13 Staff have appraisals and individual development plans

1

Most of my staff have an appraisal. I set the agenda and assign
objectives.

2

I have recognised that people who receive a service and their families
should be given the opportunity to feed back on the support they receive
from staff. I am not sure how I should go about this. Staff have an appraisal
but do not really contribute to the agenda or any development plan.
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Tick one box

3

I have a plan in place to ensure that each member of staff receives an
annual appraisal. Where possible, I try to seek the views of people who
receive a service and their families.

4

We have a variety of ways for people who receive a service and their
families to contribute their views to staff appraisals. All staff are asked
to reflect on what they have tried, what they have learnt, what they are
pleased about and whether they have any concerns. We then agree what
actions need to be taken from all the information gathered.

5

Team members get positive feedback about their work and have annual
appraisals and individual development plans. Annual appraisals include
feedback from people supported and their families, about what is working
and not working about the support they receive. This results in an
individual development plan with clear goals that build on strengths, focus
on working in a person-centred way, and further developing skills.

14 Meetings are positive and productive

1

We have occasional team meetings but not everyone attends or
contributes.

2

There are frequent team meetings. I set the agenda and chair the
meeting. There is little structure to the meeting and they are not as well
attended as they could be.

3

I schedule regular team meetings. The meeting tends to be an
information-giving forum and does not often include problem solving or
celebrating successes.

4

We have regular structured team meetings which are documented.
Actions are agreed, recorded and followed up. They are well attended
and most people contribute.

5

Our team has regular, productive team meetings that are opportunities to
hear everyone’s views and contributions. Team meetings include sharing
what is going well and problem solving (for example, practicing using
person-centred thinking tools to solve problems). Outside of formal
meetings, people are encouraged to use peer support (for example
practice groups and action learning sets).

Action plan
On the following page we have included an action plan. You can use your score
to plan your next steps. Look at each section and what the next statement
suggests you may want to work towards. You can use this to record what you
are going to do to achieve this, who will be responsible for this, and when you
want this to be achieved.
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Summary of actions
What we want to work towards (the next
statement in the section)
Section 1 - The person
1 We see and treat the person as an individual, with dignity
and respect
2 We understand and respect the person’s life history
3 We know and act on what matters to the person
4 We know and act on what the person wants in the future
(outcomes)
5 We know and respond to how the person communicates
6 The person is supported to make choices and decisions
every day
7 We know exactly how the person wants to be supported
and how to support them to be fully part of everyday life
8 We know what is working and not working for the person,
and we are changing what is not working
9 We support people to initiate and maintain friendships
and relationships and to be part of their community and
civic life
10 We support individuals to be in the best possible physical
health and to remain as independent as possible
Section 2 - The family
1 Family members have good information
2 Families contribute their knowledge and expertise
3 We support family relationships to continue and develop
Section 3 – The staff and manager
1 We have knowledge, skills and understanding of personcentred practices
2 Staff are supported individually to develop their skills in using
person-centred practices
3 Our team has a clear purpose
4 We have an agreed way of working that reflects our
values and there is a person-centred culture of respect
and warmth
5 Staff know what is important to each other and how to
support each other
6 Staff know what is expected of them
7 Staff feel that their opinions matter
8 Staff are thoughtfully matched to people and rotas are
personalised to people who are supported
9 Recruitment and selection is person-centred
10 We have a positive, enabling approach to risk
11 Training and development is matched to staff
12 Supervision is person-centred
13 Staff have appraisals and individual development plans
14 Meetings are positive and productive

What we are going to do (action)

Who will be responsible for
this (name)

When this will be
achieved (date)

Detailed action plan
Top priority

Why is this your top priority?

First steps

Who 		

By when

Who else needs to know/help this to happen?

How will I get their help?

What support will I/we need?
From inside the organisation

From outside the organisation

How will I know I have been successful?
What will have changed? What will you see? What will you feel? What will you hear?
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Detailed action plan
Next priority

First steps

Who 		

By when

Who else needs to know/help this to happen?

How will I get their help?

What support will I/we need?
From inside the organisation

From outside the organisation

How will I know I have been successful?
What will have changed? What will you see? What will you feel? What will you hear?
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Detailed action plan
Next priority

First steps

Who 		

By when

Who else needs to know/help this to happen?

How will I get their help?

What support will I/we need?
From inside the organisation

From outside the organisation

How will I know I have been successful?
What will have changed? What will you see? What will you feel? What will you hear?
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Progress for Providers and the principles of individual
service funds
Throughout this workbook we have been exploring what personalisation in
homecare looks like. We have taken the description and principles of Individual
Service Funds from the Groundswell Partnership and HSA paper Choice and
Control for all- the role of Individual Service Funds in delivering fully personalised
care and support. Here are the sections where the principles are addressed.
Principle

How this is addressed in the workbook

What
I can use my hours/budget flexibly and
can choose what I am supported with.

1.4 We know and act on what the person
wants in the future (outcomes)
1.6 The person is supported to make
choices and decisions every day
3.6 Staff know what is expected of them

Where
I am supported where it makes sense for
me; at home and out and about.

1.3 We know and act on what matters to
the person
1.4 We know and act on what the person
wants in the future (outcomes)
1.6 The person is supported to make
choices and decisions every day
3.6 Staff know what is expected of them

Who
I choose who I want to support me. My
support workers know me and I know
them.

1.6 The person is supported to make
choices and decisions every day
3.8 Staff are thoughtfully matched to
people and rotas are personalised to
people who are supported

When
I get support on the days and at the
times that are right for me.

1.6 The person is supported to make
choices and decisions every day
3.6 Staff know what is expected of them
3.9 Recruitment is person-centred

How
I choose how I am supported and my
support workers know this is important
to me.

1.3 We know and act on what matters to
the person
1.6 The person is supported to make
choices and decisions every day
1.7 We know exactly how the person
wants to be supported and how to
support them to be part of everyday
life
3.6 Staff know what is expected of them

Co-production
I am fully involved in decisions about my
own support and how the wider service
develops.

1.8 We know what is working and not
working for the person, and we are
changing what is not working
2.2 Families contribute their knowledge
and expertise
2.3 We support family relationships to
continue and develop
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Resources

Domain

Publication

Web resources

Person-centred Homecare
www.helensandersonassociates.co.uk/whats-new/
what-is-person-centred-homecare-helenexplains-in-this-paper.aspx
A practical guide to delivering personalisationperson-centred practice in health and social care
www.hsapress.co.uk

Michael Smull. A series of films on each person-centred
thinking tool
www.youtube.com/user/helensandersonHSA
Think and plan A free website for people to use personcentred thinking online
www.thinkandplan.com
Social Care TV programme: Working with lesbian, gay,
bisexual and transgendered people
www.scie.org.uk/socialcaretv/video-player.
asp?guid=CACAAE12-7375-429A-9D9A1D28E29E29E65BD

Section 2
The family

Person-centred Homecare
www.helensandersonassociates.co.uk/whats-new/
what-is-person-centred-homecare-helenexplains-in-this-paper.aspx
A practical guide to delivering personalisationperson-centred practice in health and social care
www.hsapress.co.uk

Michael Smull. A series of films on each person-centred
thinking tool
www.youtube.com/user/helensandersonHSA
Think and plan A free website for people to use personcentred thinking online
www.thinkandplan.com
Social Care TV programme: Working with lesbian, gay,
bisexual and transgendered people
www.scie.org.uk/socialcaretv/video-player.
asp?guid=CACAAE12-7375-429A-9D9A1D28E29E29E65BD

Section 3
The staff and
manager

Person-centred Homecare
www.helensandersonassociates.co.uk/whats-new/
what-is-person-centred-homecare-helenexplains-in-this-paper.aspx
Individual Service Funds for Homecare
www.in-control.org.uk/
Creating person-centred organisations - startegies
and tools for managing change in health, social care
and the voluntary sector
www.jkp.com
Choice and control for all - Groundswell Partnership
www.helensandersonassociates.co.uk/
whats-new/a-paper-by-helen-sanderson,sam-bennett,-simon-stockton-and-jaimeelewis,-showing-how-person-centred-thinking-iscentral-to-individual-service-funds.aspx

Making it personal for everyone (film)
www.youtube.com/user/helensandersonHSA
Social Care TV programme: Working with lesbian, gay,
bisexual and transgendered people
www.scie.org.uk/socialcaretv/video-player.
asp?guid=CACAAE12-7375-429A-9D9A1D28E29E29E65BD
Mary Beth Lebowsky. A series of films on person-centred
coaching.
www.youtube.com/user/helensandersonHSA
One page profile video
www.youtube.com/user/helensandersonHSA

Section 1
The person
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Courses or consultancy

Free downloads

Person-centred thinking
www.helensandersonassociates.co.uk
Person-centred reviews and working together for change
www.helensandersonassociates.co.uk

Person-centred thinking minibook
www.hsapress.co.uk
Community connecting minibook
www.hsapress.co.uk
Care is Not A Commodity, London: United Kingdom
Homecare Association
www.ukhca.co.uk/downloads.aspx?ID=356

Person-centred thinking
www.helensandersonassociates.co.uk
Person-centred reviews and working together for change
www.helensandersonassociates.co.uk

Person-centred thinking minibook
www.hsapress.co.uk
Community connecting minibook
www.hsapress.co.uk

Person-centred teams. Positive and productive meetings.
Person-centred supervision. Person-centred risk. Personcentred recruitment. Making person-centred thinking
a habit. Coaching for managers. Working together for
change.
www.helensandersonassociates.co.uk

Habits for highly effective staff
www.helensandersonassociates.co.uk
At a glance 07: Personalisation briefing, implications for
homecare providers
www.scie.org.uk/publications/ataglance/ataglance07.asp
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Person-centred
thinking tool

What it does

How this person-centred
thinking tool helps

One page profile
(sorting important to/for)

Separates what is important
TO someone (what makes the
person happy, content and
increases well being), from
what is important FOR them
(the help or support they need
to stay healthy, safe and well)
while working towards a balance
between the two.

• Identifies what must be present, or
absent, in the person’s life to ensure
they are supported in ways that make
sense to them, whilst staying healthy
and safe.
• A quick summary of who the person is
and how to support them for all staff
and others.
• The basis for making changes using
a one page profile with working/not
working.

Identifies the qualities that
people value and admire about
the person.
Helps supporters to see what
makes the person unique.

• Acknowledges and appreciates a
person’s gifts and qualities.
• Ensures we see people for who they
are and counters the frequent focus on
what is wrong.
• Identifies those who have a personal
connection with the person and
those who really know what is
important to them.
• Part of a one page profile.

Relationship circle

Identifies who the important
people are in a person’s life.

• Learn who is most important to the
person.
• Sees if there are any important issues
around relationships.
• Helps identify who to talk to when
gathering information.
• Identifies relationships that can be
strengthened or supported.

Life story/history

Our histories make us who we are
- with history comes regard.
Gives people the opportunity to
understand and appreciate the
person in the context of their
own story.

• Shows us how best to support the
person in the context of their past life
which may represent current reality.
• Can be used to frame meaningful
conversation.
• Helps supporters empathise with the
person and see their role as ensuring a
good quality of life for them.

What people appreciate about me

What’s important to me

How best to support me

Appreciations

What we
appreciate
about .........
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Person-centred
thinking tool

What it does

How this person-centred
thinking tool helps

Communication chart

A quick snapshot of how
someone communicates.
Important whenever what the
person does communicates more
clearly than what they say.

• Helps us focus on people’s
communication whether they use
words to speak or not.
• Provides clear information about how
to respond to the way the person
communicates.

Analyses an issue or situation
across different perspectives.
Provides a picture of how things
are right now, and how this
compares with the way people
want to live and be supported.
Enables us to reflect on what is
actually happening in someone’s
life and to change what needs to
be changed.

• Clarifies what to build on (maintain or
enhance) and what to change.
• Helps in looking at how - any part
of a person’s life is working, people
providing paid support are doing
in their work, any effort, activity or
project is working.
• Helps with mediation where there are
disagreements.
• Use to create actions from a one
page profile.

Explores what makes a good day
and what makes a bad day.
Enables the person and their
supporters to make changes which
will result in more good days.
Helps us explore what the
information we capture reflects
about what is important to
someone and how best to
support them from their
perspective.

• We see what needs to be present
and what needs to be absent in
someone’s life.
• Provides information to someone
who may not know the person well.
• Gives us ideas for ensuring lots of
good moments and experiences that
lift a person’s spirit are present on a
daily basis.
• Provides information for a one page
profile.

At this When this We think it We need
happens means
time
to
do this
We want To do this we
Helped/
to tell
supported
by

Working/not working
Working?

not working?
person

family

staff

Good days and bad days

Good day?

Bad day?
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Person-centred
thinking tool

What it does

How this person-centred
thinking tool helps

Learning log

Directs people to look for
ongoing learning through
recording specific activities and
experiences.

• Provides a way for people to record
ongoing learning (focused on what
worked well and what didn’t work well)
for any event or activity.
• Tells us what is important to and for
individuals and families.
• Can replace traditional notes or records
to help us see the importance of
moving away from focusing on getting
tasks done, to truly supporting people
to have a good life based on our
continual listening and learning.
• Can be used to focus on someone’s
whole life or specific areas of their life,
e.g. someone’s health, how people like
to spend their time.

Date

What did the
person do?

Who was
there?

What did you
learn about
what worked
well?

Matching staff
Skills needed

Support needed and
wanted

Personality
characteristics needed

Shared common
interests

4 plus 1 questions
1. What have we tried?

What did you
learn about
what didn’t
work?

Provides a structure to look at
what skills, supports, people
characteristics and shared
interests make for good matches.

• Encourages the person, and those
around them, to think about what kind
of paid support they want and need
when recruiting team members.
• Ensures the person likes the people
who are supporting them, making it
more likely they will have a good quality
of life.

Helps people focus on what they
are learning from their efforts.
Given this learning, what needs
to happen next?

• Gives a structured way for everyone to
be listened to and describe what they
have learned.
• Useful in; review meetings and
individual work with families.
• To review actions from plans and plan
further actions.

2. What have we learned?
3. What are we pleased about?
4. What are we concerned about?
5. Given what we know now, what next?
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Person-centred
thinking tool

What it does

How this person-centred
thinking tool helps

Presence to
contribution

Encourages creative thinking
about activities and how we can
use them as opportunities for
participation and contribution.
Identifies activities that the
person is already, or wishes to be,
involved in.

• Promotes being included, leading life
to the full, doing interesting things and
making a contribution as a full member
of the community.

Helps us to think about decision
making and increasing the
number and significance of
decisions people make.

• Enables people to be in control and to
make decisions.
• Can inform best interest decision
making and advanced decision making.

Doughnut sort

Clarifies the roles and
responsibilities of the different
professionals and agencies
supporting people and their
families.

• Helps staff to be clear about what
they must do and where they can be
creative when supporting people to live
at home.

My places

Helps us to identify the places
that matter in a person’s life.
Clarifies the role that the person
has in each place.

• Increases understanding and helps
identify the places where the person
wishes to spend time.
• Identifies the places to strengthen and
build community connections.

Presence to
contribution
Activity

Being present

Having
presence

Actively
participating

Opportunity
to connect

Opportunity
to contribute

Decision making
agreement
Decision Making
Agreement
Important decisions in my life

How I must be involved

Who makes the
final decision?

What would it take for me to have more control in my life?

Who am I - My places
Places where I am a customer

Places where I feel good

Places where I am a member

Places where connections can be strengthened

Places where new connections can be made
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Progress for Providers and the CQC standards
Progress for Providers (Home care)
Standard

CQC Regulation Standard

Section 1 - The person
1. We see and treat the person as an
individual, with dignity and respect
2. We understand and respect the person’s
life history
3. We know and act on what matters to the
person
4. We know and act on what the person
wants in the future (outcomes)
5. We know and respond to how the person
communicates
6. The person is supported to make choices
and decisions every day
7. We know exactly how the person wants to
be supported and how to support them to
be fully part of everyday life
8. We know what is working and not working
for the person, and we are changing what
is not working
9. We support people to initiate and maintain
friendships and relationships and to be part
of their community and civic life
10. We support individuals to be in the best
possible physical health and to remain as
independent as possible

Involvement and Information
• Outcome 1 Respecting and involving people who use
services
• Outcome 2 Consent to care and treatment
• Outcome 3 Fees

Section 2 - The family
1. Family members have good information
2. Families contribute their knowledge and
expertise
3. We support family relationships to
continue and develop

Involvement and Information
• Outcome 1 Respecting and involving people who use
services
• Outcome 2 Consent to care and treatment
• Outcome 3 Fees

Personalised Care, Treatment and Support
• Outcome 4 Care and welfare of people who use services
• Outcome 5 Meeting nutritional needs
• Outcome 6 Cooperating with other providers
Safeguarding and Safety
• Outcome 7 Safeguarding people who use services from
abuse
• Outcome 8 Cleanliness and infection control
• Outcome 9 Management of medicines
• Outcome 10 Safety and suitability of premises
• Outcome 11 Safety, availability and suitability of
equipment
Quality and Management
• Outcome 16 Assessing and monitoring the quality of
service provision
• Outcome 17 Complaints
• Outcome 21 Records

Personalised Care, Treatment and Support
• Outcome 4 Care and welfare of people who use services
• Outcome 6 Cooperating with other providers
Safeguarding and Safety
• Outcome 8 Cleanliness and infection control
Quality and Management
• Outcome 15 Statement of purpose
• Outcome 16 Assessing and monitoring the quality of
service provision
• Outcome 17 Complaints
• Outcome 18 Notification of death of a person who uses
services
• Outcome 19 Notification of death or unauthorised
absence of a person who is detained or liable to be
detained under the Mental Health Act 1983
• Outcome 20 Notification of other incidents
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Progress for Providers (Home care)
Standard

CQC Regulation Standard

Section 3 - The staff and manager
1. We have knowledge, skills and
understanding of person-centred
practices
2. Staff are supported individually to develop
their skills in using person-centred
practices
3. Our team has a clear purpose
4. We have an agreed way of working that
reflects our values and there is a personcentred culture of respect and warmth
5. Staff know what is important to each
other and how to support each other
6. Staff know what is expected of them
7. Staff feel that their opinions matter
8. Staff are thoughtfully matched to people
and rotas are personalised to people who
are supported
9. Recruitment and selection is personcentred
10. We have a positive, enabling approach to
risk
11. Training and development is matched to
staff
12. Supervision is person-centred
13. Staff have appraisals and individual
development plans
14. Meetings are positive and productive

Personalised Care, Treatment and Support
• Outcome 5 Meeting nutritional needs
• Outcome 6 Cooperating with other providers
Safeguarding and Safety
• Outcome 7 Safeguarding people who use services from
abuse
• Outcome 8 Cleanliness and infection control
• Outcome 9 Management of medicines
• Outcome 10 Safety and suitability of premises
• Outcome 11 Safety, availability and suitability of
equipment
Suitability of Staffing
• Outcome 12 Requirements relating to workers
• Outcome 13 Staffing
• Outcome 14 Supporting workers
Quality and Management
• Outcome 15 Statement of purpose
• Outcome 16 Assessing and monitoring the quality of
service provision
• Outcome 17 Complaints
• Outcome 18 Notification of death of a person who uses
services
• Outcome 19 Notification of death or unauthorised
absence of a person who is detained or liable to be
detained under the Mental Health Act 1983
• Outcome 20 Notification of other incidents
• Outcome 21 Records
Suitability of Management
• Outcome 22 Requirements where the service provider is
an individual or partnership
• Outcome 23 Requirement where the service provider is a
body other than a partnership
• Outcome 24 Requirements relating to registered
managers
• Outcome 25 Registered person: training
• Outcome 26 Financial position
• Outcome 27 Notifications notice of absence
• Outcome 28 Notifications notice of changes
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Progress for Providers (Home care)
Standard

Adult Social Care Outcomes Framework

Section 1 - The person
1. We see and treat the person as an
individual, with dignity and respect
2. We understand and respect the person’s
life history
3. We know and act on what matters to the
person
4. We know and act on what the person
wants in the future (outcomes)
5. We know and respond to how the person
communicates
6. The person is supported to make choices
and decisions every day
7. We know exactly how the person wants to
be supported and how to support them to
be fully part of everyday life
8. We know what is working and not working
for the person, and we are changing what
is not working
9. We support people to initiate and maintain
friendships and relationships and to be part
of their community and civic life
10. We support individuals to be in the best
possible physical health and to remain as
independent as possible

Domain 1: Enhancing quality of life for people with
care and support needs
• People manage their own support as much as they
wish, so that they are in control of what, how and when
support is delivered to match their needs.
• People are able to find employment when they want,
maintain a family and social life and contribute to
community life, and avoid loneliness or isolation.
Domain 2: Delaying and reducing the need for care
and support
• Everybody has the opportunity to have the best health
and wellbeing throughout their life, and can access
support and information to help them manage their care
needs.
• Earlier diagnosis, intervention and reablement mean that
people and their carers are less dependent on intensive
services.
• When people develop care needs, the support they
receive takes place in the most appropriate setting, and
enables them to regain their independence.
Domain 3: Ensuring that people have a positive
experience of care and support
• People who use social care and their carers are satisfied
with their experience of care and support services.
• People know what choices are available to them locally,
what they are entitled to, and who to contact when they
need help.
Domain 4: Safeguarding adults whose
circumstances make them vulnerable and
protecting from avoidable harm
• Everyone enjoys physical safety and feels secure.
• People are free from physical and emotional abuse,
harassment, neglect and self-harm.
• People are protected as far as possible from avoidable
harm, disease and injury.
• People are supported to plan ahead and have the
freedom to manage risks in the way that they wish.

Section 2 - The family
1. Family members have good information
2. Families contribute their knowledge and
expertise
3. We support family relationships to
continue and develop

Domain 1: Enhancing quality of life for people with
care and support needs
• Carers can balance their caring roles and maintain their
desired quality of life.
• People manage their own support as much as they
wish, so that they are in control of what, how and when
support is delivered to match their needs.
• People are able to find employment when they want,
maintain a family and social life and contribute to
community life, and avoid loneliness or isolation.
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Progress for Providers (Home care)
Standard

Adult Social Care Outcomes Framework
Domain 2: Delaying and reducing the need for care
and support
• Everybody has the opportunity to have the best health
and wellbeing throughout their life, and can access
support and information to help them manage their care
needs.
• Earlier diagnosis, intervention and reablement mean that
people and their carers are less dependent on intensive
services.
• When people develop care needs, the support they
receive takes place in the most appropriate setting, and
enables them to regain their independence.
Domain 3: Ensuring that people have a positive
experience of care and support
• People who use social care and their carers are satisfied
with their experience of care and support services.
• Carers feel that they are respected as equal partners
throughout the care process.
• People know what choices are available to them locally,
what they are entitled to, and who to contact when they
need help.

Section 3 - The staff and manager
1. We have knowledge, skills and
understanding of person-centred
practices
2. Staff are supported individually to develop
their skills in using person-centred
practices
3. Our team has a clear purpose
4. We have an agreed way of working that
reflects our values and there is a personcentred culture of respect and warmth
5. Staff know what is important to each
other and how to support each other
6. Staff know what is expected of them
7. Staff feel that their opinions matter
8. Staff are thoughtfully matched to people
and rotas are personalised to people who
are supported
9. Recruitment and selection is personcentred
10. We have a positive, enabling approach to
risk
11. Training and development is matched to
staff
12. Supervision is person-centred
13. Staff have appraisals and individual
development plans
14. Meetings are positive and productive

Domain 2: Delaying and reducing the need for care
and support
• Earlier diagnosis, intervention and reablement mean that
people and their carers are less dependent on intensive
services.
• When people develop care needs, the support they
receive takes place in the most appropriate setting, and
enables them to regain their independence.
Domain 3: Ensuring that people have a positive
experience of care and support
• People, including those involved in making decisions
on social care, respect the dignity of the individual and
ensure support is sensitive to the circumstances of each
individual.
Domain 4: Safeguarding adults whose circumstances
make them vulnerable and protecting from
avoidable harm
• Everyone enjoys physical safety and feels secure.
• People are free from physical and emotional abuse,
harassment, neglect and self-harm.
• People are protected as far as possible from avoidable
harm, disease and injury.
• People are supported to plan ahead and have the
freedom to manage risks in the way that they wish.
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Making it Real
1. Information and advice: having the
information I need, when I need it.
“I have the information and support I need in
order to remain as independent as possible.”
“I have access to easy-to-understand
information about care and support which is
consistent, accurate, accessible and up to date.”

Where this is addressed in
Progress for Providers
Section 1 – The person
1.6 The person is supported to make choices and
decisions every day
1.9 We support people to initiate and maintain friendships
and relationships and to be part of their community and
civic life
Section 2 – The family
2.1 Family members have good information

“I can speak to people who know something
about care and support and can make things
happen.”
“I have help to make informed choices if I
need and want it.”
“I know where to get information about what
is going on in my community.”
2. Active and supportive communities:
keeping friends, family and place.
“I have access to a range of support that
helps me to live the life I want and remain a
contributing member of my community.”
“I have a network of people who support
me – carers, family, friends, community and if
needed, paid support staff.”

Section 1 – The person
1.9 Supporting people to initiate and maintain friendships
and relationships and to be part of their community
and civic life
Section 2 – The family
2.2 Families contribute their knowledge and expertise
Section 3 – The staff and manager
3.4 We have an agreed way of working that reflects our
values and there is a person-centred culture of respect
and warmth
3.6 Staff know what is expected of them

“I have opportunities to train, study, work or
engage in activities that match my interests,
skills and abilities.”
“I feel welcomed and included in my local
community.”
“I feel valued for the contribution that I can
make to my community.”
3. Flexible integrated care and
support: my support, my own way.
“I am in control of planning my care and
support.”
“I have care and support that is directed by
me and responsive to my needs.”
“My support is co-ordinated, co-operative
and works well together and I know who to
contact to get things changed.”

Section 1 – The person
1.1 We see and treat the person as an individual, with
dignity and respect
1.2 We understand the person’s history
1.3 We know and act on what matters to the person
1.4 We know and act on what the person wants in the
future (outcomes)
1.5 We know and respond to how the person
communicates
1.6 The person is supported to make choices and
decisions every day
1.7 We know exactly how the person wants to be
supported and how to support them to be fully part of
everyday life

“I have a clear line of communication, action
Progress for Providers Homecare
and follow up.”
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Making it Real

Where this is addressed in
Progress for Providers
1.8

We know what is working and not working for the
person, and we are changing what is not working
1.9 We support people to initiate and maintain friendships
and relationships and to be part of their community
and civic life
1.10 We support individuals to be in the best possible
physical health and to remain as independent as
possible
Section 2 – The family
2.2 Families contribute their knowledge and expertise
Section 3 – The staff and manager
3.3 Our team has a clear purpose
3.8 Staff are thoughtfully matched to people and rotas are
personalised to people who are supported
3.9 Recruitment and selection is person-centred
4. Workforce: my support staff.
“I have good information and advice on the
range of options for choosing my support
staff.”
“I have considerate support delivered by
competent people.”
“I have access to a pool of people, advice on
how to employ them and the opportunity to
get advice from my peers.”
“I am supported by people who help me to
make links in my local community.”

5. Risk enablement: feeling in control
and safe.
“I can plan ahead and keep control in a crisis.”
“I feel safe, I can live the life I want and I am
supported to manage any risks.”
“I feel that my community is a safe place to
live and local people look out for me and
each other.”

Section 1 – The person
1.1 We see and treat the person as an individual, with
dignity and respect
Section 2 – The family
2.3 Families contribute their knowledge and expertise
Section 3 – The staff and manager
3.1 We have knowledge, skills and understanding of
person-centred practices
3.2 Staff are supported individually to develop their skills in
using person-centred practices
3.3 Our team has a clear purpose
3.4 We have an agreed way of working that reflects values
and there is a person-centred culture of respect and
warmth
3.5 Staff know what is important to each other and how
to support each other
3.6 Staff know what is expected of them
3.7 Staff feel that their opinions matter
3.8 Staff are thoughtfully matched to people and rotas are
personalised to people who are supported
3.9 Recruitment and selection is person-centred
3.10 We have a positive, enabling approach to risk
3.11 Training and development is matched to staff
3.12 Supervision is person-centred
3.13 Staff have appraisals and individual development plans
3.14 Meetings are positive and productive
Section 1 – The person
1.1 We see and treat the person as an individual, with
dignity and respect
1.2 We understand and respect the person’s life history
1.3 We know and act on what matters to the person
1.4 We know and act on what the person wants in the
future (outcomes)
1.5 We know and respond to how the person
communicates
1.6 The person is supported to make choices and
decisions every day
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Making it Real

Where this is addressed in
Progress for Providers

“I have systems in place so that I can get help
at an early stage to avoid a crisis.”

1.7

6. Personal budgets and self-funding:
my money.

Section 1 – The person
1.4 We know and act on what the person wants in the
future (outcomes)
1.6 The person is supported to make choices and
decisions every day
Section 3 – The staff and manager
3.6 Staff know what is expected of them

“I can decide the kind of support I need and
when, where and how to receive it.”
“I know the amount of money available to
me for care and support needs, and I can
determine how this is used (whether it’s my
own money, direct payment, or a council
managed personal budget).”

We know exactly how the person wants to be
supported and how to support them to be fully part of
everyday life
1.8 We know what is working and not working for the
person, and we are changing what is not working
1.9 We support people to initiate and maintain friendships
and relationships and to be part of their community
and civic life
Section 3 – The staff and manager
3.1 We have knowledge, skills and understanding of
person-centred practices.
3.2 Staff are supported individually to develop their skills
in using person-centred practices
3.3 Our team has a clear purpose
3.4 We have an agreed way of working that reflects values
and there is a person-centred culture of respect and
warmth
3.5 Staff know what is important to each other and how
to support each other
3.6 Staff know what is expected of them
3.7 Staff feel that their opinions matter
3.8 Staff are thoughtfully matched to people and rotas are
personalised to people who are supported
3.9 Recruitment and selection is person-centred
3.10 We have a positive, enabling approach to risk
3.11 Training and development is matched to staff
3.12 Supervision is person-centred
3.13 Staff have appraisals and individual development plans
3.14 Meetings are positive and productive

“I can get access to the money quickly
without having to go through overcomplicated procedures.”
“I am able to get skilled advice to plan my
care and support, and also be given help to
understand costs and make best use of the
money involved where I want and need this.”

Progress for Providers Homecare
44

