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Monitoring Document


Introduction

Sefton Council's Quality and Compliance Team carries out monitoring visits to providers of care.

The intention of these visits is to ensure that care quality is as high as possible, to provide support and guidance to managers and staff through sharing good practice and to ensure compliance with the terms of the contract between Sefton Council and care providers.

Sefton Council uses this monitoring toolkit to identify examples of best practice and areas where support may be required.

The monitoring visit can cover the following areas:

Staffing

Environment Health & Safety and Business Continuity Planning

Safeguarding Adults

Mental Capacity/Deprivation of Liberty Safeguards

Dignity, Respect, Diversity and Equality

Medication

End of Life

Health Improvement Programmes & Monitoring

Quality Assurance & Monitoring Systems

Food, Meals & Activities

Information & Records
Service User Personal Finances & Property

During the visit the Quality & Compliance Officer may ask to see a range of documentation – see Appendix A.

Please note that this report may be shared with other relevant employees of Sefton Council, with South Sefton CCG, Southport & Formby CCG or with Care Quality Commission.

We hope that you will find the visit both useful and supportive and we look forward to meeting with you.

If you have any questions regarding this visit please contact the Quality and Compliance Team by emailing commissioningandcontracts@sefton.gov.uk
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Service Overview

	Home - Name & Full Postal Address

	Birkdale Village Care Home .

20 Cresent Road.

PR8-4SR



	Contact Number


	 01704-563-801

	E-mail


	MANAGER@BIRKDALEVILLAGECAREHOME.CO.UK

	Registered Manager

(If no registered manager in place please tell us what steps are in place to address this).


	 Andrea Tomkins

	Responsible Person (if different)
	Sinnathamby Balasundaram

	
	

	Parent Organisation / Owner – Name & Full Postal Address

	Sinnathamby Balasundaram

60 Murray Crescent

Pinner

Middlesex HA5 3QE



	Contact Number


	07814-717798

	E-mail 


	info@irkdalevillagecarehome.co.uk

	


To help us to work with you in assessing areas where you may require our support, please could you answer the questions in Sections (     ) highlighted in yellow and return this to us by (date).
Section 1 - Service User Information

Sefton care homes must make available to prospective Service Users and their families / representatives, a ‘Service User Guide/Information' that clearly details information about the care home. The information should be sufficient to allow successful transition to the placement.

Please tell us below how your care home provides the following information

	Service user guide
	For Sefton Use Only

	1.1
	Is the information you provide in a suitable format and is this available in accessible versions when required?

We can provide the Service User Guide in large prints also have digital copies, so we can produce the information in different formats on request.  

 
	

	1.2
	Aims and objectives of the service and underpinning principles?

We aim to provide a safe, supportive, and comfortable environment where residents feel respected and valued. Our person-centred approach focuses on helping people maintain their independence while supporting their emotional, physical, and social needs. We encourage meaningful social interaction and work to improve each person's overall quality of life. We also provide a safe and secure setting, ensuring residents are protected from neglect, abuse, and harm.


	

	1.3
	Range and level of services provided, including information on fees and any additional charges, e.g. escorts?

We are currently reviewing the cost of providing an escort service for appointments. At present, no charges are made for this service, but this may be subject to change following the review. Additional charges apply for services such as hairdressing, chiropody, newspapers, and magazines. Our fees are based on Sefton Council rates, with an additional top-up fee of £80 per week. For self-funded residents, fees range from £850 to £950 per week, depending on individual care needs and room requirements.


	

	1.4
	Other useful services provided in the community where the home is located?

We are located near GP surgeries, chiropodists, pharmacies, dentists, churches, and other community services, and other community services like library’s community get together at the local church.

	

	1.5
	Quality Assurance analysis of the provision, results and development plan?

Feedback is gathered through regular audits, discussions with residents and family members, carehome.co.uk reviews, and relative surveys. This information helps us identify areas for improvement, monitor whether residents' goals and outcomes are being achieved, and ensure any safeguarding concerns are raised and addressed appropriately. We regularly complete BVCH portal audits, monitor results monthly, and review findings with the Nominated Individual. Feedback from resident and relative review forms is also analysed to drive continuous improvement. Staff training and the transition from paper-based to digital systems further support the delivery of high-quality, person-centred care.


	

	1.6
	The full name of the service provider and of any registered manager, together with their business address, telephone number and, where available, electronic mail addresses?

This is mentioned on the service overview section.


	


	Section 1 Summary of Actions (For Sefton use only)

	


	
	


Section 2 - Staffing

Please provide the following information about your staffing.

	Subject Area


	For Sefton Use Only

	2.1
	Provide an updated staffing list?  (Including qualifications of staff and qualifications staff are working towards)

We are in the process of digitising the staff record. 


	

	2.2


	How are staff ratios determined?

We use the dependency score to determine the staff ratios. 


	

	2.3
	What are your current staff levels (Full Time Equivalent)?

Staffing Structure
Registered Manager: 1

Senior Carers: 4

Junior Carers: 7

Other Staff: 4

Total Staff Team: 16


	

	2.4


	Do you use Agency staff? Yes

The service has recently used agency staff to maintain safe staffing levels due to two members of staff being on long-term sickness leave. Additional permanent staff have now been recruited to reduce reliance on agency cover and ensure continuity of care for residents.

What recruitment checks are carried out

The following pre-employment checks are carried out for all staff:

Two satisfactory references

Proof of identity (passport, birth certificate, or driving licence)

National Insurance number

Proof of address (such as a recent bank statement or utility bill)

Right to Work documentation

Enhanced DBS check (where applicable)

These checks are completed before employment commences to ensure staff are suitable to work within the service.

How many agency staff are currently employed and what percentage of staff does this represent?

1 out of 16 = 6.25% as of 05/06/2026


	

	2.5
	Please describe your procedure for recruitment and selection of staff (Including verification of identity, work permit, PIN numbers, driving licence when appropriate, training and qualifications achieved and references).

Recruitment Process
Vacancies are advertised using a job description and person specification. Candidates are required to complete an application form, which is reviewed and shortlisted against the requirements of the role. The Registered Manager conducts interviews with shortlisted candidates to assess their suitability, skills, and experience before selecting the successful applicant.

Prior to employment, the following pre-employment checks are completed:

Verification of the right to work in the UK

Original identification documents checked and copied (e.g. passport or driving licence)

Enhanced DBS check

Two satisfactory references, which are verified by telephone where appropriate

Proof of address

Verification of relevant qualifications, training certificates, and professional registrations where required

All recruitment checks are completed in line with safer recruitment practices to ensure suitable staff are employed.


	

	2.6
	Do you comply with all requirements of the Disclosure and Barring Service (DBS) and check the criminal record of all staff?

Yes


	

	2.7
	Since the most recent contract compliance visit have you employed any staff with a positive DBS?  What is your risk assessment process in relation to this?   No


	

	2.8
	How do you evidence that staff have read and understood current policies & procedures?

All policies and procedures are managed through our online policy management system (QCS). When policies are updated or new policies are introduced, staff are notified and required to read them. The system records when each member of staff has accessed and completed the reading of a policy, providing an audit trail that can be monitored by management.

Managers regularly review completion records to ensure staff remain up to date with current policies and procedures. Where necessary, policies are discussed during supervision sessions, team meetings, and training to confirm understanding and ensure staff can apply them in practice.

How do you evidence that staff are kept up to date with changes to policies & procedure

Managers regularly review completion records to ensure staff remain up to date with current policies and procedures. Where necessary, policies are discussed during supervision sessions, team meetings, and training to confirm understanding and ensure staff can apply them in practice. QCS confirm when staff have read each policy.


	

	2.9
	Please describe your process for staff handovers between difference 

Staff are required to arrive 10 minutes before the start of their shift to receive a handover. This applies to both day and night staff. Handover information is provided verbally and is also recorded on the digital care planning system (PCS). Staff are required to review the handover information on the system and electronically confirm that they have read and understood it.


	

	2.10
	How often are team meetings held?

Staff meetings are carried out every six months, or sooner if required. In addition, staff are spoken with regularly, including daily morning check-ins, to ensure they are well supported and have the opportunity to raise any concerns or discuss any issues. 
How do you assure that all staff are able to regularly attend meetings?

We aim to hold staff meetings at 7:00 pm to enable both day and night staff to attend. Night staff who are scheduled to work are asked to start their shift one hour earlier than usual so they can participate in the meeting. This helps ensure that all staff have the opportunity to attend, contribute, and receive important updates.


	

	2.11
	Do new staff receive induction training

All new staff complete a full induction programme before working independently. The induction covers mandatory training, policies and procedures, role-specific responsibilities, and an introduction to the service. New staff are supported through shadow shifts and are assessed as competent before undertaking duties on their own.

When? 

If a candidate is successful at interview, they are given a tour of the home. Once all pre-employment checks have been completed, including verification of identity and references, and a start date has been agreed, they begin the induction process.

What is included? 

Staff personnel files include:

Training records and qualifications

Copies of identification documents and their expiry dates

Right to work documentation

Emergency contact and next of kin details

Health information relevant to employment, including any allergies

Records of supervision and observations

Signed acknowledgements of workplace policies, including smoking and mobile phone policies

Recruitment and employment records, including references and pre-employment checks

How long does it last?

New staff are monitored and supported throughout their probationary period, which is typically three months. At the end of this period, a review is carried out. If the staff member has successfully met the required standards, they are issued with a confirmation of employment letter. Where additional support or development is needed, further training and supervision are provided to help them achieve the required competencies.


	


	2.12
	Please provide a copy of your training matrix/plan
Is staff training up to date?  We have recently transitioned from Social Care TV to Flexebee and in the process of getting all staff trained and compliant using the new training system. 


	

	2.13


	Do you have a staff development plan/training plan that specifically addresses the needs of the service user group

Yes. All staff are required to complete mandatory training relevant to the needs of the people we support. We regularly monitor staff skills, knowledge, and performance through supervision, observations, and competency assessments.

Where additional training needs are identified, these are addressed through further learning and development opportunities. We also support staff progression and career development. For example, we have recently supported care staff to progress into senior care roles and have developed in-house expertise through train-the-trainer programmes, including moving and handling.

Training needs are reviewed on an ongoing basis to ensure staff have the skills and knowledge required to provide safe, effective, and person-centred care.


	

	2.14


	How is training delivered? 

Training is delivered through a combination of online learning and face-to-face sessions. We use an online training platform to provide mandatory and refresher training, allowing staff to complete courses at a convenient time while ensuring training records are maintained.

Do your staff attend training sessions

For training that requires practical assessment or hands-on learning, face-to-face sessions are arranged. These are delivered either by qualified trainers within the service or by external training providers. For example, we recently engaged a specialist consultant to deliver Fire Warden training on-site to ensure staff received practical and role-specific instruction.

What organisations deliver training?

The majority of our online training is provided through Flexebee. Face-to-face and practical training is delivered by appropriately qualified external training providers when required. For example, Fire Safety and Fire Warden training has recently been provided by CE Safety consultants, ensuring staff receive up-to-date practical training relevant to their roles.

Is training completed via e-learning? 

Please reference the above answer.

How is training understanding and application evaluated? 

Staff knowledge and understanding is assessed through end-of-course assessments, where they are required to achieve a minimum pass mark of 80%. This helps ensure staff have understood the training content and can apply it in practice.


	


	Section 2 Summary of Actions (For Sefton use only)

	


Section 3 – Environment, Health & Safety and Business Continuity

	Subject Area


	For Sefton Use Only

	3.1


	Does your induction process inform new members of staff of their health and safety responsibilities and the expectations of them as employees? Yes 

Are all employees provided with health and safety training on a regular basis?

Yes - renewed every 12 months 


	

	3.2 
	Is there a clear policy in place that covers security procedures for visitors?  e.g. signing in and out procedures, identity checks.

Yes, all visitors are required to sign in on arrival using the visitor system. The system records their name and the purpose of their visit to ensure accurate visitor monitoring and maintain site security.

Are all external doors and grounds secure

Yes. All relevant external doors are secured and alarmed in line with risk assessments. The front door is also alarmed to support overall security and safety of the building.


	

	3.3
	Is there a named person responsible for infection control?  If yes, who is it?

Registered Manager
	

	3.4
	When was the last infection control audit carried out by Mersey Care IPC team?  29/07/2024

Have the actions identified in that audit been addressed? Yes

Incidents and/or outbreaks reported to Merseycare IPC, was a visit completed, and an audit what was the score?

No out breaks, we scored 94%

Actions and policy changes following outbreak or IPC visit. 

No out breaks

 
	

	3.5
	How is expenditure managed for ongoing maintenance on the fabric of the building?

Expenditure for ongoing maintenance is agreed by the nominated individual in consultation with the maintenance staff. The service completes weekly documented maintenance checks using the digital system. These checks cover residents’ rooms, communal areas, fire safety systems, and external areas. The Manager completes a weekly sign-off of these checks to ensure they are completed and any required actions are identified. All repairs are logged and tracked digitally, allowing progress to be monitored and followed up. The Nominated Individual provides oversight of maintenance activity and expenditure. Planned refurbishment is also carried out on a room-by-room basis to ensure the building is kept in good condition. This digital system has replaced the previous paper maintenance book. 

Maintenance requirements are identified through regular weekly walk-round checks of residents’ rooms, communal areas, and the building environment. These checks are carried out by the maintenance staff and domestic staff, each completing their own scheduled checks, overseen by the manager. Any issues identified are recorded on the digital system and flagged for action. Tasks are then prioritised and allocated accordingly to ensure timely repairs and that nothing is missed. In addition, all staff are able to report any maintenance concerns as they arise, which are also recorded and followed up promptly.

Is there a maintenance schedule? Yes 

Is there a redecoration / refurbishment schedule? 

Schedule of action plan / refurbishment programme

In addition to the ongoing maintenance arrangements described above, we have a planned six-month schedule of works in place to upgrade key areas of the home, with a target completion date of the end of this year.

The planned works include:

Dining room — full redecoration, including new flooring, lighting and dining furniture.

Hallway — redecoration completed; ongoing improvements to artwork, lighting and finishing touches.

Lounge — refresh of furniture, soft furnishings and decoration to create a more comfortable and homely environment for residents.

Resident rooms — phased upgrade of bedroom furniture, flooring and decoration on a room-by-room basis as rooms become vacant or where required.

The programme is overseen by the Nominated Individual and Registered Manager, with progress reviewed monthly. 
Yes. We are currently working through the home on a planned basis, focusing first on high-traffic and priority areas, as well as rooms as they become vacant. This allows us to maintain standards while minimising disruption to residents. Recent improvements include refurbishment of the hallway, ongoing works in the dining room, replacement of dining furniture, and updates to flooring in some rooms. Bedroom furniture has also been replaced where needed. The outdoor areas are also included in the longer-term improvement plan. This is an ongoing programme to ensure the home remains well maintained and comfortable for residents.


	

	3.6
	What is the general standard of cleanliness in the communal areas, bathrooms, and kitchen? 

The overall standard of cleanliness across communal areas, bathrooms, and the kitchen is very good. Areas are kept clean, well maintained, and free from odours. Regular cleaning schedules are in place and followed to ensure high standards of hygiene are consistently maintained throughout the home


	

	3.7
	Are corridors clear of furniture and equipment 

Yes. All corridors are kept clear and free from furniture or equipment. This ensures safe access throughout the home and maintains compliance with fire safety and health and safety requirements.


	

	3.8
	When was portable electrical equipment last tested by a suitably qualified person?

15 October 2025

Please provide evidence of a PAT testing programme. PAT testing is done every 12 month 


	

	3.9
	When was equipment used for moving and handling last tested / serviced?

Lolor inspection 30/01/2026


	

	3.10


	Is there a ‘Fire Testing Log’? 

Yes 

Please provide evidence of the frequency of tests carried out and who is responsible for this task.

Fire safety checks are carried out on a regular schedule by the maintenance staff member. This includes weekly testing of the fire alarm, fire doors, emergency lighting, and fire door guards. Fire sash windows (fire exits/windows) are also checked weekly, along with break glass call points. Fire extinguishers are checked monthly. All checks are recorded and documented to provide evidence of completion and to ensure any issues are identified and addressed promptly.


	

	3.11


	Does the home have a lift?

Yes 

If yes, how is it maintained and when was it last tested (Service contract arrangement - Service)?

City lift services maintain the lift last serviced  26/05/26 


	

	3.12


	Does the home have a call bell / alarm system for residents

Nurse-call. Monthly checks ensuring all working correctly

If yes, how is it maintained and when was it last tested 

Yes. The nurse call system is maintained through regular monthly checks carried out by two members of staff. One member of staff activates the bell or sensor mat, and the second member of staff confirms that it is working correctly. Any faults identified are logged and addressed promptly to ensure the system remains fully operational at all times.


	

	3.13
	Please provide a description of the accident reporting procedure for both staff and service users.

In the event of an accident or incident, an accident/incident form is completed and logged on our PCS digital records system. A 24-hour observation period is then put in place for the resident involved. If any injuries are identified, these are documented on the resident's care plan and recorded on the falls log. The Next of Kin (NOK) is informed in line with our policy.

Staff involved are also required to complete an accident form, which is again logged on the PCS system to ensure full traceability.

Who is responsible for this task? 

The Registered Manager is responsible for signing off the incident on the PCS system, confirming that the accident has been appropriately dealt with, that care plans and risk assessments have been updated, and that staff have handled the incident in line with policy. Sign-off is completed by the manager (Andrea) on the main PCS system.


	

	3.14
	Is there a falls procedure / protocol in place?

Yes 

How many service users are identified as at risk of falls? 

Six residents are identified as being at risk of falls and require staff support when mobilising to reduce the risk of falling.


	

	3.15
	If/when undertaking visits in the community, is the name of staff and the care home they represent clearly visible?

Most existing staff have name badges displaying their name and the care home they represent. This is currently being rolled out to ensure all staff are issued with and wear name badges, including new staff, to maintain consistent identification when in the community.


	

	3.16
	Do you notify CQC/ Sefton of incidents? Yes 

Does your policy include, where relevant, a requirement to notify Sefton Council of incidents that have affected service users i.e. Care Concerns on Sefton Portal?

Yes. Our policy includes action plans for incidents such as falls, which prompt us to consider whether referral to other healthcare professionals is required. Where there is an incident or care concern, we are able to raise this as a care concern through the Sefton Portal.

In addition, we use our internal digital portal to log all incidents in real time. This allows us to track patterns, ensure consistency in reporting, and easily identify where a care concern needs to be escalated externally. The digital portal supports faster reporting, clear audit trails, and ensures that nothing is missed when notifying CQC or Sefton.


	

	3.17
	Is there a Business Continuity Plan in place? Please Attach 

Yes

Has the plan ever had to be activated? – If so when?

No 

If the plan was activated, then was there a debrief afterwards and have lessons learnt been incorporated into an updated plan? N/A

Is the contact list up to date? yes it up to date (still pending)


	


	Section 3 Summary of Actions (For Sefton use only)

	


Section 4 - Safeguarding Adults 
	Subject Area


	For Sefton Use Only

	4.1
	Are staff, residents and families made aware of your Safeguarding Adults procedure and how is this information made available? (e.g. leaflet/posters).

Information about the Safeguarding Adults procedure is displayed on the notice board and made accessible to staff, residents, and families. This ensures everyone is aware of how to raise concerns if needed.


	

	4.2
	Does the procedure address the signs / indicators of abuse?  yes

Does the procedure address your responsibilities with regard to your role as alerters? 

Yes


	

	4.3


	Does the procedure clearly inform staff who to contact in your organisation in the event of a safeguarding incident, including out of hours?

YES

Does the procedure clearly inform staff who to contact in the Local Authority?

YES


	

	4.4
	How frequently are referral contact details checked for accuracy?

Referral contact details are kept up to date through the Sefton Portal, which notifies us of any changes as they occur. In addition, we review our internal contact lists on a regular basis to ensure accuracy and prompt any updates if changes are identified.


	

	4.5
	Who delivers the Safeguarding Adults training? 

FLEXEBEE

How often is the training delivered?

12 MONTHS 


	

	4.6
	Do you maintain a log of all safeguarding incidents/ Care concerns? 

YES

Who is responsible for maintaining the log?

Registered Manager 


	

	4.7
	How many safeguarding referrals has the service made in the last twelve months?

From April 2025 until May 2026: 1

How many safeguarding referrals has the service been involved in during the last twelve months? :5


	

	4.8
	Please summarise how the recommendations from safeguarding referrals are used to minimise further incidents?

Recommendations from safeguarding referrals are used to review and update residents' care plans, risk assessments and daily support arrangements. This helps ensure that any new concerns, such as triggers, behaviours or emerging patterns, are identified and addressed promptly. The aim is to learn from incidents and put measures in place to reduce the risk of recurrence.

Can you provide any practical examples/case study (anonymise). 

Yes. Although we do not have a typical safeguarding referral case study to share, we routinely review concerns and make changes where needed to safeguard residents' wellbeing, dignity and safety. For example, a resident with a stoma was experiencing frequent soiling, which affected both the resident and the floor covering. The existing carpet was no longer the most appropriate option for this resident in terms of hygiene, infection control and dignity. Following review, the flooring in the room was replaced with non-slip, easy-clean flooring that is more hygienic, easier to maintain and better suited to the resident's needs. This demonstrates how we identify issues affecting residents' safety, dignity and wellbeing, assess the situation, and take proportionate action to either minimise or eliminate the ongoing risk.


	


	Section 4 Summary of Actions (For Sefton use only)

	


Section 5 - Mental Capacity / Deprivation of Liberty Safeguards DoLS
	Subject Area


	For Sefton Use Only

	5.1
	How do you address capacity issues during service user assessments and reviews?

During assessments and reviews, all relevant information is gathered to support the person in making their own decisions. We consider whether they can understand, retain, and weigh up information, as well as how they communicate, whether verbally or through other methods. We always begin with the assumption that a person has capacity unless there is evidence to suggest otherwise. All assessments and decisions are clearly documented, and where a person is found not to have capacity, any decisions made are carried out in their best interests.


	

	5.2
	How are people supported to complete a care plan or consent to a care plan

We always assume a person has capacity and support them to make their own decisions wherever possible. We ensure they understand, can retain, and can weigh up the information provided. We communicate in a way that suits the individual, allowing them time to process questions and respond. Where needed, we use tools such as picture cards, provide documents in different languages, or involve an advocate to support them in expressing their views and making informed choices.

How are staff trained to assess if a resident lacks capacity to consent to their care or treatment?

All staff have completed mental capacity assessment training 


	

	5.3
	If a resident does not have capacity how are staff trained to ascertain if they may be being deprived of their liberty 

If a resident is assessed as lacking capacity, the Manager will consider whether a Deprivation of Liberty Safeguards (DoLS) application is required. This is based on a capacity assessment and a best interests decision, in line with the two-stage test. Staff are trained to recognise situations where a person’s freedom may be restricted and to report any concerns to the Manager.


	

	5.4
	Does the home complete the two stage Capacity Test and Best Interests Checklist?

YES:  Person-Centered Care (PCS)


	

	5.5
	How are the decisions from MCS/DoLS assessments recorded and shared with staff 

All decisions from Mental Capacity and DoLS assessments are recorded on the PCS (Person Centred Care System), which is our digital care planning platform. This ensures all relevant information is clearly documented within the person’s care plan and is accessible to staff. Staff are able to view updates in real time on the system, ensuring they are aware of any decisions, restrictions, or guidance that need to be followed when supporting the individual.


	

	5.6
	Has every resident had a capacity assessment for consenting to care, medication and finances (if applicable)? 

Yes, where applicable, capacity assessments have been completed and care plans are in place.

Is there a statement of consent to their care plan, OR an MCA and BID that indicates that they cannot consent and a BI decision has been taken to provide the care. Yes. Risk assessments in place for all who lack capacity 
	


	Section 5 Summary of Actions (For Sefton use only)

	


Section 6 – Dignity, Respect, Diversity and Equality 

	Subject Area


	For Sefton Use Only

	6.1
	How do you ensure dignity is respected and promoted for all service users?

We promote dignity through person-centred care that respects each person as an individual and protects their privacy. In practice this means: offering residents choices and involving them in decisions about their care; communicating respectfully and listening to what matters to them; ensuring privacy during personal care by closing doors and curtains and covering residents appropriately; knocking and waiting before entering a resident's room; and addressing people by their preferred name. All staff complete dignity and respect training, and the manager models and monitors these standards day to day.


	

	6.2
	Do you have a Dignity policy? yes  

If yes, how and where is the policy promoted for residents, relatives and carers?

We have a Dignity policy, held within our QCS policy system. It is shared with all staff to read, and we record their confirmation that they have read and understood it, so we can evidence completion. The policy sets the standard for person-centred care that protects privacy and dignity during personal care and supports open, two-way communication with residents, their families and carers. For residents, relatives and carers, the policy and our approach to dignity are reflected in the Service User Guide and can be provided on request, and dignity is promoted day to day through how staff deliver care and communicate.


	

	6.3
	Is there a named dignity champion?  If yes, who is this?  

Yes. Andrea, our Registered Manager, is the named Dignity Champion for the home.

Do staff, service users and relatives know who the dignity champion is and what their role is?  

Yes. Andrea, as Dignity Champion, leads on promoting dignity across the home, keeps it as a standing item in staff discussions and supervisions, and is the point of contact for any dignity concerns from staff, residents or families. All staff have completed dignity and respect training, and the Champion supports them to put it into practice day to day. Staff are aware of who the Champion is, and residents and relatives are made aware through induction and the Service User Guide.

Is there additional training provided to the Champion? 

The Dignity Champion has completed the same dignity and respect training as all staff. There is no separate mandatory training required for the role. We plan to register the Champion with the national Dignity in Care Champions Network (dignityincare.org.uk), a free network providing ongoing resources and the 10-point Dignity Do's, to further support the role, in the near future. 


	

	6.4
	
	

	Section 6 Summary of Actions (For Sefton use only)

	


Section 7 - Medication 
	Subject Area


	For Sefton Use Only

	7.1
	How does the Manager ensure that staff adhere to policy and procedures for the receipt, recording, storage, handling, administration and disposal of medicines? 

The Manager is closely involved in all aspects of medicines management. She trains all new staff in medication and only signs staff off to administer once they are competent. The Manager books in all monthly medication cycles, with a senior carer checking that medicines have been stored correctly. On receipt, two staff sign for any medication coming into the home and record it on the MAR chart. Medicines are stored securely and handled in line with our medication policy. Administration is carried out by trained, competency-checked staff and recorded on the MAR. For disposal, the Manager oversees the return and disposal of any unused medication; as a small home we have relatively few returns, and these are recorded. The Manager checks the MAR charts and medication regularly, with routine audits, so any issue is identified quickly.

Is there a sufficient consent to medication, MCA and BID where people lack capacity, and covert medication planning and how is this done?

Yes. All residents have a mental capacity assessment in place for their medication. Where a resident has capacity, we obtain their consent to their medication. Where a resident lacks capacity to consent, we follow the Mental Capacity Act and make a Best Interest decision: this is done with the GP, who listens to our concerns, and with the involvement of advocates and family members where appropriate, who agree the decision in the resident's best interests. Any covert medication is planned in the same way, agreed as a Best Interest decision with the GP, pharmacist, family and/or advocate involved and is clearly documented, so staff know what has been agreed and why. These decisions are recorded and reviewed.


	

	7.2
	Are residents able to take responsibility for their own medication if they wish and are competent, within a risk management framework?

Yes. Residents who wish to manage their own medication and are assessed as competent to do so are supported to self-medicate within a risk management framework. A capacity assessment and a risk assessment are completed first to confirm the resident is able to take responsibility safely. They are provided with a lockable cabinet and key for secure storage. Staff discreetly check and monitor that self-medication is going well, and we ask the resident regularly whether they are still happy to continue managing their own medication. The risk assessment is reviewed so that we can step in and provide more support if their needs change.


	

	7.3
	Is there a record (paper or electronic) of all medicines (prescribed and non-prescribed) received, administered, leaving the care home, or disposed of? 

Yes we have a paper trail of all medication ordered disposed of and prescribed any medication that is in the building or leaves the building it is documented, 


	

	7.4
	Is there a controlled drug register for receipt, administration and disposal of controlled drugs?

Yes 


	

	7.5
	Is there a PRN policy / practice guidance?

Yes in Medication file 


	

	7.6
	Are staff responsible for medication administration, storage and disposal, suitably qualified and trained?

Yes. Medication administration, storage and disposal are carried out by the Manager and by trained staff. All staff responsible for medication are trained and qualified to administer it.
	

	7.7
	Are staff responsible for medication administration, storage and disposal, regularly assessed to ensure they are competent?

Yes. Staff responsible for medication are assessed regularly to ensure they remain competent, and are observed during day-to-day practice. The Manager also works alongside the senior carers as part of this monitoring.


	

	7.8
	Following significant events e.g. change in health conditions or repeated refusal to take medication; do staff refer the resident to the G.P.?

Yes. If a resident becomes unwell or there is any change in their health or behaviour, the GP is informed. We also inform the GP if a resident repeatedly refuses their medication. 


	

	7.9
	Is there a policy / guidance for the administration of covert medication?

Yes QCS - covert policy in place 

Does the administration of covert medication by staff follow NMC / NICE and/or best practice guidelines?

Yes 


	

	7.10
	Does each resident have a medication profile including a list of medication prescribed / what it’s for, known allergies / reactions to medication or ingredients and type of reaction experienced?

Each resident has a medication profile that includes their photograph, date of birth and known allergies, and we have asked the pharmacy to add the DNACPR status. The full list of prescribed medications and what each is for is held in the resident's care record on PCS. Any change to a resident's medication is always confirmed in writing by the surgery, so our records stay accurate and up to date.


	

	7.11
	What steps are taken to ensure staff are clear about the identity of the service user to be given the medication? e.g. photo

Before giving medication, staff confirm the resident's identity using several checks: an up-to-date photograph on the resident's profile; asking the resident their name and date of birth and matching these against the MAR chart; their room number; their DNACPR status if one is in place; and any known allergies. Where a resident has a cognitive impairment or communication difficulties and cannot confirm their own identity, a second staff member confirms the resident's identity before medication is given.


	

	7.12
	Is there evidence that all residents who have 4 or more medications have a GP review requested at least 12 monthly?

Yes. For residents taking four or more medications, a GP medication review is requested at least every 12 months. These reviews are documented in each resident's care plan on PCS, with dates recorded so we can evidence they happen within the timeframe, and the surgery is responsive in carrying them out.


	

	7.13
	What are the flu vaccination arrangements:-

For staff they arrange there own flu vaccines 

For service users. surgery arranges to come in and administer for the service users 


	

	7.14
	Do you carry out regular medication audits?

Yes. The Manager carries out regular medication audits, a weekly medication check and a monthly medication audit, recorded on our digital portal. This gives a dated, signed record showing medication management is monitored continuously, and any issue is identified and acted on quickly. This will be documented on the portal as we have audited the medication.


	

	7.15
	What was the outcome of your last medication review by the Medication Management Team? 

There were no actions identified at our last medication review. Medication reviews for our residents are carried out on an ongoing basis by the GP and pharmacy, who liaise with us regularly (typically weekly) regarding any required changes based on how each resident is responding to their medication. At present, no changes to medication or dosages have been recommended for our current residents.

All medication review activity is recorded in the resident's care plan on PCS, including the date, the outcome and any actions taken.
	

	7.16
	How many medication management errors have been recorded / reported during the last six months?

None. The Manager checks the MAR charts and medication daily and carries out regular audits.


	

	
	
	

	Section 7 Summary of Actions (For Sefton use only)

	


Section 8 - End of Life 

	Subject Area


	For Sefton Use Only

	8.1
	Do you have any residents on an End-of-Life pathway and if so, how many?

Yes. We currently have one resident on an end-of-life pathway, supported through the Gold Standards Framework, completed with the GP surgery and the enhanced healthcare team.

If you do or if you were to have residents on and End of Life pathway then do you use end of life tools e.g. Gold Standards Framework, Advance Care Planning, Preferred Priorities of Care and an End-of-Life personalised care plan?  Please give details

Yes. We use the Gold Standards Framework, advance care planning, preferred priorities of care, and a personalised end-of-life care plan. These are discussed with the District Nurses and next of kin, and wherever possible with the resident before they reach end-of-life, so their wishes and preferred priorities are recorded and respected.


	

	8.2
	Is there a named ‘lead’ for palliative care with responsibility for the appropriate induction and training of staff? If yes, who is this?

As a residential care home D/N professions would be the name lead in palliative care .Our staff have had training from the woodlands Hospice in this area, we would aim to keep our service users as we can, and to be free from pain, any further input is from the professionals who we would be in contact with if any concerns.  


	


	Section 8 Summary of Actions (For Sefton use only)

	


Section 9 – Health Improvement Programmes & Monitoring  

	Subject Area


	For Sefton Use Only

	9.1


	Are you aware of the Enhanced Health Care Teams or equivalent, and do you use the service? 

Yes, we are aware of the Enhanced Health Care Team and we use the service.


	

	9.2
	Do you use Technology within the service? 

Yes. We use PCS for care planning and daily care records, QCS for our policies and procedures, and Flexebee for staff training. We have also built our own digital portal (BVCH portal), which we use for governance/compliance and monitoring: weekly maintenance and fire-safety checks, an incident log with monthly trend reviews, the staff training matrix, staff files, and all our manager audits, with manager sign-off and real-time owner oversight. Together these give us a complete, dated, signed record of how the home is run and monitored


	

	9.3
	When was your last visit from the ICB/ Health? We have not had a visit from ICB 

Were any recommendations made?

N/A


	

	9.4


	Does your home undertake internal & external audits?  e.g. medication management, document review, incident / accident review, pressure ulcers, nutrition / hydration, cleanliness, infection prevention / control, bed rail audit, equipment, health & safety.  Please give details

Yes. We carry out internal audits across all the areas listed, medication management, document review, incident/accident review, pressure ulcers, nutrition and hydration, cleanliness, infection prevention and control, bed rails, equipment and health & safety. These are recorded on our digital portal with manager sign-off and nominated individual oversight, giving a dated audit trail. Externally, Sefton Equipment visit and check residents' equipment, and equipment is also checked daily before use by staff. Combination of PCS and BVCH portal. 


	

	9.5


	What monitoring do you do in relation to pressure ulcers?  e.g. trends or patterns, reflective learning and prevention, KPI/performance returns?
We monitor and prevent pressure ulcers in several ways. Prevention: pressure-relieving mattresses and cushions, regular repositioning, skin and pressure-sore risk assessments, a skin-integrity care plan and body maps to document any skin issues, all recorded on PCS. Monitoring: we track any skin damage and review it for patterns or recurring causes, work closely with our District Nurses, and use any learning to adjust care and prevent reoccurrence all skin concerns are documented and placed on a body map this is monitored and will flag up if it has not been reviewed. 

What preventative measures are in place?

For residents with little or no mobility, we provide pressure cushions and help them with pressure relief regularly throughout the day. Barrier cream is prescribed where needed, and we refer to the District Nurses if we need professional advice. We carry out regular continence checks, day and night, ensuring residents are clean and dry, and apply cream where needed.

	

	9.6


	What monitoring do you do in relation to falls?  e.g. number / location of falls, resulting injuries, trend or patterns?

We record every fall on our incident log, capturing the number, location and any resulting injuries. If a resident has two or more falls, we refer to the GP to rule out any underlying cause and refer to the Falls Team. We review falls monthly to look for trends or patterns, recurring locations, times or whether a fall may be medication-related and use this to strengthen prevention. Risk assessments are in place and updated as needed. All falls or incidents are logged on the PCS and portal.

What preventative measures are in place?  e.g. risk assessment / reviews, staff awareness

We have risk assessments and care plans in place, and sensor mats for residents who need them. All staff have up-to-date training, including a train-the-trainer arrangement for moving and handling. We check residents' footwear and keep walkways clear of any obstacles that could be a hazard.


	


	Section 9 Summary of Actions (For Sefton use only)

	


Section 10 - Quality Assurance & Monitoring Systems 

	Subject Area


	For Sefton Use Only

	10.1
	When was your last CQC inspection?     

01/04/2021 -This was rated inspection.

03/02/2022 - targeted inspection on IPC practices 

What was your last rating?  Requires improvement 

Please provide information on any action plan requirements (Attach Action Plan) if applicable. 


	

	10.2
	Prior to admitting a service user do you check that the following are in place:

Documentation identifying service user, care manager, Provider, and service required

Yes. I request all available information when a resident is admitted — including hospital notes, social worker notes and any other relevant records, to identify the resident, their care rangers, the provider and the care required.

Where a person has been assessed as lacking capacity to make a decision to move into a care home is there a copy of the Best Interest and Mental Capacity Assessment? 

Yes. The Best Interest decision and Mental Capacity Assessment are held in the resident's care plan, along with the relevant risk assessments. I also print the DoLS decision and keep it in a separate file so it can be referred back to when needed.


	

	10.3
	Do you carry out anonymous quality assurance surveys with service users, professional and relatives to measure satisfaction with services delivered and to measure that the service goals are being maintained?  How frequently?

We are a small, bespoke care home, and the majority of feedback we receive is given openly and verbally staff, residents and families speak with each other and with management freely and frequently. Any concerns raised are acted on immediately, and any repeated themes are reviewed by management and addressed.

In addition to this open and direct feedback culture, we send out surveys every six months to families and visiting professionals (including District Nurses, who have completed them in the past). We act on the feedback received for example, replacing a bedroom carpet in one resident's room, improving the dining room layout, and updating furniture and décor based on what residents and families have told us mattered to them.
Please provide a copy of the action plans put in place to address feedback received from the survey

Attachment – Andrea to add. 

What improvements have been made in the home as a result of quality assurance methods?

As a result of feedback received  both directly through verbal communication and through our six-monthly surveys we have made a number of improvements to the home, including:

Bedroom furniture replaced with more modern furniture in several rooms.

Non-slip flooring fitted in some rooms, with more to follow.

Carpet replaced in a resident's room where it was no longer suitable.

Feedback is acted on directly, and changes are made in response to what residents and families tell us, ensuring continuous improvement across the home.


	

	10.4
	Do you adequately record resident’s / carers meetings?

Yes, where meetings take place these are recorded in the resident's care plan. In practice, many family members have declined formal care meetings, stating that they prefer to speak with the Registered Manager directly if any concern arises. Others have indicated that they only wish to be involved in matters relating to finance.

All communication with family members, whether by phone, in person or otherwise — is documented in the resident's care plan, so we have a full and ongoing record of contact, concerns raised and outcomes.

We are also planning to invite family members to Zoom meetings to make participation easier, and dates for these are currently being arranged.

Carer’s meeting were done daily informally but we are in the process of implementing this recording on the BVCH portal.

Who chairs the meetings? 

It would be the manager

Please provide copies of minutes from the last two meetings.   Andrea to check if she can find the emails to attach to the document. 


	

	10.5
	Is there a clear complaints procedure in place? Is this information made available in accessible format when requested? e.g. large print, etc

Yes there is a complaints procedure in the file and included in the service guide and the guide is available in each room.  

Is it also on the notice board? Andrea to feedback. 

Does the procedure identify a person independent of the organisation as either an investigator or decision maker at appeal stage? e.g. CQC, Sefton, Advocate and or ombudsman. 

Yes it does 


	

	10.6
	Is there a complete record of all complaints made by residents or their representatives? 

(resident’s files must contain a copy of the complaint and the outcome)- Yes

Does the service have a reporting mechanism in place to prevent formal complaints generated i.e. evidence of niggle discussion and resolution?

Yes. Where a family member or resident raises a small concern or "niggle," I record it in the care plan, noting what was raised and what I did to resolve it, so issues are dealt with early before they become formal complaints.

How many formal complaints were made in the last 12 months?

No person has made a formal complaint.

Are complaints analysed and if so, how?

We would look in to resolving any complaint with immediate effect to prevent further issues ,effective analysis transforms feed  back into working on improvement through structured data frame work, 

Discuss the complaints with the relevant individual(s) and the complaint.

Has anything changed as a result of learning from complaint outcomes?

Yes. We treat every concern as a learning opportunity and make changes as a result. For example, after concerns were raised about the food, we acted and changed the chef, which improved the quality of meals. We record what we learn and what we change .


	

	10.7


	Is information regarding Advocacy Services available to service users?  Is this information made available in accessible format when requested?  e.g. large print, etc

Yes if requested 


	

	10.8
	Are you fully aware of your responsibility to report to CQC under the ‘Formal notifications guidance’? 

yes

How many notifiable incidents have you reported in the last 12 months ,From April 2025 until April 2026:

7 


	


	Section 10 Summary of Actions (For Sefton use only)

	


Section 11 - Food, Meals & Activities 

	Subject Area


	For Sefton Use Only

	11.1
	Are residents offered an appropriate choice of meals? 

All  service user have a choice from the chef daily menu or they can ask for anything entirely different 

How are choices communicated to residents?

Most of our residents are able to communicate verbally and make their own choices — for example about meals, daily routines and activities, and staff support them to do so. For the one resident who is unable to make certain choices independently, decisions are made in their best interest with full risk assessments in place, and we still offer choice wherever possible. This is not just regarding meals this could be a daily life style choice 

Please provide a copy of the menu for the last four weeks.

Andrea to attach

	

	11.2
	Are catering staff aware of nutritional and cultural requirements relevant to the service user group?

Yes this is always discussed especially when new service users enter the home


	

	11.3
	How are staff informed of food allergies, cultural requirements and special diets for individual residents? 

This is part of our person-centred care. All details of food allergies, cultural requirements and special diets are recorded in the resident's care plan. These are passed to the chef and displayed/updated in the kitchen, where all staff can see and be informed of them.


	

	11.4
	How is the compliance with individual food requirements monitored?

We monitor this in two ways. For individual requirements, the chef and care staff work from each resident's recorded allergies, cultural needs and special diets (held in the care plan and displayed in the kitchen), and staff serving meals check each resident receives the correct meal for their needs


	

	11.5
	Are staff involved in food handling and food preparation trained in food hygiene?

Yes. All staff involved in food handling and preparation are trained in food hygiene and hold current food hygiene certificates. 

	

	11.6


	Does the care home have an activities plan and facilitate specific social, recreational and cultural services?  

Yes. We have an activities coordinator in place three times per week, and care staff (including seniors) also facilitate activities throughout the rest of the week. All activities are planned around residents' interests and preferences, and logged on PCS.

Our weekly activities programme includes a mix of physical, cognitive, social, recreational and cultural activities. for example, group activities, music, games, reminiscence.
Does this include activities outside the home? Please give details including frequency of activities

Yes. Outside activities are available and offered regularly:

Residents enjoy time outside in our garden (currently being completed), sitting out in good weather with sun hats, sun cream and risk assessments in place.

Staff ask residents daily if they would like to go out.

Over the summer months we are running day trips, for example, a trip to the beach for fish and chips, and we aim to offer outside activities regularly through the summer.

Residents also spend time outside with family members, generally chatting and enjoying drinks together.

Birthdays are celebrated with presents, hats and cake, and where weather permits these are held in the garden.

We do note that some residents have declined outside activities at present. Where this is the case, their wishes are respected and documented, and we continue to offer outside opportunities so they can change their mind at any time.

Note: Andrea to add supporting documentation evidencing residents' choice to decline outside activities (e.g. care plan entries / preferences log).

	


	Section 11 Summary of Actions (For Sefton use only)

	


Section 12 - Information & Records 

	Subject Area


	For Sefton Use Only

	12.1
	Are there clear Information Governance standards in relation to the Data Protection Act, Caldicott Principles and the common law duty of confidentiality?  Yes. –policy is on the notice board 

	

	12.2
	Are staff made aware of the risk of unintended breaches of confidentiality and are they able to identify situations in which unintended breaches may occur  

Yes. We have a confidentiality policy and procedure, which staff sign to confirm they have read and understood, and confidentiality is covered in their training. Staff are also made aware of situations where unintended breaches could occur, such as discussing residents where others might overhear, leaving records or screens visible, or sharing information with the wrong person, and how to avoid them.

Do you have an appropriate data protection policy & officer? (Is there a WhatsApp group and is this appropriately controlled within data protection ICO policy) Yes 


	

	12.3
	What provision is made for the safe and confidential storage of resident’s records and information?

We are in the process of moving to digital records. Our digital records are password-protected, with access controlled by role so staff only see what is relevant to their job. While we complete the move to digital, paper records are kept in a locked office, with the manager and senior holding the only key, and the office is not accessed by other staff.


	

	12.4
	Describe the quality assurance systems that exist to ensure that written records are legible, factual, non-discriminatory, signed and dated, as agreed with the service user and or their representative?

We have clear policies and procedures explaining how records must be completed. Records use plain, professional language, and all handwritten records are neat, legible and in black ink. Staff record facts they have observed and that can be used as evidence, and any information we receive is checked against our existing records. Equality and diversity training is provided to ensure records are non-discriminatory. Staff sign and date each entry and state their role, and regular monitoring and audits are in place.


	

	12.5
	Have you got an electronic care plan system, if so what system?   Yes – PCS 
	


	Section 12 Summary of Actions (For Sefton use only)

	


Section 13 – Service User Money & Property 

	Subject Area


	For Sefton Use Only

	13.1
	On admission is there a clear policy and procedure for staff handling service users’ personal finances or property and significant items of value?

Senior members of staff admit new admissions and all property is placed on their individual care plan they would be asked if they would like to have their valuables locked in the safe, we have a limit of a £100 for chiropody, Hairdresser, Newspaper. When using the cash this is signed by the service user and witnessed by staff. A receipt is always provided and placed with the finance sheet . We do try to encourage service users not to have valuables and ask family members to keep it safe with them. Wedding bands are always documented in the care plan. 

Is the policy clear on what staff must not do in relation to service user’s personal finances and property? 

  YES


	

	13.2
	Are Financial Risk Assessments in place for all residents?

YES
	

	13.3
	Do you evidence how residents are supported, wherever possible, to manage their own finances within a risk management framework – taking into account mental capacity and Best Interest decisions assessed by a multi-disciplinary team. 

Yes. This is documented in the resident's care plan. Where a resident has capacity, we support them to manage their own finances in the least restrictive way, while ensuring they are protected from abuse. A risk assessment is in place to identify any hazards, for example, misplaced debit cards or cash, and this is reviewed regularly, or sooner if their needs change. If there is any doubt about a resident's capacity to manage their own funds, a mental capacity assessment is completed to check they can understand, retain and weigh the relevant information. Where needed, an advocate can be involved to help with financial matters, or a family member with Power of Attorney. All of this is documented in the resident's care plan.


	

	13.4
	Is there a record of the payment of personal allowances to individual residents?

Yes. One resident has a personal allowance for hairdressing and chiropody. A record is kept, with the allowance held in the safe in the manager's office along with all receipts, and any payment is signed by two staff members.


	

	13.5
	Do you act as Appointee for any residents?  NO

If yes, please describe the safeguards in place to manage the service users’ accounts

N/A


	

	13.6
	Are service users and/or their representatives advised to seek independent advice regarding insurance for items of value retained within the care home?

Where possible we encourage residents not to keep valuables in the home. Where valuables are retained, we advise the resident and/or their representative to seek their own independent insurance advice, as the home does not insure residents' personal items. A risk assessment is in place for any valuables kept, including those stored in the resident's locked safe. 


	

	13.7
	How are residents’ valuables recorded and stored?

All valuables are recorded on the resident's care plan. Each resident has a lockable drawer with a key in their bedside cabinet, which they may use to store their valuables if they wish. A risk assessment is in place where a resident chooses to use the lockable drawer.

In addition, we can provide an in-room safe on request, to give residents the option of more secure storage for personal items. At present no safes are in use in residents' rooms, but this is available where a resident or their representative wishes

Are residents provided with a secure facility in their rooms for the storage of personal valuables?

Yes. Each resident's bedside cabinet has a lockable drawer with a key, which residents may use if they wish and have the capacity to do so. Where a resident chooses to use this facility, a risk assessment is completed and kept in their care plan. An in-room safe can also be provided on request to protect personal property where a resident or their representative would prefer this option.


	


	Section 13 Summary of Actions (For Sefton use only)

	


Appendix A - Document checklist – Please complete the information below to indicate that you have and work to these written policies and procedures. (Please note that your care home may refer to the documents by different names and in some cases, will have several policies within one document).
	
	Document Name


	Date of Issue


	Review Date
	Notes

	A.1
	Accident Reporting / Recording Policy and Procedure


	14-4-26
	14-4-26
	

	A.2
	Business Continuity Plan

                                                                                         
	13-04-26
	27-05-26
	

	A.3
	Complaints Policy and Procedure


	24-03-26
	24-03-26
	

	A.4
	Confidentiality & Data Protection


	28-10-25
	28-10 -25
	No changes

	A.5


	Continence Management Policy
	14-04-26-
	14-04-26
	

	A.6
	Deprivation of Liberty Safeguards Policy


	14-04-26
	14-04-26
	

	A.7
	Disciplinary and Grievance Procedures


	28-08-26
	28-08-26
	

	A.8
	Emergency & Evacuation Procedures


	20-03-26
	20-03-26
	

	A.9
	Employee Code of Conduct

(including Professional Boundaries)


	26-02-26
	06-03-26
	

	A.10
	End of Life Care Policy


	01-10-25
	03-03-26
	

	A.11
	Equality & Diversity Policy


	28-11-26
	28-11-26
	

	A.12
	Evidence of Fire Safety Logs / Frequency of Checks


	23-09-24
	10-09-25
	

	A.13
	Evidence of Provider Quality Assurance Audits 

(including action plans from feedback received)
	
	
	

	A.14
	Files – Freedom of Information


	
	
	

	A.15
	Files – Maintenance & Destruction


	
	
	

	A.16
	First Aid


	14-05-26
	14-05-26
	

	A.17
	Food Safety, Storage, Handling & Hygiene Policy


	26-09-24
	12-09-25
	

	A.18
	Four Week Menu Plan


	25-09-24
	25-09-24
	

	A.19
	Handover Policy


	06-03-25
	03-03026
	

	A.20
	Harassment Policy


	24-10-24
	04-03-26
	

	A.21
	Health & Safety Procedures


	22-01-25
	25-05-26
	

	A.22
	Home Security Policy and/or Procedure


	14-04-26
	14-04-26
	

	A.23
	Induction Policy


	05-12-24
	14-10-25
	

	A.24
	Infection Prevention Control Policy/management plan

(Including HIV, HEP B, MRSA & Scabies)


	14-04-26
	14-04-26
	

	A.25
	Medication Management Policy


	25-03-26
	25-03-26
	

	A.26
	Mental Capacity Act Policy


	16-04-25
	25-04-26
	

	A.27
	Missing Persons Policy


	16-06-25
	16-06-25
	

	A.28
	Moving and Handling Policy


	07-01-26
	27-05-256
	

	A.29
	Nutrition & Hydration Protocol


	18-02-26
	18-02-26
	

	A.30
	Personal Finance Management Policy

(Handling of residents’ money & valuables)
	18-06-25
	18-06-25
	

	A.31
	Recruitment and Selection Policy


	24-03-26
	30-04-26
	

	A.32
	Safeguarding Policy


	24-03-26
	24-03-26
	

	A.33
	Smoking Policy


	12-06-25
	27-05-26
	

	A.34
	Staff Training Matrix / Plan


	31-03-26
	04-05-26
	

	A.35
	Staff Supervision 


	02-12-25
	02-12-25
	

	A.36
	Staffing List


	22-04-26
	22-04-26
	

	A.37
	Supervision / Appraisal Policy


	09-07-25
	09-07-25
	

	A.38
	Volunteer Workers & Workplace Students


	
	
	

	A.39
	Whistle Blowing Policy


	24-03-26
	24-03-26
	

	A.40
	Working with Volunteers Policy


	03-12-24
	26-11-25
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