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13 Words that define and 

 signify  - PERSON CENTRED 
Definition  of Person Centred 

PCC isa set off approaches designed to assist 
someone to plan their life with support. It is 

used mostly as a form of life planning 
model to enable individuals with disabilities 

or otherwise requiring support increase 
their personal determination and improve 

their own independence 

PERSPECTIVE 

EVERYONE 

RELATIVE  

SPOUSE 

ONENESS 

NEW START 

CONSIDERATION 

EMPATHY 

NEXT STEP 

TREAT THE PERSON 

REWARDING 

DEFINED SUPPORT 
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WORK IN PERSON CENTRED WAY 

 
Person Centred, Person mentored, this is my belief 

Much I could say, but I will make it brief 
When you show concern, and continue to learn 

You will not suffer professional grief 
John Eaton 

 
1. UNDERSTAND PERSON CENTRED VALUES 

 
1.1 Ensuring person-centred values    

 
I understand how to put person-centred values into practice in your day to day work Person-centred values that 
include: 
 

•  individuality 
•  independence 
•  privacy 
•  partnership 
•  choice 
•  dignity 
•  respect 
•  rights 

The ethics of person centred care is about what makes actions right or wrong. While person centred care emphasises 
universal standards and impartiality, the ethics of care emphasise the importance of relationships. 

The basis of the care is the recognition of: 

1. The interdependence of all individuals for achieving their interests 

2. The belief that those particularly vulnerable to our choices and their outcomes deserve extra consideration to be 
measured according to 

i) the level of their vulnerability to one's choices 

ii) the level of their affectedness by one's choices and no one else's 

The Home is committed to ensuring that people (individuals, carers and staff) are treated as individuals with privacy, 
dignity choice and respect. The Home seeks to provide a person centred approach to care and the application of 
legislation, practice, policies and procedures that encourage and support this philosophy, 
allowing choice and recovery. 
 
Dignity is defined as:- 
 
‘A state, quality or manner worthy of esteem or respect; and (by extension) self- respect. Dignity in care, therefore, 
means the kind of care, in any setting, which supports and promotes, and does not undermine, a person’s self-respect 
regardless of any difference.’ 
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Every Individual has the right to receive high quality care that is safe, effective and respects the privacy and dignity. 
Combined social care is committed to deliver care with privacy and dignity of which providing every individual with 
gender appropriate accommodation is an integral element, because it helps to safeguard their privacy and dignity 
when they are often at their most vulnerable.  
 
Home policies outline the practical steps adopted by the Home to ensure the privacy and dignity of all individual’s 
within its care, and will provide a framework for all staff working within the organisation. 
 
The policy will raise awareness to the principles of privacy, dignity and respect and enable staff to respond 
appropriately should they feel that the principles of the policy are being infringed. Privacy: refers to freedom from 
intrusion and relates to all information and practice that is personal or sensitive in nature to an individual. Dignity: is 
being worthy of respect.  
 
A person’s or group of people’s sense of self-worth and self-esteem. Respect: To show consideration and appreciation 
towards other people.  
 
The responsibility for protecting an individual’s privacy and dignity does not lie with any one individual or group, but 
with all Home staff, at any level of the organisation. 
 
Individual Responsibility 
 

• Promote the dignity of all people. 
• Participate in any related training or service development initiatives identified by their manager. 
• Adhere to the principles set out in this policy 
• To comply with the Professional Code of Practice of their governing bodies e.g. General Social care Council 
• To uphold the duty of care and practice within the legislative framework. e.g. Human Rights Act (1998), Mental 

Capacity Act (2005). 
 
Managers Responsibility 
 
As above plus: 
 

• Implement the principles set out in this policy. 
• To ensure that individuals within the team understand their roles and responsibilities with regard to privacy, 

dignity and respect. 
• To understand and implement specific privacy and dignity activity relevant to the service. 
• To ensure that staff have the tools, resources and skills to promote and deliver services which respect privacy 

and dignity. 
• To address any local issues related to privacy and dignity, sharing any learning with team members. 
• Director Responsibility 
• To lead, promote and champion the agenda through integrating dignity and respect into governance and 

service monitoring. 
• Set clear principles for the organisation in relation to dignity and respect, ensuring that measurable standards 

are met. 
• Ensure that corporate support is made available to assist in the implementation of the privacy and dignity 

agenda. 
• Ensure that the Home Board is fully briefed regarding the privacy and dignity activity within the organisation. 
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Principles for achieving a high quality service that respects people’s dignity 
 
This policy supports the “Dignity in Care” campaign promoted by the Department of Health and requires staff to adopt 
and implement the Dignity Challenge. High quality services that respect people’s dignity should:  
 

• Have a zero tolerance of all forms of abuse. Care and support must be provided in a safe environment, free 
from abuse. 

• Support people with the same respect that you would want for yourself or a member of your family. People 
should be cared for in a courteous and considerate manner 

 
1.2 Promoting person centred values to individuals 

 
• An individual refers to anyone accessing care or support; it will usually mean the person or people 

supported by the worker 
 

• The aim of Person Centred Care is to ensure that the individual is an equal partner with Health and Social Care 
professionals in assessing, identifying options for and delivering the most appropriate package of care for that 
individual across organisational boundaries. It involves the provision of full information on all aspects of the 
individual’s needs and available services and requires the individual to be treated with respect, courtesy and 
dignity at all times. 
 

• That the person is at the centre of any plans that are made. That the assessment takes account of the ‘whole 
person’, needs social as well as medical. There is life outside hospital care. The plans are accessible and easily 
understood – reviewed and updated. 
 

• Is the total care of the person. To begin with the person is the centre of the plan i.e. to be consulted and their 
views always to come first. It should include all aspects of care both Social Services, Health, family and 
voluntary sector. 
 

• ‘Care pathways’ comes to mind, which to me means that from the moment of referral, the progress of a 
individual’s care is monitored, as they pass from one agency to another in order to ensure they receive 
appropriate treatment, resulting in the speediest possible recovery. 
 

• Person Centred Care – to me means making the rules fit the individual rather than the reverse. An individual 
who is feeling ‘cared for’ is more likely to relax and let things take their course. 

 
1.3  Promoting dignity at work 

The Dignity factors  

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

CHOICE AND CONTROL 

Enabling people to make choices about the way they live and the care they receive. 
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• Take time to understand and know the person, their previous lives and past achievements, and support people 

to develop ‘life story books’ 
• Treat people as equals, ensuring they remain in control of what happens to them. 
• Empower people by making sure they have access to jargon-free information about services when they want 

or need it. 
• Ensure that people are fully involved in any decision that affects their care, including personal decisions (such 

as what to eat, what to wear and what time to go to bed), and wider decisions about the service or 
establishment (such as menu planning or recruiting new staff). 

• Don’t assume that people are not able to make decisions. 
• Value the time spent supporting people with decision-making as much as the time spent doing other tasks. 
• Provide opportunities for people to participate as fully as they can at all levels of the service, including the 

day-to-day running of the service. 
• Ensure that staff have the necessary skills to include people with cognitive or communication difficulties in 

decision-making. For example, 'full documentation of a person’s previous history, preferences and habits’ can 
be used by staff to support 'choices consistent with the person’s character’. (Randers and Mattiasson, 2004). 

• Identify areas where people’s independence is being undermined in the service and look for ways to redress 
the balance. 

• Work to develop local advocacy services and raise awareness of them. 
• Support people who wish to use direct payments or personal budgets. 
• Encourage and support people to participate in the wider community. 
• Involve people who use services in staff training.  

COMMUNICATION 

Speaking to people respectfully and listening to what  they have to say; ensuring clear dialogue between workers and 
services. 

Communication in practice  

• Ask people how they prefer to be addressed and respect their wishes. 
• Give people information about the service in advance and in a suitable format 
• Don't assume you know what people want because of their culture, ability or any other factor – always ask. 
• Ensure people are offered 'time to talk', and a chance to voice any concerns or simply have a chat. 
• If a person using the service does not speak English, translation services should be provided in the short term 

and culturally appropriate services provided in the long term. 
• Staff should have acceptable levels of both spoken and written English. 
• Overseas staff should understand the cultural needs and communication requirements of the people they are 

caring for. 
• Staff should be properly trained to communicate with people who have cognitive or communication 

difficulties. 
• Schedules should include enough time for staff to properly hand over information between shifts. 
• Involve people in the production of information resources to ensure the information is clear and answers the 

right questions 
• Provide information material in an accessible format (in large print or on DVD, for example) and wherever 

possible, provide it in advance. 
• Find ways to get the views of people using the service (for example, through individuals meetings) and respect 

individuals contributions by acting on their ideas and suggestions. 
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EATING AND NUTRITION CARE 

Providing a choice of nutritious, appetising meals, that meet the needs and choices of individuals, and support with 
eating where needed. 

Eating and nutritional care in practice  

• Carry out routine nutritional screening when admitting people to hospital or care. Record the dietary needs 
and preferences of individuals and any assistance they need at mealtimes and ensure staff act on this 

• Refer the person for professional assessment if screening raises particular concerns (e.g. speech and language 
therapy for people with swallowing difficulties, occupational therapy for equipment such as special plates and 
cutlery, dietician for special dietary needs relating to illness or condition, physiotherapist to assess physical 
needs and posture).  

• Make food look appetising. If the texture of food needs to be modified seek advice from the speech and 
language therapist. Not all food for people with swallowing difficulties needs to be puréed. Keep different 
foods separate to enhance the quality of the eating experience.  

• If necessary, record food and fluid intake daily and act on the findings.  
• Make sure food is available and accessible between mealtimes.  
• Give people time to eat; they should not be rushed.  
• Provide assistance discreetly to people who have difficulty eating. Use serviettes, not bibs, to protect clothing. 

Offer finger food to those who have difficulty using cutlery, and provide adapted crockery and cutlery to 
enable people to feed themselves where appropriate.  

• While socialising during mealtimes should be encouraged, offer privacy to those who have difficulties with 
eating, if they wish, to avoid embarrassment or loss of dignity.  

• Ensure that mealtimes are sufficiently staffed to provide assistance to those who need it.  
• If there are insufficient staff to support those who need it, introduce a system of staggered mealtimes.  
• Develop or make use of existing volunteer schemes to help give support to people at mealtimes.  
• Encourage carers, family and friends to visit and offer support at mealtimes.  
• Don’t make assumptions about people’s preferences on the basis of their cultural background – people should 

be asked what their preferences are.  
• Ensure all care staff, including caterers, have access to training. 
• Raise awareness of the risk of malnutrition and the importance of providing good nutritional care.  
• Ensure staff have the skills to communicate with people who have dementia and communication difficulties. 

Visual aids, such as pictorial menus, and non-verbal communication skills may help people to make choices.  
• Gather information on the older person’s needs and preferences from people who know them well.  
• Ensure that home care staff have sufficient allocated time and the skills to prepare a meal of choice for the 

person, including freshly cooked meals.  
• For day care, implement best practice in food procurement ensuring food is of good quality and is, where 

possible, local, seasonal and sustainable.  
• Carry out regular consultation on menus with people using the service.  
• Wherever possible, involve people using the service in meal preparation.  
• In care settings, where access to industrial kitchens is denied, provide facilities for people to make drinks and 

snacks.  
• Ensure that fresh water is on offer at all mealtimes and freely available throughout the day.  

Hydration 
• Encourage people to drink regularly throughout the day. The Food Standards Agency recommends a daily 

intake of six to eight glasses of water or other fluids. 
• Provide education, training and information about the benefits of good hydration to staff, carers and people 

who use services, and encourage peer-to-peer learning. 
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• Provide promotional materials to remind people who use services, staff and carers of the importance of 

hydration  
• Ensure there is access to clean drinking water 24 hours a day.  
• If people are reluctant to drink water, think of other ways of increasing their fluid intake, for example with 

alternative drinks and foods that have a higher fluid content, (e.g. breakfast cereals with milk, soup, and fruit 
and vegetables). 

• If people show reluctance to drink because they are worried about incontinence, reassure them that help will 
be provided with going to the toilet. It may help some people to avoid drinking before bedtime. 

• Be aware of urine colour as an indication of hydration level (Water UK, 2005); odourless, pale urine indicates 
good hydration. Dark, strong-smelling urine could be an indicator of poor hydration – but there may be other 
causes that should be investigated. 
 

PAIN MANAGEMENT 

Ensuring that people living with pain have the right help and medication to reduce suffering and improve their quality 
of life. 

Pain management in practice  

• Raise staff awareness that people may not report pain, that it can have a significant impact on dignity and 
well-being and that it can be identified and treated. 

• Enquire about pain during assessment   
• Ensure that night staff receive equivalent training on pain identification and treatment to those working during 

the day 
• Use the homes assessment guidance  to support professionals to assess for pain in people with communication 

problems. 

Care Quality Commission - what the regulator says 

The CQC started work in 2009 as the independent regulator for health and social care services. A new registration 
system is being phased in and CQC has published new standards of quality and safety. The standards are set out in 28 
‘outcomes’.  

What CQC outcomes say about Choice and control 

Pain management and dignity - key points from policy and research  

• Pain can wrongly be viewed as an unavoidable aspect of old age  
• Older people are more likely to experience pain, less likely to complain about it and less likely to comply with 

medication  
• Pain in people with cognitive impairment, including learning disabilities and dementia is under diagnosed and 

under treated  
• In a study into the care and treatment of people with dementia in hospital 51 per cent of carers were 

dissatisfied with pain recognition and 71 per cent of nursing staff wanted more training on being able to 
recognise pain in people with dementia  

• Pain can exacerbate the behavioural and psychological symptoms of dementia, and could result in challenging 
behaviour  

• Use of bank and agency staff can reduce pain recognition because regular staff would know the person and 
therefore be more likely to identify pain related behaviour. 
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• Pain can cause people to wake at night; restlessness should trigger concerns about whether the person is 

suffering pain  
• Pain can cause people to avoid activities and can increase social isolation as a result  

PERSONAL HYGIENE 

Enabling people to maintain their usual standards of personal hygiene. 

Personal hygiene in practice  

• Support people to maintain their personal hygiene and appearance, and their living environment, to the 
standards that they want. 

• When providing support with personal care, take the individual’s lifestyle choices into consideration – respect 
their choice of dress and hairstyle, for example. 

• Don’t make assumptions about appropriate standards of hygiene for individuals 
• Take cultural factors into consideration during needs assessment. 

These practice examples are self-reported and have not been evaluated. 

Care Quality Commission - what the regulator says 

The CQC started work in 2009 as the independent regulator for health and social care services. A new registration 
system is being phased in and CQC has published new standards of quality and safety. The standards are set out in 28 
‘outcomes’.  

What CQC outcomes say about Personal hygiene 

Personal hygiene and dignity - key points from policy and research 

• Having a clean and respectable appearance and pleasant environment is key to maintaining the self-esteem 
of older people. 

• Cleanliness in hospitals is one of the top five issues for patients  
• Having a clean home is particularly important to older women in terms of maintaining their dignity and self-

respect. 
• The proper care of laundry is a key issue for many care home individuals  
• 'Hygiene and cleanliness is seen as a key indicator of standards within a [care] home’  

PRACTICAL ASSISTANCE 

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

Practical assistance in practice  

• Make use of personal budgets to provide people with the help they want and need. 
• Help people to maintain their living environment to the standards that they want.  
• Tap into or develop local services to provide help for people in the community e.g. gardening, maintenance. 
• Make use of volunteers. 
• To reduce risk of abuse through people being identified as not coping and subsequently targeted, encourage 

home owners and landlords to carry out external repairs. 
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Practical assistance and dignity - key points from policy and research 

• Having a clean home is particularly important to older women in terms of maintaining their dignity and self-
respect  

• A little bit of help can make a big difference. This includes low-level, flexible services such as help with cleaning, 
ironing, garden maintenance, foot care and assistance with caring for pets  

• People receiving practical help such as ‘small housing repairs, gardening, limited assistive technology or 
shopping’ report significant improvements in quality of life  

• Providing support for people’s low level needs can prove to be cost efficient  
• A home in a poor state of repair can alert potential abusers to the person’s vulnerability  

PRIVACY  

Respecting people’s personal space, privacy in personal care and confidentiality of personal information. 

Privacy in practice  

• Ensure a confidentiality policy is in place and followed by all staff (including domestic and support staff). 
• Make issues of privacy and dignity a fundamental part of staff induction and training. 
• Ensure only those who need information to carry out their work have access to people’s personal records or 

financial information. 
• Respect privacy when people have personal and sexual relationships, with careful assessment of risk. 
• Choose interpreters with the consent of the person using the service. 
• Get permission before entering someone’s personal space. 
• Get permission before accessing people’s possessions and documents  
• Provide space for private conversations and telephone calls. 
• Make sure that people receive their mail unopened. 
• Ensure single-sex bathroom and toilet facilities are available. 
• Provide en suite facilities where possible. 
• In care, respect people’s space by enabling them to individualise their own room. 

SOCIAL; INCLUSION 

Supporting people to keep in contact with family and friends, and to participate in social activities. 

Social inclusion in practice  

• Promote and support access to social networks. 
• Resolve transport issues so that they do not prevent people from participating in the wider community. 
• Build links with community projects, community centres and schools to increase levels of social contact 

between people from different generations. 
• Identify, respect and use people’s skills, including the skills of older people gained in previous employment. 
• Give people ordinary opportunities to participate in the wider community through person-centred care 

planning. 
• Involve people in service planning and ensure ideas and suggestions are acted upon. 

 
Recognising the features of working in a person centred way 
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Person Centred Care 

Person-centred care is a commonly used phrase in the care sector, but: 

What does it really mean? 

Person-centred care is a philosophy of providing care that is centred around the person, and not just their health 
needs. 

To explain this in simple terms – we are all individual, no two people are the same hence it is not appropriate to say 
that because two people have dementia – that they both have the same care and support needs – our approach 
ensures a comprehensive understanding on individual need and the development of appropriate individual care plans 
for every individual for whom we are privileged to care for. 

Approach to Care 

The Person Centred care approach is to ensure that every person who uses a service receives high quality care, which 
promotes dignity and choice, whilst recognising each individual as an individual. 

Every individual who chooses a care service can be assured of an individualised care and support programme, which 
is aimed at supporting them to achieve the highest quality of life and independence, 

This includes: 

• Promoting good health in older people 
• Promoting good mental health in older people  
• Adopting an integrated approach to assessment and care planning 
• Delivering care with a person-centred approach 
• Ensuring the successful implementation of care and support as outlined in each individualised care plan 
• Ensuring support and specialist training for all staff 
• Providing a specialist mental health service for older people, where applicable 
• Ensuring a staff team can recognise signs of changing need 
• Ensuring a staff team are suitably skilled and trained to meet changing needs 
• Ensuring transparent working with allied healthcare professionals 
• Ensuring clear lines of clinical governance and accountability 
• Providing appropriate care in a care setting, where “home is at the heart”  
• Ensuring an approach aimed at continual improvement 
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WORK IN PERSON CENTRED WAY 

 
2. WORKING IN A PERSON CENTRED WAY 

 
2.1 Individuals history, preferences, wishes and needs 

 
Needs – assessed needs can be a variety e.g. physical, emotional, social, spiritual, communication, support or care 
needs 
 
Carers are the first people that a service user meets when a health need has arisen and they act as gate-keepers for 
subsequent care. It is important to competently and efficiently take an initial history and assessment of the service 
user’s condition to enable care to be planned and implemented speedily. 
 
The quality and safety of client care is dependent upon h care professionals being adequately prepared for their 
expanding roles. This multi-professional module is aimed at supporting and developing staff to practice more 
autonomously in their specialist area of practice by developing their history taking and assessment skills. 
 

INDIVIDUALASSESSMENT 
INTRODUCTION 
 
There follows a concise list of categories in which a client may be assessed or in which information may be recorded 
for diagnostic or other reasons:  
 

• Identifying Information 
• Main Complaint or Problem 
• History of Same  
• Medical History  
• Social History 
• Family History 
• Past History 
• Mental Status 
• Physical Examination 
• Psychometric Tests. 

 
More detailed description under each of the above sub-headings.  
 
IDENTIFYING INFORMATION 
 

• Age 
• Sex 
• Religion 
• Ethnicity 
• Marital Status 
• Next of Kin 
• Address 
• Others at same address 
• Occupation 
• Education 
• Number of Admissions  
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MAIN COMPLAINT 
 
There as on in clients own words for seeking or being sent (detained) to hospital for treatment or assessment 
(whichever is more relevant). 
 

HISTORY OF COMPLAINT 

• Date of Onset 
• Events leading to Onset 
• Precipitants 
• Formation of Symptoms 
• Conditions under which same emerge. 
• Reactions of others to client 

 

SYMPTOMS  

CHANGES IN FEELING 

• Depression 
• Elation 
• Mood (lability) 
• Anxiety 
• Fear/s 
• Nihilism 
• Guilt 
• Emptiness 
• Coping efficiency 

 

CHANGES IN COGNITION 

• Orientation 
• Memory 
• Concentration 
• Attention 
• Delusions 
• Phobias 
• Obsessions 
• Ideas of Reference 
• Paranoia 
• Grandiosity 
• Judgement 

CHANGES IN BEHAVIOUR 

• Volition 
• Activity 
• Motor Retardation 
• Impulsiveness 
• Aggression 

SOCIAL HISTORY 

This includes social and developmental history. 

• Symptoms of behavioural problems: 
• Temper- Tantrums 
• Head banging 
• Enuresis 
• Cruelty to Animals 
• Mutism 
• Hyperactivity 

 

Interactions with others 

• Dreams and Memories 
• Friends 
• School 
• Puberty 
• Sexual Development 

 

Problems of Adolescence 

• Running from Home 
• Drug Abuse 
• Self Image 
• Religion 

 

Work History 

• Unemployment etc, 
• Satisfaction 
• Finance 
• Social Activity 
• Living Conditions 

 

FAMILYHISTORY 

• Family Members 
• Description each Nuclear member 
• Relationships 
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• Suicidal Ideation 
• Drug / Alcohol Abuse 
• Relationships 
• Sex 

 

CHANGES IN PERCEPTION 

• Hallucinations (type) 
• Depersonalization 
• De-Javu 
• Illusions 

 

CLIENTS TREATMENT GOALS 

• Sleep Pattern 
• Weight Change 
• Appetite 
• Libido 

 

PAST HISTORY OF PSYCHIATRIC CONTACTS 

Note for each contact:  

• Dates 
• Agency 
• Diagnosis 
• Precipitants 
• Treatment 
• Progress.     

 

MEDICAL HISTORY 

• Childhood Illnesses 
• Major Medical / Surgical problems and 

treatments, 
• Accidents / Traumas 

 

Neurological Problems 

• Head Injuries 
• Fevers 
• Convulsions / Seizures 
• Headaches /  Migraines 
• Visual Disturbances 
• Disorientation 

• Amount of Contact. 

MENTAL ASSESSMENT. 

Appearance 

• Dress 
• Posture 
• Facies 
• Motor Activity 
• Mannerisms  

 

Emotional State 

As above under symptoms 

Speech Content 

• Quantity 
• Quality 
• Organisation 

 

Non-verbal Communication 

• Mannerism 
• Posture  

 

State of Consciousness 

• Thought Content 
• Perceptual State 
• Dreams 
• Attitude 
• Cooperation 
• Reliability 
• Motivation 
• Insight 
• Eye Contact 

 

For a more complete set of criteria see under 
'symptoms' in section headed  
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• Tremors 
• Tics.  

 

Endocrine problems 

• Thyrotoxic 
• Pituitary 
• Adrenal 
• Allergies 
• Alcohol Consumption 
• Current Medication 

 

For Women  

• Age at Menarche 
• Menstrual Cycle 
• Contraceptive use 
• Pregnancies etc. 

HISTORY OF COMPLAINT. 

PHYSICAL EXAMINATION 

Full system review 

• FBC 
• Thyroid Test 
• LFT 
• Routine Urinalysis 
• Chest X-ray 
• Skull X-ray 
• ECG 
• EEG 
• Kidney Studies 
• U&E 

 

PSYCHOMETRIC TESTS 

• I.Q. Tests 
• Personality Profile 
• Mini Mental State 
• Depression Scale 
• Dependency Scale  

 
In general carers should assess: 
 

• personal care and physical well-being; 
• diet and weight, including dietary preferences; 
• sight, hearing and communication; 
• oral health; 
• foot care; 
• mobility and dexterity; 
• history of falls; 
• continence; 
• medication usage; 
• mental state and cognition; 
• social interests, hobbies, religious and cultural needs; 
• personal safety and risk; 
• carer and family involvement and other social contacts/relationships. 

 
 

2.2 Changing needs reflecting in care and/or support plan 

Everyone with a long-term condition can have care plan if they want one. 

A care plan is an agreement between the client and their care professional (and/or social services) to help manage 
their health day-to-day. It can be a written document or something recorded in individuals’ notes.  
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Everyone who has a long-term condition can take part in making their care plan. It helps to assess what care is need 
and how it will be provided. 

If individuals think a care plan could help them, they talk to their GP, carer, nurse or social worker about the support 
they need to help manage their condition.. Mentioning things that are important to them and any goals they want to 
work towards. These can range from losing weight or stopping smoking, to going out more or more activities. 

The care plan will cover areas including: 

• The goals you want to work towards, such as being more ambulant, or taking part in activities.  
• The support services needed, who is in charge of providing these services, what the support services have 

agreed to do and when it will be done.  
• Medicines.  
• An eating plan.  
• An exercise plan.  

Making sure the individual has their say about what’s important to them and that they are happy with any decisions 
that are put into the plan. Unless health and social care workers know what individuals want, they can’t put it in. 

Unless the individual declines, the care plan will be printed on paper and the individual is given a copy.  

All the information in the care plan is private, seen only by the individual and the people who give you care or support. 
If individuals want someone else to be allowed to see the care plan, they can say so. 

The plan will be looked over at fixed times (a care plan review). The individual can have a care plan review at least 
once a year. If you feel the care plan isn't working or other things in the individuals life change, an individual may ask 
for a care plan review.  

2.3 Support for wellbeing and fulfilment, including end-of-life care 
 
May include Advance Care Planning 
 
A person’s wellbeing may include their: 

• sense of hope 
• confidence 
• self esteem 
• ability to communicate their wants and needs 
• ability to make contact with other people 
• ability to show warmth and affection 
• experience and showing of pleasure or enjoyment 

 
The term quality of life is used to evaluate the general well-being of individuals and societies. The term is used in a 
wide range of contexts, including the fields of healthcare. Quality of life should not be confused with the concept of 
standard of living, which is based primarily on income. Instead, standard indicators of the quality of life include not 
only wealth and employment, but also the built environment, physical and mental health, education, recreation and 
leisure time, and social belonging 
 
Within the field of care, quality of life is often regarded in terms of how it is negatively affected, on an individual level, 
a debilitating illness that is not life-threatening, life-threatening illness that is not terminal, terminal illness, the 
predictable, natural decline in the health of an elder, an unforeseen mental/physical decline of a loved one, chronic, 
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end-stage disease processes. Researchers at the University of Toronto's Quality of Life Research Unit define quality of 
life as “The degree to which a person enjoys the important possibilities of his or her life” (UofT). Their Quality of Life 
Model is based on the categories “being”, “belonging”, and “becoming”, respectively who one is, how one is connected 
to one's environment, and whether one achieves one's personal goals, hopes, and aspirations. 
 
Wellbeing can be associated with: 

• Improving Health and Emotional Well-being, 
• Improved Quality of Life,  
• Making a Positive Contribution,  
• Increased Choice and Control, 
• Freedom from Discrimination, 
• Economic Well-being,  
• Maintaining Personal Dignity and Respect. 

END of LIFE 

Care planning 

All people approaching the end of life need to have  

• their needs assessed 
• their wishes and preferences discussed 
• an agreed set of actions reflecting the choices they make about their care recorded in a care plan.  

The care plan can include a person’s general wishes and preferences about how they are cared for and where they 
would wish to die. 

The care plan should be  

• subject to review by the multidisciplinary team, the patient and carers as and when a person’s condition, or 
wishes, change 

• available to all who have a legitimate reason to access it. 

It is important to assess an individuals needs, and get the appropriate support and care, including a holistic approach, 
which means looking at all aspects of an individual’s wellbeing, including: 

• physical symptoms: controlling symptoms such as pain, vomiting or coughing  
• psychological symptoms: getting counselling if someone is anxious or scared  
• spiritual issues: palliative care specialists can help you to examine your feelings and consider questions such 

as ‘Why is this happening to me?’  
• social issues: finding the right support for a person’s situation, e.g. being cared for at home, and considering 

practical issues, such as deciding where to die  

When does end of life care begin?  

Where someone who has days to live. The role is to manage the physical symptoms, make sure the carers know 
that the individual is dying, and support the family emotionally. 
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In other cases, end of life care can begin the moment a patient receives their diagnosis. This can last for months or 
even years for patients with illnesses such as cancer, renal failure and AIDS-related conditions.  

An individual who has an incurable illness but is expected to live for two, three or more years, at this stage, they may 
need a one-off intervention to help with pain or adjusting to their diagnosis.” 

End of life care also helps the individual to plan ahead, e.g. making a will, thinking about where they want to be at the 
end of their life, and telling their loved ones and carers about their wishes for their treatment or funeral. This is in case 
they can't do so later.  

SUPPORT INDIVIDUALS, THEIR FAMILY AND FRIENDS IN THEIR INITIAL ADJUSTMENT TO LEARNING OF THE 
INDIVIDUALS IMMINENT DEATH 
 
In times of imminent death, the individual their family are provided with access to privacy and facilities in line with 
their needs at that time to allow them time to take in their thoughts and adjust their needs to the situation. 
 
The level of support to the individual, family and friends should be at an appropriate level to the situation 
encountered. Support includes: 
 

• Verbal Support  
• Non Verbal Support 
• Tactile Support 
• Offering Tea, Coffee etc 
• Physical Presence 
• Obtaining an Advocate 

 
Appropriate communications should be given to individuals in a manner, level and pace appropriate to them. TRUE 
STORY - a husband once said ‘ I am losing my wife’, and the senior carer stated ‘I have been trying to lose mine for 
years’. This was an inappropriate response and caused great suffering to the husband. The carer was inappropriately 
trying to inject humour to improve the mood of the husband. 
 
Any information given to individuals must be consistent with the care teams approach and agreement. 
Where information is required which is not in the carers’ remit and responsibility, the request for information is 
referred to an appropriate member of the care team. 
The monitoring of the client who is expected to die imminently is extremely important. Any changes in condition or 
behaviour will lead to actions taking place to ensure that anyone who needs to know are informed, such as: 

• Colleagues,  
• Individuals 
• Families  
• Friends 

 
The clients’ expressed wishes are met immediately as far as possible, this could mean amongst others: 

• Change of Position 
• A drink or Food 
• Medication for Pain 
• Toileting 
• Telephone Call 
• Paper for Writing 
• Spiritual Guidance 
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All information given to people must be accurate and complete and in a form that is suitable to be used by other 
members of the care team. 
Other members of the team who are likely to be working with the client in the immediate future are accurately advised 
of the information given. 
 
The carers own feeling regarding the imminent death are managed in a way that supports the right of those feelings 
whilst minimising the effects on others who may be affected in the circumstance and setting. 
 

3.1 Competence testing 
 
I will learn and know how to take appropriate steps to remove or minimise the environmental factors causing the 
discomfort or distress.  
This could include:  

• Lighting  

• Noise   

• Temperature  

• Unpleasant odours 
 whilst completing this standard 
 

3.2 Competence testing 
 

I will learn and know how to report any concerns I have to the relevant person. This could include:  

• Senior member of staff  

• Carer  

• Family member,  
whilst completing this standard 
 

4.1 Competence testing 
 

I will learn and know how to raise any concerns directly with the individual concerned, whilst completing this 
standard 

4.2 Competence testing 
 

I will learn and know how to raise any concern with my supervisor/ manager, whilst completing this standard 

 
4.3  Competence testing 

 

I will learn and know how to raise any concerns via other channels or systems e.g. at team meeting whilst 
completing this standard 
 

5.1 Competence testing 
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I will learn and know how to ensure that where individuals have restricted movement or mobility that they are 
comfortable whilst completing this standard 

 
5.2  Competence testing 

 

I will learn and know how to recognise the signs that an individual is in pain or discomfort. This could 
include:  

• Verbal reporting from the individual,  

• Non-verbal communication,  

• Changes in behaviour,  
whilst completing this standard 
 

5.3 Competence testing 
 

I will learn and know how to take appropriate action where there is pain or discomfort. This could include:  

• Re-positioning  

• Reporting to a more senior member of staff  

• Giving prescribed pain relief medication  

• Senior member of staff  

• Carer  

• Family member 
whilst completing this standard 

6 SUPPORT THE INDIVIDUAL TO MAINTAIN THEIR IDENTITY AND SELF-ESTEEM 
 

 6.1 How individuals identity and self-esteem link to emotional and spiritual wellbeing 
 

Erik Erikson (1950, 1963) does not talk about psychosexual Stages, he discusses psychosocial stages. 
His ideas though were greatly influenced by Freud, going along with Freud’s (1923) theory regarding the structure 
and topography of personality. 

However, whereas Freud was an id psychologist, Erikson was an ego psychologist. He emphasized the role of culture 
and society and the conflicts that can take place within the ego itself, whereas Freud emphasized the conflict 
between the id and the superego. 

According to Erikson, the ego develops as it successfully resolves crises that are distinctly social in nature. These 
involve establishing a sense of trust in others, developing a sense of identity in society, and helping the next 
generation prepare for the future. 
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Erikson extends on Freudian thoughts by focusing on the adaptive and creative characteristic of the ego, and 
expanding the notion of the stages of personality development to include the entire lifespan. 

Erikson proposed a lifespan model of development, taking in five stages up to the age of 18 years and three further 
stages beyond, well into adulthood. Erikson suggests that there is still plenty of room for continued growth and 
development throughout one’s life. Erikson put a great deal of emphasis on the adolescent period, feeling it was a 
crucial stage for developing a person’s identity. 

Like Freud and many others, Erik Erikson maintained that personality develops in a predetermined order, and builds 
upon each previous stage. This is called the epigenic principle. 

The outcome of this 'maturation timetable' is a wide and integrated set of life skills and abilities that function 
together within the autonomous individual. However, instead of focusing on sexual development (like Freud), he 
was interested in how children socialize and how this affects their sense of self. 

Psychosocial Stages 

Erikson’s (1959) theory of psychosocial development has eight distinct stages.  

Like Freud, Erikson assumes that a crises occurs at each stage of development. For Erikson (1963), these crises are of 
a psychosocial nature because they involve psychological needs of the individual (i.e. psycho) conflicting with the 
needs of society (i.e. social). 

According to the theory, successful completion of each stage results in a healthy personality and the acquisition of 
basic virtues. Basic virtues are characteristic strengths which the ego can use to resolve subsequent crises. 

Failure to successfully complete a stage can result in a reduced ability to complete further stages and therefore a 
more unhealthy personality and sense of self.  These stages, however, can be resolved successfully at a later time. 

1. Trust vs. Mistrust 

Is the world a safe place or is it full of unpredictable events and accidents waiting to happen? 

Erikson's first psychosocial crisis occurs during the first year or so of life (like Freud's oral stage of psychosexual 
development). The crisis is one of trust vs. mistrust. 

During this stage the infant is uncertain about the world in which they live. To resolve these feelings of uncertainty 
the infant looks towards their primary caregiver for stability and consistency of care. 

If the care the infant receives is consistent, predictable and reliable they will develop a sense of trust which will carry 
with them to other relationships, and they will be able to feel secure even when threatened. 

Success in this stage will lead to the virtue of hope. By developing a sense of trust, the infant can have hope that as 
new crises arise, there is a real possibility that other people will be there are a source of support. Failing to acquire 
the virtue of hope will lead to the development of fear. 
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For example, if the care has been harsh or inconsistent, unpredictable and unreliable then the infant will develop a 
sense of mistrust and will not have confidence in the world around them or in their abilities to influence events. 

This infant will carry the basic sense of mistrust with them to other relationships. It may result in anxiety, heightened 
insecurities, and an over feeling of mistrust in the world around them. 

Consistent with Erikson's views on the importance of trust, research by Bowlby and Ainsworth has outlined how the 
quality of early experience of attachment can effect relationships with others in later life. 

2. Autonomy vs. Shame and Doubt 

The child is developing physically and becoming more mobile. Between the ages of 18 months and three, children 
begin to assert their independence, by walking away from their mother, picking which toy to play with, and making 
choices about what they like to wear, to eat, etc. 

The child is discovering that he or she has many skills and abilities, such as putting on clothes and shoes, playing with 
toys etc. Such skills illustrate the child's growing sense of independence and autonomy. Erikson states it is critical 
that parents allow their children to explore the limits of their abilities within an encouraging environment which is 
tolerant of failure. 

For example, rather than put on a child's clothes a supportive parent should have the patience to allow the child to 
try until they succeed or ask for assistance. 

So, the parents need to encourage the child to becoming more independent whilst at the same time protecting the 
child so that constant failure is avoided. 

A delicate balance is required from the parent .... they must try not to do everything for the child but if the child fails 
at a particular task they must not criticize the child for failures and accidents (particularly when toilet training). The 
aim has to be “self control without a loss of self-esteem” (Gross, 1992). Success in this stage will lead to the virtue 
of will. 

If children in this stage are encouraged and supported in their increased independence, they become more confident 
and secure in their own ability to survive in the world. 

If children are criticized, overly controlled, or not given the opportunity to assert themselves, they begin to feel 
inadequate in their ability to survive, and may then become overly dependent upon others, lack self-esteem, and 
feel a sense of shame or doubt in their own abilities. 

3. Initiative vs. Guilt 

Around age three and continuing to age five, children assert themselves more frequently. These are particularly 
lively, rapid-developing years in a child’s life. According to Bee (1992) it is a “time of vigor of action and of behaviors 
that the parents may see as aggressive". 

During this period the primary feature involves the child regularly interacting with other children at school. Central 
to this stage is play, as it provides children with the opportunity to explore their interpersonal skills through initiating 
activities. 
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Children begin to plan activities, make up games, and initiate activities with others. If given this opportunity, children 
develop a sense of initiative, and feel secure in their ability to lead others and make decisions. 

Conversely, if this tendency is squelched, either through criticism or control, children develop a sense of guilt. They 
may feel like a nuisance to others and will therefore remain followers, lacking in self-initiative. 

The child takes initiatives which the parents will often try to stop in order to protect the child. The child will often 
overstep the mark in his forcefulness and the danger is that the parents will tend to punish the child and restrict his 
initiatives too much. 

It is at this stage that the child will begin to ask many questions as his thirst for knowledge grows. If the parents treat 
the child’s questions as trivial, a nuisance or embarrassing or other aspects of their behavior as threatening then the 
child may have feelings of guilt for “being a nuisance”. 

Too much guilt can make the child slow to interact with others and may inhibit their creativity. Some guilt is, of 
course, necessary otherwise the child would not know how to exercise self control or have a conscience. 

A healthy balance between initiative and guilt is important. Success in this stage will lead to the virtue ofpurpose. 

4. Industry (competence) vs. Inferiority 

Children are at the stage (aged 5 to 12 years) where they will be learning to read and write, to do sums, to make 
things on their own. Teachers begin to take an important role in the child’s life as they teach the child specific skills. 

It is at this stage that the child’s peer group will gain greater significance and will become a major source of the 
child’s self esteem. The child now feels the need to win approval by demonstrating specific competencies that are 
valued by society, and begin to develop a sense of pride in their accomplishments. 

If children are encouraged and reinforced for their initiative, they begin to feel industrious and feel confident in their 
ability to achieve goals. If this initiative is not encouraged, if it is restricted by parents or teacher, then the child 
begins to feel inferior, doubting his own abilities and therefore may not reach his or her potential. 

If the child cannot develop the specific skill they feel society is demanding (e.g. being athletic) then they may 
develop a sense of inferiority. Some failure may be necessary so that the child can develop some modesty. Yet again, 
a balance between competence and modesty is necessary. Success in this stage will lead to the virtue 
of competence. 

5. Identity vs. Role Confusion 

During adolescence (age 12 to 18 years), the transition from childhood to adulthood is most important. Children are 
becoming more independent, and begin to look at the future in terms of career, relationships, families, housing, etc. 
The individual wants to belong to a society and fit in. 
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This is a major stage in development where the child has to learn the roles he will occupy as an adult. It is during this 
stage that the adolescent will re-examine his identity and try to find out exactly who he or she is. Erikson suggests 
that two identities are involved: the sexual and the occupational. 
According to Bee (1992), what should happen at the end of this stage is “a reintegrated sense of self, of what one 
wants to do or be, and of one’s appropriate sex role”. During this stage the body image of the adolescent changes. 

Erikson claims that the adolescent may feel uncomfortable about their body for a while until they can adapt and 
“grow into” the changes. Success in this stage will lead to the virtue of fidelity. 

Fidelity involves being able to commit one's self to others on the basis of accepting others even when there may be 
ideological differences. 

During this period, they explore possibilities and begin to form their own identity based upon the outcome of their 
explorations. Failure to establish a sense of identity within society ("I don’t know what I want to be when I grow up") 
can lead to role confusion. Role confusion involves the individual not being sure about themselves or their place in 
society. 

In response to role confusion or identity crisis an adolescent may begin to experiment with different lifestyles (e.g. 
work, education or political activities). Also pressuring someone into an identity can result in rebellion in the form of 
establishing a negative identity, and in addition to this feelings of unhappiness. 

6. Intimacy vs. Isolation 

Occurring in young adulthood (ages 18 to 40 years), we begin to share ourselves more intimately with others. We 
explore relationships leading toward longer term commitments with someone other than a family member. 

Successful completion of this stage can lead to comfortable relationships and a sense of commitment, safety, and 
care within a relationship. Avoiding intimacy, fearing commitment and relationships can lead to isolation, loneliness, 
and sometimes depression. Success in this stage will lead to the virtue of love. 

7. Generativity vs. Stagnation 

During middle adulthood (ages 40 to 65 years), we establish our careers, settle down within a relationship, begin our 
own families and develop a sense of being a part of the bigger picture. 

We give back to society through raising our children, being productive at work, and becoming involved in community 
activities and organizations. 

By failing to achieve these objectives, we become stagnant and feel unproductive. Success in this stage will lead to 
the virtue of care. 
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8. Ego Integrity vs. Despair 

As we grow older (65+ years) and become senior citizens, we tend to slow down our productivity, and explore life as 
a retired person. It is during this time that we contemplate our accomplishments and are able to develop integrity if 
we see ourselves as leading a successful life. 

Erik Erikson believed if we see our lives as unproductive, feel guilt about our past, or feel that we did not accomplish 
our life goals, we become dissatisfied with life and develop despair, often leading to depression and hopelessness. 

Success in this stage will lead to the virtue of wisdom. Wisdom enables a person to look back on their life with a 
sense of closure and completeness, and also accept death without fear. 

Critical Evaluation 

Erikson is rather vague about the causes of development. What kinds of experiences must people have in order to 
successfully resolve various psychosocial conflicts and move from one stage to another? The theory does not have a 
universal mechanism for crisis resolution. 

Indeed, Erikson (1964) acknowledges his theory is more a descriptive overview of human social and emotional 
development that does not adequately explain how or why this development occurs. For example, Erikson does not 
explicitly explain how the outcome of one psychosocial stages influence personality at a later stage. 

One of the strengths of Erikson's theory is it ability to tie together important psychosocial development across the 
entire lifespan. 

Although support for Erikson's stages of personality development exists (McAdams, 1999), critics of his theory 
provide evidence suggesting a lack of discrete stages of personality development. 
 

6.2  Competence testing 
 

I will learn and know how to demonstrate that my own attitudes and behaviours promote emotional and 
spiritual wellbeing, whilst completing this standard 
 

6.3 Competence testing 
 

I will learn and know how to support and encourage individuals own sense of identity and self-esteem, whilst 
completing this standard 

 
6.4  Competence testing 

 

I will learn and know how to report any concerns about the individual’s emotional and spiritual wellbeing to 
the appropriate person. This could include:  

• Senior member of staff  
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• Carer

• Family member
whilst completing this standard 

7.1 Competence testing 

I will learn and know how to demonstrate that my actions promote person centred values including: 

 individuality

 independence

 privacy

 partnership

 choice

 dignity

 respect
 rights whilst completing this standard
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Standard 5: Work in person centred way

Question 1

Understand person centred values

Describe how to put person-centred values into practice in their day-to-day work

[   ] Choice and control, This means people being in charge of their lives and having support
to make decisions and Setting goals, this means enabling service users to decide what
they want to do with their lives. Information Service users need the right information
given in an accessible form. It can be very difficult to make good choices without it, and
Being positive; Service users need support to look at their strengths and what they can
do, rather than a focus on what they can’t do. People can often make better choices if
they feel positive about themselves.

[   ] Good relationships. It is extremely important to service users to have good relationships
with family members, friends, the people who work with them and others, practitioners
have a valuable role to play in helping to make this happen and enabling service users
to feel part of their community and Listening, Service providers, and practitioners, need
to listen to service users to make person-centred support happen. Learning,
Person-centred support can give service users the confidence to go out and try new
activities and learn new skills plus Flexibility, Person-centred support is crucially about
services being flexible enough to fit into people’s lives. It is not about a ‘one size fits all’
service or giving everyone exactly the same service.

[   ] Information, Service users need the right information given in an accessible form. It can
be very difficult to make good choices without it, and Being positive; Service users need
support to look at their strengths and what they can do, rather than a focus on what they
can’t do. People can often make better choices if they feel positive about themselves.

[   ] All of the above

Question 2

Understand person centred values

Describe why it is important to work in a way that promotes person centred values when providing support to
individuals

[   ] I promote person centred working by avoiding eye contact and facial expression

[   ] I promote person centred working by treating the individual as a person as a whole, as a
human being and not just an illness or disease with symptoms to manage. I manage the
person
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[   ] I promote person centred working by diving them medications, making their beds,
handing out food, checking their name bracelet and other p[rocedural aspects to ensure
that the process of managing people is ciorrect

[   ] I promote person centred working by telling them they are doing well, and that they are
going to get better and that I will attend their funeral

Question 3

Understand person centred values

Identify ways to promote dignity in their day-to-day work

[   ] I Identify ways to promote dignity in my work by working with people to foul things
up, being alert but at the same time showing sympathy and the need to make the
individual as comfortable and/or pain free as possible

[   ] I Identify ways to promote dignity in my work by understanding their needs and not
acting on them, not being alert but at the same time showing empathy and the need to
make the individual as comfortable and/or pain free as possible

[   ] I Identify ways to promote dignity in my work by addressing the day to day needs
including physical and mental processes, being alert but at the same time showing
empathy and the need to make the individual as comfortable and/or pain free as
possible

[   ] I Identify ways to promote dignity in my work by going out and showing them that I am in
charge of their needs and that if they want to get the service they deserve, they better be
nice to me and being alert but at the same time showing empathy and the need to make
the individual as uncomfortable and/or pain fraught as possible

Question 4

Understand working in a person centred way

Describe the importance of finding out the history, preferences, wishes and needs of the individual

[   ] History is very important, I studied it at school

[   ] Preferences and wishes are all very well, but we do not cater for individual requirements

[   ] I think the needs of the service out way the needs of the individual

[   ] Person centred values incorporate  finding out the history, preferences, wishes and
needs of the individual

Question 5

Understand working in a person centred way

Explain why the changing needs of an individual must be reflected in their care and/or support plan

[   ] The individuals condition changed, so we changed our care and support plan to take
account of those changes

[   ] The individuals condition changed, so we did not change our care and support plan to
take account of those changes
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[   ] The individuals condition changed, so we changed our care and support plan so to not
take account of those changes

[   ] The individuals condition did not change, so we changed our care and support plan so to
not take account of those non changes

Question 6

Understand working in a person centred way

Explain the importance of supporting individuals to plan for their future wellbeing and fulfilment, including
end-of-life care

[   ] There are no reasons in supporting individuals to plan for their future wellbeing and
fulfilment, including end-of-life care

[   ] Supporting individuals to plan for their future well-being and fulfilment, including
end-of-life care is not essential if individuals are to hav e a good death, being pain free
and at peace with their selves families and friends

[   ] Supporting individuals to plan for their future well-being and fulfilment, including
end-of-life care is essential if individuals are to hav e a good death, being pain free and
at peace with their selves families and friends

[   ] I think at the end of life we all have to go, the sooner the better sometimes

Question 7

Support the individual to maintain their identity and self-esteem

Explain how individual identity and self-esteem are linked to emotional and spiritual wellbeing 

[   ] When individuals are not content, they are at ease with themselves which includes part
of their personality that identifies and links to emotional and spiritual well-being

[   ] When individuals are content, they are not at ease with themselves which includes part
of their personality that identifies and links to emotional and spiritual well-being

[   ] When individuals are content, they are at ease with themselves which does not include
part of their personality that identifies and links to emotional and spiritual well-being

[   ] When individuals are content, they are at ease with themselves which includes part of
their personality that identifies and links to emotional and spiritual well-being

Question 8

Competence:1

Take appropriate steps to remove or minimise the environmental factors causing the discomfort or distress. This could
include:

[   ]
Lighting
Nose
Temperature
Unpleasant odours 
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[   ]
Lighting
Noise
Temperature
pheasant odours 

[   ]
Lighting
Noise
Temper
Unpleasant odours 

[   ]
Lighting
Noise
Temperature
Unpleasant odours 

Question 9

Competence: 2

Report any concerns they have to the relevant person. This could include:

 

[   ]
Senior member of staff
Career
Family member 

[   ]
Senoir member of staff
Carer
Family member 

[   ]
Senior member of staff
Carer
Family member 

[   ]
Senior member of staff
Carer
Family mender

Question 10

Competence: 3

Raise any concerns directly with the individual concerned 

[   ] I would speak to them...later
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[   ] I need to speak to the individual immediately

[   ] If I( have time I will skirt around the issue with the individual

[   ] If I hang on long enough, the next shift will come on and they can do it

Question 11

Competence: 4

 Raise any concern with their supervisor/ manager 

[   ] My supervisor

[   ] The CQC

[   ] Social Services

[   ] The poli9ce

Question 12

Competence: 5

Raise any concerns via other channels or systems 

[   ] e.g. at A.A. meetings

[   ] e.g. at team meetings

[   ] e.g. at Race meetings

[   ] e.g. at church meetings

Question 13

Competence: 6

Ensure that where individuals have restricted movement or mobility that they are comfortable. 

[   ] I would ensure the pillows were comfortable and the bed was made

[   ] I would ensure that clothing was loose and unrestrictive

[   ] I would ensure that any mechanical aid that was appropriate was available and usable

[   ] All the above

Question 14

Competence: 7

 Recognise the signs that an individual is in pain or discomfort. This could include:

[   ]
Verbal reporting from the individual
Non-verbal communication
Changes in behaviour 

[   ]
Herbal reporting from the individual
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Non-verbal communication
Changes in behaviour 

[   ]
Verbal snorting from the individual
Non-herbal communication
Changes in behaviour 

[   ]
Gerbal reporting from the individual
Non-verbal communication
Changes in bees haviour 

Question 15

Competence: 8

Take appropriate action where there is pain or discomfort. This could include: 

[   ]
Re-positioning 
Deporting to a more senior member of staff 
Giving prescribed pain relief medication

[   ]
Re-positioning 
Reporting to a more senior member of staff 
Giving prescribed pain relief meditation

 

[   ]
Re-positioning 
Retorting to a more senior member of staff 
Giving prescribed pain relief medication

 

[   ]
Re-positioning 
Reporting to a more senior member of staff 
Giving prescribed pain relief medication

 

Question 16

Competence: 9

Demonstrate that their own attitudes and behaviours promote emotional and spiritual well-being 

[   ] My attitudes and behaviours promote emotional and spiritual well-being by:
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Not giving a damn

[   ] My attitudes and behaviours promote emotional and spiritual well-being by:

ensuring everything I do is appropriate and sensitive to their needs

[   ] My attitudes and behaviours promote emotional and spiritual well-being by:

giving all my time and expertise to this one person

[   ] My attitudes and behaviours promote emotional and spiritual well-being by:

showing sympathy and lavishing them with praise

Question 17

Competence: 10

 Support and encourage individuals own sense of identity and self-esteem

[   ]

[   ]

[   ]

[   ]

Question 18

Competence: 11

Report any concerns about the individual’s emotional and spiritual wellbeing to the appropriate person. This could include:

[   ]
Senior member of staff
Claret
Family member 

[   ]
Tenor member of staff
Carer
Family member 

[   ]
Senior member of staff
Carer
Families membership 

[   ]
Senior member of staff
Carer
Family member 

Question 19
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Competence:12

Demonstrate that their actions promote person centred values including:

[   ]
individuality
independence
privates
partnership
choice
dignity
respect
rights 

[   ]
individuality
independence
privacy
partnership
choc ice
dignity
respect
rights 

[   ]
individuality
independence
privacy
partnership
choice
dignity
respect
rights 

[   ]
individuality
independence
privacy
partnership
choice
dignity
disrespect
rights 

 8 / 8



CARE CERTIFICATE 
TRAINING WORKBOOK 

Report any concerns about the individual’s emotional and spiritual wellbeing to the appropriate person. This could 
include:  

• Senior member of staff
• Carer
• Family member

18 
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