Trafford Adult Services

Commissioning and Service Development


Home Care Provider Quality Monitoring Spot Check Tool
	Name
	
	BP Number:
	

	Address:


	

	Tel:
	
	Provider:
	

	Hours Week:1
	
	Hours week:2
	
	Hours week:3
	


	Commissioning  Support Officer:
	
	Date:
	

	Accompanied by:
	

	Reason For Spot Check:
Type of spot check and details if carried out following a concern.
	

	What are your desired outcomes from SAMS intervention and have they been identified in the care plan
	


	Section One – Care Plan/ Contract
	Yes
	No
	NA

	Are there any changes to the address/phone/Keysafe
	
	
	

	Is the plan person centred
	
	
	

	Is the Care Plan signed by SU /NOK
	
	
	

	Is the service user happy with the times provider
	
	
	

	Are two carers being provided for double cover
	
	
	

	Was the Care plan/outcomes discussed with you or NOK 
	
	
	

	Section – Two Risk Assessment
	

	Moving and Handling Risk Assessment
	
	
	

	Environmental Risk Assessment
	
	
	

	Section-Three Medication
	

	Is the  Medication recorded
	
	
	

	In what format is the meds recorded 
	


	Section Four – Continuity of Care

	
	Yes
	No

	Is there evidence of the use of consistent staff
	
	

	Are regular times evidenced in Communication Records
	
	

	Have the staff signed the records
	
	

	Are there any missed visits
	
	

	Details:


	Method of Assessment: Verbal and or Visual 
	


	


	Section Five - Miscellaneous   

	
	
	Yes
	No
	N/A

	Does the service user have a pendant alarm.
	
	
	
	

	Is there evidence telecare has been discussed with service users to enhance their quality of life. 
	
	
	
	


	Section Six– Service User Feedback

	
	Yes
	No

	Do the Carers wear identification
	
	

	Do the Carers wear gloves and plastic aprons for personal care
	
	

	Do the Carers respect your privacy and treat you with dignity
	
	

	Do the Carers make you feel comfortable and safe
	
	

	Will the carers come at a later or earlier time if you need them to
	
	

	Are Trafford’s complaints information readily  available
	
	

	Is there a complaints procedure readily available with current details 
	
	

	Do you know how to make a complaint
	
	

	If you have made a complaint was it resolved 
	
	

	Do you feel in control of your care package
	
	


	Section Seven– Actions

	Action
	Outcome
	Timescale
	Action by

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6
	
	
	
	

	7
	
	
	
	

	Date completed and sent back to provider:-
	


	Date of Follow up if needed 
	Date: 


Commissioner signature:     .                            Date:  
