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Consultation on draft quality standard – deadline for comments 5pm on 16 September 2026

Please email your completed form to: QualityStandards@nice.org.uk

Please read the checklist for submitting comments at the end of this form. We cannot accept forms that are not filled in correctly. 

Use the form to comment on the content of the quality standard (i.e. the statements and other sections e.g. rationale, measures etc.), as well as answer the following questions:
1. Does this draft quality standard accurately reflect the key areas for quality improvement?
2. Can data for the proposed quality measures be collected locally? Please include in your answer any data sources that can be used or reasons why data cannot be collected.

3. Do you think each of the statements in this draft quality standard would be achievable by local services given the net resources needed to deliver them? Please describe any resource requirements that you think would be necessary for any statement. Please describe any potential cost savings or opportunities for disinvestment.

4. Please provide your comments on the equality and health inequalities assessment (EHIA) and the equality and diversity considerations section for each quality statement. Please confirm any issues that have been missed and how they can be addressed by healthcare services and practitioners.








Organisation details

	Organisation name
(if you are responding as an individual rather than a registered stakeholder please leave blank)
	Homecare Association

	Disclosure
Please disclose any past or current, direct or indirect links to, or funding from, the tobacco industry.
	None

	Name of person completing form
	Paul Cooper

	Supporting the quality standard
Would your organisation like to express an interest in formally supporting this quality standard? More information.
	


Comments on the draft quality standard
	Comment number
	Statement or question number
Or ‘general’ for comments on the whole document
	Comments
Insert each comment in a new row.
Do not paste other tables into this table because your comments could get lost – type directly into this table.

	Example 1
	Statement 1
	This statement may be hard to measure because…

	1
	General
	

	2
	Question 1
	We broadly support the proposed quality standard. The five statements focus on important areas for improvement, including organisational leadership, person-centred care planning, information sharing, accountability for restrictive practices, and post-incident learning. These are all relevant to improving outcomes for people receiving care and reducing avoidable restrictive interventions. 
However, from a homecare perspective, there are some notable omissions:
· The standard focuses heavily on restrictive practice but gives less attention to preventing and responding to aggression, violence, harassment and discriminatory behaviour directed towards staff.
· The standard does not sufficiently recognise that many care workers deliver support alone in people's own homes, where environmental controls and immediate access to colleagues or security support available in hospitals and care homes are not available. Care workers may have limited ability to withdraw safely from a situation, and providers have limited control over the physical environment in which care is delivered. NICE should ensure that the recommendations and measures are appropriate to these distinct circumstances.
· It does not adequately address situations where aggressive, abusive or discriminatory behaviour is linked to family members, visitors or representatives rather than the person receiving care. This is particularly important in homecare, where workers may be exposed to such behaviour while working alone in a person's home and may have limited ability to withdraw safely. The standard should provide clearer guidance on the responsibilities of providers, commissioners and other relevant system partners in managing these risks.
· There is limited recognition of circumstances where behaviour is associated with dementia, cognitive impairment, distress, communication difficulties or fluctuating capacity, all of which are common in homecare settings.
· The standard does not address how providers should respond when people receiving care or their families request staff on the basis of race, ethnicity, nationality, religion, sex or other protected characteristics.
· There is little reference to the role of commissioners and local systems in supporting providers where there are ongoing risks to staff safety or wellbeing.
· The standard should recognise more explicitly the role of commissioners and local systems in enabling providers to meet the expectations set out in the quality standard. Where implementation requires additional staff training, supervision, management time, incident follow-up or other resources, commissioners should ensure that service specifications and contract values provide sufficient capacity for providers to deliver these requirements safely and consistently.
We suggest strengthening the standard to include prevention and management of harassment, bullying and discriminatory behaviour towards staff, alongside aggressive behaviour. This would better reflect current workforce challenges and employers' duties to provide a safe working environment. 

	3
	Question 2
	In principle, most of the proposed measures can be collected locally.
Potential data sources include:
· Care plans and risk assessments.
· Electronic care planning systems.
· Incident reporting systems.
· Safeguarding records.
· Training records.
· Complaints and concerns records.
· Staff wellbeing and occupational health records.
· Audits and quality assurance reviews.
· Service user and staff surveys. 
There are, however, practical challenges for social care providers:
Statement 2
Evidence that an individual was genuinely involved in co-producing a care plan may be difficult to measure consistently. The proposed measure could become a documentation exercise rather than a meaningful assessment of engagement.
Statement 3
Data collection may be challenging where multiple independent organisations are involved in care and there is no interoperable digital record. Homecare providers often have limited access to NHS records and cannot always verify whether information has been shared between settings.
Statement 4
Recording restrictive practices is achievable, but interpretation may vary. Some proposed definitions, such as "exclusion from care", may require clarification for community and homecare services to ensure consistent reporting.
Statement 5
While providers can record that support was offered, it may be difficult to evidence whether support was accepted, received or found beneficial. Measuring meaningful learning outcomes will be more challenging than measuring whether an offer was made.
We recommend that NICE recognises these limitations and focuses on proportionate, practical measures that build on existing care planning and incident management processes rather than introducing additional reporting requirements.  


	4
	Question 3
	The principles underpinning the statements are broadly achievable. However, implementation at the level of quality expected by the standard will require additional resources and system support, and some requirements depend on action by commissioners, NHS organisations and other system partners as well as individual providers.
Statement 1
Generally achievable.
Resource requirements:
· Policy review and updates.
· Staff training.
· Leadership oversight.
· Incident reporting and audit processes.
Potential benefits:
· Reduced incidents of aggression and restrictive intervention.
· Improved staff retention.
· Reduced sickness absence.
· Lower safeguarding and litigation risks.
Statement 2
Partially achievable.
Meaningful co-production requires:
· Sufficient time for assessment and review.
· Access to advocates and interpreters.
· Flexible communication methods.
· Ongoing review where needs fluctuate.
Resource pressures in commissioned homecare services may limit the time available for meaningful engagement.
Statement 3
More challenging.
Resource requirements include:
· Compatible digital systems.
· Secure information-sharing arrangements.
· Administrative time to update and transfer records.
Achievement may depend on wider NHS and social care interoperability programmes rather than actions by individual providers.
Statement 4
Achievable but resource intensive.
Requirements include:
· Staff training.
· Incident documentation systems.
· Managerial review and oversight.
· Time for reflective practice following incidents.
Potential savings could arise from reduced repeat incidents and better risk management.
Statement 5
Potentially the most resource-intensive statement.
Requirements include:
· Structured debriefing processes.
· Staff support services.
· Additional management time.
· Follow-up reviews and organisational learning activities.
However, this statement may offer the greatest long-term value through improved staff wellbeing, reduced turnover, reduced sickness absence and lower levels of burnout.
Overall, we support the statements but recommend that NICE recognises the workforce and financial pressures facing social care providers. Successful implementation will require commissioners to ensure that service specifications and contract values provide sufficient capacity for providers to deliver the training, supervision, incident management and post-incident support expected by the standard. Where implementation depends on information sharing, access to NHS services, advocacy or other actions outside the provider's direct control, responsibility should not rest solely with the provider. NICE should make clear the respective roles of providers, commissioners and wider system partners in enabling the standard to be achieved.

	5
	Question 4
	We welcome the inclusion of equality and diversity considerations, particularly around advocacy, communication support, accessible information and involvement in decision-making. 
However, we believe a number of significant issues have not been addressed sufficiently.
1. Discriminatory behaviour towards staff
The EHIA should explicitly recognise that aggression, abuse and harassment may be directed at workers because of protected characteristics, including race, ethnicity, nationality, religion, disability, sex, sexual orientation or gender reassignment.
Providers often face situations where workers experience discriminatory language, harassment or requests for a different worker based solely on protected characteristics. The standard should provide clearer guidance on balancing staff wellbeing, equality duties and continuity of care. 
2. Overseas and minority ethnic workers
The social care workforce includes a significant proportion of overseas recruited workers and workers from minority ethnic backgrounds. These groups may experience a disproportionate risk of discriminatory abuse and harassment. The EHIA should explicitly consider these risks and the support providers should offer.
3. Capacity, dementia and communication needs
The standard should place greater emphasis on situations in which aggressive behaviour is associated with dementia, learning disability, mental illness, brain injury, distress or communication difficulties.
Providers need practical guidance on balancing staff safety with the rights and needs of people whose behaviour may arise from impairment rather than intent. 
4. Homecare settings
The equality impact assessment should recognise differences between institutional settings and care delivered in people's homes.
Homecare workers frequently work alone and may face aggression, intimidation or harassment without immediate access to colleagues or security support. This creates distinct risks that are not adequately reflected in the draft.
5. Digital exclusion
Statement 3 assumes effective information sharing. The EHIA should recognise that some people may be disadvantaged by digital systems because of disability, poverty, language barriers or limited digital literacy and should ensure alternative approaches remain available.
6. Advocacy availability
The standard assumes access to advocates where required. In practice, advocacy services are not always available promptly. NICE should acknowledge this and encourage commissioners to ensure sufficient advocacy capacity.
Suggested addition
We recommend that NICE include an explicit equality consideration stating that services should protect people receiving care and staff from discrimination, harassment and victimisation, and should not disadvantage workers with protected characteristics when responding to requests, complaints or incidents involving aggressive behaviour. This would strengthen both staff protection and consistency across health and social care settings.


	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Insert more rows as needed
Checklist for submitting comments
· Use this form and submit it as a Word document (not a PDF).
· Complete the disclosure about links with, or funding from, the tobacco industry.
· Combine all comments from your organisation into 1 response. We cannot accept more than 1 response from each organisation. 
· Do not paste other tables into this table – type directly into the table.
· Clearly mark any confidential information or other material that you do not wish to be made public with underlining and highlighting. Also, ensure you state in your email to NICE that your submission includes confidential comments.
· Do not include medical information about yourself or another person from which you or the person could be identified. 
· Spell out any abbreviations you use

Please return to QualityStandards@nice.org.uk 
NICE reserves the right to summarise and edit comments received during consultations, or not to publish them at all, where in the reasonable opinion of NICE, the comments are voluminous, publication would be unlawful or publication would be otherwise inappropriate.

Comments received from registered stakeholders and respondents during our stakeholder engagements are published in the interests of openness and transparency, and to promote understanding of how recommendations are developed. The comments are published as a record of the comments we received, and are not endorsed by NICE, its officers or advisory Committees.
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