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Summary of findings

Overall summary

Hales Group Leicester provides personal care for people aged 18 years of over who need care or support at
home. At the time of the inspection there were196 people using the service. However 100 of these people
were receiving support from another homecare agency through a sub-contracting arrangement. The
majority of people who used the service had their care funded by the local authority.

The inspection took place on 5,6 and 7 December 2016 and was announced. We gave the provider of the
service 48 hours' notice of the inspection. This was because the location provides a domiciliary care service.
We need to be sure that the manager would be available to speak with us. Prior to our visit we had received
information of concern about the quality and safety of the service provided. This information prompted our
Visit.

The month prior to our inspection Hales Group Limited - Leicester had secured a large contract to provide
care packages to people who had previously received their care from other providers. This meant that they
were providing over double the care calls in the second week of November than they had the previous week.
As part of this process Hales Group Limited Leicester had transferred a number of staff from other providers
to be employed by the,. We had received feedback from people using the service, their relatives and staff
that there were concerns about the quality of the care provided and significant disruption to people's care
packages.

There was a registered manager at the service however they had submitted an application to de-register.
The registered manager was on leave at the time of the inspection. There was a branch manager in post who
had submitted an application to become the registered manager. A registered manager is a person who has
registered with the Care Quality Commission to manage the service. Like registered providers, they are
'registered persons'. Registered persons have legal responsibility for meeting the requirements in the Health
and Social Care Act 2008 and associated Regulations about how the service is run.

People were not protected from abuse. People told us that staff were often late for calls and that they had
missed calls completely. We found that there was a high number of missed calls. The irregularity of visits
meant that people did not receive care that was vital to their physical health and did not receive food or
drink. This is neglectful practice but had not been recognised as such. Incidents of missed calls had not been
reported or investigated appropriately. The provider had not checked on people's welfare to make sure that
they were safe when they had not received their care.

Some people had been left in degrading situations, for example, not having their continence needs met.
People were not consistently protected from risks relating to their health and safety. Risks had not always

been assessed. People had not had their needs assessed or plans of care put in place to enable staff to
understand and meet their needs safely.
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There were not enough staff to meet the needs of the people who used the service. There was a system in
place to record if staff were late or missed a call however this was not being used to monitor that people
were receiving the care that they required.

People were at risk of not receiving their medicines as prescribed. Due to the missed and late calls
medicines were not given at the agreed times. We also found that staff had not all received training to
administer medicines. People's care plans did not always give staff guidance on how people should be given
their medicines.

People received care from staff that had not always undergone the appropriate pre-employment checks.
Staff had not received appropriate training and support to enable them to fulfil their roles.

The service was not working within the principles of the Mental Capacity Act 2005. People had been
determined to not have the capacity to make a specific decision without appropriate assessments having
been carried out. Relatives were being asked to make decisions on behalf of people without the legal right
to do so.

People were supported to access healthcare services.

People told us that staff were mostly caring and that they did their best. However people's experiences of
care were affected in a negative way by the lack of sufficient staff to meet their needs and by the way that
the management responded to concerns about their care.

People were not always treated with dignity and respect.

There was a complaints procedure in place. However people and their relatives felt that their concerns were
not listened to. Where people had raised concerns these had not been recognised as a complaint,
investigated or responded to.

People's views about the quality of the service had not been sought by the provider as they told us that they
felt the responses would be negative. There were no effective systems and processes in place to monitor the
quality of the service or the safety. The provider had failed to monitor, assess and mitigate the risks to
people using the service.

The provider had taken on a new contract to deliver care to a significant number of people. They had not
planned how to do this effectively. The provider did not have plans in place to manage transition. Resources
were not adequate to provide a high quality service to people.

People's packages of care had been transferred to other providers as part of a sub-contracting arrangement.
People had not had their needs assessed before the transition. This meant that the provider did not ensure
that the new provider was able to meet people's needs. They also did not transfer people's packages of care
safely.

We identified that the provider was in breach of six of the Regulations of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014 (Part 3) and one breach of the Care Quality Commission

(Registration) Regulations 2009. You can see at the end of this report the action we have asked them to take.

The overall rating for this service is 'Inadequate' and the service is therefore in 'Special measures'.
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Services in special measures will be kept under review and, if we have not taken immediate action to
propose to cancel the provider's registration of the service, will be inspected again within six months.

The expectation is that providers found to have been providing inadequate care should have made
significant improvements within this timeframe.

If not enough improvement is made within this timeframe so that there is still a rating of inadequate for any
key question or overall, we will take action in line with our enforcement procedures to begin the process of
preventing the provider from operating this service. This will lead to cancelling their registration or to varying
the terms of their registration within six months if they do not improve. This service will continue to be kept
under review and, if needed, could be escalated to urgent enforcement action. Where necessary, another
inspection will be conducted within a further six months, and if there is not enough improvement so there is
still a rating of inadequate for any key question or overall, we will take action to prevent the provider from
operating this service. This will lead to cancelling their registration or to varying the terms of their
registration.

For adult social care services the maximum time for being in special measures will usually be no more than

12 months. If the service has demonstrated improvements when we inspect it and it is no longer rated as
inadequate for any of the five key questions it will no longer be in special measures.
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The five questions we ask about services and what we found

We always ask the following five questions of services.

Is the service safe?

The service was not safe.

People were not protected from abuse. They had received visits
that were often late, missed orirregular. They had missed
medicine, food, and drink.

Risks in relation to people's care had not been properly assessed
or managed. People's needs had not been fully assessed.

The provider had not recognised that the significant number of
missed calls could be neglectful practice. They had not
monitored these, or reported them appropriately.

Staffing levels were not adequate to meet the needs of people
who used the service. This put people at significant risk.

Staff had not always been recruited safely. Pre-employment
checks had not always been completed.

People were not supported to take their medicine safely. People
had missed medication and care plans did not give staff
guidance on how to support people safely with their medicines.

Is the service effective?

The service was not effective.

Staff had not completed training that enabled them to effectively
carry out their role. They had not received support or supervision
to ensure their competence.

The service did not work in line with the Mental Capacity Act
2005. People were assessed as not having the capacity to make a
specific decision without appropriate assessments having been
carried out.

Due to the irregularity of people's visits people did not always
receive food and drink when they required this. People were
supported to access healthcare services.

Is the service caring?
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The service was not consistently caring.

People told us that staff were mostly caring and that they did
their best. However people's experiences of care were affected in
a negative way by the lack of sufficient staff to meet their needs
and by the way that the management responded to concerns
about their care.

People were not always treated with dignity and respect. Some
people had been involved in developing their care plans.
However, their wishes about their care were not always asked or
followed.

Is the service responsive?

The service was not responsive.

People's care needs were not always assessed. Their care was
not delivered at the times they wanted by carers who they had
asked for.

People were not always contacted when staff were going to be
late. Staff made them feel rushed and did not stay for the time
they were allocated or complete all tasks.

The provider had not recognised concerns as complaints and
had not investigated these or responded to them in line with the
complaints procedure.

Is the service well-led?

The service was not well led.

The systems in place to monitor the quality of the service were
not used effectively to identify when people received a poor
service. Action was no taken when people received poor care.

People felt that the communication was not always open from
the registered manager or the staff based in the office.

The provider had not identified that the shortfalls in the service
delivery could be abusive practice. They had not notified the
local authority or CQC of these incidents so people could be

protected from further potential harm.

People had not been asked for their feedback on the service as
the provider thought this would be negative.

Staff felt that they were not supported in their roles.
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Detailed findings

Background to this inspection

We carried out this inspection under Section 60 of the Health and Social Care Act 2008 as part of our
regulatory functions. This inspection was planned to check whether the provider is meeting the legal
requirements and regulations associated with the Health and Social Care Act 2008, to look at the overall
quality of the service, and to provide a rating for the service under the Care Act 2014.

This inspection took place on 5,6 and 7 December 2016 and was announced. The provider was given 48
hours' notice because the location provides a domiciliary care service. We needed to be sure that the
registered manager would be available to speak with us.

The inspection was carried out by three inspectors and an expert-by-experience. An expert-by-experience is
a person who has personal experience of using or caring for someone who uses this type of care service. The
expert had experience of caring for someone who used this type of service.

Before our inspection, we had received information of concern from people who used the service, their
relatives and staff. We also reviewed the information we held about the service and information we had
received about the service from people who had contacted us. We contacted the local authority that had
funding responsibility for some of the people who used the service. We also contacted Healthwatch (the
consumer champion for health and social care) to ask them for their feedback about the service.

We reviewed a range of records about people's care and how the service was managed. This included 10
people's plans of care and associated documents including risk assessments. We looked at four staff files
including their recruitment and training records. We also looked at documentation about the service that
was given to staff and people who used the service and policies and procedures that the provider had in
place. We spoke with the branch manager, the regional manager, a care co-ordinator and nine care workers.
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We contacted 29 people who used the service by telephone. We spoke with eight people who used the
service and four relatives of other people who used the service. This was to gather their views of the service
being provided. The other people we contacted either chose not to speak with us, or were receiving care
from one of the sub contracted organisations so their feedback could not be obtained. We did pass their
feedback to the inspectors for the sub contracted organisations.
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Inadequate @

Is the service safe?

Our findings

People told us that staff had missed calls or were often late. One person told us, "l have had missed calls on
occasion but I've not worried about that. I don't like to complain." Another person said, "They [Staff] do their
best. On occasion | have to wait." Another person commented, "The time they come keeps drifting. One day |
was sat in my pyjama's until 8am."Relative's also confirmed that calls had been missed and staff were often
late. One relative said, "We should have calls at 8, 12, 4 and 8. Now it seems to have settled to something like
10, 12,4 and 8 but we are lucky if we get someone coming 3 or 3 and a half times a day. They seem to
combine the two morning calls. So they are missing one visit a day." Another relative said, "l have had to
complain and get someone out to reassess but the carers were coming at all times or not coming." One
relative told us, "At the start there were a lot of missed visits. We also have a lot of late visits. We had two
missed calls yesterday. No one called to tell us. [Person's name] is being put at risk."

We asked the branch manager for details of how many missed calls there had been. They were not able to
provide this information. We asked for details of call monitoring and analysed this information ourselves. We
looked at the records for all calls that were due to take place over a three week period in November 2016.
These showed that there had been a total of 131 missed calls in that time. We also found that there had
been 69 calls that had been cancelled. The reasons for the cancellations were not documented. People,
their relatives and staff told us that some calls had been cancelled when staff had been very late. One staff
member said, "Sometimes staff turn up, sometimes they don't. Either they turn up too late or not at all. One
person told me that the staff turned up at 6pm for an evening call. This was too early so [person's name]
turned them away and cancelled the call." We asked the provider how calls had been monitored to ensure
that people received the care that they needed. The call monitoring system that was in place did have alerts
that would identify when staff had not turned up after a specified period of time but these had not been
used. The branch manager told us that the alerts were now being used. The provider did not use the
electronic data to track late, missed or irregular visits to mitigate any risks to people's health and welfare
and ensure they received the support they needed. We found that unless people had reported missed calls
or lateness as a complaint that there had not been any attempt to contact people to ensure that they were
safe when they had not received a call. This placed people at risk of harm.

At the time of our inspection Hales Group Leicester had been working with people under the new contract
since 7 November 2016 which meant they were in their fifth week of providing support. We found that
assessments had not been completed for all people who were using the service. This meant that where
people were potentially at risk of harm this had not been identified and control measures had not been put
in place to reduce the risk. One staff member told us, "[Person's name] has dysphagia (Swallowing problems
that meant the person required thickened fluids to ensure that they could swallow them safely), and they
don't have an assessment. [Person's name] has been admitted to hospital. On the day of their admission too
hospital they were given un-thickened soup." We clarified with a social care professional that this was not
the reason for the admission to hospital. However this person had a specific diagnosed health condition
that represented significant risk to them. The provider had not identified the risk, assessed it or put guidance
in place to make sure that the person received their care safely. A relative told us, "It has taken two months
to get the crucial part of any care plan in place. It would have been nice to have gone through it with
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someone. | noted mistakes in the plan including key information such as their diagnosis which makes them
less likely to look after themselves at all, the details of the medication are incorrect, they should mobilise as
much as possible due to poor circulation and this is not included, and they are incontinent which is not
recorded anywhere." We received information from a health care professional. They told us that staff had
called 999 as they were unsure how to provide care to one person. The health care professional said that
there was no assessment in place. The person required care in bed and had a terminal diagnosis. One
person told us, "Since this company took over | haven't even got a book. They left me two loose papers. | did
have a proper care plan which said what they had to do but that has all gone. No one has spoken to me
about a new one." A relative said, "Things went wrong in the first week. We had to speak with the council and
we went through the care plan. Someone came out last week to go through all of the medical side of things."

Staff told us that not all people had an assessment which guided staff on how to provide care for people and
meet their needs safely. They told us that they either used information from the previous providers, family
members or relied on their own experience, however staff did say that they were not sure what each
person's needs were. One staff member commented, "No one has any swallowing problems that | am aware
of. Where families have told us what to do | have left notes for other carers." Another staff member said,
"Luckily the family were there so | could ask them." One staff member told us, "Some people do have care
plans. Some don't. | have used my own knowledge to provide the care. | have been doing this job for a long
time." Another staff member said, "Some people still don't have plans. | have followed plans that were from
other providers. One person doesn't have anything at all. [Person's name] is living with dementia. | have had
to ask his wife." People who had contacted us prior to the inspection told us that assessments had not been
completed. During our inspection the branch manager could not tell us how many people had not had their
needs assessed, they said they would need to check the records. They did tell us that as of the 28 November
2016 (the week before the inspection) there were 29 people who still needed full assessments and that since
then they had started to complete assessments for these people but was not able to confirm how many had
been completed.

We found that where assessments had been undertaken these had not been fully completed. For example
we found one person who was identified as being at risk of falls. A falls risk assessment had not been
completed. This meant that there were no control measures identified to tell staff how to help the person to
avoid falls. In care records we looked at we found that two people had not had their needs assessed until
the 23rd November 2016 and these assessments did not include all required areas such as moving and
handling and medicine assessments where people had identified needs in these areas. We also found that
four people had an assessment of their needs but a care plan to tell staff how to provide the care had not
been putin place. Information that is important for staff to know to keep people safe had not been
recorded. For example, where people used hoists there was not specific information about how to use this.
This is very important as people have been assessed by a health professional in order to ensure that the
hoist and equipment is correct for them so that the person can be moved safely. If this guidance is not
followed a person can be at risk of injury.

The provider had asked other providers to support some of the packages of care they were contracted to
deliver. This was because they did not have the capacity to manage all of the calls they had been asked to
cover. Where packages of care had been transferred to other providers this had not been done safely. We
found that assessments had not been fully completed before the information had been passed to the other
provider. For example, one care assessment had been partially completed by Hales Group Leicester. This did
not record the person's name. The person was taking a number of prescribed medicines and a medicine
assessment had not been completed. This would help staff to know how to support the person to take their
medicines safely. We found that 22 packages of care had been passed to one provider without a full

10 Hales Group Limited - Leicester Inspection report 22 February 2017



assessment having been completed. This meant that responsibility for the care and treatment of people had
been transferred without timely assessments having been completed to ensure the health, safety and
welfare of people.

People did not receive their medicines safely. Relatives and staff told us of times when medicines had not
been administered due to the late and missed calls. One relative said, "There were two calls yesterday.
[Person's name] missed his medicines last night." Another relative gave us examples when medicine had not
been administered correctly. They told us, "[Person's name] was given her dementia tablet. However they
did not give the rest of the medication from the dosset box. They also administered two eye drops in each
eye. The notes about this were vague. However [person's name] has one drop in the morning and two in the
evening. | had to walk six miles on the 27 November to give [person's name] her medication as the staff had
not given it and on Saturday 3rd December staff had not recorded that they had given medication but all of
Sunday's tablets were missing. | had to contact the pharmacist for advice."

The service had a policy in place which covered the administration and recording of medicines. However,
this was not being followed. Staff told us that as care plans were not in place that information about
medicines was not always detailed. One staff member said, "[Person's name] doesn't have a care plan. They
came out of hospital and there was problems with their medicines and they did not have all that they
needed. | had to leave notes for the other staff and discussed it with the family." Other staff told us that they
had transferred from other providers and had been asked to use different medication administration
records (MARs). They told us that these were different to what they had used previously and they had not
been told how to complete them correctly. One staff member said, "The medication sheets are different. |
didn't have any training. I have had to work without being told what to do." We found that staff training in
handling medicines was either out of date or they were not recorded as having completed the training at all
for 17 staff. Records showed that it had been identified that staff were regularly not putting people's names
on MARs when they were used. This meant that records were not being completed correctly and there was a
risk that people would not receive their medicines. There was also a risk that staff did not know how to give
people their medicines as prescribed by their doctor.

Where people required support with medicines they had not all been assessed or had a care plan to guide
staff as to how to support the person safely. We found that where people did have care plans in place these
did not always provide information for staff. For example in one person's care plan it stated that they did not
have capacity to take their medicines themselves and needed support with this. However, the care plan did
not give staff any guidance on how to do this. This meant that staff were not told how to support the person
to take their medicines safely.

These matters constituted a breach of Regulation 12 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014, Safe care and treatment.

People were not protected from abuse and improper treatment. They were put at risk of neglect due to
missed and late calls. One relative told us, "[Person's name] had two missed calls on Sunday. No one
attended after the lunchtime call. Therefore [Person's name] did not eat or drink from 1pm Sunday until
carers came arrived at 9:30am on Monday. That is almost 20 hours without fluids." Another relative said, "On
the first day of Hales starting [person's name] had no calls. No medication and no breakfast. We weren't
notified until 5pm." Another relative told us that staff had missed calls and as a result they were having to
administer the person's medicine and prepare food to make sure that they did not miss these. A relative told
us that they had experienced a high number of missed calls. They explained that they had to provide the
care for their relative including medicines and food to ensure that their needs were met. A staff member told
us, "l know that some staff had struggled to access one person's flat. | had left information about how to do
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this. [Person's name] missed their meds because staff couldn't getin. I reported it to the office. | report any
issues such as when people have missed medicines." This meant that people were at risk of neglect and acts
of omission as they were not receiving care to meet their needs and were not receiving support with taking
prescribed medicines and food where they required this.

People were subject to degrading treatment and their needs were disregarded. Staff told us of examples
where people had experienced late or missed calls and the impact that this had on them. One staff member
told us, "[Person's name] is living with dementia. When the carers didn't go in they pressed their lifeline. As
[person's name] is hard of hearing they did not realise that staff on the lifeline were responding. They went
outside and were found in their nightclothes, crying by the paramedic who had been called by the company
responding to the lifeline call. Another staff member said, "I found [person's name] sat in the dark late in the
evening. The tea call had not been and they had not had anything to eat or their medicine. They were sat in
the dark waiting for someone to come." One staff member told us, "[Person's name] did not receive their
night time call. | found them the next morning still sat in their chair. They had spilt water when over
themselves when they had tried to get a drink."

The provider had a policy in place for identifying and reporting potential safeguarding incidents. Staff we
spoke with demonstrated an understanding of potential types of abuse and the action to take should abuse
be suspected. Prior to our inspection staff had contacted us anonymously to raise concerns about the
number of missed calls and the impact this had on people. This shows an understanding of staff member's
rights to be able to raise concerns externally. Where people had experienced missed and late calls these
incidences had not been identified by the provider. The provider had the ability to track and monitor
missed and late calls as they had a system that would have alerted them to any missed and late calls. They
had not used this and had not established measures to make sure that people had received their care. This
put people at continued risk of neglect.

People and their relatives told us that they had contacted Hales Group Limited Leicester to tell them about
missed or late calls. Staff also told us that they had reported missed calls, potential neglect and missed
medicines to the office staff. When we reviewed the complaints that had been received we did not find that
these had been recorded, recognised as potential safeguarding, reported or investigated. The provider had
not implemented a system to identify and investigate missed or late calls and what this meant for people's
health, welfare and safety. They had not reported these incidences to the Local Authority as a potential
safeguarding concern. The provider has a duty to report any safeguarding concerns and to CQC in
accordance with statutory notification procedures. This meant that systems and processes were not
established and operated to prevent abuse.

These matters constituted a breach of Regulation 13 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014, Safeguarding service users from abuse and improper treatment.

We found that there were not sufficient numbers of suitably qualified, competent and experienced staff in
order to meet the needs of people who used the service. One relative told us, "They don't seem to have
enough staff." One staff member commented, "A lot of staff have left that has made it difficult. It is hard to
cover all of the calls." The staff we spoke with told us that they had been asked to cover additional calls. One
member of staff said, "l think they are short staffed. | get phone calls asking me to fit extra calls in as they are
not covered. This makes me late for everything else." Another staff member told us, "I have been told |
cannot have my holiday as they cannot cover it." One staff member commented, "l work for Hales in another
area. | have been asked to cover as they are short staffed." One staff member told us, "l was supposed to be
on a call where two staff were needed. The second person didn't turn up. | called the office and was told that
someone would be an hour. The person's son did not want me waiting around so he helped me." A care co-
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ordinator told us, "We do not have enough staff to cover the calls at the moment. Whenever staff have a gap
we are allocating calls to them."

The branch manager and regional manager told us that three quarters of the staff who were due to transfer
from other providers had chosen not to transfer very close to the date of the new contract starting and that
this had a significant impact on their ability to provide staff cover. Following the transfer of the staff a further
four staff resigned with immediate effect. They told us that in order to cover all calls they had asked other
providers to support them and put in place sub-contracting arrangements. We found that an email was sent
to one of the sub contracted providers identifying 72 calls that had not been covered for one day. This
included 23 calls that should have already taken place. The branch manager told us that they were working
to recruit more care staff to make sure that all vacancies were filled and this was on-going. They told us that
a post had been created for a resourcer who would support the branch to recruit. The branch manager told
us that this person was due to start in the week following our inspection. They also told us that on the
commencement date of the new contract they did not have all office staff in post. This meant that there
were not enough staff in place to co-ordinate the calls that needed to happen and to support the staff who
were directly carrying out the calls. The branch manager told us that they were recruiting to these posts and
that they had employed some staff who were due to be starting shortly. They told us that the staff who were
in post were not sufficient to support the number of staff and people who were using the service. The branch
manager explained that due to the high number of staff who had not transferred this had a detrimental
impact on the branches ability to cover. In order to try and resolve this the provider had brought in staff from
other areas to cover calls. However, there were still a significant number of calls that had not been covered.
This meant that the provider did not deploy enough suitably qualified staff to meet the needs of people
using the service at all times.

We looked at staff recruitment files and associated records. The information for one staff member who had
transferred from another provider was detailed and checks had been undertaken by the previous provider to
make sure that they were suitable for their role. These included obtaining references, checking people's
right to work documentation and undertaking a Disclosure and Barring Service (DBS) check. The DBS check
helps employers make safer recruitment decisions and aims to stop those people who are not suitable from
working with people who receive care and support. We found that one staff member who had been
recruited by Hales only had one reference in place and this was a personal reference from a friend. The
member of staff had identified people who could be contacted for a reference on their application form and
their friend was not listed on the application form. We also did not find evidence of a DBS check being
completed. We asked for information about all staff member's DBS checks to ensure that these had been
completed prior to staff starting work. We had to ask the branch manager to check the information as this
identified 22 members of staff had started work before the provider had received a DBS Check. The branch
manager did provide updated information. This was still not correct as one person had started work one
year and two months before their DBS check was recorded as being completed which the branch manager
told us was a recording error. We found that nine staff had started work before their DBS check had been
received. This meant that the provider could not be sure that staff were suitable to work with potentially
vulnerable people. The branch manager told us that a person had been employed to act as a recruitment
specialist and this person would be ensuring that all checks were completed appropriately.

These matters constituted a breach of Regulation 18 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014, Staffing.
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Is the service effective?

Our findings

We found that staff had not received the support, training and supervision that they required to enable them
to safely meet people's care and support needs. People and their relatives told us that staff did not always
appear to know what they were doing or have been trained prior to visiting them. One person said, "l have
one (staff member) regularly who know what they are doing. The others are haphazard." Another person
said, "Some of them are on training when they are here." A relative told us, "The person who came this
morning was rubbish. Even she knew she hadn't done what was needed." Another relative commented,
"This weekend we had one nice but incompetent member of staff." One relative told us, "We had a lovely girl
turn up one tea time. She didn't have a clue what to do. I had to train her. Not all of the staff know what to
do." One relative commented, "l do worry about the apparently untrained staff." Staff told us that they had
been asked to work with staff who they felt had not completed all of their training. One staff member said, "I
have worked with some of the new staff. One new staff member didn't know how to use a sling, a hoist or
how to put on pads. She couldn't do any of it and put a sling on all wrong. | had to step in." Another staff
member told us, "I met up with another carer for a call where they needed two of us. They tried to get the
person to stand up from the commode using their neck and not their waist. They didn't know how to use the
basic equipment." One staff member told us, "I did my induction but have not had any other training." This
meant that people were put at risk of injury. If staff do not use the correct techniques when helping people
to move it can cause injury and harm to the person and the staff member.

Staff training records showed that a number of staff had not completed training in key areas, or training was
out of date for them. For example, we found that staff training in safeguarding needed to be refreshed for
ten staff. We also found that 20 staff were not recorded as having received this training at all. Records
showed that training in moving and handling was out of date for eight staff. We found that a further 17 staff
were not recorded as having completed this training. It is important that training in moving and handling is
completed and up to date as techniques can change. If people are moved incorrectly it can cause injury and
harm to the person and member of staff. The branch manager told us that they had identified that some
training was out of date for some staff and they provided dates for when this was to be completed. However
this did not include any staff where the training was not recorded as having taken place at all. This meant
that we could not be sure that staff were suitably trained to meet the needs of people using the service.

Staff told us that they had not had supervision meetings for a period of time. Supervision is time where staff
meet with a manager to discuss their practice and any concerns that they may have. One staff member told
us, "I have not had supervision. | have had two spot checks in a year and a half." Spot checks are undertaken
while staff are working to check their practice. Another staff member said, "I have only had one supervision
this year." Another staff member commented, "I have not been invited to any supervisions. Spot checks
haven't happened for a long time." Records showed that 19 staff were due to have supervision and this had
not happened when it was due. We found that for nine of these staff their last recorded supervision meeting
was in 2015. We also found that 11 staff were recorded as not having had supervision at all. We found that 18
staff were recorded as being due to have a spot check that had not taken place. For three of these staff their
last check had been in 2015. Records showed that nine staff were recorded as not having had any spot
checks to review their competence. This means that staff have not received on-going or periodic supervision

14 Hales Group Limited - Leicester Inspection report 22 February 2017



in their role to make sure that their competence is maintained and they understand what is expected of
them in their role.

We found that where staff had transferred from another provider they had received limited support and
guidance. One staff member told us, "We have not had any support or supervision. We have not been told
how to do the paperwork. Some of it is so different." Another staff member said, "They had a big meeting
with us before the handover. I was very excited as they seemed great. Since the actual transfer we have not
had any support." One staff member commented, "They promised us everything. | have not been told what
to do. They arranged a team meeting but it was cancelled. I'm sure it will get better." The branch manager
told us that they had met with the staff who were transferring prior to the transfer. We saw a copy of a letter
that had been sent to the staff welcoming them to Hales Group Leicester that had been sentin September
2016. The branch manager and the regional manager told us that they were aware that some of the staff
who had transferred were not happy. They told us that they had arranged a meeting with them at the end of
November however none of the staff had attended this. The branch manager told us that they were
arranging another meeting and would put it on the rota so that staff could attend. We found that aside from
the initial meeting held with staff and the letter that had been sent to them there had not been an induction
process for the staff to introduce them to Hales Group Leicester to explain what was expected of them and
to discuss policies, procedures and paperwork that was in place. We branch manager told us that they were
trying to appoint a field care worker who could provide support to staff in one particular geographical area
as that was where a number of the staff who had transferred were working. They told us that they felt this
would offer them more support, however staff had transferred to Hales Group Leicester four weeks before
our inspection and this support was not yet available to them.

These matters constituted a breach of Regulation 18 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014, Staffing.

The Mental Capacity Act 2005 (MCA) provides a legal framework for making particular decisions on behalf of
people who may lack the mental capacity to do so for themselves. The Act requires that as far as possible
people make their own decisions and are helped to do so when needed. When they lack mental capacity to
take particular decisions, any made on their behalf must be in their best interests and as least restrictive as
possible. People can only be deprived of their liberty to receive care and treatment when this is in their best
interests and legally authorised under the MCA.

We checked whether the service was working within the principles of the MCA and found that it was not. We
saw that where people's needs had been assessed a form was used that identified where people had
capacity and if they consented to care. This included if people had capacity to manage their medicines. We
found that five people were recorded as not having capacity in one or more area where they required
support. However no assessments had been completed to show that the person did not have capacity.
Under the MCA if a person is believed to not have capacity to make a specific decision an assessment must
be undertaken to show that the person has been given every opportunity to enable them to make the
decision. This meant that whoever had completed the assessment had determined that the person did not
have capacity to make a decision without recording evidence to show that this was true. We also found that
one person had not signed their care plan or consented to their care. The reason for this was because they
were living with dementia. Under the MCA a diagnosis of a health condition such as dementia does not
mean that a person is not able to make their own decisions. The care plan identified that the person's
husband would make all decisions for them. A person cannot legally make decisions on behalf of someone
without a lasting power of attorney. This is a designated power and can only be agreed in a court after
appropriate assessments have been completed. The care plan did not identify that the person's husband
had the legal authority to make decisions on their behalf. This means that the person was not given the
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opportunity to consent to their own care which they may have been able to do. We found that four people
had not had their capacity to make decisions considered at all as they had not had this area of their needs
assessed.

When we spoke with the staff they had limited understanding of the MCA and what it meant in practice for
them. One staff member told us, "l have done MCA training. | am not involved in assessments." When we
asked what would happen if someone refused care the member of staff told us, "The family would make the
decision." This is not in line with the MCA where people have a right to refuse care and capacity to do so
must be assumed. We looked at training records and found that 22 staff were not recorded as having
training in MCA and DolLS.

Where people did have care plans these all contained a statement that 'All care will be delivered in the best
interests of the service user'. This statement did not identify that the first principle of the MCA is that the
person must be assumed to have capacity.

These matters constituted a breach of Regulation 11 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014, Need for consent.

People told us that where they had support with preparing their food staff asked them what they wanted.
One person said, "They get me a cup of tea and sometimes warm me a cup of soup. That is nice. They will
get me what | want if I ask." Another person told us, "l just have something out the freezer. They ask me what
| want and get it out ready." However, we found that one had been identified as having to receive fluids that
were thickened to a specified consistency following an assessment by a health care professional. Staff told
us that this person did not have a care plan in place. One staff member told us, "[Person's name] knows that
they have to have their drinks thickened. As staff did not turn up for their call [person's name] couldn't have
a drink as they cannot thicken it themselves." We spoke with a social care professional who told us that the
person had been admitted to hospital with increased confusion. The social care worker also told us that it
had been reported to them that the person had been given soup that had not been thickened to the
required consistency. This means that the person was at risk of choking and guidelines on how they ate
safely had not been followed. Relatives also told us that they had to support people to have something to
eat and drink due to missed and late calls and without them people would not have received nutrition and
hydration. A relative told us about times when staff had not provided food. They told us, "l visited just after
the carers. They had not left a sandwich. If [person's name] refuses food they are supposed to make a
sandwich for later. They do not fill in the paperwork to say if [person's name] has had any food. | have to
assume they haven't given her any." This meant that people were not supported to have sufficient to eat and
drink and to maintain a balanced diet.

We saw that people were supported to access healthcare. Records showed that staff had documented when
someone appeared to be unwell and had contacted the office staff to ask them to contact a health care
professional. Staff told us that they would support someone to contact a health professional if they felt it
was needed. One staff member told us, "I called an ambulance as | felt that [person's name] was very unwell.
We waited until the ambulance came."
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Requires Improvement @

Is the service caring?

Our findings

During our inspection we found that people's experiences of care were affected in a negative way by the lack
of sufficient staff to meet their needs and by the way that the management responded to concerns about
their care.

People were not made to feel that they mattered or were listened to when they were not happy about their
care. One person told us, "When it was 8 o'clock and my regular staff was off I didn't know if anyone was
coming. | rang the office. | did get a bit cross because no one had called up. | am not sure it made any
difference." Another person said, "They don't tell me if it is going to be a different care worker. They just
come." One person commented, "Certain senior staff are impolite and rude." A relative told us, "You do
eventually get a response if you complain. | tried to contact Hales constantly but got no answer." Another
relative said, "I phoned to speak to a senior manager and | got a phone call back to say they were too busy
to speak to me. We have not had a call or anything from them to check what has happened.” One relative
commented, "l raised concerns with Hales about their manner of caring. | never had a call back." This
demonstrated that people were not always given appropriate explanations for why their planned care was
not provided as agreed or preferred.

People told us that most staff acted in a caring manner towards them. One person told us, "They are fine.
Kind and helpful." Another person said, "They are very good." One person commented, "They are fine. |
haven't got anything against them." However, another person said, "A few carers attitude is as though they
are doing the client a favour." Relatives felt that some staff were caring in their approach. One relative said,
"It varies from wonderful, please come and move in to oh dear, | hope | don't see them again." Another
relative commented, "The staff are quite nice. It is not fair on them."

People told us that when they had regular staff they had built a good relationship with them. One person
said, "My regular one is very good. | get different ones and they don't know me as well." Another person said,
"I'had one carer for a long time. We got on really well. She left because of all the changes which is a real
shame." Another person commented, "The one in the morning who is regular is excellent. The others are
different. Some I have never seen before." A relative said, "The existing staff know the routine. Others arrive
without knowledge. They don't know why they are there or what to do. They ask [person's name]. There is
no point doing this as he doesn't know." Staff told us that when they worked with people on a regular basis
they had built up good relationships. One staff member told us, "I have worked with the same people for a
long time. | know them well. It runs very smoothly. There is not one person who | go to see who is not happy
to see me. When you go in there it is all about them."

People told us that where their needs had been assessed they had been involved in this; however, some
people said that they had not been involved in making decisions about their care. One person said, "l was
very involved." Another person told us, "They didn't ask me what times | wanted, or if | wanted male or
female carers." Care plans did not include detailed information about a person's life history, or their likes or
dislikes. Staff were able to tell us how they got to know people through working with them on a regular
basis. However they told us that since the new contract start date they did not always see people who they
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had cared for previously. One staff member told us, "People look forward to seeing me. Now and again | get
to visit someone | worked with before. They are not happy. I went to [person's name] they were crying saying
| missed you so much." Another staff member said, "l have worked with some people for nearly five years. |
know what they like and don't like. | don't see most of those people regularly now. When | do see them they
are down as their regular staff are not being used."

People told us that staff respected their privacy and treated them with dignity. However, one relative told us
that they had asked that staff did not make unscheduled visits as the person has hallucinations of people
entering their home and this made them anxious. The relative went on to tell us that staff continued to arrive
at unscheduled times when the person was not expecting them and this was upsetting the person. The
relative explained how they tried each week to confirm what time staff would be coming but even when
times had been agreed the staff still turned up at other times. Staff told us about a person who was very
upset when they woke up to find someone they did not know on their landing at 10:30pm. The staff
explained that the person was meant to have a call for support to go to bed and this was late. The person's
relative had helped them go to bed. When the staff member, who had not visited the person before, turned
up two and a half hours late they let themselves into the property. This woke the person up and they were
alarmed to find someone they did not know on their landing. This shows that staff were not always
respecting people's wishes or treating them with dignity by entering their home at times that were different
to planned times when people were not expecting the staff.

Staff told us that they encouraged people to be independent and to choose what they wanted. They gave us
examples of encouraging people to dress themselves, wash themselves and eat independently. One person
told us, "They ask me what I want. If I can do something myself they let me." This showed us that staff
understood the importance of allowing a person to continue to do things for themselves and how this
benefitted the person.

Care records were stored securely. Information was kept confidentially and there were policies and
procedures to protect people's confidentiality.
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Is the service responsive?

Our findings

People told us that the staff arrived at times that were different to planned times and they did not always
know which staff would be arriving. One person said, "The first two weeks it was so bad | thought we were
going to have a heart attack. It is a bit better now although I don't get a rota so I don't know who is coming
and the timings are terrible." Another person told us, "The staff just come. The office don't tell me it will be a
different worker." Relatives confirmed that planned times for calls were not met. One relative said, "l had to
take a day off work because of the timekeeping. It is terrible." Another relative said, "I had called to agree the
call times. However when the weekend came there were more problems with staff turning in late and times
forvisits changing." Daily records we looked at showed that the times between people's call visits were
erratic. For example, we looked at the records for one person over a period of five days. In that time the
number of visits per day ranged from two to four visits. We also found that the timing between visits was not
consistent. On one day they had a call at 5:55pm until 6:15pm, the next call was at 6:45pm leaving only 30
minutes between calls. On other days the person received a call at 9am, midday, 4:30pm and 6:45pm. Visits
atirregular times meant that some people did not have their medicines at regular intervals, access to
adequate nutrition or hydration and waiting for long periods for personal care. Staff confirmed that people
had been left in undignified situations due to having to wait for their staff. One staff member told us,
"[Person's name] was wet as they couldn't wait any longer. They are very proud.”

People told us that they did not receive care at their preferred call times or from staff that they knew. One
person said, "l told them I wanted 7 until 7:30am. They have put me down for 7:40am. | had had a call at 7am
for all of these years. It doesn't seem fair that I've got shunted." A relative told us, "[Person's name] prefers a
call at 8am. It is now more like 10am." Staff told us that people were not receiving care that met their
preferences. One staff member told us, "[Person's name] needs two staff. She doesn't like male carers. One
day a male and a female carer turned up. [Person's name] wouldn't let them in." The branch manager and
regional manager told us people had been supported by a large number of different providers previously.
They said there were a lot of people who had preferred call times that could not be met as Hales Group
Leicester did not have the staff available at those specific times. They told us that they were doing what they
could but it was not possible for everyone to have their care at the time they wanted it.

We found that people had not all had their needs assessed and a care plan developed when they had
started to use the service as part of the new contract. They also told us that when an assessment had been
completed they were not always listened to. One person told us, "They asked which staff we wanted and
then didn't provide them." One relative told us, "There is still no care plan. A lot of notes have been recorded
on the previous provider's documents or on plain paper by the staff." A relative told us, "The carer arrived
and asked me what was for [person's name] dinner and did they have any medicines. Had there been a care
planin place she may have read through this." Staff also told us that care plans were still not in place for all
people who used the service.

Care plans we looked at had little information about the person or their wishes as to how their care should

be provided. Information about people's personal care needs, daily routine, nutrition and hydration needs,
continence care and support required with their mobility had not been fully completed. For example we
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found that two people had key safes at their properties. A key safe is a security measure so that staff can
access the property without disturbing the person and the keys are kept safe. The key safe number had not
been recorded within the care plan. This meant that staff did not have the number in order to use the key
safe and had difficulty accessing the property to deliver care as a result. We also found that people's history
and background had not been completed. This information is important for staff to help them to
understand the person and to get to know them. Where people had been with the provider before the new
contract we found that care plans had not been reviewed to make sure that the information was in date and
still correct. For example, one care plan we looked at had last been reviewed on 29 September 2015.
Reviews should be completed whenever someone's needs changed or at least annually to make sure that
they care they are receiving still meets their needs. This means that people were at risk of receiving
inconsistent or inappropriate care if their needs changed.

These matters constituted a breach of Regulation 9 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014, Person centred care.

People told us that they sometimes felt that staff did not have the time to provide all of their care, complete
all tasks, or read information in the care plan. One person said, "On occasion they may miss something.
They are very busy." Another person told us, "The carers are not doing the chores they are meant to. They
left my washing in the laundry all night and some of my clothing was lost." Relatives confirmed this. One
relative said, "When it is a new care worker and they only have 20 minutes they are not going to read a care
plan." Another relative told us, "[Person's name] called me to ask if he took medicine at this time of day as
the carer wanted to know. The staff ask him and there is no point. He is not able to tell them. We have a care
plan as we insisted on it after things went so wrong." One relative told us, "They do not complete a lot tasks.
[Person's name] was wet. | asked the staff to support them to have a shower. They told me that [person's
name] didn't need one. They had just put their clothes on wet. | had to insist." Another relative told us, "I
visited [person's name] just after the workers had been. | found that they had a soiled pad on. This had been
missed by the staff. They are regularly not washing bedclothes either even though that should be done."
This meant that people were not receiving the care that was planned and that they needed.

People told us that they were not all sure how to complain. One person said, "l don't have any information
on how to complain.” Relatives told us that they felt that their concerns were not listened to. One relative
said, "l called Hales on 12 December. This didn't seem to impact greatly. | was informed that the person on
calllived in a village and does not receive good internet reception so could not have checked to see if the
call had taken place anyway." Another relative told us, "We can now contact the office and speak with
someone. It has not made things better. There is not a day goes by without a problem." The provider had a
complaints procedure and this was available within the information given to people when they started to
use the service. We looked at the complaints that had been received. We found that a number of the
concerns that people had told us that they had complained about were not recorded. The provider told us
that all complaints that had been received had been investigated. Three of the relatives we spoke with
expressed serious concerns about the quality and reliability of the care received. All three of these people
told us that they had contacted the provider to raise these concerns on more than one occasion but little
had changed. There was no record that the provider had received these concerns, investigated, responded
to or resolved them. We asked the provider if people reported missed or late calls, or care not being
completed correctly was this was recorded as a complaint. We were told that concerns of this nature had
not been recorded as complaints. This meant that the provider was not responding to people's complaints
or concerns in a meaningful way.
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Is the service well-led?

Our findings

People and their relatives told us that they felt that the provider did not have systems and processes in place
that enabled them to provide a quality service. One person told us, "l think the owners must be on holiday
because the organisation is rubbish." Another person said, "I don't think that they are well organised." A
relative told us, "I don't think they have any internal quality system. They seem to have dramatically
increased in size without increasing the infrastructure.” Staff told us that they felt that the provider had
struggled to manage the increased number of people since the introduction of the new contract. One staff
member said, "It is like they went in at the deep end. They are trying to sort it out but it is just a mess."
Another staff member commented, "They shouldn't have taken on what they couldn't manage. They have
said bear with us. The people are what is important.”

The provider told us that the quality and safety of the service had been affected by the start of the new
contract which was commissioned by the Local Authority to start on 7 November 2016. This involved the
service working in three geographical areas and providing support to all people who received local authority
funding in those areas. At the time of the inspection the number of people receiving the service was still
fluctuating. This was because people had requested to stay with their previous provider and changes in
funding were being implemented to accommodate this and other people were asking to not have support
from Hales Group Leicester. One person told us, "We have cancelled the care and are looking for another
company. They couldn't keep to the times they were saying."

We found that the branch manager and regional manager had recognised that there were significant
problems with the service delivery. However, despite the contract having been in place for four weeks at the
time of the inspection an action plan to identify and address the concerns had not been written until
December 2016. Within this action plan some of the concerns we found during this inspection were
identified. However they were not identified in detail. For example, the provider did not identify the number
of missed or late calls, the number of staff who had not completed training or had supervision, or the impact
that this had on people. The timescales given within the action plan did not reflect the serious nature of the
concerns or the need to address these urgently.

We found that there was a significant number of missed calls. These were times when people had not
received the care calls that they needed to keep them safe and provide vital care. The actual number of
missed calls had not been identified or monitored by the provider until we asked for the information. As
these had not been identified they had not been recognised as potentially neglectful practice and reported
as a safeguarding concern. The processes that were in place to monitor this had not been used effectively.
The branch manager told us that a new electronic system had been put in place prior to the new contract
starting to allow staff time to get used to this prior to the increase in work. They told us that they had been
trained in the use of this system. The system had the function to notify staff in the office if a carer had not
turned up or was late. This was not being used until the time of our inspection. There was no other
monitoring system being used to identify if people were receiving the care that they required. The provider
had not taken action to ensure that people were safe. This resulted in people missing medicine, food, drinks
and being left in degrading situations. People's health, safety and welfare had been put at risk. The provider

21 Hales Group Limited - Leicester Inspection report 22 February 2017



had not identified this risk and put control measures in place to minimise future reoccurrences.

The provider was awarded the contract in August 2016 with a planned start date in November 2016. As part
of the tender exercise it was identified that additional staff would be required to support the branch in order
to deliver the care. The recruitment for all of the required number of branch staff had not taken place at the
time of our inspection. This meant that there were not enough resources in the service to support the care
staff and to monitor the service delivery. As part of a transfer of services from one provider to another people
should have a full assessment to ensure that the new provider could meet their needs and have enough
suitably trained staff to provide the care. At the time of our inspection the service had been delivering care
under the new contract for four weeks. There were still a number of people who required assessments of
their needs. The provider was not able to confirm numbers at the time of the inspection. They had identified
that 29 assessments were outstanding as of 28 November 2016 but were unable to confirm how many had
been completed since that date. As the staff to support the office had not been recruited prior to the start
date of the new contract this meant that the capacity to complete timely assessments had been reduced.
The provider had not planned effectively or provided resources to ensure that people would safely transfer
to Hales Group Leicester.

The provider recognised that they were unable to provide all care that was required under the new
contracting arrangements. They told us that they asked the Council if they could delay the start date for the
new service but this was not possible. The branch manager and regional manager told us that this was
identified very close to the start date of 7 November 2016. At this time three alternative providers were
identified and sub-contracting arrangements were put in place. People were not told about the change in
provider. One person told us, "I'm not sure who | am having." A relative told us, "I thought Hales had passed
us back. I didn't realise it was sub contracted." Another relative said, "l am not impressed with the
supposedly smooth cross over. If they are sub-contracting the work who is actually delivering the care.” The
provider did not put in place arrangements with the sub-contracted providers to ensure that they were
delivering the care that people needed. We also found that the provider was not able to tell us how many
packages of care had been sub-contracted. The provider handed over packages of care without having
completed their own assessments on people. They did not ensure that the provider could meet the person's
needs just that they had capacity to take on the work. This meant that the provider did not have an
accurate, complete or contemporaneous record in respect of each person.

We found a lack of planning to meet people's needs. Records showed that an email was sent to one of the
other providers identifying 72 calls that had not been covered that day and asking for their help. This email
included 23 calls that were supposed to have taken place before the email had been sent. This meant that
the provider did not have a robust plan in place to enable them to manage the new increased contract. They
did not have suitable processes in place to mitigate the risk to people of them not being able to provide the
service. They also did not have contingency plans in place to deliver the care they were contracted to
provide.

We found that communication with people had been limited and people felt that they had not been listened
to. One person told us, "In September someone said they would be coming out to see me within a week.
They never came." Arelative told us, "l wouldn't give them 10 out of 10 for communication. They did not
contact us to tell us about the problems." Another relative told us, "l was only with Hales for a week. It was
diabolical. They were late every day. | rang them and they weren't bothered."

Where people had contacted the provider to raise concerns these had not been recognised as complaints

and investigated or responded to. Feedback had not been sought from people following the problems that
had occurred. The provider told us that they had considered sending out a quality survey to ask for
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feedback, however had decided against this as the results would be negative. Staff within the office had not
contacted people who had not received their care to make sure that they were safe. The provider had not
kept people informed of the problems and what was being done to resolve these or to apologise.

The provider did not have an effective system in place that monitored the recruitment, training, supervision
and support for staff. This meant that information we requested had to be clarified as it was out of date. It
also meant that staff had not always been recruited safely, completed relevant training or been supported
and supervised to ensure competence in their role.

We found that audits had been completed on Medicine Administration Records that had been returned to
the office. However, the amount that had been returned was limited. We also found that the audits had not
identified all areas of concern. For example, we found one signature had been crossed out and the audit
noted no problems, we also found that for one person their name was on the record however the month
and year were not recorded. This had not been identified as part of the audit. Records also showed that the
person who completed the audits had identified that a person had refused or not taken their medicine on a
number of day but had not taken any action to address this. Medication records are a legal document to
record that people have received all of their medicine as prescribed. This meant that the people were at risk
of not receiving their medicines safely as records that were kept were not correct or completed.

During our inspection we raised serious concerns with the provider about people's safety. We identified
significant concerns about the way people received care and the management of the implementation of the
new contract. We were concerned that there were immediate risks to people's health and well-being. We
informed the provider of our concerns. The provider acknowledged that things had not run smoothly since
the start of the new contract. They told us that they were working to address the concerns.

These matters constituted a breach of Regulation 17 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014, Good governance.

The provider had failed to submit statutory notifications in relation to incidents that they have a duty to
report to CQC by law. For example, allegations of abuse. We found a total of 131 missed calls over a three
week period. As missed calls and associated missed care is potentially neglectful these should have been
notified to CQC as potential abuse. The provider did notify us that there had been a problem with the
implementation of the new contract. However they did not disclose the extent of the problem or the impact
this was having on care delivery and on people receiving the service. As the service was effectively stopped
for the people who received missed calls the provider should have notified us of this as an event that had
stopped the service. These notifications are an important safeguard for people using the service. Failure to
notify CQC denies people an important level of oversight and protection.

This constituted a breach of the Care Quality Commission (Registration) Regulations 2009: Regulation 18:
notification of other incidents.

There was a registered manager in place at the time of our inspection. However they had submitted an
application to de-register. They were on leave and we were told they would not be returning to the service.
The branch manager had applied to become the registered manager. The branch manager and regional
manager were new to the organisation at the time of the inspection as both had started their employment
within the last three months. They told us that they were supported by an operations manager however that
person had left the organisation in December 2016. Following our inspection we met with the managing
director of Hales who told us that they and another regional manager would be providing support to the
branch.
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Some staff we spoke with told us that they did not feel supported or valued by the management. One staff
member told us, "I have found it very difficult | have not had anyone to ask questions. When I have rung with
concerns they either argue with me or put the phone down." Another staff member said, "You have no
support. One of the care co-ordinators had a go at me in front of one of the people | support. Itis how it is
run. We are treated badly." However, one staff member commented, "l can approach my manager." Another
staff told us, "I used to be so proud to work for Hales. Now | dread it. It is how they speak to you. They are so
rude. You cannot talk to anyone."

The provider told us that they were recruiting more staff to assist them with monitoring the quality of the
service that was provided. This included a trainer to make sure that training was up to date and that staff
were supported in their roles. The timescale for this according to the service's action plan was February
2017.

The service had up to date operational policies and procedures in place which covered all aspects of service
delivery including safeguarding, medication, whistleblowing, recruitment, complaints and equality and
diversity. Those which were relevant to staff were also contained within the staff handbook that was issued
to all employees.
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This section is primarily information for the provider

Action we have told the provider to take

The table below shows where regulations were not being met and we have asked the provider to send us a
report that says what action they are going to take.We will check that this action is taken by the provider.

Regulated activity Regulation

Personal care Regulation 18 Registration Regulations 2009
Notifications of other incidents

The provider did not notify the Commission
without delay of incidents that occurred whilst
services were being provided. This included
incidents that are classed as abuse or
allegations of abuse in relation to people using
the service.

Regulated activity Regulation

Personal care Regulation 9 HSCA RA Regulations 2014 Person-
centred care

People had not all had an assessment of their
needs and preferences for care carried out.
People did not receive care that reflected their
preferences or that met their needs.

Regulated activity Regulation
Personal care Regulation 11 HSCA RA Regulations 2014 Need
for consent

The care of people was not provided with
consent of the relevant person. Where a person
had been assessed as not having capacity to
make a specific decision a capacity assessment
had not been completed in line with the MCA.
Relatives had been asked to make decisions
without the legal right to do so.

Regulated activity Regulation

Personal care Regulation 12 HSCA RA Regulations 2014 Safe
care and treatment
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People's care was not provided in a safe way.
People had not had all risks to their health and
safety assessed and the provider did not do all
that is reasonably practicable to mitigate the

risk.

Regulated activity Regulation

Personal care Regulation 13 HSCA RA Regulations 2014
Safeguarding service users from abuse and
improper treatment

People were not protected from abuse and
improper treatment.

Systems and processes were not operated
effectively to prevent abuse of people.

Systems and process in place were not
operated effectively to investigate an allegation
or evidence of abuse.

Care that was provided for people was

neglectful.
Regulated activity Regulation
Personal care Regulation 18 HSCA RA Regulations 2014 Staffing

The provider did not ensure that there were
sufficient numbers of suitably qualified,
competent, skilled and experienced person
deployed in order to meet people's needs.
Staff did not receive appropriate support,
training, supervision and appraisal to enable
them to carry out the duties they were
employed to perform.
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This section is primarily information for the provider

Enforcement actions

The table below shows where regulations were not being met and we have taken enforcement action.

Regulated activity Regulation

Personal care Regulation 17 HSCA RA Regulations 2014 Good
governance

Systems and processes were not used to assess,
monitor and improve the quality and safety of the
services. They did not mitigate the risks relating to
the health, safety and welfare of people.
The provider did maintain an accurate, complete
and contemporaneous record in respect of each
person when they were transferred to another
provider.
The provider did not seek or act on feedback from
people in relation to the services that they were
providing.

The enforcement action we took:

Under Section 31 of the Health and Social Care Act 2008 we imposed a condition on the providers

registration in respect of the regulated activity.

From 14 DEC 2016, the Registered Provider must not provide personal care to any new person, any current

person following a hospital admission, any person who requires respite provision and must not agree to

increase the level of personal care being provided by more than 3 hours, without the prior written
agreement of the Commission.
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